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Abstract

Background: Tobacco exposure remains a significant issue for public health, especially for pregnant women. It increases
the risk for premature labor, low birth weight and small for gestational age (SGA), among other effects. To reduce these
risks, many countries have enacted public policies to curb tobacco exposure. Peru enacted anti-tobacco laws that forbid
smoking in public places, require prevention text and images in products and publicity, along with restriction of sales to
adults. We evaluated the effect of the implementation of this law on newborn outcomes: birth weight, prematurity and
SGA.

Methods: This was a quasi-experimental study that utilized data from the Peruvian Live Birth Registry. Children born to
mothers from urban areas were the intervention group, while children born to mothers from rural areas were considered
the control group. Only singletons with information on birth weight and gestational age, born to mothers aged 12 to 49
years were included in the study. In addition, newborns with birth weights greater than + 4 standard deviations (SD) or
less than − 4 SD from the gestational age-specific mean were excluded. To measure the effect of legislation on birth
weight we performed a difference in differences analysis.

Results: A total of 2,029,975 births were included in the analysis. After adjusting for characteristics of the mother and the
child, and contextual variables, the anti-tobacco law in Peru reduced the incidence of prematurity by 30 cases per 10,000
live births (95% CI: 19 to 42).

Conclusions: The reform had negligible effects on overall birth weights and on the incidence of SGA. This modest result
suggests the need for a more aggressive fight against tobacco, prohibiting all types of advertising and promotion of
tobacco products, among others measures.
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Introduction
During the last century, heavy advertising was associated
with a significant increase in tobacco consumption and ex-
posure to tobacco smoke. By the end of the twentieth cen-
tury, smoking was considered a worldwide pandemic [1].
Tobacco is well known as a risk factor in the develop-

ment of many diseases [1–8], and premature death [9–
11]. Its negative effects have been demonstrated both, in
animal experiments and in humans [1, 2].

Tobacco exposure is associated with preterm birth,
small for gestational age (SGA) and low birth weight,
which can result in chronic disease and infant death
[12–18]. Being born premature is the second leading
cause of death in the first 5 years of life and is the main
cause of death within the first month of life [19]. Com-
pared to a normal-weight newborn, low birth weight
newborns will have a greater probability of dying in the
first month of life, as well as being more predisposed to
disease [20].
In order to reduce these risks, many countries have

created public policies to protect the population from
exposure to tobacco, including banning smoking in pub-
lic places, the inclusion of images and warning phrases

© The Author(s). 2020 Open Access This article is licensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if
changes were made. The images or other third party material in this article are included in the article's Creative Commons
licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons
licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

* Correspondence: patricia.mallma.s@upch.pe
1Epidemiology, HIV and STD Unit, School of Public Health and
Administration, Universidad Peruana Cayetano Heredia, Lima, Peru
Full list of author information is available at the end of the article

Global Health
Research and Policy

Mallma et al. Global Health Research and Policy            (2020) 5:11 
https://doi.org/10.1186/s41256-020-00136-5

http://crossmark.crossref.org/dialog/?doi=10.1186/s41256-020-00136-5&domain=pdf
http://orcid.org/0000-0002-6084-3099
http://creativecommons.org/licenses/by/4.0/
mailto:patricia.mallma.s@upch.pe


about the health effects of tobacco consumption on
cigarette boxes, increasing cigarette taxes, etc. [21].
Many studies have demonstrated the impact of these
legislations among adults, finding that anti-tobacco laws
improved air quality, reduced tobacco biomarkers, and
improved the respiratory health of bar workers in Korea,
Ireland, United States and Spain [22–25], as well as im-
proved air quality and respiratory health for restaurant
workers from Portugal [26].
Anti-tobacco laws have shown positive effect on hospi-

talizations for respiratory tract infection and asthma in
children [27–30]. Likewise, anti-tobacco laws have re-
duced adverse effects on newborns from Canada, United
States, Ireland, England, Belgium, Norway, Spain, the
Netherlands, Switzerland, Hungary, Scotland and Uruguay
[29–46]. Nevertheless, the information from developing
and middle-income countries is still limited.
In Latin American countries, laws have also been cre-

ated to reduce tobacco exposure. In Peru, a series of re-
strictions was passed into law after 1991 [47–52]. As a
consequence of Peru signing the Framework Convention
on Tobacco Control, legislation was enacted in 2006 pro-
hibiting smoking in public places. In 2010, a new anti-
tobacco law was enacted which modified certain aspects
of the 2006 law, making the provisions stronger: smoking
areas were removed, warning phrases and images on both
sides of tobacco products were required, and sales of
packages with less than 10 units were forbidden.
Like most Latin American countries, the anti-tobacco

laws in Peru have not been formally evaluated with re-
spect to an objective health outcome. We are therefore
interested in evaluating the effect of this policy on birth
weights, prematurity and SGA.

Methods
The study design was quasi-experimental, due to the
non-random nature of the intervention. We utilized data
from the Peruvian Live Birth Registry, from 2005 to
2016. Children of mothers residing in urban areas were
considered the intervention group, since bars and restau-
rants in urban areas would be affected by the new
smoke-free regulations. These exposed children were
compared to children of mothers residing in rural set-
tings, where there would be few public places affected by
the new prohibitions and little enforcement of the new
law. Between 2016 and 2018, district and national level
authorities in Peru carried out at least 175 unannounced
visits to restaurants with the objective of enforcing anti-
tobacco laws. None of these enforcements were carried
out in rural areas [53–55]. Likewise between 2009 and
2019, of 49 municipal ordinances for anti-tobacco law
enforcement ruled by the same number of municipalities
in that period, all but one occurred in urban districts
[56, 57]. Besides this single district, we have not

identified any other effort to enforce anti-tobacco laws
in rural areas. It was assumed therefore that the inter-
vention started in urban areas when the anti-tobacco
law was enacted, so that all urban pregnancies since the
legislation date were exposed to the new legal regime.
Smoking trends in Peru are shown in supplementary
support S1.

Study population
Registration of all births is mandatory in Peru [58]. Regis-
tration is carried out by the health professional (usually a
professional midwife) who assisted the delivery. Births can
be registered immediately after birth, and there is no max-
imum age. Since 2012 data can be entered directly into an
electronic form in places where Internet access is avail-
able. For year 2015 the coverage of the registry is esti-
mated to be 72% [59]. The registry is maintained on
Ministry of Health’s servers. We included all live births
registered as occurring between 2005 and 2016. This
registry is managed by the “National Institute of Statistics
and Informatics” (INEI).
We considered the following inclusion criteria: single

births, with complete information on birth weight and
gestational age, as well as information on the co-variables
of interest, and born from mothers between 12 and 49
years of age. We also excluded birth weights deviating
more than 4 standard deviations from the corresponding
mean for each recorded gestational age [60], using as a
reference the population of Canada [61].

Public interventions to reduce exposure to tobacco
In 2003, the World Health Organization (WHO) devel-
oped the “Framework Convention on Tobacco Control”
(FCTC) to “protect present and future generations from
the devastating health, social, environmental and eco-
nomic consequences of smoking and exposure to
smoke.” So far, 181 countries have adhered to this Con-
vention, committing themselves to generate national
strategies, plans and policies to reduce exposure to to-
bacco [62].
Peru also signed the CMCT in 2004. Prior to this

agreement, there were already some laws to reduce ex-
posure to tobacco in this country [47–50], but it was not
until 2006 that law No. 28705, the “General Law for the
Prevention and Control of Risks of Tobacco Use” was
enacted. This law consists of four chapters that cover: 1)
prevention and protection of the population, through
regulations that forbid smoking in closed public and pri-
vate buildings (bars, restaurants, movie theatres, govern-
mental buildings, etc.), as well as in public transport
vehicles, where people could be exposed to second hand
smoke. In addition, it required hotels, restaurants and
other public places to maintain a specific smoking area.
This chapter also included the obligation of enclosed
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spaces to use signs with the following inscription:
“Smoking in public places like this is prohibited accord-
ing to Law No 28705”, “Smoking is harmful to health,
smoke also harms non-smokers”; 2) packaging and label-
ing of tobacco products: the law stipulates that 50% of
one of the faces of the packages of these products must
be printed with phrases or pictures describing health
harm caused by tobacco consumption, and forbids the
inclusion of words like “light”, “ultra-light”, “soft”, and
“super soft; 3) commercialization: the law prohibits the
sale of tobacco products in health or educational estab-
lishments and requires every place that sells tobacco
products to have a sign with the following inscription:
“Smoking is harmful to health – Sale forbidden to
people under 18 years old”; finally, in chapter 4) adver-
tising, promotion, and sponsorship of tobacco, the law
determines that all advertising of tobacco products must
include warning phrases about the health effects of
smoking, and that tobacco brands are prohibited from
sponsoring events aimed at minors. The law also in-
cluded penalties if the established regulations were not
obeyed [51]. Finally, to reconcile the FCTC with the law
No. 28705, some aspects were modified in 2010 and law
No. 29517 was created. This second piece of legislation
ended the option of having special smoking areas in ho-
tels, bars, restaurants, etc., as well as requiring these
places to have the following inscription: “Smoking in
public places is prohibited because it is harmful to
health”, “100% smoke-free environment”. Additionally
this law required 50% of both faces of the packages of
tobacco products to be printed with warning phrases
and pictures describing the harmful effects of tobacco
consumption, and prohibited the sale of packages con-
taining less than 10 units of tobacco products [52].

Implementation of the anti-tobacco law
In Peru, the implementation of new laws requires the
approval of regulations, technical standards, which are
detailed in supplementary support S2. The regulation
considers measures related to each chapter of Law No.
28705. For Chapter 1, it specifies that Municipalities and
the Ministry of Health will be responsible for conducting
inspections on tobacco control in workplaces, restau-
rants, bars, hotels, etc., and for levying fines on establish-
ments that do not obey the law. For the chapter on
packaging of tobacco products and advertising of to-
bacco products, the regulation lists health warning mes-
sages that products and advertising signs must contain,
as well as their size. For the commercialization chapter,
the regulation specifies the size of the warning signs to
be posted in places where tobacco products are sold.
The regulation also establishes sanctions for non-
compliers [63]. Although the law 28,705 was approved
in 2006, its regulation was not approved until July 5,

2008. Therefore the date of the impact evaluation for
our study was assigned as the date of approval of this
regulation. A secondary evaluation uses the date of pub-
lication of the Law No. 29517 (April 2, 2010) as a sensi-
tivity analysis, along with plausible lags in enforcement.
The implementation of the pictures and warning mes-
sages about health effects of tobacco consumption on
the packaging, advertising of cigarettes and other prod-
ucts made with tobacco occurred in 2009.

Exposure variables
2008 law: Coded as “1” for births occurring after July
5th, 2008 (date of publication of the regulation for the
law No. 28705) from mothers residing in urban areas
and “0” otherwise.

Outcomes variables
We evaluated three outcome variables using data from the
Peruvian Live Birth Registry: (i) Birth weight in grams,
(ii) Preterm birth, coded as “1” for gestational age less
than 37 weeks and “0” otherwise, and (iii) Small for ges-
tational age, coded as “1” for birth weight lower than the
corresponding 10th percentile for gestational age and “0”
otherwise, using as the reference the data on Canadian
births [61, 64].
The Registry did not contain information about the

method of ascertaining gestational age (date of last period,
ultrasound, Capurro method, etc.). We consulted health
personnel in charge of the database, and found that clinical
estimates were based on information available, whether re-
ported last menstrual period, ultrasound or Capurro Method
at the discretion of the attending physician.

Covariates
Other factors included in the analysis were: maternal
factors (age, marital status, level of education, parity),
child factors (gender, year of birth, place of delivery, per-
son that assisted the delivery), district level covariates
(urban setting versus rural, poverty in quintiles, and alti-
tude). The 2011 official classification was used to define
the urban/rural status of the district. Districts were clas-
sified as rural when their municipalities were not located
within the district, or when more than 50% of their
population live in rural areas [65]. The percentage of
poverty of the district of residence of the mother [66]
was assigned to each newborn, and this value was then
categorized in quintiles ranging from 1 for those living
in the richest districts to 5 for the poorest. The altitude
was measured at the main plaza at the capital of the dis-
trict [67].

Statistical analysis
Data were analyzed using STATA 15.1 (StataCorp,
College Station, Texas). Records with missing data were
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for gestational age, birth weight, place of birth, parity,
education of mother, and gender of newborn were ex-
cluded from the analysis. We first explored urban/rural
differences in the outcomes and co-variables of interest.
We assessed parallel pre-intervention trends in the
treated and control group prior to carrying out analyses
for the three outcomes (see supplementary support S3).
The outcome for the first model was birth weight in

grams as a continuous variable. Multivariate analysis was
performed using difference in differences in a linear
mixed effects model. District characteristics were in-
cluded at the cluster level. Due to the lack of a linear re-
lationship between birth weight and mother’s age, a
quadratic term for maternal age was included in the
model. Likewise, the shape of the relationship between
birth weight and altitude of the district of residence was
verified as a linear effect (see supplementary support
S4). We analyzed the number of pregnancies of the
mother as a categorical variable. Thus the equation for
the linear mixed effects difference in differences model
is as follows:

yid ¼ β0 þ β1∙antitobaccolawid þ β2urband
þ β3∙antitobaccolawid ∙urband
þ β4∙i:year birthid þ δ∙Covariatesd
þ α∙Covariatesid þ εid þ μd ð1Þ

Where:

i = child ID
d = district’s ID
yid = birth weight of child i born to district d
antitobaccolawid = coded as 1 for children born after
the implementation date of the law and 0 otherwise.
urband= coded as 1 for households located in urban
areas or 0 otherwise
Covariatesd = district characteristics: poverty, altitude
(in meters above sea level).
Covariatesid= maternal characteristics: age, marital
status, level of education, parity; and child
characteristics: gender, year of birth, place of delivery,
person that assisted the delivery.
εid= non-observed characteristics of the district.
μd = non-observed characteristics of the child.
β3 = effect of the anti-tobacco law on birth weight. A
positive sign of the coefficient would correspond to a
gain in birth weight.

The outcomes for the second and third models were
prematurity (< 37 weeks of gestational age at birth) and
SGA. They were evaluated using mixed effects logistic
regression. The average marginal effects were estimated
in order to obtain the effect of the anti-tobacco law on

the absolute scale. The mixed effects logistic differences
in differences model used is:

logit
p

1−p

� �� �
¼ β0 þ β1∙antitobaccolawid

þ β2∙urband þþδ∙covariatesd
þ α∙covariatesid þ εid þ μd ð2Þ

Where:

p = probability of prematurity or SGA.

The remaining variables correspond to those presented
in eq. 1, except altitude. Altitude was analyzed as a linear
and quadratic term for the prematurity model and as a
linear term for SGA (see supplementary support S4). For
the three outcomes (birth weight, prematurity and SGA)
only information from the 3 years before and 3 years
after the date of the 2008 regulation was included. We
expect that this would reduce the risk of contamination
from the effect of other policies implemented in neigh-
boring years. As a sensitivity analysis, three additional
models were fit to explore the effect of the 2010 law. In
addition all multivariate models were adjusted for poten-
tial confounders.

Results
Birth weight trends according to area of residence
After applying our inclusion and exclusion criteria to the
4,965,825 births recorded in the database for the 2005–
2016 period, we were left with 4,742,253 births for the
first part of the analysis.
Figure 1 shows the trend in births weights according

the child’s residence area for the period 2005–2016.
Visually, in both rural and urban areas there is a subtle
upward trend in birth weight from 2005 to 2016 in rural
areas, and to 2014 in urban areas.
Figure 2 shows the trend in the percentage of prema-

turity. There is an apparent stationary trend before to
2010. In rural areas, there is an upward trend after 2010.
In the urban area, there was a steady trend after 2010
and after 2014 a trend upwards. A decreasing trend is
observed for the percentage of SGA before and after
2010 in both areas (Fig. 3).
The linear regression model found no interaction be-

tween time and residence area prior to 2008 and 2010,
indicating similar time trends for the two groups in birth
weight, prematurity and SGA (see support information
S3), as required for the validity of the difference in dif-
ferences analysis.

Effect of the implementation of the anti-tobacco law
After excluding births prior to 2005 and after 2013, 2,
729,681births remained for the second part of the
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Fig. 1 Mean birth weight trends by year and area of residence, Peru, 2005–2016. Dots represent mean birthweight (g) and vertical lines represent
95% confidence intervals for the mean

Fig. 2 Trends in prematurity prevalence by year and area of residence. Peru, 2005–2016. Dots represent proportion with low birthweight (g) and
vertical lines represent 95% confidence intervals for the proportion
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analysis. The average birth weight and prevalence of pre-
maturity were lower in rural areas compared to urban
areas, whereas the percentage of SGA in rural areas was
higher than in urban areas. Among characteristics of the
child, there were a higher percentage of births assisted
by health professionals in urban areas, as well as a higher
percentage of institutional deliveries. In terms of mater-
nal characteristics, a higher level of education was ob-
served in urban areas. Poverty levels and altitude were
higher in rural areas (Table 1).
To evaluate the effect of the 2008 law we considered

2,029,975 births from 2005 through 2011.
Table 2 shows the effects of the implementation of the

law on birth weight, prematurity and SGA, crude and
adjusted. The crude estimates showed significant reduc-
tions for all 3 outcomes. After adjusting for mother’s
age, level of education, marital status, and parity, new-
born year of birth, gender, and place of delivery, health
care provider for childbirth, area of residence, poverty
quintiles, and altitude, the 2008 law resulted in a negli-
gible reduction in birth weight of 3.10 g. (95% CI: − 6.57,
0.37), a negligible reduction in SGA (a decrease of 6
cases per 10,000 live births, 95% CI: − 25, + 13), and a
significant reduction in prematurity (30 cases per 10,000
live births, 95% CI: 19, 42).

Sensitivity analysis
After adjusting the same covariates used for the 2008
law, the adjusted effect of the 2010 law was a negligible

gain of 0.85 g (95% CI: − 2.56, 4.25) in birth weight and a
negligible reduction in prevalence of SGA (4 cases per
10,000 live births, 95% CI: − 23, + 14), and again a sig-
nificant reduction in the proportion of prematurity by
25 cases per 10,000 live births (95% CI: 13, 37).

Discussion
The data analyzed from the database of live births in
Peru, shows that the 2008 and 2010 anti-tobacco laws in
Peru do not have a discernible effect on birth weights
and proportion of SGA, however, we demonstrated a
modest effect of these laws in reducing the proportion of
premature births by approximately 30 cases per 10,000
live births.
We identified five studies that reported similar results

regarding negligible effects on birth weights after imple-
menting anti-smoking laws in Norway, Ireland, two
studies in the United States, and Uruguay [38, 39, 43, 46,
68]. Other studies in USA, England, and Canada showed
significantly increased birth weights [40, 42, 45]. A study
in Hungary found an important gain in birth weight
(55.5 g) in newborns of female workers of restaurants
and bars after the implementation of the law [33]; and a
study in USA found a 7 g reduction after the implemen-
tation of Local Smoking Ordinances [69].
With regards to the premature births proportion, eight

studies in Belgium, Scotland, Ireland, Spain, England,
Canada, and in two USA states found a positive effect,
like our study [34–36, 38, 40–42, 45]. However, seven

Fig. 3 Trends in small for gestational age prevalence by year and area of residence. Peru, 2005–2016. Dots represent proportion with low birthweight
(g) and vertical lines represent 95% confidence intervals for the proportion
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studies in Netherlands, Switzerland, Hungary, Norway,
and 3 in the USA failed to detect an impact [31–33, 39,
46, 68, 70]. Studies in Hungary and Switzerland did not
find an effect in preterm births, but did detect a positive
effect in very-preterm deliveries [32, 33]. The positive ef-
fect observed in our study regarding the risk of prema-
turity (0.25%) is modest compared to the reduction
reported in the studies cited: 23% by Page in the state of
Colorado in USA, 25% by Kabir in Ireland, 12% by Mac-
kay in Scotland, 4.5% by Simon in Spain, 4.0% by Bakolis
in England, 3.5% by Cox in Belgium, 1.5% by Bartholo-
mew in the state Virginia West in USA, but similar to
what McKinnon found in Canada (0.31%).
As in the case of our study, w study showing no effect in

the proportion of SGA, in the United States [46], while six
in Netherlands, Scotland, Ireland, Spain, England and
Canada showed a reduction in SGA following the intro-
duction of anti-tobacco laws [31, 36, 37, 41, 42, 45].
In countries where the studies identified an effect of the

anti-tobacco laws on birth weights, preterm delivery or
SGA, smoking is generally more common than in Peru.
The average number of cigarettes smoked per person per
year for these countries is: 2060 for Hungary, 2441 for
Belgium, 828 for Scotland, 976 for Ireland, 1017 for the
USA, 828 for England, 1460 for the Netherlands, 1021 for
Canada, and 1499 for Spain [71]. This findings contrast
with the average of 98 cigarettes smoked per person per
year in Peru, and could explain the modest effect found in
our study. In the same way, while our study examines the
effects of only the aspects of the law governing public
spaces and labelling, the study in the Netherlands assessed
the combined effects of a similar law, plus increased to-
bacco taxes and a mass media campaign [31]. The positive
effect of taxes on tobacco on newborns has been reported
elsewhere [46, 68].
The use of rural areas as a control group could be a

relative limitation. It was used under the assumption

Table 1 Characteristics of the births in Peru, July 2005 – April
2013

Urban Rural

(N = 2,281,689) (N = 447,992)

n (%) n (%)

Outcomes

Birth weight, mean (SD) 3278 (485) 3130 (449)

Prematurity 116,994 (5.13) 18,794 (4.20)

Small for gestational age 309,358 (13.56) 110,018 (24.56)

Characteristics of the child

Gender

Male 1,168,784 (51.22) 228,511 (51.01)

Female 1,112,905 (48.78) 219,481 (48.99)

Gestational age, mean (SD) 38.91 (1.54) 39.00 (1.41)

Person that assisted the delivery

Health professional 2,184,822 (95.76) 342,851 (76.53)

Health technician 15,946 (0.70) 30,390 (6.78)

Midwife 42,538 (1.86) 33,456 (7.47)

Another person 38,383 (1.68) 41,295 (9.22)

Place of birth

Institutional 2,145,301 (94.02) 333,841 (74.52)

Year of birth

2005 104,161 (4.57) 26,791 (5.98)

2006 240,618 (10.55) 50,312 (11.23)

2007 233,966 (10.25) 57,719 (12.88)

2008 288,645 (12.65) 54,909 (12.26)

2009 321,822 (14.10) 59,082 (13.19)

2010 332,504 (14.58) 57,214 (12.77)

2011 325,377 (14.26) 59,221 (13.22)

2012 335,468 (14.70) 62,584 (13.97)

2013 99,128 (4.34) 20,160 (4.50)

Characteristics of the mother

Maternal age, mean (SD) 27.09 (6.65) 26.51 (7.19)

Level of education

No education 44,458 (1.95) 51,677 (11.54)

Primary 363,717 (15.94) 209,856 (46.84)

Secondary 1,178,961 (51.67) 160,834 (35.90)

Superior non-university 392,305 (17.19) 19,029 (4.25)

Higher university 302,248 (13.25) 6596 (1.47)

Marital status

Cohabitation 1,467,183 (64.31) 308,428 (68.85)

Married 567,405 (24.87) 105,521 (23.55)

Previously joined 10,607 (0.46) 3224 (0.72)

Single 236,494 (10.36) 30,819 (6.88)

Number of pregnancies, mean (SD) 2.33 (1.53) 3.07 (2.23)

Characteristics of the residence district of the mother

Table 1 Characteristics of the births in Peru, July 2005 – April
2013 (Continued)

Urban Rural

(N = 2,281,689) (N = 447,992)

n (%) n (%)

Poverty quintilea

Richest (0.00 to 9.78%) 599,890 (26.29) 8615 (1.92)

Richer (9.79 to 16.92%) 516,832 (22.65) 9820 (2.19)

Middle (16.93 to 22.80%) 540,268 (23.68) 17,097 (3.82)

Poorer (22.81 to 40.99%) 435,716 (19.10) 81,233 (18.13)

Poorest (41.00 to 100.00%) 188,983 (8.28) 331,227 (73.94)

Altitude, mean (SD) 900 (1302) 2304 (1345)

SD Standard deviation
aNumbers in parenthesis represent the lower and upper limit for the percent
of the population living in poverty at the districts included in the quintile
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that the law would have little effect in these areas, as
there is no much smoking in these areas, and there are
fewer closed spaces that could be considered public
areas. There is also no active enforcement of these laws
outside of major cities in Peru [53, 54, 57]. Another limi-
tation is that the database does not include information
on maternal medical conditions (such as diabetes melli-
tus, hypertension, etc.) known to affect health outcomes
of the newborn [72–76]. Additionally, the regulations of
the Ministry of health regarding the registration of births
in this database do not specify the method to be used
for the determination of gestational age, which could
alter the results. Finally, Canadian births were used as a
reference, but the use of the INTERGROWTH-21st in-
stead [77], lead to no significant changes in the results.
The others sensitivity analysis continued to show that
adjusted estimates for birth weight remained very small.
When child-level covariates are not adjusted, the p-value
decreases, but nonetheless we think that this value is
under-adjusted. With respect to preterm birth when
child-level covariates are not adjusted, this estimate be-
comes 28 prevented cases per 10,000 births, which is a
negligible change. With the 6 months lag, this gets even
stronger, to 44 prevented cases per 10,000 births. At a 1
year lag, this drop to 13 prevented cases per 10,000
births, but remains statistically significant. For SGA
when child-level covariates are not adjusted, this be-
comes 3 more cases per 10,000 births, not distinct from
0, but with the 6months lag increases SGA cases signifi-
cantly. At a 1 year lag, this drops to 23 prevented cases
per 10,000 births (see supplementary support S7).
The main strength of our study is the use of national

databases, with a high coverage that went from 53.74%
in 2005 to 83.40% in 2016 [78], which allow for extrapo-
lations within Peru.

Conclusions
The implementation of anti-tobacco laws in Peru was
associated with a small but significant reduction in
the frequency of prematurity. In spite of our modest
results, the abundance of data supporting the positive
effect of anti-tobacco laws on delivery outcomes
means that at least a subpopulation of children born
from high risk women likely benefitted from the anti-
tobacco laws in Peru.

The evidence found in this study justifies the imple-
mentation of anti-tobacco laws for the benefit of public
health, with the promotion of 100% smoke-free environ-
ments. This should include the fight against smoking,
prohibiting all types of advertising, promotion of tobacco
products, as well as the sponsorship of all kinds of activ-
ities or events, to prevent the initiation of smoking
among children and adolescents.

Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s41256-020-00136-5.
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Synopsis
The anti-tobacco laws enacted in Peru did not affect birth weights to any
important extent, nor the proportion of small for gestational age, but we de-
tected a small effect on reducing the proportion born prematurely.
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Table 2 Estimated effect adjusted of anti-smoking legislation on birth outcomes in Peru

Outcome 2008 legislation

Crude difference (95% CI) Adjusted difference (95% CI)

Birth weight (g) −4.32 (− 7.83, − 0.81) − 3.10 (− 6.57, 0.37)

Prematurity (%) − 0.29 (− 0.35, − 0.23) −0.30 (− 0.42, − 0.19)

Small for gestational age (%) −1.81 (− 1.95, − 1.68) −0.06 (− 0.25, 0.13)

Models adjusted for the following variables: mother’s age, level of education, marital status, and parity, newborn year of birth, gender, place of birth, health care
provider for childbirth, area of residence, poverty quintiles, and altitude

Mallma et al. Global Health Research and Policy            (2020) 5:11 Page 8 of 10

https://doi.org/10.1186/s41256-020-00136-5
https://doi.org/10.1186/s41256-020-00136-5


Competing interests
The authors declare that they have no competing interests.

Author details
1Epidemiology, HIV and STD Unit, School of Public Health and
Administration, Universidad Peruana Cayetano Heredia, Lima, Peru.
2Department of Epidemiology, Biostatistics, and Occupational Health, McGill
University, Montreal, Canada.

Received: 9 August 2019 Accepted: 19 February 2020

References
1. Proctor RN. The global smoking epidemic: a history and status report. Clin

Lung Cancer. 2004;5:371–6. https://doi.org/10.3816/CLC.2004.n.016.
2. Proctor RN. The history of the discovery of the cigarette-lung cancer link:

evidentiary traditions, corporate denial, global toll. Tob Control. 2012;21:87–
91. https://doi.org/10.1136/tobaccocontrol-2011-050338.

3. Dixit S, Pletcher MJ, Vittinghoff E, et al. Secondhand smoke and atrial
fibrillation: Data from the Health eHeart Study. Heart Rhythm Off J Heart
Rhythm Soc. 2015. https://doi.org/10.1016/j.hrthm.2015.08.004.

4. Steele L, Lloyd A, Fotheringham J, et al. A retrospective cross-sectional study
on the association between tobacco smoking and incidence of ST-segment
elevation myocardial infarction and cardiovascular risk factors. Postgrad Med
J. 2015;91:492–6. https://doi.org/10.1136/postgradmedj-2015-133269.

5. Singh S, Sharma BB, Sharma SK, et al. Prevalence and severity of asthma
among Indian school children aged between 6 and 14 years: Associations
with parental smoking and traffic pollution. J Asthma Off J Assoc Care
Asthma. 2015:1–19. https://doi.org/10.3109/02770903.2015.1087558.

6. Karki S, Fitzpatrick AL, Shrestha S. Risk factors for pneumonia in children
under 5 years in a teaching Hospital in Nepal. Kathmandu Univ Med J
KUMJ. 2014;12:247–52.

7. Doll R, Hill AB. The mortality of doctors in relation to their smoking habits: a
preliminary report. BMJ. 2004;328:1529–33.

8. Avci N, Hayar M, Altmisdortoglu O, et al. Smoking Habits Are an
Independent Prognostic Factor in Patients with Lung Cancer. Clin Respir J.
2015. https://doi.org/10.1111/crj.12386.

9. Mathers CD, Loncar D. Projections of global mortality and burden of disease
from 2002 to 2030. PLoS Med. 2006;3:e442. https://doi.org/10.1371/journal.
pmed.0030442.

10. World Health Organization. WHO Global Report: Mortality Attributable to
Tobacco. 2012.

11. Oberg M, Jaakkola MS, Woodward A, et al. Worldwide burden of disease
from exposure to second-hand smoke: a retrospective analysis of data from
192 countries. Lancet Lond Engl. 2011;377:139–46. https://doi.org/10.1016/
S0140-6736(10)61388-8.

12. Vila Candel R, Soriano-Vidal FJ, Hevilla Cucarella E, et al. Tobacco use in the
third trimester of pregnancy and its relationship to birth weight. A
prospective study in Spain. Women Birth J Aust Coll Midwives. 2015. https://
doi.org/10.1016/j.wombi.2015.06.003.

13. Zhong X-Q, Cui Q-L. Comparative analysis of risk factors for preterm and
small-for-gestational-age births. Zhongguo Dang Dai Er Ke Za Zhi Chin J
Contemp Pediatr. 2014;16:1202–5.

14. Baba S, Wikström A-K, Stephansson O, et al. Influence of snuff and smoking
habits in early pregnancy on risks for stillbirth and early neonatal mortality.
Nicotine Tob Res Off J Soc Res Nicotine Tob. 2014;16:78–83. https://doi.org/
10.1093/ntr/ntt117.

15. Magee SR, Bublitz MH, Orazine C, et al. The relationship between maternal-
fetal attachment and cigarette smoking over pregnancy. Matern Child
Health J. 2014;18:1017–22. https://doi.org/10.1007/s10995-013-1330-x.

16. Abraham M, Alramadhan S, Iniguez C, et al. A systematic review of maternal
smoking during pregnancy and fetal measurements with meta-analysis.
PLoS One. 2017;12:e0170946. https://doi.org/10.1371/journal.pone.0170946.

17. Faber T, Been JV, Reiss IK, et al. Smoke-free legislation and child health.
NPJ Prim Care Respir Med. 2016;26:16067. https://doi.org/10.1038/
npjpcrm.2016.67.

18. Ion RC, Wills AK, Bernal AL. Environmental tobacco smoke exposure in
pregnancy is associated with earlier delivery and reduced birth weight.
Reprod Sci Thousand Oaks Calif. 2015;22:1603–11. https://doi.org/10.1177/
1933719115612135.

19. World Health Organization. Born Too Soon. The Global Action Report on
Preterm Birth. 2012.

20. World Health Organization. Global Nutrition Targets 2025: Low Birth Weight
Policy Brief. 2014.

21. Hoffman SJ, Tan C. Overview of systematic reviews on the health-related
effects of government tobacco control policies. BMC Public Health. 2015.
https://doi.org/10.1186/s12889-015-2041-6.

22. Kim J, Kwon H-J, Lee K, et al. Air Quality, Biomarker Levels, and Health
Effects on Staff in Korean Restaurants and Pubs Before and After a Smoking
Ban. Nicotine Tob Res Off J Soc Res Nicotine Tob. 2015. https://doi.org/10.
1093/ntr/ntv012.

23. Goodman P, Agnew M, McCaffrey M, et al. Effects of the Irish smoking ban on
respiratory health of bar workers and air quality in Dublin pubs. Am J Respir
Crit Care Med. 2007;175:840–5. https://doi.org/10.1164/rccm.200608-1085OC.

24. Repace JL, Hyde JN, Brugge D. Air pollution in Boston bars before and after
a smoking ban. BMC Public Health. 2006;6:266. https://doi.org/10.1186/1471-
2458-6-266.

25. Fernández E, Fu M, Pascual JA, et al. Impact of the Spanish smoking law on
exposure to second-hand smoke and respiratory health in hospitality
workers: a cohort study. PLoS One. 2009;4:e4244. https://doi.org/10.1371/
journal.pone.0004244.

26. Madureira J, Mendes A, Teixeira JP. Evaluation of a smoke-free law on
indoor air quality and on workers’ health in Portuguese restaurants. J Occup
Environ Hyg. 2014;11:201–9. https://doi.org/10.1080/15459624.2013.852279.

27. Been JV, Millett C, Lee JT, et al. Smoke-free legislation and childhood
hospitalisations for respiratory tract infections. Eur Respir J. 2015;46:697–706.
https://doi.org/10.1183/09031936.00014615.

28. Millett C, Lee JT, Laverty AA, et al. Hospital admissions for childhood asthma
after smoke-free legislation in England. Pediatrics. 2013;131:e495–501.
https://doi.org/10.1542/peds.2012-2592.

29. Been JV, Nurmatov UB, Cox B, et al. Effect of smoke-free legislation on perinatal
and child health: a systematic review and meta-analysis. Lancet Lond Engl.
2014;383:1549–60. https://doi.org/10.1016/S0140-6736(14)60082-9.

30. Faber T, Kumar A, Mackenbach JP, et al. Effect of tobacco control policies on
perinatal and child health: a systematic review and meta-analysis. Lancet Public
Health. 2017;2:e420–37. https://doi.org/10.1016/S2468-2667(17)30144-5.

31. Peelen MJ, Sheikh A, Kok M, et al. Tobacco control policies and perinatal
health: a national quasi-experimental study. Sci Rep. 2016;6. https://doi.org/
10.1038/srep23907.

32. Vicedo-Cabrera AM, Schindler C, Radovanovic D, et al. Benefits of smoking
bans on preterm and early-term births: a natural experimental design in
Switzerland. Tob Control. 2016;25:e135–41. https://doi.org/10.1136/
tobaccocontrol-2015-052739.

33. Hajdu T, Hajdu G. Smoking ban and health at birth: evidence from Hungary.
Econ Hum Biol. 2018;30:37–47. https://doi.org/10.1016/j.ehb.2018.05.003.

34. Page RL, Slejko JF, Libby AM. A citywide smoking ban reduced maternal
smoking and risk for preterm births: a Colorado natural experiment. J
Womens Health 2002. 2012;21:621–7. https://doi.org/10.1089/jwh.2011.3305.

35. Cox B, Martens E, Nemery B, et al. Impact of a stepwise introduction of
smoke-free legislation on the rate of preterm births: analysis of routinely
collected birth data. BMJ. 2013;346:f441.

36. Mackay DF, Nelson SM, Haw SJ, et al. Impact of Scotland’s smoke-free
legislation on pregnancy complications: retrospective cohort study. PLoS
Med. 2012;9:e1001175. https://doi.org/10.1371/journal.pmed.1001175.

37. Kabir Z, Daly S, Clarke V, et al. Smoking ban and small-for-gestational age
births in Ireland. PLoS One. 2013;8:e57441. https://doi.org/10.1371/journal.
pone.0057441.

38. Kabir Z, Clarke V, Conroy R, et al. Low birthweight and preterm birth rates 1
year before and after the Irish workplace smoking ban. BJOG Int J Obstet
Gynaecol. 2009;116:1782–7. https://doi.org/10.1111/j.1471-0528.2009.02374.x.

39. Bharadwaj P, Johnsen JV, Løken KV. Smoking bans, maternal smoking and
birth outcomes. J Public Econ. 2014;115:72–93. https://doi.org/10.1016/j.
jpubeco.2014.04.008.

40. Bartholomew KS, Abouk R. The effect of local Smokefree regulations on
birth outcomes and prenatal smoking. Matern Child Health J. 2016;20:1526–
38. https://doi.org/10.1007/s10995-016-1952-x.

41. Simón L, Pastor-Barriuso R, Boldo E, et al. Smoke-free legislation in Spain and
prematurity. Pediatrics. 2017;139. https://doi.org/10.1542/peds.2016-2068.

42. Bakolis I, Kelly R, Fecht D, et al. Protective effects of smoke-free legislation
on birth outcomes in England - a regression discontinuity design. Epidemiol
Camb Mass. https://doi.org/10.1097/EDE.0000000000000534.

Mallma et al. Global Health Research and Policy            (2020) 5:11 Page 9 of 10

https://doi.org/10.3816/CLC.2004.n.016
https://doi.org/10.1136/tobaccocontrol-2011-050338
https://doi.org/10.1016/j.hrthm.2015.08.004
https://doi.org/10.1136/postgradmedj-2015-133269
https://doi.org/10.3109/02770903.2015.1087558
https://doi.org/10.1111/crj.12386
https://doi.org/10.1371/journal.pmed.0030442
https://doi.org/10.1371/journal.pmed.0030442
https://doi.org/10.1016/S0140-6736(10)61388-8
https://doi.org/10.1016/S0140-6736(10)61388-8
https://doi.org/10.1016/j.wombi.2015.06.003
https://doi.org/10.1016/j.wombi.2015.06.003
https://doi.org/10.1093/ntr/ntt117
https://doi.org/10.1093/ntr/ntt117
https://doi.org/10.1007/s10995-013-1330-x
https://doi.org/10.1371/journal.pone.0170946
https://doi.org/10.1038/npjpcrm.2016.67
https://doi.org/10.1038/npjpcrm.2016.67
https://doi.org/10.1177/1933719115612135
https://doi.org/10.1177/1933719115612135
https://doi.org/10.1186/s12889-015-2041-6
https://doi.org/10.1093/ntr/ntv012
https://doi.org/10.1093/ntr/ntv012
https://doi.org/10.1164/rccm.200608-1085OC
https://doi.org/10.1186/1471-2458-6-266
https://doi.org/10.1186/1471-2458-6-266
https://doi.org/10.1371/journal.pone.0004244
https://doi.org/10.1371/journal.pone.0004244
https://doi.org/10.1080/15459624.2013.852279
https://doi.org/10.1183/09031936.00014615
https://doi.org/10.1542/peds.2012-2592
https://doi.org/10.1016/S0140-6736(14)60082-9
https://doi.org/10.1016/S2468-2667(17)30144-5
https://doi.org/10.1038/srep23907
https://doi.org/10.1038/srep23907
https://doi.org/10.1136/tobaccocontrol-2015-052739
https://doi.org/10.1136/tobaccocontrol-2015-052739
https://doi.org/10.1016/j.ehb.2018.05.003
https://doi.org/10.1089/jwh.2011.3305
https://doi.org/10.1371/journal.pmed.1001175
https://doi.org/10.1371/journal.pone.0057441
https://doi.org/10.1371/journal.pone.0057441
https://doi.org/10.1111/j.1471-0528.2009.02374.x
https://doi.org/10.1016/j.jpubeco.2014.04.008
https://doi.org/10.1016/j.jpubeco.2014.04.008
https://doi.org/10.1007/s10995-016-1952-x
https://doi.org/10.1542/peds.2016-2068
https://doi.org/10.1097/EDE.0000000000000534


43. Harris JE, Balsa AI, Triunfo P. Tobacco control campaign in Uruguay: impact
on smoking cessation during pregnancy and birth weight. J Health Econ.
2015;42:186–96. https://doi.org/10.1016/j.jhealeco.2015.04.002.

44. Been JV, Mackay DF, Millett C, et al. Impact of smoke-free legislation on
perinatal and infant mortality: a national quasi-experimental study. Sci Rep.
2015;5:13020. https://doi.org/10.1038/srep13020.

45. McKinnon B, Auger N, Kaufman JS. The impact of smoke-free legislation on
educational differences in birth outcomes. J Epidemiol Community Health.
2015;69:937–43. https://doi.org/10.1136/jech-2015-205779.

46. Hawkins SS, Baum CF, Oken E, et al. Associations of tobacco control policies
with birth outcomes. JAMA Pediatr. 2014;168:e142365. https://doi.org/10.
1001/jamapediatrics.2014.2365.

47. Congreso de la República. Ley No. 25357. Prohíben fumar en espacios
cerrados de uso público, comprendiéndose a espacios de instituciones
públicas y privadas y los medios de transporte de servicio público. D. El
Peru. 1991. https://diariooficial.elperuano.pe/Normas. Accessed 21 Aug 2018.

48. Congreso de la República. Ley No. 26739. Establecen horario en el cual
podrá realizarse publicidad de cigarrillos a través de medios radiales o
televisivos. D. El Peru. 1997. https://diariooficial.elperuano.pe/Normas.
Accessed 21 Aug 2018.

49. Congreso de la República. Ley No. 26849. Prohíben venta y publicidad de
productos elaborados con tabaco en lugares a que se refiere la Ley No.
25357, que estableció la prohibición de fumar en espacios cerrados de uso
público. D. El Peru. 1997. https://diariooficial.elperuano.pe/Normas. Accessed
21 Aug 2018.

50. Congreso de la República. Ley No. 26957. Ley que prohíbe la venta de
productos elaborados con tabaco a menores de edad. D. El Peru. 1998.
https://diariooficial.elperuano.pe/Normas. Accessed 21 Aug 2018.

51. Congreso de la República. Ley No. 28705. Ley general para la prevención y
control de los riesgos del consumo del tabaco. D. El Peru. 2006. https://
diariooficial.elperuano.pe/Normas. Accessed 21 Aug 2018.

52. Congreso de la República. Ley No. 29517. Ley que modifica la Ley No.
28705, Ley general para la prevención y control de los riesgos del consumo
del tabaco, para adecuarse al Convenio Marco de la Organización Mundial
de la Salud (OMS) para el control del tabaco. D. El Peru. 2010. https://
diariooficial.elperuano.pe/Normas. Accessed 21 Aug 2018.

53. La DESA realiza Inspecciones de Ambientes 100 por ciento Libre de Humo
de Tabaco en establecimientos. https://www.regionlambayeque.gob.pe/
web/noticia/detalle/20212?pass=MTEzMg==. Accessed 9 Oct 2018.

54. Más del 79 por ciento de los establecimientos inspeccionados acatan Ley
Antitabaco | DIGESA. http://www.digesa.minsa.gob.pe/noticias/Junio2018/
nota32.asp. Accessed 9 Oct 2018.

55. MML clausura dos casinos donde se facilitaba el consumo de tabaco pese a
prohibición. http://www.munlima.gob.pe/noticias/item/36109-mml-clausura-
dos-casinos-donde-se-facilitaba-el-consumo-de-tabaco-pese-a-prohibici%
C3%B3n. Accessed 8 Jul 2019.

56. Municipalidad Provincial Tayacaja-Huancavelica. Ordenanza Municipal N°
017–2012-MPT. http://www.munitayacaja.gob.pe/actiweb/system/
modordenanzas/archivos/ORDM4ab8c5d.pdf. Accessed 17 Aug 2018.

57. PERÚ EP de SESAE. Apenas 20 municipios en Perú tienen ordenanzas sobre
lugares libres de humo de tabaco. https://andina.pe/agencia/noticia-
apenas-20-municipios-peru-tienen-ordenanzas-sobre-lugares-libres-humo-
tabaco-382576.aspx. Accessed 9 Oct 2018.

58. RENIEC-Registro Nacional de Identificación y Estado Civil. Ley N° 26497. Ley
Orgánica del Registro Nacional de Identificación y Estado Civil. http://www.
reniec.gob.pe/Transparencia/TransparenciaAdministrativaInfoGnral.
jsp?idInformacion=41. Accessed 21 Nov 2018.

59. Ministerio de Salud del Perú. Boletín Estadístico de Nacimientos Perú: 2015.
Registrados en línea. ftp://ftp2.minsa.gob.pe/descargas/ogei/CNV/Boletin_
CNV_16.pdf. Accessed 21 Nov 2018.

60. Morken N-H, Skjaerven R, Richards JL, et al. Adverse infant outcomes
associated with discordant gestational age estimates. Paediatr Perinat
Epidemiol. 2016;30:541–9. https://doi.org/10.1111/ppe.12311.

61. Kramer MS, Platt RW, Wen SW, et al. A new and improved population-
based Canadian reference for birth weight for gestational age.
Pediatrics. 2001;108:E35.

62. Organización Mundial de la Salud. Convenio Marco de la OMS para el
Control del Tabaco. 2003. http://www.who.int/fctc/text_download/es/.
Accessed 17 Aug 2018.

63. Decreto Supremo N° 015–2008 SA. Reglamento de la ley no 28705, Ley
General para la Prevención y Control de los riesgos del consumo del

tabaco. 2008. https://busquedas.elperuano.pe/download/full/1IxUMgrO4
U9B5YEmzj0DzT. Accessed 24 July 2018.

64. World Health Organization. Physical status: the use and interpretation of
anthropometry. Report of a WHO Expert Committee. World Health Organ
Tech Rep Ser. 1995;854:1–452.

65. Decreto Supremo No. 090–2011-PCM. Aprueban Listado de Municipalidades
Rurales del Peru. 2011. http://www.pcm.gob.pe/transparencia/Resol_
ministeriales/2011/DS-090-2011-PCM.pdf. Accessed 24 July 2018.

66. Instituto Nacional de Estadística e Informática. Mapa de Pobreza Provincial y
Distrital 2013. https://www.inei.gob.pe/media/MenuRecursivo/publicaciones_
digitales/Est/Lib1261/Libro.pdf. Accessed 23 July 2018.

67. Instituto Nacional de Estadística e Informática. Directorio Nacional de
Municipalidades Provinciales, Distritales y de Centros Poblados 2017.

68. Markowitz S, Adams EK, Dietz PM, et al. Tobacco control policies, birth
outcomes, and maternal human capital. J Hum Cap. 2013;7:130–60. https://
doi.org/10.1086/671020.

69. Amaral M. The effect of local smoking ordinances on fetal development:
evidence from California. Dep Econ Univ Pac. 2009; http://www.pacific.edu/
Documents/school-college/economics/smokingban_paper_Amaral.pdf.
Accessed 10 Aug 2018.

70. Hankins S, Tarasenko Y. Do smoking bans improve neonatal health? Health
Serv Res. 2016;51:1858–78. https://doi.org/10.1111/1475-6773.12451.

71. Tobacco Atlas. Tob. Atlas. https://tobaccoatlas.org/. Accessed 11 Aug 2018.
72. Torchin H, Ancel P-Y. Epidemiology and risk factors of preterm birth. J

Gynecol Obstet Biol Reprod (Paris). 2016;45:1213–30. https://doi.org/10.1016/
j.jgyn.2016.09.013.

73. McCowan L, Horgan RP. Risk factors for small for gestational age infants.
Best Pract Res Clin Obstet Gynaecol. 2009;23:779–93. https://doi.org/10.
1016/j.bpobgyn.2009.06.003.

74. Valero De Bernabé J, Soriano T, Albaladejo R, et al. Risk factors for low birth
weight: a review. Eur J Obstet Gynecol Reprod Biol. 2004;116:3–15. https://
doi.org/10.1016/j.ejogrb.2004.03.007.

75. Koullali B, Oudijk MA, Nijman TAJ, et al. Risk assessment and management
to prevent preterm birth. Semin Fetal Neonatal Med. 2016;21:80–8. https://
doi.org/10.1016/j.siny.2016.01.005.

76. Saenger P, Reiter E. Genetic factors associated with small for gestational age
birth and the use of human growth hormone in treating the disorder. Int J
Pediatr Endocrinol. 2012;2012:12. https://doi.org/10.1186/1687-9856-2012-12.

77. INTERGROWTH-21st. The International Fetal and Newborn Growth
Consortium for the 21st Century. https://intergrowth21.tghn.org/. Accessed
21 May 2019.

78. Instituto Nacional de Estadística e Informática. Series Nacionales. http://
webapp.inei.gob.pe:8080/sirtod-series/. Accessed 21 May 2019.

Mallma et al. Global Health Research and Policy            (2020) 5:11 Page 10 of 10

https://doi.org/10.1016/j.jhealeco.2015.04.002
https://doi.org/10.1038/srep13020
https://doi.org/10.1136/jech-2015-205779
https://doi.org/10.1001/jamapediatrics.2014.2365
https://doi.org/10.1001/jamapediatrics.2014.2365
https://diariooficial.elperuano.pe/Normas
https://diariooficial.elperuano.pe/Normas
https://diariooficial.elperuano.pe/Normas
https://diariooficial.elperuano.pe/Normas
https://diariooficial.elperuano.pe/Normas
https://diariooficial.elperuano.pe/Normas
https://diariooficial.elperuano.pe/Normas
https://diariooficial.elperuano.pe/Normas
https://www.regionlambayeque.gob.pe/web/noticia/detalle/20212?pass=MTEzMg
https://www.regionlambayeque.gob.pe/web/noticia/detalle/20212?pass=MTEzMg
http://www.digesa.minsa.gob.pe/noticias/Junio2018/nota32.asp
http://www.digesa.minsa.gob.pe/noticias/Junio2018/nota32.asp
http://www.munlima.gob.pe/noticias/item/36109-mml-clausura-dos-casinos-donde-se-facilitaba-el-consumo-de-tabaco-pese-a-prohibici%C3%B3n
http://www.munlima.gob.pe/noticias/item/36109-mml-clausura-dos-casinos-donde-se-facilitaba-el-consumo-de-tabaco-pese-a-prohibici%C3%B3n
http://www.munlima.gob.pe/noticias/item/36109-mml-clausura-dos-casinos-donde-se-facilitaba-el-consumo-de-tabaco-pese-a-prohibici%C3%B3n
http://www.munitayacaja.gob.pe/actiweb/system/modordenanzas/archivos/ORDM4ab8c5d.pdf
http://www.munitayacaja.gob.pe/actiweb/system/modordenanzas/archivos/ORDM4ab8c5d.pdf
https://andina.pe/agencia/noticia-apenas-20-municipios-peru-tienen-ordenanzas-sobre-lugares-libres-humo-tabaco-382576.aspx
https://andina.pe/agencia/noticia-apenas-20-municipios-peru-tienen-ordenanzas-sobre-lugares-libres-humo-tabaco-382576.aspx
https://andina.pe/agencia/noticia-apenas-20-municipios-peru-tienen-ordenanzas-sobre-lugares-libres-humo-tabaco-382576.aspx
http://www.reniec.gob.pe/Transparencia/TransparenciaAdministrativaInfoGnral.jsp?idInformacion=41
http://www.reniec.gob.pe/Transparencia/TransparenciaAdministrativaInfoGnral.jsp?idInformacion=41
http://www.reniec.gob.pe/Transparencia/TransparenciaAdministrativaInfoGnral.jsp?idInformacion=41
ftp://ftp2.minsa.gob.pe/descargas/ogei/CNV/Boletin_CNV_16.pdf
ftp://ftp2.minsa.gob.pe/descargas/ogei/CNV/Boletin_CNV_16.pdf
https://doi.org/10.1111/ppe.12311
http://www.who.int/fctc/text_download/es/
https://busquedas.elperuano.pe/download/full/1IxUMgrO4U9B5YEmzj0DzT
https://busquedas.elperuano.pe/download/full/1IxUMgrO4U9B5YEmzj0DzT
http://www.pcm.gob.pe/transparencia/Resol_ministeriales/2011/DS-090-2011-PCM.pdf
http://www.pcm.gob.pe/transparencia/Resol_ministeriales/2011/DS-090-2011-PCM.pdf
https://www.inei.gob.pe/media/MenuRecursivo/publicaciones_digitales/Est/Lib1261/Libro.pdf
https://www.inei.gob.pe/media/MenuRecursivo/publicaciones_digitales/Est/Lib1261/Libro.pdf
https://doi.org/10.1086/671020
https://doi.org/10.1086/671020
http://www.pacific.edu/Documents/school-college/economics/smokingban_paper_Amaral.pdf
http://www.pacific.edu/Documents/school-college/economics/smokingban_paper_Amaral.pdf
https://doi.org/10.1111/1475-6773.12451
https://tobaccoatlas.org/
https://doi.org/10.1016/j.jgyn.2016.09.013
https://doi.org/10.1016/j.jgyn.2016.09.013
https://doi.org/10.1016/j.bpobgyn.2009.06.003
https://doi.org/10.1016/j.bpobgyn.2009.06.003
https://doi.org/10.1016/j.ejogrb.2004.03.007
https://doi.org/10.1016/j.ejogrb.2004.03.007
https://doi.org/10.1016/j.siny.2016.01.005
https://doi.org/10.1016/j.siny.2016.01.005
https://doi.org/10.1186/1687-9856-2012-12
https://intergrowth21.tghn.org/
http://webapp.inei.gob.pe:8080/sirtod-series/
http://webapp.inei.gob.pe:8080/sirtod-series/

	Abstract
	Background
	Methods
	Results
	Conclusions

	Introduction
	Methods
	Study population
	Public interventions to reduce exposure to tobacco
	Implementation of the anti-tobacco law
	Exposure variables
	Outcomes variables
	Covariates
	Statistical analysis

	Results
	Birth weight trends according to area of residence
	Effect of the implementation of the anti-tobacco law
	Sensitivity analysis

	Discussion
	Conclusions
	Supplementary information
	Abbreviations
	Acknowledgments
	Synopsis
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References

