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Abstract

Background: Attendance at healthcare facilities provides an opportunity for smoking cessation interventions.
However, the smoking behaviours of patients seeking healthcare in Vietnam are not well-understood. We aimed to
evaluate behaviours related to smoking among patients presenting to health facilities in Vietnam.

Methods: We conducted a cross-sectional study in 4 provinces of Vietnam. Consecutive patients aged ≥15 years
presenting to 46 health facilities were assessed. Current smokers were randomly selected to complete a full survey
about smoking behaviour, quit attempts, and preparedness to quit.

Results: Among 11,245 patients who sought healthcare, the prevalence of current smoking was 18.6% (95% CI:
17.8–19.4%) overall, 34.6% (95% CI: 33.2–36.0%) among men and 1.1% (95% CI: 0.8–1.3%) among women. Current
smokers who were asked about smoking by healthcare providers in the last 12 months were more likely to make
quit attempts than those not asked (40.6% vs 31.8%, p = 0.017). Current smokers who attempted to quit in the past
12 months made limited use of cessation aids: counselling (1.9%) and nicotine replacement therapy (10%). A higher
proportion of patients wanted to quit in the next month at national/provincial hospitals (30.3%) than those visiting
district hospitals (11.3%, p < 0.001) and commune health centres (11.1%, p = 0.004).

Conclusions: Smoking is common among male patients presenting to healthcare facilities in Vietnam. Formal
smoking cessation supports are generally not used or offered. This population is likely to benefit from routine
smoking cessation interventions that are integrated within the routine healthcare delivery system.
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Background
Tobacco smoking remains the leading preventable risk
factor for chronic disease and premature death in
both developed and developing countries [1]. Redu-
cing the prevalence of smoking is a high priority in
global health [2].

Evidence-based strategies have been shown to re-
duce smoking prevalence in many settings. The MPO-
WER framework [3], endorsed by the World Health
Organization (WHO), is a package intended to assist
implementation of effective interventions. The O re-
fers to offering help to quit tobacco use, such as quit
advice from health professionals, cessation medica-
tions, and quit lines.
Health facilities provide a setting in which smokers

may be amenable to smoking cessation efforts, as they
often present with symptoms caused by smoking-related
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health conditions. Smoking cessation interventions are
effective when tailored to patients in various healthcare
settings, such as primary care, emergency room, and in-
patient department [4]. The WHO, which coordinates
the implementation of the Framework Convention on
Tobacco Control, has also highlighted the importance of
smoking cessation efforts in health care settings [5, 6].
Despite wide recognition of effectiveness and the

promulgation of government policies, there is limited
implementation of cessation programmes in many
healthcare settings [7–10]. In Vietnam, the government
enacted a comprehensive Law on Prevention and Con-
trol of Tobacco Harms in 2012. This was followed by
the Vietnamese government’s Directive 05/CT-BYT that
reinforces the delivery of cessation services within facil-
ities at all levels of the healthcare system. However, there
is little evidence about the extent to which smokers re-
ceive support to quit smoking during routine attendance
at healthcare facilities.
A 2015 population-based survey found current smok-

ing prevalence of 45.3% among males and 1.1% among
females in Vietnam [11]. More than half of current
smokers surveyed were considering quitting. The major-
ity of those who attempted to quit in the past 12 months
did not seek assistance. The prevalence of smoking
among patients attending healthcare facilities, their pre-
paredness to quit, and their access to effective smoking
cessation interventions have not been well-characterised.
This study aimed to evaluate the behaviours related to

smoking among patients seeking healthcare, including
prevalence of smoking and past quit attempts. It also
aimed to determine the attitudes towards quitting smok-
ing among patients who were smokers.

Methods
Design and study setting
We performed a cross-sectional survey within 46 gov-
ernment health facilities selected from four Provinces of
Vietnam. This Southeast Asian country is a middle-
income country with a population of 96 million people.
The public healthcare system is organised into four
levels: central (national) hospitals, provincial hospitals,
district hospitals and commune health centres. This
study was undertaken in four of Vietnam’s 63 provinces,
including two in the north of Vietnam (the capital,
Hanoi, and Thanh Hoa Province) and two in the south
(Ho Chi Minh City and Ca Mau Province). Participants
were recruited from health facilities at all four levels of
the health system in each province.

Sampling of study sites
Major central and provincial hospitals in each province
were included. In addition, four district hospitals were
randomly selected in each province. Within each

selected district, two commune health centres were also
selected by random sampling. The probability of each fa-
cility being chosen was proportional to the populations
of the districts and communes within which the health
facilities were located. Within each central and provin-
cial hospital, one department was selected by conveni-
ence sampling from among the wards or clinics in which
patients with respiratory diseases were managed, or
smokers were routinely assessed. At district hospitals,
patients were recruited on outpatient clinics.

Selection of study participants
Eligible patients were aged 15 years and over attending
selected study sites. Patients were ineligible if they were
unable to complete the survey due to substantial com-
munication difficulties, lived in another province, or
were known to be pregnant.
Study participants were selected at random from

among the following groups of patients attending the
selected healthcare facilities: (i) Consecutively presenting
outpatients presenting with any medical condition (with
a sampling fraction determined based upon the recruit-
ment capacity of study staff); (ii) Consecutively present-
ing outpatients with one or more respiratory symptoms
(dyspnoea, cough, wheezing, and/or chest tightness); and
(iii) Inpatients with any medical condition at participat-
ing hospitals on the day of the survey. The age and gen-
der of patients in each group were recorded in a
registration book. From among patients listed in the
registration book, a random sample was selected and in-
vited to participate in the study.
All eligible participants selected to be included in the

study were asked to give written informed consent. In
order to assess potential selection bias, patients who de-
clined to complete the full survey were asked to provide
verbal consent and complete a “minimal data question-
naire” that included their age and gender.

Questionnaire
Data collected for the full survey included age, gender,
body weight, height, current and past smoking behaviours,
current tobacco products, history of advice to quit smok-
ing from healthcare providers, quit attempts in the last 12
months, smoking cessation services used in the last 12
months, and preparedness to stop smoking. Other details
that were collected included past medical history, comor-
bidities, the highest level of educational attainment and
current occupation. The questionnaire was developed
based on published questionnaires [12, 13].

Statistical methods
The prevalence of smoking and associated 95% confi-
dence intervals were calculated from the proportion of
all enumerated individuals presenting to health facilities
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who reported smoking within the preceding 30 days.
Multiple imputation was used to impute missing values
for smoking status, using age and gender as the observed
data [14]. We separated males and females in the analysis
of smoking prevalence, because the Global Adult Tobacco
Survey (GATS) 2015 showed a significant disparity in the
prevalence of smoking among males and females in the
general population [11]. The standardised prevalence ratio
was determined by comparing the differences in smoking
rate among the study population and the general popula-
tion, based upon population estimates from the GATS
[11]. The confidence limits for the standardised prevalence
ratio were obtained by bootstrapping. Comparisons were
undertaken using chi-square test for categorical variables
and analysis of variance for continuous variables. Analyses
were conducted using SAS® (v9.4, SAS Institute, Cary
Corp. NC. USA).

Ethical issues
Ethical approval was provided by the Human Research
Ethics Committee of the University of Sydney (2017/511),
and the Institutional Review Board of the Bach Mai
Hospital, Hanoi, Vietnam. Participants aged 18 and over
provided written informed consent. Adolescents between
15 and 18 year of age provided verbal assent, and their
parents provided written informed consent.

Results
Prevalence of smoking
Study participants were recruited between September
2017 and October 2018. Table 1 shows the prevalence of
smoking by gender, age groups and levels of facility.
Among 11,245 enumerated patients who visited health
facilities during the observation period, the prevalence of
current smoking was 18.6% (95% CI: 17.8–19.4%) over-
all, and 34.6% (95% CI: 33.2–36.0%) among men and
1.1% (95% CI: 0.8–1.3%) among women. Male patients
aged 25 to 64 years were more likely to smoke than
those younger than 25 years or older than 65 years. The
prevalence among male patients visiting commune
health centres (42.2%, CI: 36.7–47.7%), and district hos-
pitals (39.3%, CI: 37.1–41.4%) was higher than that
among patients visiting central/provincial hospitals
(31.0%, CI: 29.2–32.8%). The prevalence among female
patients was higher at commune health centres (4.4%,
CI: 1.9–6.9) when compared to central/provincial hospi-
tals (0.8%, CI: 0.5–1.2) and district hospitals (0.9%, CI:
0.5–1.3).
The standardised prevalence ratio of smoking among

the population in the healthcare facilities was 0.80 (95%
CI: 0.74–0.87) when compared with an age-matched
sample from the general population reported in the
GATS in 2015 [11]. When compared to a gender-
matched sample from the GATS 2015, the prevalence of

smoking was also lower in the healthcare facility sample
– the prevalence ratio of current smoking was 0.77 (95%
CI: 0.73–0.81).

Selection and demographics of participants
Figure 1 shows a flowchart of participant selection. A
random sample of current smokers (1044 out of 1434
smokers) was selected to complete the full survey.
Among these smokers, 748 (71.6%) completed the full
survey. Among 623 participants who had respiratory
symptoms but did not smoke, 170 were former smokers
and 22 of them quit smoking within the past 12 months.
The majority (99.3%) of the 748 current smokers who

completed the full survey were men. The median age
was 57 years (interquartile range: 46–65). Approximately
one in three (32.2%) current smokers lived with another
smokers. In Additional file 1, Supplementary Table S1
shows the demographic characteristics of the 748
current smokers who completed the full survey. Supple-
mentary Tables S2 and S3 compare the demographic
characteristics of participants and non-participants who
were current smokers. Supplementary Table S4 shows
tobacco products used by the 748 current smokers.

Smoking cessation attempts
Among 748 current smokers who completed the full
survey, 254 (34%) reported having been asked if they
smoked tobacco by a healthcare provider in the last 12
months, 494 (66%) reported having not been asked. Dur-
ing this time, 260 (34.8%) current smokers had tried to
quit. Among the 254 patients who had been asked about
smoking by a healthcare provider, 229 (90.2%) had been
advised to quit by a healthcare provider and 103 (40.6%)
had tried to stop smoking in the previous 12months.
Among the 494 patients who have not been asked about
their smoking habits, 157 (31.8%) patients had tried to
quit in the previous 12 months. Compared to current
smokers who had not asked about smoking by a health-
care provider, those who had been asked had a higher
chance of attempting to quit (40.6% vs 31.8%, p = 0.017).
Table 2 shows the proportion of participants who had

used smoking cessation interventions among those who
had tried to quit in the previous 12months: including
the 260 current smokers and 22 ex-smokers who had
successfully quit within the past 12 months. The major-
ity who had made quit attempts had done so without
using any form of cessation assistance. Counselling had
been used by 5 (1.9%) current smokers and nicotine re-
placement therapy had been used by 26 (10%) current
smokers. Prescription medicines other than nicotine re-
placement therapy, traditional medicines, quit line, and
smokeless tobacco had been used by less than 1% of
current smokers. Among the 22 patients who
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successfully quit in the previous 12months, only one re-
ported having received counselling.

Stages of change
The stages of change among current smokers are shown
in Table 3. When asked about readiness to quit, 116/632
(18.4%) current smokers wanted to quit within the next
month. The proportion of patients wanting to quit in
the next month was higher at central/provincial hospi-
tals (71/234, 30.3%) than those visiting district hospitals

(39/344, 11.3%, p < 0.001) and commune health centres
(6/54, 11.1%, p = 0.004). Nevertheless, almost 40% of
these current smokers did not consider quitting at all,
with the proportion highest at commune health centres
(25/54, 46.3%) and lowest at central/provincial facilities
(78/234, 33.3%).

Discussion
This survey of patients from 46 health facilities in 4
provinces of Vietnam shows a high prevalence of

Fig. 1 Consort diagram of participant recruitment
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smoking among male patients seeking healthcare.
Current smokers who were asked about smoking by a
healthcare provider were more likely to make quit at-
tempts than those not asked. Smoking cessation aids
and assistance were generally not used by smokers who
attempted to quit. Current smokers visiting central/pro-
vincial hospitals were more inclined to quit, yet almost
four in ten current smokers seeking healthcare were not
interested in quitting smoking.
This study is the first to measure the prevalence of

smoking among patients presenting to all four levels of
Vietnam’s government healthcare system. Our finding
on substantial sex difference is consistent with previ-
ously reported data in many low- and middle-income
countries (LMICs) [15] and those collected among pa-
tients with HIV in Vietnam [16]. The higher prevalence
among male patients aged 25 to 64 years is also in keep-
ing with population-wide data [11]. Even though the
high ratio of males to females among smokers in South
East Asia and Western Pacific regions has been well
documented, a recent scoping review found few research
articles on the association between masculinity and
smoking behaviour [17]. This association and effective
interventions specifically for male smokers remain to be
studied, especially in countries where male-to-female ra-
tio of smoking prevalence is high.

Identifying patients who smoke by healthcare pro-
viders may increase the likelihood of quitting. A meta-
analysis found that a system to screen tobacco use in
healthcare settings significantly increases the chance of
clinical intervention [18]. In our analysis, the majority of
current smokers who had been asked about smoking be-
haviour also received advice to quit from healthcare
providers. We also observed a higher proportion of
attempting to quit among current smokers who had
been asked about smoking by medical professionals than
those who had not been asked. Nevertheless, only about
one third of the current smokers in our study had been
asked about their smoking behaviour in the past 12
months and a high proportion of current smokers did
not want to quit. The findings warrant the implementa-
tion of screening for tobacco use and quit advice in
healthcare facilities in Vietnam, particularly commune
health centres where prevalence of current smoking is
the highest.
After identifying smokers in healthcare settings, the es-

tablishment of other system-based approaches might in-
crease the chance of quitting. This may include capacity
building activities for healthcare workers, a reminder
system to prompt cessation discussion with the patients
[19], and incorporating cessation as a routine part of
care management for patients admitted to hospitals [20,

Table 2 Reported use of smoking cessation interventions among patients completing full survey who attempted to quit in the prior
12 months

Currently smoking
n = 260

Not currently smoking
n = 22

Total
n = 282

Method of smoking cessation used in past 12months (n, %)a

Smoking cessation counselling 5 (1.9) 1 (4.5) 6 (2.1)

Nicotine replacement therapy 26 (10.0) 0 (0) 26 (9.2)

Other prescription medications (e.g. varenicline) 2 (0.8) 0 (0) 2 (0.7)

Traditional medicines 1 (0.4) 0 (0) 1 (0.4)

A quit line or a telephone support line 1 (0.4) 0 (0) 1 (0.4)

Use of smokeless tobacco 1 (0.4) 0 (0) 1 (0.4)

None of above methods used (n, %) 230 (88.5) 21 (95.5) 251 (89.0)
aPatients may have used more than one method

Table 3 Preparedness to quit smoking among current smokers completing full survey, by health system levela

All facilities
(46 facilities)
n = 632

Central/provincial
hospital
(8 facilities)
n = 234

District
hospital
(16 facilities)
n = 344

Commune health
centre
(12 facilities)
n = 54

Plans to quit within the next month (n, %) 116 (18.4%) 71 (30.3%) 39 (11.3%) 6 (11.1%)

Plans to quit within the next 12months (n, %) 66 (10.4%) 28 (12.0%) 32 (9.3%) 6 (11.1%)

Plans to quit someday, but not next 12months (n, %) 172 (27.2%) 45 (19.2%) 114 (33.1%) 13 (24.1%)

Not currently interested in quitting (n, %) 250 (39.6%) 78 (33.3%) 147 (42.7%) 25 (46.3%)

Unknown/refused to answer (n, %) 28 (4.5%) 12 (5.1%) 12 (3.5%) 4 (7.4%)
a116 missing values
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21]. Optimal management for following up patients after
discharge should be considered as well. The lower preva-
lence of current smoking in healthcare settings than in the
general population, coupled with the finding that a third
of current smokers lived with another smoker, suggests
the importance of smoking cessation activities beyond the
healthcare system. According to the GATS 2015, more
than half of current smokers were considering quitting
but less than one third of them ever visited to a healthcare
provider during the previous 12months [11]. An analysis
from the same survey showed high secondhand smoke ex-
posure in public places [22]. We agree with the recom-
mendation from the GATS 2015 that the national
cessation programme should be strengthened in order to
better reach those smokers who do not access healthcare.
A recent study showed a positive result about the toll-free
quit line run by Bach Mai Hospital [23]. Currently, this
quit line provides around 10 follow-up counselling calls
over 12months. Provision and promotion of similar quit
line services to the entire country will benefit those who
are not reached by healthcare-based interventions. Simi-
larly, mobile phone-based tobacco cessation interventions
(mCessation) may achieve effective and cost-effective re-
sults in Vietnam and other LMICs [24, 25]. A cluster ran-
domised controlled trial evaluating the effectiveness of a
smoking cessation intervention that incorporates mCessa-
tion is currently underway (registration number: ACTR
N12620000649910). Other measures, such as community-
based cessation interventions and implementation of
smoke-free environment, may also increase smokers’ mo-
tivation to stop smoking. Another ongoing cluster rando-
mised controlled trial attempted to assess the effectiveness
of involving community health workers in smoking abstin-
ence [26]. Further studies to evaluate the effectiveness and
cost-effectiveness of different interventions, both
healthcare-based and non-healthcare-based, are desirable.
We demonstrated a very low rate of utilisation of

smoking cessation services among patients who made
quit attempts in the past 12 months. This finding was
similar to a cross-sectional survey among 321 men call-
ing the quit line service run by Bach Mai Hospital [27].
Only less than 5% of these male smokers used direct
counselling, nicotine replacement therapy, or medicines
(bupropion/varenicline) before calling the quit line. An
important barrier to accessing this service includes the
lack of awareness of the phone number by smokers,
which could be addressed by increasing funding for
health promotion in Vietnam, and including the Quitline
number on the packages of tobacco products [28].
Our analysis also showed differences in willingness to

quit among patients at different levels of health facility.
This finding, along with the differences in prevalence of
smoking across sex, age groups, and levels of facility, indi-
cates the need to tailor evidence-based smoking cessation

interventions to the local context. An example to achieve
this is the “Ottawa Model for Smoking Cessation”, a sys-
tematic approach to tobacco dependence management de-
livered for patients attending healthcare settings [21].
The strength of this study is inclusion of participants

from all levels of the health system in four geographic-
ally distinct provinces of Vietnam, increasing its general-
isability. We also used standardised questionnaires to
assess current smoking behaviours, and contact with to-
bacco control services. However, our study sample may
slightly under-represent the proportion of patients at-
tending commune level facilities – in comparison to
higher level facilities [29].
This study has a number of important policy implica-

tions. First, the low proportion of current smokers been
asked about smoking habits highlights the need for a
screening system to identify patients who smoke that
can be integrated into routine practice. Second, the
intervention to support quit smoking in the healthcare
facilities should be tailored to patients’ characteristics
and capacity of the facility. Third, even though cessation
medications are effective in assisting smokers quit, these
medications are expensive and not readily available in
Vietnam. Policies to provide cessation medications cov-
ered by public health insurance that are cost-effective
will be necessary to further reduce smoking prevalence.
Further research is required to address several ques-

tions. How smokers acquire information about cessation
services and access assistance in Vietnam is still not clear.
For example, the quit line operated by Bach Mai Hospital
is the first national quit line service that has been available
since 2015. It is desirable to know that smokers did not
use this service because they were not aware of the service
or they did not consider it helpful. A recent systematic re-
view of randomised controlled trials showed that nicotine
replacement therapy, behavioural counselling and brief
advice are effective interventions in LMICs [30]. Neverthe-
less, implementing these interventions in healthcare set-
tings remains a big challenge in many LMICs [31]. A
flexible model to include evidence-based smoking cessa-
tion services into clinical practice in different levels of
health facilities should also be established. Finally, it is
needed to study the role of health authorities in supervis-
ing the implementation, which is critical to maintain the
sustainability of the model.

Conclusions
In conclusion, smoking is common among male patients
presenting to healthcare facilities in Vietnam. Formal
smoking cessation supports are rarely used by smokers
attempting to quit. This is a population likely to benefit
from a structured smoking cessation programme based
on effective models of care.

Huang et al. BMC Public Health          (2021) 21:845 Page 7 of 9



Abbreviations
WHO: World Health Organization; GATS: Global Adult Tobacco Survey;
LMICs: Low- and middle-income countries

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12889-021-10880-z.

Additional file 1: Supplementary Table S1. Demographics of current
smokers completing full baseline survey, by level of healthcare facility.
Supplementary Table S2. Comparison between current smokers who
were included and those who were not included at all healthcare
facilities. Supplementary Table S3. Comparison between current
smokers who completed the full survey, those who completed the
minimal data questionnaire, and those who refused to participate at all
healthcare facilities. Supplementary Table S4. Use of tobacco products
among current smokers who completed the full survey

Acknowledgements
Not applicable.

Authors’ contributions
WCH and GJF analysed and interpreted the data. WCH wrote the manuscript.
All authors reviewed and commented on the manuscript. GJF, GBM, and
TAN conceptualised the study idea. GJF, GBM, QCN, VNN, BF, SJ, and JN
designed the study. NYP led the project implementation. TAN, VGV GCN, and
VNN assisted research activities and resources. GJF and GBM obtained
funding for the study. All authors have read and approved the manuscript.

Funding
This work was supported by a project grant funded through the Australian
National Health and Medical Research Council (NHMRC APP1116020), in
collaboration with the Global Alliance for Chronic Disease. WCH was
supported by the University International Postgraduate Award from the
University of New South Wales. GJF was supported by a NHMRC Career
Development Fellowship (APP1148372). The funders had no role in the study
design, data collection, data analysis, writing of the report, or the decision to
submit the article for publication.

Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethical approval was provided by the Human Research Ethics Committee of
the University of Sydney (2017/511), and the Institutional Review Board of
the Bach Mai Hospital, Hanoi, Vietnam. Participants aged 18 and over
provided written informed consent. Adolescents between 15 and 18 year of
age provided verbal assent, and their parents provided written informed
consent.

Consent for publication
Not applicable.

Competing interests
None declared.

Author details
1Woolcock Institute of Medical Research, Hanoi, Vietnam. 2South Western
Sydney Clinical School, University of New South Wales, Sydney, Australia.
3Division of Thoracic Medicine, Department of Internal Medicine, Shuang Ho
Hospital, Taipei Medical University, Taipei, Taiwan. 4Respiratory Center, Bach
Mai Hospital, Hanoi, Vietnam. 5National Tuberculosis Control Program of
Vietnam, Hanoi, Vietnam. 6School of Public Health, University of Sydney,
Sydney, Australia. 7Health Economics and Process Evaluation Program,
George Institute for Global Health, Sydney, Australia. 8Faculty of Medicine
and Health, University of Sydney, Sydney, Australia.

Received: 18 September 2020 Accepted: 20 April 2021

References
1. Reitsma MB, Fullman N, Ng M, Salama JS, Abajobir A, Abate KH, et al.

Smoking prevalence and attributable disease burden in 195 countries and
territories, 1990-2015: a systematic analysis from the global burden of
disease study 2015. Lancet. 2017;389(10082):1885–906. https://doi.org/10.101
6/S0140-6736(17)30819-X.

2. Jha P, Peto R. Global effects of smoking, of quitting, and of taxing tobacco.
N Engl J Med. 2014;370(1):60–8. https://doi.org/10.1056/NEJMra1308383.

3. World Health Organization. Assessing the national capacity to implement
effective tobacco control policies: operational manual on planning, conduct
and follow-up of joint national capacity assessments. 2013. https://www.
who.int/tobacco/publications/building_capacity/manual/en/. Accessed 20
Apr 2020.

4. West R, McNeill A, Raw M. Smoking cessation guidelines for health
professionals: an update. Thorax. 2000;55(12):987–99. https://doi.org/10.113
6/thorax.55.12.987.

5. World Health Organization. WHO report on the global tobacco epidemic,
2019: offer help to quit tobacco use. 2019. https://apps.who.int/iris/bitstrea
m/handle/10665/326043/9789241516204-eng.pdf?ua=1. Accessed 8 Apr
2020.

6. World Health Organization. Guidelines for implementation of Article 14:
demand reduction measures concerning tobacco dependence and
cessation. 2010. https://www.who.int/fctc/treaty_instruments/adopted/a
rticle_14/en/. Accessed 6 Apr 2020.

7. Meijer E, Van der Kleij RMJJ, Chavannes NH. Facilitating smoking cessation
in patients who smoke: a large-scale cross-sectional comparison of fourteen
groups of healthcare providers. BMC Health Serv Res. 2019;19(1):750. https://
doi.org/10.1186/s12913-019-4527-x.

8. Tremblay M, Cournoyer D, O’Loughlin J. Do the correlates of smoking
cessation counseling differ across health professional groups? Nicotine Tob
Res. 2009;11(11):1330–8. https://doi.org/10.1093/ntr/ntp142.

9. Agrawal S, Mangera Z. Smoking cessation audit report: smoking cessation
policy and practice in NHS hospitals. 2016. https://www.brit-thoracic.org.uk/
document-library/quality-improvement/audit-reports/smoking-cessation-201
6/. Accessed 10 Mar 2020.

10. Tong EK, Strouse R, Hall J, Kovac M, Schroeder SA. National survey of U.S.
health professionals’ smoking prevalence, cessation practices, and beliefs.
Nicotine Tob Res. 2010;12(7):724–33. https://doi.org/10.1093/ntr/ntq071.

11. World Health Organization. Global adult tobacco survey Viet Nam. 2015.
http://www.who.int/tobacco/surveillance/survey/gats/en/. Accessed 18 Feb
2020.

12. Global Adult Tobacco Survey Collaborative Group. Global adult tobacco
survey (GATS): core questionnaire with optional questions, version 2.0.
Atlanta: Centers for Disease Control and Prevention; 2010.

13. DiClemente CC, Prochaska JO, Fairhurst SK, Velicer WF, Velasquez MM, Rossi
JS. The process of smoking cessation: an analysis of precontemplation,
contemplation, and preparation stages of change. J Consult Clin Psychol.
1991;59(2):295–304. https://doi.org/10.1037/0022-006X.59.2.295.

14. Graham JW, Olchowski AE, Gilreath TD. How many imputations are really
needed? Some practical clarifications of multiple imputation theory. Prev
Sci. 2007;8(3):206–13. https://doi.org/10.1007/s11121-007-0070-9.

15. Amos A, Greaves L, Nichter M, Bloch M. Women and tobacco: a call for
including gender in tobacco control research, policy and practice. Tob
Control. 2012;21(2):236–43. https://doi.org/10.1136/tobaccocontrol-2011-
050280.

16. Nguyen NPT, Tran BX, Hwang LY, Markham CM, Swartz MD, Phan HTT, et al.
Prevalence of cigarette smoking and associated factors in a large sample of
HIV-positive patients receiving antiretroviral therapy in Vietnam. PLoS One.
2015;10(2):e0118185.

17. Kodriati N, Pursell L, Hayati EN. A scoping review of men, masculinities, and
smoking behavior: the importance of settings. Glob Health Action. 2018;
11(sup3):1589763.

18. Fiore MC, Jaén CR, Baker TB, Bailey WC, Benowitz NL, Curry SJ, et al. Treating
tobacco use and dependence: 2008 update. Clinical practice guideline.
Rockville: U.S. Department of Health and Human Services. Public Health
Service; 2008.

19. Chu S, Liang L, Jing H, Zhang D, Tong Z. Patients’ self-reported receipt of
brief smoking cessation interventions based on a decision support tool

Huang et al. BMC Public Health          (2021) 21:845 Page 8 of 9

https://doi.org/10.1186/s12889-021-10880-z
https://doi.org/10.1186/s12889-021-10880-z
https://doi.org/10.1016/S0140-6736(17)30819-X
https://doi.org/10.1016/S0140-6736(17)30819-X
https://doi.org/10.1056/NEJMra1308383
https://www.who.int/tobacco/publications/building_capacity/manual/en/
https://www.who.int/tobacco/publications/building_capacity/manual/en/
https://doi.org/10.1136/thorax.55.12.987
https://doi.org/10.1136/thorax.55.12.987
https://apps.who.int/iris/bitstream/handle/10665/326043/9789241516204-eng.pdf?ua=1
https://apps.who.int/iris/bitstream/handle/10665/326043/9789241516204-eng.pdf?ua=1
https://www.who.int/fctc/treaty_instruments/adopted/article_14/en/
https://www.who.int/fctc/treaty_instruments/adopted/article_14/en/
https://doi.org/10.1186/s12913-019-4527-x
https://doi.org/10.1186/s12913-019-4527-x
https://doi.org/10.1093/ntr/ntp142
https://www.brit-thoracic.org.uk/document-library/quality-improvement/audit-reports/smoking-cessation-2016/
https://www.brit-thoracic.org.uk/document-library/quality-improvement/audit-reports/smoking-cessation-2016/
https://www.brit-thoracic.org.uk/document-library/quality-improvement/audit-reports/smoking-cessation-2016/
https://doi.org/10.1093/ntr/ntq071
http://www.who.int/tobacco/surveillance/survey/gats/en/
https://doi.org/10.1037/0022-006X.59.2.295
https://doi.org/10.1007/s11121-007-0070-9
https://doi.org/10.1136/tobaccocontrol-2011-050280
https://doi.org/10.1136/tobaccocontrol-2011-050280


embedded in the healthcare information system of a large general hospital
in China. Tob Induc Dis. 2019;17:73.

20. Rigotti NA, Clair C, Munafò MR, Stead LF. Interventions for smoking
cessation in hospitalised patients. Cochrane Database Syst Rev. 2012;5:
CD001837.

21. Reid RD, Mullen KA, Slovinec D'Angelo ME, Aitken DA, Papadakis S, Haley
PM, et al. Smoking cessation for hospitalized smokers: an evaluation of the
“Ottawa model”. Nicotine Tob Res. 2010;12(1):11–8. https://doi.org/10.1093/
ntr/ntp165.

22. Nguyen VH, Do DA, Do TTH, Dao TMA, Kim BG, Phan TH, et al. Smoke-free
environment policy in Vietnam: what did people see and how did they
react when they visited various public places? J Prev Med Hyg. 2019;60(1):
E36–42.

23. Ngo CQ, Phan PT, Vu GV, Pham QTL, Chu HT, Pham KTH, et al. Impact of a
smoking cessation Quitline in Vietnam: evidence base and future directions.
Int J Environ Res Public Health. 2019;16(14):2538. https://doi.org/10.3390/
ijerph16142538.

24. Krishnan N, Gu J, Abroms LC. Mobile phone-based messaging for tobacco
cessation in low and middle-income countries: a systematic review. Addict
Behav. 2021;113:106676. https://doi.org/10.1016/j.addbeh.2020.106676.

25. Gopinathan P, Kaur J, Joshi S, Prasad VM, Pujari S, Panda P, et al. Self-
reported quit rates and quit attempts among subscribers of a mobile text
messaging-based tobacco cessation programme in India. BMJ Innov. 2018;
4(4):147–54. https://doi.org/10.1136/bmjinnov-2018-000285.

26. Shelley D, VanDevanter N, Cleland CC, Nguyen L, Nguyen N. Implementing
tobacco use treatment guidelines in community health centers in Vietnam.
Implement Sci. 2015;10(1):142. https://doi.org/10.1186/s13012-015-0328-8.

27. Ngo QC, Chiu GR, Chu TH, Vu VG, Nguyen NQ, Nguyen HL, et al. Correlated
factors with quitting attempts among male smokers in Vietnam: a
QUITLINE-based survey. Int J Environ Res Public Health. 2018;16(1):84.

28. Wilson N, Weerasekera D, Hoek J, Li J, Edwards R. Increased smoker
recognition of a national quitline number following introduction of
improved pack warnings: ITC Project New Zealand. Nicotine Tob Res. 2010;
12(suppl_1):S72–7.

29. General Statistics Office of Vietnam. Vietnam household living standards
survey 2012. http://www.gso.gov.vn/default_en.aspx?tabid=483&idmid=
4&ItemID=13888. Accessed 16 Apr 2020.

30. Akanbi MO, Carroll AJ, Achenbach C, O'Dwyer LC, Jordan N, Hitsman B,
et al. The efficacy of smoking cessation interventions in low- and middle-
income countries: a systematic review and meta-analysis. Addiction. 2019;
114(4):620–35. https://doi.org/10.1111/add.14518.

31. Ward KD. Tobacco intervention research in low- and middle-income
countries: lessons learned and future directions. J Smok Cessat. 2016;11(2):
61–4. https://doi.org/10.1017/jsc.2016.6.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Huang et al. BMC Public Health          (2021) 21:845 Page 9 of 9

https://doi.org/10.1093/ntr/ntp165
https://doi.org/10.1093/ntr/ntp165
https://doi.org/10.3390/ijerph16142538
https://doi.org/10.3390/ijerph16142538
https://doi.org/10.1016/j.addbeh.2020.106676
https://doi.org/10.1136/bmjinnov-2018-000285
https://doi.org/10.1186/s13012-015-0328-8
http://www.gso.gov.vn/default_en.aspx?tabid=483&idmid=4&ItemID=13888
http://www.gso.gov.vn/default_en.aspx?tabid=483&idmid=4&ItemID=13888
https://doi.org/10.1111/add.14518
https://doi.org/10.1017/jsc.2016.6

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Design and study setting
	Sampling of study sites
	Selection of study participants
	Questionnaire
	Statistical methods
	Ethical issues

	Results
	Prevalence of smoking
	Selection and demographics of participants
	Smoking cessation attempts
	Stages of change

	Discussion
	Conclusions
	Abbreviations
	Supplementary Information
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

