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Abstract
Background and Objectives
Studies in developing and developed countries have assessed only a limited number of factors
for their association with smoking. However, the literature indicates that factors are better
assessed using a comprehensive model (PRECEDE) to identify predisposing, reinforcing and
enabling factors which initiate and maintain the smoking behaviour. This study aimed to
determine the factors associated with smoking based on the PRECEDE model
Methods
The two groups of ever smoker (n=624) and never smoker (n=530) males aged 20-59 years were
identified in a community based household survey in the Colombo District of Sri Lanka. Post hoc
sample size estimation indicated a power of 82% for the smallest factor which showed a
significant association. The information on predisposing, reinforcing and enabling factors
associated with smoking was gathered using an interviewer-administered questionnaire designed
using on the PRECEDE model.
Results
Age more than 40 years (p<0.01), a low educational level (p<0.001), being married (p=0.002) or
unemployed (p<0.01) and unfavourable attitudes that promote smoking (p=<0.001) were found
to be significant predisposing factors associated with smoking. Paternal smoking (p<0.001),
having a family member who smokes (p=0.004), having a close friend who smokes regularly
(p<0.001), being offered tobacco products (p<0.001) and getting frequent invitations to parties
where friends smoke (p<0.001) were factors that reinforced the smoking habit of adult males
when they were younger.
Enabling factors assessed among ever smokers indicated that a majority (92%) who started
smoking at a younger age had bought the tobacco products themselves and 13.4% have bought
the tobacco products as packets while 91.4% have bought them as single/multiple sticks. Most of
the ever smokers (93.7%) stated that there was a place to buy tobacco products near their house/
school/ work place.
Conclusions
Factors that were found to be associated with smoking among adult males in Sri Lanka were
mostly modifiable. The study recommends comprehensive intervention programs to prevent
smoking, targeting adult males and addressing the modifiable factors.
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Introduction
One of the leading causes of death, globally, is non-communicable disease (NCD).
Tobacco usage, an unhealthy diet, insufficient physical activity and the harmful use of
alcohol are the major risk factors for NCD [1]. Tobacco smoking is not only associated
with ill-health, disability and death from NCD, but also with an increased risk of death
from communicable diseases [2]. Manufactured cigarettes represent the major form of
smoked tobacco in the world [1]. The World Health Organisation has estimated that
tobacco use (smoking and smokeless) is currently responsible for about six million deaths
across the world annually and that most of these deaths occur prematurely [2].
Smoking initiation occurs primarily through the dynamic interplay of several factors such
as socio-demographic, environmental, personal and behavioural factors [3]. There is
evidence that most first smoking occurs before high school graduation i.e. before the age
of 21 years. As nicotine is addictive, adolescents who smoke regularly are likely to become
adult smokers [3]. Many studies have confirmed that those who initiated smoking during
adolescence are more likely to continue smoking and young adults who are smokers have
a lesser likelihood of quitting smoking [4,5,6].
Many efforts have been made to produce either a theoretical basis or an integrated
framework for examining factors associated with smoking initiation. Petraitis and Flayand
(1995) suggested that three distinct types of factors, namely, social, cultural, and
personal, underlie existing theories of the initiation of smoking. Social factors include the
characteristics, beliefs, attitudes, and behaviours of the persons, such as family and
friends, who make up the support systems of an individual. Cultural factors include the
practices and norms of the broader social environment, such as the community,
neighbourhood, and school [7]. Personal factors associated with initiation of smoking, as
revealed by research, are a person's positive or negative beliefs about smoking, imitation
of peer or parent’s behaviours, self-efficacy, education and marital status [8, 9,10,11].
The PRECEDE model offers another framework for identifying factors associated with
initiation and maintenance of the smoking behaviour. It is the most widely used model
in research [12,13,14,15,16]. The PRECEDE model suggests that smoking (or any other
behaviour), is influenced by predisposing factors (factors that motivate and lead to a
behaviour, including knowledge and beliefs), enabling factors (factors that facilitate or are
necessary to carry out the behaviour, such as personal skills or environmental resources)
and reinforcing factors (rewards or punishments) [14, 17].
The latest estimate of prevalence of tobacco smoking among adult males in Sri Lanka, as
assessed by the STEPs survey among a representative sample of 2026 males aged 18 -69
years, was found to be 29.4% (95% CI 26.8-31.9). The mean age of initiation of smoking
was recorded as 20.5 years (95% CI 20.0-20.9). This shows the importance of taking
measures to prevent initiation as well as promote quitting in Sri Lanka to reduce the
burden of smoking among adult males in the country.
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In this backdrop, the present study used the PRECEDE model to examine demographic
factors, predisposing factors, reinforcing factors and enabling factors associated with
smoking among adult males in the District of Colombo, Sri Lanka.

Methods
The study utilised a community based, cross-sectional analytical design. A community
based household survey recruited adult males aged 20 to 59 years residing in the
Colombo District for at least for six months and identified two groups, ever smokers
(n=624) and never smokers (n=530), which were used to explore factors associated with
smoking. Based on Centre for Disease Control, Atlanta, United States (CDC) criteria [18],
an ever smoker was defined as an adult who had smoked more than 100 cigarettes or
tobacco products in their entire lifetime while a never smoker was defined as an adult
who never smoked or had smoked fewer than 100 cigarettes or tobacco products in their
entire lifetime. Post-hoc determination of the power of the study to determine factors
associated with smoking using the identified ever smokers (n=624) and never smokers
(n=530) indicated a power of 82% for the smallest factor which showed a significant
association with smoking. The details of the methods adopted in sampling and data
collection in the community based survey were reported previously [19]).
Information on factors associated with smoking was obtained using a pre-tested
structured interviewer administered questionnaire, administered by four trained preintern medical officers. The factors to be assessed were conceptualized based on the
PRECEDE model[13, 20, 21]. Predisposing, enabling, and reinforcing factors specific to the
Sri Lankan context were identified and operationalized in the questionnaire by a panel of
experts.
Knowledge on health harms of smoking, health effects of second hand smoking, health
advantages of quitting, toxicity of tobacco products and laws related to smoking in the
country and attitudes to smoking were the predisposing factors considered. Rewards or
punishments, following or anticipated as a consequence of the smoking behavior and the
influence of family or friends to initiate smoking when the respondent was young were
considered as reinforcing factors.
Accessibility and availability to/of smoking products (cigarettes/ bidi/ cigars) were the
enabling factors assessed and were assessed only among ever smokers as they were
relevant only to smokers. The reliability of the questionnaire to assess predisposing,
reinforcing and enabling factors was assessed by the test –retest method among a
subsample of 50 study units and it was found to have good reliability (Cohen’s kappa
coefficient predisposing-0.89; reinforcing factors 0.81; enabling factors- 0.84).
Ethics approval for the study was granted by the Ethics Review Committee, Faculty of
Medicine, University of Colombo, Sri Lanka. Data collection was during the period of
February to July 2013.
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For data analysis, potential factors were treated as categorical variables and
dichotomized by amalgamating different levels into two. The categorization of
knowledge on health harms of smoking, health effects of second hand smoking, health
advantages of quitting, toxicity of tobacco products and laws related to smoking in the
country into “good” and “poor” were based on a score, where for each question, the
correctly answer was given a score of one while incorrect and ‘do not know’ responses
were given a score of zero. The maximum possible score was 20 and a score of ≥14 was
considered as good knowledge. This predetermined cutoff level was decided by a panel
of experts, based on the level of knowledge expected in the target group.
Attitudes of the participants to smoking behavior were assessed using 15 statements and
a Likert scale with five responses. These were “strongly agree”, “agree”, “uncertain”,
“disagree” and “strongly disagree” and scores ranging from one to four were given in a
manner that responses showing favorable attitudes that reject smoking were given
higher scores and responses indicating unfavorable attitudes that promote smoking were
given a lower score. The response “uncertain” was given a score of zero. The maximum
one could score was 60 and those with 45 marks or more were predetermined by a panel
of experts as having ’favorable’ attitudes that reject smoking while those with less than
45 marks were considered as having ‘unfavorable’ attitudes that promote smoking.
Data entry was carried out using the Epidata software (version 3.1) and statistical analysis
was done employing the evaluation version of the software package SPSS- Statistical
Package for Social Sciences (Version 20). Descriptive statistics were used to describe the
demographic variables of the sample. Chi square test was applied to test differences of
putative associated factors (predisposing and reinforcing) based on smoking status.
Statistical signiﬁcance was deﬁned as p <0.05. Enabling factors were described by counts
and percentages among ever smokers only.

Results
Among the socio-demographic characteristics, age more than 40 years (p<0.01),
educational level equal to or less than GCE Ordinary Level (p<0.001), being married
(p=0.002) and being unemployed (p<0.01) were shown to predispose adult males to
smoke (Table 1).
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Table 1. Comparison of socio-demographic factors predisposing to smoking between ever
smokers and never smokers
Ever smoker
Never smoker
Significance
(n=624) (%)
(n=530) (%)
Age
Age 40 or less
248 (46.8)
282 (53.2)
χ2 =20.92
df=1
Age more than 40
376 (60.3)
248 (39.7)
p<0.001
Highest
Having passed*GCE
452 (63.2)
26 (36.8)
χ2 =63.28
Educational
Ordinary level or less
df=1
Level
p<0.
001
up to GCE Advanced
172 (39.2)
267 (60.8)
level or higher
Marital
Ever Married **
508 (56.5)
391 (43.5)
χ2 =9.71
status
df=1
Never married
116 (45.5)
139 (54.5)
p=0.002
Nature of
Employed
546 (55.8)
433 (44.2)
χ2 =7.49
the
df=1
Not Employed
78 (62.4)
97 (55.4)
employment (Retired/Other)
p=0.006
*GCE= General Certificate of Examination ** (Currently married/divorced/separated/ widowed)

Similar proportions of ever smokers and never smokers had a ‘good’ level of knowledge
(p=0.26). Among ever smokers, the proportion with unfavourable attitudes that promote
the smoking habit was 12.3% while the corresponding proportion among never smokers
was 3.6%. Therefore, having unfavourable attitudes that promote the smoking habit was
significantly associated with being an ever smoker (p=0.001). (Table 2).
Table 2. Comparison of factors predisposing to smoking between ever smokers and never
smokers
Factors
Smoking status
Significance
Ever smoker N(%) Never smoker N(%)
Knowledge Good
412(66.6)
334(63.4)
χ2 =1.27
df=1
Poor
207(33.4)
193(36.6)
p=0.26
Attitude
Favourable that
547(87.7)
511(96.4)
χ2 =28.8
reject smoking
df=1
p=0.001
Unfavourable that
77(12.3)
19(3.6)
promote smoking

History of paternal smoking (p<0.001), having had a family member smoking in the
presence of the respondent when the respondent was young (p= 0.004.), having had a
close friend who smoked regularly when the respondent was young (p< 0.001), having
had a close friend offering cigarette/ bidi/other tobacco products to the respondent
when the respondent was young (p<0.001) and getting frequent invitations to parties
where friends smoked when the respondent was young (p< 0.001) were found to be
significant factors reinforcing the smoking habit (Table 3).
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Table 3: Comparison of factors reinforcing smoking between ever smokers and never smokers
Factors

Smoking status

Ever smoker
History of paternal smoking
when the respondent was young

yes
no

Significance

Never smoker

327 (62.0)
200 (38.0)

216 (49.0)
225 (51.0)

Father smoking in the presence of the respondent when he was young (among
those who reported paternal smoking)

Yes
No

274 (83.5)
54 (16.5)

172 (80.0)
43 (20.0)

Any family member smoking in the presence of the respondent when he was
young

Yes
No

401 (64.3)
223 (35.7)

297 (56.0)
233 (44.0)

Having a close friend who smoked regularly when the respondent was young

Yes
No

587 (94.1)
37 (5.9)

418 (78.9)
112 (21.1)

Close friend urging to smoke when the respondent was young

Yes
No

127 (21.7)
459 (78.3)

107 (25.5)
312 (74.5)

Close friend offering cigarette/ bidi/other tobacco products to the respondent
when the respondent was young

Yes
No

366 (62.5)
220 (37.5)

164 (39.1)
255 (60.9)

Frequent invitations to parties where friends smoked when the respondent was
young

Yes

583 (93.4)

447 (84.3)

No

41(6.6)

83 (15.7)

6

χ2 =16.6
df=1
p<0.001
χ2 =1.11
df=1
p=0.29
χ2 =8.11
df=1
p=0.004
χ2 =58.9
df=1
p<0.001
χ2 =2.04
df=1
p=0.15
χ2 =52.3
df=1
p<0.001
χ2 =24.7
df=1
p<0.001

Journal of the Postgraduate Institute of Medicine 2017; 4 (2): E55 1- 12

http://doi.org/10.4038/jpgim.8158

While 549(92%) of the ever smokers who started smoking between 20 to 30 years of age
bought the tobacco products by themselves, approximately one third, (n=236, 33.9%) had
received tobacco products from their friends, 9(1.5%) had received them from a family
member and 10 (1.7%) had asked someone to buy the tobacco products for them.
Seventy-nine (13.4%) had bought the tobacco products as packets and 540 (91.4%) had
bought them as single or multiple sticks. Twelve (2%) had received the cigarettes free of
charge. Most of the ever smokers (554, 93.7%) reported that there was a place to buy
tobacco products near their house/ school/ work place and a majority, (513, 86.8%) stated
that they could reach a shop where tobacco products were available within 10 minutes
(Table 4).
Table 4: Distribution of ever smokers by factors enabling smoking
Ever smoker
(n=591)
N (%)
Bought tobacco products for own consumption when
the respondent was young

Yes

549(92)

No

42(7.1)

Got tobacco products
respondent was young

Yes

236(33.9)

No

from

friend/s

when

the

Got the tobacco products from a family member when
the respondent was young

Yes

355
(60.1)
9(1.5)

No

582(98.5)

Got the tobacco products from someone requested by
the respondent when he was young

Yes

10(1.7)

No

581(98.3)

Having bought tobacco products in whole packs when
the respondent was young

Yes

79(13.4)

No

512(86.6)

Having bought tobacco products in individual sticks
when the respondent was young

Yes

540(91.4)

No

51(8.6)

Received free of charge when the respondent was
young

Yes

12(2.0)

No

579(98.0)

Presence of a shop which sold tobacco products
near/school/ work station when the respondent was
young

Yes

554(93.7)

No

30(5.1)

Can’t
remember

7(1.2)

Yes

513(86.8)

No

78(13.2)

Tobacco products available within 10 minutes’ reach
when the respondent was young
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Discussion
A cross-sectional, analytical study design was used to identify the factors associated with
smoking among adult males aged 20-59 years, as it is the most feasible design. [22]. The
most acceptable classification of smoking categories, the Centre for Disease Control,
Atlanta, United States (CDC) criteria, were used to identify ever smokers and never
smokers, ensuring the validity of the results. Adult males in the age group 20 to 59 years
of age were selected as evidence shows that this population has a higher vulnerability to
initiate and maintain the smoking habit.
The study utilized the 4th phase of the PRECEDE model to categorise factors associated
with smoking as predisposing factors reinforcing factors and enabling factors. This model
has been used in many previous studies on factors associated with smoking [13, 16]. Use
of the PRECEDE model has allowed the comprehensive determination of factors
associated with smoking.
Predisposing factors associated with smoking
A literature search of studies in similar age groups revealed conflicting findings in relation
to age as a factor associated with smoking. Friis et al. (2006), in their study in Cambodia,
identified smokers to be older people while Peixoto et al. (2005) in Brazil identified that a
higher percentage of smokers were younger than 40 years of age. Similar to the present
study, many studies have found that a higher percentage of smokers have a low
educational background [8, 23, 24, 25,26]. It is likely that people with better education are
able to understand health information and translate that into action.
The present study revealed that the majority of both ever and never smokers had a good
knowledge on smoking, and that a lack of knowledge was not a predisposing factor for
initiation and maintenence of smoking among the study population (p=0.26). While some
previous studies showed similar findings [13], others revealed that knowledge of the
health hazards of smoking was a protective factor [27]. Possessing unfavorable attitudes
that promote smoking was found to be a significant predisposing factor (p= <0.001) and
this finding is consistent with other studies [13, 28, 29]. Thus, it is important to inculcate
favourable attitudes that promote rejection of smoking.
Reinforcing factors associated with smoking
The reinforcing factors that were assessed comprised the different influences of family
and friends on the respondent when he was young. Paternal smoking, during childhood
(p<0.001) was one of the factors associated with smoking in the present study. An
association between the smoking behaviour of fathers and initiation of smoking has been
confirmed by several studies [13, 27, 30, 31, 32]. Like many Asian countries, there is a
closely bound family structure in Sri Lanka. Most children follow their parent’s habits.
Especially, sons follow their father’s habits and daughters follow their mother’s habits
[31]. As the father takes a leading role in the family, sons try to imitate them. This could
be the reason for the association of fathers’ smoking habits with initiation of smoking, in
the present study. Having close friends who smoke regularly (p<0.001) or having a close
8
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friend offering cigarette/ bidi/other tobacco products to the respondent when they were
young (p<0.001) were found to be reinforcing factors associated with smoking in the
present study. A study done in Taiwan also identified that peer pressure was important
in imitating and maintaining smoking status of children [33]. There is much evidence that
children, especially boys, prefer to gather and communicate in the groups and this may
lead to the adoption of many unhealthy habits.
Enabling factors associated with smoking
Availability and accessibility to cigarettes/ bidi/ cigars were considered as the factors
enabling smoking and these factors were assessed only among ever smokers. According
to the present study, 92% of the ever smokers who started smoking between 20 to 30
years of age bought the tobacco products themselves. Some received tobacco products
from their friends and a few received them from one of their family members. A similar
picture can be seen in other studies. Martni and Sulistyowati (2005) describe that 30% of
students reported that it was easy to get cigarettes whenever they wanted them and 45%
of students said they could get cigarettes anytime and anywhere they wanted. The main
source of cigarettes in the home were from other family members.
The participants of the present study were between 20 -59 years of age. Since the study
was conducted in 2013, a majority of them would have been more than 20 years of age
when the NATA act was enacted. Therefore, they had no restrictions on purchasing
cigarettes at the age of initiation. It appears that tobacco products were freely available
to the study population as 13.4% have bought the tobacco products as packets and 91.4%
have bought as single or multiple sticks. A further 12% had received the cigarettes free of
charge. According to Zaw (2008), a majority of smokers bought cigarettes as single sticks
from groceries as they were more convenient to purchase and a majority of the smokers
smoked 1-4 cigarettes per day. Martni and Sulistyowati (2005) described schools as an
important source of cigarettes, mainly through friends who smoke and/or who offer
cigarettes.
One of the limitations of the present study was that assessment of reinforcing factors for
smoking involved inquiring into the past influence of family and friends with the
possibility of recall bias.

Conclusion and Recommendation
Factors that were found to be associated with smoking in adult males in Sri Lanka were
mostly modifiable. A low educational level, unemployment and unfavourable attitudes
that promote smoking were the principal modifiable predisposing factors for being an
ever smoker. The modifiable reinforcing factors identified were having a father and/or
relative who smoked, having friends who smoked and having frequent invitations to
parties where smoking took place during the participant’s youth. Easy accessibility to
tobacco products was identified as an enabling factor that can be easily modified to
prevent smoking among adult males of Sri Lanka. The study recommends that a
9
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comprehensive intervention programme targeting adult males, addressing the factors
that have been identified to predispose, reinforce and enable smoking behaviour be
introduced to reduce the incidence and prevalence of smoking in this vulnerable group.
Abbreviations
PRECEDE- Predisposing, Reinforcing and Enabling Constructs in Educational Diagnosis
and Evaluation, NCD- Non- Communicable Diseases, WHO-World Health Organisation,
CDC- Centre for Disease Control, NATA- National Authority of Tobacco Alcohol
Acknowledgements
Authors would like to thank all the participants for taking part in the study. The authors
would also like to thank all the data collectors who helped in data collection.
Authors’ contributions
PUC analysed the data and wrote the paper. PUC, NSG and AdS enrolled participants and
collected data. PUC and NSG were responsible for designing the study and performing
data analyses. All the authors contributed to the interpretation of data and critical
revision and approval of the article. All authors read and approved the final manuscript.
Ethics approval and consent to participate
The study was approved by the Ethics Committee of Faculty of Medicine, University of
Colombo, Sri Lanka (EC/12/197). All steps of the study were performed in accordance with
ethical standards. Written consent was obtained from all participants after they had been
informed of the objectives, benefits, and confidentiality regarding their personal
information.
Funding
This study was supported by a grant from Medical Research Institute, Colombo

References
1. World Health Organization, Global status report on noncommunicable diseases 2010. 2011,
World Health Organization: Geneva.
2. World Health Organization, WHO Global report on trends in prevalence of tobacco smoking
2015. 2015, World Health Organization: Geneva.
3. U.S. Department of Health and Human Services, Youth and Tobacco: Preventing Tobacco
Use among Young People: A Report of the Surgeon General. 1994, U.S. Department of
Health and Human Services.
4. Chassin, L., et al., The natural history of cigarette smoking: predicting young-adult smoking
outcomes from adolescent smoking patterns. Health Psychol, 1990. 9(6): p. 701-16.
https://doi.org/10.1037/0278-6133.9.6.701 PMid:2286181
5. Ershler, J., et al., The quitting experience for smokers in sixth through twelfth grades.
Addictive Behaviors, 1989. 14(4): p. 365-378.
https://doi.org/10.1016/0306-4603(89)90024-5
6. Al-Kubaisy, W., et al., Factors Associated with Smoking Behaviour among University
Students in Syria. Procedia - Social and Behavioral Sciences, 2012. 38: p. 59-65.
https://doi.org/10.1016/j.sbspro.2012.03.324

10

Journal of the Postgraduate Institute of Medicine 2017; 4 (2): E55 1- 12

http://doi.org/10.4038/jpgim.8158

7. Petraitis, J., B.R. Flay, and T.Q. Miller, Reviewing theories of adolescent substance use:
organizing pieces in the puzzle. Psychol Bull, 1995. 117(1): p. 67-86.
https://doi.org/10.1037/0033-2909.117.1.67 PMid:7870864
8. van Loon, A.J.M., et al., Determinants of smoking status: cross-sectional data on smoking
initiation and cessation. The European Journal of Public Health, 2005. 15(3): p. 256-261.
https://doi.org/10.1093/eurpub/cki077 PMid:15923210
9. Zhang, J. and Z. Wang, Factors associated with smoking in Asian American adults: a
systematic review. Nicotine Tob Res, 2008. 10(5): p. 791-801.
https://doi.org/10.1080/14622200802027230 PMid:18569752
10. Kim, S.S., H. Son, and K.A. Nam, Personal factors influencing Korean American men's
smoking behavior: addiction, health, and age. Arch Psychiatr Nurs, 2005. 19(1): p. 35-41.
https://doi.org/10.1016/j.apnu.2004.11.005 PMid:15765370
11. Peixoto, S.V., J.O.A. Firmo, and M.F. Lima-Costa, Factors associated to smoking habit
among older adults (The Bambuí Health and Aging Study). Revista de Saúde Pública, 2005.
39: p. 746-753. https://doi.org/10.1590/S0034-89102005000500008
PMid:16254650
12. Zaw, S.T., P. Hongsranagon, and P. Havanond, Prevalence of cigarette smoking and factors
Influencing cigarette smoking behaviour among Adult Myanmar migrant workers in
Mahachai Sub-district, Samut Sakhon province, Thailand. Journal of Health Research, 2009.
23: p. 37-41.
13. Zaw, S.T., Prevalence of cigarette smoking and factors influencing cigarette smoking
behaviour among adult myanmar migrant workers, in College of Public Health Sciences.
2008, Chulalongkorn University. p. 107.
14. Bautista-Rentero, D., et al., Predisposing, enabling and reinforcing factors associated with
smoking relapse among hospital workers. J Occup Health, 2014. 56(1): p. 21-7.
https://doi.org/10.1539/joh.13-0088-OA PMid:24270926
15. Friis, R.H., et al., Sociocultural determinants of tobacco use among Cambodian Americans.
Health Educ Res, 2006. 21(3): p. 355-65. https://doi.org/10.1093/her/cyl035
PMid:16740680
16. Martni, S. and M. Sulistyowati, The determinants of smoking behaviour among teenagers in
East Java Province, Indonesia, in Health, Nutrition and Population(NHP). 2005.
17. Green, L. and M. Kreuter, Health Promotion Planning: An Educational and Ecological
Approach. 3rd edition ed. 1991, Mountain View, California: Mayfield Publishing Co. .
18. Schoenborn, C.A., P.F. Adams, and J.A. Peregoy, Health behaviors of adults: United States,
2008–2010. Vital Health Stat 2013. 10(257).
19. Chulasiri, M.P.P.U., N.S. Gunawardena, and G.A.C. De Silva, Prevalence of smoking
among adult males in Colombo District, Sri Lanka. Asian Pacific Journal of Health Sciences,
2016. 03(04S): p. 73-80. https://doi.org/10.21276/apjhs.2016.3.4S.11
20. Burglehaus, M.J., Physicians and breastfeeding: beliefs, knowledge Self-efficacy and
counselling practices, in Department of Health Care and Epidemiology. 1995, The University
of British Columbia: Vancouver.
21. Stewart, S.R.W., The Effects of an 18-Month Weight-Training and CalciumSupplementation Program on Bone Mineral of Adolescent Girls, in The Faculty of Graduate
Studies. 1997, The University of British Columbia: British Columbia.
22. Abramson, J.H. and Z.H. Abramson, Survey methods in community medicine
Epidemiological Research, program Evaluation, Clinical Trials. 5 ed. 1999, Edinburgh:
Churchill Livingstone.
23. Cavelaars, A.E.J.M., et al., Educational differences in smoking: international comparison.
BMJ, 2000. 320(7242): p. 1102-1107. https://doi.org/10.1136/bmj.320.7242.1102
PMid:10775217 PMCid:PMC27351

11

Journal of the Postgraduate Institute of Medicine 2017; 4 (2): E55 1- 12

http://doi.org/10.4038/jpgim.8158

24. Laaksonen, M., et al., Socioeconomic status and smoking: Analysing inequalities with
multiple indicators. The European Journal of Public Health, 2005. 15(3): p. 262-269.
https://doi.org/10.1093/eurpub/cki115 PMid:15755781
25. Schnohr, C., et al., Does educational level influence the effects of smoking, alcohol, physical
activity, and obesity on mortality? A prospective population study. Scand J Public Health,
2004. 32(4): p. 250-6. https://doi.org/10.1177/140349480403200403 PMid:15370764
26. Xu, X., et al., Smoking-Related Knowledge, Attitudes, Behaviors, Smoking Cessation Idea
and Education Level among Young Adult Male Smokers in Chongqing, China. International
Journal of Environmental Research and Public Health, 2015. 12(2): p. 2135-2149.
https://doi.org/10.3390/ijerph120202135 PMid:25689992 PMCid:PMC4344716
27. Kyaing, N.N. Sentinel Prevalence study of tobacco use in Myanmar 2001. 2001 [cited 2013
October]; Available from:
www.searo.who.int/linkfiles/Regional_Tobacco_Survillence_System_SentinelMyanmar2008.
pdf.
28. Djutaharta, T. and H.V. Surya, Research on Tobacco in Indonesia: An annotated
bibliography and review of research on tobacco use, health effects, economics, and control
efforts. 2003, World Bank's Human Development Network
29. Jusuf, A., Knowledge and attitude concerning cigarette smoking among schoolchildren in
central Jakarta. Gan To Kagaku Ryoho, 2000. 27 Suppl 2: p. 582-91. PMid:10895215
30. Chassin, L., et al., Parental Smoking Cessation and Adolescent Smoking. Journal of
Pediatric Psychology, 2002. 27(6): p. 485-496. https://doi.org/10.1093/jpepsy/27.6.485
PMid:12177249
31. Murray, M., S. Kiryluk, and A.V. Swan, Relation between parents' and children's smoking
behaviour and attitudes. Journal of Epidemiology and Community Health, 1985. 39(2): p.
169-174. https://doi.org/10.1136/jech.39.2.169 PMid:4009101 PMCid:PMC1052427
32. Liao, Y.-M., et al., Factors associated with parental smoking in the presence of school-aged
children: a cross-sectional study. BMC Public Health, 2013. 13(1): p. 819.
https://doi.org/10.1186/1471-2458-13-819 PMid:24015810 PMCid:PMC3846903
33. Wen, C.P., et al., Role of parents and peers in influencing the smoking status of high school
students in Taiwan. Tobacco Control, 2005. 14(suppl 1): p. i10-i15.
https://doi.org/10.1136/tc.2003.005637 PMid:15923441 PMCid:PMC1766185

12

