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1. INTRODUCTION

The World Health Organization is trying to assist investigators and public health
authOrities:iﬁ-assessing'the extent .of thevsmoking;problem-inﬁcpuptrles“aqd‘1n designing

and*méniboring;natlonal smoking:control programmes.

v -

j;waOnewofvﬁhe;apptoacheswtogthis-aim,has~been to_propose guidelin .c¢
tobaccosmoking surveys: including -a series.of §tandargizgdtquesgipngaires that would
hopefully allow. intranational and;intgrnational/cpmparisonxof?datggfboth,time—wise and
geographically; ..Guidelines andtquestionhairesgfor;su;yeys of the general\aﬁult,population

éé.férithe<conductvof

and of young people were already published (%*). Certainﬁgppliggb}egpgxtéfof those
publications are jncorporated in the present document, as appropriate.

R .o LA R EI - S

Beside the general population, however, special target groups, for instance, those who
belquﬁtpgppofessions (physicians,- teachers; nursess etes )., which have-:a;;special
responsibility fOr‘antiesmokingfeducation:or:other‘measuregwfer the .prevention of
smoking—relatedfdiséases shogld.alsoibefstudied.A-h B T o PR

In many countries tobacco-smoking surveys of health professionals have been carried
out durihg:théflast‘20~yea;53571nuéome countries, these;stydies»havefcopﬁributgd to
smokingicontrol,planning~and:action;”r: O L EOE L e

The surveys of health professionals that have been carried out thus far have largely
beenf@laﬁnédﬁwi:hinfeachwcohnt:y:independently-of:one;another;anﬁ :for. this,reason, may
not haveﬁbeeanOmparable‘tévsimilarastudieévin?otheijpoﬁhtfiéé.y_ww,n

s, have been
.in the same

:@P¥¥t9?F§$%QF?}}Y),SUEYQYS of smoking habits of the hea}th,prpfe§siogal
comparable to surveys'of:the@smokingahabits;cf the. general adul;,pgpu“apiq
country. Yo e L ST e

The purpose of the present document is two-fold:., - -

i) to encourage the conduct of smoking surveys among health professionals in
..;ecountries-which have no;Adongﬁsuphwsupveys;prgyiqu§ly;uand,go_pypvigg these
s,eount:ieswwith.guidelines;fof,planhing such. surveys; N

ii) to "standardize' the data collection instrument as much as feasible so as to
provide for comparability of different surveys within and between countries.

A complete standardization is, of course, impossible since the exact purpose of
conducting surveys.may -vary.:and since different.1apguageszmayarequiregalpg:na;eiwayg of
askingtquestionﬁ'to~obtain the same: information.. yNevertheless,g{bexbaéft,idea,behind
this décument: is that- tobacco smoking surveys would profitwfrom»crossrnatipnalVcomparison,
despite the’ fact that-thisfmaynoccasionally—interfere;with gompletg:coﬁparability.with
'previods'national’surVeys.;fwith-resPect to,themabovesviewpointsqithgnp:eﬁenp;document
7éHouId-bQJCOnsidered,aS*a*praotical model for national. data collection in.the field.

(%) Guidelines for theiConductwof‘TobaCCO'SmokiﬂgﬁsﬁrVeys.of;théAGenéfai:Popﬁiétion.
Document No. WHO/SMO/83.4, World Health Organization, Geneva. Available at no cost on
request.

it
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2. SCOPE AND AIMS OF TOBACCO SMOKING SURVEYS AMONG HEALTH PROFESSIONALS

Health professionals play a key role in health promotion including-smoking control.

For this reason, they have a special responsibility for setting®a gocod éxample to other -
groups within a country. They also have a professional responsibility for promoting
non—smoklng behaviour:- - Surveys on smoklng behaviour; beliefs, attitudes and professional
practices among health” profe551onals should focus on their special*roles. . Such surveys .
may thereby’ prov1de information for developing spec1ar training. programmes for these’
profess1onal groups and may be an 1m901tant step in’ the rormulatlon of an effectlve"i:'s
national smoking and’ health pollcy. : : : :

More specifically, smoklng surveys among these groups are de51gned to collect data
that can be used for at least four dlfferent purposes.

i. To obtain bas1c 1nformat10n for- the plannlng of activities almed at" reduc1ng
smoking in these groups: ' It is important that the general public be made-aware.
of the fact that many health professionals have stopped smoking.because of-their
acceptance of smoklng as a health hazard

ii. " TO stress’ thelr role as health educatorS/ (1nform1ng patlents of the effects of
smoking on their health, encouraging the patients to stop smoking and:assisting
and supportlng them in th1s effort )

i1i, To "focus od their role’'as decision makers with- regard to. hospltals and health
centres as social and physical environments where~smoking is discouraged.

iv.  To® empha51ze the role‘of health professionals in influencing and: encouraglng
‘ 'p011t1c1ans, planners and others at national and local levelst - AERAFNEE

3. REMARKS ON METHODOLOGY AND PROCEDURES - - ' : ‘ o e gt

Durlng the’ plannlng of & survey of smoking‘among health profe351ona15, experlenced
statisticians and/or social scientists should be involved at an’ ‘early stage- torensure
sound‘methodology and design.

3.1 Sampllng

" The sampllng procedure and- the sample size of a study depends on 1ts purpose.: - If ar -
nationwide representative sample of health profeSSLOnals is:to be:obtained;. several.ways
of doing this are possible.  ‘The best procedure is to use-a complete.list- of health’.
profe551onals ‘under:study in a country and to select a probability sample following a-
standard sampling procedure.~ ‘In some countries; the Ministries.of -Health have: such-
registers and update:them regularly. -If no such list exists, an alternate procedure would
be to ask appropriate professional associations for permission to use their member files

for selecting a sample. ‘The larger the proportion of health professionals who are members
of such associations, the better the sample will be.

In some countrles, registers of health professionals are available only at a regional
level.,” In this case the sample could be drawn and questionnaires dlstrlbuted wlthln each
region. ' :

If no possibility exists of using registers, other solutions should be worked out,
e.g., to distribute questionnaires in hospitals and heaith centres.
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timation

Keeping in mind that the
professionals - the response
professionals response rates

1n order to increase the
advisable to send out two or
also be recommended to contac

survey is to be carried out within a specific group - health
rate should be at least 75%. 1In some surveys of health
as high as 94% have been obtained.

response rate multiple attempts should be made. It would be
more reminder letters depending on local conditions. It may
t local professionals associations or other appropriate

bodies to reach non-respondents. The prevalence of smoking-and other characteristics of

early respondents, late respo
possible bias.

For this reason, special

ndents and non-respondents should be compared to estimate

efforts should be made to study a random sample of

non-respondents. If there are significant differences in results obtained from the early

and late respondents, relevant variables should be est

into account in the final cal

culation of results.

3.3 Cross-Sectional Studies

Cross-sectional studies provide valuable baseline information on many aspects related
to the smoking habits of health professionals, such as an awareness of the harmful health
consequences of smoking, attitudes towards smoking, and attempts to influence smoking
behaviour in patients as well as on personal smoking practices. The information obtained
from these surveys may not be sufficient to assess the trends in the variables measured
over a period of time. However this can be solved by planning for a series of
cross—sectional studies in which the time interval between studies is determined by

outside evidence that enough

3;4 Special Studies

change is taking place to justify a new study.

When the purpose of the sampling procedure is to

smokers within a profession in a whole country, the principles for selecting
representative samples should be followed as closely as possible, and a large sample is

needed. If the purpose is to

study a special problem, for example, to. determine the most

important factors promoting or hindering health professionals in their attempts to reduce

smoking by their patients, personal interviews with a limited incidental sample of doctors

and nurses may be an acceptable design.

For studies measuring the effectiveness of intervention, longitudinal studies in which

data from the same individuals are collected at least twice is essential. These studies
can be very valuable for other purposes as well but tend to be more difficult and

expensive to carry out.

3.5 Self-Administered Questionnaires

In most surveys among health professionals, self-administered questionnaires are
recommended. In order to obtain a good response rate, the questioﬁnaires should be
somewhat restricted in length and should contain as few open-—ended questions as possible.
When a study is carried out for several different reasons, and these may conflict as far
as design is concermed, the possibility of breaking it down into two or more different

studies should be considered.

imated for non-respondents and taken

estimate accurately the proportion of
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3.6

Selection of Items to be Included in the Survey

The proposed questionnaire form is quite extensive and often it is not practical for
all users to use all items. Items to be included should be selected in terms of their
relevance to the specific purposes of each survey. If modifications need to be made, this
should be made by deleting items rather than by attempting to simplify, and without
revising the sequence of items.

3.7

Data Processing and Presentation

The analysis of data involves data processing and data presentation. The points as
listed may be helpful to individuals who are carrying out a survey on smoking habits.

a

It is essential that a person with experience in data processing and in the
presentation of data, such as a statistician, an epidemiologist or a behavioural
scientist, should be involved in both the survey design and in the analysis. If
the survey is not well designed, it may not be possible to overcome such
shortcomings at the analysis phase.

It is the experience of individuals who have undertaken surveys that the data
processing and the analysis of data may take considerably more time than
anticipated. Moreover, the analysis of a survey tends to be open-ended, and a
good set of data provides opportunities for a number of valuable investigationms.
Hence, it is important to allow ample time and a sufficient portion of the budget
for the analysis phase.

The first task in the analysis phase is to carry out the cleaning-up or editing
of the data. This implies checking the data for consistency, and checking the
responses for completeness and accuracy. Some of this work can be carried out
with an appropriate computer programme, but the quality of the edited data will
in many cases be higher if the responses can also be checked manually. Any
manual or automatic procedure for editing responses should itself be consistent
and should be described in detail in the report of the analysis.

A next task is to check the frequency distribution of the various variables which
have been obtained in the survey. For example, it is advisable to check whether
these variables are distributed unimodally, or whether variables fall into fairly
well defined subgroups. Also, responses might be graded e.g. on a 1-to-5 scale
and it is then useful to check whether these different types of responses occur
with similar frequencies.

The next stage is to estimate the prevalence and intemsity of smoking, according
to the various sex and age groups. Prevalence implies the percentage of
individuals who smoke in a certain manner,and intensity of tobacco consumption
provides an estimate of the amount which is smoked. When data are tabulated,
results for males and females should be presented separately. Recommended age
groups are those adopted by WHO i.e. five-year groups, using the age at last
birthday, namely 20-24, 25-29, 30-34, etc., and it is here recommended that the
age groups over 65 should also be sub-divided into five-year age groups until the
age of 80+. This procedure allows for the collapsing of data; that is, if
samples are too small, age groups may be pooled, for example, under the headlngs
of: below age 25, 25- 44 45-64 and over 64. 1In addition, it may be of interest
to obtain similar data for individuals who use tobacco products other than

cigarettes.
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Tobacco consumption may be reported in various ways, but should include: &) mean
number of cigarettes per day and b) the distribution of smokers by consumption
levels. Following a previous proposal (*) smokers should be grouped as smoking
1-7, 8-12, 13-17, 18-22, 23-27, 28-32, 33-37, 38-42, 43-47, 48~52, 53-57, 58-62
cigarettes per day, and so on. 1f the groupings are small, the data may be
collapsed in a way which is judged most appropriate. These categories are chosen
because reported consumption usually are clustered among values which are
multiples of five and ten. Next, it should be noted that it may be important to
jnvestigate the prevalence of very light smokers, €.g. smokers smcking omne to two
cigarettes per day, since this is a pattern which might be expected to be
prevalent in a number of developing countries.

The actual tabulations should show percentages for the different smoking
behaviour classes as defined in section 3.8 and for the different consumption
levels as suggested above, as well as actual numbers, on which the percentages
were calculated.

f The estimation of errors. It is important that some measure of uncertainty be
attached to each prevalence figure. One method of doing this is to calculate
95% confidence interval, if this is a reasonably simple procedure given the
sampling design used. However, it should be noted that such confidence intervals
provide an estimate for what is referred to as the sampling error. This sampling
error may be relatively small in large surveys. involving randomly selected-
samples, while a much larger error may result from non-response bias; this occurs
if non-respondents and respondents do not have similar smoking patterus and a
large number of individuals have not responded. Consequently, it may be more
approriate simply to record the sample size on which each prevalence figure is
based, and to report the associated pefcentage'of non-response. In cases of
moderate non-response, useful upper and lower bounds may be obtained by adding
the "non-response" and "unknown" figures to each category, assuming that these
individuals were either smokers or non-smokers. For example, if in z sample of
1000 there are 600 smokers, 300 non—smokers, and 100 unknown or non-responders,
then the relevant ratios are 600/(900+100) = 6/10 or (600+100)/(900/100) = 7/10
for the lower and upper bounds of the sample proportion of smokers. More
generally, one should be aware of a large numbexr of sources of possible
non-sampling errors. Non-response is perhaps the major source. Another source
of error is response variability, if on repeated interviews the answers obtained
differ. Repeat interviews on a sub-sample may assist in assessing response
variability. As another example, the context in which a survey is conducted may
also affect results.

a

3.8 Smoking habits (categories of smokers)

With respect to individual smoking habits, a large number of categories could be
used. The following categories — on which the present questionnaire is based - are
proposed. It should be noted that these terms are sometimes loosely used and given
varying and imprecise definitions. However, the working group strongly recommend that,
for standardization sake, the definitions given here be applied in future studies.

- Daily smokers: Anyone who, at the time of the survey, smokes some kind of
tobacco product every day.

- Occasional smokers: Anyone who smokes, but less than once a day.

- Non-smokers: Anyone who, at the time of the survey, does not smoke at all.

(*) see footnote in page 1.
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g . . . e
¥ Sub-groups of daily smokers which may need to be identified:
|

%i - daily cigarette smokers (this includes manufactured and hand-rolled cigarettes)
‘ -~ other daily smokers .

Tn some instances it would be desirable to make an even more detailed breakdown of the
daily smokers, such as:

daily smokers of cigarettes only
daily smokers of both cigarettes and other smoking materials
- daily smokers of other tobacco products only

The category of non-smokers can also be subdivided into:

- ex-smokers who have smoked daily for at least 6 months, but who did not smoke at
the time of thé survey and

- other non-smokers which include both those who have never smoked and those who
have smoked too little (in terms of frequency and duration) to be regarded as
ex—smokers.

il In some developing countries it might be important to identify common groups as bidi
i smokers, or to take into account snuff and tobacco chewing. The important categories to
identify would be the use of such tobacco products alone or in combination with some other

smoking practices. - :

The basic information on individual tobacco consumption would be individual
consumption levels recorded by asking smokers how many cigarettes, cigars, or pipefulls
they usually smoke per day. Cigarette smokers might, in addition, be asked about the
brand they usually smoke. :

3.9 Confidentiality

The investigator should make sure that every questionnaire or interview on smoking
habits start with some introductory remarks regarding confidentiality, anonymity and the
sponsoring agency. These remarks should be adjusted to local circumstances, and should
appear in an introductory letter or in the questionnaire.

3.10 Task force

In each country, there should be a focal point (preferably a specialized,
government—-approved committee or agency) for smoking and health questions which would
co—ordinate the smoking surveys. In certain instances, this same body could also take
responsibility for carrying out the field work aspects of the survey, which on other
occasions other bodies may be involved to make up a task force. A task force should
include behavioural scientists, demographers, statisticians, and trained interviewers.
The focal point and the task force could be located - either together or separately - in
e.g. the ministry of health, a university institute, a survey organization, the national
bureau of statistics or other appropriate governmental or non-governmental institution.
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QUESTIONNAIRE FOR HEALTH PROFESSIONALS

Background Descriptive Data
1. What is your sex? (tick one)

male

female
9. TPlease write down your age at your last birthday

years old.

3. In what kind of place do you live? (tick cne)

city

suburb

town

village
Write name of place:
4. What is your profession?
(tick one)

physician

dentist

nurse

other health profession (please specify)
5. What is your field of professional activity? (tick one or more as appropriate)

general practice
practising specialist
administration:
research

teaching

other, please specify: .
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6. If you are a specialist:

What is your field of specialization?

7. Please write which ethnic or cultural sub-group you belong tos

8. Which religious affiliation do you belong to, if any?

9. What is your present marital status? (tick one)

married

el divorced/separated
i widow/widower

il single (never married)

B. Personal Smoking Behaviour

10. Have you ever smoked? (tick one)

yes

no (GO TO QUESTION 19)

11. Have you ever smoked daily for 6 months or more? (tick one)

12. Do you now smoke daily, occasionally or not at all? (tick one)

daily (at least once per day)

occasionally (GO TO QUESTION 16)

not at all (GO TO QUESTION 19)
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13. Please write the number of items you usually smoke per day (if none, please write
"O" next to the appropriate item(s)).

manufactured cigarettes
(no. of)

handrolled cigarettes
(no. of)

bidis
(no. of)

pipefuls of tobacco
(no. of)

cigars/cheroots
(no. of)

goza/hookha
(no. of)

14. 1If you smoke manufactured cigarettes, please write down the type and brand name
you usually smoke.

filter tipped ] .

plain

tick here if no special preference

15. Compared to last year, how much do you smoke now? (tick ome)
smoking more now.
smoking about the same.

smoking less now.

C. Other Forms of Tobacco Use, and
Variables Related to Personal Smoking Habits

16. Have you ever thought about quitting smoking? (tick one)

yes

no (GO TO QUESTION 19)

17. Have you ever made a serious attempt to stop smoking? (tick one)
yes

no (GO TO QUESTION 19)
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12. How long did you actually stay off tobacco smoking the last time?
Write down the number of (one answer only):

days
weeks
months

years

fa—
0O
.

Are there any other forms of tobacco you use which we have not mentioned? 1If so,
please describe:

20. What do you think about your smoking habits five years from now? (tick one)
will most certainly smoke daily

will probably smoke daily

will probably not smoke daily

will most certainly not smoke daily

™~
[y
.

How do you personally assess the importance of the following reasons for not
smoking vourself? (please tick as appropriate).

Importance

High Moderate Low None

Occurence of certain symptoms
To protect your health

To save money

2]

elf-discipline

To comply with pressure from professional
colleagues not to smoke

Ket to create discomfort in nearby people
To set a good example for patients

To set a good example for health workers

To set a good example for children

To set a good example for adults in your
soci e

nvironment.
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97. How often do you smoke in your office in the presence of a patient? (tick one)

frequently .. = -

occasionally

seldom

never

nst‘applicable'(if you do'noﬁ work in an office)
93. How often do you smoke while at work alome? (tick one)
freguently
oc;agionally‘
seldom

never

D. Perception of Smoking as a Health Hazard

24. Do you think smoking is harmful to health? (tick one)
strongly agree
mildly agree
no 0pinion/doq'p'know
mildly disagree
strongly disagree
25. Are you concerned about the harmful effects smokiﬁg may have 6ﬁ-ybur‘heélgh?
(tick one)
very concerﬁed
fairly concerned
slightly concerned

not concerned -
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26. TFor each of the diseases listed below, please indicate whether you think that
cigarette smoking is a major cause, a contributing cause, is associated with, or
has no association with the disease or conditionm.

(CHECX ONE BOX ACROSS FOR EACH DISEASE)

Ma jor Contributory Associated  No Assoc-
Cause Cause With iation
a. Bladder cancer }
b. Coronary artery
disease o
c. Lung cancer
d. Chronic bronchitis
e. Oral cancer i
f. Pulmonary emphysema
g. laryngeal cancer s
h. Peripheral vascular
disease
i. Leukoplakia
(mouth/lip)
J-. Any soft tissue
lesion (mouth/lip)
k. Neo-natal death
ik E. Actions Vis-2-Vis Patients
T T
10
! 27. Do you routinely find out from patients whether or not

they smoke? (tick one)

yes

no

not applicabie (if you do not see patients).(GO TO QUESTION 33)




28. To how many of your tobacco-smoking patients do you

provide information on the harmful effects of smoking

to over 70% of the patients
between 30-70%
to less than 30%

to none

29. To how many of your tobacco-smoking patients

" you provide explicit advice to stop smoking?

(CHECK ONE BOX ACROSS FOR -EACH. CONDITION)

Léss 30%
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?2(tick one)

patients with: All Over 70% 30—702' None
P o ~ then
Lung and pulmonary condition . L - - L
Upper respiratory condition L o L L L
Heart conditions L . - I o
Peptic ulcer - - o o o
Pregnancy - o . o o
Peripheral vascular disease - - . o o
Mouth or lip lesions - L L o L
Nervousness, loss of appetite
and insomnia L - - _ L
Any condition being treated - L o o L
30. Do you have a "No-Smoking" sign in your waiting room? (tick one)
____yes
no

No waiting room (GO TO QUESTION 32)

31. Do you enforce 1it?

yes

noe

with the following conditions




you advise

Sometimes

patients against

9]
®
—
o
Q
B
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32. How often in the
smoking? (tick one box
Sften

a. When patients have symptome/
diagnoses of smoking-related
diseases.

b. When the patient himself
raises the gquestion about
smoking.

c. When a patient is a smoker who

has no symptoms/diagnoses of
smoking-related diseases and
does not himself raises the
question about smoking.




F. Opinions and attitudes

33. Please indicate the extent
following statements.
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to which yodiagreé or disagree with each of

" (CHECK ONE BOX ACROSS FOR EACE STATEMENT)

a. 1t is the (doctor's) responsi-
bility to convince people to
stop smoking.

b. Most smokers can
stop if they wanted to.

c. It is annoying to be near &
person who is smoking.

d. (poctors) should set a good
example by not smoking.

e. Most people will not give
up smoking even if their
(doctor) tells them to.

¢. (poctors) should be more
active than they have been
in speaking to lay groups
about smoking.

g. (Doctors) would be more
likely to advise people
to quit smoking if they
know of a good approach
that really worked.

h. Your current knowledge is
sufficient as a basis for
counselling patients who want
to stop smoking.

i. At every contact with a
patient where it would be
natural to do so, you should
dissuade him from smcking.

Strongly Somewhat Neither Agree Strongly
Agree Agree nor Disagree Disagree

Footnote: (Doctors)- When the questionnaire 1s used with Dentists, Nurses, Primary
Health Care Workers oY other types of health providers the
professional qualification in brackets ( ) should be changed

accordingly.

the
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34.

A number of opinions have been expressed about how to reduce smoking through
legislative action. Would you agree or disagree with the following opinions?
(tick one box for each opinion).

There should be é health
warning on cigarette
packages.

There should be a
complete ban on the
advertising of tobacco.

Smoking in closed public
places should be
restricted.

The price of tobacco
products should be
increased sharply.

The sale of tobacco
to children should be
completely prohibited.

Smoking in hospitals
should be restricted
to special smoking
areas.

Health professionals
should get specific
training on how to
support patients who
want to stop smoking

Strongly Somewhat Neither Agree Somewhat Strongly
Agree Agree nor Disagree Disagree Disagree
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C. Teaching

35.’ Do you teach at health oriented institutions?

1f. yes, please specifys

a) type of institution (medical, school, nursing school etc),

b) type of subject

ag

36. 1f you teach, do you cover smoking and health topics?
Yes
No

Not applicable to your field




