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Table 1: Characteristics of patients presented with acute 
decompensated heart failure

Variables Frequency
Age 

Mean (+SD) years 59.24+12.6

Age group: 
<35 15 (4.2%)
35-45 25 (7%)
45-55 69 (19.4%)
55-65 108 (30.3%)
>65 139 (39%) 
Sex 
Male  288 (81%)
Fermale 68 (19%)

Risk factors 
HTN 177 (49.7%)
DM 116 (33.6%)
Dyslipidemia 120 (33.7%)
Smoker  143 (40.2%) 
Clinical diagnosis 
Old MI 190 (53%)
ICM 128 (36%)
DCM 21 (6%)
Others 17 (5%) 
Hospital stay  6+3.6
(mean + SD) days (minimum 1 day and
 maximum 24 days)
In hospital death 34 (13%)

Fig. 1: Pie chart of distribution of patients by left ventricular 
ejection fraction (LVEF). 

Among the precipitating factors, non-compliance was observed in 
256 (71.9%), ischaemia in 182 (51.1%), Respiratory tract infection 
in 123 (34.6%), arrhythmia in 30 (8.43%), anaemia was noted in 84 
(23.6%). Mean (+SD) duration of hospital stay was 6 (+ 3.6) days 
(minimum of 1day and maximum of 24 days). There were 34 
(13%) in hospital death. 

Table 2: Precipitating factors in chronic heart failure patients (n=356)

Precipitating factors Frequency (%)

Non- compliance 256 (71.9%)
Myocardial ischemia 182 (51.1%)
Respiratory tract infections 123 (34.6%)
Anemia 84 (84%)
Arrhythmia 30 (8.43%)

Fig. 2: Precipitating factors of acute decompensation in chronic 
heart failure patients.

Discussion 
Preventive measures of precipitating factors causing acute decom-
pensation of chronic heart failure is an important objective in the 
management of HF patients. In Bangladesh there is very little,if not 
at all, research on precipitating factors have been published. Our 
study showed that non-compliance is the major preventable precip-
itating factor (71%) followed by ischaemia (51.1%)respiratory 
tract infection (34.6%) and anemia (23.6%).

Non-compliance with drug and diet was found in large proportion in 
our study. In the study carried out by Diaz et al in South American 
community hospital 52% of patients were non-compliant with drugs 
and 30% were non adherent to drugs13. LiaqutAli et al found 25.98% 
patients were non-compliant with drugs as precipitating factors of 
acute decompensated chronic heart failure14.In comparison to these 
studies, in our study frequency of non-compliance was higher. May 
be it is related socio-economical condition, which is one of the main 
barrier of management of chronic heart failure patients.

Myocardial ischemia was found in more than fifty percent of the 
patients. The deleterious effect of myocardial ischemia on ventric-
ular function have been well documented even in non-ischemic 
heart failure. Arrhythmias were noted in 8.43% of our patients. 
Michalsen et al 15found 6.1% of their patients. Arrhythmia not 
only causes hemodynamic instability, it is also a well-known 
predictor of adverse outcome. 

In this study respiratory tract infections precipitated acute decom-
pensation in 34.6% patients. Diaz et al13 found infections in 29% 
of cases as precipitating factors. Infections was found be both short 
term and long term poor prognostic factor (Alone et al).16Opasich 
et al 17found poor compliance and infection to by most frequent, 
followed by MI as precipitating factors for heart failure decompensation.
Anemia is an important comorbidity and is prevalent in patients 
with chronic heart failure. It is associated with worse long-term 
outcomes. In our study nearly one fourth of patients were anaemic.
Conclusion Precipitating factors are important targets for preven-
tive intervention to reduce hospital readmission among the patients 
with chronic heart failure.

This studyshowed a large portion of the patients with chronic heart 
failure have precipitating factors (Non-compliance, RTI and 
anemia) which are not directly related to evolution of heart 
function. Every attempt should be made to identify these preventive 
factors to improve the management strategies in chronic heart 
failure patients.

We recommend proper communication and counselling by the 
physician tochronic heart failure patients. Heightened awareness of 
avoidable and modifiable precipitating factors is important in 
optimizing management of HF.
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Background
The trends of cardiovascular diseases (CVDs) and their risk 
factors related deaths and disabilities are increasing in 
Bangladesh1,2 and accounts for 13.4% of disability adjusted 
life years (DALYs) lost. Study demonstrated that Bangladeshis 
had the highest prevalence of CVD risk factors than India 
and Pakistan3,4. The major risk factors related to CVDs 
(hypertension, diabetes, tobacco use, physical inactivity, 
overweight/obesity, unhealthy diet, cholesterol) are largely 
modifiable and easily measureable5. Primary prevention of 
these risk factors like early detection, lifestyle change and 
achieving optimal control, become a key tool for reducing 
the burden of diseases and proven to be effective in most of 
the public health strategies6. For early detection of CVD risk 
factors, a comprehensive screening is essential. However, 
establishing this type of programme in least developed 
countries like Bangladesh is challenging due to infrastructural 
and financial constraints. Nonetheless opportunistic screening 

through trained community health workers utilizing available 
resources at the lowest level of primary health care (e.g., 
community clinics and union health centres) where 
enormous amount of population seek health services could 
be a feasible alternative7. Few studies, so far have tried to 
explore the CVD risk factors in a rural clinic based sample8. 
The aim of this study was to describe the CVD risk factors 
among who attended in a rural grass root level public health 
centre through opportunistic screening utilizing existing 
facilities.

Methods
Ekhlaspur Centre of Health (ECOH) caters outpatient 
services to the people of Ekhlaspur and adjacent villages 
located in Matlab Upazilla (sub-district) of Chandpur 
district, located about 60 km southeast of Capital city 
Dhaka, from January 2011 to September 2014. This study 
was done among adult (18 years or older) patients coming 
from Ekhlaspur village (excluding pregnant women) only. 
This village had about 2,739 (men: 1460; women: 1270) 
people aged 18 years and above. 
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Abstract
Background: Opportunistic screening using available resources can simplify the screening process and enhance its utility. 
This study describes cardiovascular disease risk factors among patients who attended a rural grass root level public health 
centre through opportunistic screening using available resources. 

Methods: A cross sectional study was carried out through opportunistic screening of 232 consecutive patients aged 18 years 
and above who came from Ekhlaspur village under Matlab North upazilla of Chandpur district. Trained health assistants 
collected data. Data on tobacco use; fruit, vegetable and dietary intake collected. Height, weight and blood pressure were 
measured. Capillary blood samples, irrespective of prandial status, were collected for measurement of glucose using a 
glucometer. 

Result: Half (56%) of respondents were women. Their mean (± standard deviation) age was 44 (± 15) years. One third 
(29.9%) of them were users of tobacco (smoking or smokeless), three quarter (76.2%) used added salt while taking meal, 
three quarter (75.3%) had low intake (<5 servings) of fruit and vegetables. Three in ten (29.7%) were overweight and one in 
three (34.1%) were hypertensive. More than one in ten (5.7%) had diabetes defined by random capillary blood glucose cut-off 
point (≥200 mg/dL). 

Conclusion: The prevalence a few risk factors may appear high compared to the general population in rural Bangladesh 
because the subjects came to the health centre for treatment of their medical condition. However, this study provides evidence 
that opportunistic screening may bring a lot of patients under treatment of hypertension and diabetes and counselling for other 
risk factors in grass root level health centres in Bangladesh which can be replicated in community clinics. 
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Assessment of CVD risk factors by a trained health assistant 
comprised of administration of a questionnaire on age, sex, 
education, tobacco use, fruit/vegetables consumption, added 
salt intake while taking meal, current drug treatment for 
hypertension and diabetes, and measurements of weight and 
height (without heavy clothing and shoes). Blood pressure 
was measured by health assistants (who had proper training 
on blood pressure measurement in epidemiologic studies) 
and confirmed diagnosis by physicians using mercury 
sphygmomanometers in sitting position after a minimum 
2-minute’s rest. Capillary blood glucose was collected on 
strips of glucometer (Acucheck, Germany) without causing 
stasis. It was done irrespective patients’ prandial status.

Data were analyzed using SPSS software (Version 21). 
Percentage was calculated for frequency variables. Mean 
and standard deviations (SD) were given for quantitative 
variables. Hypertension was defined as systolic blood 
pressure (SBP) ≥ 140 mmHg or diastolic blood pressure 
(DBP) ≥ 90 mmHg or anti-hypertensive medication. The 
diabetes was diagnosed if capillary blood glucose was ≥ 200 
mg/dl or anti-diabetic medication. The cutoff value of 
overweight and obesity were considered as body mass index 

(BMI) 25 to 29.9 kg/m2 and BMI ≥ 30 kg/m2 respectively. 
Consumption for fruit and vegetables less than five servings 
per day was considered low. Prevalence were standardized 
to New WHO World Population 2000-20259.

Results
We report here a total 232 consecutive patients (men: 101, 
women: 131) aged 18 years or older who received outpatient 
services of ECOH. Their mean (± SD) age was 44 (± 15) 
years. More than one third (35%) of them had secondary 
level of education, about one third (32%) had primary level 
of education and one-fifth (20%) of them had no formal 
education. 

They consumed 3.4 (± 1.8) servings of fruit or vegetables 
per day (Table 1). Their added salt intake during meal was 
2.6 (± 2.2) gms/day. The mean (± SD) BMI of the partici-
pants was found 23 (± 4.8) kg/m². The mean (± SD) systolic 
and diastolic blood pressure of the participants was found 
122.6 (± 22.2) and 79.5 (± 11.7) mm of Hg respectively 
those were higher in men compared to women. The average 
glucose level was 114.5 (± 35.1) mg/dL, where women were 
higher than men.

Age 
(year) 

Number    Fruits 
(Servings/day) 

  Vegetable  
(Servings/day) 

  Fruits or 
Vegetable 
(Servings/day) 

  Added salt 
intake 
(gm/day) 

  Body mass 
index 
(kg/m²) 

  Systolic blood 
pressure 
(mmHg) 

  Diastolic blood 
pressure 
(mmHg) 

  Glucose* 
(mg/dL) 

      Mean  SD   Mean  SD   Mean  SD   Mean  SD   Mean  SD   Mean  SD   Mean  SD   Mean  SD 

Men 
 

  
  

  
  

  
  

  
 

 
  

  
  

  
  

  
  

  
18 - 34 25   0.8 0.8   2.4 1.2   3.1 1.5   3.0 2.9   21.7 3.0   117.0 12.4   79.2 12.3   95.5 18.5 

35 - 54 45   1.2 1.1   2.5 1.3   3.6 1.8   2.1 2.4   23.6 3.3   119.3 18.1   79.6 11.5   113.4 39.6 

55 - 74 31   0.7 1.0   1.9 0.9   2.6 1.3   3.0 3.1   22.0 4.5   139.6 30.6   84.8 14.0   125.4 41.3 

Total  101   0.9 1.0   2.3 1.2   3.2 1.6   2.6 2.7   22.6 3.7   125.0 23.7   81.1 12.6   113.4 37.8 

Women  
 

  
  

  
  

  
  

  
  

  
  

  
  

  
  

  
  

18 - 34 43   1.4 1.2   2.7 1.3   4.1 2.1   2.8 1.9   22.5 4.4   111.2 15.5   73.8 10.1   109.9 28.0 
35 - 54 56   0.9 0.9   2.5 1.2   3.4 1.6   2.5 1.8   24.4 4.4   119.3 19.3   80.4 10.6   119.9 42.1 
55 - 74 32   1.0 1.0   2.2 1.1   3.2 1.7   2.7 1.6   22.6 8.0   136.5 21.5   80.7 10.8   114.3 19.1 

Total  131   1.1 1.0   2.5 1.2   3.6 1.9   2.7 1.8   23.3 5.5   120.8 20.9   78.3 10.9   115.3 33.2 
Both Sex  

 
  

  
  

  
  

  
  

  
  

  
  

  
  

  
  

  
18 - 34 68   1.2 1.1   2.6 1.3   3.8 2.0   2.9 2.3   22.2 3.9   113.3 14.6   75.8 11.2   105.2 26.0 
35 - 54 101   1.0 1.0   2.5 1.2   3.5 1.7   2.3 2.1   24.0 3.9   119.3 18.7   80.0 10.9   117.2 40.9 
55 - 74 63   0.8 1.0   2.1 1.0   2.9 1.6   2.8 2.4   22.3 6.5   138.0 26.2   82.7 12.5   119.6 31.8 

Total  232   1.0 1.0   2.4 1.2   3.4 1.8   2.6 2.2   23.0 4.8   122.6 22.2   79.5 11.7   114.5 35.1 

SD = Standard Deviation  
* N = 207 (Men = 85; Women = 122)   

Table 1: Distribution of the non-communicable diseases risk factors in men and women of Ekhlaspur village of Bangladesh (N = 232)

The prevalence of categorical variables were given in Table 
2. No women had smoking habit but prevalence tobacco 
uses either smoking or smokeless form for sexes combined 
was 33.6%.  The prevalence of inadequate fruit or vegetable 
consumption (< 5 servings/day) was 75.9%. Prevalence of 

added salt intake was also very high (77.6%). The            
prevalence of overweight or obesity was 30.2%. The        
prevalence of hypertension and diabetes was 38.4% and 
6.0% respectively.
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Table 2 : Prevalence (%) of NCD risk factors in men and women of Ekhlaspur village of Bangladesh  (N = 232)  

Age (year)  

N
u

m
b
er

 

Tobacco use  Fruit or 
vegetables 
(< 5 
servings 
/day) 

Added 
salt  

Body Mass Index (BMI)  Hypertension (HTN)  Diabetes  
Smoking 
(current) 

Smokeless 
tobacco 
(current) 

Use either 
smoking 
or 
smokeless 
form 

Normal 
(18.5 - 
24.9 
kg/m²) 

Over 
weight 
(25.0-
29.9 
kg/m²) 

Obese 
(≥30 
kg/m²) 

Overweight 
or Obese (≥ 
25.0 kg/m²) 

On 
medication 
for  HTN 

High Blood 
Pressure 
(≥140/90) on 
measurement                 

Hypertension 
(≥140/90 or 
on 
medication    

On 
medication 
for 
Diabetes 

 

Raised 
blood 
glucose 
( ≥200 
mg/dL) 

Raised 
blood 
glucose or 
on 
medication  

Men 
18 - 34 25 28.0 4.0 32.0 88.0 72.0 76.0 16.0 0.0 16.0 0.0 24.0 24.0 4.0 0.0 4.0 

35 - 54 45 33.3 15.6 37.8 75.6 66.7 62.2 33.3 4.4 37.8 11.1 26.7 33.3 2.2 4.4 4.4 

55 - 74 31 25.8 38.7 58.1 87.1 77.4 61.3 12.9 9.7 22.6 29.0 51.6 54.8 6.5 3.2 9.7 
Total (Crude) 101 29.7 19.8 42.6 82.2 71.3 65.3 22.8 5.0 27.7 13.9 33.7 37.6 4.0 3.0 5.9 

Women  
18 - 34 43 0.0 9.3 9.3 60.5 81.4 51.2 20.9 4.7 25.6 2.3 11.6 14.0 0.0 2.3 2.3 

35 - 54 56 0.0 32.1 32.1 73.2 78.6 53.6 33.9 8.9 42.9 14.3 33.9 41.1 8.9 5.4 12.5 

55 - 74 32 0.0 40.6 40.6 81.3 90.6 59.4 18.8 3.1 21.9 31.3 62.5 68.8 0.0 0.0 0.0 

Total (Crude) 131 0.0 26.7 26.7 71.0 82.4 54.2 26.0 6.1 32.1 14.5 33.6 38.9 3.8 3.1 6.1 

Both sexes  
18 - 34 68 10.3 7.4 17.6 70.6 77.9 60.3 19.1 2.9 22.1 1.5 16.2 17.6 1.5 1.5 2.9 

35 - 54 101 14.9 24.8 34.7 74.3 73.3 57.4 33.7 6.9 40.6 12.9 30.7 37.6 5.9 5.0 8.9 

55 - 74 63 12.7 39.7 49.2 84.1 84.1 60.3 15.9 6.3 22.2 30.2 57.1 61.9 3.2 1.6 4.8 

Total (Crude) 232 12.9 23.7 33.6 75.9 77.6 59.1 24.6 5.6 30.2 14.2 33.6 38.4 3.9 3.0 6.0 

# Standardized to the age distribution of the new WHO world standard population (2000—2025) 
BMI = Body mass index, BP = Blood pressure, DM = Diabetes mellitus 

Discussion
We describe here the CVD risk factor situation among the 
grass root level primary care health facilities using opportu-
nistic screening. We report here that with adequate training 
health assistant can do screening of hypertension and diabe-
tes if necessary logistics are available. Our findings shed 
some light that alignment of community clinics and union 
level health facilities can contribute to CVD risk factor 
screening and early detection of hypertension and diabetes.

The prevalence of tobacco use that we observed in this 
sample is lower than that of Bangladeshi population at 
large10. This is because tobacco and salt reduction 
campaigns are ongoing in Ekhlaspur. Other risk factors are 
almost similar to STEPS survey 201311. There is a need for 
creating public awareness for risk reduction. We observed a 
lower rate of using added salt on the table, although 
unacceptably high, compared to our finding of a survey 
conducted in 2009 (94%)12. This reduction might be because 
of the recently introduced hypertension control programme 
in the area. Study found the prevalence of overweight and 
obesity is higher in women, which show similar to the 
findings from STEPS Survey 201013. The people living in 
Ekhlaspur might be having a transition from a thin body to 
overweight body because life gradually being mechanized 
because recent introduction of electricity and paved roads1,2.

The prevalence of hypertension that we found (34.1%) is 
higher than STEPS survey 2013 in adult population (21%)11. 
There are several reasons for this higher prevalence. A 
hypertension control programme has just been introduced in 
Ekhlaspur; ECOH has been providing anti-hypertensive 
drugs free of charge; underlying medical conditions for 
which they have come to hospital might have increased their 
blood pressure. Prevalence of diabetes (5.8%) is almost 

similar to findings of another study done in Bangladeshi 
people (6.8%)14.

According to health bulletin 2017, on an average 10 million 
patient-visits take place monthly in 13,442 community 
clinics nationwide15. This means on average 750 patient- 
visits take place in each community clinic monthly. Consid-
ering our study findings, we can roughly presume that every 
month about 255 hypertensive and 44 diabetic patients visit 
each community clinic if supported by interpersonal 
communications of health assistants working in the commu-
nity. Accordingly, community clinic authority can plan for 
resource allocation and manpower training to cover the rural 
population of Bangladesh at large within a short time. This 
will contribute to achieve sustainable development goals in 
due course of time.

Our study has a limitation. This clinic-based study has been 
supported by tobacco and hypertension control campaigns 
in the community. Therefore, this single location finding 
may not be generalizable to whole of Bangladesh if the 
studies or interventions are not supported by concomitant 
campaigns.

Conclusion
The prevalence a few risk factors may appear high 
compared to the general population in rural Bangladesh 
because the subjects came to the health centre for treatment 
of their medical condition. However, this study provides 
evidence that opportunistic screening may bring many 
patients under treatment of hypertension and diabetes and 
counselling for other risk factors in grass root level health 
centres in Bangladesh, which can be replicated in communi-
ty clinics.

Bhuiyan MR et al.JNHFB Jul 2018
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Introduction
Tobacco products use is the major preventable cause of 
premature death and diseases, ruins the health of millions of 
people around the world1-7. Tobacco use is a risk factor for 
six of the eight leading causes of death in the world and it is 
estimated that it could kill one billion people during the 
twenty first century4. 

Physicians are highly respected professional in the society 
and patients place a large amount of faith in their advice. 
Physicians can play an important role in smoking prevention 

have on patient behavior change. Ethical permission was 
taken from Bangladesh Medical Research Council (BMRC). 
The voluntary nature of participation and the anonymous 
and confidential nature of the questionnaire were strongly 
maintained. Consent form was attached to every question-
naire to obtained inform consent from all the participants. 
Because almost none of the female we surveyed currently 
smoked, we limited our main analysis to male physicians. 
Statistical analyses were obtained by using window based 
computer software devised with Statistical Packages for 
Social Sciences (SPSS-16) (SPSS Inc, Chicago, IL, USA).

Results

Table 1: Distribution of different characteristic of the 
respondents

Variables Frequency Percent
Gender
Male    1232    78.0
Female    348    22.0

Post graduation
No post graduation degree     943    59.7
Post graduate completed     340    21.5
In post graduation course    297    18.8
Age (Mean±SD)        33.9±8.7 (25-59)

The present cross-sectional study was conducted among the 
physicians of seven administrative divisions in Bangladesh. 
Pre-tested questionnaire sent to 1975 physicians. Among 
them 1580 physicians returned the completed questionnaire. 
The response rate was 80.0%. Mean±SD of age of the 
respondents was 33.9±8.7 with a range of 25 to 59 years. 
Among the respondents 47.4% were in the age group of ≤30 
years, 31.2% were in the age group of 31 to 40 years, 14.4% 
were in the age group of 41 to 50 years and 7.0% were in the 
age group of ≥51 years. Out of 1580 respondents 1232 
(78.0%) were male and 348 (22.0%) were female. Among 
the respondents 59.7% had no post graduation, 321.5% had 
completed post graduation and 18.8% were in the post 
graduation course (Table 1). 

In the present study overall prevalence of current smoking 
was 24.1% (CI 95%, 22.0%-26.2%) and ever smoking 
29.2% (CI 95%, 27.0%-31.5%) Among male physicians 
prevalence of current smoking was 30.9% (CI, 95% 
28.4%-33.5%) and ever smoking was 37.3% (CI, 95%, 
34.7%-40.1%) were ever smoker (Table 2). Mean±SD of 
number of cigarettes smoked per day by the respondent was 
8.5±5.3 with a range of 1-30 sticks. Mean±SD of duration of 
smoking by the respondents was 13.1±7.8 years with a 
range of 1 to 40 years. Among the 378 smoker 16 (04.2%) 
were initiate smoke ≤15 yrs, 221 (58.5%) were initiate 
between 16 to 20 yrs and 141 (37.3%) initiate after the age 
of 21 years (Table 3). Among the smoker 127 (33.6%) were 
not thinking of quitting smoking. About 122 (32.3%) 

respondent thinking to quit but not within the next 6 months 
and 84 (22.2%) were thinking to quit within the next 6 
months, but not within the next 30 days and 45 (11.9%) 
thinking to quit within the next 30 days (Table 4).

Table 2: Prevalence of smoking

 Male     Female Overall 
                         % (CI 95%)               % (CI 95%)      % (CI 95%)
Current smoker    30.9% (28.4%-33.5%)      0     24.1% (22.0%-26.2%)
Ever smoker 37.3% (34.7%-40.1%)     0.3 %( 0.0%-2.0%)      29.2% (27.0%-31.5%)

Table 3: Mean±SD of smoking initiation age, sticks per day 
and duration of smoking 

Mean±SD (Range) of   20.5±3.5 (10-45)
smoking initiation age  
Mean±SD (Range) of   8.5±5.3 (1-30)
sticks per day   
Mean±SD(Range) of  13.1±7.8 (1-40)
duration of smoking  (years)

Table 4: Distribution of thinking to quit

Think to quit  Frequency Percent
No, I am not thinking of 127 33.6
quitting smoking 
Yes, but not within the 122 32.3
next 6 months 
Yes, within the next 6 months, 084 22.2
but not within the next 30 days 
Yes, within the next 30 days 045 11.9

Current smoker among the male respondents age group less 
than 30 years, 31 to 40 years, 41 to 50 years and more than 
50 years were 31.9%, 31.6%, 34.3% and 12.2% respectively. 
Currents smoker among the male respondents with no post 
graduation, in post graduation course and post graduation 
completed were 32.0%, 28.4% and 29.3% respectively and 
current smoker among the male respondents working in 
teaching hospital, district hospital and upazila health 
complex were 30.3%, 34.7% and 30.2% respectively (Table 5).

Table 5: Distribution of smoking status of male physicians 
by age group, post graduation and working hospital
 
Variables Current smoker Ex smoker Never smoker Total
Age Group    
≤30 yrs 170 (31.9) 39 (7.3) 323 (60.8) 532 (100.0)
31 to 40 yrs 127 (31.6) 24 (6.0) 250 (62.3) 401 (100.0)
41 to 50 yrs 69 (34.3) 10 (5.0) 122 (60.7) 201 (100.0)
≥51 yrs 12 (12.2) 09 (9.2) 77 (78.6) 98 (100.0)
Post Graduation    
No post graduation 228 (32.0) 52 (7.3) 433 (60.7) 713(100.0)
In post graduation course 65 (28.4) 08 (3.5) 156 (68.1) 229(100.0)
Post graduation completed 85 (29.3) 22 (7.6) 183 (63.1) 290(100.0)
Working Hospital    
Teaching Hospital 297 (30.3) 61 (6.2) 624 (63.5) 982(100.0)
District Hospital 42 (34.7) 12 (9.9) 67 (55.4) 121(100.0)
Upazila Health Complex 39 (30.2) 09 (7.0) 81 (62.8) 129(100.0)

#Figure in the parenthesis indicates corresponding row percentage

In the present study most of the respondents were strongly 
agree and agree that smoking is harmful to health (99.5%). 
Among the respondents 96.5% were strongly agree and 
agree that health professionals should serve as role models 
for their patients and the public. Among the respondents 
96.6% were strongly agree and agree that health profession-
als should set a good example by not smoking. More than 
ninety percent of the respondents 93.0% were strongly agree 
and agree that patient's chances of quitting smoking are 
increased if a health professional advises him or her to quit. 
Most of the respondents 801 98.7% were strongly agree and 
agree that health professionals should routinely ask about 
their patients smoking habits. Among the respondents 
98.2% were strongly agree and agree that health professionals 
should routinely advise their smoking patients to quit smoking. 
Among the respondents 71.9% were strongly agree and 
agree that health professionals who smoke is less likely to 
advise people to stop smoking and 19.0% were disagree and 
strongly disagree that health professionals who smoke is 
less likely to advise people to stop smoking. Most of the 
respondents (96.3%) were strongly agree and agree that 
health professionals should get specific training on cessa-
tion techniques. Nearly all the respondents (98.7%) were 
strongly agreed and agree that hospitals and health care 
centers should be "100% smoke-free". Among the respondents 
39.4% were disagree and strongly disagree the presence of 
Designated Smoking Area (DSA) in indoor workplace. 
Among the respondents 85.2% were strongly agree and 
were agree that the price of tobacco products should be 
increased sharply. Among the respondents 96.8% were 
strongly agree and agree that passive smoking increases the 
risk of diseases in non-smoking person (Table 6). 

Table 6: Distribution of knowledge, attitude and practice

Table 7: Distribution of responses about smoking cessation 
training and guidelines

and control and they should support cessation activities to 
help quit and to encourage them to help their patients quit8.  
In 1999, the World Health Organization (WHO) advocated 
that physicians, as models of a healthy lifestyle, should not 
smoke and those they should not give tacit approval to 
patient smoking9.  Physicians in particular are seen as  
exemplars, and publicity about the low percentage who 
smokes may influence some people to quit10. The smoking 
habits of physicians continue to attract keen interest among 
investigators. 

Physicians have a unique opportunity to deliver effective 
smoking cessation treatment to their patients who smoke 
and smoking cessation counseling by physicians is now 
considered to be an evidence-based practice11,12. Healthcare 
providers can contribute significantly to reducing tobacco 

use, as evidenced by the fact that patients who are advised to 
quit smoking by their physicians are 1.6 times more likely to 
quit than patients not receiving physician advice to quit6. 
Global Adult Tobacco Survey (GATS) conducted in 2009 in 
Bangladesh showed that advices by health care profession-
als have positive influence over smoker’s attitude towards 
quitting13. Moreover, physicians’ guidance on smoking 
cessation has been reported to have a major effect on 
patients’ smoking behavior, and physicians’ stance on 
smoking prevention is regarded highly14-16. Smokers will 
rarely be convinced to abandon their habit if their counselor, 
a physician, is a smoker17.  As physicians are the role model 
for the general public, so it is very alarming situation that 
such a high percentage of physicians are smokers, causing 
hindrance in the advice of smoking cessation to the patients. 
So efforts should be done to motivate physicians for smok-
ing cessation18. 

The World Health Organization has advocated that physicians 
should not smoke cigarettes and surveys on this issue should 
be conducted among medical professionals19.  There is no 
national survey on smoking among physicians in our      
country. The current study is the first standardized study to 
determine an estimate of the prevalence of smoking among 
physicians in Bangladesh. It also explores attitude towards 
issues related to smoking as well as other tobacco product 
use. It will help our governmental authorities and civil 
society members to take necessary steps to reduce tobacco 
use as well as skill development on cessation among physi-
cians in Bangladesh.

Methods
It was a cross-sectional study conducted for a period of nine 
months from April 2013 to December 2013 carried out in 
purposively selected one teaching hospital, one district 
hospital and one upazila health complex hospital from each 
divisions of the country. The pre-tested structured question-
naire distributed either at their offices or in the different 
seminar and clinical meeting where physicians participate in 
large number. Subsequently the completed questionnaires 
were collected. In case a questionnaire not returned within a 
week, the participant was contacted and reminded by 
telephone or in person up to a maximum of three times. 
Those who did not respond within four weeks considered 
non respondents. The study queried whether physicians use 
tobacco product and in case of user, their intention to quit. 
The questionnaire also inquired about the physician’s 
practice of asking  their patients about tobacco use and 
advising tobacco users to quit; and assessed physician’s 
preparedness for promoting tobacco cessation and their 
perceived need for training in anti tobacco activities. It also 
included questions about the physician’s perception about 
smoking as an important problem in their practices, how 
confident are physicians in their cessation counseling skills, 
what are physicians’ expectations about the outcome of their 
counseling, how much influence do physicians think they 


