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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 
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Abstract 
Background: Despite the clear evidence of harmful effect of smoking on health and the leadership role taken by physicians 
to curb tobacco use, studies have shown that large number physicians still smoke. 

Objectives: The present study conducted to determine an estimate of the prevalence of smoking among physicians in Bangla-
desh. It also explores their attitude towards issues related to smoking. We believe that this is the first standardized study to 
address smoking among physicians in Bangladesh. 

Methods: Present cross sectional study conducted between the periods of April to December 2013 in purposely selected one 
teaching hospital, one district hospital and one upazila health complex from each division of Bangladesh. Ethical permission 
was taken from Bangladesh Medical Research Council (BMRC). Data were recorded systematically and quantitative data 
were expressed as mean and standard deviation and qualitative data were expressed as frequency distribution and percentage. 
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: Total 1975 pre-tested questionnaire sent to physicians and 1580 physicians returned the completed questionnaire. 
The response rate was 80.0%. Mean±SD of age was 33.9±8.7 with a range of 25 to 59 years and 78.0% were male and 22.0% 
were female. Among the respondents 59.7% had no post graduation, 21.5% had completed post graduation and 18.8% were 
in the post graduation course. Among the respondents 29.2% were ever smoker. Among them 23.9% were current smoker and 
5.3% were ex smoker. Most of the smokers initiate smoking between the ages of 16 to 20 years. Mean±SD of number of 
cigarettes smoked per day by the respondent was 8.5±5.3 with a range of 1-30 sticks. Current smoker among male respon-
dents age ≤30 years, 31 to 40 years, 41 to 50 years and ≥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 working in teaching hospital, district hospital and upazila health 
complex were 30.3%, 34.7% and 30.2% respectively. 

Conclusion: Nearly one fourth male physicians of Bangladesh were current smoker. Most of them initiate smoking at early 
stage of medical education. Appropriate measures should be taken to prevent initiation of smoking at early stage of medical 
education. Tobacco related training and measures should be taken to train the physicians of Bangladesh.
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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 
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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 
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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 

Knowledge, attitude and practice  Strongly 
Agree  

Agree  Unsure  Disagree  Strongly 
Disagree  

Smoking is harmful 81.1 18.4 0.2 0.1 0.2 
Serve  as role models 65.1 31.4 1.7 1.5 0.3 
Good example by not smoking 66.0 30.6 2.3 0.8 0.3 
Chances of quitting increased if 
health professional advises 

49.8 43.2 5.2 1.7 0.1 

Should ask about smoking habits 50.7 48.0 0.9 0.3 0.1 
Should routinely advise quit 53.0 45.2 1.1 0.5 0.3 
Smoker less likely advise to quit 
smoking 

29.6 42.3 09.2 14.4 04.6 

Training on cessation techniques 45.7 50.6 1.8 1.7 0.1 
Hospital and clinic should be 100% 
smoke-free 

79.7 19.0 0.3 0.8 0.3 

DSA in indoor workplace 21.1 32.5 7.0 18.8 20.6 
The price of tobacco products should 
be increased sharply 

49.3 35.9 8.1 5.3 1.4 

Risk of passive smoking in non-
smoking person 

48.6 48.2 2.8 0.2 0.1 

Variable  Yes No Don’t know
Training in smoking cessation 128 (8.1) 1452 (91.9) - 
Read smoking cessation guidelines 205 (13.0) 1170 (74.0) 205 (13.0)

 

Need for guideline on smoking 
cessation 

1521 (96.3) 45 (2.8) 14 (0.9) 

Guideline will be helpful for 
treating patients 

1517 (96.0) 32 (2.0) 31(2.0) 
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Among the respondents 91.9% were never trained in tobacco 
cessation. Among the respondents only 13.0% read the 
smoking cessation guidelines available elsewhere. Most of 
the respondents (96.3%) need a guideline on smoking cessation 
in Bangladesh and they responded that the guideline on 
smoking cessation will be helpful in managing their patients 
in Bangladesh (Table 7). 

Discussion
The present cross-sectional study was conducted among the 
physicians of seven administrative divisions in Bangladesh 
to find out the prevalence of smoking among the Bangladeshi 
physicians. In the present study showed that 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). The present 
study showed that about 29.2% of the physicians are ever 
smoker and among them 23.9% are current smoker and 
5.3% were ex smoker in Bangladesh. Prevalence of ever 
smoking is very high among male physicians but in female 
physicians smoking prevalence is negligible. Smokeless 
tobacco use is also very low among both male and female 
physicians. Smoking prevalence differs by age, level of 
medical qualification and place of work of physicians. 

Smoking among physicians has been nearly eliminated in 
many countries20. In this study we found high levels of 
smoking among male physicians which are similar to the 
smoking prevalence reported from some studies in developing 
countries such as by Hodgetts et al. (2004)21 in Bosnia and 
Herzegovina (40.0%), by Sanchez and Lisanti, (2003)22 in 
Ecuador (32.4%), by Bener et al. (1993)23 in Kuwait 
(45.3%) and UAE (43.9%). However smoking prevalence 
among the physicians was lower in developed countries 
such as in USA (4.9%)24, Australia (14.0%)25, Canada 
(7.0%)12 and some countries of Europe (28.3%)26. Abdullah 
et al. (2014)27 in their review reported the overall smoking 
prevalence rates across studies ranged from as high as 63% 
in the Philippines and 62% in Mexico, to as low as 3% in 
Nigeria. They also reported that there were significant 
gender differences in smoking prevalence across studies, 
with higher prevalence among males than females. Gross-
man et al. (1999)28 in their study among physicians in Costa 
Rica found overall, 19% of the physicians were current 
smokers, 40% ex-smokers and 41% were never-smokers 
thus a total of 59% of physicians were ever-smokers. 
Kaneita et al. (2013)14 in their research and review of four 
surveys conducted among Japanese male physicians reported 
the significant decline from 27.1% in 2000 to 21.5% in 
2004, 15.0% in 2008, and 12.5% in 2012. Mansoura et al. 
(2010)29 in their study in Qatar reported the prevalence of 
smoking was 23.1% among primary care physicians, 1 5.8% 
of them were current smokers and 7.3% were ex-smokers. 
El Matty Shahbo et al. (2014)30 in their study in Egypt 
reported that 23.13% of physicians having the habit of 

smoking. Stojanovic et al. (2013)31 in their study in Serbia 
reported the prevalence of smoking among physicians was 
34.13%. Parna et al. (2005)32 in their study reported a lower 
prevalence of smoking among physicians compared with the 
general population in Estonia. Aaro et al. (1977)33 in a study 
reported that compared with the general population, both 
male and female doctors constitute a small proportion of 
daily smokers. Global Adult Tobacco Survey (GATS), 
Bangladesh 2009 reported that 44.7% male aged 15 years or 
above currently smoke tobacco in Bangladesh. Compared to 
the national prevalence of smoking, male physicians in 
Bangladesh have a lower smoking rate34.

In the present study the 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. Ahmadi et al. (2001)35 in their study on Iranian physicians 
reported the mean of cigarette per day was 6.29 cigarettes.

In the present study higher prevalence of smoking was 
observed among the male respondents of aged less than 50 
years. Piryani and Rizvi, (2004)36 in their study reported that 
smoking in young doctors are more than the overall prevalence 
of smoking in Pakistan. Kawahara et al. (2000)37 reported 
the prevalence of past smoking was highest among doctors 
20 to 34 years age and that among doctors 35 years old and 
higher declines as age increased. Ohida et al. (2001)19 in 
their study reported that among male current smokers, the 
highest rates were for those aged 40 to 49 years. 

In this study we found that most of the male physicians 
started smoking at the age of 16 to 21 years. Abdullah et al. 
(2014)27 in their review reported that several study shows 
the age of smoking initiation under the age of 20. Mansoura 
et al. (2010)29 in their study in Qatar reported that almost 
two thirds of smokers started smoking before reaching 20 
years of age.

Among the smoker one third (33.6%) were not thinking of 
quitting smoking and nearly another one third 32.3% 
respondent thinking to quit but not within the next 6 months. 
Yaacob and Abdullah, (1993)38 in their study reported that 
one third of the smokers had never attempted to quit      
smoking. Successful interventions to reduce the high rate of 
smoking among male physicians might contribute to     
reduction in tobacco use in the country overall20.  

In the presents study among the respondents 0.4% were 
daily user of smokeless tobacco, 0.7% were less than daily 
user of smokeless tobacco, 0.9% were ex user quitted >12 
months ago, 0.2% were ex user quitted ≤12 months ago. 
Among the respondents never user and ever user of smoke-
less tobacco were 97.7% and 2.3% respectively. Mean±SD 
of number of chew/dip per day was 2.17±1.4 with a range of 
1-4. Mean±SD of initiation age of smokeless tobacco was 
25.1±4.35 years with a range of 17 to 32 years. Among the 
smokeless tobacco user 77.8% use zarda with pan, 15.5% 

use only zarda, 11.1% use sadapata with pan and 5.5% use 
other than zarda and sadapata. GATS, Bangladesh 2009 
reported that in Bangladesh, 27.2% of the adult population 
currently uses smokeless tobacco. GATS, Bangladesh 2009 
also reported that in Bangladesh among male current tobacco 
users 23.0% used smokeless tobacco mainly and among 
female current tobacco users 94.7% used smokeless tobacco 
products. Smokeless tobacco use among the physicians was 
very negligible than that of the general people of               
Bangladesh34. 

Although almost of all physicians agreed that smoking 
including second hand smoking is harmful to health but a 
large number of physicians who smoke (33%) are not    
thinking of quitting at all while only 11% are thinking of 
quitting within 30 days. Almost all physicians stated that 
they need specific training on tobacco cessation. GATS, 
Bangladesh 2009 reported that overall, current tobacco use 
(smoking or smokeless) among all adults is 43.3%. The 
proportion is higher in males (58.0%) than females 
(28.7%)34. Smoking and smokeless tobacco use among 
physicians of Bangladesh was less than that of general 
population. 

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 professionals 
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 (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. Abdullah et al. 
(2014)27 in their review reported that asking about smoking 
status or advising patients to quit smoking was not common 
practice among the physicians, especially among smoker 
physicians. Nearly all the respondents (98.7%) were strong-
ly 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. There is much well documented scientific 

evidence that passive smoking increases the risk of diseases 
in non-smoking person. In the present study among the 
respondents 96.8% were strongly agree and agree that 
passive smoking increases the risk of diseases in non-smok-
ing person. 

In the present study most of the respondents (96.3%) were 
strongly agree and agree that health professionals should get 
specific training on cessation techniques. Among the 
respondents 91.9% were never trained in tobacco cessation. 
Abdullah et al. (2014)27 in their review reported that 
organized smoking cessation programs for physicians did 
not exist in developing countries. Ceraso et al. (2009)20 in 
their study in China reported that less than one-fifth (19%) 
of male physicians reported receiving any training in     
smoking cessation approaches.

In the present study among the respondents only 13.0% read 
the smoking cessation guidelines available elsewhere. Most 
of the respondents (96.3%) need a guideline on smoking 
cessation in Bangladesh and they responded that the guide-
line on smoking cessation will be helpful in managing their 
patients in Bangladesh. 

In many countries healthcare professionals play important 
role in the creation of health policy as well as in anti smoking 
campaigns and strategies. Physicians are the strongest factor 
in smoking cessation31. In Bangladesh several well known 
physicians association now plays critical roles to combat 
tobacco menace. Developed countries already begin smoking 
cessation training in medical schools and are   available to 
practicing physicians as continuing medical education. 
Tobacco cessation training for physicians needs to be adapted 
in our country. Physicians of our country are in a position to 
lead in combating the smoking epidemic and preventing 
serious morbidity and mortality of tobacco use. We hope our 
findings from this study will encourage physicians to take up 
this challenge. 

Conclusion 
The present study revealed that smoking is highly prevalent 
among the male physicians of Bangladesh. Most of the 
smoker initiated smoking before the age of twenty. Among 
the smoker one third was not thinking of quitting smoking. 
Smokeless tobacco use among the physicians of Bangladesh 
is negligible. Most of the physicians have no tobacco cessa-
tion training at all. High rates of smoking among male 
physicians in our country and limited training on cessation 
may compromise the tobacco cessation services thus tobac-
co and tobacco related diseases in our country.
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Among the respondents 91.9% were never trained in tobacco 
cessation. Among the respondents only 13.0% read the 
smoking cessation guidelines available elsewhere. Most of 
the respondents (96.3%) need a guideline on smoking cessation 
in Bangladesh and they responded that the guideline on 
smoking cessation will be helpful in managing their patients 
in Bangladesh (Table 7). 

Discussion
The present cross-sectional study was conducted among the 
physicians of seven administrative divisions in Bangladesh 
to find out the prevalence of smoking among the Bangladeshi 
physicians. In the present study showed that 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). The present 
study showed that about 29.2% of the physicians are ever 
smoker and among them 23.9% are current smoker and 
5.3% were ex smoker in Bangladesh. Prevalence of ever 
smoking is very high among male physicians but in female 
physicians smoking prevalence is negligible. Smokeless 
tobacco use is also very low among both male and female 
physicians. Smoking prevalence differs by age, level of 
medical qualification and place of work of physicians. 

Smoking among physicians has been nearly eliminated in 
many countries20. In this study we found high levels of 
smoking among male physicians which are similar to the 
smoking prevalence reported from some studies in developing 
countries such as by Hodgetts et al. (2004)21 in Bosnia and 
Herzegovina (40.0%), by Sanchez and Lisanti, (2003)22 in 
Ecuador (32.4%), by Bener et al. (1993)23 in Kuwait 
(45.3%) and UAE (43.9%). However smoking prevalence 
among the physicians was lower in developed countries 
such as in USA (4.9%)24, Australia (14.0%)25, Canada 
(7.0%)12 and some countries of Europe (28.3%)26. Abdullah 
et al. (2014)27 in their review reported the overall smoking 
prevalence rates across studies ranged from as high as 63% 
in the Philippines and 62% in Mexico, to as low as 3% in 
Nigeria. They also reported that there were significant 
gender differences in smoking prevalence across studies, 
with higher prevalence among males than females. Gross-
man et al. (1999)28 in their study among physicians in Costa 
Rica found overall, 19% of the physicians were current 
smokers, 40% ex-smokers and 41% were never-smokers 
thus a total of 59% of physicians were ever-smokers. 
Kaneita et al. (2013)14 in their research and review of four 
surveys conducted among Japanese male physicians reported 
the significant decline from 27.1% in 2000 to 21.5% in 
2004, 15.0% in 2008, and 12.5% in 2012. Mansoura et al. 
(2010)29 in their study in Qatar reported the prevalence of 
smoking was 23.1% among primary care physicians, 1 5.8% 
of them were current smokers and 7.3% were ex-smokers. 
El Matty Shahbo et al. (2014)30 in their study in Egypt 
reported that 23.13% of physicians having the habit of 

smoking. Stojanovic et al. (2013)31 in their study in Serbia 
reported the prevalence of smoking among physicians was 
34.13%. Parna et al. (2005)32 in their study reported a lower 
prevalence of smoking among physicians compared with the 
general population in Estonia. Aaro et al. (1977)33 in a study 
reported that compared with the general population, both 
male and female doctors constitute a small proportion of 
daily smokers. Global Adult Tobacco Survey (GATS), 
Bangladesh 2009 reported that 44.7% male aged 15 years or 
above currently smoke tobacco in Bangladesh. Compared to 
the national prevalence of smoking, male physicians in 
Bangladesh have a lower smoking rate34.

In the present study the 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. Ahmadi et al. (2001)35 in their study on Iranian physicians 
reported the mean of cigarette per day was 6.29 cigarettes.

In the present study higher prevalence of smoking was 
observed among the male respondents of aged less than 50 
years. Piryani and Rizvi, (2004)36 in their study reported that 
smoking in young doctors are more than the overall prevalence 
of smoking in Pakistan. Kawahara et al. (2000)37 reported 
the prevalence of past smoking was highest among doctors 
20 to 34 years age and that among doctors 35 years old and 
higher declines as age increased. Ohida et al. (2001)19 in 
their study reported that among male current smokers, the 
highest rates were for those aged 40 to 49 years. 

In this study we found that most of the male physicians 
started smoking at the age of 16 to 21 years. Abdullah et al. 
(2014)27 in their review reported that several study shows 
the age of smoking initiation under the age of 20. Mansoura 
et al. (2010)29 in their study in Qatar reported that almost 
two thirds of smokers started smoking before reaching 20 
years of age.

Among the smoker one third (33.6%) were not thinking of 
quitting smoking and nearly another one third 32.3% 
respondent thinking to quit but not within the next 6 months. 
Yaacob and Abdullah, (1993)38 in their study reported that 
one third of the smokers had never attempted to quit      
smoking. Successful interventions to reduce the high rate of 
smoking among male physicians might contribute to     
reduction in tobacco use in the country overall20.  

In the presents study among the respondents 0.4% were 
daily user of smokeless tobacco, 0.7% were less than daily 
user of smokeless tobacco, 0.9% were ex user quitted >12 
months ago, 0.2% were ex user quitted ≤12 months ago. 
Among the respondents never user and ever user of smoke-
less tobacco were 97.7% and 2.3% respectively. Mean±SD 
of number of chew/dip per day was 2.17±1.4 with a range of 
1-4. Mean±SD of initiation age of smokeless tobacco was 
25.1±4.35 years with a range of 17 to 32 years. Among the 
smokeless tobacco user 77.8% use zarda with pan, 15.5% 

use only zarda, 11.1% use sadapata with pan and 5.5% use 
other than zarda and sadapata. GATS, Bangladesh 2009 
reported that in Bangladesh, 27.2% of the adult population 
currently uses smokeless tobacco. GATS, Bangladesh 2009 
also reported that in Bangladesh among male current tobacco 
users 23.0% used smokeless tobacco mainly and among 
female current tobacco users 94.7% used smokeless tobacco 
products. Smokeless tobacco use among the physicians was 
very negligible than that of the general people of               
Bangladesh34. 

Although almost of all physicians agreed that smoking 
including second hand smoking is harmful to health but a 
large number of physicians who smoke (33%) are not    
thinking of quitting at all while only 11% are thinking of 
quitting within 30 days. Almost all physicians stated that 
they need specific training on tobacco cessation. GATS, 
Bangladesh 2009 reported that overall, current tobacco use 
(smoking or smokeless) among all adults is 43.3%. The 
proportion is higher in males (58.0%) than females 
(28.7%)34. Smoking and smokeless tobacco use among 
physicians of Bangladesh was less than that of general 
population. 

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 professionals 
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 (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. Abdullah et al. 
(2014)27 in their review reported that asking about smoking 
status or advising patients to quit smoking was not common 
practice among the physicians, especially among smoker 
physicians. Nearly all the respondents (98.7%) were strong-
ly 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. There is much well documented scientific 

evidence that passive smoking increases the risk of diseases 
in non-smoking person. In the present study among the 
respondents 96.8% were strongly agree and agree that 
passive smoking increases the risk of diseases in non-smok-
ing person. 

In the present study most of the respondents (96.3%) were 
strongly agree and agree that health professionals should get 
specific training on cessation techniques. Among the 
respondents 91.9% were never trained in tobacco cessation. 
Abdullah et al. (2014)27 in their review reported that 
organized smoking cessation programs for physicians did 
not exist in developing countries. Ceraso et al. (2009)20 in 
their study in China reported that less than one-fifth (19%) 
of male physicians reported receiving any training in     
smoking cessation approaches.

In the present study among the respondents only 13.0% read 
the smoking cessation guidelines available elsewhere. Most 
of the respondents (96.3%) need a guideline on smoking 
cessation in Bangladesh and they responded that the guide-
line on smoking cessation will be helpful in managing their 
patients in Bangladesh. 

In many countries healthcare professionals play important 
role in the creation of health policy as well as in anti smoking 
campaigns and strategies. Physicians are the strongest factor 
in smoking cessation31. In Bangladesh several well known 
physicians association now plays critical roles to combat 
tobacco menace. Developed countries already begin smoking 
cessation training in medical schools and are   available to 
practicing physicians as continuing medical education. 
Tobacco cessation training for physicians needs to be adapted 
in our country. Physicians of our country are in a position to 
lead in combating the smoking epidemic and preventing 
serious morbidity and mortality of tobacco use. We hope our 
findings from this study will encourage physicians to take up 
this challenge. 

Conclusion 
The present study revealed that smoking is highly prevalent 
among the male physicians of Bangladesh. Most of the 
smoker initiated smoking before the age of twenty. Among 
the smoker one third was not thinking of quitting smoking. 
Smokeless tobacco use among the physicians of Bangladesh 
is negligible. Most of the physicians have no tobacco cessa-
tion training at all. High rates of smoking among male 
physicians in our country and limited training on cessation 
may compromise the tobacco cessation services thus tobac-
co and tobacco related diseases in our country.
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Among the respondents 91.9% were never trained in tobacco 
cessation. Among the respondents only 13.0% read the 
smoking cessation guidelines available elsewhere. Most of 
the respondents (96.3%) need a guideline on smoking cessation 
in Bangladesh and they responded that the guideline on 
smoking cessation will be helpful in managing their patients 
in Bangladesh (Table 7). 

Discussion
The present cross-sectional study was conducted among the 
physicians of seven administrative divisions in Bangladesh 
to find out the prevalence of smoking among the Bangladeshi 
physicians. In the present study showed that 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). The present 
study showed that about 29.2% of the physicians are ever 
smoker and among them 23.9% are current smoker and 
5.3% were ex smoker in Bangladesh. Prevalence of ever 
smoking is very high among male physicians but in female 
physicians smoking prevalence is negligible. Smokeless 
tobacco use is also very low among both male and female 
physicians. Smoking prevalence differs by age, level of 
medical qualification and place of work of physicians. 

Smoking among physicians has been nearly eliminated in 
many countries20. In this study we found high levels of 
smoking among male physicians which are similar to the 
smoking prevalence reported from some studies in developing 
countries such as by Hodgetts et al. (2004)21 in Bosnia and 
Herzegovina (40.0%), by Sanchez and Lisanti, (2003)22 in 
Ecuador (32.4%), by Bener et al. (1993)23 in Kuwait 
(45.3%) and UAE (43.9%). However smoking prevalence 
among the physicians was lower in developed countries 
such as in USA (4.9%)24, Australia (14.0%)25, Canada 
(7.0%)12 and some countries of Europe (28.3%)26. Abdullah 
et al. (2014)27 in their review reported the overall smoking 
prevalence rates across studies ranged from as high as 63% 
in the Philippines and 62% in Mexico, to as low as 3% in 
Nigeria. They also reported that there were significant 
gender differences in smoking prevalence across studies, 
with higher prevalence among males than females. Gross-
man et al. (1999)28 in their study among physicians in Costa 
Rica found overall, 19% of the physicians were current 
smokers, 40% ex-smokers and 41% were never-smokers 
thus a total of 59% of physicians were ever-smokers. 
Kaneita et al. (2013)14 in their research and review of four 
surveys conducted among Japanese male physicians reported 
the significant decline from 27.1% in 2000 to 21.5% in 
2004, 15.0% in 2008, and 12.5% in 2012. Mansoura et al. 
(2010)29 in their study in Qatar reported the prevalence of 
smoking was 23.1% among primary care physicians, 1 5.8% 
of them were current smokers and 7.3% were ex-smokers. 
El Matty Shahbo et al. (2014)30 in their study in Egypt 
reported that 23.13% of physicians having the habit of 

smoking. Stojanovic et al. (2013)31 in their study in Serbia 
reported the prevalence of smoking among physicians was 
34.13%. Parna et al. (2005)32 in their study reported a lower 
prevalence of smoking among physicians compared with the 
general population in Estonia. Aaro et al. (1977)33 in a study 
reported that compared with the general population, both 
male and female doctors constitute a small proportion of 
daily smokers. Global Adult Tobacco Survey (GATS), 
Bangladesh 2009 reported that 44.7% male aged 15 years or 
above currently smoke tobacco in Bangladesh. Compared to 
the national prevalence of smoking, male physicians in 
Bangladesh have a lower smoking rate34.

In the present study the 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. Ahmadi et al. (2001)35 in their study on Iranian physicians 
reported the mean of cigarette per day was 6.29 cigarettes.

In the present study higher prevalence of smoking was 
observed among the male respondents of aged less than 50 
years. Piryani and Rizvi, (2004)36 in their study reported that 
smoking in young doctors are more than the overall prevalence 
of smoking in Pakistan. Kawahara et al. (2000)37 reported 
the prevalence of past smoking was highest among doctors 
20 to 34 years age and that among doctors 35 years old and 
higher declines as age increased. Ohida et al. (2001)19 in 
their study reported that among male current smokers, the 
highest rates were for those aged 40 to 49 years. 

In this study we found that most of the male physicians 
started smoking at the age of 16 to 21 years. Abdullah et al. 
(2014)27 in their review reported that several study shows 
the age of smoking initiation under the age of 20. Mansoura 
et al. (2010)29 in their study in Qatar reported that almost 
two thirds of smokers started smoking before reaching 20 
years of age.

Among the smoker one third (33.6%) were not thinking of 
quitting smoking and nearly another one third 32.3% 
respondent thinking to quit but not within the next 6 months. 
Yaacob and Abdullah, (1993)38 in their study reported that 
one third of the smokers had never attempted to quit      
smoking. Successful interventions to reduce the high rate of 
smoking among male physicians might contribute to     
reduction in tobacco use in the country overall20.  

In the presents study among the respondents 0.4% were 
daily user of smokeless tobacco, 0.7% were less than daily 
user of smokeless tobacco, 0.9% were ex user quitted >12 
months ago, 0.2% were ex user quitted ≤12 months ago. 
Among the respondents never user and ever user of smoke-
less tobacco were 97.7% and 2.3% respectively. Mean±SD 
of number of chew/dip per day was 2.17±1.4 with a range of 
1-4. Mean±SD of initiation age of smokeless tobacco was 
25.1±4.35 years with a range of 17 to 32 years. Among the 
smokeless tobacco user 77.8% use zarda with pan, 15.5% 

use only zarda, 11.1% use sadapata with pan and 5.5% use 
other than zarda and sadapata. GATS, Bangladesh 2009 
reported that in Bangladesh, 27.2% of the adult population 
currently uses smokeless tobacco. GATS, Bangladesh 2009 
also reported that in Bangladesh among male current tobacco 
users 23.0% used smokeless tobacco mainly and among 
female current tobacco users 94.7% used smokeless tobacco 
products. Smokeless tobacco use among the physicians was 
very negligible than that of the general people of               
Bangladesh34. 

Although almost of all physicians agreed that smoking 
including second hand smoking is harmful to health but a 
large number of physicians who smoke (33%) are not    
thinking of quitting at all while only 11% are thinking of 
quitting within 30 days. Almost all physicians stated that 
they need specific training on tobacco cessation. GATS, 
Bangladesh 2009 reported that overall, current tobacco use 
(smoking or smokeless) among all adults is 43.3%. The 
proportion is higher in males (58.0%) than females 
(28.7%)34. Smoking and smokeless tobacco use among 
physicians of Bangladesh was less than that of general 
population. 

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 professionals 
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 (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. Abdullah et al. 
(2014)27 in their review reported that asking about smoking 
status or advising patients to quit smoking was not common 
practice among the physicians, especially among smoker 
physicians. Nearly all the respondents (98.7%) were strong-
ly 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. There is much well documented scientific 

evidence that passive smoking increases the risk of diseases 
in non-smoking person. In the present study among the 
respondents 96.8% were strongly agree and agree that 
passive smoking increases the risk of diseases in non-smok-
ing person. 

In the present study most of the respondents (96.3%) were 
strongly agree and agree that health professionals should get 
specific training on cessation techniques. Among the 
respondents 91.9% were never trained in tobacco cessation. 
Abdullah et al. (2014)27 in their review reported that 
organized smoking cessation programs for physicians did 
not exist in developing countries. Ceraso et al. (2009)20 in 
their study in China reported that less than one-fifth (19%) 
of male physicians reported receiving any training in     
smoking cessation approaches.

In the present study among the respondents only 13.0% read 
the smoking cessation guidelines available elsewhere. Most 
of the respondents (96.3%) need a guideline on smoking 
cessation in Bangladesh and they responded that the guide-
line on smoking cessation will be helpful in managing their 
patients in Bangladesh. 

In many countries healthcare professionals play important 
role in the creation of health policy as well as in anti smoking 
campaigns and strategies. Physicians are the strongest factor 
in smoking cessation31. In Bangladesh several well known 
physicians association now plays critical roles to combat 
tobacco menace. Developed countries already begin smoking 
cessation training in medical schools and are   available to 
practicing physicians as continuing medical education. 
Tobacco cessation training for physicians needs to be adapted 
in our country. Physicians of our country are in a position to 
lead in combating the smoking epidemic and preventing 
serious morbidity and mortality of tobacco use. We hope our 
findings from this study will encourage physicians to take up 
this challenge. 

Conclusion 
The present study revealed that smoking is highly prevalent 
among the male physicians of Bangladesh. Most of the 
smoker initiated smoking before the age of twenty. Among 
the smoker one third was not thinking of quitting smoking. 
Smokeless tobacco use among the physicians of Bangladesh 
is negligible. Most of the physicians have no tobacco cessa-
tion training at all. High rates of smoking among male 
physicians in our country and limited training on cessation 
may compromise the tobacco cessation services thus tobac-
co and tobacco related diseases in our country.
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