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 Abstract 
Introduction: Cancer is the leading cause of death in Brunei Darussalam, with smoking as the main 
risk factor for lung and other cancers. Approximately one-fifth of adults in Brunei smoke, with Gen-
eral Practitioners (GPs) serving as the primary providers of smoking cessation services. This study 
assessed private GPs’ knowledge, attitudes, and practices (KAP) regarding Smoking cessation 
guidelines. Materials and Methods: A validated questionnaire, used with permission, was adapted 
into Microsoft Forms and distributed to eligible private GPs in Brunei Darussalam identified 
through the Brunei Medical Board (BMB) register with responses collected over four weeks and 
analysed. Results: A total of 50 private GPs participated between August and September 2025. A 
minority demonstrated good KAP: 18% had good knowledge, 34% had a positive attitude, and 
20% demonstrated good practice. No statistically significant differences were observed in most 
KAP scores across sociodemographic and professional variables (p>0.05), except for practice 
scores, which showed a significant difference across experienced groups (p=<0.018), with less ex-
perienced GPs showing higher median practice scores. Correlation analysis revealed weak, non-
significant relationships between knowledge, attitude, and practice scores, suggesting that these 
domains function independently. Conclusions: Knowledge of smoking cessation guidelines among 
private GPs was low and did not predict attitude or practice. Positive attitudes did not drive imple-
mentation, which was influenced by clinical experience. 
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INTRODUCTION 

Cancer is the leading cause of death in Brunei, account-
ing for 19% of total mortality in the country.1   Data 
from Department of Economic Planning and Statistics, 
Ministry of Finance and Economy, Brunei Darussalam 
for the year 2025, showed cancer remain the leading 
cause of death, accounting for 19.9% of all death. This 
is followed by death from cardiovascular disease; 
15.6% and cerebrovascular disease; 8.6%.2 Lung and 
bronchus cancer is the leading cause of cancer death in 
males (17.7%), whereas in females, it ranks second 
after breast cancer (14.4%).3 Cigarette smoking is the 
leading risk factor for lung cancer. It is also linked to 
cancers of the mouth, throat, oesophagus, stomach, 
colon, rectum, liver, pancreas, larynx, lungs, trachea, 
bronchi, kidneys and renal pelvis, bladder, cervix, as 
well as acute myeloid leukemia.4 Despite strong tobac-
co control policies in Brunei, smoking prevalence re-
mains relatively high among men. Approximately one-
fifth of the adult population in Brunei are current smok-
ers, with males being nearly ten times more likely to 
smoke than females.5 The 2019 Brunei Darussalam 
Global School-based Student Health Survey (GSHS) 
showed that 9.8% students age 13-17 are smokers, with 
15.4% are males and 4.3% are females.6  

    A General Practitioner (GP) is a doctor who serves 
as the first point of contact in healthcare. GPs provide 
or coordinate ongoing, comprehensive care, including 
both prevention and treatment.7 Therefore, GPs play a 
crucial role in implementing evidence-based smoking-
cessation guidelines as part of the national effort to 
curb tobacco use and lessen the cancer burden. 

    Within the Ministry of Health (MOH) Brunei Darus-
salam, Smoking Cessation Clinics are well-established, 
nurse-led services available in most health centres na-
tionwide, providing free support to Brunei citizens 
seeking to quit smoking.8 In comparison, there is lim-
ited information regarding the provision of smoking 
cessation services in private clinics in Brunei. These 
facilities play an important role in supporting national 
efforts to reduce burden of tobacco use and are clinical-
ly significant, as they are GP-led and have the capacity 
to initiate multiple pharmacological treatment options. 

    In Brunei, smoking cessation practice follows the 
national Clinical Practice Guideline on Smoking Cessa-
tion (Clinical Practice Guideline, Smoking Cessation 
Guideline 2014), which adopts the internationally rec-
ognized 5A’s (Ask, Advise, Assess, Assist, Arrange) 
and 5R’s (Relevance, Risks, Rewards, Roadblocks, 
Repetition) framework to guide clinical practice.9 

    Similarly, neighbouring countries such as Malaysia 
adopt the same approach and strategies model for 
smoking cessation in their guideline; Treatment of To-
bacco Use Disorder.10 There was a study conducted to 
evaluate the knowledge, attitudes, and practices (KAP) 
of their primary care providers regarding their adher-
ence to the national guidelines on smoking cessation 
using validated questionnaires which was developed 
with established reliability.11 -12 

    As an initial step, conducting the study in private 
clinics settings is appropriate, as they constitute a feasi-
ble study population and may serve as a basis for subse-
quent research. Future studies should be conducted 
within the MOH primary care clinics, the main provider 
of smoking cessation services where the patient volume 
is higher. Assessing this KAP will help identify gaps 
and develop strategies to enhance smoking cessation 
outcome in the country.  

 

MATERIALS AND METHODS 

Study design and Population: A cross-sectional sur-
vey was conducted to assess knowledge, attitude, and 
practice (KAP) of general practitioners (GPs) regarding 
the study topic. The study involved GPs working in 
Private clinics in Brunei Darussalam across Brunei-
Muara, Tutong and Kuala Belait districts. A total of 31 
clinics comprising 113 GPs were identified via the Bru-
nei Medical Board and the ‘List of private healthcare 
and dental facilities’ on the Ministry of Health (MOH) 
website. Of these, 97 GPs from 28 clinics who met the 
inclusion criteria (GPs in private clinics providing gen-
eral practice services) were invited to participate in the 
study. The exclusion criteria were those GPs or primary 
care providers in the MOH Brunei Health Centres, 
Pengiran Anak Puteri Rashidah Sa’adatul Bolkiah 
(PAPRSB) Institute of Health Sciences, the Medical 
services of Royal Brunei Armed Forces, Singapore 
Armed Forces doctors in Brunei and British Forces 
Brunei. To ensure feasibility within the constraints of 
time and work commitments, the study intentionally 
focus on GPs working in private clinics. The PAPRSB 
Institute of Health Sciences, the Medical services of 
Royal Brunei Armed Forces, Singapore Armed Forces 
doctors in Brunei and British Forces Brunei were ex-
cluded in the study as they serve a unique and closed 
population that are not representative of the GPs in gen-
eral. As such, their inclusion may limit the generalisa-
bility of the findings, as their KAP may not add signifi-
cant value to broader primary care outcome.  

Research Instrument: This study utilised a structured, 
validated questionnaire with permission from the origi-

Mahadi N et al. Brunei International Medical Journal. 2026;21:136 

136 



 

 128 

nal author.11-12 The questionnaires consisted of two 
parts. The first part collected participants’ (GPs) char-
acteristics and sociodemographic information, while the 
second part comprised the core 22-KAP items. Minor 
modifications made to the demographic section to suit 
the local context, with the knowledge and approval of 
the original instrument author. The questionnaire 
(Appendix I) was distributed electronically using Mi-
crosoft form.  The 22 KAP items questionnaires were 
developed based on the 5A’s framework (Ask, Assess, 
Advise, Assist, Arrange) and the 5R’s framework 
(Relevance, Risks, Rewards, Roadblocks, Repetition), 
which also aligned with the 2014 Smoking Cessation 
Guidelines of the Ministry of Health, Brunei Darus-
salam. 

    The instrument consisted of 22 items: five assessing 
knowledge, five assessing attitudes, and 12 assessing 
practices.11-12 The scoring and cut-off points followed 
the guidelines established by the original instrument's 
author, with further clarification obtained through email 
correspondence with the author on 4 December 2024. 
Knowledge was measured using True/False options, 
with a score of 5 indicating good knowledge and less 
than 5 indicating poor knowledge. Attitudes were as-
sessed on a five‑point Likert scale (ranging from 
strongly agree to strongly disagree), where scores of 5 
or above reflected a positive attitude. Practice was eval-
uated using frequency responses (always to never), with 
a total score of 24 defined as good practice. 

Data Collection: The questionnaire, accompanied by a 
Participant Information Sheet, was distributed via email 
to key personnel in private clinics who subsequently 
disseminated it to their GPs. The study participants 
were required to complete the questionnaires that in-
cluded screening questions to ensure their eligibility. 
An informed consent was obtained, and those who de-
clined were automatically exited from the survey.  All 
responses were collected anonymously and were auto-
matically compiled in the password protected research 
email account, which was only accessible to research 
team members, stored in Excel files and subsequently 
analysed. A total of 60 respondents out of 97 GPs from 
28 clinics were invited. After data cleaning, 10 respons-
es were excluded due to invalid entries. The final analy-
sis, therefore, included 50 valid responses. 

Statistical Analysis: Normality of KAP scores was 
assessed using the Shapiro-Wilk test. All scores were 
found to be non-normally distributed (p<0.05). There-
fore, non-parametric statistical methods were applied. 
Associations between KAP scores and binary variables 
(gender, religion, smoking status, second-hand expo-

sure, training, and pharmacological treatment) were 
analysed using Wilcoxon rank-sum tests.  

    Associations between KAP scores with categorical 
variables with more than two groups (age group, loca-
tion, ethnicity, experience group) were analysed using 
Kruskal-Wallis tests.  Spearman’s rank correlation coef-
ficient was used to assess relationships between KAP 
scores. The level of statistical significance was set at 
p<0.05.  

Reliability of KAP items: Domain-specific reliability 
was assessed using Cronbach’s alpha (Knowledge’s 
alpha=0.62; Attitude’s alpha=0.65; Practice’s al-
pha=0.92). These results indicate moderate reliability 
for knowledge and attitude items and excellent reliabil-
ity for practice items, indicating acceptable but limited 
internal consistency for knowledge and attitude do-
mains. 
 
 
RESULTS 

A total of 50 private general practitioners participated 
in this study. The majority were female (58%), and 
aged 50-59 years (38.0%). Most participants were of 
Malay ethnicity (64.0%) and worked in the Brunei-
Muara district (90.0%). In terms of professional experi-
ence, 44.0% had between 21 and 30 years of clinical 
experience. Most participants identified as Muslim 
(76.0%). The majority were non-smokers (92.0%), and 
almost all reported no exposure to second-hand smoke 
(98.0%). Nearly all participants had not attended smok-
ing cessation training in the past two years (98.0%) and 
had not been prescribed pharmacological treatment for 
smoking cessation (98.0%). Table I presents the socio-
demographic and characteristics of the participants 
 

Distribution of KAP: All KAP scores were found to 
be non-normally distributed; therefore, medians and 
interquartile ranges (IQR) were used for reporting. The 
median knowledge scores were 4 (IQR 1) out of a max-
imum of 5. The median attitude score was 4 (IQR 2) 
out of 10, while the median practice score was 9.5 (IQR 
6.75) out of 24. 

   Based on predefined thresholds, only a minority of 
participants demonstrated a good level of KAP. Good 
knowledge was observed in 18% of participants, good 
attitude in 34%, and good practice in 20%. Table II 
summarises the distribution and classification of KAP 
scores. 
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Association of KAP with Sociodemographic and 
GPs Characteristics Variables: No statistically signif-
icant differences in KAP scores across the GPs charac-
teristics variables (smoking status and second-hand 
smoke exposure, years of clinical experience, prior 
training and prescription of smoking cessation pharma-
cotherapy) and sociodemographic variables (gender, 
age, religion, ethnicity, location of practice) (p>0.05). 

Similarly, knowledge and attitude scores did not differ 
significantly across age, location, ethnicity, or experi-
ence categories. 

    However, practice scores differed significantly 
across experience groups (Kruskal-Wallis test, 
p=0.018). Participants with fewer years of experience 
have higher median practice scores than those with 
longer clinical experience. Table III presents the asso-
ciation between years of clinical experience and KAP 
scores. 

Correlation Between KAP Domains: Spearman cor-
relation analysis showed weak and non-significant rela-
tionships between knowledge, attitude, and practice  
scores. Knowledge and attitude showed a weak positive 
correlation (p=0.25, p=0.085), while knowledge and 
practice (p=-0.18, p=0.22) and attitude and practice 
(p=0.01, p=0.936) showed no meaningful association. 
These results suggested that knowledge, attitude, and 
practice stand largely as independent domains in this 
study. Table IV presents the correlation between the 
KAP domains. 

 

DISCUSSIONS 

The 5As and 5Rs framework by World Health Organi-
zation (WHO) is a well-established evidence-based, 
brief intervention that should be incorporated into rou-
tine GPs practice.13 

    This framework is simple, can be delivered within 3-
5 minutes, represent a cost-effective strategy for smok-
ing cessation. GPs are uniquely positioned to screen, 
advise and facilitate patients in quitting smoking. 
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Domain Scale Median 
(IQR) 

   Min
–Max 

Good 
n (%) 

Poor 
n (%) 

Knowledge 0–5 4  
(1.0) 0–5 9 

(18.0) 
41 

(82.0) 

Attitude 0–10 4  
(2.0) 0–10 17 

(34.0) 
33 

(66.0) 

Practice 0–24 9.5  
(6.8) 0–24 10 

(20.0) 
40 

(80.0) 

KAP Score 

Clinical Experience in years 

P value 
a 

≤10 11–20 21–30 ≥31 

Median 
(IQR) 

Median 
(IQR) 

Median 
(IQR) 

Median 
(IQR) 

Knowledge 2  
(2.0) 

3  
(2.5) 

3  
(1.0) 

3  
(2.5) 0.464 

Attitude 3  
(4.0) 

3.5  
(2.3) 

4  
(2.0) 

3  
(2.0) 0.942 

Practice 21  
(4.0) 

9  
(5.3) 

7.5  
(5.0) 

13  
(7.0) 0.018 

Correlation between Spearman ρ p-value 

Knowledge & Attitude 0.250 0.085 

Knowledge & Practice -0.180 0.220 

Attitude & Practice -0.010 0.936 

Table IV: Correlation between Knowledge, Attitude and  
Practice domains. 

Table II:Distribution and Levels of Knowledge, Attitude, and  
Practice (KAP) Scores. 

IQR=interquartile range (Q3-Q1): Min = Minimum; Max = Maximum; n = 
number of participants. Data is presented as a median (IQR) or n (%)  

Table III: Association Between Year of Clinical Experience 
and Knowledge Attitude and Practice (KAP) Scores. 

Characteristic Category n % 

Gender 
Female 29 58.0 

Male 21 42.0 

Age Group (years) 

≤39 8 16.0 

40–49 17 34.0 

50–59 19 38.0 

≥60 6 12.0 

Location of practice 

Brunei-
Muara 45 90.0 

Kuala Belait 3 6.0 

Tutong 2 4.0 

Ethnicity 

Malay 32 64.0 

Chinese 7 14.0 

Indian 3 6.0 

Others 8 16.0 

Years of clinical  
experience (years) 

≤10 5 10.0 

11–20 16 32.0 

21–30 22 44.0 

≥31 7 14.0 

Religion 
Muslim 38 76.0 

Non-Muslim 12 24.0 

Smoking status 
Non-smoker 46 92.0 

Ex-smoker 4 8.0 

Secondhand smoke 
exposure 

No 46 98.0 

Yes 1 2.0 

Prior training related to 
the topic 

No 49 98.0 

Yes 1 2.0 

Prescription of smoking 
cessation  

pharmacotherapy 

No 46 92.0 

Yes 4 8.0 

Table I: Sociodemographic and Professional Characteristics of  
Participants (n = 50). 

IQR=interquartile range (Q3-Q1 
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Therefore, assessing GPs’s knowledge, attitudes and 
practices (KAP) is essential in strengthening smoking 
cessation interventions aimed at reducing the burden of 
cancers, cardiovascular and cerebrovascular condition 
which remain public health concerns in Brunei Darus-
salam. A range of systemic reviews has concluded that 
primary care physician’s advice significantly increases 
smoking cessation compared to no advice.14 Moreover, 
multiple studies have demonstrated that the smoking 
cessation success rate is significantly improved when 
physician-led smoking cessation counselling is com-
bined with effective pharmacological therapies.15-16   

    To the best of our knowledge, this is the first study of 
KAP regarding smoking cessation guidelines among 
primary care providers or GPs in Brunei Darussalam, 
with our study focus on GPs at the private clinics.  

    Most participating GPs were non-smokers and re-
ported minimal or no exposure to second-hand smoke. 
Most were based in the Brunei-Muara district, which is 
the central and most populated region of Brunei. Im-
portantly, most respondents reported not having attend-
ed any smoking cessation-related training within the 
past two years, highlighting a gap in continuing educa-
tion that may hinder translation of knowledge into prac-
tice. The small sample size, however, may limit statisti-
cal comparison between trained and untrained GPs.  

    Regarding GPs’ smoking status, our study found no 
association between GP smoking habits and engage-
ment in smoking cessation, consistent with findings 
reported in Saudi Arabia.17 Similarly, a study examin-
ing factors influencing European GPs’ involvement in 
smoking cessation noted that GPs who smoke tend to 
provide cessation advice less frequently than nonsmok-
ing GPs, although this pattern has not been consistently 
supported across studies.18 A broader comparative 
study across 11 European Union (EU) countries further 
concluded that while smoking GPs were somewhat less 
likely to advise patients to quit, the difference was not 
statistically significant.19 

    In this cross-sectional study, knowledge level among 
GP at private clinics were generally low and consistent 
across demographic variables, with no statistically sig-
nificant differences observed across gender, age group, 
ethnicity, location, smoking status, second-hand expo-
sure, or pharmacotherapy use. These results are con-
sistent with studies in Malaysia, where primary care 
GPs also reported low KAP scores.20 However, unlike 
our study, the Malaysian study demonstrated significant 
association of GPs or participants characteristics in 
awareness and practice, with attendance at training pro-

gram and years of experience predicting better KAP 
scores. In contrast, our study showed knowledge scores 
did not differ significantly between GPs who reported 
receiving training and those who did not. This may re-
flect variability in the content, quality, or recency of 
training programs, as well as the potential role of clini-
cal experience and self-directed learning in acquiring 
knowledge. This underscores the need for structured, 
comprehensive, and reinforced training programs to 
ensure knowledge is effectively translated into practice. 

    Interestingly, knowledge was weakly and non-
significantly correlated with both attitude and practice, 
indicating that awareness alone does not necessarily 
translate into clinical implementation. Enhanced train-
ing programs, coupled with incentives for private GPs, 
may help bridge this gap. 

    Attitude scores were also similar across different 
demographic variables (age, gender, ethnicity, location, 
religion, smoking status and second-hand smoke expo-
sure) and professional variables (training status, experi-
ence level and use of pharmacotherapy). Internal con-
sistency was moderate (Cronbach’s alpha = 0.65). 

    Although some GPs expressed positive attitudes to-
ward smoking cessation, these did not significantly 
influence clinical practice. Comparable findings have 
been reported in studies conducted in Saudi Arabia, 
where positive attitudes coexisted with low knowledge 
and practice level.17 This indicates positive beliefs 
about smoking cessation does not always translate into 
consistent action. 

    Practice scores, however, demonstrated excellent 
reliability (Cronbach’s alpha = 0.92) and differed sig-
nificantly across experience groups. Less experienced 
GPs reported higher practice scores, possibly reflecting 
greater exposure to updated guidelines and recent clini-
cal training.  

    Generally, knowledge influences attitudes, which in 
turn guide practices. However, in our study, the varia-
tion between knowledge, attitudes, and practices sug-
gests that the three domains may stand independently in 
real world context rather than in a linear fashion.  

    Several external determinants may shape the extent 
to which general practitioners engage in smoking cessa-
tion practices. Systemic factors such as healthcare 
structures, the prioritisation of tobacco control within 
national health policies, the availability of cessation 
resources (e.g., pharmacotherapy and referral path-
ways) strongly influence the extent to which smoking 
cessation practices are implemented. In addition, work-
place realities such as limited consultation time, heavy 
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workloads and the presence or absence of financial in-
centives, can either encourage or discourage GPs from 
integrating cessation advice into routine care. These 
barriers have been reported in European studies, where 
lack of time, workload, and reimbursement issues were 
identified as major barriers limiting GP engagement in 
smoking cessation.18 

    In Malaysia, the implementation of public–private 
partnerships through initiatives such as ‘mQuit’, 
launched in 2015, which successfully increased patient 
engagement in smoking cessation services. For exam-
ple, the number of patients registered with private 
‘mQuit’ providers rose from 10 in January 2017 to 394 
by June 2017.21 Such initiatives highlight how system-
level support can enhance accessibility and uptake of 
smoking cessation services, offering a potential model 
for Brunei. 

    Patient-related factors, including motivation to quit, 
socioeconomic background, cultural norms surrounding 
tobacco use, and the level of trust in the physician, fur-
ther affect the receptiveness and effectiveness of coun-
selling. Brunei’s strict tobacco control policies, includ-
ing import restrictions and the absence of licensed to-
bacco retailers, may further influence smoking behav-
iour and social norms, potentially leading to underre-
porting due to social desirability bias. Additionally, the 
availability of subsidised smoking cessation services in 
government facilities may affect how patients access 
care and how private GPs perceive their role. Further-
more, smoking cessation services in Brunei are pre-
dominantly nurse-led, which may reduce private GPs’ 
perceived need to provide such services, potentially 
contributing to observed differences in practice. 

    Taken together, our findings highlight that improving 
smoking cessation practice requires more than enhanc-
ing knowledge or promoting positive attitudes. Struc-
tured training, practical experience, and system-level 
support are essential to facilitate the effective transla-
tion of knowledge and attitudes into clinical practice. 
Future research should explore perceived barriers 
among GPs to better understand existing challenges and 
inform targeted strategies for improvement. 

Strength and Limitation of this Study: This study has 
several limitations that warrants acknowledgement. 
First, the sample size was relatively small, which may 
have limited the statistical power and generalisability of 
the findings. The small sample size also has reduced the 
ability to detect subtle differences or associations. Nev-
ertheless, the study provides valuable preliminary in-
sights and serves as a foundation for future research, 

particularly within the Ministry of Health (MOH) set-
ting where most general practitioners (GPs) are based. 

    Despite the limited sample size, appropriate paramet-
ric statistical tests were employed, thereby strengthen-
ing the validity of the findings. The study also contrib-
utes baseline data that may support future larger inves-
tigations. 

    Another strength of this study lies in the use of a pre-
viously validated questionnaire. The Cronbach's alpha 
values for the knowledge and attitude domains were 
0.62 and 0.65, respectively, indicating moderate inter-
nal consistency within the current study sample. Alt-
hough these values are slightly below the commonly 
cited threshold of 0.70, they remain acceptable for the 
purpose of this study. However, it may have influenced 
the measurement precision. 

CONCLUSIONS 

Knowledge among GPs was generally consistent but 
did not necessarily translate into clinical practice. Alt-
hough positive attitudes were observed, these were in-
sufficient to drive implementation, with clinical practic-
es influenced by individual experience, highlighting 
gaps between knowledge, attitudes, and actual behav-
iour. Bridging these gaps may require targeted training, 
system-level support, and practical interventions to 
facilitate evidence-based practice among GPs.  

Recommendations: Further research involving Minis-
try of Health primary care providers in Brunei Darus-
salam is recommended to validate these findings and 
provide further insight into smoking cessation practic-
es. Revision and updating of the existing Smoking Ces-
sation Guidelines (2014) should be considered to sup-
port current evidence-based practice. Additionally, 
structured training programmes on smoking cessation 
may help improve implementation and reduce the gap 
between knowledge, attitudes, and clinical practice 
among primary care providers.  
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      Appendix I 

 

                SMOKING CESSATION GUIDELINES QUESTIONNAIRES  
 

     

 

      STUDY TITLE: Knowledge, Attitude, and Practice (KAP) on Smoking Cessation Guidelines Among 

General Practitioners (GPs) in Non-Ministry of  Health (Non-MOH) facilities in Brunei Darussalam. 

 

 

         * Required 

 

   INFORMED CONSENT 

 

  

Participation is voluntary but highly encouraged, and responses will remain confidential, anonymous, and 

used only for research purposes. Please read 'Participant Information Sheet' carefully before completing 

the questionnaire. Do not include your name/email in the open-ended answer. By clicking ' Agree' , you 

consent to participate. * 

 

 I agree 

 I disagree 

 

 

Do you currently work at a government health facility in Brunei Darussalam, such as those under the 

Ministry of Health (MOH), PAPRSB Institute of Health Sciences, Royal Brunei Armed Forces Medical 

Services, Singapore Armed Forces, or British Forces Brunei? * 

 

 Yes 

    No – I worked at a private clinic of a non- government health facility 
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DEMOGRAPHIC DATA 
 

CLINIC LOCATION (District) * 
 

 Brunei-Muara  

 Tutong 

 Kuala Belait 

 Temburong 

 

 

GENDER * 
 

 Male 

 Female 

 

AGE (years in number without decimals) * 
 

 

ETHNICITY * 
 

 Malay 

 Chinese 

 Indian 

 Others 

 

 

RELIGION * 
 

 Muslim 

 Non-Muslim 

 

 

 

EXPERIENCE / YEARS OF PRACTICE AS MEDICAL DOCTOR including internship / housemanship ( in numbers 

without decimals) * 

 



 

 

 

 

SMOKING STATUS * 

 

 Smoker (current smoker or stopped smoking <6months) 

 Non-smoker (never smoke) 

 Ex-smoker (quitted smoking for ≥ 6month) 

 

 

SECONDHAND SMOKER?(Exposed to cigarettes smoke at least 15min a day , three days a week) * 

 

 Yes 

 No 

 

 

HAVE YOU ATTENDED ANY TRAINING IN SMOKING CESSATION IN THE PAST 2 YEARS ? * 

 

 Yes 

 No 

 

 

Please specify: * 

 

 

 

Have you prescribed pharmacological treatment for Quit Smoking at your clinic in the past 2 years ? * 

 

 Yes 

 No 

 

 

Please specify the pharmacological treatment ( eg varenicline, Nicotine Replacement therapy in any forms) : * 
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22 ITEMS QUESTIONNAIRE 

 

 
    Item 1-5 

 

1. ‘Assess’ is the first component under 5A’s of stop smoking clinical practice guidelines. * 

 

 True 

 False 

 

2. 'Assign’ is one of the components under 5A’s of stop smoking clinical practices. * 

 

 True 

 False 

 

3. ‘Assist’ is the subsequent component after you advice patient to quit smoking. * 

 

 True 

 False 

 

4. 5R’s is use for those who is unwilling to quit smoking at any time. * 

 

 True 

 False 

 

5. ‘Reusage’ is the end component of 5R’s framework of stop smoking clinical practice guidelines. * 

 

 True 

 False 
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22 ITEM QUESTIONNAIRES 
Item 6-10 

 

 

Select 1 Option ONLY for each statement * 

 

 

 
Strongly agree Agree Don't know Disagree Strongly disagree 

 

6. I feel that my 

effort in helping 

smokers to quit 

is not well 

rewarded. 

 

7. Clinical 

practice 

guidelines are 

not relevant in 

improving 

patient 

smoking cessation. 

 

8. Repetition in 

giving advice 

on quit 

smoking to 

patients is 

beneficial. 

 

9. Framework in 

approaching 

chronic smoker 

is impractical. 

 

10. Every 

provider 

should be 

provided with 

algorithm on 

treating 

chronic smoker. 
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22 ITEM QUESTIONNAIRES 
Item 11-22 

      

     Select 1 Option ONLY for each statement * 

 
Always Frequent Seldom Never 

 

11. I will check when is 

the last time that my 

patient smoked. 

 

12. I advise the 

smokers to quit. 

 

13. I advise the 

smokers to 

reduce amount 

of cigarettes 

per day. 

 

14. I inquire the 

smoker’s 

willingness to 

quit. 

 

15. I provide 

the smokers 

with practical 

counseling. 

 

16. I give 

further follow-

ups for smokers 

quitting. 

 

17. I encourage 

the smokers to 

indicate why 

quitting is 

personally 

important. 

 

18. I ask the 

smokers to 

identify any 

potential harm 

to self from 

smoking. 

 

19. I ask the 

smokers to 

identify 

negative 

consequences 

of continuing 

smoking. 

 

20. I ask the 

smokers to 

identify 

advantages of 

quit smoking to 

their family. 

 

21. I ask 

smokers why quitting is 

impossible. 

 

22. I  

continuously 

inform the 

smoker’s 

benefits of quit 

smoking. 
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