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Smoking prevalence among Vietnamese American males remains higher than the U.S. general population.
This study examined the associations of individual and family factors with quit intention among Vietnamese
male smokers in California to guide intervention development to reduce their smoking prevalence. Data for
Vietnamese male current smokers (n=234) in the 2008 California Vietnamese Adult Tobacco Use Survey
(N=1101 males) were analyzed to describe quit intention and previous quit attempts. One-third of
Vietnamese male smokers (33%) had no intention to quit at any time, 36% intended to quit soon (in the next
30 days), and 31% intended to quit later (beyond the next 30 days). Half (51.7%) of the sample was in
“precontemplation,” indicating no intention to quit within 6 months. Many (71%) had made a serious quit
attempt in the past year, but 68% of those who tried to quit used no cessation assistance. Multivariate logistic
regression adjusting for age, depression, smoking intensity, nicotine dependence, health knowledge, children
in the household and home smoking ban revealed that having smoking-related family conflicts and a quit
attempt in the past year with or without assistance were independently associated with an intention to quit
either in the next 30 days or later. Higher education was associated with no intention to quit. Findings
underscore the importance of designing strategic interventions that meet the needs of smokers at both
individual and family levels to promote quit intention and to facilitate successful quitting in this population.
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1. Introduction

Despite declining smoking prevalence in the general U.S. population
(Centers forDiseaseControl andPrevention, 2009), and amongAsianmen
from 2002 to 2006 in selected U.S. communities, smoking prevalence
remained higher among non-English speaking Vietnamese men than the
general population (Liao et al., 2010). In two studies, Vietnamesemenhad
the highest smoking prevalence (29.5% and 35.4%) among Asian
Americans (California Health Interview Survey, 2008; Chae, Gavin, &
Takeuchi, 2006). Our 2008 California Vietnamese Adult Tobacco Use
Survey (CVATUS), the first statewide population-based survey conducted
in bothVietnamese andEnglish, reported a current smokingprevalence of
25% among males and b1% among females (Tong et al., 2010).

Vietnamese Americans are at high risk for smoking due to
sociodemographic factors consistently correlated with higher smok-
ing, including lower acculturation, limited English proficiency, and
lower educational attainment (An, Cochran, Mays, & McCarthy, 2008;
Chae et al., 2006; Kim, Ziedonis, & Chen, 2007; Tang, Shimizu, & Chen,
2005). Half of the Vietnamese American population immigrated after
1990, with 88% speaking Vietnamese at home and 55% speaking
English less than “very well” (U.S. Census Bureau, 2007). Compared to
all other Asian ethnic groups, they have the fewest (70%) high school
graduates, and the second highest (14%) poverty rate (U.S. Census
Bureau, 2007). Likely, additional contributing factors specific to this
community include low level of knowledge about smoking-related
health risks (Ma et al., 2005; Ma, Tan, Toubbeh, & Su, 2003), high
social acceptability of smoking (Chan et al., 2007), the continuing
influx of immigrants from Vietnamwheremale smoking prevalence is
high (42% in 2008) (World Health Organization, 2008), and low quit
intention. Large scale surveys among Vietnamese American smokers
showed that 52% to 76% were in “precontemplation” indicating no
intention to quit smoking in the next 6 months (Chan et al., 2007;
Wiecha, Lee, & Hodgkins, 1998). Thus, effective strategies to promote
smoking cessation among Vietnamese American men should address
their low intention to quit, which is associated with high smoking
prevalence across populations (Etter, 2004; Thyrian et al., 2008) and
poor smoking cessation outcomes (Haug et al., 2010).
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Evidence-based interventions targeting Asian American smokers are
lacking (Chen & Tang, 2007; Fiore et al., 2008; Kim et al., 2007; Ranney,
Melvin, Lux, McClain, & Lohr, 2006). To date, only five published
controlled trials specifically target Asian Americans; they include two
community-basedmedia-led interventions targetingVietnamese (Jenkins
et al., 1997;McPhee et al., 1995), one program utilizing lay healthworker
outreach targeting Southeast Asianmen (Chen, 2001), one testing a single
session counseling intervention with nicotine replacement targeting
Chinese and Korean American smokers (Fang et al., 2006), and one using
individual motivational interviewing and nicotine replacement targeting
Chinese Americans (Wu et al., 2009). Among the 3 studies with
Vietnamese Americans, only one 3-year community-based media
campaign intervention demonstrated a significant treatment effect with
lower smoking prevalence in the intervention community compared to
the control community (Jenkins et al., 1997).

Empirical evidence underscores the strengths of the Transtheoretical
Model of Change (TTM) (DiClemente, Prochaska, Fairhurst, Velicer, &
Rossi, 1991; Prochaska & Velicer, 1997) when tailoring interventions by
stages of change for smokers in community and clinical settings, including
non-English speaking Asian smokers (Haug et al., 2010; Velicer,
Prochaska, & Redding, 2006; Wu et al., 2009). The TTM is a promising
intervention framework to promote smoking cessation among Vietnam-
ese American men by addressing their low intention to quit (Chan et al.,
2007; Wiecha et al., 1998). However, some researchers criticize TTM's
heavy emphasis of individual determinants with little consideration of
social or familial factors (Glanz&Bishop, 2010; Koshy,Mackenzie, Tappin,
& Bauld, 2010) found to be associated with intention to quit smoking
(Myung, McDonnell, Kazinets, Seo, & Moskowitz, 2010; Wiecha et al.,
1998) and smoking cessation outcomes among Asian American smokers
(Spigner, Yip, Huang, & Tu, 2007).

The family is central to health behaviors for Asian Americans
(Kagawa-Singer & Blackhall, 2001; McPhee, 2002; Nilchaikovit, Hill, &
Holland, 1993). Perceived encouragement from family was described
as the most helpful facilitator for cessation among Chinese and
Vietnamese Americans (Spigner et al., 2007). Significantly more calls
are made to the Asian-language California Smokers' Helpline from
smokers' family and friends (“proxy calls”) as compared to the
English-language Helpline (40% vs. 6%) (Zhu, Anderson, Johnson,
Tedeschi, & Roeseler, 2000). This unique “proxy call” phenomenon
observed among Asian-language speakers highlights the potential
significance of family involvement in smoking cessation.

How family factors influence intention to quit smoking or the
smoking cessation process among Asians remains unclear. Vietnam-
ese American male smokers who intended to quit were more likely to
report that their family was upset about their smoking than those
with no intention to quit (Wiecha et al., 1998). Among Korean
American male smokers, intention to quit was associated with self-
reported smoking restrictions at home, ranging from complete
prohibition (“smoking ban”) to some limitations (Myung et al.,
2010). In China, an educational intervention delivered to mothers of
sick children led to smoking cessation at 3 months among fathers who
smoked (Chan, Leung, Wong, & Lam, 2008). Being married predicted
both smoking abstinence and reduction among motivated smokers in
China (Sun et al., 2009).

No study to date has usedmultivariate techniques to examine both
individual and family factors simultaneously in their associations with
quit intentions in Vietnamese American male smokers. Using the
population-based data from the 2008 CVATUS and the intention
component of the stages of change construct from TTM as a
framework, this study examined correlates of quit intentions,
including both individual factors (demographics, smoking intensity,
nicotine dependence, and previous quit attempt experience) and
family factors (marital status, children in household, home smoking
ban, and report of smoking-related family conflicts), in order to
identify new approaches to smoking cessation interventions among
Vietnamese American smokers.
2. Methods

2.1. Data source description

The CVATUS was a statewide computer-assisted telephone
interview survey conducted in Vietnamese and English of 1101
Vietnamese men and 1078 Vietnamese women in California in 2007–
2008. Details about the survey and sampling are reported elsewhere
(Tong et al., 2010). In brief, a list of the 55 most common Vietnamese
surnames (Lauderdale & Kestenbaum, 2000; Swallen et al., 1998;
Taylor, Nguyen, Hoai Do, Li, & Yasui, 2009) was used to provide a
random sample of 13,000 numbers from all residential telephone
landline numbers. Respondents were eligible if they were reached at a
private residence, were 18 years of age or older, self-identified as
Vietnamese, and spoke English or Vietnamese. Of all eligible
respondents contacted, 63.5% participated in the survey.

2.2. Sample selection

Out of 2179 respondents, 1078 women were excluded from this
analysis because of their low current smoking rate (b1%). Among
1101 men, 260 (25%) were current smokers, defined as having
smoked at least 100 cigarettes in their life and currently smoking
“every day” or “some days.” Twenty-six of the 260 current smokers
were excluded because they did not indicate whether or not they
would like to stop smoking. Thus, data from 234 Vietnamese current
male smokers were included in the current analyses. When compared
to the study sample, the excluded smokers were similar except that
they were more likely to report alcohol use in the past month (65.2%
vs. 34.8%, p=0.021), and less likely to have traveled to Vietnam
(41.2% vs. 73.9%, p=0.003).

2.3. Dependent variable

Quit intention was determined first by asking “Would you like to
stop smoking?” Those who responded “yes” were asked “Are you
planning to quit smoking in the next 30 days?” Respondents who
indicated “no” or “not sure” were then asked “Are you contemplating
quitting smoking in the next 6 months?” This approach was adapted
from the intention component of the stages of change defined by TTM
(Prochaska & Velicer, 1997) and was comparable to other recent
surveys reporting intention to quit in Asian American populations
(Carr, Beers, & Chen, 2005; Ma et al., 2003; Myung et al., 2010). Four
levels of quit intention could be established from these questions: no
quit intention (would not like to stop smoking); intend to quit within
the next 30 days; intend to quit in the next 6 months but not in
30 days; and intend to quit but beyond the next 6 months. The
proportions of smokers who intended to quit but not in the next
6 months or who intended to quit within 6 months were too small
(17.6% and 13%, respectively) to allow for meaningful analyses as
individual intention categories; therefore, these smokers were
combined into one group for subsequent analyses. Thus, three
intention groups were used in the analyses: 1) no quit intention; 2)
intend to quit soon (in the next 30 days); and 3) intend to quit later
(would like to stop smoking but not within the next 30 days).

2.4. Independent variables

2.4.1. Individual factors
Demographic variables at the individual level were age, education,

poverty level based on household size (U.S. Department of Health and
Human Services, 2008), employment, religion (Buddhist, Christian, or
other), number of years in the U.S., and language of the interview
(Vietnamese or English). Health-related variables were health insur-
ance status, whether the respondent had a doctor visit in the last
12 months, self-perceived general health (excellent, very good, good,
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fair, or poor), use of alcohol N1 day in the past month, and depression.
We assessed depression by the frequency of 4 symptoms experienced in
the past week (1=not at all to 4=extremely; total score 4–16;
Cronbach's alpha=0.71). The items, selected from a larger depression
scale previously validated among Vietnamese (Hinton et al., 1998) and
demonstrated to be significantly associated with Vietnamese American
male smoking status (Wiecha et al., 1998), were: 1) feeling low or
slowed down; 2) difficulty falling or staying asleep; 3) worrying too
much about things; and 4) feeling sad or “blue.” Life experiences in
Vietnamwere assessed by asking respondentswhether they had served
in the Vietnamese military or police, been in a Vietnamese “re-
education” (concentration) camp or a refugee (resettlement) camp,
and ever traveled back to Vietnam. Health knowledgewas assessed by a
scale (Cronbach's alpha for study sample=0.56) constructedbasedon the
sum of responses (correct=+1, incorrect=−1, and missing re-
sponse=0) to four questions: 1) Among those who smoke less than 5
cigarettes per day, the risk of developing cancer is the same as among
those who never smoke; 2) Among those who smoke less than 5
cigarettes per day, the risk of developing heart disease is the same as
among thosewho never smoke; 3) Smoking “light” cigarettes is the same
as smoking “regular” cigarettes; and4) Tobacco is not as addictive as other
drugs. Smoking history and behaviors were assessed by: 1) age at which
respondents first started smoking cigarettes regularly; 2) number of
cigarettes smoked on a typical day when they smoked (smoking
intensity); and 3) time to first cigarette after waking up, an item taken
from the Fagerstrom Test of Nicotine Dependence (Heatherton,
Kozlowski, Frecker, & Fagerstrom, 1991) and used as a measure of
nicotine dependence (Baker et al., 2007). Attitudes toward smokingwere
assessed by respondents' agreement (yes or no) to the two statements
separately: i) “Smoking is harming my health”; and ii) “I am addicted to
cigarettes.” Previous quit attempt experience was assessed by asking
respondents if they ever had a quit attempt (defined as not smoking for
1 day or longer with the purpose of trying to stop smoking) and, if so,
within the past 12 months. Respondents who had ever attempted to quit
were asked to indicate their use of smoking cessation assistance in the
attempt.

2.4.2. Family factors
At the family level, four variables were included in the analyses: 1)

marital status (married or living with partner vs. others); 2) living
with children ageb18 in the household (yes or no); 3) household
smoking ban: “Is smoking allowed inside your home?” (yes or no);
and 4) experience of smoking-related family conflicts: “Has smoking
caused problems or conflict in your family?” (yes or no). These four
variables were selected because of their associations with intention to
quit smoking or smoking cessation outcomes among Asian smokers
(e.g., Chan et al., 2008; Kim, 2008; Myung et al., 2010; Spigner et al.,
2007; Sun et al., 2009).

2.5. Statistical analyses

Data were analyzed using SAS (version 9.2, SAS Institute, Cary,
NC). The population weight variable, based on population estimates
developed by the Bureau of the Census in year 2000, was used to
calculate the summary statistics and standard errors. Weighted Rao–
Scott chi-square tests were used for categorical data and weighted
logistic regression models for continuous variables to examine the
bivariate associations of each variable with the 3 intention to quit
categories (no quit intention, intend to quit soon, and intend to quit
later). Multinomial logistic regressionwas then conducted to examine
factors associated with these 3 quit intention categories. A weighted
logistic regression was performed on the generalized logits. The
model included preselected a priori covariates which have been found
to be associated with quit intention or current smoking in the
literature and variables that attained a p-value≤0.25 in the bivariate
comparisons (Hosmer & Lemeshow, 1989). The set of a priori
covariates included: age, marital status, education, depression,
number of cigarettes smoked, time to first cigarette after waking,
health knowledge, and previous quit attempt experience.

Because previous quit attempt has been found to be a consistent
factor associated with intention to quit in the literature and an indicator
of past quit intention (e.g., Hyland et al., 2006; Leatherdale & Shields,
2009),we conducted themultinomial logistic regression in two separate
models: Model 1 included the selected covariates without past quit
attempt experience; Model 2 added past quit attempt experience. To
maximize sample size, we included in the multivariate logistic
regression models an ‘unknown’ category for covariates with 3% or
moreofmissingdata. To addressmulticollinearity betweenpreviousquit
attempt and use of smoking assistance in the models, we combined the
two variables into a single variable with 3 categories: quit attempt
within the past 12 months with any cessation assistance; quit attempt
within thepast 12 monthswithout cessation assistance; andnoprevious
quit attempt or quit attempt N12 months ago. For each multivariate
model, we computed the variance inflation factors as a multicollinearity
diagnostic statistic to assess the impact of interdependencies among the
covariates included in the model (Belsley, Kuh, & Welsch, 1980; Leahy,
2001). The computed variance inflation factors suggested only weak
dependencies and therefore no additional modifications were made to
the variables included in the multivariate models.

3. Results

3.1. Sample characteristics

Table1 shows the characteristics at the individual and family levels
of the study sample (n=234) by intention to quit smoking. Most
participants (86%) completed the interview in Vietnamese. More than
70% were married and had children in their household. Over 90%
reported a smoking ban at home; about 40% reported that smoking
had caused conflicts in the family. A majority (78%) smoked daily in
the last month; nearly half (46.6%) smoked b10 cigarettes on the days
smoked and 63% smokedwithin 60min after waking. Almost all (97%)
agreed that smoking was harmful to their health, and 66% said they
were addicted to cigarettes. Table 2 presents previous quit attempt
experience of the entire sample and of the three quit intention groups.
About one-fifth (19%) had never made a quit attempt; 71% reported
quitting smoking for at least 1 day within the past 12 months. Among
those who had a quit attempt, 68% reported no use of any cessation
assistance in their last attempt. Of those who used any assistance,
nicotine replacement medication was the most frequently utilized
resource, reported by 23.4% of the smokers who had ever quit
smoking.

3.2. Intention to quit smoking

One-third (33.0%) had no quit intention, 36.4% intended to quit
soon (within the next 30 days), and 30.6% intended to quit later
(beyond the next 30 days). Half (51.7%) of the sample was in the
“precontemplation” stage of the TTM (Prochaska & Velicer, 1997),
indicating no intention to quit within 6 months.

3.3. Correlates of intention to quit

In bivariate analyses (Tables 1 and 2), two individual factors, agreeing
to being addicted to cigarettes and having a previous quit attempt in the
past year, and two family factors, having children in the household and
experiencing smoking-related family conflicts, were significantly associ-
ated with quit intention (pb0.05). Table 3 shows the two multivariate
regression models using “no quit intention” as the reference category
adjusted for the selected factors at the individual level (age, education,
depression, smoking attitudes, smoking intensity, and nicotine depen-
dence, health knowledge) and family level (marital status, children in the



Table 1
Characteristics of the Vietnamese adult male smokers, whole sample and by intention to quit smoking, CVATUS 2008.

All
(N=234)

Intention to quit smoking p-valuea

No quit intention
(n=77)

Intend to quit later
(N30 days) (n=76)

Intend to quit soon
(≤30 days) (n=81)

Individual factors
Demographics

Age Mean±SE 40.2±1.1 41.0±1.7 41.6±1.7 38.3±2.0 0.45
Education bHigh school 17.7% 15.4% 20.4% 17.6% 0.81

High school 34.8% 28.7% 39.6% 35.9%
Some college 31.2% 35.3% 28.2% 30.5%
College or above 16.3% 20.6% 11.9% 16.1%

Poverty level Above 69.3% 71.6% 73.1% 64.0% 0.80
Below 14.0% 10.8% 15.2% 15.9%
Unknown 16.7% 17.6% 11.7% 20.1%

Employed 71.6% 76.0% 71.2% 68.0% 0.69
Religion Buddhist 40.9% 39.2% 50.8% 34.1% 0.58

Christian 35.2% 35.7% 30.6% 38.7%
Other/none 23.8% 25.0% 18.5% 27.2%

Years in U.S. b15 years 40.5% 35.2% 39.3% 45.2% 0.59
Survey language Vietnamese 86.4% 88.1% 89.0% 82.7% 0.74

English 13.6% 11.9% 11.0% 17.3%
Health access and status

Had health insurance 72.0% 72.3% 75.0% 69.2% 0.84
Visited a physician in past
12 months

62.9% 61.5% 64.1% 63.0% 0.97

General health — fair/poor 43.0% 48.5% 45.1% 36.2% 0.39
Used alcohol in the past month 63.5% 56.8% 65.6% 67.9% 0.40
Depression, score ranged from
4 (none) to 16 (most frequently)
Mean±SE 6.5±0.2 6.4±0.3 6.7±0.2 6.5±0.3 0.70

Life experiences in Vietnam
Served in military or police 12.2% 13.7 % 10.9% 11.9% 0.49
In re-education camp 9.1% 9.5% 9.0% 8.7% 0.94
In refugee camp 40.3% 38.9% 35.7% 45.5% 0.58

Smoking history and behaviors
Age started smoking regularly (n)b (217) (68) (73) (76)
Mean±SE 20.9±0.4 20.6±0.7 21.0±0.6 21.0±0.7 0.86

Smoked daily past month 78.4% 73.6% 78.0% 83.0% 0.53
Cigarettes smoked
per day

b10 48.1% 54.1% 47.3% 43.2% 0.70
10–19 33.4% 27.2% 29.4% 42.2%
≥20 13.3% 14.0% 16.5% 9.8%
unknown 5.3% 4.6% 6.7% 4.7%

Time to first cigarette
after waking

Within 5 min 13.7% 15.9% 12.3% 13.0% 0.16
6–30 min 25.8% 20.2% 22.2% 34.0%
31–60 min 23.5% 22.2% 28.2% 20.6%
N60 min 23.4% 18.3% 23.9% 27.7%
Unknown 13.5% 23.4% 13.4% 4.7%

Smoking attitudes (agreed)
Smoking is harming my health 97.1% 94.4% 98.7% 98.5% 0.07
I am addicted to cigarettes 66.4% 51.7% 66.9% 84.1% b0.01

Health knowledge of smoking risks
Score ranged from −4 to 4
Mean±SE 1.2±0.2 1.4±0.3 1.1±0.3 0.9±0.3 0.39

Family factors
Married, living with partner 72.3% 70.2% 78.1% 69.4% 0.84
Had children in household 74.2% 62.3% 74.8% 84.6% 0.02
Smoking not allowed inside home 93.1% 87.1% 96.3% 95.9% 0.07
Reported smoking had caused
family conflicts

39.9% 23.8% 44.2% 51.1% 0.02

Notes: Percentages reported were weighted and computed with missing data included. Percentages may not add up exactly to 100% due to rounding error. Missing data ranged from
0% to 3% for all variables except when otherwise noted in the table with an “unknown” category.

a p-values for the comparison among quit intention status.
b n refers to the number of individuals who provided age started smoking regularly.
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household, home smoking ban, and smoking-related family conflicts).
Without consideration of previous quit attempt experience (Model 1),
thosewho intended to quit soonweremore likely than thosewith no quit
intention to admit being addicted to cigarettes and to report smoking-
related family conflicts, while those who intended to quit later had lower
education, were more likely to agree that smoking was harmful to their
health and to report smoking-related family conflicts.Model 2 shows that
having a quit attempt within the past 12 months with or without
cessation assistance was significantly associated with intention to quit in
any time frame. Lower education remained significantly associated with
intention to quit later and a similar trend was observed for those with
intention to quit soon (p=0.07). While smoking attitude variables were
no longer associatedwith quit intention, smoking-related family conflicts
remained significantly associatedwithquit intention. BothModels 1 and2
were conducted using "quit later" as the reference category (not shown)
and revealed no difference in the individual and family factors examined
between smokers with intention to quit soon and those who intended to
quit later.



Table 2
Previous quit attempt experience reported by Vietnamese male current smoker respondents, CVATUS 2008.

(n=number of individuals responded) All (n) Intention to quit smoking p-value⁎

No quit intention (n) Intend to quit later (N30 days) (n) Intend to quit soon (≤30 days) (n)

Previous quit attempt (234) (77) (76) (81)
Never made a quit attempt 18.7% 37.0% 10.6% 8.9% b0.001
Last attempt N12 months ago 10.2% 18.0% 7.9% 5.2%
Last attempt within past 12 months 71.1% 44.9% 81.6% 85.9%

Referring to the last quit attempta

Use of any cessation assistanceb (183) (44) (65) (74) b0.01
31.8% 16.3% 30.1% 43.0%

Types of assistance utilized c (183) (44) (65) (74)
Nicotine replacement medications

such as a patch or gum
23.4% 15.9% 26.9% 29.7% 0.42

Pills such as bupropiond 2.9% 0.0% 4.1% 2.4% –

Face-to-face advice from a professional 10.9% 8.0% 2.1% 14.7% 0.04
Group advice 1.7% 1.0% 0.0% 3.5% –

Called a 1‐800 quitline 3.1% 1.0% 3.4% 4.0% 0.52
Self-help materials, such as a

quit kit or booklet
2.7% 2.1% 2.1% 3.5% 0.76

⁎ p-values based on weighted chi-square or regression model for comparison across quit intention status; p-values not produced if 0% or 100% in any category.
a Data were obtained from 183 smokers who reported having ever made a quit attempt.
b Use of one or more of the smoking resources listed (nicotine replacement medications, other smoking cessation medications, face-to-face or group advice, quitline, or self-help

materials).
c % not mutually exclusive.
d Varenicline was not included as an example of other non-nicotine medications in the survey because it was not FDA approved at the time the data collection began.
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4. Discussion

This population-based study showed that one-third of Vietnamese
male smokers in California never intend to quit smoking and that half
were in “precontemplation,” with no intention to quit in the next
6 months. This is much greater than California smokers in general
who are in “precontemplation” (25%) (California Department of
Public Health California Tobacco Control Program, 2008). Given low
smoking prevalence in California (Centers for Disease Control and
Prevention, 2009; Messer et al., 2007), a high proportion of
unmotivated Vietnamese male smokers underscores the need to
develop new strategies to promote smoking cessation in this
subgroup. Ours is also the first study to use multivariate analyses to
examine the association between both individual and family
correlates and Vietnamese American men's quit intentions. The
significant individual and family correlates that distinguished smo-
kers who had no intention to quit and those who intended to quit
were: education, recent quit attempt, and experience of smoking-
related family conflicts. Our analyses, however, did not reveal
individual or family differences between intention to quit soon
(within the next 30 days) vs. later (beyond 30 days). Thus, additional
research is warranted to understand how to facilitate temporal
correlates of quit intentions.

4.1. Individual correlates of quit intention

A previous quit attempt in the past year (with or without cessation
assistance) and lower education were significantly correlated with
intention to quit. Lower education has been consistently associated
with higher smoking prevalence in this and other populations
(Centers for Disease Control and Prevention, 2007; Tong et al.,
2010;Wiecha et al., 1998), but the association between education and
quit intention is less clear. No association between education and quit
intention has been reported in other population-based studies (e.g.,
Etter, Perneger, & Ronchi, 1997; Leatherdale & Shields, 2009). Our
current finding was consistent with that of Ma et al. (2003) where
Asian smokers with lower education were more motivated to quit
smoking. However, our finding differs from other studies which
showed that lower education was associated with low intention to
quit smoking in the U.S. general population (Velicer et al., 1995), in
California Korean male smokers (Myung et al., 2010), and in
Massachusetts Vietnamese male smokers in bivariate comparisons
(Wiecha et al., 1998). Explanations for the difference in our finding
and that of Wiecha et al. (1998) could be the result of multivariate vs.
bivariate comparisons, or of differences in the study samples, when
the studies were fielded, and tobacco control environments. Although
our analyses do not explain the association between education and
quit intention, a potential explanation may be found in a recent study,
which suggested that more educated smokers were more likely to be
influenced by their friends regarding quitting smoking (Christakis &
Fowler, 2008). In the context of high social acceptability among
Vietnamese males (Chan et al., 2007) and high smoking prevalence in
Vietnam (World Health Organization, 2008), the observed association
between higher education and no intention to quit could be due to
social encouragement, which may resonate particularly with more
educated Vietnamese smokers. An important implication of this
finding is that tobacco control efforts may need to stratify Vietnamese
male smokers by education level to improve tailored cessation
interventions.

Consistent with prior research (e.g., Leatherdale & Shields, 2009),
Vietnamese smokers who made a quit attempt in the past year were
more motivated to quit smoking. The bivariate finding suggested that
higher proportions of smokers who intended to quit reported prior
use of any cessation assistance than those who had no intention to
quit. In multivariate analyses, the odds ratio associated with intention
to quit was higher for those who had used cessation assistance in a
recent quit attempt when compared to those who did not use
assistance. However, due to the small sample size, the confidence
intervals were wide and differences were not statistically significant.
Future research should examine the impact of cessation resources on
future intention to quit smoking with a larger sample of Vietnamese
male smokers.

Two attitudes, agreeing that smoking was harmful to one's health
and thinking that onewas addicted to cigarettes, were associatedwith
intention to quit, but only when not adjusting for previous quit
attempts. It is plausible that certain smoking attitudes facilitate
smokers to think about quitting and thus promote quit intention
especially among those who had not attempted to quit ever or
recently. We explored potential interaction effects between each
smoking attitude factor and previous quit attempt for any associations
with quit intention and found no significant interaction effect.
However, the current finding suggests that interventions to increase



Table 3
Multivariate models describing correlates of intention to quit smoking among Vietnamese male current smokers, CVATUS 2008 (N=234).

Model 1 (excluding previous quit attempt experience) Model 2 (including previous quit attempt experience)

Maximum rescaled R-Square=0.36 Maximum rescaled R-Square=0.41

Intend to quit later vs. no
quit intention

Intend to quit soon vs. no
quit intention

Intend to quit later vs. no
quit intention

Intend to quit soon vs. no
quit intention

Variables OR (95 % CI) p OR (95 % CI) p OR (95 % CI) p OR (95 % CI) p
Education

bHigh school 4.49 (1.05–19.12) 0.04 2.32 (0.51–10.58) 0.28 7.74 (1.36–44.04) 0.02 4.48 (0.90–1.02) 0.07
High school 5.04 (1.23–20.61) 0.02 2.78 (0.68–11.38) 0.15 6.83 (1.30–35.89) 0.02 3.96 (0.89–17.57) 0.07
Some college 1.62 (0.42–6.33) 0.49 0.81 (0.21–3.05) 0.75 1.98 (0.42–9.29) 0.39 0.89 (0.24–3.27) 0.86
College or above Referent Referent

Smoking attitude: “Smoking is harming my health”
Yes 8.23 (1.19–57.02) 0.03 6.40 (0.42–91.05) 0.18 9.72 (0.59–159.8) 0.11 10.53 (0.11–999) 0.32
No referent referent referent referent

Smoking attitude: “I am addicted to cigarettes”
Yes 1.35 (0.52–3.46) 0.54 3.45 (1.16–10.32) 0.03 0.98 (0.36–2.67) 0.96 2.64 (0.81–8.59) 0.11
No referent referent referent referent

Smoking had caused family conflicts
Yes 3.20 (1.21–8.47) 0.02 4.51 (1.61–12.61) b0.01 3.31 (1.21–9.08) 0.02 4.76 (1.64–13.65) b0.01
No Referent Referent Referent Referent

Last quit attempt was within past 12 months
Yes, with assistance 11.95 (2.22–64.27) b0.01 20.82 (3.83–113.15) b0.01
Yes, with no assistance 9.36 (2.71–32.36) b0.01 9.42 (2.27–39.09) b0.01
No (never or N12 months ago) Referent Referent

Note: “Quit later” and “quit soon” were jointly modeled using multinomial logistic regression using “no quit intention” as the reference group; all models were controlled for the
following individual factors: age, depression, number of cigarettes smoked per day, time to first cigarette after waking, and health knowledge of smoking risks; and for the following
family factors: marital status, children in the household, and home smoking ban.
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a smoker's likelihood to make a quit attempt could be more effective
in increasing subsequent quit intention than by changing smoking
attitudes alone.

4.2. Family correlates of quit intention

Having children in the household and having a smoking ban at
home were strongly associated with intending to quit in bivariate
comparisons but were no longer significant after adjusting for family
conflicts related to smoking. Of note, the experience of smoking-
related family conflicts remained a significant correlate even after
previous quit attempt and other factors were adjusted in the
multivariate model. Our findings imply that family interactions
related to smoking behaviors are a strong influence for smokers'
intention to quit. The dynamics of smoking-related family conflicts
and how these dynamics influence intention to quit smoking need to
be examined further qualitatively and quantitatively.

4.3. Intervention framework and strategies at individual and family
levels to reduce smoking prevalence among Vietnamese male smokers

The TTM framework (Velicer et al., 2006) is promising as a theoretical
framework for developing intervention strategies by promoting Viet-
namese smokers' intention to quit. Our findings also underscore the
potential importance of strategically utilizing family influence to affect
smokers' intention to quit. Growing evidence has supported the
importance of social context in health behaviors (Burke, Joseph, Pasick,
& Barker, 2009; Christakis, 2004; Smith & Christakis, 2008), including
smoking cessation (Christakis & Fowler, 2008). Social Network Theory
offers auseful framework tounderstandhowsocial networks affect health
behaviors through variousmechanisms (Berkman &Glass, 2000; Smith &
Christakis, 2008). Our findings of significant correlates identified at both
individual and family levels provide impetus to integrate TTM and Social
Network Theory in creating interventions tailored at both individual and
family levels.

Tobacco control efforts need to consider thatmanyVietnamesemale
smokers are highly educated anddonot intend toquit in the near future.
A recent study with French smokers suggested that highly educated
smokers who presented for smoking cessation treatments were more
likely to indicate social concerns such as desiring to set a positive
example for their family and friends and perceiving the negative image
of smokers as their motivation to quit (Baha & Le Faou, 2010). The
Framingham Heart Study revealed social marginalization among more
educated smokers,which implies higher social costs paid for smokingby
these smokers (Christakis & Fowler, 2008). These studies suggest that
message framing around social motivations for quitting might be
relevant for educated smokers;whether such a strategy is applicable for
Vietnamese male smokers requires further examination.

The association between a recent quit attempt and intention to quit
supports intervention strategies that encourage or challenge smokers to
attempt to stop smoking or achieve temporary abstinence. In 1995–96,
our research team organized two “Quit & Win” smoking cessation
contests for Vietnamese smokers in Santa Clara, CA. A total of 89
smokers quit in order to enter the contest and be eligible for prizes;
selected winners had saliva cotinine validation of successful quitting.
At 6-month follow-up, 64 (72%) remained abstinent by self-report
(Lai, McPhee, Jenkins, & Wong, 2000). Community-wide campaigns
encouraging "smoke-free" days on the Vietnamese Tet New Year's Day,
for example, or “Quit &Win” contests can be considered as strategies to
increase motivation to quit smoking in this population. In addition,
smokers shouldbe informed that successful long-termsmoking cessation
often requires multiple quit attempts because nicotine is addictive and
tobacco use may be a chronic relapsing condition (Fiore et al., 2008).
Intervention components that encourage and guide Vietnamese male
smokers to learn from previous quit attempts and to understand that
each attempt is a step closer to complete cessation are relevant.

Our analyses revealed that most Vietnamese smokers (68%) did not
use existing smoking cessation resources, similar to California smokers
in general (75%) (California Department of Public Health California
Tobacco Control Program, 2008). Of note, only 3% of Vietnamese male
smokers in the study sample had used the statewide telephone
counseling service, even though the service is free and available in the
Vietnamese language. Thus, it will be important to promote the use of
available smoking cessation resources among Vietnamese men by
increasing awareness, cultural acceptability and perceived efficacy of
these resources.
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Our findings imply that smoking-related family conflicts might
create opportunities to promote intention to quit smoking. For
example, preliminary evidence from family consultation interven-
tions involving couples yielded 50% verified abstinence at 6 months
for smokers who used to continue smoking despite chronic health
conditions (Shoham, Rohrbaugh, Trost, & Muramoto, 2006). Family
involvementmay facilitate the process of smoking cessation through a
variety of mechanisms proposed by the Social Network Theory
constructs (Berkman & Glass, 2000; Smith & Christakis, 2008),
which could be integrated with the TTM framework. Mechanisms of
support tailored to smokers' stages of change may include: emotional
support by demonstrating understanding of smokers' ambivalence
around quitting; appraisal support in helping with decision-making
about quitting; informational support in providing information about
smoking risks and cessation resources; and instrumental support in
finding activities to replace smoking or helping smokers to cope with
withdrawal symptoms. The family can facilitate access to smoking
cessation resources by bringing needed interventions to smokers.
Providing telephone training to support persons in a pilot study with
English-speaking smokers demonstrated feasibility in the smoker's
use of a quitline (Patten et al., 2009). Future research examining how
to effectively involve the Vietnamese smoker's family in smoking
cessation efforts is warranted.

4.4. Limitations

Prior research suggests that intention to quit smoking may be a
necessary but not sufficient condition for predicting cessation (Hyland
et al., 2004). The cross-sectional nature of the current study did not
allow a prospective examination of predictors associated with quit
attempts and successful smoking cessation outcomes. Similarly, a
causal mechanism between the correlates and quit intentions could
not be established. Data were obtained from self-report; smoking
status and the presence of home smoking bans were not validated.
The generalizability of our findings to smokers in Vietnamese
communities outside California is uncertain. Finally, the sample size
included in the analyses might not be sufficient for examination of
potential interaction effects among the individual and family
correlates in their associations with quit intention. Nonetheless, the
current study is based on data from the largest and only in-language
statewide population-based survey focused on Vietnamese adults in
the U.S. This is also the first published study to use a multivariate
model to examine individual and family factors associated with quit
intentions among Vietnamese smokers.

5. Conclusions

This study identified significant correlates at both the individual and
family levels of quit intention among Vietnamese male smokers. For
Vietnamesemale smokerswith lowmotivation to quit, encouraging even
short-term quit attempts and involving the family are potential strategies
to promote intention to quit. For Vietnamese male smokers who are
motivated to quit, promising interventionsmay include enabling smokers
tomakeuseof lessons learned frompreviousquit attempts, facilitatinguse
of evidence-based cessation assistance, and involving the family in
initiating and maintaining abstinence. To address the high smoking
prevalence in Vietnamese American men, interventions must provide
support at both individual and family levels.

Role of Funding Sources
Research for and preparation of this manuscript was supported by the California

Department of Public Health, Tobacco Control Program Grant 06-55563. The
investigators also received support from the Asian American Network for Cancer
Awareness, Research and Training through the National Cancer Institute Cooperative
Agreement U01/CA114640. The contents of this publication are solely the responsibility
of the authors and do not necessarily represent the views of any of the funding
agencies. Funding sources have no further role in study design; in the collection,
analysis and interpretation of data; in the writing of the report; or in the decision to
submit the paper for publication.

Contributors
Dr. Tsoh conceived the current study design, and drafted the manuscript. Dr.

Gildengorin conducted data analyses. Drs. Tsoh, Tong, Gildengorin, Nguyen, Modayil
and McPhee, and Mr. Wong participated in data collection, data interpretation,
provided critical revisions and final approval of the manuscript. Dr. McPhee was the
Principal Investigator of the study providing the data source for the current study.

Conflict of Interest
All other authors declare that they have no conflicts of interest.

Acknowledgments
Research for and preparation of this manuscript was supported by the California

Department of Public Health, Tobacco Control Program Grant 06-55563 and the Asian
American Network for Cancer Awareness, Research and Training through the National
Cancer Institute Cooperative Agreement U01/CA114640. We would like to acknowl-
edge Caroline Kurtz for her leadership in launching this survey.

References

An, N., Cochran, S. D., Mays, V. M., & McCarthy, W. J. (2008). Influence of American
acculturation on cigarette smoking behaviors among Asian American subpopulations in
California. Nicotine & Tobacco Research, 10(4), 579−587.

Baha, M., & Le Faou, A. L. (2010). Smokers' reasons for quitting in an anti-smoking social
context.Public Health, 124(4), 225−231. doi:10.1016/j.puhe.2010.02.011 S0033-3506
(10)00047-8 [pii].

Baker, T. B., Piper, M. E., McCarthy, D. E., Bolt, D. M., Smith, S. S., Kim, S. Y., et al. (2007).
Time to first cigarette in the morning as an index of ability to quit smoking:
Implications for nicotine dependence. Nicotine & Tobacco Research, 9(Suppl 4),
S555−S570.

Belsley, D. A., Kuh, E., &Welsch, R. E. (1980).RegressionDiagnostics: Identifying Influential Data
and Sources of Collinearity. New York: JohnWiley & Sons, Inc.

Berkman, L. F., & Glass, T. A. (2000). Social integration, social networks, social support, and
health. In L. F. Berkman & I.O. Kawachi (Eds.), Social Epidemiology (pp. 137−173). New
York: Oxford University Press.

Burke, N. J., Joseph, G., Pasick, R. J., & Barker, J. C. (2009). Theorizing social context:
Rethinking behavioral theory. Health Education & Behavior, 36(5 Suppl), 55S−70S.
doi:10.1177/1090198109335338 36/5_suppl/55S [pii].

California Department of Public Health California Tobacco Control Program (2008). Smokers
and Quitting. Retrieved from http://www.cdph.ca.gov/programs/Tobacco/Documents/
CTCPFactShSmoker-Quit2008.pdf

California Health Interview Survey (2008). (AskCHIS) [online interactive database].
Retrieved from http://www.chis.ucla.edu/main/default.asp

Carr, K., Beers, M., & Chen, M. S., Jr. (2005). California Chinese American Tobacco Use
Survey — 2004. Sacramento, CA: California Department of Health Services.

Centers for Disease Control and Prevention (2007). Cigarette smoking among adults —
United States, 2006. MMWR: Morbidity and Mortality Weekly Report, 56(44),
1157−1161.

Centers for Disease Control and Prevention (2009). State-specific prevalence and trends
in adult cigarette smoking — United States, 1998–2007. MMWR: Morbidity and
Mortality Weekly Report, 58(09), 221−226.

Chae, D. H., Gavin, A. R., & Takeuchi, D. T. (2006). Smoking prevalence among Asian
Americans: Findings from the National Latino and Asian American Study (NLAAS).
Public Health Reports, 121(6), 755−763.

Chan, S. S., Leung, G. M., Wong, D. C., & Lam, T. H. (2008). Helping Chinese fathers quit
smoking through educating their nonsmoking spouses: A randomized controlled
trial. American Journal of Health Promotion, 23(1), 31−34.

Chan, N. L., Thompson, B., Taylor, V. M., Yasui, Y., Harris, J. R., Tu, S. P., et al. (2007).
Smoking prevalence, knowledge, and attitudes among a population of Vietnamese
American men. Nicotine & Tobacco Research, 9(S3), S475−S484.

Chen, M. S., Jr. (2001). The status of tobacco cessation research for Asian Americans and
Pacific Islanders. Asian American and Pacific Islander Journal of Health, 9(1), 61−65.

Chen, M. S., Jr., & Tang, H. (2007). Review of smoking cessation research among Asian
Americans: The state of the research. Nicotine & Tobacco Research, 9(S3), S485−S493.

Christakis, N. A. (2004). Social networks and collateral health effects. BMJ (Clinical Research
Ed.), 329(7459), 184−185. doi:10.1136/bmj.329.7459.184 329/7459/184 [pii].

Christakis, N. A., & Fowler, J. H. (2008). The collective dynamics of smoking in a large
social network. The New England Journal of Medicine, 358(21), 2249−2258. doi:
10.1056/NEJMsa0706154 358/21/2249 [pii].

DiClemente, C. C., Prochaska, J.O., Fairhurst, S.K., Velicer,W. F.,&Rossi, J. S. (1991). Theprocess
of smoking cessation: An analysis of precontemplation, contemplation, and preparation
stages of change. Journal of Consulting and Clinical Psychology, 59(2), 295−304.

Etter, J. F. (2004). Associations between smoking prevalence, stages of change, cigarette
consumption, and quit attempts across the United States. Preventive Medicine, 38
(3), 369−373. doi:10.1016/j.ypmed.2003.11.006 S0091743503003098 [pii].

Etter, J. F., Perneger, T. V., & Ronchi, A. (1997). Distributions of smokers by stage: International
comparison and association with smoking prevalence. Preventive Medicine, 26(4),
580−585. doi:10.1006/pmed.1997.0179 S0091-7435(97)90179-1 [pii].

Fang, C. Y., Ma, G. X., Miller, S. M., Tan, Y., Su, X., & Shive, S. (2006). A brief smoking cessation
intervention for Chinese and Korean American smokers. Preventive Medicine, 43(4),
321−324. doi:10.1016/j.ypmed.2006.06.009 S0091-7435(06)00269-6 [pii].

http://dx.doi.org/10.1016/j.puhe.2010.02.011
http://dx.doi.org/10.1177/1090198109335338
http://www.cdph.ca.gov/programs/Tobacco/Documents/CTCPFactShSmoker-Quit2008.pdf
http://www.cdph.ca.gov/programs/Tobacco/Documents/CTCPFactShSmoker-Quit2008.pdf
http://www.chis.ucla.edu/main/default.asp
http://dx.doi.org/10.1136/bmj.329.7459.184
http://dx.doi.org/10.1056/NEJMsa0706154
http://dx.doi.org/10.1016/j.ypmed.2003.11.006
http://dx.doi.org/10.1006/pmed.1997.0179
http://dx.doi.org/10.1016/j.ypmed.2006.06.009


301J.Y. Tsoh et al. / Addictive Behaviors 36 (2011) 294–301
Fiore, M. C., Jaen, C. R., Baker, T., Bailey,W. C., Benowitz, N. L., Curry, S. J., et al. (2008). Treating
TobaccoUse andDependence: 2008 Update. Clinical PracticeGuideline. Rockville, MD: U.S.
Department of Health and Human Services. Public Health Service.

Glanz, K., & Bishop, D. B. (2010). The role of behavioral science theory in development
and implementation of public health interventions. Annual Review of Public Health,
31, 399−418. doi:10.1146/annurev.publhealth.012809.103604

Haug, S., Meyer, C., Ulbricht, S., Schorr, G., Ruge, J., Rumpf, H. J., et al. (2010). Predictors
and moderators of outcome in different brief interventions for smoking cessation
in general medical practice. Patient Education and Counseling, 78(1), 57−64.
doi:10.1016/j.pec.2009.07.005 S0738-3991(09)00269-9 [pii].

Heatherton, T. F., Kozlowski, L. T., Frecker, R. C., & Fagerstrom, K. O. (1991). The
Fagerstrom Test for Nicotine Dependence: A revision of the Fagerstrom Tolerance
Questionnaire. British Journal of Addiction, 86(9), 1119−1127.

Hinton, L., Jenkins, C. N., McPhee, S., Wong, C., Lai, K. Q., Le, A., et al. (1998). A survey of
depressive symptoms among Vietnamese-American men in three locales: Prevalence
and correlates. The Journal of Nervous and Mental Disease, 186(11), 677−683.

Hosmer, D. W., & Lemeshow, S. (1989). Applied Logistic Regression. New York: John Wiley &
Sons.

Hyland, A., Borland, R., Li, Q., Yong, H. H., McNeill, A., Fong, G. T., et al. (2006). Individual-level
predictors of cessation behaviours among participants in the International Tobacco
Control (ITC) Four Country Survey.TobaccoControl,15(Suppl 3), iii83−iii94. doi:10.1136/
tc.2005.013516 15/suppl_3/iii83 [pii].

Hyland, A., Li, Q., Bauer, J. E., Giovino, G. A., Steger, C., & Cummings, K. M. (2004).
Predictors of cessation in a cohort of current and former smokers followed over
13 years. Nicotine & Tobacco Research, 6(Suppl 3), S363−S369.

Jenkins, C. N., McPhee, S. J., Le, A., Pham, G. Q., Ha, N. T., & Stewart, S. (1997). The
effectiveness of a media-led intervention to reduce smoking among Vietnamese-
American men. American Journal of Public Health, 87(6), 1031−1034.

Kagawa-Singer, M., & Blackhall, L. J. (2001). Negotiating cross-cultural issues at the end
of life: “You got to go where he lives”. JAMA, 286(23), 2993−3001 jel10001 [pii].

Kim, S. S. (2008). Predictors of short-term smoking cessation among Korean
American men. Public Health Nursing, 25(6), 516−525. doi:10.1111/j.1525-
1446.2008.00738.x PHN738 [pii].

Kim, S. S., Ziedonis, D., & Chen, K. W. (2007). Tobacco use and dependence in Asian
Americans: A review of the literature. Nicotine & Tobacco Research, 9(2), 169−184.

Koshy, P., Mackenzie, M., Tappin, D., & Bauld, L. (2010). Smoking cessation during
pregnancy: The influence of partners, family and friends on quitters and non-
quitters. Health & Social Care in the Community, 18(5), 500−510. doi:10.1111/
j.1365-2524.2010.00926.x HSC926 [pii].

Lai, K. Q., McPhee, S. J., Jenkins, C. N., & Wong, C. (2000). Applying the Quit & Win
contest model in the Vietnamese community in Santa Clara county. Tobacco Control,
9(Suppl 2), II56−II59.

Lauderdale, D. S., & Kestenbaum, B. (2000). Asian American ethnic identification by
surname. Population Research and Policy Review, 19(3), 283−300.

Leahy, K. (2001). Multicollinearity: When the solution is the problem? In O. Parr Rud
(Ed.), Data Mining Cookbook (pp. 106−108). New York: John Wiley & Sons, Inc.

Leatherdale, S. T., & Shields, M. (2009). Smoking cessation: Intentions, attempts and
techniques. Health Reports, 20(3), 1−8.

Liao, Y., Tsoh, J. Y., Chen, R., Foo, M. A., Garvin, C. C., Grigg-Saito, D., et al. (2010). Decreases
in smoking prevalence in Asian communities served by the Racial and Ethnic
Approaches to Community Health (REACH) project. American Journal of Public Health,
100(5), 853−860. doi:10.2105/AJPH.2009.176834 AJPH.2009.176834 [pii].

Ma, G. X., Shive, S. E., Tan, Y., Toubbeh, J. I., Fang, C. Y., & Edwards, R. L. (2005). Tobacco
use, secondhand smoke exposure and their related knowledge, attitudes and
behaviors among Asian Americans. Addictive Behaviors, 30(4), 725−740.

Ma, G. X., Tan, Y., Toubbeh, J., & Su, X. (2003). Differences in stages of change of smoking
behavior among current smokers of four Asian American subgroups. Addictive
Behaviors, 28(8), 1431−1439.

McPhee, S. J. (2002). Caring for a 70-year-old Vietnamese woman. JAMA, 287(4),
495−504 jxr10006 [pii].

McPhee, S. J., Jenkins, C. N. H., Wong, C., Fordham, D., Lai, K. Q., Bird, J. A., et al. (1995).
Smoking cessation intervention among Vietnamese Americans: A controlled trial.
Tobacco Control, 4(Suppl 1), S16−S24.

Messer,K., Pierce, J. P., Zhu, S.H.,Hartman,A.M.,Al-Delaimy,W.K., Trinidad,D.R., etal. (2007).
TheCalifornia TobaccoControl Program's effect onadult smokers: (1) Smoking cessation.
Tobacco Control, 16(2), 85−90. doi:10.1136/tc.2006.016873 16/2/85 [pii].
Myung, S. K., McDonnell, D. D., Kazinets, G., Seo, H. G., & Moskowitz, J. M. (2010).
Relationships between household smoking restrictions and intention to quit
smoking among Korean American male smokers in California. Journal of Korean
Medical Science, 25(2), 245−250. doi:10.3346/jkms.2010.25.2.245

Nilchaikovit, T., Hill, J. M., & Holland, J. C. (1993). The effects of culture on illness
behavior and medical care. Asian and American differences. General Hospital
Psychiatry, 15(1), 41−50.

Patten, C. A., Petersen, L. R., Hughes, C. A., Ebbert, J. O., Morgenthaler Bonnema, S.,
Brockman, T. A., et al. (2009). Feasibility of a telephone-based intervention for
support persons to help smokers quit: A pilot study. Nicotine & Tobacco Research, 11
(4), 427−432. doi:10.1093/ntr/ntp029 ntp029 [pii].

Prochaska, J. O., & Velicer, W. F. (1997). The transtheoretical model of health behavior
change. American Journal of Health Promotion, 12(1), 38−48.

Ranney, L., Melvin, C., Lux, L., McClain, E., & Lohr, K. N. (2006). Systematic review: Smoking
cessation intervention strategies for adults and adults in special populations. Annals of
Internal Medicine, 145(11), 845−856. doi: 0000605-200612050-00142 [pii].

Shoham, V., Rohrbaugh, M. J., Trost, S. E., & Muramoto, M. (2006). A family consultation
intervention for health-compromised smokers. Journal of Substance Abuse Treatment, 31
(4), 395−402. doi:10.1016/j.jsat.2006.05.012 S0740-5472(06)00155-3 [pii].

Smith, K. P., & Christakis, N. A. (2008). Social networks and health [review]. The Annual
Review of Sociology, 34, 402−429.

Spigner, C., Yip, M. P., Huang, B., & Tu, S. P. (2007). Chinese and Vietnamese adult male
smokers' perspectives regarding facilitators of tobacco cessation behavior. Asian
Pacific Journal of Cancer Prevention, 8(3), 429−435.

Sun, H. Q., Guo, S., Chen, D. F., Jiang, Z. N., Liu, Y., Di, X. L., et al. (2009). Family support
and employment as predictors of smoking cessation success: A randomized,
double-blind, placebo-controlled trial of nicotine sublingual tablets in Chinese
smokers. The American Journal of Drug and Alcohol Abuse, 35(3), 183−188. doi:
10.1080/00952990902839794 911585940 [pii].

Swallen, K. C., Glaser, S. L., Stewart, S. L., West, D. W., Jenkins, C. N., & McPhee, S. J.
(1998). Accuracy of racial classification of Vietnamese patients in a population-
based cancer registry. Ethnicity & Disease, 8(2), 218−227.

Tang, H., Shimizu, R., & Chen, M. S., Jr. (2005). English language proficiency and smoking
prevalence among California's Asian Americans. Cancer, 104(12 Suppl), 2982−2988.

Taylor, V. M., Nguyen, T. T., Hoai Do, H., Li, L., & Yasui, Y. (2009). Lessons learned from
the application of a Vietnamese surname list for survey research. Journal of
Immigrant and Minority Health. doi:10.1007/s10903-009-9296-x

Thyrian, J. R., Panagiotakos, D. B., Polychronopoulos, E., West, R., Zatonski, W., & John, U.
(2008). The relationship between smokers' motivation to quit and intensity of
tobacco control at the population level: A comparison of five European countries.
BMC Public Health, 8, 2. doi: 10.1186/1471-2458-8-2 [pii].

Tong, E. K., Gildengorin, G., Nguyen, T., Tsoh, J., Modayil, M., Wong, C., et al. (2010). Smoking
prevalence and factors associated with smoking status among Vietnamese in California.
Nicotine & Tobacco Research, 12(6), 613−621. doi:10.1093/ntr/ntq056 ntq056 [pii].

U.S. Census Bureau (2007). The American Community — Asians: 2004. Washington, DC:
U.S. Government Printing Office.

U.S. Department of Health and Human Services (2008). The 2007 HHS poverty
guidelines: One version of the U.S. Federal Poverty Measure. Retrieved from http://
aspe.hhs.gov/POVERTY/07poverty.shtml

Velicer, W. F., Fava, J. L., Prochaska, J. O., Abrams, D. B., Emmons, K. M., & Pierce, J. P.
(1995). Distribution of smokers by stage in three representative samples.
Preventive Medicine, 24(4), 401−411.

Velicer, W. F., Prochaska, J. O., & Redding, C. A. (2006). Tailored communications for smoking
cessation: Past successes and future directions. Drug and Alcohol Review, 25(1), 49−57.

Wiecha, J., Lee, V., & Hodgkins, J. (1998). Patterns of smoking, risk factors for smoking,
and smoking cessation among Vietnamese men in Massachusetts (United States).
Tobacco Control, 7, 27−34.

World Health Organization (2008). WHO Report on the Global Tobacco Epidemic, 2008.
Geneva: World Health Organization.

Wu, D. L., Ma, G. X., Zhou, K. T., Zhou, D. L., Liu, A. D., & Poon, A. N. (2009). The effect of a
culturally tailored smoking cessation for Chinese American smokers. Nicotine &
Tobacco Research, 11(12), 1448−1457. doi:10.1093/ntr/ntp159

Zhu, S. H., Anderson, C. M., Johnson, C. E., Tedeschi, G., & Roeseler, A. (2000). A
centralised telephone service for tobacco cessation: The California experience.
Tobacco Control, 9(Suppl 2), II48−II55.

http://dx.doi.org/10.1146/annurev.publhealth.012809.103604
http://dx.doi.org/10.1016/j.pec.2009.07.005
http://dx.doi.org/10.1136/tc.2005.013516
http://dx.doi.org/10.1136/tc.2005.013516
http://dx.doi.org/10.1111/j.15252008.00738.x
http://dx.doi.org/10.1111/j.15252008.00738.x
http://dx.doi.org/10.1111/j.13652010.00926.x
http://dx.doi.org/10.1111/j.13652010.00926.x
http://dx.doi.org/10.2105/AJPH.2009.176834
http://dx.doi.org/10.1136/tc.2006.016873
http://dx.doi.org/10.3346/jkms.2010.25.2.245
http://dx.doi.org/10.1093/ntr/ntp029
http://dx.doi.org/10.1016/j.jsat.2006.05.012
http://dx.doi.org/10.1080/00952990902839794
http://dx.doi.org/10.1007/s10903-9296
http://dx.doi.org/10.1093/ntr/ntq056
http://aspe.hhs.gov/POVERTY/07poverty.shtml
http://aspe.hhs.gov/POVERTY/07poverty.shtml
http://dx.doi.org/10.1093/ntr/ntp159

	Individual and family factors associated with intention to quit among male Vietnamese American smokers: Implications for intervention development
	Introduction
	Methods
	Data source description
	Sample selection
	Dependent variable
	Independent variables
	Individual factors
	Family factors

	Statistical analyses

	Results
	Sample characteristics
	Intention to quit smoking
	Correlates of intention to quit

	Discussion
	Individual correlates of quit intention
	Family correlates of quit intention
	Intervention framework and strategies at individual and family levels to reduce smoking prevalence among Vietnamese male smokers
	Limitations

	Conclusions
	Role of Funding Sources
	Contributors
	Conflict of Interest
	Acknowledgments
	References


