S1 Text. Research protocol

Title: The Effectiveness of a Video-led Smoking Cessation Intervention in Helping
Male Smokers in Mainland China Whose Partner Got Pregnant to Quit: A
Randomized Controlled Trial

S. 1. Background:

With a globally growing number of smokers, up to about half of men and one tenth of women are
becoming smokers and relatively few stopping [1, 2]. The global smoking report presents that most
of smokers live in middle- and low-income countries including China, where the availability of

smoking cessation service is scarce [3].

There is evidence that tobacco is responsible for even more deaths and diseases [3]. The
number of deaths attributed to tobacco use has reached 1.2 million per year, whereas the death toll
is expected to rise to 2 million annually by 2025 [4]. Smokers have two to three times mortality in
middle age among otherwise similar persons who had never smoked [3]. The smokers that still live
in middle age also have lost at least a decade of life time, because the tobacco is also the biggest
external cause of non-communicable disease [5]. According to the literature review, smoking has
been confirmed to be an important risk factor to coronary heart disease, chronic obstructive lung
disease, cancer, stroke, peptic ulcer, peripheral vascular disease, aortic aneurysm, osteoporosis, low
bone density, cataract, pneumonia, periodontitis, subclinical arteriosclerosis[6, 7]. In addition,
tobacco can also increase the incidence rate of cancer in lung, oral cavity, naso-, oro- and
hypopharynx, nasal cavity and accessory sinuses, larynx, oesophagus, stomach, pancreasm
colorectum, liver, kidney ureter, urinary bladder, uterine cervix and ovary, and myeloid leukemia,

among smokers [8-10].

However, the impact caused by tobacco is far more than that. For the male smokers at their
reproductive ages, who is preparing to have a baby, smoking may negatively influence their
reproductive capacity. Sufficient studies found that the quantity and duration of smoking, especially
the current smoking is positively associated with the risk of erectile dysfunction[11, 12]. The clinical
study provided strong indirect evidence that smoking may affect penile erection by the impairment
of endothelium dependent smooth muscle relaxation. The association of erectile dysfunction with
risk factors such as coronary artery disease and hypertension appears to be amplified by cigarette
smoking[13]. Besides, the quality and quantity of sperm of smokers were lower than that of non-
smokers. Even though, the mechanism is not clear, many research results has reported that smokers
had a significant decrease in the semen volume, and rapid progressive motility and sperm viability
[14, 15]. Moreover, smokers had a significant increase in the levels of immotile sperms and semen
leukocytes. Sperm motion parameters were all lower in the smokers [16]. Further, the percentage of
abnormal morphology sperm was significantly more than their non-smoker counterparts[17].

What’s worse, the sperm morphology was worse with increasing degree of smoking [14, 18]. All



stated above means that smoking may increase the risk of a higher risk of developing oligospermia,
asthenozoospermia and teratozoospermia for man in the reproductive years[15], which may lead to
the inefficiency of fertilization and even give birth to abnormal fetus. According to the official report,
more than half of males are smokers in mainland China [4]. In addition, half of them have been
smokers before 20 years old [16]. That means there are a large among of male smokers are under

the hazard of smoking.

Excepting for the impact on reproductive male smokers their own, Secondhand Smoking
(SHS) exposure also has further and longer negative effects on their female partners and their babies
born in the future. A cross-countries study showed that median air nicotine concentration was 17
times higher in households with smokers compared with households without smokers. However, it
is widely admitted that there is no risk-free level of exposure to the SHS. The non-smoking
population is much more sensitive to the nicotine in the passive smoking than smokers [17, 18]. The
SHS may increase the risk of respiratory infections, ear problem, immediate adverse effects on
cardiovascular system, CHD, lung cancer and so on to adults [19]. For children, the passive smoking
takes children a higher chance to get severe asthma, slow lung growth. Hence, children and women
live with smokers may have a higher risk of premature death and disease [20]. Moreover, the harm
of SHS to the unborn fetus and newborn babies of male smokers is worse, even lethal. When
compared with non-smoking women with no SHS exposure, non-smoking women with SHS
exposure reported to have more proportion of spontaneous abortion, stillbirth, tubal ectopic
pregnancy, preterm birth, and high risk of very preterm birth increased with the duration of exposure
[21-23]. Plenty of research found that ETS exposure was also reported to be associated with an
increased risk of aplasia, in which low birth weight was reported mostly [24]. Besides, newborns
whose mothers were exposed to secondhand smoke showed significantly lower scores in the
habituation cluster and motor system cluster [25], as well as the delay of neurobehavioral
development regardless of socio-demographic, obstetric and pediatric factors [26]. Conclusionly,
smoking has direct and indirect negative effect to male smokers in reproductive ages themselves

and their family members. Therefor, finding solutions for this problem is extremely urgent.

So far, quitting smoking is the only proven efficient routine to essentially solve this probem.
Several studies consistently concluded that persons who began smoking in early adulthood but
stopped before 40 years of age avoid more than 90% of the excess risk during their next few decades
of life, as compared with those who continue to smoke, and even those who stop at 50 years of age
avoid more than half the excess risk [27-29]. What’s more, the exposure dose to pregnant women

and children has been proven to be partly associated with the negative impact above [30].

A global statistics review showed that there has been widespread cessation in many high-
income countries, however, quitting is uncommon for smokers in China [3]. Based on the official
statistic figures in 2010, about one third of people in China were current smokers, and the number
of young smokers is increasing [4]. While most current smokers (83.9%) report having no intention
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to quit smoking [31]. On average, between 60% and 70% of Chinese men continue to smoke into
middle age, which is different with the western countries. [32]. Another reports in 2005 and 2010,
respectively, indicated that about 74% and 84% of smokers did not want to quit or never thought
about quitting[33, 34]. Approximately 20% to 25% of smokers had attempted to quit at least once,
but about half relapsed [4]. Noteworthily, a global comparison report shows that the estimated age-
standardized prevalence of daily smoking among male smokers and female smokers in China is
located in the highest and lowest deciles around the world, respectively [35]. According to the global
statistic data, the secondhand smoking(SHS) exposure of non-smoking children and females is
ranged from 17.3% to 73.1% inside home[36-38]. In China, this average rate was around 60%, the
highest one has reached to 82.5% in large cities [4, 39, 40]. We can infer from the data above that a
large amount of men is smoking and a great number of women are suffering from the damage of
second hand smoking in China. Hence, finding out a solution to decrease the married reproductive

male smoking rate is extremely crucial.

Based on surveys conducted in China, excepting for the sociocultural factors favouring
smoking initiation, lack of awareness the hazards of smoking, and weak social support are mainly

responsible for the low rate of smoking cessation for male individuals in China [41, 42].

Overall awareness of the health hazards of tobacco has improved in the last 15 years in China,
but is still relatively poor [43].Yang and his colleagues found that over 80% of the males was aware
that smoking causes serious diseases but over half of these people can not identify what kinds of
disease can be caused by smoking. Less than two thirds of males were aware that secondhand smoke
can cause serious diseases. Besides them, only small part of people considered that secondhand
smoking can cause serious impact on children [43]. Even there were several patterns of propaganda
and education applied in China, the efficiency is not very satisfactory. Lacking of motivation was
the main explanation for the low smoking cessation rate. In China, parents’ high attention on the
children is general. Hence, emphasizing the health hazards of tobacco to male smokers and
secondhand smoking to their wives and baby born in the future shoule probabliy be a effective

motivation for reproductive male smokers in China.

Besides, belief in the ability to control the health effects of smoking is another barrier of
smoking cessation for Chinese male smokers on the individual level [44]. Self-efficacy is the belief
that one has the power to produce that effect by completing a given task or activity related to that
competency [45, 46]. Generally, quitting smoking is well recognized to positively associated with
the smoking cessation[47, 48]. It influence the smokers’ thought patterns and emotional reactions.
High self-efficacy helps create feelings of serenity in approaching difficult to quit smoking.
Converging evidence from diverse methodological and analytic strategies verifies that perceived
self-efficacy and personal goals enhance motivation and performance attainments[49]. When self-
efficacy belief and outcome expectation differ, the self-efficacy belief is more likely to determine
the behavior[50]. That means a high self-efficacy may indicate a high possibility to change to quit
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and a less chance of relapse for smokers [47]. Thus, enhance the self-efficacy of changing for male
smokers is a crucial steps to quitting smoking. Previous research found that, providing information
and knowledge related to how to change can improve the self-efficacy of behavior changing[51].
By understanding how to change and coping with the negative physical and psychological reactions,
the smokers will be more confident to the smoking cessation. Besides, social support, especially the
family support, can also enhance the smokers’ self-efficacy related to smoking cessation [52, 53].
By maintaining a positive regard and provide psychological decompression for the smoker,
supportive family may motivates the smoker for quitting smoking[54]. Hence, improving the
information and communication to increase the knowledge of the adverse impact of smoking on the
smokers, family members and their baby born in the future to male smokers and their family
members especially their wives, is an important way to enhance their motivation to quit smoking.
Future smoking control initiatives that target non-smoking women to influence male smoking
should take into account the women’s overarching need to maintain the status and harmony of their
families[55]. To sum up, useful information and family support can help to enhance the self-efficacy,

and further promote the behavior of quitting smoking for male smokers[56].

Different patterns of intervnetions, such as counselling, advertising, leaflets and so on have
been implemented, however the effect is not so well as we expected. Thus, a more efficient
intervention should be developed. As the high usage rate of smartphone, intervnetions implemented
by cellphone can be considered as a new approach. Watching video has been proven to be
significantly associated with prevalence abstinence [53]. Feedback from participants indicated that
the support provided by the video role models was important and appreciated. In a multiple
intervention medium, the text is fast and precise, but it's also impersonal and monotonous to
interpretation without tone; voice can express inflection and need less attention, but easy to miss
information; images can stimulate the visual power and improve the delights, however, it has limits
to delivery information. Video, combining with the advantage of text, image, and tones, will take
visual, auditory and reading stimulation to the brain, consequently, enhance the delivery and
memory of information for people. Hence video is an efficient intervention medium for smoking

cessation[57].

Cigarette can negatively influence the function of respiratory, urinary and other systems, as
well as increase the risk of different types of cancer. The secondhand smoking is harmful to their
family members. What’s worse, the impact of reproductive system will further damage their baby
born in the future. For Chinese people, the high prevalence and low quitting rate made this situation
much worse. In addition, as the cancel of one-child policy, lots of couples are planning to give birth
to baby in the future decades compared with the period the policy was valid. Hence, an intervention
should be urgent to be applied to help male whose partners got pregnant to quit or reduce the

cigarette smoking. Hence this study aims to

(1) Measure the smoking consume of male smokers whose partner got pregnant,

4



(2) Developing a media-led intervention to help these male smokers whose partner got

pregnant,

(3) To detect the effectiveness of the media-led intervention for the male smokers whose

partner got pregnant.
S. 2. Theoretical framework:

A risk communication approach guided by the theory of planned behavior (TPB) will be used in this
study. The TPB is a theory that links beliefs and behavior proposed by Icek Ajzen to improve on the
predictive power of the theory of reasoned action by including perceived behavioural control[58].
It has been applied to studies of the relations among beliefs, attitudes, behavioral intentions and
behaviors in various fields such as public relations, healthcare, as well as smoking cessation in resent

years[59].

The theory states that attitude toward behavior, subjective norms, and perceived behavioral
control, together shape an individual's behavioral intentions and behaviors. if people evaluate the
suggested behavior as positive (attitude), and if they think their significant others want them to
perform the behavior (subjective norm), this results in a higher intention (motivations) and they are
more likely to do so. A high correlation of attitudes and subjective norms to behavioral intention,

and subsequently to behavior, has been confirmed in many studies.

However, because of circumstantial limitations, behavioral intention does not always lead to
actual behavior. Namely, since behavioral intention cannot be the exclusive determinant of behavior
where an individual's control over the behavior is incomplete. Hence, perceived behavioral control
was induced. Perceived behavioral control, refers to the degree to which a person believes that they
control any given behavior (class notes). The theory of planned behavior suggests that people are
much more likely to intend to enact certain behaviors when they feel that they can enact them
successfully. Increased perceived behavioral control is a mix of two dimensions: self-efficacy and
controllability. Self-efficacy, which was proposed by Bandura in 1977 in the social cognitive theory,
refers to the level of difficulty that is required to perform the behavior, or one's belief in their own
ability to succeed in performing the behavior. Controllability refers to the outside factors, and one's
belief that they personally have control over the performance of the behavior, or if it is controlled
by externally, uncontrollable factors. If a person has high perceived behavioral control, then they

have an increased confidence that they are capable of performing the specific behavior successfully.

As show in the figure 1, a risk communicatoin approach will be used to deliever the hazard of
smoking to the health and unborn baby to participants to increase the attitude towards quitting and
subjective norm. Combining with the increasing of the two factors, the participants’ intention to quit

will enhance, and finally promt the participants to quit smoking.



Figure 1. The theoretical framework of smoking cessation based on the Heath Belief Model.
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S.3. Methodology
S.3.1. Phase 1: Video developing
S.3.1.1. Study Design

Before the intervention is implemented, a set of videos delivering the hazard of smoking will
be developed. In this phase, four 1-minutes video will be produced that presented the health effects
of smoking, especially emphasizing the importance of smoking cessation on the fetal and pregnancy.

These videos will be drafted and then framed by the research staff.
S.3.1.2. [Evaluation

To holding subjects’ interest, both static and dynamic pictures as well as short video clips will
be used. The visuals will match and synchronize with the content of the auditory presentation to
create coherent loss and gain. Auditory and visual materials will be produced professionally to
optimize their quality. Finally, these videos will be evaluated by 3 healthcare professionals in this

field before sending to the participants by smartphone stage by stage [57].
S.3.2. Phase 2: Pilot study

S.3.2.1. Study Design

Before the formal intervention is implemented, a pilot study will be applied to test the

feasibility and acceptability of the video-led intervention.
S.3.2.2. Sampling

Respectively 10 male smokers in Shenzhen who met the inclusion criteria for the study will
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be invited to participate in this study. The inclusion criteria are: the participants should be (1) male
resident aged 18 or above; (2) smoking at least one cigarette per day averagely during the past 3
months; (3) get married and partner has been pregnant; (4) able to communicate in Mandarin
(including reading Chinese); and (5) have a smartphone for intervention and follow-up. Smokers
who meet the above criteria but are currently involved in other smoking cessation programs and/or

mentally or physically unfit for communication will be excluded.
S.3.2.3 Measurement
S. 3.2.3.1. Demographics information sheet

The participants will be collected by using a self-designed demographics information
questionnaire. The content of the demographics information sheets will include the age, gender,
occupation, family income, education level, marriage status, the situation of child, the intend of

pregnancy, patterner of smoking status, medical history, and alcohol using.
S. 3.2.3.2. Smoking characteristics

The baseline of smoking characteristics of the participants will be collected through a
simplyfied questionnaire set which includes levels of daily cigarette consumption, history of past

quit attempts.
S. 3.2.3.3. Structured interview

A ten minutes structured intervention aims to obtain the feasibility and acceptability of these
videos will be applied to these participants. The interview will follow an outline about the evaluation

and understanding for the vedios. The outline of the interview has been list in the table 1.

Table 1. Outline of structured interview for the feasibility and acceptability of video
intervention.

1. Can you revieve the videos successfully or not? Please indicate the problems you faced
during the video receiving.

2. Can you watch the videos smoothly or not? Please indicate which part or the possible reason

that disturb you to watch the videos.

Can you understand the content of these videos or not? If not, please indicate it

Did you find any mistake in the video? Pealse indicate it/them.

Can you keep in watching the videos? Why or why not?

Do you think these videos are attractive or boring? Why?

N o g > w

Do you feel the image and of the videos are clear and visual confortable? If not, please
indicate the part that you think is not clear and makes you unconforatble.
8. Does the sound in the videos is clear? If not, please indicate it.

9. Do you think these video are helpful for you? Please indicate which aspects you think is it
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helpful.
10. Do you think the contents in the videos are acceptable? Why or why not?
11. Do you think the videos is helpful to quit smoking for you? why or why not?
12. Is there any part you think need to be deleted? Please indicate it.
13. Is there anything that you think can be added in these video?

S.3.2.4. Data collection procedures

A convenient sampling method will be used in the pilot study. These eligible subjects will be invited
to participate in the study after telling the purpose of this study. They will be given the option of
participating or refusing and will be told that their participation is voluntary without prejudice.
Written consent will be obtained from those subjects accepting to receive the interventions.

The subjects’ demographic information, smoking characteristics will assessed by the research
helpers. Then the ordered video will be sent to the participants through the smart-phone. After
watching the video, the participants will be invited to attend a ten minutes invterview, the interview

will be guided by research student and tape recorded.
S.3.2.5. Data analysis

The feedback comments will be transcribe into the computer and summarized. Then the videos

will be modified based on the result of pilot study.
S. 3.3. Phase 3: major study
S.3.3.1. Study design

A parallel three-armed cluster randomized controlled trial will be used in this study to explore
the efficient of a video-based intervention to the smoking cessation for male smokers preparing for

pregnancy.
S.3.3.2. Sampling

Male smokers, who met the inclusion criteria for the study in Shenzhen will be invited to participate.
The inclusion criteria are: the participants should be (1) male resident aged 18 or above; (2) smoking
at least one cigarette per day averagely during the past 1 months (exhaled CO verified); (3) get
married and partner has been pregnant (no deformity); (4) able to communicate in Mandarin
(including reading Chinese); and (5) have a smartphone for intervention and follow-up. Smokers
who meet the above criteria but are currently involved in other smoking cessation programs or the

pilot study and/or mentally or physically unfit for communication will be excluded.

Based on previous study conducted in Mainland China, the 6-month quit rate for the control group
was approximately 14.8%][60, 61]. According to previous RCT of text message intervention, the rate

ratio of quit rate for the intervention and control group was 2.18 (intervention group: 10.7%, control
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group: 4.9 %)[62]. To detect a significant difference of quit rate between intervention and control
groups with a power of 80 and 5 % significance level, 264 subjects per group will be needed.
Assuming an retention rate of 80% at the 6-month follow-up, the total sample size taking into

account in the recruitment session and attrition is 990.
S. 3.3.3. Measurements
S. 3.3.3.1. Demographics information sheet

The participants will be collected by using a self-designed demographics information questionnaire
which is the same with the one used in the pilot study. The content of the demographics information
sheets will include the age, gender, occupation, family income, education level, the number of child,

partners’ smoking status, medical history, and alcohol using.
S. 3.3.3.2. Smoking characteristics

The baseline of smoking characteristics will be collected through a structured questionnaire set. The
content of the structured questionnaire set will include the, levels of daily cigarette consumption,
history of past quit attempts, nicotine dependency assessed by the Fagerstrom Test of Nicotine

Dependence.
S.3.3.3.3. The Fagerstrom Test of Nicotine Dependence (FTND)

The FTND is a standard instrument for assessing the intensity of physical addiction to nicotine,
developed by Karl-Olov Fagerstrom and modified by Todd Heatherton [63, 64].The test was
designed to provide an ordinal measure of nicotine dependence related to cigarette smoking. It
contains six items that evaluate the quantity of cigarette consumption, the compulsion to use, and
dependence. In scoring the Fagerstrom Test for Nicotine Dependence, yes/no items are scored from
0 to 1 and multiple-choice items are scored from 0 to 3. The items are summed to yield a total score
of 0-10. The higher the total Fagerstrom score, the more intense is the patient's physical dependence

on nicotine.
S.3.3.3.4. Smoking Self-efficacy Questionnaire (SEQ-12)

Self-efficacy of participants against tobacco will be assessed by using by the SEQ-12. The SEQ-12
is categorized into two subscales, namely internal stimuli (6 items) and external stimuli (6 items),
with total possible scores ranging from 6 to 30 for both internal stimuli and external stimuli. Higher

scores of the SEQ-12 on both subscales indicate greater self-efficacy to refrain from smoking.

The psychometric properties of this scale have been empirically examined with the Cronbach's
alpha coefficients of 0.95 and 0.94 for internal stimuli and external stimuli, respectively, indicating
excellent internal consistency. The intraclass correlation coefficients were 0.95 and 0.93 for internal

stimuli and external stimuli, respectively, demonstrating excellent test-retest reliability[2].



S. 3.3.3.5. the Short Form 12 (SF-12) Health Survey

The short form 12 (SF-12) health survey has been extensively studied and used as a valid measure
of health-related quality of life in a variety of population groups, no systematic studies have
described the reliability of the measure in patients with behavioral conditions or serious mental

illness (SMI).
S.3.3.1. Interventions

S. 3.3.4.1. Smoking hazard videos+brief advice+Pamphlet

The videos which presented the health effects of smoking, especially emphasizing the importance
of smoking cessation on the fetal and pregnancy, will be sent through the smartphone to the
participants in the intervention group 1. Also the participants will receive a brief quit advice and

pamphlet material related to the smoking cessation at the baseline.

S. 3.3.4.2. Smoking hazard text-messageing+brief advice +Pamphlet

Text message with the same context with the video will be sent to the participants in the intervention
group 2. Also the participants will receive a brief quit advice and pamphlet material related to the

smoking cessation at the baseline.

S. 3.3.4.3. Brief advice+Pamphlet

Participants in the control group will be given a very brief, minimal and general smoking cessation
advice during the first assessment. A pamphlet showed the information related to the smoking

cessation will be allocated to them at the same time.

S. 3.3.4.5. Follow-up

All participants will be followed up at one week, one-month, three-month and six-month point by
telephone. And the 6-month point is also the end point of the follow up.

S.3.3.5. Validation of quitting

The level of exhaled carbon monoxide (CO) level will be used as the biomedical marker for

assessing the smoking cessation [65].

S. 3.3.6. Outcome assessments

S. 3.3.6.1. Primary outcome
The primary outcomes are self-reported 7-days point prevalence quit rate at 6-month. Subjects

reporting not smoking in the past 7-days at 6-month will be regarded as abstinence from smoking.
S. 3.3.6.2. Secondary outcome

1. Biomedical validated smoking abstinence: smoking abstinence will be defined as exhaled
carbon monoxide (CO) level < 4ppm

2. Smoking reduction: cigarette consumption reduced by at least 50% compared with the
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baseline at 6-month.

3. Level of readiness to quit smoking at 6 month
S. 3.3.7. Data collection procedures

Male smokers will be recruited in the Obstetrics and Gynecology clinics at tertiary public hospitals
in China when the males accompany with their parterners to have a body check. Invitation letter
will be sent to the public hospitals to participate in this study. After obtain the permission of these
hospitals. These eligible people were invited to participate in the study after telling the purpose of
this study. They will be given the option of participating or refusing and will be told that their
participation is voluntary without prejudice. Written consent will be obtained from those subjects

accepting to receive the interventions.

After the consent is obtained, the participant will be coded. By using a computer random
selection procedure from the code, the participants will be randomly allocated into three arms, which
are intervention group 1, intervention group 2 and control group. The subjects’ demographic
information, smoking characteristics, self-efficacy level, and exhaled carbon monoxide (CO) level
at the baseline will assessed by the research nurses. The biochemical validation will be done by a
staff member who has not delivered the intervention and conducted the telephone counselling

follow-up. Yet all subjects will not be blinded, because they will receive the behavioral intervention.

In the intervention group, the smokers will receive an intervention including video, brief
advice, and pamphlet. In the intervention group 2, the subjects will text message, brief advice and
pamphlet. For the participants in the control group, they will only receive a brief advice and
pamphlet materials at the baseline. The detail procedure of data collection is presented in the figure

2 below.
S.3.4. Data analysis

The IBM SPSS Statistics (SPSS: Version 20.0; SPSS Inc., Chicago, IL, USA) for windows will be
used for data analysis. A p-value <0.05 was considered as statistically significant. Descriptive
statistics will be used to calculate the frequency and percentage (categorical data) or the mean and
standard deviations (continuous data) of different demographic and social-economic characteristics.
The intention-to-treat (ITT) principle will be used for outcome comparison between groups.
Information missed at follow-up will be considered as non-quitters, non-reducers or do not use the
video if no records about watching full video set. Multiple imputation will be used to fill the missing
value of the demographic information at baseline. One-way ANOVA test or Mann- Whitney test and
chi-square test will be used to compare the differences of nicotine dependency, stage of readiness to
quit, and self-efficacy among three groups between baseline and 6-month follow-up for those who
continued smoking. Logistic multiple regression will be conducted to examine the association

between the intervention and the outcomes at 6-month follow-up. Subgroup analysis will be
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performed by the first time to be father, level of nicotine dependence, and readiness to quit at

baseline.
S. 3.5. Ethical Considerations

Ethics approval of the study will obtain from Institutional Review Board (IRB) of the
University of Hong Kong. The interventions have no physical impact on the subjects. If the
participants have any psychological uncomfortable, like depression or anxiety, professional
counselling will be provided to help them to decrease these reactions. And they can drop out this

study at any time.
S.4. Significance, Expected result and Implementation

The results of the study can verify the efficient of the video based smoking cessation
intervention for the male smokers preparing to pregnancy, and provide essential complementary
information on the baseline of self-efficacy about the smoking cessation for male smokers. Besides,
result of this study will provide the evidence that a smartphone video is an efficient media which

can improve the feasibility of smoking cessation intervention.

The findings from this study can provide information to the health professionals. Then they
can adjust the implementation and policy, and further develop appropriate intervention to take fully

advantage of family members to help the smokers to quit smoking more efficiently.
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Figure 2. The procedure of data collection
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S.5. Chronological outline of research plan

Time(month)
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(03/2017)
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