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ABSTRACT
Cigarette smoking is a critical issue in caring for patients of chronic kidney disease 
(CKD). However, there is no routine care program designed for combining both 
smoking cessation and CKD care. 

The process of our quality improvement (QI) collaboration used data under 
our routine payment-for-performance for pre-end-stage renal disease (P4P Pre-
ESRD) in Taichung Veterans General hospital from 2020 to 2022. We share 
our experience with a QI project that integrates the Ottawa model for smoking 
cessation (OMSC) with the Pre-ESRD care program as part of routine CKD care. 
The electronic health information systems were improved to reduce workload 
of medical staff. The number was more for both qualified CKD educators and 
nephrologists for smoking cessation.

The access and availability for smoking cessation were immediate and convenient 
for patients. Specifically, all the actions were performed by CKD educators, with 
nephrologists overseeing the process in routine care. By combining OMSC with 
the Pre-ESRD program, we were able to provide smokers with satisfactory access 
and availability to smoking cessation services within our healthcare facility. The 
smoker cases found were more in number (206 in 2020, 344 in 2021, and 421 in 
2022). Before the integrated OSTC-Pre-ESRD program (in 2020), the proportion 
of smokers was 3.88%. After implementing the integrated program, smokers 
increased significantly on a yearly basis (9.69% in 2021 and 9.82% in 2022). 
Finally, case numbers of on-site smoking cessations increased significantly after 
implementing the integrated system (0 in 2020, 17 in 2021, and 20 in 2022). All 
CKD patients for smoking cessation were also more (8 in 2020, 46 in 2021, and 
38 in 2022).

After implementing the QI program, focusing on the integrated OMSC-Pre-
ESRD program, we found more smokers undergoing smoking cessation. This QI 
program highlighted the importance of better access and availability for smoking 
cessation.
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INTRODUCTION
According to the World Health Organization, the tobacco epidemic is one of the 
biggest public health threats worldwide. It causes the death of more than 8 million 
people every year. In 2020, over 20% of the global population used tobacco. 
Smoking is widely recognized as being associated with cardiovascular diseases, 
cancer, and chronic kidney disease (CKD)1. Smoking even a small number of 
cigarettes per day, up to 10 over a lifetime, increases the risk of death compared 
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to never smokers2. However, quitting smoking can 
provide substantial benefits for individuals who 
smoke. 

Smoking is believed to be associated with the 
development of CKD3,4. In a recent meta-analysis 
comprising 15 prospective cohort studies and 
including 65064 incident CKD cases, there is 
substantial evidence supporting cigarette smoking 
as an independent risk factor for incident CKD5. 
This evidence suggests a causal effect6,7. Therefore, 
smoking cessation can reduce proteinuria and the 
incidence of end-stage renal disease (ESRD)8-10. 
Despite the existing evidence, there is currently no 
specific guideline available for smoking cessation in 
CKD patients11. The methods for quitting smoking 
during standard CKD care are poorly studied, and 
most protocols are based on extrapolated evidence 
from the general population.

The Ottawa Model for Smoking Cessation (OMSC) 
is a well-known approach to quitting smoking12. It is a 
quality improvement program for smoking cessation 
based in Ontario. The OMSC utilizes an evidence-
based approach that can be implemented in busy 
primary care practices, thereby improving the chances 
of successfully quitting smoking. Notable features of 
this program include a partnership with a smoker’s 
helpline, support from electronic medical records, 
motivation strategies for patients who are not yet 
ready to quit, and the OMSC Primary Care Quality 
Improvement Plan Toolkit. The 3As model (ask, advise, 
and act) used in this program represents a practice 
change process and an evidence-based protocol 
for smoking cessation. The OMSC has been widely 
implemented for both inpatients13 and outpatients14, 
showing good long-term abstinence rates. However, 
it has not been specifically implemented for patients 
with CKD. In this study, we share our experience with 
a quality improvement (QI) project that integrates 
the OMSC with the Pre-ESRD care program as part 
of routine CKD care.

METHODS
Nationwide pay-for-performance (P4P) program 
is available for Pre-ESRD care
The prevalence of CKD exceeds 10%, representing 
a significant global health burden15. In Taiwan, the 
national prevalence of CKD is as high as 11.93%16 
with the incidence of ESRD ranking among the 

top three worldwide, and its prevalence being 
the highest in a study conducted a decade ago17. 
According to a recent study in 2021, Taiwan has 
the highest incidence of ESRD globally18. The cost 
of dialysis accounts for up to 8% of the national 
medical expenditure19. In Taiwan, a nationwide pay-
for-performance (P4P) program is available for Pre-
ESRD care education20. Since its inception in 2006, 
this program has provided a promising approach 
through value-based purchasing, incentivizing 
renal indicators to improve healthcare quality and 
disease prognosis for patients in CKD stages 3b to 
519,21. This multidisciplinary care program covers 
over 100000 patients with late-stage CKD, and the 
enrollment rate was more by almost 100% from 2010 
to 201822. Within the Pre-ESRD P4P care program, 
nephrologists and CKD educators are required to 
collect data on smoking status. The P4P Pre-ESRD 
care program has been shown to lower the risks of 
both dialysis initiation and death19,21 while improving 
patient outcomes, such as lower hemodialysis rates, 
fewer hospitalization events, and better overall 
survival23. Therefore, we conducted this study to 
examine the effect of smoking cessation within the 
Pre-ESRD P4P care program.

 
Features of Pre-ESRD P4P care program in 
Taichung Veterans General Hospital (TCVGH)
Our study was conducted at Taichung Veterans 
General Hospital (TCVGH), a medical center with 
1500 beds and approximately 5500 employees. 
TCVGH is renowned for providing safe and high-
quality medical services, equipped with advanced 
facilities and comprehensive training programs. 
It serves as a referral hospital in Taiwan, with the 
highest case-mix index reflecting the complexity 
and risk of diseases and the difficulty in treatment. 
Additionally, TCVGH has the largest number of CKD 
cases enrolled in care programs across the nation, 
including both early CKD and Pre-ESRD cases. For 
instance, in 2018 alone, more than 10000 patients 
were enrolled in our care system. Cumulatively, 
over 13000 patients with CKD have been enrolled 
in our care system to date. In this study, our focus 
was on smoking cessation within the Pre-ESRD P4P 
care program specifically targeting patients with 
estimated glomerular filtration rate (eGFR) below 
45 mL/min/1.732m2.
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Quality improvement (QI) study for smoking 
cessation in Pre-ESRD patients in TCVGH from 
2020 to 2022
We present the comprehensive process of our quality 
improvement (QI) collaborative efforts, specifically 
focusing on smoking cessation data collected from 
CKD patients from 2020 to 2022. We describe the 
steps involved in implementing and assessing the 
outcomes of our QI initiative, including the number 
of smoking cessation cases and the involvement of 
qualified educators and nephrologists. Our efforts in 
smoking cessation reform began within our institute 
in 2020 as part of a broader QI initiative targeting 
patients with various chronic diseases such as chronic 
obstructive pulmonary disease, diabetes mellitus, 
congestive heart failure, coronary artery disease, and 
CKD. Data collection took place over a period of three 
consecutive years, from 2020 to 2022, with the QI 
projection specifically centered around CKD patients 
starting in 2021. To enhance our smoking cessation 
efforts, we integrated the Ottawa model for smoking 
cessation (OMSC) into our existing Pre-ESRD P4P 
care program and evaluated the outcomes, including 
the number of smoking cessation cases and the 
involvement of qualified educators and nephrologists.

 
Enlisting a core change team
The core change team for this QI project was 
established in 2020, led by the hospital superintendent 
and the executive secretary, who is a physician. The 

core team for smoking cessation within our institute 
included representatives from various departments, 
including internal medicine, family medicine, surgery, 
pharmacology, nursing, medical affairs and planning, 
and laboratory medicine. The primary objective of 
this core team was to actively promote and facilitate 
smoking cessation among patients within our institute.

Stakeholder mapping
We created a stakeholder map (Figure 1) to identify 
key participants in our QI project. The QI project 
in this study shares similarities with our previously 
published study on patient support groups24. The 
target population consisted of patients already 
enrolled in our Pre-ESRD P4P care program at the 
outpatient department of nephrology. Stakeholders 
were categorized into different groups, including 
doctors, patients, caregivers, and hospital leaders, 
and their inter-group relationships were outlined. 
The central focus of this stakeholder map was the 
quality element of the project. The chairperson of 
the team was the hospital superintendent, and the 
leader was the chief of nephrology. Specialists from 
the Quality Management department and other 
secondary executives served as technical experts who 
were well-versed in the smoking cessation process. 
Team members were selected from various areas 
of the healthcare system, with doctors, educators, 
and patients/caregivers playing pivotal roles in the 
project.

Figure 1. Stakeholder map for smoking cessation in pre-ESRD group in 2020. The quality of smoking cessation 
is shown at the center of the map, surrounded by various stakeholder groups

Pre-ESRD: pre-end-stage renal disease. 

https://doi.org/10.18332/tid/170626


Study Protocols
Tobacco Induced Diseases 

Tob. Induc. Dis. 2023;21(October):127
https://doi.org/10.18332/tid/170626

4

Action plans of QI for smoking cessation in 
patients with Pre-ESRD
The action plan following the PDSA (Plan, Do, Study, 
Act) cycle is summarized in Table 1. In 2021, our 
initial step involved screening the number of smoker 
patients currently enrolled in our Pre-ESRD P4P care 
program. The inclusion criteria for the Pre-ESRD P4P 
care program were patients in CKD stages 3b to 5. As 
part of the multidisciplinary care, a smoking status 
checkup was conducted. However, smoking cessation 
was not a mandatory requirement for participants in 
this care program. After implementing the smoking 
cessation quality improvement QI intervention, we 
began surveying the motivation for smoking cessation 
and identifying the major obstacles faced by patients. 
Based on feedback from current smokers in the Pre-
ESRD stage, patients expressed a strong desire to quit 
smoking. However, they did not feel the need to wait 
for education or a prescription before initiating their 
smoking cessation efforts. This finding highlighted the 
importance of promoting accessibility and availability 
of smoking cessation resources for these patients.

The QI program was subsequently initiated with 
the objective of enhancing access and availability 
of smoking cessation services. To achieve this, we 
encouraged our CKD educators to undergo training 
and certification in smoking cessation techniques. Our 
nephrologists also acquired the necessary skills and 
certification to provide smoking cessation support. 
Additionally, the concept of OTSC (Onsite Education 
and Prescription) was integrated into our regular daily 
Pre-ESRD care program. This approach eliminated 
the need for smokers with Pre-ESRD status to be 
referred to external educators or physicians located 
in separate buildings. Following the planning phase, 
we implemented the action plan from 2021 to 2022 
to assess the impact of our QI initiative on smoking 
cessation among these patients.

 
Improved access and availability for smoking 
cessation for patients with Pre-ESRD
The action plan was designed to enhance access and 
availability of smoking cessation services for patients 
with Pre-ESRD. To achieve this, we integrated 
the OTSC approach with the Pre-ESRD P4P care 
program, as illustrated in Figure 2. Within our regular 
Pre-ESRD care program, we included the assessment 
of patients’ smoking status as a standard procedure 

during their visits. This integration did not impose 
an additional burden on CKD education. In the 
nephrology outpatient clinic, nephrologists and CKD 
educators inquired about patients’ smoking habits 
and their motivations to quit smoking. For those 
lacking motivation, we continued to follow up and 
employed strategies to increase their motivation. If 
patients expressed a desire to quit smoking, our CKD 
educators provided on-site advice, assistance, and 
scheduled support. Nephrologists were also able to 
prescribe medication for smoking cessation during the 
outpatient visit. Importantly, this entire process took 
place within the same healthcare facility, eliminating 
the need for patients to seek assistance elsewhere. As 
a result, access and availability for smoking cessation 
services were immediate and convenient for these 
patients.

Table 1. The action plan of PDSA (plan, do, study 
and action) in 2021 for current smoker patients in our 
Pre-ESRD P4P care program

Plan Smoking cessation is vital for caring CKD patients. 
However, the case numbers of smoking cessation in 
our CKD care are always very limited. We initiated 
this qualify improvement program to increase case 
numbers of smoking cessation in patients with renal 
dysfunction. The identification of smoking patients is 
already done our regular Pre-ESRD P4P care program. 
However, patients cannot wait too long for smoking 
cessation even with motivation.   

Do We started this QI since 2021. We plan to integrate 
to OTSC into our regular Pre-ESRD care program. 
We encouraged our CKD care team members 
(nephrologists and educators) to be qualified for 
smoking cessation. We also created a dashboard to 
monitor the status. Smart and electronic medical 
record systems for prescription and follow-up were 
implemented for our nephrologists and educators. 

Study In our regular Pre-ESRD care system, the case 
numbers of Pre-ESRD were more. More educators and 
nephrologists were qualified for smoking cessation. As 
for smoking cessation, the case numbers of identified 
smoking also increased. More patients joined the 
OMSC-pre-ESRD care program. 

Action After this integrated OMSC-Pre-ESRD P4P care 
program, there is no need for referral in any process. 
This indeed improve the accessibility for smoking 
cessation in patients with renal dysfunction. 

Pre-ESRD P4P: pay-for-performance (P4P) program for Pre-end-stage renal disease 
care education. CKD: chronic kidney disease. QI: quality improvement. OMSC: Ottawa 
model for smoking cessation.
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Integrated Ottawa model for smoking cessation 
for patients of Pre-ESRD
We successfully integrated the OMSC into our 
standard Pre-ESRD P4P care program, as outlined in 
Table 2. The original OMSC framework involved the 
following components: ask, document, advise, refer, 
and act. In our implementation, these procedures 
were executed by various healthcare professionals, 
including triage nurses, exam room escorts, medical 
doctors, pharmacologists, and nurses. However, we 
streamlined and integrated all these actions into our 
regular Pre-ESRD care program. Our CKD educators 
and nephrologists took responsibility for conducting 

all the actions within the integrated OMSC-Pre-ESRD 
program. Specifically, all the actions were performed 
by our CKD educators, with nephrologists overseeing 
the process in our outpatient clinic. By combining 
the OMSC with the Pre-ESRD program, we were 
able to provide smokers with satisfactory access and 
availability to smoking cessation services within our 
healthcare facility.

Increasing access and availability to smokers by 
medical staff
In addition to enhancing access and availability 
of smoking cessation services for patients, we 

Figure 2. Integrated smoking cessation model in our regular pre-ESRD care program from 2020 to 2022

Pre-ESRD P4P: pay-for-performance (P4P) program for Pre-end-stage renal disease care education. CKD: chronic kidney disease.

Table 2. The 3As model (ask, advise, and act) for implementing the Ottawa model for smoking cessation 
(OMSC) in patients with ESRD (integrated OSMC into our regular Pre-ESRD P4P care program)

OTTAWA model Associated medical staff in 
OTTAWA models

Implementation in our 
Pre-ESRD care

Associated medical staff in 
our models

Ask and document smoking 
status

Triage nurse/exam room escort Integrated questionnaire and asking in 
our Pre-ESRD care program

Educator

Advise and refer Medical doctor and nurse 
practitioner

Both nephrologist and educators can 
initiate this program for smoking 
cessation

Nephrologists and educators

Act (quick plan visits and 
follow-up)

Nurse practitioner, 
pharmacologist, and registered 
nurse

Assistant and arrangement by our 
educators, prescription and follow-up 
from nephrologist. All integrated in our 
regular pre-ESRD care

Nephrologist and educators

Pre-ESRD P4P: pay-for-performance (P4P) program for Pre-end-stage renal disease care education.
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implemented improvements to our electronic health 
information system to support the integrated OTSC-
Pre-ESRD program. These enhancements proved 
beneficial, as CKD educators and nephrologists readily 
engaged in smoking cessation activities without 
experiencing an additional workload on top of their 
regular Pre-ESRD care duties. Supplementary file 
Figure S1 displays the smoking cessation dashboard, 
which allows us to screen and filter patients based 
on dates or outpatient clinics. This feature enables 
us to identify the smoking status of patients during 
their clinic visits and track their progress in smoking 
cessation. Moreover, Supplementary file Figure S2 
demonstrates how CKD educators can evaluate the 
smoking status of their patients within the CKD 
education system. These improvements in the 
electronic health information system played a vital role 
in bolstering the motivation of CKD educators and 
nephrologists to prioritize smoking cessation. With 
efficient access to patient information, all medical 
staff could provide effective care for smokers without 
incurring additional burdens.

DISCUSSION
Improving smoking cessation in patients with 
Pre-ESRD
The number of pre-ESRD cases showed an increase 
from 2020 to 2022 (3079 in 2020, 3550 in 2021 and 
4285 in 2022), both in terms of the cumulative count 
and the number of patients under active follow-up, 
who had not yet reached mortality or dialysis (Table 
3). Following the implementation of the integrated 
system, the number of qualified CKD educators 
were more (2 vs 0). In 2020, there were no qualified 
educators, but after 2021, there were two. Similarly, 

the number of qualified nephrologists for smoking 
cessation were also more (4 vs 1). In 2020, there was 
only one qualified nephrologist, but after 2021, there 
were four.

Furthermore, the number of smokers among 
Pre-ESRD patients also exhibited an upward trend. 
In 2020, there were 206 smokers (6.7%), which 
increased to 344 (9.7%) in 2021 and further to 421 
(9.8%) in 2022. The number of identified smokers 
among Pre-ESRD patients as well as the rate of 
identification increased. 

Prior to implementing the integrated OSTC-Pre-
ESRD program in 2020, the proportion of smoking 
cessation among Pre-ESRD patients was only 3.88% 
(n=3). However, after the implementation of the 
integrated program, the proportion of smoking 
cessation significantly increased on a yearly basis, 
reaching 13.4% (n=46) in 2021 and 9.0% (n=38) in  
2022 (Table 3).

In addition to the higher proportion of found 
smokers and smoking cessation, the number of 
on-site smoking cessations (OMSC-pre-ESRD 
program) also showed a substantial increase after the 
implementation of the integrated system. There were 
no recorded on-site smoking cessations in 2020, but 
this number rose to 17 (5.0%) in 2021 and further to 
20 (4.8%) in 2022. 

In this QI study, we discovered the significance 
of more motivation among both smokers and 
medical staff members, including CKD educators 
and nephrologists. To address this, we formed a 
core team to develop a stakeholder mapping and an 
action plan. The outcomes of our efforts included an 
increase in the number of qualified CKD educators 
and nephrologists dedicated to promoting smoking 

Table 3. Case numbers of our Pre-ESRD P4P program, patients with smoking, and qualified educator and 
nephrologist for smoking cessation in 2020, 2021 and 2022

Year Case numbers of 
Pre-ESRD P4P 

program

n

Case numbers of 
smoking

n (%)

All CKD 
patients for 

smoking 
cessation

n (%)

Patients join 
OMSC-Pre-ESRD 

program 
(on-site)
n (%)

Qualified educators 
for smoking 

cessation

(N=3)

Qualified 
nephrologists for 

smoking cessation

(N=13)

2020 3079 206 (6.69) 8 (3.88) 0 0 1

2021 3550 344 (9.69) 46 (13.37) 17 (4.94) 2 4

2022* 4285 421 (9.82) 38 (9.02) 20 (4.75) 2 4

*COVID-19 pandemic outbreak in Taiwan in 2022 and lacking enough medication of Champix. Pre-ESRD P4P: pay-for-performance (P4P) program for Pre-end-stage renal disease 
care education. CKD: chronic kidney disease.
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cessation for patients. We successfully integrated 
our electronic medical record systems with both 
the smoking cessation and Pre-ESRD care program, 
allowing for routine screening of patients under Pre-
ESRD care to determine their smoking status. The 
implementation of an on-site smoking cessation 
program greatly enhanced the access and availability 
of smoking cessation services. Despite challenges 
such as the COVID-19 pandemic and a shortage of 
Champix medication in 2022, the number of CKD 
patients significantly increased compared to the pre-
QI period of 2020. This study represents the first 
detailed examination of the QI process for smoking 
cessation in patients with Pre-ESRD.

The strength of this QI is the improved access and 
availability of smokers with CKD. Known factors 
associated with the success of smoking cessation 
are being young, female25, and low education or low 
socioeconomic status26,27. As for smoker-related factors, 
smoking service characteristics have an independent 
effect on the success of smoking cessation28. According 
to the ‘transtheoretical model’29,30, since smokers’ 
motivation to quit changes quickly, the waiting time 
needs to be kept as short as possible. A recent study31, 
reported that immediate smoking cessation support 
for smokers increases quit rates measured at 3 months 
later. Some studies are trying to find the best referral 
way to shorten waiting time and promote successful 
smoking cessation32,33. In our on-site program, there 
was no need to refer smokers to another location, as 
they could immediately begin smoking cessation on-
site. 

The unique features of our OMSC-Pre-ESRD care 
program are self-identification of smoking status 
and the compliance of follow-up. Since cigarette 
smoking is a risk factor for CKD development34,35, our 
nephrologists and CKD educators were required to 
screen the smoking status of these patients. 

Taiwan’s National Health Insurance is a universal 
and mandatory insurance system that has been in place 
since 1995. It is a single-payer system and currently 
provides coverage for over 99% of the population. 
In 2006, the insurance system implemented a P4P 
scheme that included indicators for Pre-ESRD care 
for patients in CKD stages 3b to 5. Our institute in 
Taiwan has the highest number of cases receiving 
Pre-ESRD P4P care, and based on our performance, 
we became the first institute in Taiwan to pass the 

national review exercise for kidney disease-specific 
care. As a result, we were invited to speak at the 
ISQua’s 37th International Conference in 2021, 
where we presented our experience with Pre-ESRD 
P4P care, including quality improvement in standard 
care, risk management, investigation of adverse 
events, and ensuring patient safety. With our well-
designed Pre-ESRD P4P care program, we seamlessly 
incorporated the OMSC into routine care. Our on-site, 
immediate, simple, and team-based smoking cessation 
model exemplifies the spirit of OMSC. We strongly 
recommend that institutes with robust chronic disease 
care programs consider adopting our integrated 
smoking cessation model.

Limitations 
There are several limitations to this study. Firstly, 
the proportion of smoker patients was low (<5%). 
This can be attributed to it being the first year of 
implementing the QI initiative during the COVID-19 
outbreak, along with a shortage of Champix supply 
in the second year. However, as the COVID-19 
situation improved significantly by the end of 
2022, we anticipate having more opportunities to 
promote smoking cessation for CKD patients in the 
future. Secondly, we did not have satisfactory data 
on rates. While the feedback from CKD educators 
and nephrologists was positive, and most patients 
reported shorter waiting times, we plan to collect and 
report data on satisfaction rates in the third or fourth 
year of the QI initiative. Thirdly, we lacked data on 
the success rate of smoking cessation. Although the 
increase in case numbers was significant compared 
to the period without the QI intervention, the overall 
patient numbers were still relatively low to draw 
statistically robust conclusions. We intend to calculate 
the success rate in the third or fourth year of the QI 
initiative. Lastly, it is important to note that this study 
is observational in nature, and the intervention was 
not conducted in a blinded manner.

CONCLUSIONS
After implementing this QI intervention with our 
integrated OMSC-Pre-ESRD program, a greater 
number of our smoker patients successfully 
quit smoking. This QI program emphasized the 
significance of improved access and availability for 
smoking cessation.

https://doi.org/10.18332/tid/170626


Study Protocols
Tobacco Induced Diseases 

Tob. Induc. Dis. 2023;21(October):127
https://doi.org/10.18332/tid/170626

8

REFERENCES
1.	 Taghizadeh N, Vonk JM, Boezen HM. Lifetime smoking 

history and cause-specific mortality in a cohort study with 
43 Years of follow-up. PLoS One. 2016;11(4):e0153310. 
doi:10.1371/journal.pone.0153310

2.	 Inoue-Choi M, Liao LM, Reyes-Guzman C, Hartge P, 
Caporaso N, Freedman ND. Association of long-term, 
low-intensity smoking with all-cause and cause-specific 
mortality in the National Institutes of Health-AARP diet 
and health study. JAMA Intern Med. 2017;177(1):87-95. 
doi:10.1001/jamainternmed.2016.7511

3.	 Pscheidt C, Nagel G, Zitt E, Kramar R, Concin H, Lhotta 
K. Sex- and time-dependent patterns in risk factors of 
end-stage renal disease: a large Austrian cohort with up to 
20 Years of follow-up. PLoS One. 2015;10(8):e0135052. 
doi:10.1371/journal.pone.0135052

4.	 Ryoo JH, Choi JM, Oh CM, Kim MG. The association 
between uric acid and chronic kidney disease in Korean 
men: a 4-year follow-up study. J Korean Med Sci. 
2013;28(6):855-860. doi:10.3346/jkms.2013.28.6.855

5.	 Xia J, Wang L, Ma Z, et al. Cigarette smoking and 
chronic kidney disease in the general population: a 
systematic review and meta-analysis of prospective cohort 
studies. Nephrol Dial Transplant. 2017;32(3):475-487. 
doi:10.1093/ndt/gfw452

6.	 Jones-Burton C, Seliger SL, Scherer RW, et al. Cigarette 
smoking and incident chronic kidney disease: a 
systematic review. Am J Nephrol. 2007;27(4):342-351. 
doi:10.1159/000103382

7.	 Noborisaka Y. Smoking and chronic kidney disease in 
healthy populations. Nephrourol Mon. 2013;5(1):655-
667. doi:10.5812/numonthly.3527

8.	 Chuahirun T, Simoni J, Hudson C, et al. Cigarette 
smoking exacerbates and its cessation ameliorates renal 
injury in type 2 diabetes. Am J Med Sci. 2004;327(2):57-
67. doi:10.1097/00000441-200402000-00001

9.	 Raymond CB, Naylor HK. Smoking cessation in patients 
with chronic kidney disease. CANNT J. 2010;20(4):24-
29; quiz 30-31.

10.	 Schiffl H, Lang SM, Fischer R. Stopping smoking slows 
accelerated progression of renal failure in primary renal 
disease. J Nephrol. 2002;15(3):270-274.

11.	 Verbiest M, Brakema E, van der Kleij R, et al. National 
guidelines for smoking cessation in primary care: a 
literature review and evidence analysis. NPJ Prim Care 
Respir Med. 2017;27(1):2. doi:10.1038/s41533-016-
0004-8

12.	 Tobacco Use and Dependence Guideline Panel. 
Treating tobacco use and dependence: 2008 update. 
US Department of Health and Human Services; 2008. 
Accessed May 25, 2023. https://www.ncbi.nlm.nih.gov/
books/NBK63952/

13.	 Papadakis S, Cole AG, Reid RD, et al. Increasing rates 
of tobacco treatment delivery in primary care practice: 
evaluation of the Ottawa Model for smoking cessation. 

Ann Fam Med. 2016;14(3):235-243. doi:10.1370/
afm.1909

14.	 Reid RD, Mullen KA, Slovinec D’Angelo ME, et al. 
Smoking cessation for hospitalized smokers: an evaluation 
of the “Ottawa Model”. Nicotine Tob Res. 2010;12(1):11-
18. doi:10.1093/ntr/ntp165

15.	 Hill NR, Fatoba ST, Oke JL, et al. Global prevalence of 
Chronic Kidney Disease - a systematic review and meta-
analysis. PLoS One. 2016;11(7):e0158765. doi:10.1371/
journal.pone.0158765

16.	 Wen CP, Cheng TY, Tsai MK, et al. All-cause mortality 
attributable to chronic kidney disease: a prospective 
cohort study based on 462 293 adults in Taiwan. Lancet. 
2008;371(9631):2173-2182. doi:10.1016/S0140-
6736(08)60952-6

17.	 Levey AS, Coresh J. Chronic kidney disease. Lancet. 
2012;379(9811):165-180. doi:10.1016/S0140-
6736(11)60178-5

18.	 Jankowski J, Floege J, Fliser D, Böhm M, Marx N. 
Cardiovascular disease in Chronic Kidney Disease: 
pathophysiological insights and therapeutic options. 
Circulation. 2021;143(11):1157-1172. doi:10.1161/
CIRCULATIONAHA.120.050686

19.	 Hsieh HM, Lin MY, Chiu YW, et al. Economic evaluation 
of a pre-ESRD pay-for-performance programme in 
advanced chronic kidney disease patients. Nephrol Dial 
Transplant. 2017;32(7):1184-1194. doi:10.1093/ndt/
gfw372

20.	 Hu HY, Jian FX, Lai YJ, Yen YF, Huang N, Hwang SJ. 
Patient and provider factors associated with enrolment 
in the pre-end-stage renal disease pay-for-performance 
programme in Taiwan: a cross-sectional study. BMJ Open. 
2019;9(9):e031354. doi:10.1136/bmjopen-2019-031354

21.	 Lin MY, Cheng LJ, Chiu YW, et al. Effect of national 
pre-ESRD care program on expenditures and mortality 
in incident dialysis patients: A population-based study. 
PLoS One. 2018;13(6):e0198387. doi:10.1371/journal.
pone.0198387

22.	 Lin MY, Chang MY, Wu PY, et al. Multidisciplinary care 
program in pre-end-stage kidney disease from 2010 to 
2018 in Taiwan. J Formos Med Assoc. 2022;121 Suppl 
1:S64-S72. doi:10.1016/j.jfma.2021.12.008

23.	 Chou CL, Chung CH, Chiu HW, et al. Association of 
pre-ESRD care education with patient outcomes in a 
10-year longitudinal study of patients with CKD stages 
3-5 in Taiwan. Sci Rep. 2021;11(1):22602. doi:10.1038/
s41598-021-01860-9

24.	 Wu CL, Liou CH, Liu SA, et al. Quality improvement 
initiatives in reforming patient support groups-three-
year outcomes. Int J Environ Res Public Health. 
2020;17(19):7155. doi:10.3390/ijerph17197155

25.	 Iliceto P, Fino E, Pasquariello S, D’Angelo Di Paola ME, 
Enea D. Predictors of success in smoking cessation among 
Italian adults motivated to quit. J Subst Abuse Treat. 
2013;44(5):534-540. doi:10.1016/j.jsat.2012.12.004

https://doi.org/10.18332/tid/170626
http://doi.org/10.1371/journal.pone.0153310
http://doi.org/10.1001/jamainternmed.2016.7511
http://doi.org/10.1371/journal.pone.0135052
http://doi.org/10.3346/jkms.2013.28.6.855
http://doi.org/10.1093/ndt/gfw452
http://doi.org/10.1159/000103382
http://doi.org/10.5812/numonthly.3527
http://doi.org/10.1097/00000441-200402000-00001
http://doi.org/10.1038/s41533-016-0004-8
http://doi.org/10.1038/s41533-016-0004-8
https://www.ncbi.nlm.nih.gov/books/NBK63952/
https://www.ncbi.nlm.nih.gov/books/NBK63952/
http://doi.org/10.1370/afm.1909
http://doi.org/10.1370/afm.1909
http://doi.org/10.1093/ntr/ntp165
http://doi.org/10.1371/journal.pone.0158765
http://doi.org/10.1371/journal.pone.0158765
http://doi.org/10.1016/S0140-6736(08)60952-6
http://doi.org/10.1016/S0140-6736(08)60952-6
http://doi.org/10.1016/S0140-6736(11)60178-5
http://doi.org/10.1016/S0140-6736(11)60178-5
http://doi.org/10.1161/CIRCULATIONAHA.120.050686
http://doi.org/10.1161/CIRCULATIONAHA.120.050686
http://doi.org/10.1093/ndt/gfw372
http://doi.org/10.1093/ndt/gfw372
http://doi.org/10.1136/bmjopen-2019-031354
http://doi.org/10.1371/journal.pone.0198387
http://doi.org/10.1371/journal.pone.0198387
http://doi.org/10.1016/j.jfma.2021.12.008
http://doi.org/10.1038/s41598-021-01860-9
http://doi.org/10.1038/s41598-021-01860-9
http://doi.org/10.3390/ijerph17197155
http://doi.org/10.1016/j.jsat.2012.12.004


Study Protocols
Tobacco Induced Diseases 

Tob. Induc. Dis. 2023;21(October):127
https://doi.org/10.18332/tid/170626

9

26.	 Goren A, Annunziata K, Schnoll RA, Suaya JA. Smoking 
cessation and attempted cessation among adults in 
the United States. PLoS One. 2014;9(3):e93014. 
doi:10.1371/journal.pone.0093014

27.	 Barbeau EM, Krieger N, Soobader MJ. Working class 
matters: socioeconomic disadvantage, race/ethnicity, 
gender, and smoking in NHIS 2000. Am J Public Health. 
2004;94(2):269-278. doi:10.2105/ajph.94.2.269

28.	 Di Pucchio A, Pizzi E, Carosi G, et al. National survey 
of the smoking cessation services in Italy. Int J Environ 
Res Public Health. 2009;6(3):915-926. doi:10.3390/
ijerph6030915

29.	 Prochaska JO, Velicer WF. The transtheoretical model 
of health behavior change. Am J Health Promot. 
1997;12(1):38-48. doi:10.4278/0890-1171-12.1.38

30.	 Woody D, DeCristofaro C, Carlton BG. Smoking cessation 
readiness: are your patients ready to quit? J Am Acad 
Nurse Pract. 2008;20(8):407-414. doi:10.1111/j.1745-
7599.2008.00344.x

31.	 Buttery SC, Williams P, Mweseli R, et al. Immediate 
smoking cessation support versus usual care in smokers 
attending a targeted lung health check: the QuLIT trial. 
BMJ Open Respir Res. 2022;9(1):e001030. doi:10.1136/
bmjresp-2021-001030

32.	 Zijlstra DN, Muris JWM, Bolman C, Elling JM, Knapen 
VERA, de Vries H. A referral aid for smoking cessation 
interventions in primary care: study protocol for a 
randomized controlled trial. Prim Health Care Res Dev. 
2021;22:e22. doi:10.1017/S1463423621000244

33.	 Davis JM, Thomas LC, Dirkes JE, Datta SK, Dennis 
PA. Comparison of referral methods into a smoking 
cessation program. J Comp Eff Res. 2020;9(11):807-815. 
doi:10.2217/cer-2020-0004

34.	 Yamagata K, Ishida K, Sairenchi T, et al. Risk factors for 
chronic kidney disease in a community-based population: 
a 10-year follow-up study. Kidney Int. 2007;71(2):159-
166. doi:10.1038/sj.ki.5002017

35.	 Bleyer AJ, Shemanski LR, Burke GL, Hansen KJ, Appel 
RG. Tobacco, hypertension, and vascular disease: risk 
factors for renal functional decline in an older population. 
Kidney Int. 2000;57(5):2072-2079. doi:10.1046/j.1523-
1755.2000.00056.x

CONFLICTS OF INTEREST 
The authors have completed and submitted the ICMJE Form for 
Disclosure of Potential Conflicts of Interest and none was reported.

FUNDING
There was no source of funding for this research.  

ETHICAL APPROVAL AND INFORMED CONSENT
Ethical approval was obtained from the Ethics Committee of Taichung 
Veterans General Hospital (Approval number: CE20237A; Date: 4 July 
2020). Participants provided informed consent.

DATA AVAILABILITY
The data supporting this research cannot be made available for privacy 
or other reasons.

AUTHORS’ CONTRIBUTIONS
SFT, TML, SCH, MJW and CHC: study design. SFT, TML, SCH and CHC: 
data acquisition, and analysis. SFT and CHC: data interpretation. 
SFT: manuscript draft. All authors approved the final version of the 
manuscript. 

PROVENANCE AND PEER REVIEW
Not commissioned; externally peer reviewed.

https://doi.org/10.18332/tid/170626
http://doi.org/10.1371/journal.pone.0093014
http://doi.org/10.2105/ajph.94.2.269
http://doi.org/10.3390/ijerph6030915
http://doi.org/10.3390/ijerph6030915
http://doi.org/10.4278/0890-1171-12.1.38
http://doi.org/10.1111/j.1745-7599.2008.00344.x
http://doi.org/10.1111/j.1745-7599.2008.00344.x
http://doi.org/10.1136/bmjresp-2021-001030
http://doi.org/10.1136/bmjresp-2021-001030
http://doi.org/10.1017/S1463423621000244
http://doi.org/10.2217/cer-2020-0004
http://doi.org/10.1038/sj.ki.5002017
http://doi.org/10.1046/j.1523-1755.2000.00056.x
http://doi.org/10.1046/j.1523-1755.2000.00056.x

