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Abstract 
Objectives: Smoking causes addiction with physical and psychosocial factors. This study aimed to reveal 

factors that affected the success rate and continuity of follow-up in people who presented to the smoking 

cessation polyclinic 

Materials and Methods: The study included 154 patients who presented to the smoking cessation polyclinic 

(SCP) of a training and research hospital between September 1st, 2018, and February 28th, 2019. Varenicline 

or nicotine replacement therapy (NRT) was given to eligible patients, along with cognitive behavioral therapy 

(CBT). The demographic characteristics, number of cigarettes smoked daily, number of outpatient visits, 

treatment received, Fagerström Test for Nicotine Dependence (FTND) results, and treatment success at the 

end of the third month and first year were examined retrospectively in all patients. 

Results: Among those who received pharmacotherapy, 33 (21.43%) received varenicline and 37 (24.02%) had 

NRT. As a result of the analysis, the smoking cessation rate in the entire group was 33.11% at the end of 3 

months and 20.78% at the end of 1 year. Three-quarters (75.76%) of patients using varenicline and 54.05% of 

patients using NRT quit smoking. Although the rate of quitting in patients using varenicline was higher than in 

those using NRT, it was not statistically significant (p=0.059). 

Conclusion: According to the results of this study, there was no significant difference between varenicline + 

CBT and NRT + CBT in smoking cessation. Male sex, receiving treatment, and regular follow-up visits are factors 

that increase the chances of success. 

Keywords: Cessation of treatment, smoking cessation, clinic visits, pharmacotherapy, addiction. 
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Introduction 

Tobacco use is one of the greatest public health threats to which humanity is exposed. Tobacco is implicated in 

chest diseases, cardiovascular diseases, more than 20 different types of cancer, and many other health 

problems, which cause the death of more than 8 million people in the world annually. The nicotine found in 

tobacco is highly addictive and there is no safe level of exposure. Smoking is the most common form of tobacco 

use worldwide.1 According to the Global Adult Tobacco Survey 2016 data, 19.2 million adults (31.6%) use 

tobacco products in Turkey and the frequency of use is 44.1% in men and 19.2% in women.2 

The Framework Convention on Tobacco Control, which is the first international agreement, was adopted and 

implemented by our country. The World Health Organization (WHO) has published a series of measures under 

the name of the 'MPOWER policy package' to control the spread of tobacco use. According to this series of 

measures, there are two main interventions for users to quit their tobacco habit. The first of these is a 

consultancy service that includes face-to-face meetings with physicians and other healthcare professionals, 

integrated into primary healthcare services, as well as easily accessible free telephone helplines. The second is 

access to low-cost drug therapy.2 Quitting smoking ensures a longer, healthier, and more productive life. Health 

costs will decrease due to chronic disease, and socially productive years and quality of life will increase.3 Most 

smokers want to quit and providing effective means of quitting increases the likelihood of a successful quit 

attempt. There is strong evidence that behavioral education and pharmacotherapy are effective in smoking 

cessation, and the combination of the two modalities produces better results.4,5 

In the SCP, a detailed anamnesis is taken, and physical examinations and necessary medical examinations are 

performed. Afterward, behavioral training is given to each patient, and pharmacologic treatment, which will 

continue for at least three months, is started for eligible patients. Patient follow-ups are conducted face-to-face, 

at least once in the first 15 days, monthly for up to 3 months, and once every three months until the end of 1 

year. This study aimed to contribute to reducing the rates of tobacco addiction, which is an important public 

health problem, by evaluating the reasons that affect treatment attendance and success rates in people who 

present to quit smoking. 

Materials and Methods 

Participants and Procedures 

Our study was approved by the scientific research ethics committee of a university (Approval No: 20/75). The 

study was conducted among people who presented to the SCP and were included in the treatment program 

from September 1st, 2018, when our SCP started, until February 28th, 2019. In our study, whether the subjects 
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quit smoking at the end of the 3rd and 12th months was evaluated both by scanning the file data and by 

contacting them by phone. 

Patients whose smoking cessation was not recorded and could not be reached by phone were excluded from 

the study and 154 were included in the study. In the period when the patients used both pharmacotherapy 

methods (varenicline and NRT) in a similar way along with behavioral education, the demographic 

characteristics of the individuals, the number of cigarettes smoked daily, the number of applications to the 

polyclinic, the treatment they received, their nicotine addiction status, and their effects on the success of the 

treatment were retrospectively examined. 

The nicotine addiction status of individuals is measured using the Fagerström Test for Nicotine Dependence 

(FTND), which is widely used in the SCP, and the results are routinely available in patient files. The Turkish 

validity and reliability study of the FTND was performed by Uysal et al. and it was concluded that it could be 

used as a measurement method in the evaluation of nicotine addiction in smoking cessation.6 

Smoking cessation rates were determined from the files in the third month when the pharmacologic treatments 

of the individuals ended and after the 1st year when the routine follow-up period ended. The patients who 

stopped the follow-up were contacted by phone and asked about their smoking cessation status and the 

reasons for quitting the follow-up. 

Statistical Analysis 

In the study, descriptive data are shown as number (n), percent (%) values for categorical data, and mean ± 

standard deviation and median minimum-maximum values in continuous data. The Chi-square test was used 

to compare categorical data. Cross-tables were created to show the smoking cessation status of individuals 

according to their treatment method. Because the percentage of expected values less than 5 was higher than 

20%, except those who only received cognitive behavioral therapy from the treatment methods were cross-

tabulated with a 2x2 regular basis and the p-value was given. 

Measurement data were tested using the Kolmogrov-Smirnov test for the assumption of normal distribution. 

The Mann-Whitney U test and Kruskal-Wallis tests were used as appropriate for the comparison of 

measurement data that did not show normal distribution. For data showing normal distribution, the t-test and 

one-way analysis of variance (ANOVA) were used in independent groups, where appropriate. P<0.05 was 

accepted as statistical significance in all analyzes. Analyses were performed using the IBM © SPSS program 

version 20. 
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Results 

Of the 154 people included in the study, 69 (44.80%) were female and 85 (55.19%) were male. The mean age 

was 40.1±12.1 years. When the number of cigarettes smoked per day was grouped, the majority was between 

11 and 20. Treatment was started in 75 (48.70%) patients, 79 (51.30) individuals left the follow-up before 

deciding on the treatment method or did not use the recommended treatment at all. Of the 75 people who were 

given treatment, 33 (21.43%) received varenicline, 37 (24.02%) had NRT, and five (3.25%) received CBT only. 

When the FTND score was classified as low, moderate, or high, those with a medium score (4-6) were in the 

majority (Table 1) (Figure 1). 

The participants were divided into two groups according to their smoking cessation status and compared again 

(Table 2). No significant difference was found between the mean age and education level in both groups, but a 

significant difference was found in terms of smoking cessation rate by sex, which was higher in males (p=0.271, 

p=0.065, and p=0.044, respectively). When the number of cigarettes smoked per day was grouped as ≤10, 11-

20, and >20, the distribution was similar between the two groups (p=0.828). When we divided the FTND scores 

into three groups, low, moderate, and high, and took the average, there was no significant difference in the 

quitter and non-quitter groups (p=0.687).  

The quit rate of participants who used any method to quit smoking was significantly higher than those who did 

not receive treatment (p<0.001). Three-quarters (75.76%) of our patients using varenicline and 54.05% of 

patients using NRT quit smoking. Although the rate of quitting in patients using varenicline was higher than in 

those using NRT, it was not found to be statistically significant (p=0.059). The mean number of physician 

follow-up visits was significantly higher in the group who quit smoking (p<0.001). The rate of smoking 

cessation in the entire group was 33.11% at the end of 3 months. The quit rate of these patients at the end of 1 

year was 20.78%; the relapse rate was 12.33%. 

Seventeen (11.04%) of the participants regularly came for follow-up visits. When the reasons for the patients 

who discontinued SCP follow-up were questioned, 29 (21.17%) were due to personal reasons (inability to get 

leave from work, stress, loss of motivation), 27 (19.71%) quit smoking, 18 (13.14%) could not find medicine, 

17 (12.41%) were related to problems with the recommended method (drug adverse effects and 

ineffectiveness), 11 (8.03%) were reported as bureaucratic reasons (unable getting an appointment or not 

reaching health institutions) (Figure 2). 
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Table 1. Sociodemographic data and smoking factors of the patients 

Group n % 
Age (mean ± standard deviation) 40.11±12.13 
Sex 
   Female 69 44.80 
   Male 85 55.19 
Educational status 
   Under primary education 37 24.02 
   Primary education 31 20.13 
   High school 40 25.97 
   University 46 29.87 
Number of cigarettes per day 
   ≤10 19 12.34 
   11-20  85 55.19 
   >20 50 32.47 
Status of receiving treatment  
   Received 75 48.70 
   Not received 79 51.30 
Treatment Method  
   Varenicline 33 21.43 
   NRT 37 24.02 
   Only CBT 5 3.25 
FTND score 
   Low (0-3) 19 12.34 
   Moderate (4-6) 64 41.56 
   High (≥7) 71 46.10 

 

 

 

 

 

 

 

 

Figure 1. Status of Receiving Treatment and Method 
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Table 2. Characteristics of the Participants According to Whether They Quit 

  Smoking Status   
Quit Did not Quit p 

Group n (%) n (%) 
 

Age [median (min-max)] 38.0 (18.00-65.00) 40.0 (20.00-67.00) 0.271 
Sex  
   Male 34 (40.00) 51 (60.00) 0.044 
   Female 17 (24.64) 52 (75.36) 

 

Status of receiving treatment 
   Received 49 (65.33) 26 (34.67) <0.001 
   Not Received 2 (2.53) 77 (97.47) 

 

Treatment method 
   Varenicline 25 (75.76) 8 (24.24) 0.059 
   NRT 20 (54.05) 17 (45.94) 

 

FTND 
  Low 7 (36.84) 12 (63.16) 0.687 
  Moderate 23 (35.94) 41 (64.06) 

 

  High 21 (29.58) 50 (70.42) 
 

FTND [median (min-max)] 6.0 (1.00-10.00) 6.0 (0.00-10.00) 0.559 
   Educational status 
   Under primary education 9 (24.32) 28 (75.67) 0.065 
   Primary education 6 (19.35) 25 (80.64) 

 

   High school 18 (45.00) 22 (55.00) 
 

   University 18 (39.13) 28 (60.87) 
 

Number of cigarettes per day 
   ≤10 7 (36.84) 12 (63.16) 0.828 
   11-20  29 (34.12) 56 (65.88) 

 

   >20 15 (30.00) 35 (70.00) 
 

Follow-up visits [median (min-max)] 3.00 (1.00-6.00) 1.00 (1.00-6.00) <0.001 
 

 

 

 

 

 

 

 

Figure 2. Distributions of reasons for not coming to follow-up visits (%) 
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Discussion 

The number of smoking cessation clinics in our country is increasing and this systematic program increases 

the chance of success in eliminating tobacco addiction. 

Behavioral education is as important as pharmacologic treatment in this smoking cessation process, which can 

be perceived as chronic and repetitive by patients. In our study, the smoking cessation rate was 33.11% at the 

end of the third month and 20.78% at the end of the 1st year. Different rates have been reported in studies 

evaluating the success of smoking cessation in our country. In the third month, the quit rates were found to be 

between 34% and 54%.7–9 In studies conducted in our country that evaluated smoking cessation success at the 

end of the 1st year, rates between 19.3% and 45.3% were reported.8,10–14 The 3-month success rates in our 

study were similar to Yılmaz et al., and 1st-year quit success rates were similar to those of Kanatsız et al. In 

both studies, success was associated with continued treatment and follow-up.9,11 In our study, it was observed 

that the number of physician follow-up visits and the rate of continuation of treatment were low in the group 

that failed to quit smoking.  

Different results have been obtained regarding the effects of age and sex on smoking cessation success. Monso 

et al. stated that advanced age and male sex increased the success of quitting.15 Although sex was not significant 

in some studies and the success of quitting at an advanced age was high8,9, age and sex were not found to be 

significant in other studies.7,10,14 In our study, just as in Sağlam's study, age was not found to be a significant 

factor, but the male sex was found to have a positive effect on quitting success.13 

In some studies, it has been shown that higher education level increases the success of quitting.16,17 In the study 

of Monso et al., it was found that education level was ineffective in quitting success, but it was thought that this 

might be due to the high level of education of the participants included in the study.15 Consistent with some 

studies conducted in our country, our study also found that education level had no significant effect on quitting 

success.7,10,14,18 

In the study of Niu et al., the number of cigarettes smoked daily and the increase in the risk of nicotine addiction 

were highly correlated.19 On the other hand, some studies show that the number of cigarettes smoked daily has 

a significant effect on the success of quitting7, whereas others claim it has no effect.12 Studies state that only the 

FTND score affects quitting success,9,10,13,14  as it has been shown that patients who smoke a high number of 

cigarettes daily with high FTND scores have low quitting success.15 In our study, the number of cigarettes 

smoked daily and FTND score levels were not found to be effective in the success of smoking cessation, similar 

to the findings of Salepçi et al.8 
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In some studies in the literature, it has been reported that the success of smoking cessation is higher in patients 

using varenicline than with NRT.20–23 In multicenter studies, the variability of subjects, such as completed 

treatment, behavioral support, how drug efficacy is perceived, and adverse effect management, appear as 

confounding factors.21 In our study, the rate of smoking cessation in patients using varenicline was found to be 

higher than in those using NRT, but this difference was not statistically significant (p=0.059). In some studies, 

although the success of varenicline users in the fourth week of treatment was higher than with NRT, there was 

no significant difference between the two methods in the follow-ups after treatment.24,25 

Another point that draws attention is that only 11,04% of our patients attended their follow-ups regularly. The 

most frequently reported reasons for discontinuation were not being able to take time off from work, loss of 

motivation, quitting smoking, and not being able to find drugs. In a similar study, the most common reasons for 

discontinuing follow-up were the thought that the treatment did not work, the occurrence of adverse effects, 

and smoking cessation, and 54% of those using NRT reported that they terminated the treatment in less than 

four weeks. Smokers are typically resistant to receiving treatment for the recommended amount of time. 

However, stopping treatment early in the belief that they have been successful in quitting smoking seems to be 

a mistake many can make. Encouraging smokers to participate more actively in their treatment can increase 

their success in quitting.26 

In smoking cessation clinics, giving free drugs increases participation in programs. However, difficulties 

experienced from time to time in finding drugs may cause patients to quit their follow-up. Some studies argue 

that telemedicine or online interview-based counseling is similar to the standard face-to-face smoking 

cessation interview in the clinic.27 In addition to face-to-face meetings, alternative methods can be applied to 

manage smoking cessation programs. Situations that make it difficult to meet face-to-face with a physician, 

such as the pandemic, may also create additional reasons for the necessity of using these methods. 

It is thought that increasing the number and duration of face-to-face meetings with physicians, as well as 

making physicians' work schedules suitable for telephone and/or online visits, and facilitating access to drugs 

will increase the success rates of smoking cessation clinics. 

Limitations 

The smoking cessation status of the individuals was not evaluated using a breath carbon monoxide monitor, 

and only their verbal statements were recorded. This may have resulted in the patients having difficulty 

declaring that they are still smoking and misdirecting the physician. The single-center nature of the study is 

also among the limitations. Multicenter studies with a higher number of participants and continuous 

communication with the consent of the participants will reveal valuable results on smoking cessation and 

treatment. 
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