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Abstract

We aimed to find out effectiveness of out-patient based smoking cessati-
on by the personalized clinicians guidance and to analyze smoking rela-
ted and other habitual factors which may help to predict the success of
quitting smaking.

Materials and Methods: 151 patients (61 women and 90 men, 52.9 + 11.4
years old), who were current smokers, were recruited from the outpatient
department for a two months period. We gave just brief information abo-
ut 5 minutes to 30 patients (group-1), randomly we gave extra information
and booklet about 30 minutes to 56 patients (group-2), 21 patients wanted
to use nicotine replacement therapy and 14 patients wanted to use bup-
ropion as total 35 patients used pharmacotherapy (group-3) and another
30 patients wanted to get help from our psychologist about intensive cog-
nitive behavior therapy besides pharmacotherapy as a part of our smo-
king cessation unit' program (group-4). We called these patients at the
end of the first month and at end of first year.

Results: The percentage of success rates for complete abstinence at the
end of firsth year for group, 2, 3 and 4 were, 3.3, 10.7, 25.7 and 30 % res-
pectively. The intensity of smoking history, smokers’ wish to take help and
smokers’ motivation were found as a predictive for the success of quit-
ting.

Conclusion: One in every six patients could remain abstinence at the end
of the first year with their clinician’s guidance. Clinicians can influence
their patients to quit smoking so every clinician should spend more time
on that issue.
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INTRODUCTION

Tobacco use is the single most important, preventable
reason for most of the diseases and smoking results in a lar-
ge and growing both health and economic costs. Worldwi-
de mortality from tobacco is likely to rise from about four
million deaths a year in 1998 to about 10 million a year in
2030 [1]. With current smoking patterns about 450 million
people will eventually be killed by tobacco in the next 50
years [2]. Half of these deaths will occur in the 35-69 years
age group, including many in productive middle age, with
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an average loss of 20-25 years of life [1]. Despite increasing
awareness to the harmful effects of tobacco, smoking conti-
nues to be a significant health risk factor and smoking ces-
sation programs, as a primary method of disease preventi-
on, are cost effective and have better economic value than
many life-preserving medical interventions.

Each year more than %70 of all smokers make at least
one visit to a physician and approximately 35% of smokers
report having made a serious attempt to quit smoking [3].
To fight with this epidemic, doctors and other health pro-
fessionals should routinely give non judgmental brief advi-
ce to stop smoking to all smokers they see. Although guide-
lines stress that supervision of smoking cessation should
form a routine element of follow up for all current smokers
and smoking advice should be repeated and documented,
feasibility of this in daily practice has been hardly applied
[4-5]. Despite the large number of studies about smoking
cessation, it is not clear which approaches to smoking ces-
sation are the most effective in the outpatient setting as in
most of these studies; motivated patients who applied to
the smoking cessation unit by themselves were included.
Chest clinicians are well positioned to intervene with their
patients who smoke. The aim of this study is to find out the
effect of personalized chest clinician’s advice and guidance
about stop smoking on patients smoking status, investiga-
te the effect of different smoking cessation counseling in
promoting abstinence from smoking and to analyze pati-
ent’s characteristic factors which may help to predict the
long-term abstinence.

MATERIALS AND METHODS

Every patient, who came to our chest disease outpatient
clinician in our university hospital, was asked detailed abo-
ut their current smoking status. For two months period 421
patients were admitted to our university chest disease out
patient clinic and 183 of them were current smoker and 151
of current smokers completed the study. Their demograp-
hic data, smoking history, habits, Fagerstrdm tolerance qu-
estionnaire (FTQ) score, smoking index (pack-years), pre-
vious quit attempts and associated conditions like respira-
tory or cardiac disease, depression or alcoholism were as-
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ked. Any subjects with history of seizure or brain surgery,
who were pregnant or breastfeeding were excluded from
the study.

All participants received verbal advice for not to smoke
and informed briefly about effects of smoking for about 5
minutes. And then we asked them if they want to use me-
dication (nicotine replacement therapy - (NRT) or bupropi-
on) to quit smoking or want to fallow up by our psycholo-
gist for intensive cognitive behavior therapy. To see the ef-
fect of written materials and prolonged information; ran-
domly to 56 patients we gave extra information for about
30 minutes and a nine page booklet about stop smoking to
some participitants whom say no to both of the questions.
The booklet emphasized the health benefits of quitting
smoking, contained information on how to stop smoking
and how to prevent relapse and also consisted some figu-
res about damaged lung due to smoking. The other 30 pa-
tients just receive 5 minutes brief information about stop
smoking without written materials. Eighteen individuals
were assigned, one week before their intended quit date,
for bupropion SR, 150mg once daily for days 1-3, followed
by 150mg twice for days 4- 60. Forty-seven individuals we-
re assigned for nicotine patch 35mg/day for two weeks
and 17.5mg/day (Nicotinell flasters-Novartis) for the follo-
wing 4 weeks. We try to choose the most suitable medicine
for quitting smoking by considering our patients wishes
and drug side effects. Besides pharmacotherapy, 30 indivi-
duals were assigned for intensive cognitive behavior the-
rapy and were seen by our psychologist for 4 times (biwe-
ekly for the first month, and once for the following
months). Then we call each patient by telephone at the end
of the first month and at the end of first year.

Effects of different interventions for self reported comp-
lete abstinence rates were searched.

We also analyzed the relationship between complete
self reported abstinence rates and baseline characteristics.
We divided our patients in to two according to their wish
about getting help about smoking cessation as this shows
their motivation and reanalyzed all the parameters accor-
ding to that.

All results were expressed as means + (SD) values. Da-
ta were analyzed using chi-square to assess the effect of in-
terventions; student’s t test and Fischer Exact Test were
used to test the relation between baseline characteristics
and outcome measures. P values<0.05 are considered signi-
ficant. A software program (SPSS -11) was used for the sta-
tistics.

RESULTS

For a two months period 183 current smoker patients
were applied to our chest disease department outpatient
clinic and 151 patients completed the study. We could not
reached 24 patients at the end of the firsth year and 8 pati-
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ents did not use their medication (bupropion or NRT) regu-
larly so we made our statistics according to remaining 151
patients. The compliance rate for pharmacotherapy was
81.4 % (8/43). The average age of the patients, (61 women
and 90 men) was 52.9 + 11.4 years old. 79 patients had smo-
king related diseases. 47 of them had atherosclerotic heart
disease, 13 of them had asthma, 18 of them had COPD and
one of them had a lung tumor. We have 39 patients who
smoked less than 10 cigarettes per day. All the others were
smoking more than 10 cigarettes in a day (Table 1).

Table 1. Characteristics of patients

Characteristics of patients (n)
Age (years) 529+ 114
Sex M/F (n) 90/61
Patients education level

Primary 45
High School 56
University 50
FTQ score 8620
Packs per year 332+16.9
Smoking associated illnesses 19
Age for starting smoking 208+97

*FTQ- Fagerstrom tolerance questionnaire

We gave just brief information about 5 minutes to 30 pa-
tients (group-1), randomly we gave extra information abo-
ut 30 minutes and a booklet to 56 patients (group-2), 21 pa-
tients wanted to use NRT and 14 patients wanted to use
bupropion as total 35 patients used pharmacotherapy (gro-
up-3) and another 30 patients wanted to get help from our
psychologist about intensive cognitive behavior therapy
besides NRT as a part of our smoking cessation unit’ prog-
ram (group-4). All of these patients in group 3 and 4 were
used their medicine properly and no serious side effects
were found with these drugs. The success rates for comple-
te abstinence were found highest in group-4 (Table 2). We
found that totally 25 (16.5%) patients remained abstinence
out of 151 patients at the end of first year with the guidan-
ce of their chest physicians.

Table 2. The success rates for complete abstinence for different interventions
Cessation method (n) complete abstinence  complete abstinence
for the 1st month (n %)  for the 1st year (n %)

Verbal advice (30) 3(10%) 1(3.4%)
Extended information 10(17.9%) 6(10.7%)
and booklet (56)

Just pharmacotherapy (35) 14 (40%) 9(25.7%)
Pharmacotherapy and 13 (433 %) 9 (30%)

intensive cognitive
behaviour therapy (30)
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Our psychiatrist evaluated our patients for their wish
for stop smoking and consider group 1 and 2, as less moti-
vated for quitting smoking than group 3 and 4, because ne-
ither they wanted to get help about quitting nor they wan-
ted to use pharmacotherapy. We combined group 1 and 2
(group A), and we combined group 3 and 4 (group- B). The
continuous abstinence rate for the end of first month and at
the end of first year respectively were 15.1 % and 8.1 % for
group A, 41.5 % and 27.7 7 for group B. We found that
smokers’ wish to take help and smokers’ motivation for
using pharmacotherapy were associated with higher
complete abstinence rate (p<0.05).

Complete Abstinence Rates

O Less motivated
patients
& Motivated patients

Firsth month Firsth year

Figure 1. Role of motivation for quitting

We compared complete abstinence rates and baseline
characteristics and found that low smoking history in
pack/years was helpful to predict the outcome. But there
was no statistically significant correlation between all the
other investigated parameters and continuous abstinence
rate. (Table 3).

Table 3. Continuous abstinence rates according to patients demographic data

DISCUSSION

The most effective intervention for smoking cessation
was the combination of behavior support with drug treat-
ment. Extended information with a booklet nearly triples
the rate of self reported abstinence from smoking over 12
months in smokers compared with just verbal advice.

The prevention of tobacco related diseases through
smoking cessation interventions is among the most vital
mission of the chest clinicians. Brief advice is one of the
most cost effective iakarim.

nterventions in medicine. It is documented that clinical
interventions as brief as 3 minutes can substantially increa-
se cessation success, nearly 1 in 40 smokers [6]. The Cochra-
ne review found that brief advice increased the quit rate
(odds ratio 1.69, 95%confidence interval 1.45 to 1.98) [7].
We found that, with just doctors personalized verbal advi-
ce, 3.4% patients had self reported complete abstinence and
it was higher as 10.7% in the group who got extra extended
information and booklet. We thought that, it was important
for a patient to see and read something as this provides ad-
ditional support. Secondly, timing was very important as
all the participants in the study had some complaints abo-
ut their respiratory system and acutely ill as they were cho-
sen from our outpatient clinic. Similarly Gorecka [8] found
that the diagnosis of airflow limitation motivated smokers
to attempt to quit smoking.

As smokers are a heterogeneous population different
tactics are required to enhance compliance, motivation and
successful cessation. As awareness of the importance of in-
dividualized treatment modalities, based on subjects own
preference, is also increasing, different medicines (NRT
and/or bupropion) are being used. The aim of NRT is to
replace nicotine from cigarettes. This reduces withdrawal
symptoms associated with smoking cessation thus helping

Chiaractafistics : FIRSTH MONTH _ : FIRSTH YEAR :
Abstinence (45) Smoking (106) Abstinence (30) Smoking (121)

Age (years) 483124 548+ 103 476+122 542+ 108
Sex M/F (n) 21/18 63/43 18/12 72/49
Education
primary (45) 12 33 9 36
high school(56) 14 42 8 48
University (50) 19 31 13 37
FTQ score 81+18 88+ 1.1 8.1+16 8.7+21
Packs/year 26.6 + 14.4* 36.1+£17.2 213+ 14.8* 3046 +£+17.2
History of chronic alcoholism (13) 4 9 3 10
Previous history of major depression (30) " 19 1 23
Previous quit attempt (76) 25 51 17 59
Associated smoking related illness (79) 20 59 15 64
Associated smoking related illness in the family (56) 18 38 13 43
*p<0.05
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resist the urge to smoke cigarettes. The dose range for NRT
can vary between 7-21-35-42- 52.5 mg/day [9-11]. In some
limited studies for very heavy smokers, 63mg/day were
used but nausea was observed statistically significant to be
more frequent in the 63 mg/day dose group compared
with placebo [12]. Evans showed that NRT increased heart
rate and women were more sensitive to side effects (e.g.,
nausea, lightheadedness) at higher doses in a dose-related
manner [13]. So in our study we preferred to use an avera-
ge dose of 17.5-35 mg/day for NRT.

The success rates for bupropion with combination of
minimal to moderate counseling was associated with 1 ye-
ar quit rates 23.6% to 55.1% [14-15]. The success rates for
one year quit for NRT change between 35%- 58 % [16-17].
In our country the success rates for one year quit for com-
bination therapy was found 41.2 %, 45.5% and 40% for dif-
ferent clinics [18-20]. This high success rates were explai-
ned by intensive physician’s effort, face to face appoint-
ments and proactive phone calls. We found that with phar-
macological treatment 25.7% of our patients had complete
abstinence and if they got additional cognitive behavior
support, then complete abstinence rates increase to 30 %
for one year. Pharmacotherapy like NRT and bupropion, is
an essential element of tobacco dependence treatment as
multicomponent approach is necessary.

In one review, stages of smoking behavior change and
readiness to quit were identified as major components in
the process of smoking cessation [21]. Age at which person
starts smoking is found as predictive as men who started
smoking before 16 years of age had an odds ratio 2.1 for not
quitting smoking compared to those who started at a later
age [22]. Both Rohde [23] and Joseph [24] found that a his-
tory of major depressive disorder before treatment is pre-
dictive of failure to quit smoking, in contrast Acton [25] fo-
und that it is not. Similarly we could not found any relati-
on between abstinence rates and previous history of major
depression. Our study supported the previous findings of
Breslau [26] that number of cigarettes per day was the best
predictor of cessation. Highly nicotine dependent smokers
experience severe withdrawal symptoms which make
smoking cessation more difficult to achieve. We found that
lower tobacco exposure increase the chance of quitting as
we thought that they were less dependent. The other pre-
dictive factor for complete abstinence was the patient’s mo-
tivation about using pharmacotherapy and willingness
about getting professional help. We do not find any relati-
onship between all the other sociodemographic factors and
quitting.

Our study has several potential limitations. First of all,
we gave brief counseling to all study population as we tho-
ught that it was not right not to warn any current smoker
so we did not have a control group whom consisted of
smokers without getting any information about harmful
effects of smoking from their doctors. Secondly, we co-
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uldn’t measure expired air carbon monoxide level or base-
line blood nicotine and cotinine levels for the confirmation
of complete abstinence, so our findings were self reported
complete abstinence rates. But also Simon [27] found that
from total of 223 patients, only 3 patient’s had higher sali-
va cotinine levels that their self reporting abstinence rates.
Similarly Fung [28] found that confirmation of self repor-
ted abstinence rate with exhaled carbon monoxide level
was failed in 5 (2%) patients. So we can believe that most of
the time patients do not lie to their doctors. On the other
hand we prove that, if the clinicians assist their patient in
quitting smoking, gave motivational support and offer ap-
preciate pharmacotherapy just as for other chronic disea-
ses, approximately one in every six patients, could remain
abstinence at the end of the first year. These findings sup-
port the idea that clinicians can influence patients to quit
smoking and they should.
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