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ABSTRACT

OBJECTIVE: The main objective of this study is to compare the rate of smoking cessation in the
first month, third month, sixth month, first-year, and second year among those who quit
smoking following different pharmacological and behavioural therapies administered at the
Selcuk University’s Smoking Cessation Clinic in Turkey.

METHODS: In this study, 3322 people who presented to the clinic in order to quit smoking were
advised one of the most suitable medical treatments (varenicline, bupropion, NRT)
accompanied by behaviour therapy after their health queries and examinations were made
and Fagerstrom scores were evaluated. Smoking cessation patients were followed up
clinically and by making calls after smoking cessation.

RESULTS: The smoking cessation success rate in the cases using varenicline in the first month
was 63.5% (766/1206), in the third month 46.8% (548/1170), in the sixth month 32.1% (386/
1201), first year 25.6% (298/1163), and 19.9% (211/1059) in the second year. The success rate
in the cases using bupropion in the first month was 49.9% (559/1120), in the third month
35.6% (405/1138), in the sixth month 26.4% (319/1210), first year 21.9% (261/1192), and
16.0% (133/832) in the second year. The success rate in the cases using NRT was 53.2% (25/
47) in the first-month, 24.3% (9/37) in the third-month, and 27.3% (6/22) in the sixth-month
assessments. The rates of smoking cessation in the cases using varenicline and behavioural
therapy in the 1st, 3rd, 6th, 12th, and 24th month were significantly higher compared to the
cases using bupropion and behavioural therapy (p=.000, p=.000, p=.008, p=.034, and
p = .028; respectively).

CONCLUSIONS: It has been observed in this study that varenicline as a smoking cessation drug
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is better tolerated than other medications and it seems to be more effective.

Introduction

Tobacco use is the number one cause of preventable
deaths in the world. The World Health Organization
(WHO) data report that there are 1.3 billion smokers
in the world, and 6 million people die each year from
the smoking-related causes [1,2]. In 2030 this number
is expected to reach eight million. And at least half of
the present smokers are reported to end up with losing
their lives due to smoking [1,2].

The population of Turkey is 78 million and 965
thousand and 645 (per Turkish Statistical Institute
database), at middle-income level [3]. According to
the Global Adult Tobacco Survey Turkey 2012, 27%
of adults who are above 15 years of age were tobacco
smokers (41.4% in males, 13.1% females), and the
daily use of cigarettes were in 23.7% (37.3% for males
- 10.7% for females). In the 13-15 age group, the
tobacco and cigarettes use rates were 11.9% and
8.4%, respectively [3,4]. Smoking is more frequent
among 35-44 years age group (36.2%), and 25-34
years age group (34.9%) [2,4]. Prevalence of smoking
among the elderly is lower compared with the younger

group [2]. The rate of smoking in the elderly varies
between 13.2% and 25% according to some studies
conducted in Turkey [2,5,6]. More than 15 million
individuals over the age of 15 years old are tobacco
and cigarette smokers, and they are candidates to
receive tobacco smoking cessation services [3].

Smoking-related diseases such as chronic obstruc-
tive pulmonary disease (COPD), lung cancer, oesopha-
geal cancer and cancers of the oral cavity, asthma,
cardiovascular disease, diabetes mellitus and arterial
hypertension, osteoporosis, cataracts, and pregnancy
complications are very common, particularly among
the aging population. Smoking cessation reduces mor-
tality rate in patients with COPD and reduces the pro-
gression of asthma, cardiovascular disease, arterial
stiffness, and arterial hypertension [7-10].

Evaluation of smoking cessation, support, and treat-
ment of smokers are among the interests and duties of
primary health care physicians. Quitting tobacco is not
easy as tobacco dependence is a cluster of behavioural,
cognitive, and physiological phenomena. Very few
tobacco users can successfully quit the habit in their
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first attempt. Average smokers attempted five times to
quit before sustainable success [11]. The first step in
smoking cessation treatment is to motivate patients
to quit smoking, to inform, to initiate the necessary
support and treatment. Physicians should address all
patients who use tobacco [11,12]. Although intensive
group and individual psychological counselling are
effective in helping smokers to achieve abstinence,
most smokers are not interested in participating in
these types of interventions [11,13,14]. The five A’s
frame work (Ask, Advise, Assess, Assist, and Arrange)
has been developed to allow physicians to incorporate
smoking cessation counselling into their busy clinical
practices [11,15].

In addition to the fundamental changes in individ-
ual behaviour and psychotherapy, FDA approved
medical drugs for the smoking cessation treatment.
These drugs include first line; Nicotine Replacement
Therapy (NRT) (e.g. nicotine gum, inhalers, lozenges,
nasal spray, or patches), Bupropion Hydrochloride
Sustained-Release, a4f2 nicotinic acetylcholine recep-
tor partial agonist Varenicline. Second line; Clonidine
and Nortriptyline are shown to be effective in quitting
smoking in clinical trials, but their use is not common
[7,11,15].

The aim of this prospective cohort study is to evalu-
ate and compare the rates of smoking cessation follow-
ing different therapies in the first, third, sixth months
and first and second year in a fairly large sample
from Konya, Turkey.

Methods
Participants and study protocol

This is a longitudinal prospective cohort study (descrip-
tive, and a follow-up study), and was conducted at the
Selcuk University School of Medicine’s Smoking Cessa-
tion Outpatient Clinic. The protocol of this study was
reviewed and approved by the Ethics Committee of Sel-
cuk University (2014-332). Nearly 3322 applicants pre-
sented to the smoking cessation outpatient clinic to quit
smoking between March 25 2011 and July 15 2014 and
received a smoking cessation support individually
accompanied by behaviour therapy (BT) and medi-
cation therapy. Smoking cessation patients were fol-
lowed up on cessation day, after 7 days, 15 days, 1
month, and 3 months at the outpatient clinics, and
then followed up with phone calls by researchers (it
was free outdoor phone line) in the sixth month, first
year, and during the second year following behavioural
therapy and recommended medication treatment.

Clinical evaluation

Sociodemographic characteristics of individuals pre-
sented to quit smoking such as age, gender, existing

complaints, and diagnosed medical diseases were ques-
tioned. The presence of any chronic medical illnesses,
the risk, and presence of major depressive disorder
were reviewed during the baseline visit. Physical exam-
ination was performed and carbon monoxide in the
breath was measured. The Fagerstrom test for nicotine
dependence (FTND) was administered to evaluate the
dependence in each individual case. Participants who
were diagnosed with major depressive disorder and
with other psychiatric disorders during the baseline
examination were referred to the psychiatry clinic.
These individuals did not receive smoking cessation
treatment. The patients admitted to our department
were reviewed and examined in accordance with the
proposals declared by the FDA (Food Drug Adminis-
tration) and the Tobacco Control Department of Min-
istry of Health in Turkey, and they were recommended
one of the most appropriate medication treatments
such as varenicline (days 1-3: 0.5 mg once per day,
days 4-7: 0.5 mg twice per day, day 8 to end of treat-
ment: 1 mg twice per day), bupropion (150 mg in the
morning for three days, then increased to 150 mg
twice per day), NRT (doses vary and should be tapered
as therapy progresses, heavy smokers: 21 mg per day
(initial dosage), Light smokers, or those weighing less
than 100 1b (45 kg): 10-14 mg per day (initial dosage)
accompanied by behavioural changes therapy after
their Fagerstrom scores were evaluated [11]. The indi-
viduals who did not wish to receive medication treat-
ment or inappropriate for medication treatment
received only behavioural therapy.

Carbon monoxide measurement

CO measurements were performed in the expiration
air by piCO Smokerlyzer Breath CO Monitor Bedfront
Scientific England UK device. PiCO Smokerlyzer
Breath device measures the level of CO in the expira-
tion air between 0 and 100 ppm.

Fagerstrom test for nicotine dependence

The Fagerstrom Tolerance Questionnaire was devel-
oped by Karl-Olov Fagerstrom. The FTND is a stan-
dard instrument for assessing the intensity of
physical addiction to nicotine [12]. 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 con-
sumption, the compulsion to use, and dependence. In
scoring the FTND, 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 nic-
otine. In the clinic, the Fagerstrom test may be used
by the physician to document indications for



Table 1. The Fagerstrom test for nicotine dependence.

1. How soon after you wake up do you smoke your first cigarette?

Within 5 minutes (3 points)
5-30 minutes (2 points)
31-60 minutes (1 point)
After 60 minutes (0 points)

2. Do you find it difficult not to smoke in places where you shouldn't, such
as in church or school, in a movie, at the library, on a bus, in court, or in a
hospital?

Yes (1 point)
No (0 points)
3 .Which cigarette would you most hate to give up; which cigarette do you
treasure the most?
The first one in the morning (1 point)
Any other one (0 points)
4. How many cigarettes do you smoke each day?
10 or fewer (0 points)
11-20 (1 point)
21-30 (2 points)
31 or more (3 points)

5. Do you smoke more during the first few hours after waking up than
during the rest of the day?
Yes (1 point)

No (0 points)

6. Do you still smoke if you are so sick that you are in bed most of the day,
or if you have a cold or the flu and have trouble breathing?
Yes (1 point)

No (0 points)

prescribing medication for nicotine withdrawal. 0-2
points indicate the degree of nicotine dependence
very low, 3-4 points low, 5 points moderate, 6-7 points
severe, over 8 points very severe (Table 1) [16].

Statistical analysis

The data were analysed using the Statistical Package for
the Social Sciences Version 16.0 for Windows. Descrip-
tive statistics such as frequencies and percentages were
obtained. Student’s t-test, analysis of variance, Pear-
son’s correlation, and Chi-square test were used during
the analyses. Findings were statistically considered as
significant at p <.05 level.

Results

Sociodemographic characteristics, carbon monoxide
levels, FTND scores, smoking characteristics, and
administered treatments in the study are presented in
Table 2.

As seen in Table 3, the average age of the users of the
varenicline + BT were significantly higher than those
received bupropion + BT, NRT + BT, and only behav-
ioural therapy (p <.001). In general, although the aver-
age age of those using the varenicline is statistically
higher, generally the age is over 60 years in more
than 90% in all treatment arms when we categorize
the ages (Table 3).

FTND scores of the cases using varenicline were sig-
nificantly higher (p <.001). When we categorized and
evaluated FIND scores, the prevalence of the very
severe addiction score of varenicline + BT users was
observed to be significantly higher than those who
used bupropion + BT, NRT +BT, and behavioural
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Table 2. Demographic characteristics of the participants and
nicotine dependence at the beginning, treatment choice, and
pack-years.

Adult Elderly
smokers smokers Total
(18-60 years) 61 and 1 n=3322
n % n % n %

Gender

Male 2575 804 108 91,5 2683 80.8

Female 629 19.6 10 8.5 639 19.2
Total 3204 1000 118 100.0 3322 100.0
Age (Mean £ SD) 36.18 £ 10.97 64.75 £ 3.46 37.19+£12.02
CO (Mean + SD) 9.88 £5.17 7.82 £ 4.07 9.80 £5.15
Categorical FTND 6.58 £ 1.95 6.54+£2.14 6.58 £1.95

(Mean = SD)
Very low 84 2.6 5 4.2 89 27
Low 374 1.7 12 10.2 386 11.6
Moderate 421 131 16 13.6 437 13.2
Severe 1259 393 44 373 1303 39.2
Very severe 1066 333 41 34.7 1107 333
Total 3204 1000 118 100.0 3322 100.0
Pack-years (Mean+SD)  22.92+1593  50.48+ 15.01 23.90 £ 16.69
Treatment
Varenicline + BT 1461 45.6 71 60.2 1532 46.1
Bupropion + BT 1558 48.6 36 30.5 1594 48.8
NRT + BT 80 2.5 1 0.8 115 35
BT 105 33 10 8.5 81 24
Total 3204 1000 118 100.0 3322 100.0

Note: Individuals in the study were evaluated in two groups as adult smo-
kers and elderly smoker.

therapy (p <.001). When the rate of quitting smoking
in the first month is evaluated; the success rate in the
varenicline + BT users (63.5%) was significantly higher
than in the bupropion + BT users (49.9%), those using
NRT + BT (53.2%) and only behavioural therapy
(17.1%) (p <.001) (Table 4).

When the rate of smoking cessation was evaluated
in the third month; the success rate of the cases using
varenicline + BT was significantly higher with 46.8%
than those using bupropion + BT (35.6%), NRT + BT
users (24.3%), and only behavioural changes (7.1%)
(p <.001) (Table 4). The success rate of the varenicline
+ BT users in the 12th week was 1.27 times (95% CI
1.16-1.39, p < .001) higher than those using bupropion
+ BT, and 1.92 times greater (95% CI 1.08-341, p
=.07) than the users of NRT + BT, and 6.55 times
(95% CI 2.81-15.29, p <.001) greater than those receiv-
ing behavioural therapy (Figure 1). When rate of smok-
ing cessation was evaluated in the sixth month, the
success rate of those using varenicline + BT was signifi-
cantly higher with 34.4% than those using bupropion +
BT (28.4%), NRT users (27.3%), and behavioural
(6.7%) (p <.001) When the rate of smoking cessation
was evaluated in the first year; the success frequency
with 27.9% in those using vareniclin + BT was signifi-
cantly higher compared with bupropion + BT users
(24.2%) (p=.001) (Table 4).

The success rate of the varenicline + BT users in the
24th week was 1.32 times (95% CI 1.10-1.58, p =.002)
significantly higher than those using bupropion + BT,
and 1.40 times greater (95% CI 0.54-3.60, p = .48)
than the users of NRT + BT, and 7.35 times (95% CI
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Table 3. Smoking characteristics according to treatment options.

Varenicline Bupropion NRT Behavioural therapy
n=1532 n=159% n=_8l1 n=115
n % n % n % n % 75 p
Age (Mean + SD) 39.21 +£12.10% 3528 +11.37 34.64 +13.32 38.66 + 14.04 3031 <.001
Categorical age
60 and | 1461 95.4 1558 97.7* 80 98.8 105 91.3 23.17 <.001
61and 1 71 4.6 36 23 1 1.2 10 8.7
Gender
Men 1205 78.7 1328 83.3* 70 86.4 80 69.6 22.00 <.001
Women 327 213 266 16.7 " 13.6 35 30.4
Onset of smoking age 17.60 +3.79 16.57 +4.14 16.24 +3.87 17.09+£5.17 211 .098
Pack-years 26.00 + 1.68* 2198 +1.57 20.70 +2.10 24.83+2.01 16.42 <.001
FTND score 6.81 + 1.90* 6.47 £ 1.89 5.67 £2.55 559+239 25.04 <.001
Categorical FTND
Very low 27 1.8 40 25 10 123 12 104
Low 152 9.9 193 121 15 18.5 26 22.6
Moderate 183 1.9 227 14.2 1" 13.6 16 139
Severe 586 383 656 41.2 23 284 38 33.0
Very severe* 584 38.1* 478 30.0 22 27.2 23 20.0 70.02 <.001

*The symbol shows the group that causes the difference.

2.64-20.42, p<.001) greater than those receiving
behavioural therapy (Figure 1).

When the rate of smoking cessation of the patients
was evaluated in the second year; the success rate
(19.9%) of the varenicline + BT users in the second
year was significantly higher when compared with
bupropion + BT users (16.0%) (p =.028) (Table 4).

In 52 weeks, varenicline + BT users were found to be
significantly 1.30 times (95% CI 1.02-1.66, p =.027)
higher than those using bupropion + BT (Figure 1).

Smoking cessation success rates significantly
increased in the cases using varenicline + BT after
first and second year follow-up in this study when
compared to the other age ranges after the age of 50
(34.2%, 28.3%, p =.003, p =.002). Still, while smoking
cessation success rates significantly increased in the

Table 4. The success rate of the patients quitting smoking in
the first, third, sixth months, first year, and second years.

Successful Unsuccessful
Treatment n % n %
First month
Varenicline + BT 766 63.5 440 36.5
Bupropion + BT 559 49.9 561 50.1 X2 = 44.094
NRT + BT 25 53.2 22 46.8 p <.001
BT 12 171 58 829
Total 1362 55.8 1081 442
Third month
Varenicline + BT 548 46.8 22 53.2
Bupropion + BT 405 35.6 733 64.4 X2 =34.504
NRT + BT 9 243 28 75.7 p <.001
BT 5 7.1 65 929
Total 967 40.0 1448 60.0
Sixth month
Varenicline + BT 377 344 718 65.6
Bupropion + BT 3N 284 784 716 X2=26.276
NRT + BT 6 273 16 72.7 p <.001
BT 4 6.7 56 9.3
Total 698 30.7 1574 69.3
First year
Vareniclin + BT 289 27.9 746 72.1 X*=16.432
Bupropion + BT 252 24.2 789 75.8 p=.001
Total 541 26.1 1535 73.9
Second year
Varenicline + BT 21 19.9 848 80.1
Bupropion + BT 133 16.0 699 84.0 X2=4.857
Total 344 18.2 1547 81.8 p=.028

cases using bupropion + BT after first-year follow-up
in this study when compared to the other age ranges
after the age of 40, it was not statistically significant
(24.6%, p = 434).

Smoking cessation success rates after second year of
follow-up in the cases using bupropion + BT signifi-
cantly increased in comparison to the other age ranges
after 50 years old (19.5%, p =.020) (Table 5).

Discussion

This study was based on findings of a two-year follow-
up period in Selcuk University, Turkey. In this present
study, success rate in quitting smoking among vareni-
cline + BT users in the first, third, sixth month, first
and second year was found to be statistically signifi-
cantly higher.

When the studies on this subject are reviewed; in a
study where Gonzalae et al. [17] carried out medical
treatment for 3 months and evaluated the status of
smoking cessation of the cases in the 18-75 age
range; they determined that the success rate was
44.0% in those using varenicline, and 3.9 times higher
compared to those using placebo (17.7%), and 1.9
times higher than bupropion users (p <.001). Third-
month success rates for bupropion were 29.5% and
were two times higher compared with placebo
(p<.001). The success frequency in the varenicline
users was found 21.9% in the 52nd week, and this
rate was 3.09 times higher than in the smokers who
quit smoking using placebo (8.4%) (p <.001). The fre-
quency of success is 16.1% in bupropion users in 52
weeks, and this rate is 1.5 times higher than the inci-
dence of cessation with placebo; however, the signifi-
cance was lost (p=.057). In a study conducted by
Nides et al. [18] in 2008, the individuals among the
smokers ranging between 18 and 75 years old were
classified in three groups, and one group received var-
enicline (n = 696) therapy, one group bupropion (n =
671), and the other group received treatment with
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Figure 1. Success rates by weeks. OR: odds ratio; Cl: confidence interval; BT: behavioural therapy.

placebo (n=685). When the success rate of quitting
smoking between 9 and 12 weeks was evaluated, the
frequency of smoking cessation using varenicline
(44.0%) was significantly higher than smoking cessa-
tion success using bupropion (29.7%) and placebo
(17.7%) (p <.0001, p <.0001). The success rate of ces-
sation in the 9-24 weeks with varenicline was 29.6%,
bupropion 20.4%, and with placebo was 11.8%.
When the success rate of quitting smoking at 9-52
weeks was evaluated; varenicline users (22.4%) were
significantly higher than smoking cessation success
using bupropion (15.4%) and placebo (9.3%) (p =.0008,
P <.0001, respectively). Zincir et al. [19] found after
12-week follow-up of 251 consecutive patients

presented to a smoking cessation outpatient clinic in
2013 that smoking cessation success rate was 72.3%
in cases using varenicline, 57.1% in cases using bupro-
pion, and 54.8% in cases using NRT, and also the over-
all success was 61.8%. The group with higher score of
FIND used varenicline and they stated that they
found success rate of quitting in this group as a high.
Ucgar et al. [20] found smoking cessation success rates
in the first year in 2014 as 32.5%, 23%, 52.8%, respect-
ively, in the patients using varenicline (n = 166), bupro-
pion (n=148), NRT (n=108), and stated that the
superiority of NRT therapy to the other therapies
could be attributed to the use of NRT forms in combi-
nation (gum, spray, and tape). They also indicated that

Table 5. Smoking cessation rates according to one year and two years in varenicline and bupropion users.

First year Total Second year Total
Successful Unsuccessful Successful Unsuccessful
n % n % n % n %
Varenicline + BT 30and | 67 21.7 242 78.3 309 100.0 42 15.8 223 84.2 265 100.0
30-39 74 23.0 248 77.0 322 100.0 57 19.0 243 81.0 300 100.0
40-49 66 24.8 200 75.2 266 100.0 43 17.2 207 82.8 250 100.0
50 and 1 91 34.2% 175 65.8 266 100.0 69 2837 175 717 244 100.0
Total 298 25.6 865 744 1163 100.0 211 199 848 80.1 1059 100.0
Bupropion + BT 300 86 19.7 351 80.3 437 100.0 35 1.1 279 88.9 314 100.0
30-39 79 218 283 78.2 362 100.0 42 174 200 82.6 242 100.0
40-49 56 24.6%* 172 754 228 100.0 30 19.5% 124 80.5 154 100.0
50 and 1 40 24.2 125 75.8 165 100.0 26 21.3 96 78.7 122 100.0
Total 261 219 931 78.1 1192 100.0 133 16.0 699 84.0 832 100.0
*p =.003
**p = 434
*p=.002

#p = .020.
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the overall high success rate in all groups could arise
from the administration of behavioural changes
therapy to all patients. Tonstad et al. [21] reported in
their randomized controlled study that smoking cessa-
tion rate was significantly higher for the varenicline
group than for the placebo group for weeks 13-24
(70.5% vs 49.6%; [OR], 2.48; 95% [CI], 1.95-3.16; p
<.001) as well as for weeks 13-52 (43.6% vs 36.9%;
[OR], 1.34; 95% [CI], 1.06-1.69; p=.020). In this
study, it was emphasized that five clinic examinations
and four phone calls in 24 weeks had an effect on the
higher smoking cessation rates in 24 and 52 weeks
compared to the other studies. Ebbert et al. [22]
reported in a study conducted in 61 centres in 10
countries (Australia, Canada, Czech Republic, Egypt,
Germany, Japan, Mexico, Taiwan, United Kingdom,
and United States) between July 2011 and July 2013
that the success rate of varenicline (n=760) for 24
weeks (32.1%) was significantly higher than placebo
(n=750) (6.9%), and the success rates for 52 weeks
were 27% and 9.9%, respectively. They reported use
of 18 clinical and 10 phone calls in 52 weeks in this
study. Nakamura et al. [23], in a comparative study
between varenicline and placebo, reported that success
rate of smoking cessation after 9-12 weeks in the users
of varenicline was significantly higher compared to the
placebo [66.7%, 104/156, OR (95% CI): 3.23 (2.02-
5.19); 39.0%, 60/154; p<.001). Tsai et al. [24], in a
study conducted in 2007, reported that the success
rate for 9-12 weeks in patients taking varenicline and
placebo for 4 weeks was 59.5% in varenicline users
and 32.3% in placebo users, and the success rate for
9-24 weeks in patients taking varenicline and placebo
for 12 weeks was 46.8% in varenicline users and
21.8% in placebo users. Boudrez et al. [25], in 551
patients receiving varenicline therapy found the fre-
quency of smoking cessation success for 12 weeks as
64.6% in 2011, and when they classified the cases
who quit smoking according to their countries, they
found that the prevalence of smoking cessation was
61.1% in Belgium, 70.4% in Greece, 64.5% in Hungary,
and 50% in Slovenia.

It has been observed in international and domestic
studies that generally varenicline has been used in the
cases with higher dependence score of FTND and with
higher packages of smoking cigarette year, and bupro-
pion has been used in cases generally presenting with
depressive symptoms and less consumption of ciga-
rettes and with lower FIND scores [2,19,20,22,26].
In fact, also in our study, chronic diseases of the
patients were questioned, and patients were informed
about the smoking cessation drugs and it was observed
that the cases with higher FTND scores and those with
longer packet years were recommended varenicline
preferred varenicline and varenicline was preferred.
Indeed, in 81 provinces at 228 smoking cessation clinic
between 2010 and 2011 in our country, the success rate

of smoking cessation after one-year follow-up was
29.6% in 16,473 varenicline users, 25.1% in the bupro-
pion users. The success rate of smoking cessation at the
end of one year was 41.4% in the cases using vareni-
cline with increased age, especially at the 50-59 age
bracket, and 42.3% in the cases over 60 years, and
this was found to be significantly higher than in
other age brackets [27]. Also in this study, the success
rate of smoking cessation at the end of one year was
31.8% in the cases using bupropion with increased
age, especially at the 50-59 age bracket, and this was
found to be significantly higher than in other age
brackets. Giinay et al. reported the success rate of
smoking cessation at the end of one year as 49.0% in
their study conducted in 2011, which was significantly
higher in the elderly patients (over 60 years) using var-
enicline and bupropion than in younger patients
(below 60 years), which was 33.4% [2]. In fact, still
the success rate of smoking cessation did not differ sig-
nificantly in the bupropion users over the age of 40
after first-year follow-up when compared to the
other age brackets, and the success rate of smoking
cessation in the bupropion users over the age of 50
after second year follow-up was significantly higher
than in other age brackets in our study. This situation
was consistent with the previous literature, and both
the numbers of smoking cessation trials and associated
comorbidities increased with aging, and therefore, it
increased the success rate of smoking cessation in
these cases [27].

It can be concluded in this study that varenicline as a
smoking cessation drug seems to be more effective and
is tolerated better than other smoking cessation medi-
cations. This result was consistent with the results of
the previous studies comparing the efficacy of bupro-
pion and NRT with that of varenicline on smoking
dependence. In conclusion, considering the principle
that there is no disease but there are patients, and taking
into account the patient’s previous experience of smok-
ing cessation, medication uses, and methods, the
patients should always be recommended personalized
medicine, ie. the most effective and safe medication.
Appropriate medical treatment, phone calls, and clini-
cal follow-up for two years accompanied by behavioural
changes therapy in the management of the smoking
cessation patients would increase the success rate.
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