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ABSTRACT
Background: Health systems play key roles in identifying tobacco users and providing evidence-
based care to help them quit. This treatment includes different methods such as simple medical 
consultation, medication, and telephone counseling. To assess different quit smoking methods 
selected by patients in tobacco cessation centers in Iran in order to identify those that are most 
appropriate for the country health system. 
Methods: In this cross-sectional and descriptive study, a random sample of all quit centers at the 
country level was used to obtain a representative sample. Patients completed the self-administered 
questionnaire which contained 10 questions regarding the quality, cost, effect, side effects and 
the results of quitting methods using a 5-point Likert-type scale. Percentages, frequencies, mean, 
T-test, and variance analyses were computed for all study variables.
Results: A total of 1063 smokers returned completed survey questionnaires. The most frequently 
used methods were Nicotine Replacement Therapy (NRT) and combination therapy (NRT and 
Counseling) with 228 and 163 individuals reporting these respectively. The least used methods 
were hypnotism (n = 8) and the quit and win (n = 17). The methods which gained the maximum 
scores were respectively the combined method, personal and Champix with means of 21.4, 
20.4 and 18.4. The minimum scores were for e-cigarettes, hypnotism and education with means 
of 12.8, 11 and 10.8, respectively. There were significant differences in mean scores based on 
different cities and different methods. 
Conclusions: According to smokers’ selection the combined therapy, personal methods and 
Champix are the most effective methods for quit smoking and these methods could be much 

more considered in the country health system.
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INTRODUCTION

Without effective tobacco control measures, it is estimated 
that by the year 2030, the annual global death toll will reach 
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8 million.[1,2] With current smoking patterns, approximately 
500 million people alive today will eventually be killed 
by tobacco use.[3] Currently, there are an estimated 
1.3 billion smokers in the world.[4] Most smokers indicate 
interest in quitting, three out of four smokers say they 
want to quit.[5] One of the core responsibilities of the 
health system should be to treat tobacco dependence. 
This treatment includes different methods such as 
simple medical consultation, medication, and telephone 
counseling. The cost of these methods differs and would 
not have the same effect on different smokers.[6] It should 
be noted that treatments need to be tailored and delivered 
appropriately for individuals according to their age, gender, 
interest, needs and also cultural and local conditions.[7] 
Repeated consultation at each clinical visit would reinforce 
the necessity for quitting.[8,9] Furthermore, consultation by 
health interns can significantly increase the quit rates.[10] 
This intervention is relatively cost‑effective because it is 
a part of available services, which people rarely use. Such 
interventions are very effective because they are provided 
by health care providers who are respected by most 
people and with whom smokers tend to have good 
interactions.[11,12]

In addition to medical advice and telephone 
consultation for quitting, an effective method can also 
include medication. Medication includes various forms 
of nicotine replacement therapy (NRT) such as patches, 
gum, lozenges, and nasal spray and also prescription 
drugs such as bupropion and varenicline.[13]

After 10 years of the first educational intervention for 
quitting smoking and one or two complementary programs 
in the Iran health system network, and in some attached 
centers (including group therapy and free 15 mg nicotine 
patch) the same interventions are still being implemented 
with little documentation of effectiveness.[14‑17] Therefore, 
different treatments including more recent treatments 
need to be studied and assessed and the most appropriate 
ones selected and developed at the country health 
system level. This should include among other factors 
demands on human resources and availability and cost of 
medication services. It is important for us to know how 
these treatments were viewed by patients. In undertaking 
this assessment, it is important to include patient 
selection on the methods they have experienced. The aim 
was to study and assess patients’ selection of different quit 
smoking methods provided in tobacco cessation services 
centers in Iran in order to identify those that could be as 
one of the most appropriate for the country health system.

METHODS

This cross‑sectional and descriptive study was conducted 
in smoking cessation services centers in Iran in 2012–2013. 

In each Iran’s province, there is a university under the 
supervision of Ministry of Health and Medical Education. 
Therefore, primary health care services are provided by 
universities of medical sciences and national tobacco 
control programs provided by these universities, and there 
is a person to coordinate these activities in the affiliated 
centers all across the provinces. There were approximately 
50–60 smoking quit centers, which are working under 
the supervision of health centers in primary health care 
system, but many of these were not active in presenting 
tobacco cessation services. 13 active centers in 7 cities 
were selected (whether public or private) with the goal of 
obtaining a representative sample size of 1066 subjects by 
using the following formula:
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In a randomly selected day based on first‑come, 
first‑serve basis and agreement to join the study, 
smokers at all active quit centers throughout the country 
completed the questionnaire. The researchers visited 
the centers during June 2012 and asked a randomly 
selected sample of smokers (minimum 10 from each 
center) to complete an anonymous, self‑administered 
questionnaire during their visit to the center. The 
contents of the primarily structured questionnaire 
were designed by the first author based on review of 
the relevant literature and the authors’ preliminary 
research.[13‑17] Its psychometric properties were evaluated 
in terms of face and content validity through a panel 
discussion with seven tobacco control experts in Iran 
who had experience in tobacco cessation programs. This 
discussion continued until a convergence of opinions 
was reached. The reliability coefficient (Cronbach alpha) 
for the questionnaire was assessed through test‑retest on 
a sample of 15 patients (α = 0.88). The questionnaire 
also was piloted before distribution.

In tobacco control expert panels, 30 scores were 
included for assessment. The questionnaire contained 
10 questions (3 scores each) regarding the quality, 
cost, effect, side‑effects and the results of quitting 
methods using a 5‑point Liker‑type scale from 1 to 3 
to have maximum 30 for each. For maximum coverage 
the centers of seven cities in different geographic 
regions such as Tehran, Isfahan, Shiraz, Mashhad, 
Tabriz, Hamedan and Sari were selected (these centers 
were identified through necessary coordination with 
the Deputy for Health and Curative Affairs in each 
province). Prior to distribution of the questionnaire, 
the purpose and nature of the study were explained to 
the relevant authorities in each center and also to the 
randomly selected participants and informed consent 
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was obtained in order to inform the participants regarding 
the aim of study, feel free to join the study, and other 
ethical and confidential issues.

All survey responses were entered into a data set and double 
keyed to ensure accurate data entry. Percentages, frequencies, 
mean, t‑test and variance analysis were computed for all 
study variables. Analyses were conducted using SPSS 16.00 
statistical software (SPSS Inc., Chicago, IL, USA).

RESULTS

In this study, a total of 1063 out of 1384 smokers 
returned completed the survey questionnaire (response 
rate was 77%). Most respondents were from Tehran 
with 473 cases, using all methods, while in other cities 
some methods were not accessible or the patients did 
not use them. For example in Sari city, only 48 cases 
answered the questionnaire. The most frequently used 
methods were NRT and combination methods (NRT and 
counseling) with 228 and 163 cases, respectively. The 
least used methods were hypnotism (n = 8) and the quit 
and win method (n = 17) [Table 1].

The mean score of all used methods in our study was 
16.8 ± 4.6 (minimum 10–maximum 26). A score of 26 
was given to combination methods and 10 to different 
methods. The methods which received the maximum 
scores were combined methods, willpower and Champix 
with means of 21.4, 20.4 and 18.4, respectively. The 
minimum scores were assigned to e‑cigarettes, hypnotism 
and education with means of 12.8, 11 and 10.8, 
respectively [Table 2].

There were significant differences in mean scores based 
on different cities and in the mean scores of different 
methods [Table 3]. The cities of Hamadan and Sari 
gained the maximum scores (P < 0.000) and combined 
methods, personal, Champix and quitlines gained the 
maximum scores (P < 0.000). Invariance analysis on 
mean scores of different methods, there were significant 
differences among methods, and combined treatment, 
personal, Champix and telephone consultation gained 
the maximum scores (P < 0.000) [Table 4].

There were no significant differences in patients’ 
mean scores of according to their gender (P = 0.19) 
[Tables 5 and 6].

DISCUSSION

In this study, the selection and opinions of the smokers 
toward different quitting methods revealed that the 
combination therapy, personal, Champix and telephone 
consultation were viewed as the most effective methods 
in the country. It is important to know the patients’ 
opinions in order to up to date our services at the 
country level for enhanced success. Among these four 
preferred methods, the combination therapy treatment 
was the first priority, and we assume that this could be 
due to its availability free of charge and also its group 
therapy approach.[14,15] This method also has been 
recommended in prior studies.[18,19] For personal methods 
that were rated as a second priority, we considered that 
this may be due to the fact that the use of personal 
methods demonstrates the high motivation of smokers 
to quit smoking. Other studies have not confirmed 

Table 1: Frequency distribution of study sample by methods and cities in Iran in 2012-2013

Quit methods Mashhad Isfahan Shiraz Tabriz Tehran Hamadan Sari Total

NRT 27 38 18 17 95 18 15 228
Champex 4 6 2 1 9 3 2 27
Zyban 4 6 2 1 12 3 2 30
Combination treatment 26 33 6 6 61 15 16 163
Education 4 4 5 2 10 1 2 28
Self‑learning material 6 7 5 5 19 2 3 47
Behavioral intervention 6 7 5 62 18 2 1 45
Quit and win 3 4 2 2 6 0 0 17
Telephone consultation 12 13 9 12 42 4 0 92
Hypnotism 0 2 0 2 5 0 0 8
IVR 4 4 2 4 14 1 0 29
Acupuncture 3 3 0 2 11 1 0 20
Some medication 4 11 8 4 35 2 0 64
Some methods without medication 2 6 4 2 16 1 1 32
Willpower 7 16 12 7 50 3 3 98
Nonnicotine medication 6 13 10 5 40 2 2 78
E‑cigarette 6 9 6 3 30 2 1 57
Total 124 182 96 80 473 60 48 1063
NRT=Nicotine replacement therapy, IVR=Interactive voice response
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Table 2: Prevalence and score obtained for each quit smoking method based on patients’ opinion and according to their priority

Priority Method Number Minimum-maximum Mean

1 Combination treatment 163 10‑26 21.4±5
2 Willpower 98 10‑24 20.4±3.3
3 Champix 27 12‑19 18.4±1.8
4 Telephone consultation 92 10.5‑28 18.3±2.1
5 NRT 228 10‑25.5 17.1±4.7
6 Nonnicotine medication 78 14‑20.5 16.7±2.9
7 Acupuncture 20 10‑25.5 15.5±5.5
8 Zyban 30 10‑15 14.5±1.3
9 Some medication 64 12‑15 13.9±1
10 Some methods without 

medication
32 10‑14 13.8±0.7

11 Quit and win 17 10‑14 13.5±1.3
12 Behavioral treatment 45 10‑14 13.3±0.8
13 Self‑learning material 47 10‑14 13.3±0.7
14 IVR 29 10‑14 13±1.7
15 E‑cigarette 57 11.5‑15 12.8±1.5
16 Hypnotism 8 10‑12 11±0.5
17 Education 28 10‑12 10.8±0.4
Total 1063 16.8±4.6
NRT=Nicotine replacement therapy, IVR=Interactive voice response

Table 3: Analysis of variance of mean scores for patients’ opinions on quit smoking methods in different cities of Iran, 2012

Cities Number Subset for alpha=0.05

1 2 3

Tabriz 80 15.21
Shiraz 96 16.25 16.25
Tehran 473 16.60 16.60
Mashhad 124 17.06 17.06
Isfahan 182 17.41
Hamedan 60 18.06 18.06
Sari 48 19.60
Significant 0.083 0.095 0.245

•	 Group	 with	 low	 priority:	 Learning	 material,	
interactive voice response, e‑cigarettes, hypnotism, 
and education.

Consideration should be given to not using the low 
priority methods.

It was observed that there are significant differences 
in mean scores for quitting methods among the seven 
cities [Table 3]. We had assumed that these methods 
would receive higher scores in Tehran compared to other 
cities (due to long‑term experience and the availability 
of the centers). However, contrary to our expectations, 
the highest scores were reported in Sari and Hamadan 
city. Further research should be done to investigate this 
result. According to the variance analysis conducted 
to compare methods (and despite the fact that there 
were significant differences between the methods); 
four quit methods, including combination therapy, 

this idea,[20] however, and it may be considered as a 
starting point for further complementary studies. Use of 
Champix has been implemented once (free of charge) 
and revealed a good result.[21] Telephone consultation 
was identified as a fourth priority, and this could also be 
due to its accessibility at the country level. This result 
also is consistent with similar studies.[12,22,23]

These seventeen treatment methods for quit smoking 
can be divided into three groups as follows:

•	 Group	 with	 high	 priority:	 Combination	 therapy,	
willpower, champix, telephone consultation, NRT, 
nonnicotine medication.

•	 Group	 with	 medium	 priority:	 Acupuncture,	 zyban,	
some medications (such as anti‑depression drugs), 
some methods without medication (for example 
counseling and watching movies), quit and win, 
behavioral treatment.
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Table 4: Analysis of variance of mean score provided through patients’ opinion towards different methods of quit smoking 
in Iran, 2012

Quit smoking method Number Subset for alpha=0.05

1 2 3 4 5 6 7

Acupuncture 9 10.27
Education 28 10.87 10.87
Hypnotism 8 11 11
E‑cigarette 57 12.89 12.89 12.89
IVR 29 13.05 13.05 13.05
Behavioral treatment 45 13.33 13.33 13.33
Self‑learning material 47 13.36 13.36 13.36
Quit and win 17 13.52 13.52
Some methods without medication 32 13.87 13.87 13.87
Some medication 64 13.95 13.95 13.95
Zyban 30 14.50 14.50 14.50
Nonnicotine medication 78 16.78 16.78 16.78
NRT 238 17.23 17.23
Telephone consultation 92 18.32 18.32
Champix 28 18.50 18.50
Willpower 98 20.49
Combination treatment 163 21.40
Significant 0.056 0.057 0.935 0.098 0.166 0.893 0.057
NRT=Nicotine replacement therapy, IVR=Interactive voice response

Table 5: Patients mean scores according to their gender 
in Iran, 2012

Gender Number Mean SD SE

Male 748 17.17 4.41 0.161
Female 315 16.18 4.96 0.279
SD=Standard deviation, SE=Standard error

willpower, and Champix were identified as best. There 
were no significant differences among the remaining six 
quit methods [Table 4]. This table indicates that one 
appropriate method may be selected from among the 
methods in each group based on present conditions, 
including patients’ and physicians’ preference and 
satisfaction.

There also was no significant difference between women 
and men in this study, in contrast to Gilpin and Pierce’s 
findings.[24] This study demonstrated that patients prefer 
to use combination therapy individually (not group 
therapy) and this issue should be considered for the 
supplementary further study.

The results of this study are important because few studies 
have assessed real world responses of patients who used 
different smoking treatment methods. Thus, one potential 
follow‑up from this study could be a training program for 
health care providers on effective methods to treat smokers. 
For example, acupuncture has not been proven effective 
as a tobacco treatment method, yet it was reported as 
a medium priority treatment by the participants. An 

important limitation of this study is the cross‑sectional 
nature of the data. This makes it impossible to determine 
the impact of each method on quitting result. Another 
important limitation was inability of health policy makers to 
make necessary final decision for tobacco control program 
based of the result of this study and future studies should 
focus on the quality, such as cost‑effectiveness, time, and 
side effects of each cessation method.

This study also reflects the international discussion that 
has occurred regarding the role of formal treatment 
relative to self‑quitting[21] since participants reported that 
both willpower and medications like varenicline were 
most effective for helping them quit smoking. Willpower 
can be considered an indicator of motivation, and our 
experience is that those who are most motivated to 
quit might be the most successful ones. And when that 
motivation is coupled with an effective medication, the 
chances of being successful increase even more. Thus, 
the results of this study reflect the wisdom our patients 
because they recognize that smoking treatment requires 
more than just taking a medication, but it also reflects 
the need to train more healthcare workers to assure they 
help their patients with the most effective methods.

CONCLUSIONS

Patients’ opinions revealed that combination therapy, 
willpower, Champix and telephone consultation are the 
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most effective quit methods in the country and that quit 
centers will have more patients successfully quit smoking 
using these methods.
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