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OBJECTIVE: The study aimed to investigate the utility of telemedicine conducted via video counseling in comparison to the previous 
structured approach and to compare prepandemic smoking cessation success rates with traditional counseling.

MATERIAL AND METHODS: The applicants of the outpatient clinic for smoking cessation support pre- and post-pandemic periods were 
included in the study. The time intervals were retrospectively between 1 March and 30 August 2021 and the last 3 months of the year 
2019. The data were revealed retrospectively. Age, sex, occupation, smoking history as package year, and the score of the Fagerström test 
for nicotine dependence, accompanying chronic diseases, treatment method, and quitting status between 6 and 9 months of follow-up.

RESULTS: The number of applicants was 200 (87% male) and 89 (95% male) in groups 1 and 2, respectively. The age difference was not 
significant. The difference was statistically significant according to having at least 1 accompanying chronic disease, specifically a lung 
disease. None of the parameters have affected the success of quitting smoking. The smoking cessation rate was 3.9 fold higher in the 
telemedicine group than in the traditional group.

CONCLUSION: The main principle appears to be allocating enough time, as required on an individual basis, to clearly assess the situ-
ation, including identifying barriers and options. Since immediate systematic physical examination and laboratory testing may not be 
mandatory for individuals seeking smoking cessation support, telemedicine emerges as a reasonable option and a promising field for 
comprehensive video counseling.
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INTRODUCTION

Since it was first announced as a pandemic by the World Health Organization (WHO) on 11 March, 2020,1 a novel disease 
called coronavirus disease 2019 (COVID-19), caused by a new type of coronavirus type named SARS-CoV-2, has brought 
about numerous changes in daily life, both through compulsory measures and voluntary actions. These transformations 
have been particularly noticeable in the field of medicine due to the highly contagious nature of the disease, necessitating 
strict preventive measures such as the use of face masks, physical distancing, hygiene practices, limited social interac-
tion, and travel restrictions. An example of this transition in healthcare services is the implementation of telemedicine. It 
has been introduced as an approach to “forward triage,” which enables effective patient screening while simultaneously 
safeguarding patients, doctors, and the community from exposure to COVID-19.2 Telemedicine has emerged as a solu-
tion to address the current challenges faced by healthcare systems worldwide during the pandemic, aiming to sustain the 
capacity to provide services not only for those affected by COVID-19 but also for individuals dealing with other acute 
and chronic diseases, while protecting physicians, nurses, and other allied health personnel.3 While the implementation 
of this technological approach remains controversial in many countries, including Türkiye, it is still a global necessity to 
identify the areas suitable for telemedicine. Recently, a retrospective assessment of telemedicine via video conferences 
for COVID-19 patients has demonstrated its potential in forward triage, follow-up visits, and providing continuous remote 
healthcare support for these patients.4 However, the medical interventions of telemedicine, whether they are suitable or 
not, await investigation through clinical studies. Smoking cessation support might be one such area due to its non-urgent 
nature, as it does not require immediate physical or radiological examinations.

In addition to numerous established risks that cigarette smoking poses to various organs of the human body, prelimi-
nary data suggest that it may also exacerbate the disease process in active smokers with COVID-19. A systematic 
literature review has hypothesized an association between smoking behavior and adverse COVID-19 progression, 
emphasizing the importance of quitting smoking.5 Subsequently, a meta-analysis study revealed that smokers were 
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nearly twice as likely to experience severe progression com-
pared to non-smokers.6 In fact, WHO published the Global 
Tobacco Control Report, which emphasized the promotion 
of comprehensive cessation interventions to aid in quitting 
tobacco use just prior to the COVID-19 Pandemic.7 At the 
conclusion of that report, a global objective was articulated, 
stating “it is important that we all recommit to ensuring all 
the people of the world are protected fully from the great 
harms of the tobacco epidemic” (p. 6). On the other hand, 
smoking cigarettes or using other tobacco products is asso-
ciated with the potential to increase the likelihood of virus 
transmission, primarily through the exhalation of respira-
tory droplets while exhaling tobacco smoke. The COVID-19 
Pandemic has been addressed as an opportunity for tobacco 
use cessation.8 While tobacco sales and smoking were 
banned in some countries, such as New Zealand, Portugal, 
and Mexico, those prohibitions may not achieve the desired 
results without increasing awareness of the associated risks 
and providing appropriate assistance for quitting smoking. 
While aiding smokers willing to quit and proactively ignit-
ing their motivation, it is crucial to ensure that COVID-19 
prevention measures (such as the use of personal protec-
tive equipment (PPE) and practicing physical distancing) 
are properly adhered to. Incomplete measures would funda-
mentally result in inadequate protection. As mentioned by 
Kotsen and co-authors, the rapid transformation to maintain 
clinical care became an urgent necessity during the COVID-
19 Pandemic, which saw a sudden disruption of routine 
healthcare services.9 Smoking cessation support was among 
these services albeit not considered urgent.

It has been emphasized that limiting the utility of telemedi-
cine limited to crisis periods would be a shortsighted view. It 
is necessary to draw the right conclusions from the lessons 
learned during the pandemic by a wide spectrum, includ-
ing all parties from the telemedicine community to society 
at large.3 Some of these lessons require evidence-based 
information derived from studies, as suggested by the WHO: 
“Digital options should ideally be compared with conven-
tional approaches in large-scale well-designed studies. 

Researchers should analyze and interpret the results without 
prejudice of implied benefits of digitalization.”10

The aim of the recent study was to assess the effectiveness of 
telemedicine conducted via video counseling as an adaptation 
of the previous structured form. It aimed to compare the 
prepandemic results of the same team with face-to-face 
counseling conducted in physical presence in the same 
room. The study examined the feasibility of telemedicine for 
smoking cessation support by analyzing the success rate of 
quitting smoking in comparison to the traditional face-to-face 
method previously provided at the same healthcare facility.

MATERIAL AND METHODS

Background of Implementation of Telemedicine
Similar to other clinics in the country, all our outpatient clin-
ics, including the smoking cessation outpatient clinic (SCOPC), 
were temporarily closed at the onset of the pandemic. The 
decision was made to prevent doctors and patients from poten-
tial COVID-19 contagion and to conserve healthcare resources 
during the crisis. However, one of the researchers initiated 
remote patient evaluation after the first three months of the 
pandemic. The technical system for this purpose was devel-
oped individually. When a patient scheduled an appointment 
through the university hospital’s website, a video counseling 
session was arranged with the pulmonologist using a software 
program (Skype™, version 6.4, Microsoft, Redmond, WA, 
USA). Only patients who absolutely needed an in-person visit 
for either physical examination, testing, or prescription were 
invited to the hospital.4 After gaining significant experience 
employing telemedicine for remote management of pulmo-
nary diseases, the pulmonologist noticed the absence of the 
routine smoking cessation support provided in the prepan-
demic period. Considering the lower need for urgent physical 
examinations and laboratory tests, as well as the availability 
of relevant drugs free of charge from units designated by the 
Ministry of Health (MoH), the suitability of using telemedicine 
techniques for smoking cessation support was deemed rea-
sonable. Consequently, the team began offering this support 
through telemedicine via video counseling at the SCOPC on 
March 1, 2021, making it the first center in the country to do so.

This study was carried out in accordance with the Helsinki 
Declaration and was approved by the Ethical Council of 
Pamukkale University (08.06.2021; E-60116787-020-61735). 
The data was retrieved retrospectively from the patient files, 
which included informed consent obtained routinely during 
the initial interviews. Written consent was obtained for the 
traditional group, while verbal consent was obtained for the 
telemedicine group.

Features of the Telemedicine and Traditional Groups
The study included applicants of the SCOPC during both the 
pre- and post-pandemic periods. Group 1 consisted of appli-
cants who received real-time video counseling via telemedi-
cine between March 1 and August 30, 2021. Group 2 was 
designed as a historical control group with the applicants of 
the traditional SCOPC. Inclusion for this group was limited to 
the last three months due to interrupted service caused by a 
lack of drug supply from the MoH before and after this dura-
tion in the prepandemic period. Data for these applicants 

Main Points

•	 This study highlights the feasibility of remote counseling, 
increasing awareness of telemedicine among physicians 
and patients.

•	 Clinical investigations are needed to assess the suitability 
of telemedicine for medical interventions, particularly in 
non-urgent cases such as smoking cessation support.

•	 We evaluated the effectiveness of smoking cessation 
support delivered via telemedicine and traditional 
methods in an outpatient clinic, with remote techniques 
showing significant advantages, especially during the 
pandemic.

•	 Incorporating technological methods into smoking 
cessation programs holds promise as an alternative 
approach.

•	 Additional research is required to gather more data on 
the effectiveness and broad applicability of telemedicine 
in smoking cessation support, as well as to address any 
potential drawbacks and technological solutions.
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were retrospectively revealed from their health records, and 
the latest information on their smoking status was obtained 
through telephone calls. The same parameters in group 1 
were also retrospectively retrieved from the health records of 
applicants in group 2 to facilitate comparison.

The independent variables included age, sex, occupa-
tion, smoking history quantified as package-years, and 
the Fagerström Test for Nicotine Dependence score. The 
accompanying chronic diseases for each group were listed 
in decreasing order. Information regarding psychosocial and 
pharmacological treatment, including the use of varenicline 
or nicotine replacement therapy (NRT), was obtained from 
the patient’s health records.

All study applicants were followed for a minimum of 
6 months, ranging from 6 to 9 months, following their 
initial consultation with the doctor. In group 1, follow-up 
appointments were conducted via telemedicine. Information 
regarding smoking cessation status and any challenges 
encountered during the quitting process within the 6-to-9-
month period was also collected. The duration of video 
counseling was recorded for the initial and each subsequent 
meeting. However, the duration of visits in group 2 could not 
be retrieved retrospectively as this data was not documented 
during in-person appointments.

The management for the applicants in group 1 and group 2 
involved providing the relevant treatment for a minimum of 

3 months. In the event of premature discontinuation of the 
treatment due to the applicant’s preference, a close follow-up 
was scheduled, and immediate support for the potential crav-
ings to smoke was offered. Treatment success was defined 
as abstaining from smoking for a minimum of 6 months, 
given the variation in follow-up duration ranging from 6 to 9 
months in group 1.

Sample size was calculated using Riskcalc sample size calcu-
lator based on previous research findings. It was assumed that 
the smoking cessation success would be 80% at both treat-
ment arms, and the threshold amount for the non-inferiority 
test should be 15%. At the 5% level of significance, with 2:1 
allocation and a 10% drop rate, the minimum sample size 
calculated for the control arm was 66, and for the telemedi-
cine group, n=198 achieved an 80% power for the analysis.

Out of the total 89 applicants in group 2 contacted by tele-
phone for this study, smokers who expressed a strong desire 
to quit smoking were informed about the telemedicine option 
for smoking cessation support and were invited to consider it. 
Appointments were scheduled for those who requested assis-
tance beyond the scope of the study.

For both groups, individuals lost to follow-up were contacted 
via telephone calls to obtain the relevant information. If 
deemed necessary for further follow-up visits, the next meet-
ing was scheduled during these phone calls to maintain con-
tinuity. Applicants who did not request a follow-up visit, did 

Figure 1.  Time frame of the study design based on smoking cessation out-patient clinics with traditional in-person and telemedicine methods. 
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not respond to telephone calls, or had inaccurate telephone 
numbers were also included in the study, and their apply for 
a follow-up visit, who didn’t answer the telephone call or 
whose telephone number was declared inaccurate was also 
included to the study, and their status was noted.

The study design timeline and the formation flowchart of 
the groups have been summarized in Figure 1 and Figure 2, 
respectively.

Statistical Analysis
In descriptive statistics, continuous variables are presented as 
mean ± SD. Categorical variables are presented with their 
percentages. Between group comparisons for continuous data 
were made by t-test or non-parametric equivalent Mann–
Whitney U-test. Categorical data were compared with chi-
square test. Normality of the distribution was assessed with 
Kolmogorov–Smirnov test. A multivariate logistic regression 
model was applied to investigate the relationship between 
independent variables and smoking cessation success. Odds 
ratios obtained from logistic regression are presented with 
their 95% CI. The statistical analyses were performed by the 
Statistical Package for Social Sciences (SPSS®) software, ver-
sion 20 (IBM Corp.; Armonk, NY, USA). A two-sided P < .05 
is considered statistically significant.

RESULTS

Demographic Features
In group 1, data from 200 applicants were analyzed. The 
group was predominantly composed of male smokers, 
accounting for 87% (174 smokers), while the remaining 13% 
(26 smokers) were female. In group 2, a total of 89 applicants 
were included in the analysis. However, out of 134 registered 
in 2019, due to a falsely declared telephone number, 15 of 
them could not be reached, and at least three consecutive 
telephone calls were inconclusive for the remaining 30 appli-
cants. In group 2, 95% of the total 89 smokers were male (85 
smokers). There was a statistically significant difference in the 
female/male ratio between the two groups (P = .029). The 
groups were compared according to age, smoking history, 
and nicotine dependency level. The mean age was higher in 
group 1 while the differences were not statistically significant 
for other parameters (Table 1).

There was no accompanying chronic disease in 157 appli-
cants of group 1 (78.5%). The distribution of the diseases in 
the remaining applicants was presented in decreasing order: 
chronic obstructive pulmonary disease (COPD) in 19, coro-
nary arterial diseases in 16, diabetes mellitus in 14, arterial 
hypertension in 12, lung cancer in 12, asthma in 7, mitral 

Figure 2.  Flowchart of study groups in relation to type of counseling and the outcomes of smoking cessation support. SCOPC, Smoking 
Cessation Out-Patient Clinic.

Table 1.  Mean Values of Age, Smoking History, and Nicotine Dependency Scores According to the Groups

Parameter Group 1 (n = 200) Group 2 (n = 89) P

Age (mean ± SD) (range) 40.15 ± 13.41 (18-69) 35.62 ± 10.21 (18-64) .002*

Smoking history as pack-years (mean ± SD) (range) 29.9 ± 24.27 (1-150) 27.21 ± 23.81 (5-130) .381**

Nicotine dependency score (mean ± SD) (range) 6.34 ± 2.54 (0-10) 6.58 ± 2.30 (2-10) .439**

Values with P < .05 are significant.
*t-test.
**Mann–Whitney U test.
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valve disease in 3, obstructive sleep apnea in 3, larynx can-
cer in 3, breast cancer in 1 of them. In group 2, there were 
no accompanying chronic diseases in 81 of the applicants 
(91%). The distribution of the diseases in the remaining appli-
cants was presented in decreasing order: diabetes mellitus 
in 4, arterial hypertension in 4, coronary arterial diseases in 
3, COPD in 1, diffuse interstitial lung disease in 1 of them. 
The difference was statistically significant between group 1 
and group 2 according to having at least one accompanying 
chronic disease (21.5% vs. 9%, P = .01). Additionally, in com-
parison for having a lung disease, the difference was signifi-
cant between group 1 and group 2 (17% vs. 4.5%, P = .004).

Characteristics of Treatment Interventions

Time Spent on Counseling in Telemedicine vs. Traditional 
Smoking Cessation Outpatient Clinic
The duration of each video counseling (for first and follow-up 
meetings) was recorded using the Skype program in the tele-
medicine group. However, this parameter was not applicable 
for traditional in-person first meetings in the doctor’s office 
before the pandemic period (group 2). The data are summa-
rized in Table 2.

Treatment Choices
In group 1, the treatment choices consisted of varenicline 
in 190 applicants and NRT for 10 applicants out of a total 
200 applicants. None of the applicants in group 1 were fol-
lowed without pharmacological treatment. In group 2, the 
uptake rates for varenicline and NRT were 52 (58.4%) and 33 
(37.1%), respectively, among the 89 applicants who could be 

reached for follow-up visit via telephone call. The remaining 
4 (4.5%) applicants in group 2 received no pharmacological 
treatment in 2019.

Outcomes Related to Smoking Cessation Support Success
In group 1, follow-up visits were conducted with 172 out of 
the total 200 applicants who had agreed to a smoking ces-
sation plan. The remaining 18 applicants were contacted at 
least three times using the telephone numbers they provided 
at the registration to the SCOPC but could not be reached (5 
of them were found to have provided false numbers). At the 
first follow-up visit, 124 of the applicants (62%) had suc-
cessfully quit smoking. Considering the 6-9-month follow-
up period, 24 applicants (13.9%) resumed smoking after 
1-3 months. After excluding these 24 applicants who had 
failed to quit smoking for at least 6 months, the treatment 
success rate has reached 88 (44%) out of the total 200 appli-
cants. Theoretically, there would be two extreme scenarios 
for treatment success if inaccessible 18 applicants could be 
included in the cohort: 106 (%53) when all 18 were quitters, 
44% when all 18 had failed to quit smoking, and the other 
possibilities were between these two percentages.

The reasons for the failure to quit smoking were also recorded 
in the routine questioning of relevant applicants. The main 
issues, except the high desire of smoking due to a high level 
of nicotine dependency, were listed as periodical traumatic 
stress factors that interrupted the process, such as experienc-
ing COVID-19, having a family member diagnosed with or 
died from COVID-19, and encountering unexpected work-
related problems.

Table 2.  Mean Durations of the First Counseling and Follow-up Meeting According to the Groups

Parameter Group 1 (n = 200) Group 2 (n = 134) P

Duration of first counseling as minutes (mean ± SD; (range) 20 ± 3.83 (15-35) NA -

Duration of follow-up meeting as minute (mean ± SD); (range) 10 ± 3.5 (5-20)* 5.3 ± 1.3 (5-10)** <.001***

Values with P < .05 are significant.
NA, not applicable.
*Via video counseling.
**Via telephone call.
***Mann–Whitney U-test.

Table 3.  Multivariate Logistic Regression Analysis of Smoking Cessation Success and Independent Variables

Independent Variables Model 1 Model 2

Odds ratio (95% CI)* Odds ratio (95% CI)*

Age 1.001 (0.974-1.029) 1.002 (0.975-1.030)

Gender (female)
Reference: male

0.881 (0.388-1.998) 0.899 (0.395-2.046)

Chronic diseases: yes
Reference: no

0.865 (0.420-1.782) 0.859 (0.416-1.772)

Nicotine dependency (Fagerström) 0.932 (0.840-1.035) 0.930 (0.838-1.033)

Smoking history (pack-years) 1.000 (0.986-1.015) 1.000 (0.986-1.015)

Telemedicine group 
Reference: routine care

3.925 (2.073-7.435) 3.753 (1.938-7.266)

Duration of follow-up meeting – 1.022 (0.940-1.112)

*Multivariate logistic regression analysis.
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In group 2, the success rate of smoking cessation support 
was found to be 16.9% (15 patients) as they successfully 
quit cigarette smoking and remain quitters. However, 12 
applicants (13.4%) who initially quit smoking later relapsed, 
and 62 applicants (69.7%) were unable to quit smoking.

Comparing the rate of applicants who successfully quit smok-
ing in group 1 and group 2 (88 or 44% vs. 15 or 16.9%, 
respectively), the efficacy of telemedicine intervention for 
smoking cessation support was significantly higher than that of 
in-person intervention (P < .001). Furthermore, in the follow-
up assessments, the rate of quitters who relapsed and started 
smoking again after at least 1-3 months of being smoke-free 
was similar between the two groups with 24 applicants (12%) 
in group 1 and 12 applicants (13.5%) in group 2.

Although there was a statistically significant difference in age, 
gender, and the presence of accompanying disease between 
the two groups, these parameters did not show a significant 
effect on the treatment success rate in the logistic regression 
analyses. Additionally, neither the presence of accompanying 
chronic diseases nor the presence of the lung disease, nor the 
number of accompanying chronic diseases had a significant 
effect on the treatment success rate for smoking cessation. 
Taking all the confounding parameters into consideration 
in the statistical analyses, the smoking cessation rate in the 
telemedicine group (group 1) was 3.9 times higher than that 
in the traditional in-person group (group 2) (95% CI, 2.073-
7.435) (Table 3). When we take into account the duration of 
the follow-up meeting as a possible confounder in model 2, 
it had no significant impact on the results.

DISCUSSION

The effectiveness of smoking cessation support provided in 
the same outpatient clinic, both before and during the pan-
demic periods, using the traditional method or via telemedi-
cine was evaluated. The data revealed a notable advantage 
for the remote technique, particularly in the context of the 
pandemic. Discussing this result in relation to the procedure 
beyond the pandemic conditions could provide valuable 
insights for future implementations in ordinary circumstances.

A study aimed to evaluate Internet-based video counseling 
for smoking cessation support, conducted just before the 
pandemic with the goal of eliminating one of the key 
obstacles—face-to-face clinic visits—revealed noninferiority 
based on the similar efficacy results.11 However, due to the 
lack of data obtained in comparison with no intervention 
control or any behavioral smoking cessation intervention 
other than telephone counseling (e.g., face-to-face), Tzelepis 
et  al12 concluded in their Cochrane analysis that well-
structured studies were needed to determine whether real-
time video counseling increases smoking cessation rates. 
While telemedicine has been suggested for post-pandemic 
use due to its advantages, such as supporting the healthcare 
system, improving patient-physician communication even 
under protective measures, and reaching more patients,13 its 
utility in different fields, including giving smoking cessation 
support, should be investigated. Therefore, the results of the 
recent study may offer valuable insight into this matter.

Just before the pandemic, WHO released multidimensional 
guidance for digital health with the aim of inspiring and influ-
encing future research efforts in digital applications.10 These 
interventions can encompass various fields, including utiliz-
ing new technology to provide evidence-based information 
and resources to tobacco users (e.g., applications, mobile 
phones, Quitlines, social media), delivering brief cessation 
advice in healthcare settings, offering telehealth services or 
applications for users seeking cessation advice, enhancing 
access to free or low-cost pharmacotherapy (e.g., cessation 
medications and nicotine replacement therapies), and pro-
viding behavioral counseling.8 A study on the Youth Quitline 
service and the quitting behaviors of its users in Hong Kong 
reported increases in the number of incoming calls and quit 
rate among the participants during the COVID-19 pandemic. 
Among participants, 43% mentioned the pandemic’s effect 
on their motivation to quit, and 83% changed their smok-
ing habit during the pandemic.14 Cumulative data support the 
value of video counseling as a telemedicine approach, and 
other devices are also under recent evaluation. Based on their 
findings, Haluza and colleagues have suggested adding the 
use of mobile applications (Apps) as the sixth “A” to the stan-
dard 5A strategy (Ask, Advice, Assess, Assist, and Arrange).15 
There appears to be potential in incorporating technological 
methods as an option to smoking cessation programs.

The prevalence of smoking tends to increase from adoles-
cence into young adulthood. Fortunately, young adult smok-
ers often express interest in smoking cessation and are more 
likely to make quit attempts compared to older adults.16 
However, successful cessation in middle-aged and older adult 
groups has been associated with factors like willpower and 
comorbidities.17 In a recent study, it was observed that appli-
cants who received smoking cessation support before the 
pandemic through traditional in-person face-to-face methods 
were generally younger than those in the telemedicine group. 
It’s important to note that technology may not pose a bar-
rier to accessing healthcare services, as both groups included 
participants ranging in age from 18 to their 60s. Furthermore, 
there was no significant difference in success rates for quit-
ting smoking based on age.

A meta-analysis of studies published in Latin America on 
quitting cigarette smoking through mobile health interventions 
has underscored the need for further randomized controlled 
studies, despite the promising results.18 In the recent study, 
data for the control group were retrospectively obtained from 
the records of individuals who applied in-person for smoking 
cessation support to the same outpatient clinic during the 
prepandemic period. Synchronized randomization into the 
control and telemedicine groups was not feasible due to the 
necessity of implementing telemedicine as video counseling 
during the pandemic, when the traditional method had to be 
interrupted, as was the case in similar facilities. If telemedicine 
had not been voluntarily implemented in the pulmonary 
outpatient clinic,4 it would not have been possible to continue 
smoking cessation support. Under these circumstances, the 
comparison can be considered acceptable, given that the 
traditional control group provided data from the smoking 
cessation support given during the prepandemic period 
by the same team and structured process. Furthermore, 
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the similarities in gender, smoking history, and nicotine 
dependency scores between the telemedicine and control 
groups allow for a reasonable comparison. Although the 
presence of accompanying chronic disease (either general 
or pulmonary) in the control group was much lower than in 
the telemedicine group, it had no impact on the treatment 
success rate.

In our hospital, there is only one outpatient clinic within the 
pulmonary medicine department, and smoking cessation 
support is provided by pulmonologists. Since the implemen-
tation of telemedicine via video conferencing for general pul-
monary diseases began in this department at the onset of the 
COVID-19 pandemic, the experience gained from routine use 
was subsequently applied to smoking cessation support. By 
considering the results of the patient perspective study con-
ducted on the general patient population regarding telemedi-
cine, pulmonologists employed the same method to provide 
smoking cessation support to applicants. The advantages of 
this model for telemedicine, by the patients, include avoiding 
travel and long waits at the hospital, saving time and energy, 
receiving comfortable counseling with a physician about 
their health issues, and being invited by the physician only 
when necessary. Time has two aspects, one involving using 
time efficiently by avoiding unnecessary hospital visits and 
waiting in line for examination or evaluation of tests ordered 
by the physician, while the other aspect involves allocating 
sufficient time as needed for each applicant.19 Anastasi et al20 
reported that no parameter influenced the quit rate except 
for the proportion of time spent delivering smoking cessa-
tion support. While there may be many confounding factors 
influencing the success of smoking cessation support, the 
primary principle appears to be allocating enough time, tai-
lored to the individual’s needs, to clearly identify the barriers 
and available options. During a pandemic, physical presence 
together can be challenging due to preventive measures and 
the discomfort caused by communication while wearing PPE. 
In the recent study, the mean duration of the first real-time 
video counseling session was 20 minutes. This duration is 
significantly longer than what would have been feasible for 
in-person sessions during pandemic circumstances.

The follow-up visits to assess the success of the traditional 
face-to-face method were conducted by telephone calls in 
the recent study. The sole objective of these calls was to 
retrospectively evaluate the quit rate in the traditional group. 
The mean duration of these calls was approximately half of 
the duration of the follow-up visits in the telemedicine group. 
In terms of using telephone calls, the recent study highlights 
a significant finding, revealing challenges in reaching 
participants due to incorrect telephone numbers provided by 
the participants themselves and a lack of response to repeated 
calls. However, using telephone calls might serve as a viable 
method throughout the whole process. Nevertheless, the 
data was inconclusive regarding whether telemedicine was 
superior to counseling for cessation support via telephone. 
Richter and colleagues reported a higher rate of prescription 
drug usage for cessation support in the telemedicine group 
and suggested this method for relatives and friends.21 Another 
study that evaluated the impact of adding telephone-based 
smoking cessation counseling, incorporating lung cancer 

screening, did not show an increase in 12-month cessation 
rates compared to providing written information.22 While 
acknowledging methodological limitations, Tzelepis et  al12 
found no difference between real-time video counseling and 
telephone counseling for smoking cessation.

Recent findings from a meta-analysis of studies in Latin 
America have shown promising results for technology-based 
smoking cessation interventions, including telemedicine 
and mobile health services. The need for additional 
support through long-term studies has been emphasized.18 
In a randomized controlled study that assessed the impact 
of incorporating telemedicine into mobile interventions 
supporting psychopharmacological treatments, telemedicine 
demonstrated a greater contribution to achieving a 1-year 
cessation rate compared to psychopharmacological treatment 
alone.23 Tobacco addiction treatment was administered 
using either Varenicline or NRT, depending on the available 
treatments, both the traditional in-person and telemedicine 
methods. Pharmacological treatment was typically 
prescribed following structured counseling, whether through 
telemedicine or in-person. It is not possible to conclude 
that telemedicine favored one method over the other, as the 
choice of medication was primarily based on the available 
drug options provided by MoH during the respective periods.

At the onset of the COVID-19 pandemic, smoking cessation 
support was immediately suspended due to the urgent need 
to combat a novel, highly contagious, and potentially fatal 
infection. On the other hand, subsequently, the importance 
of quitting smoking has been shown in relation to the higher 
severity of COVID-19 in smokers and the increased risk of 
contagion from smoking, and the necessity of continuing 
smoking cessation support has been highlighted.24 Since the 
high risk of contagion was the main concern about giving this 
support face-to-face at traditional in-person circumstances, 
telemedicine emerged as one of the alternatives that allows 
both remote and interactive counseling without time 
constraints. The acceptance of this technological novel 
approach requires favorable data from relevant studies. The 
results of a study on using telemedicine for smoking cessation 
support in cancer patients at the onset of the COVID-19 
pandemic revealed a higher ratio of attendance to the 
appointment and acceptable effectiveness of telemedicine.9 
The protocols for appointments and video counseling in the 
recent study were similar to those in this study. In a recent 
study, using video counseling for smoking cessation support 
was found to be effective and non-inferior to the traditional 
in-person method. Furthermore, the success rate in quitting 
smoking was 3.9 times higher in the telemedicine group 
compared to the traditional in-person method.

In a randomized controlled multicenter study conducted 
before the COVID-19 pandemic, Nomura and colleagues 
compared the effectiveness of two methods: telemedicine 
via video counseling and standard face-to-face counsel-
ing for cigarette cessation support. They found that the two 
groups were similar in terms of initial nicotine dependency 
scores and withdrawal symptoms at the 9th and 12th weeks. 
Telemedicine was shown to be non-inferior to the traditional 
face-to-face counseling in terms of success in cessation rates.11 
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In the recent study, the ratio of applicants who quit cigarette 
smoking was higher in the telemedicine group, and the tele-
medicine technique was not inferior to the traditional standard 
face-to-face group as long-term relapse rates were similar.

An important result of the recent study was the reasons for the 
failure to quit of smoking. Although the most frequent reason 
was a high desire to smoke related to a high level of nico-
tine dependency, as expected, other reasons included stress 
factors such as receiving a COVID-19 diagnosis, either for 
oneself or a family member, and the loss of a relative due to 
COVID-19. These findings underscore the importance of fur-
ther studying pandemic-specific psychological support that 
can be provided through telemedicine. This data might also 
prove useful in dealing with extraordinary conditions that 
affect many people in the future.

There are some limitations to be mentioned in the recent 
study. Firstly, the study was conducted in one smoking cessa-
tion clinic, which might limit the generalizability of the find-
ings. Second, there might be some unobserved variability due 
to unmeasured variables, such as income. Thirdly, the baseline 
characteristics of the intervention and control groups differed 
in terms of age and gender; however, we took into account the 
possible confounding effect of these variables by using multi-
variable logistic regression in the statistical analysis.

Although there may be many confounding factors related to 
the success of smoking cessation support, the main princi-
ple appears to involve sparing enough time, which may be 
defined as necessary on an individual basis, to clearly iden-
tify the situation consisting of barriers and options. During 
a pandemic, it is almost unfeasible to be physically present 
together for extended durations due to preventive measures. 
Nevertheless, discomfort can arise from communication 
under PPE. Additionally, using remote methods after the 
pandemic period can be an effective option for the smok-
ers eager to quit living far from the healthcare units or being 
incapable of traveling there for initial evaluation and con-
trol visits. Since immediate systematic physical examination 
and laboratory testing might not be obligatory for individuals 
seeking smoking cessation support, telemedicine appears to 
be a reasonable option for comprehensive video counsel-
ing in this healthcare service. However, further studies are 
needed to collect more data on the effectiveness and wide-
spread applicability of telemedicine, as well as to address any 
disadvantages and their solutions in instructing technological 
approaches to smoking cessation support.

Since telemedicine is a novel healthcare method, it is impor-
tant to discuss relevant terminology, and the acceptance or 
rejection of these terms should be based on profit and loss 
evaluations, considering social aspects as well. From this 
perspective, suggested terms for smoking cessation support 
provided through telemedicine could be “tele-cessation” or 
“e-cessation.” While the latter may evoke associations with 
a harmful tobacco product (e-cigarette), it can also represent 
both a technological approach and the need for cessation 
from other tobacco products as well.
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