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ABSTRACT RESUMO

Objective: Tobacco dependence is quite variable  Objetivo: A dependéncia do tabaco é bastante varidvel
among individuals because it includes many aspects  entre os individuos porque inclui muitos aspectos, como
such as psychological, emotional, behavioral, and perspectivas psicoldgicas, emocionais, comportamentais
cultural perspectives. This study aimed to evaluate e culturais. Este estudo teve como objetivo avaliar
the social and emotional issues of patients in a as questdes sociais e emocionais de pacientes em
smoking cessation program through the generic and um programa de cessacdo tabagagica por meio de
specific quality of life questionnaires. Material and  questiondrios genéricos e especificos de qualidade de
Methods: Two generic questionnaires (SF36 and vida. Material e Métodos: Dois questionarios genéricos
Fantastic Lifestyle) and two specific (SRQ-20 for  (SF36 e Estilo de Vida Fantéstico) e dois especificos
depression and STAI s/t for levels of state and anxiety =~ (SRQ-20 para depressdo e IDATE s/t para niveis de
trait) were applied at the first meeting and after estado e traco de ansiedade) foram aplicados no primeiro
three months of treatment. Data were statistically  encontro e apds trés meses de tratamento. Os dados foram
analyzed by the Pearson correlation coefficient analisados estatisticamente pelo coeficiente de correlacao
(significance level of 5%). Results: In total, 15 de Pearson (nivel de significincia de 5%). Resultados:
participants (10 men, 5 women), with mean age of No total, 15 participantes (10 homens, 5 mulheres),
60 and 56, respectively. The mean of the smoking com média de idade de 60 e 56 anos, respectivamente.
intake was 65.88+34.37 for men and 35.66+11.17 A média do consumo tabdgico foi de 65,88 + 34,37
for women. SRQ20 and STAI s/t indicated that poor  para homens e 35,66 + 11,17 para mulheres. SRQ20 e
improvement in depression and anxiety wasrelatedto  IDATE s/t indicaram que a fraca melhora na depressao
relapse; SF36 questionnaire indicated improvement e ansiedade estava relacionada a recaida; o questiondrio
in the domains of physical aspect limit, pain, social SF36 indicou melhora nos dominios limite do aspecto
and emotional aspects; Fantastic Lifestyle indicated fisico, dor, aspectos sociais e emocionais; Estilo de Vida
improvement according to its scale, being in a first = Fantastico indicou melhora de acordo com sua escala,
moment “Regular” (53 points), and later, “Good”  sendo em um primeiro momento “Regular” (53 pontos),
(55.67 points). Conclusion: In conclusion, smoking e posteriormente, “Bom” (55.67 pontos). Concluséo:
cessation treatment is correlated to the decrease in ~ Em conclusdo, o tratamento para cessacdo do tabagismo
anxiety and depression levels and improvement of  esta correlacionado a diminui¢do dos niveis de ansiedade

the general quality of life. e depressao e a melhora da qualidade de vida geral.
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INTRODUCTION

ccording to the World Health Organization

(WHO), tobacco use is the leading preventable
cause of death worldwide, killing more than seven
million people a year [1]. Smoking is one of the
risk factors for chronic noncommunicable diseases
(CNCD) such as cancer, cardiovascular and
pulmonary diseases, which account for 40 million
deaths annually, equivalent to 70% of all deaths in
the entire world. Besides, it is also a risk factor for
diabetes, duodenal and gastric ulcers, and still has
a strong association with fire-related injuries due
to hot cigarette smoke, and the trauma of constant
contact of the burning cigarette on the lip [1-5].

Smoking is considered an additive disease
due to the effect of nicotine on the brain reward
system. When inhaled, nicotine is absorbed
through the lungs. It falls into the bloodstream
where it can reach the brain for 7 to 9 seconds,
releasing various neurotransmitters that induce
pleasure and reduce stress and anxiety [3].
Smoking improves the concentration, mood, and
performance of specific tasks [2]. The cessation of
nicotine use may lead to withdrawal symptoms,
and cigarette smoking is often used to promote
the relief of these symptoms and a return to a
sense of well-being [6]. Among the withdrawal
symptoms, it can be found irritability, depressed
mood, agitation, and anxiety [7].

Diseases related to tobacco use arise as a
result of exposure to toxins found in smoke. The
nicotine addiction causes the smoker to inhale
more than 7,000 substances such as carbon
monoxide, ammonia, ketones, formaldehyde,
and 43 carcinogenic substances, mainly: arsenic,
nickel, benzopyrene, cadmium, lead, pesticide
residues and radioactive substances that cause
various diseases, including cancer [2,3,8].

Quality oflife (QoL) hasbecome animportant
outcome measure in all-medical specialties in
both clinical and research settings. Large health
organizations, such as the WHO, have suggested
that QoL should be incorporated as an outcome
measure in clinical care [9,10]. Therefore, the
analysis of the results of QoL questionnaires may
be an aid to a better understanding of the effect of

Quality of life in a smoking cessation
program: lifestyle, anxiety, and depression

smoking treatment on specific and general aspects
of the participants’ physical and mental health.

Smoking cessation treatment should be
provided to every smoker as an opportunity to
stop smoking with the help of specialized health
professionals, once this support can at least double
the chances of a successful attempt. As important
as medical appointments, the dental consultation
is an opportune moment to address the issue,
since smoking is a risk factor for several systemic,
and oral diseases (such as periodontitis and oral
cancer) [11-14]. Due to this reason, a program for
the study on tobacco use cessation was created
at Sdo Paulo State University (Unesp), Institute
of Science and Technology (ICT), Sao José dos
Campos, SP, Brazil. This program counted on
medical and dental consultation and was directed
for smoking patients in dental treatment at the
Institution.

The aim of this study was to evaluate, in
a comparative way, the social and emotional
aspects of patients in a smoking cessation program
through generic Qol. questionnaires, SF-36,
Fantastic Lifestyle; and two specifics, SRQ-20 was
used for depression, and STAI s/t for levels of state
and anxiety trait.

MATERIAL AND METHODS

This research was approved by the Research
Ethics Committee of the ICT-UNESP under the CAE
number: 42387315.0.0000.0077. All participants
agreed to participate in the study and signed the
Informed Consent Term (ICT).

This is a retrospective, comparative study
to evaluate the QoL of smokers before and after
smoking cessation treatment. Among the entire
group of smokers treated (64 participants)
admitted for smoking cessation treatment in
the ICT-UNESP in the period from August/2016
to June/2017, only fifteen were eligible for the
follow-up study. They were analyzed for QoL
before treatment (1st application) and after 3
months (2nd application). Forty-nine participants
were excluded because they have answered only
the first Qol.

A multidisciplinary team composed
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of a pulmonologist specialist in smoking
cessation treatment performed the treatment.
All participants underwent a clinical and oral
evaluation, received educational support material.
When necessary, supportive medication was
prescribed, which included nicotine replacement
therapy (NRT), composed of adhesive patch
and nicotine sublingual tablets. Cognitive and
behavioral therapy (CBT) techniques were offered
for all participants with the intention of changing
habits and prevent relapse.

In addition to general demographic data,
questions were asked about the smoking profile
that included: the age when the participant
starts using tobacco regularly, amount and
duration of tobacco use, type of tobacco used,
previous cessation attempts, triggers, and initial
motivational phase.

An evaluation of the nicotine dependence
was carried out through the Fagerstrém Test for
Cigarette Dependence (FTCD), which consists of
questionsregarding tobacco consumption. The final
score predicts the degree of physical dependence
on cigarette use and allows classification into five
categories: very low (0 to 2 points), low (3 to 4
points), moderate (5 points), high (6 to 7 points)
and very high (8 to 10 points) [16,17].

The quantification of the smoking load was
done with the calculation of packs/year, defined
as the number of cigarettes consumed per day
divided by 20 and multiplied by the years of
consumption [9].

The evaluation of the motivational stage was
based on the Transtheoretical Model of Prochaska
and DiClemente, which is composed of five phases:
pre-contemplation, contemplation, prepared for
action, action, and maintenance [18].

The QoL evaluation was performed through
the application of four questionnaires, standardized
and validated for the Brazilian population. The
SF-36 and the questionnaire Fantastic Lifestyle
were used for assessment of the QoL and lifestyle,
respectively, and generically. For the evaluation
of the specific aspects of QoL, SRQ-20 was used
for depression, and STAI s/t for levels of state and
anxiety trait in this order.
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2.1 Bragzilian version of the SF-36

The Brazilian version of the SF-36
questionnaire was used to assess reported generic
health. The generic QoL assessment questionnaire
(SF-36) emphasizes the individual’s perception
of their health in the last four weeks considering
eight domains divided into two major groups
or aspects: physical and mental. In the physical,
the following domains are evaluated: functional
capacity (FC), physical aspects (PA), pain (PN),
and general health status (GHS). Mental health
(MH), emotional aspects (AE), social aspects (SA),
and vitality (VIT) are evaluated in the mental
domain. Following the evaluation criteria of the
questionnaire, scores are scored from 0 to 100,
that is, from the worst to the best health status
[19].

2.2 Fantastic Lifestyle

The Fantastic Lifestyle questionnaire (FLQ)
is an instrument that considers the behavior
of individuals in the last month, allowing
an association between lifestyle and health.
“Fantastic” comes from the acronym FANTASTIC
representing the initial letters of the domains
that evaluated in the English language. It has 25
questions or items that are distributed in the nine
domains: 1. family and friends; 2. physical activity;
3. nutrition; 4. cigarettes and drugs; 5. alcohol,;
6. sleep, seat belt, stress, and safe sex; 7. type
of behavior; 8. introspection; 9. work. The sum
of all the points allows to arrive at a total score
that classifies the individuals into five categories
that are: “Excellent” (85 to 100 points), “Very
good” (70 to 84 points), “Good” (55 to 69 points),
“Regular” (35 to 54 points) and “Need to improve”
(0 to 34 points) [20].

2.3 SRQ-20

SRQ-20, an instrument developed for the
screening of psychic and emotional disorders
in primary care services to detect non-psychotic
diseases. It consists of 20 affirmations with Yes
or No option for each one. The score follows the
standardization of the questionnaire, in which
the sum of the number of answers given to ‘Yes’ is
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performed, and the result greater than or equal to
8 represents a state of depression [21].

2.4 STAI s/t

The STAI s/t was used to measure anxiety,
being a scale of self-report that depends on the
conscious reflection of the subject in the process
of evaluation of his/her state of anxiety, as well
as the characteristics of his/her personality. The
objective is to measure Anxiety-State (transient
emotional state) and Anxiety-Trait (a tendency of
how to react to situations). The test consists of two
anxiety scales, each with 20 items. Scores from
20 to 34 points indicate low anxiety, from 35 to
49 points show moderate anxiety, from 50 to 64
points show high anxiety and from 65 to 80 points
show very high anxiety [22-24].

2.5. Statistical Analysis

Nonparametric tests were chosen for the
patient-reported outcome. The data were treated
in a descriptive and inferential manner. The
categorical variables were presented in terms
of absolute values and percentages, and the
numeric variables in terms of means and standard
deviations. Wilcoxon-Mann-Whitney tests were
used to compare sample characteristics between
the 15 participants who answered the QoL before
treatment (1st application) and after 3 months
(2nd application) and the remain 49 participants
who replied only the first QoL. The Pearson
correlation was used to determine the correlation
between the QoL domains and the numerical
variables of the study. For all statistical tests,
the significance level p<0.05 was used, and the
statistical software GraphPad Prism 6 was used.

RESULTS

Out of 64 eligible patients, 15 answered the
follow-up study, giving a response rate of 23.4%.
The characteristics of the demographic profile and
tobacco consumption are described in Table I. The
majority were men (age 37-81 years) and women
(age 52-64 years).

Quality of life in a smoking cessation
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Table | - Descriptive statistics of wear results (Mean values +
SDs) for both groups at different evaluation time

Variables Participants (n=15)
Gender
Men 10
Women B
Age/years (MeanSD) 58931024
Men 60.30£1.97
Women 56.20+550
Start tobacco use, years (MeanSD) 1493377
Men 14.5+417
Women 158+3.03
Usage time, years (Mean£SD) 44+991
Men 458+1159
Women 404446
Amount of industrial smoked cigarettes/day 244969
(MeanSD)
Men 2813+9.98
Women 1740+4.34
Smoking load, packs/year (MeanSD) 5425+3106
Men 65.88+34.37
Women 35661117
Cessation of tobacco use 9individuals
Men 6
Women 3
Relapse
Men
Women
FTCD, points (MeanSD) 546 +244
Men 588+242
Low to Moderate (0-5) 4
High to very high (6 —10) 4
Women 4.80+259
Low to Moderate (0—5) 3
High to very high (6 —10) 2
Industrialized cigarette / patients 3
Straw cigarette / patients 2
Motivational phase, patients
Pre-contemplation
Contemplation 4
Readiness for action 1

* 2 men smoked a straw cigarette, * handmade cigarette is not
considered in the smoking load.
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For generic health, the analysis of SF-36
showed that only the indicators of the physical
aspects, pain, social aspects, and emotional aspects
had improved, but there were no significant
differences in SF-36 scores between the 1st
application and 2nd application measurements
(Table II). Physical aspects were the domain
showing the most significant change, with a
positive change of 13.66 points.

Table Il - Description of mean values obtained for each domain
evaluated in the first and second questionnaire assessments.

Questionnaire Participant scores
SF36 T*assessment 2" assessment
Domain (Mean + SD) (Mean + SD) p.value*
FC 67.33+24.70 6733+2419 08555
LPA 5467+46.73 68.33+40.61 02500
PAIN 66.60+2157 588712754 01064
SGH 543042205 54.73+20.96 0.6580
VIT 58+19.62 599342176 02891
SA 7512362 8167+26.67 03359
EA 66.66+37.80 77.72+3490 01094
MH 65.87+23.56 65.33+30 0.6929
SRQ20
0-20 6.93+5.35 5134505 0.0879
STAI
STAI status 5133+9.76 56.33+556 05509
STAltrace 55.53+16.20 54.73+6.21 01559
Fantastic Lifestyle 5300951 5567+1248 01559

* Wilcoxon signed-rank test; FC: functional capacity; LPA: limit
of physical aspects; SGH: state of general health; VIT: vitality;
SA: social aspects; EA: emotional aspects; MH: mental health.

The analysis of the FLQ showed that there
was an increase in the mean of the “regular” to
“good” lifestyle indicator, but without statistical
significance (Table II).

The SRQ-20 analysis showed that there
was a small decrease in the mean concerning the
indicator of depression, but without statistical
significance (Table II). The description of the
amount and percentage of how many women and
men scored higher than or equal to 8 (Table III).

Quality of life in a smoking cessation
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Table lll - Description of amount and percentage of how many
women and men scored higher than or equal to 8.

Questionnaire Participant scores
T*tassessment 2 assessment
SF36
n % n %
Women 2 40 1 20
Men 4 40 3 30

The analysis of STAI s/t showed that there
was an increase in the mean in the state anxiety
indicator and a decrease in the mean in the
trace anxiety indicator, but without statistical
significance

The first evaluation of the STAI questionnaire
showed no correlation between the trace and state
aspects (r = 0.201, p = 0.468), as well as SRQ20
and state (r = -0.087, p = 0.724) and SRQ20 (r
= 0.209, p = 0.451). In the second evaluation of
the STAI questionnaire, no significant results were
also found when the correlations between trace
and state (r = -0.460, p = 0.081), SRQ20 and state
(r =-0.367, p = 0.177) were evaluated. However,
a significant negative correlation was observed for
SRQ20 and trait (r = -0.559; p = 0.030).

DISCUSSION

The main findings of this study showed
that the physical, social, and emotional aspects
indicators, as well as pain and lifestyle domains,
had improved after the smoking cessation
treatment.

Smoking is the leading cause of preventable
diseases in the world, with well-established effects
on the physical and emotional state of smokers
[1,3,4,9]. Therefore, the evaluation and study of
aspects that can measure QoL have become an
important outcome measure for understanding
the impacts of smoking and smoking cessation for
the patient [25].

The success of smoking cessation treatment
strategies is related to the motivation for an
attempt to quit smoking [18]. Bethea et al. (2015)
observed that children, family, and financial issues
could be effective motivations for the cessation
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of smoking [26]. In dentistry, during or after
treatment, aesthetics aspects may contribute as a
motivation for smoking cessation treatment.

It was observed that nine individuals
(55%) were able to quit smoking, while others
decreased their cigarette consumption. However,
5 of the 9 patients relapsed and returned to usual
consumption. Bethea et al. (2015) described
this situation, demonstrating that smokers
underestimate their own risk believing in the
benefits of cigarette smoking as “stress relief” [26].

The literature shows that the earlier the
onset of tobacco use, the greater the chances of
the smoker becoming dependent. The continuous
presence of nicotine in the body can be responsible
for the tolerance process that increases the needed
doses of nicotine for maintaining the same level of
satisfaction achieved at the beginning [2,3].

According to data from WHO 2017, in Brazil,
the prevalence of people aged 15 years or older
who smoke is 30.6% [1]. In our sample, the mean
age of onset of tobacco use was 14.93 + 3.77. We
find similar numbers to the world literature that
shows that 90% of smokers start smoking before
age 19 [4].

Smoking is a chronic and recurrent disease
in which relapses and many cessation attempts are
common until definitive cessation use [8,9]. In the
present study, 11 (73.33%) had already made at
least one attempt. The FTCD was chosen because
it is a widely used questionnaire worldwide that
assesses the degree of nicotine addiction in a
quick, simple, non-invasive, and low-cost manner
[16,17,27,28]. The FTCD guides the professional
in the choice and prescription of the drugs for the
treatment of smoking, taking into account the
degree of physical dependence [29-31]. In the
present study, 40% of the patients had high or
very high nicotinic dependence. This fact may also
justify the number of individuals who relapsed
during treatment.

The ‘smoking load’ is defined as the
individual’s lifelong exposure to smoking [9].
The consumption of 20 or more cigarettes per
day occurs in 2.8% of the Brazilian population
according to data from VIGITEL [32], which is in
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agreement with our study, where most participants
smoke 20 or more cigarettes/day.

The evaluation of cognitive and behavioral
components is used as a helping tool to create and
direct the action plan for cessation. We incorporate
the motivational stage of change in our smoking
profile as a guide for the intensive intervention
[18]. Each stage has particular aspects of being
accessed. As an example, a person who is at
the pre-contemplative stage does not see a quit
attempt as necessary because the smoking habit
as a risk behavior is not seen as a problem at that
time. In our sample, most of the participants said
that they were ready to make a quit attempt at the
first meeting, also called ‘preparation.” However, as
an addictive disorder, tobacco use not rarely needs
many quit attempts until the definitive abstinence,
which may justify the number of relapses found in
our study.

The most common causes of relapse,
triggers, frustrations, and automatic mechanisms
for smoking and gratification must be evaluated
and discussed. The situations of ambivalence also
need to be addressed since they can be responsible
for barriers to smoking cessation success [33].

Nicotine dependence due to tobacco use also
includes psychological or emotional components
and behavioral or routines [8,9]. Triggers are
behavior patterns, situations, places, people, and/
or emotions thatlead smokers to automatically light
a cigarette without consciousness of this process
or not necessarily related to the lack of nicotine
in the body [9]. Some triggers are regular daily
situations (e.g., anxiety, sadness, joy, alcohol use,
work, coffee) and not recognized as an automatic
behavioral repetition. The simple modification of
these repeated actions can contribute to a smaller
amount of cigarettes smoked at the end of the day.
Anxiety and coffee were the primary triggers cited
by 93.33 and 80% of participants, respectively.

All patients who achieved abstinence
used nicotine replacement therapy (NRT)
(patch, gum and lozenge). The NRT can help
the cognitive or emotional disturbs, once the
abrupt intake of nicotine use may exacerbate
difficulty concentrating and mood changes such
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as irritability and anxiety [9,34,35]. On the other
hand, smoking improves concentration, reaction
time, and performance of certain tasks [9,35,36].

Among the withdrawal symptoms that can
occur we can cite irritability, depressed mood and
restlessness [7]. The feeling that there is little
pleasure in life, so called anhedonia, can also be
found. with the withdrawal of nicotine, as it occurs
with other drugs of abuse [37].

Therefore, the basis of nicotinic addition is a
combination of positive reinforcements, including
mood enhancement, and the attempt to attenuate
or suppress withdrawal symptoms, known as
negative reinforcement [2]. The use of didactic
material and visual resources with all these
concepts of addictive nicotine mechanisms was
also very important as an aid in the motivation for
the cessation of smoking, as highlights Bethea et
al. (2015) [26].

To evaluate the impact of smoking on quality
of life, standardized and validated instruments
were used for our culture [19-24]. Two generic
instruments were used to understand how smoking
could be related to general aspects of human life,
which were the questionnaires SF36 and the
Fantastic Lifestyle. The specific QoL assessment
instruments were used to evaluate anxiety (STAI
s/t) and depression (SRQ-20). Studies point to
anxiety and depression as trigger indicators for
cigarette use and depression associated with
difficulty in smoking cessation [25,38,39]. In
general, people with a history of depression are
twice as likely to smoke [25). Baiardini et al. (2014)
concluded that successful smoking cessation was
related to less symptoms of these mental disorders
like anxiety and depression [38]. Zwar et al.
(2014) demonstrated that tobacco dependence
and cessation difficulties had been associated with
higher mood disorder, anxiety, and depression
disorders incidence [39]. In agreement with
these findings, among our sample, six individuals
presented scores suggestive of depression through
the SRQ20 questionnaire.

In a study by Mitra et al. (2004), it was
demonstrated that individuals who quit smoking
showed a significant improvement in mean SF-36
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scores overtime for health in general, including
the domains of mental health, energy, and vitality
[40]. Accordingly, Xue et al. (2017), who used
SF36 as an instrument to evaluate patients with
non-smokers coronary heart disease had a better
health-related quality of life (HRQoL) than the
smokers’ group [41]. In our study, the evaluation
after the smoking cessation treatment showed that
the indicators of the LPA, SA, and EA domains had
higher scores.

STAI s/t are instruments capable of
demonstrating that the participants were less
anxious than they usually are at the time of
application. In the first evaluation of the anxiety, it
was verified that the values of STAI-s were smaller
than the STAI-t. This fact may be associated with
decreased anxiety at the beginning of the smoking
treatment and may be interpreted as a perspective
of change on the part of patients. However, the
anxiety score as a trait was higher than the punctual
anxiety, suggesting that a therapeutic work should
be stimulated and/or offered for its reduction or
control so that they can collaborate for the success
of the treatment or at least for the reduction of
the chances of it remaining a trigger for cigarette
use. In the second evaluation of anxiety, he found
that the values of STAI-s were higher than the
STAI-t. These results suggest that at the time of
application of the questionnaires, the participants
were more anxious than usual and also may be
associated with the large number of relapses that
occurred in this sample. According to Watson et al.
(2017), smokers with moderate to high levels of
anxiety are at higher risk for cessation failure than
those with low anxiety levels [42].

The assessment by the Fantastic Lifestyle
instrument showed a “Fair” average (53 points)
on the first evaluation indicating that there was
a need for lifestyle changes in this group. The
second evaluation showed the average score was
compatible with the “Good” rating (55.67 points),
which means a little improvement. However, we
observed that the patients who had the worst
results (lowest score) were the same ones who
did not cease and/or relapsed, while the patients
who completely stopped had the best results in the
evaluation of the lifestyle. In a recent study, Xue et
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al. (2017), demonstrated that smokers who quit
smoking after drug-eluting stents implantation
showed comparable improvement health status
and quality-of-life benefits when compared with
nonsmokers and significantly better HRQoL than
smokers who continued smoking [41]. However, in
the aforementioned study, there was a compulsory
need for post-infarction cessation, as opposed to
the present study in which treatment was initiated
voluntarily.

Studies have shown an association between
smoking and depression [40,43,44,46]. Research
has shown that not only the current depression
observed more frequently among active smokers
but also a history of depression or depressive
symptoms has been associated with failure to
quit smoking [43,44]. In fact, previous research
suggests that anxiety and depression are more
associated with smoking than depression alone
[45,46].

In our sample, the first evaluation by the
SRQ-20 questionnaire showed that six participants
(40%) presented indicators compatible with
depression. In the second application, we
found a decreased number of participants with
suggestive depression, while one had an increased
questionnaire score.

Goldenberg et al. (2014) concluded that
low QoL life and depression are associated with
increased chances of smoking initiation and
less chance of successful cessation [25]. On the
other hand, Grabovac et al. (2017) analyzed
how a smoking cessation intervention influenced
changes in QoL and concluded that there were
no significant differences in QoL in those who
continued to smoke and those who discontinued
treatment at follow-up. However, this study was
done with patients with HIV infection, which is
known as a disease that usually interferes with the
quality of life [47].

Other studies have shown that successful
cessation of smoking resulted in better QoL by using
subjective methods of evaluation [48,49]. In the
present study, in general, there were no significant
changes in QoL before and after three months

Quality of life in a smoking cessation
program: lifestyle, anxiety, and depression

of treatment, but it was observed that patients
who quit smoking and did not relapse obtained
improvement in QoL indicators. Increased anxiety
and depression may have contributed to cases of
relapse and non-cessation, as it is directly related
to their quality of life.

The major limitation of this study was the
small number of the included participant. The lack
of psychiatric evaluation and follow-up for patients
with suggestive depression and anxiety disorder
was another aspect that limited the probable
prescription of anxiolytics and/or antidepressants
which could contribute to increasing the smoking
cessation success. Due to these pointed limitations,
we believe that and further studies with a larger
sample size should be recommended.

CONCLUSIONS

The smoking cessation treatment can be
correlated with increased levels of anxiety and
depression and unsuccessful outcomes to quit
smoking. The improvement of the general quality
of life can remain with continuous abstinence and
be evaluated by QoL questionnaires. This quality
of life improvement should be accessed as a new
health outcome on intensive tobacco cessation.
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Current Knowledge

Tobacco use is an addictive and recurrent
disease habitually associated with mental disorders
like depression and anxiety. The high nicotine
dependence can contribute to repeated failure
quit attempts and persistent smoking habit. The
tobacco use intensive intervention can enhance
the odds of success and be a key action due to the
general quality of life improvement. Despite this
facts the QoL are not usually evaluated during the
process of tobacco cessation treatment.
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What This Paper Contributes To Our
Knowledge

The QoLs were used to evaluate health
outcome on intensive tobacco cessation. The
SRQ20 and STAI were related to relapse of
smoking. The SF36 questionnaire indicated
improvement in the domains of physical aspect
limit, pain, social aspect, and emotional aspect.
The tobacco cessation treatment provided
improvement on Fantastic Lifestyle scores.
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