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It is very laudable for heavy tobacco and cigarette smokers – actually, they are almost exclusively cigarette smokers – to give up smoking, but it is very difficult to accomplish. Almost all authors, including those named above, agree on this.  Smokers who want to quit require support from medications or other means. Of course, every method of quitting smoking  must focus on the smoker’s willpower (2), but  in most cases, this is not enough. It is a well-known fact that many smokers are capable of quitting for 2-3 months, only to start smoking again.  I believe that the percentage of relapses in such cases could be much smaller if the attempt to give up smoking were supported by a physician through medication and/or by repeated discussions with the patient. I thus agree with the view that the multi-dimensional treatment should be the method of choice (3). However, conditioning breaking the smoking habit on  the personal guidance by a physician who enjoys the patient’s trust remains an ideal that is difficult to achieve. In light of the growing interest among smokers in quitting the habit, our duty to offer them effective assistance is growing as well.

Starting from these considerations, each attempt to ease or guarantee the quitting process by medication should be encouraged. We therefore welcome Schmidt’s idea (3), optimized by Scharfenberg et al., to try to help smokers who desire to quit with dihydrochlorothiazide (Urodiazin). These authors’ observations deserve more notice for two main reasons: First, because of the large number of test persons and secondly, because they used the double blind method. The results of their research are also more valuable because the follow-up of the test subjects took place 3-6 months after treatment, and not after just 8 weeks, as with Schmidt.

Despite all the advantages of Scharfenberg, Winkelfoss and Benndorf (2), their study also has certain shortcomings which diminish its value.  The following critical comments are directed at these inadequacies.

1. “Each smoker, without any suggestive influence, received a questionnaire on his smoking history…” This questionnaire contained questions about health problems that the smoker blamed on tobacco.  About 56% of the subjects mentioned complaints, among these were 20% “abdominal complaints”, 20% “heart complaints”, 18% “smoker’s cough”, etc.  Despite this, none of the subjects was examined in any way before taking the 30 tablets.  Apparently, there was not even an attempt made to complete the history of smokers who listed “abdominal and heart complaints” or “smoker’s cough”. That may be inconsequential for those who were administered the placebo, but not necessarily for those who were treated with dihydrochlorothiazide tablets. 

The failure to state the individual dosage of dihydrochlorothiazide tablets could make it impossible or at least difficult for some physicians to recreate the smoking cessation trial with a drug of this type produced abroad.

2. The results of the study were obtained from a “questionnaire of the test persons”. Apparently, no follow-up took place. Aside from the statement “tablets not taken” in Table 2, from which it is not quite clear whether or not the 8% or 4% of subjects did not take any tablets at all, there is no indication of the degree of compliance with the directions on the part of the subjects listed in the other categories. An indication of this could have been significant for the smokers who quit and even more so for those who reduced smoking. Naturally, the number of Urodiazin tablets taken or the duration the medicine was taken could be important for a better understanding of the results.  A detailed analysis of the causes of failure for persons who reduced smoking would have been desirable.

3. Taking into account the much smaller number of test subjects used by Schmidt (only 24 of 31 completed the test) the comparison with his results, which were not evaluated statistically, is hardly significant. The informational value of the results reached by Scharfenberg et al. - which also lack statistical analysis – is also incomplete, although the larger number of subjects allows comparatively reiliable conclusions to be reached.  

4. The authors did not pay enough attention to the problem of relapses in those who had successfully quit smoking. They write, “In some cases, subjects gave up smoking after taking Urodiazin and placebos, and did not smoke for several weeks,….but later returned to their previous smoking habits.”  Weight gain after quitting smoking could be a difficult problem and an important factor in starting smoking again. But the authors do not tell us how many of the smokers who started smoking again this applies to. However, we should not assume a high rate of  relapses, as just “a few” of the 65% of those who quit resumed smoking. But do we need to play guessing games? – It would be interesting to know whether “50% of the smokers who stated that they experienced an improvement in their general health since quitting” also suffered relapses.

The authors are right in stating that “any relapses after 3-6 months have passed cannot be blamed on the method used to quit”. Information on the number of such relapses in former smokers and the time of occurrence since quitting as well as the possibility of treating relapses with the same method could be significant for the process of quitting smoking  in general.

5. The causes of “health problems or unpleasant side effects” which were observed by 20% of the test subjects were not analyzed. There was apparently no follow-up done on any of these subjects. In spite of the known increased potassium elimination caused by dihydrochlorothiazide, the serum potassium level was not measured, neither before nor after the therapy, although all subjects took up to 30 tablets per treatment without a break. The subjects were also not given any relevant nutrition instructions.

In summarization, the observations or results obtained by Scharfenberg et al. were unfortunately not sufficient to make a final decision on the efficacy of dihydrochlorothiazide as a medication to assist in quitting the smoking habit. The authors’ conclusion that its use is preferable to lobeline in certain circumstances is remarkable in any case. Generally, the results achieved by dihydrochlorothiazide are put on a par with those from lobeline.

In this connection I feel it is appropriate to mention the results of a study on smoking cessation using the Bulgarian product Tabex. The active ingredient in Tabex is cytisine, an alkaloid from Cytisus laburnum in a dosage of 0.0015 [Translator’s note : g]  per tablet. This alkaloid’s effect is similar to lobeline; it acts much like nicotine. A precondition for the smoking cessation effect of this product is the smoker’s willpower and quitting smoking immediately when starting treatment. For smoking cessation treatment, up to 100 tablets should be taken in 20-25 days according to a certain schedule. If no aversion to smoking occurs in the first 3-5 days, the treatment should be discontinued; it can be attempted again in 2-3 months. Counter indications to treatment with Tabex are hypertension and arteriosclerosis.

Thirty heavy smokers (20 and more cigarettes a day) who wanted to quit were observed who had undergone treatment with Tabex (Kempe,1). Smoking was unaffected in only 2 subjects, the other 28 (93%) stopped smoking. Duration of treatment of the smokers who were affected positively was as follows: 5 days in 1 case, 12-15 days in 15 cases, and about 20 days in 12 cases. The observation of all 28 subjects lasted up to 6 months. Nineteen subjects (63%) quit for weeks or months (over 3 weeks) and 12 (40%) of them throughout entire observation period. Nine subjects (30%) resumed normal smoking in 2-3 weeks. No further details on the causes of the relapses were mentioned by the authors. The product was well tolerated in all cases. In contrast to lobeline, no side effects and no unfavorable (subjective) effects were noted using Tabex. The author evaluated Tabex as an excellent aid in the fight against nicotine abuse.

Tabex therefore is a serious competitor, not only for lobeline, but also for dihydrochlorothiazide, if the above results can be confirmed. One thing is already certain: successfully quitting smoking using medication alone – even if it were the best of its kind – is quite likely impossible without further assistance from the physician. This does not, however, preclude the possibility of one or another of the compounds being tested again or more thoroughly on a larger subject group.
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