
Smoking kills. Almost a fifth (19%) of all coronary heart
disease deaths in the UK are attributable to smoking.1

Many of these could be prevented.  Smoking cessation
significantly decreases mortality and – in the setting of
myocardial infarction – this reduction is estimated at 35%.2

Smoking cessation is also cost effective with interventions in
the UK ranging from £212 to £873 per life year gained.3 But
in the setting of unstable cardiovascular disease, safe and effi-
cacious methods of helping patients to stop smoking are yet
to be demonstrated.

It is generally accepted that it is safe to use nicotine
replacement therapy (NRT) in the setting of stable cardiovas-
cular disease.4 National Institute of Clinical Excellence (NICE)
guidelines issued last year state that, in the setting of unsta-
ble cardiovascular disease, the use of NRT and bupropion
needs to be discussed with a healthcare professional.5 This is
also the case in smoking cessation guidelines developed by
the Health Education Authority for healthcare professionals.6

A NRT immediately post-myocardial infarction
In this issue (pages 212–13), Willmer and Bell have addressed
an area on which information is lacking in the literature – is it
safe to use NRT immediately following an acute myocardial
infarction (AMI)? Intuitively one would imagine that it could
not be more harmful than ongoing smoking yet its safety and
efficacy in this group remains to be proven. Whilst this study
is a step forward, many questions remain unanswered.

The study focuses on a group of 42 patients targeted for
an in-patient smoking cessation programme following acute
myocardial infarction. Of these patients, 76% chose to com-
mence NRT as an in-patient. All received counselling both as
an in-patient and at least four times post-discharge for
between 30 minutes to one hour in either the out-patients
department or at home. At four weeks, 75% had quit smok-
ing. At one year, 64% remained non-smokers confirmed by
carbon monoxide readings. No adverse events occurred. 

The absence of a control group makes it difficult to ascer-
tain the impact of NRT itself in this setting. It is known that
counselling contributes significantly to smoking cessation and
more intense counselling increases the likelihood of this
occurring. Review of Cochrane data in this area in hospital
patients demonstrates that interventions with counselling
lasting for 60 minutes or more, with at least six months fol-

low-up, was effective whereas those with counselling for less
than 30 minutes were not.7 Those who have been trained to
deliver the advice have achieved greater effectiveness as
opposed to those who have to fit it in to other duties.7,8 It is
not clear for how long counselling continued following dis-
charge in this study although patients were seen at least four
times, or by whom the intervention was delivered.  

Patients post-myocardial infarction are highly motivated to
make lifestyle changes. It has been reported that they are
twice as likely to give up smoking when compared to patients
post-coronary artery bypass grafting.8 Reviews of smoking
interventions in patients with coronary heart disease have
shown that these prove to be less effective if the study
excludes patients post-myocardial infarction.2 It seems rea-
sonable to expect that patients with a smoking related illness
will have high motivation to quit smoking. There is also some
evidence to support that this may be the case in patients with
a cardiovascular rather than a respiratory diagnosis.9

The claim that NRT increases smoking cessation rates one
and a half to two times compared to placebo generally stems
from studies undertaken in ‘healthy’ volunteers.10 The effica-
cy of NRT in hospitalised patients has not been established. In
fact, it appears that the intensity of the intervention offered is
the most important factor in determining its efficacy. A recent
study examining NRT in those with smoking related illnesses
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found that, against a background of high intensity advice and
support, in both placebo and NRT groups there was no sig-
nificant difference between the two groups at one year,
despite significantly increased cessation rates at one month in
those using NRT.10 This is in accordance with studies previ-
ously undertaken in this area.11,12 However, these studies
excluded patients one month and two weeks respectively
post-myocardial infarction as part of their criteria. Ways of
sustaining abstinence are problematic with up to 70% of
smokers post-myocardial infarction returning to the habit
within one year.13 Whilst this study suggests that impressive
cessation rates can be achieved in post-myocardial infarction
patients with the use of NRT at one year, this clearly needs
further confirmation.

Therefore the issue of the efficacy and safety of NRT in the
setting of AMI and unstable angina remains unresolved.
Whilst this study suggests that it is safe and efficacious, the
sample size is too small to generalise the findings. A large,
randomised, placebo-controlled study against a background
of high intensity advice and support is required to resolve this
issue. 
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