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igarette smoking is a major risk factor for cardiovascular disease. Quitting smoking clearly benefits
smokers, including those who quit even after cardiovascular disease has developed. In a meta-analysis of
20 studies, people who stopped smoking after a heart attack
or cardiac surgery had a 36% risk reduction for subsequent
cardiovascular mortality compared with those who did not
stop smoking.1 These data illustrate why addressing the use
of tobacco should be a cornerstone of the secondary prevention of cardiovascular disease. Unfortunately, smoking receives far less attention from cardiologists than other cardiovascular risk factors.2,3 In this issue, a study by Smith and
Burgess4 provides further evidence that this should change.
This study builds on a classic study from 1990 by Taylor
and colleagues5 at Stanford Medical School. Their randomized controlled trial demonstrated the efficacy of a nursebased counselling program for smoking cessation among patients admitted to hospital for myocardial infarction (MI) and
who wanted to stop smoking. A trained nurse provided
cognitive-behavioural counselling at the patient’s bedside and
made up to 6 scheduled telephone calls in the 4 months after
discharge. The program nearly doubled the smoking cessation
rate at 1 year after hospital discharge, from 32% in the usual
care group to 61% in the intervention group.
This landmark study was followed by other trials that collectively established hospital-based interventions for smoking
cessation as “best practice” for patients after MI. In a metaanalysis of 18 randomized controlled trials involving smokers
admitted to hospital for cardiovascular disease, bedside counselling followed by more than 1 month of supportive contact
after discharge, usually by telephone, was associated with an
81% increase in the odds of quitting compared with usual care.6
The counselling protocol in the study by Smith and
Burgess consisted of 1 hour of nurse counselling in hospital
followed by 7 telephone calls over 2 months after discharge.
Their protocol resembled the one used in the original trial by
Taylor and colleagues and achieved remarkably similar results. It is reassuring that the counselling intervention is still
effective decades after the original trial, even though patients
with MI now spend less time in hospital than in the 1980s.
Presumably, the intervention is still effective because so much
of it occurs after hospital discharge. The importance of the
postdischarge component was highlighted by the findings of a
recent meta-analysis of in-hospital interventions for smoking
cessation.6 In this analysis, counselling that occurred only in
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Smoking cessation is a critical but often neglected component of the secondary prevention of cardiovascular disease.
Smokers who are admitted to hospital for cardiovascular
disease benefit from smoking-cessation counselling that
begins in hospital and continues for more than 1 month
after discharge.
Interventions for smoking cessation initiated in hospital need
to be translated from research into routine clinical practice.

the hospital without sustained contact after discharge did not
improve long-term smoking cessation rates over usual care.
Despite the similarities between the trials, the new trial by
Smith and Burgess differs from the original trial in several
ways. First, Smith and Burgess showed that the program was
effective not only for patients admitted because of MI but
also for smokers who were admitted for coronary artery bypass graft surgery. Second, few patients in the original trial
had used smoking-cessation medications, whereas one-third
of the patients in the trial by Smith and Burgess used these
medications, reflecting the greater use of and expanding options for pharmacotherapy over the intervening decades.
Paradoxically, smokers in both arms of the new trial who
used pharmacotherapy had lower cessation rates than those
who did not use such medications. This apparent contradiction
has been observed in other studies in which smokers choose
whether or not to use pharmacotherapy.7 The finding can be
explained if smokers who are less likely to succeed in quitting
because of stronger nicotine dependence are the same smokers
who choose to use cessation medication.7 In the trial by Smith
and Burgess, smokers who used pharmacotherapy benefited
more from the counselling intervention (an increase in the cessation rate from 22% to 55%) than did smokers who used no
medication (an increase in the cessation rate from 60% to
76%). This interaction was not statistically significant, owing
in part to the small sample size in the subgroup analysis. However, these results suggest that a combination of pharmacotherapy and counselling may offer hope to some smokers
whose efforts otherwise stand a small chance of success.
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ports the efficacy of smoking interventions for inpatients with
cardiovascular disease.
Still, challenges remain. Almost half of the smokers in the
current study resumed smoking within 1 year, despite experiencing a serious tobacco-related health consequence, undergoing a period of enforced tobacco abstinence during their
stay in hospital and receiving an intensive hospital-initiated
intervention. The fact that so many patients resumed smoking
is testimony to the addictive nature of tobacco and illustrates
the need for more powerful interventions. One strategy would
be to add pharmacotherapy to the comprehensive hospitalinitiated counselling model. The combination of medication
and counselling is synergistic in outpatients and is the current
standard of care.8 Whether this holds for smokers while in
hospital should be explored.
Another challenge is translating the research evidence base
into routine clinical practice. Krumholz and colleagues9 found
that the counselling-based intervention used by Taylor and
colleagues5 was more cost-effective than other medical therapies considered to be standard care among patients with MI.
More recently, a study that followed for 2 years patients with
MI found that an intensive intervention reduced readmissions
and all-cause mortality.10 The results of these studies suggest
that, if widely adopted, interventions for smoking cessation
have the potential to reduce cardiovascular morbidity and mortality at the population level. Unfortunately, almost 20 years
after the original study, widespread implementation has not
occurred. “Best practice” has not yet become “usual care.”
A major problem is that the intervention model does not fit
neatly into the existing delivery system for health care. Implementing the model requires coordinating care from the inpatient to the outpatient setting. Bridging this gap is a challenge
for all chronic diseases. Addiction to tobacco is no exception.
Hospitals do not see care after discharge as their responsibility
and are not eager to bear the cost. Treatment for dependence
on tobacco is not well covered by health insurers and payers,
who are not eager to add new benefits in an era of soaring
health care costs, even if the therapies are cost-effective.
In the United States, change was stimulated when hospital
accrediting organizations adopted new quality-of-care standards in 2004. These organizations measured whether smok-
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ers with acute MI were given advice on smoking cessation or
assistance during their hospital stay. The results are publicly
reported and appear to have stimulated hospital-based counselling efforts. How well these new programs adhere to the
evidence-based models that are needed to achieve long-term
smoking cessation is uncertain, but it is a promising start. Sixteen years ago, Orleans and Ockene11 called routine hospitalbased smoking counselling for patients with MI “an idea
whose time has come.” It is well overdue.
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