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Aim:
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To report the prevalence of active cigarette smoking among patients with high cardiac risk across Europe.

Population inclusion criteria were high-risk coronary heart disease (CHD) patient from any country in Europe or
region within that country. Searches were carried out with a date limit after 2010 for publication. Studies were
included if they reported the percentage of the population that were active tobacco users. The main reasons for
exclusion of studies were: combined data from many countries, which could not be separated and data presented
that was from a source already used.

The outcome of this report was the percentage of active smokers across Europe. In addition, the rate of persistent
smoking was reported. Baseline data within studies was used. Data extraction included, percentage of active
smokers, percentage of persistent smokers (those who are active smokers despite the necessity of secondary
prevention), main cardiac profile, dates of data collection and countries of data origin. Excel was used to derive
average per country from all sources. In papers where data was divided into groups, these were merged.

Definition of active tobacco users was self-reported smoking or carbon oxygen (CO) in breath > 10 ppm [1,2].
Persistent smoking was defined as a current smoking and smoking within month prior to index hospitalization.

The results of hospital arms of EUROASPIRE V survey, SURF registry and seven other articles were used in the
analysis [1-9]. The majority of studies included patients with established diagnosis of CHD. The hospital arm of
EUROASPIRE V included patients during index hospitalization treated with elective PCl or CABG and patients with
ACS (STEMI/NSTEMI treated with PCl or CABG, and UA during index hospitalization) as presented by De Bacquer
at EuroPrevent 2018 [1]. SURF registry included outpatients with defined CHD (pevious PCI/CABG, ACS or stable
angina estabilshed on the basis of functional or imaging tests) [2]. National registries also included patients with
established CHD [3-9].

The studies included different ranges of study periods, with the longest periods from 1987 to 2011 [7], followed by
data from 1996 to 2008 [3], another including data from 1997 to 2011 [9], and data from 1995 to 2015 [6]. Narrower
time ranges were 2000 - 2008 [5], 2006 - 2013 [4], 2011 - 2014 [9] and 2012 - 2013 [2].

Data from 29 different countries in Europe were available, 20 countries had data from one source, 8 had data from
two sources, 1 country - Germany - had data derived from three sources.

Overall, the mean prevalence of smoking acorss Europe was 21.41£8.47% (median - 20.0%) and range between
10.0% in Sweden/Ukraine/UK and 44.6% in Germany. The reported rate of active smokers was relatively well
balanced for countries with few sources of data, with differences for Russia (25,5% - SURF, 18% - EUROASPIRE V
hospital arm), Italy (13,5% - SURF, 29% - EUROASPIRE V hospital arm) and Germany (44,6% - Fach A, et al., 18%
- EUROASPIRE V hospital arm) [1,2,5]. Figure 1

In line with results of the hospital arm of EUROASPIRE V the prevalence of persistent smoking ranged between
34% - 76%, overall 52.92+9.84% of smokers across Europe countries were persistent smokers [1]. In national
NORwegian CORonary (NOR-COR) Prevention Study persistent smokers accounted for 56% of all current tobacco
users [8].

According to the results of the NORwegian CORonary (NOR-COR) Prevention Study current smoking was
significantly more frequent in patients with low versus high education (25% vs.12%, p <0.001) and was significantly
more frequent in the younger patients (p < 0.001) [8]. Prevalence of smoking increased also with time that has
passed since the coronary event [8]. Similar trends were observed in the hospital arm of EUROSPIRE V and in the
UK matched cohort study [1,7]. In the FAST-MI Program smoking rate increased over the follow-up period from
32% to 42% [6].

Among active smokers at risk of CHD 42% (11% - 57%) responders reported intention to quit [1]. The hospital
arm of EUROSPIRE V reported that the most popular approach to stop smoking was the reduction in number
of cigarettes smoked (57%), the second most frequent was abstinence (12%). Pharmacological or psychological
therapies were the least popular and substantially underused. Principal reasons for persistent smoking was lack
of self-confidence in being successful (54.2%) and not enough awareness of adverse impact of smoking on CHD
risk (38.9%) [1].

Control of smoking in patients with high CHD risk is inadequate. There are relevant discrepancies in the prevalence
of active smoking between European countries. Paucity of data concerns prevalence of persistent smoking and
measures taken to quit. The rate of smoking is constantly increasing, and it is higher in younger persons and in those
with a lower education level. Evidence-based strategies for smoking cessation are underused. One of main arguable
reason for that is insufficient support to quit and inadequate awareness of adverse impact of smoking on health.



Figure 1: Percentage of active smoking in CHD patients across Europe from separate sources
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