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ABSTRACT

ÖZ

Introduction: Cigarette smoking is one of the most important
preventable risk factors for atherosclerotic diseases. This study
aims to assess the smoking behaviour after acute coronary
syndrome (ACS) and aims to delineate the factors affecting
smoking status after discharge.

Amaç: Sigara içmek aterosklerotik hastalıklar için önlenebilir
en önemli risk faktörlerinden biridir. Bu çalışmada, akut
koroner sendrom (AKS) sonrası sigara içme davranışı ile
taburculuk sonrası sigara içme durumunu etkileyen faktörler
değerlendirildi.

Methods: The Fagerström Test for Nicotine Dependence
score, the sociodemographic status of patients, types of ACS
and applied treatment methods were recorded. The Gensini
scoring system was used to evaluate the extent and severity of
coronary artery disease. Patients were reached via phone calls
in the first, third and sixth month after discharge to assess their
smoking status, their reasons for relapse and any recurrences
of their diseases.

Yöntemler: Hastalara ait, Fagerström Nikotin Bağımlılığı
testi skoru, hastaların sosyodemografik durumu, AKS tipleri
ve uygulanan tedavi yöntemleri kaydedildi. Koroner arter
hastalığının yaygınlığını ve şiddetini değerlendirmek için
Gensini skorlama sistemi kullanıldı. Hastalara taburcu
olduktan bir, üç ve altı ay sonra, sigara içme durumlarını,
yeniden başlama nedenlerini, hastalıklarının nükslerini
değerlendirmek için telefon görüşmeleri yoluyla ulaşıldı.

Results: Forty-five percent of patients were treated for STelevated myocardial infarction, and 43.2% (n=48) had high
or very high levels of dependence. Patients who had early
symptoms had a higher rate of quitting smoking (p=0.009).
Only 78.4% had thought of quitting smoking after discharge.
Seventy-four (66.6%) patients underwent catheter-based
interventions. The rates of relapse were 20.8% (n=15), 42.6%
(n=32) and 53.9% (n=41) at the end of the first, third and sixth
month after discharge, respectively. Gensini scores seemed to
be higher among patients who had quit smoking (p<0.05).
Patients who have received medical treatment had a higher
rate of smoking than before the end of six months (p<0.05).
Only 28.8% (n=32) of patients stated that they had received
information about smoking cessation from their family

Bulgular: Hastaların %45’i ST yükselmeli miyokard enfarktüsü
nedeniyle tedavi edildi ve %43,2’sinde (n=48) yüksek veya
çok yüksek bağımlılık düzeyleri vardı. Erken semptomlarla
başvuran hastaların sigarayı bırakma oranı daha yüksekti
(p=0,009). Sadece %78,4’ü taburcu olduktan sonra sigarayı
bırakmayı düşünmüştü. Hastaların 74’üne (%66,6) kateter
bazlı girişim uygulandı. Sigara içmeye yeniden başlama
oranları taburcu olduktan sonraki 1., 3. ve 6. ayların sonunda
sırasıyla %20,8 (n=15), %42,6 (n=32) ve %53,9 (n=41) idi.
Gensini skoru, sigarayı bırakanlarda daha yüksek olma
eğilimindeydi (p>0,05). Medikal takip kararı verilen hastalarda
6. ayın sonunda sigara içme oranı daha yüksekti (p<0,05).
Hastaların sadece %28,8’i (n=32) aile hekimlerinden sigara
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physician and 3.6% (n=4) of patients have applied to a smoking
cessation unit.

bırakma hakkında bilgi aldığını ve %3,6’sı (n=4) sigara bırakma
polikliniğine başvurduklarını belirtmiştir.

Conclusion: Smoking cessation rates of patients who have
suffered an ACS were low and rates of cigarette consumption
in the following periods tended to increase. Family physicians
should take a more active role in this topic in Turkey.

Sonuç: AKS geçiren hastaların sigara bırakma oranları düşüktür
ve takip eden dönemlerde sigara tüketim oranları artma
eğilimindedir. Türkiye’de, aile hekimleri bu konuda daha aktif
rol almalıdır.

Keywords: Acute coronary syndrome, primary care, smoking,
smoking cessation, preventive cardiology

Anahtar Kelimeler: Akut koroner sendrom, birinci basamak,
sigara, sigara bırakma, koruyucu kardiyoloji

Introduction
Due to the rise of industrialisation and the resulting increase in city
populations, contagious diseases and nutritional disorders are being
replaced by chronic conditions such as cardiovascular diseases and
cancer. Despite advances in the treatment of cardiovascular diseases,
they rank first among the causes of mortality according to the World
Health Organization data (1,2). Acute myocardial infarction (AMI) is an
important problem of public health as it manifests during productive
years, can result in sudden death and has variable complications. The
most well-known cause of coronary artery disease is atherosclerosis (3).
Atherosclerosis is considered a multifactorial disease in which every step
involves chronic inflammation and each underlying factor contributes
to the inflammatory process (4).
Cigarette smoking is one of the most important preventable risk factors
for atherosclerotic diseases (5). With several effects, cigarette use leads
to destabilisation of the atherosclerotic plaque and, therefore, acute
coronary syndromes (ACS) (6). In patients who quit smoking before or
after coronary interventions or coronary artery by-pass surgery, AMI
and mortality rates are reportedly lower (7). However, during quitting
cigarette smoking, several mental and physiological changes occur since
smoking typically induces psychological and physical addiction (8-10).
On days 1-3 after quitting smoking, withdrawal symptoms reach their
peak and subside in the fourth week. For some people, they may linger
for six months. It is of paramount importance to intervene at these time
points to prevent relapse (11).
Our aim in this study is to assess how patients’ smoking behaviour is
affected when being discharged after coronary angiography for ACS
and the factors that affect those who continue smoking after discharge.
Another aim is to highlight the role of smoking cessation centres and
family physicians that form the preventive medicine basis in this
process, beginning with patients’ hospitalisation for an ACS.

Methods
Our study was designed as a prospective and descriptive study. One
hundred and eleven actively smoking patients who underwent coronary
angiography for an ACS at the Ankara Numune Training and Research
Hospital, Cardiology Clinic between June 2016 and August 2016, were
included in the study. On admission, patients received questions about
their sociodemographic features, disease conditions, risk factors,
smoking behaviour and their levels of motivation for quitting smoking.
The Fagerström Test for Nicotine Dependence (FTND) that consisted
of six questions was utilised to quantify patients’ cigarette addiction.

444

The scores of this test were classified into five groups: patients with
a score of 0-2 were considered to have “very low”, scores of 3-4 were
“low”, a score of 5 was “intermediate”, scores of 6-7 were “high”, scores
of 8-10 were “very high” levels of dependence (12). The routine workup
data, electrocardiographic findings, the history of interventions due
to coronary artery disease, the number of days of hospitalisation per
patient were noted. The Gensini scoring system was used to evaluate the
extent and severity of coronary artery disease. This score was calculated
by considering the level and the regional anatomic significance of the
stenosis. This method defines a narrowing of the lumen of the coronary
arteries as 1 for 1% to 25% stenosis, 2 for 26% to 50% stenosis, 4 for 51%
to 75% stenosis, 8 for 76% to 90% stenosis, 16 for 91% to 99% stenosis
and 32 for total occlusion. The score is then multiplied by a factor that
represents the importance of the lesion’s location in the coronary artery
system. Those with Gensini scores over 20 were noted to have severe
coronary artery disease, whereas those with scores of 20 or lower were
noted to have mild-moderate coronary artery disease (13-15). There
are several scoring systems to quantify the angiographic coronary
artery disease burden. We preferred to evaluate the extensiveness of
atherosclerosis with the Gensini score system because it is one of the
most widely used systems according to the literature (15). Patients
were reached via phone calls in the first, third and sixth month after
discharge to assess their smoking status, their reasons for relapse, any
recurrences of their diseases, whether they have received any advice for
quitting and whether they had applied to a smoking cessation centre.
The study received ethical review and approval from Ankara Numune
Training and Research Hospital Local Ethics Committee with the
decision number E-15/460 (date: 26.03.2015). Our study was consistent
with the Declaration of Helsinki. Written consent was obtained from all
participants.
Statistical Analysis
SPSS for Windows 18 package programme was used for the statistical
analysis. Descriptive statistics were depicted as mean ± standard
deviation or median [interquartile range (IQR)] or minimum-maximum
values for continuous variables, and as the number of cases (n) and
percentages (%) for categorical variables. The normality distribution was
evaluated using the Kolmogorov-Smirnov test. Baseline characteristics
were compared with the independent sample t-test, Mann-Whitney
U test, chi-square test or a One-Way analysis of variance (ANOVA).
The mean values of continuous variables were compared between
groups using the t-test, One-Way ANOVA test or Kruskal-Wallis test. The
chi-square test was performed to compare the differences between
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categorical variables. An ANOVA was used for the analysis of parameters
with multiple variables. A p-value of less than 0.05 was considered
statistically significant.

At the end of six months, the rate of visiting a family physician for any
reason was 48.6% (n=54); 59.3% (n=32) received information from
their family physician on smoking cessation. The optimistic thoughts
of patients on the effectiveness of this information given at the first,

Results

third and sixth month gradually ceded. At six months, 40.7% of patients

The study included 111 patients with a mean age of 53±9.8 years,
among which 105 (94.6%) were males. First, it was found that 36% of
participants had a history of coronary artery disease, and 45% of the
study population was treated with ST-elevated myocardial infarction.
Also, we have shown that most patients lived in city centres (75.7%),
had at least a primary-school education (45.9%) and most patients were
in the low-middle income category (71.2%). Of study patients, 63.1%
(n=70) thought smoking influenced their current ailment whereas 11.7%
(n=13) did not. Basic demographic features of the study population
are summarised in Table 1. Regarding smoking behaviour, the mean
smoking duration was 35.2±14.9 pack-years, the mean cigarette
consumption was 37±19.9 cigarettes/day, and the FTND showed that
43.2% (n=48) of patients had high or very high levels of dependence.
Tables 2 and 3 summarise the smoking history of the study population.
The most frequent complaint about admission to a hospital was chest
pain (77.5%, n=86), whereas 13.5% (n=15) were admitted with atypical
symptoms. Fifty-eight patients (52.3%) were admitted within an hour
after the onset of their complaints. The mean duration of hospital stay
was 2.3±1.59 days. The mean ejection fraction after discharge from the
hospital was 53%±11%. Twelve patients (10.8%) had an ejection fraction
of 35% or lower. The average Gensini score of patients was noted as
42.5±29.41; 75.6% (n=84) patients had a Gensini score higher than 20
(extensive coronary artery disease). Seventy-four (66.6%) of patients
underwent catheter-based interventions (balloon angioplasty, baremetal stent implantation, drug-eluting stent implantation), whereas
26.1% (n=29) received medical treatment and 7.2% (n=8) underwent
coronary artery by-pass surgery.
Table 1. Basal and characteristic features of the study population
Variable

n (%)

Diabetes mellitus

24 (21.6)

Hypertension

34 (30.6)

Hyperlipidaemia

31 (27.9)

had positive thoughts about smoking cessation information (p=0.043). A
small group of patients (3.6%, n=4) had applied to a smoking cessation
unit by the sixth month after discharge. Table 3 summarises patients’
smoking status after discharge. The rates of re-starting smoking are also
shown in Figure 1.
Table 2. Smoking behaviour of the study population
Variable

%

Daily cigarette consumption
10 cigarettes or less

9.9

Between 11-20 cigarettes

13.5

21 cigarettes or more

76.6

Age at which smoking commenced
15 years and under

37.8

16 years and over

62.1

Having tried smoking cessation at any time

69.4

Longest duration of smoking cessation
(months, mean ± SD)

13.46±27.92

Having joined a smoking cessation programme

8.1

Psychological support

22.2

Nicotine replacement therapy

-

Drug therapy

44.4

Personal attempt

22.2

Smoking status of family members

45.9

Spouse

58.8

Parent

3.9

Children

35.2

Siblings

1.9

Smoking place of family members
Inside the house

43.1

Outside the house/balcony

56.9

Thoughts of quitting smoking after discharge from the
hospital

78.4

Knowledge about smoking cessation centre

55.9
61.3

Family history

63 (56.8)

Sedentary lifestyle

78 (70.3)

Alcohol use

23 (20.7)

Chronic obstructive pulmonary disease

10 (9)

Peripheral artery disease

6 (5.4)

Postdischarge thoughts of getting help from a smoking
cessation centre

Cerebrovascular disease

5 (4.5)

Fagerström nicotine dependence test

Malignancy

5 (4.5)

Very low level

15.3

Marital status (married)

91 (82)

Low level

27.9

The presence of coronary artery disease

40 (36)

Intermediate level

13.5

High level

20.7

Very high level

22.5
64

Previous acute coronary syndrome

2 (1.8)

Diagnostic coronary angiography

9 (8.1)

Stent implantation after coronary angiography

19 (17.1)

By-pass surgery after coronary angiography

7 (6.3)

Number of patients that claim to have quit smoking at the
time of discharge

Previous coronary artery by-pass surgery and stent

3 (2.7)

SD: Standard deviation
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The comparison of the clinical and demographic features of smoking
and non-smoking patients at the end of the sixth month after discharge
is shown in Table 4. We found that there was no statistically significant
difference between patients who quit smoking and those that did not in
terms of age, gender, mean monthly income, occupation, antidepressant
use, the presence of known risk factors for coronary artery disease
(diabetes mellitus, hypertension, hyperlipidaemia, positive family
history) and the presence of any combinations of these risk factors at
the time of discharge (p>0.05). In addition, in the first and third months,
the level of education (p=0.001) and the ratio of patients who had an
ST-elevated myocardial infarction (p=0.001) were higher among those
that quit smoking than those that did not. At the end of six months,
these distributions were similar among smokers and patients who had
quit smoking. Those that applied with early symptoms had a higher
rate of quitting smoking at all three time points (p=0.009). Likewise,
those that quit smoking by the end of the first or the third month
after their discharge from the hospital had a longer non-hospitalised
period (p=0.001). However, by the end of the sixth month, a period of
non-hospitalisation was similar in both groups (p=0.169). Thoughts of
smoking were more prevalent among patients who quit smoking at all

time points than those who continued to smoke (p<0.001). Attempts at
quitting were also more frequent among these patients in the first three
months (p=0.014), but this association lost statistical significance in
the sixth month (p=0.855). Patients who had a long history of smoking
had a higher rate of quitting by the end of the first and third months

Figure 1. The number of patients who quit smoking after discharge

Table 3. Smoking behaviour of the study population after hospitalisation
Variable

Month 1 after
discharge (%)

Month 3 after discharge
(%)

Month 6 after
discharge (%)

Number of patients that applied to a smoking cessation centre after discharge

1.8

1.8

3.6

Psychological support

0.9

0.9

1.8

NRT

-

-

-

Drug therapy

-

0.9

1.8

Having benefited from a smoking cessation centre

100

50

25

Wish to smoke

66.6

50

41.4

Stressful event

13.3

31.2

29.2

Rough familial situation

13.3

15.6

24.3

Due to being fired

6.6

3.1

2.4

Influenced by family members

-

-

2.4

Never quit

-

-

32.4

<1 month

-

-

21.6

1-3 months

-

-

10.8

3-6 months

-

-

6.3

Did not smoke for 6 months

-

-

28.8

10 or less

46.2

43.4

44.1

Between 10 and 20

51.8

52.1

49.3

Between 21 and 30

-

1.4

3.8

31 or more

1.8

2.8

2.5

Smoking status of family members

43.2

41.4

38.7

Inside the house

37.5

39.1

34.8

Outside of house/balcony

62.5

60.9

65.2

Re-hospitalisation after discharge for an ACS

0.9

1.8

10.8

Reason for re-starting smoking

Total amount of time spent without smoking

Number of cigarettes/day for those that kept smoking

ACS: Acute Coronary syndrome, NRT: nicotine replacement therapy
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Table 4. Comparison of the clinical and demographic features of smoking and non-smoking patients at the end of six months
Smokers
(n= 77)

Non-smokers
(n=34)

In 60 minutes

45.4

67.6

In 120 minutes

12.9

2.9

In 12 hours

11.6

5.8

After 12 hours

29.7

23.5

10 and less

6.4

17.6

Between 10 and 19

11.6

17.6

Between 20 and 30

53.2

55.8

30 and more

28.5

8.8

Considering smoking cessation during hospitalisation

72.7

91.1

Very low level

10.3

26.4

Low level

29.8

23.5

Intermediate level

12.9

14.7

High level

20.5

20.5

Very high level

25.9

14.7

Gensini score (mean ± SD)

41.40±29.1

45.07±29

0.466

Time to discharge/hospitalisation duration (days, mean ± SD)

2.19±1.44

2.64±1.87

0.187

STEMI

40.2

55.8

NSTEMI

35

23.8

USAP

24.6

20.5

Percutaneous coronary intervention

63.4

73.4

Coronary by-pass surgery

5.2

11.7

Drug treatment

31.1

14.7

Variable (%)

p

Timing of seeking medical help (from the onset of chest pain)

0.009

Total number of cigarettes consumed per day (before hospitalisation)

0.007

0.030

Fagerström nicotine dependence test

0.097

Reason for admission into the hospital (%)
0.233

Coronary intervention (%)
0.012

*NSTEMI: Non-ST segment elevation myocardial infarction, STEMI: ST-segment elevation myocardial infarction, USAP: unstable angina pectoris, SD: standard deviation

(p=0.026), whereas at the end of six months, rates were similar (p=0.067).
Also, patients with chronic obstructive pulmonary disease (COPD) had a
higher smoking rate after six months (p=0.001). Although smoking rates
among marital status and occupational groups were statistically similar
in the first three months, by the end of six months, rates of re-starting
smoking were higher among singles and widows (p=0.036) and actively
working civil servants and workers (p=0.048). We did not find an effect
on patients’ primary complaint on smoking cessation (p=0.450).

Discussion
The present study demonstrates that an important fraction of patients
who suffer from an ACS start smoking again during the short-term
follow-up after discharge for various reasons. Furthermore, our study is
noteworthy for showing how family physicians, usually the cornerstone
of preventive medicine, have a minor influence on encouraging and
helping smoking cessation in this group of patients.

Cigarette smoking remains an important public health problem both in
our country and worldwide. It has been reported in previous studies to
increase disease risk for all cardiovascular conditions, such as ischaemic
stroke, peripheral artery disease, aortic aneurysm and cardiac vascular
disease (16-19). The cardiovascular risk abates rapidly after smoking
cessation and, in 10-15 years, almost reaches that of a person that has
never smoked (20-23). Hence, for people with diagnoses of coronary
artery disease, or those that go through an episode of an ACS, smoking
cessation is just as necessary as the proper implementation of medical
treatment to lower morbidity and mortality. Several factors have been
revealed that are involved in smoking initiation or cessation. A previously
published study has demonstrated that there was no significant
association between smoking cessation and age, education level or
the presence of a smoker among core family members. However, male
gender and being married had positive predictive value (24). Despite
the wide range of distribution over gender, our study shows that gender
does not have a significant association with smoking cessation (p=0.92).
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Another important result of our study is that in the early stages, marital
status does not have a significant effect on smoking cessation. However,
at the end of six months, single or widowed patients had a higher rate
of re-starting smoking. Previous studies have shown that increased
cardiovascular mortality in widows in a year after the passing of a
spouse was a considerable sign of psychosocial stress (25). These points
to the significance of family support for cases of ACS, and a similar
conclusion can also be reached from our data despite the relatively
low number of subjects (26). As the most paramount and continuous
source of motivation and support is the family itself, the behaviour and
attitude of family members can be thought to act as an effective means
of protection from cardiovascular diseases. In addition, our study has
demonstrated that education level may influence smoking cessation
behaviour at the time of discharge. However, at the first, third and sixth
month, it has no predictive role in smoking cessation.
Another interesting finding made by the present study also found a lack
of association between early stage smoking cessation behaviour and
the presence of additional disease conditions (cerebrovascular events,
peripheral artery disease, COPD and other conditions). Another striking
result was a statistically significant tendency of COPD patients to keep
smoking during the first, third and sixth month after discharge. A similar
study conducted in ACS patients similarly mentions that patients with
cigarette-related lung diseases tended to keep smoking at the three
month-follow-up (27). It may be inferred that ACS itself may not have
an impact big enough to quit smoking in patients with a prior diagnosis
of cardiovascular disease and COPD. On the other hand, occupational
groups that do not seem to influence smoking cessation behaviour
at the time of discharge and early stages after discharge tend to gain
importance at the sixth-month follow-up as those who actively work at
the time they are influenced regarding their smoking behaviour. This
finding may indicate that smoking behaviour is affected dramatically by
the social environment.
Another topic of discussion arises from the finding that symptoms at the
time of applying for hospital admission in patients with ACS have no role
in smoking cessation behaviour at either early or late stages of followup. Patients who seek medical help soon after the onset of symptoms
tended to have higher rates of smoking cessation at the time of discharge.
However, this association gradually lost statistical significance at the end
of six months post-discharge. This result indicates a time-dependent loss
of the deterrent effect of symptoms experienced during the early phases.
On the other hand, patients who seek help early may have better selfcare in general, and those who were admitted later may be relatively
more negligent of their health issues in their daily lives. This difference
might contribute to the lack of smoking cessation behaviour. Physicians
may help these patients by delivering reminders during follow-ups in
a manner that will not induce psychological trauma while considering
the possibility of developing post-traumatic stress disorder. In addition,
at the time of discharge and in the first and third months, smoking
cessation rates were higher in patients with ST-elevated myocardial
infarction, which presents as a more urgent clinical event. However, at
the end of six months, no statistically significant difference was detected
among the groups. This may, as was pointed out above, reflect the lack
of constraint for continuing their daily lives after discharge from the
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hospital. Re-starting smoking, while normalising daily life functions,
especially for those who are actively working post-discharge, may have
accounted for this result. In our study, Gensini scores that express the
severity of coronary artery disease and higher numbers of stents did
not display a statistically significant relationship with smoking cessation
behaviour.
Despite including occlusion percentages in a manner that can be
comprehended, angiography reports given to patients after angiography
did not have a substantial effect on smoking cessation. It may be
inferred that not only visual, but verbal suggestions that include detailed
information can yield a stronger influence for smoking cessation during
the early stages. The advice and warnings given by the cardiologist that
intervene first can have the most substantial influence in the early
stages. It was demonstrated that 77.2% of family physicians question
the smoking/tobacco use status of their patients, yet only 25.6% of them
and 8.4% of nurses provide advice about smoking cessation (28). Our
study shows the rate of receiving advice from the health centre that
rendered the first diagnosis, including family physicians, was 77.5%.
Although this rate seems high, the fact that not all patients receive
simple smoking-related advice is a deficit of paramount importance.
It can be considered a lack of attention on the physician’s part that the
number of patients referred to a smoking cessation centre is low (3.6%
at the end of six months). Özşahin et al. (29) have stated that the two
most important factors in quitting smoking are health problems and
anti-smoking media campaigns. The same study showed that the third
most important reason to quit smoking was physician advice. More
attention on the part of physicians can yield more poignant results,
along with effectively adding smoking cessation as primary protection
into physician education programmes.
In addition to the data described above, patients who had duration of
hospitalisation and those that underwent interventional treatments had
more significant quitting behaviour during the first three time periods.
However, this difference diminished at the end of the sixth month.
This reduction may be explained by the condition at presentation, the
psychologic status of the patient after an interventional procedure and
the exposure to other patients with more severe conditions during their
stay in intensive care units. Another point that warrants attention is
the lower than expected rate of family physician visits during the sixmonth period. These rates are 15.3%, 45% and 48.6% at the end of the
first, third and sixth month, respectively. The ratios of patients stating
that they have received smoking cessation advice from their family
physicians during these visits are 58.8%, 58% and 59.3%, respectively.
Almost one of two physicians made no suggestions about quitting
smoking. The role of family physicians is very important in smoking
cessation counselling. This data may demonstrate that in the primary
care setting where preventive medicine has its basis, this subject is
not adequately addressed. We may say that family physicians are not
properly involved in the fight against tobacco smoking in our country.
The lack of data on why patients visited their family physicians can be
counted as a limitation of the present study. It may be more effective
for relevant institutions to send patients directly to the family physicians
after ACS so that the doctor-patient relationship can be formed earlier.
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For this reason, educational and training programmes on the fight
against smoking should be organised for family physicians. It was shown
that patients who implemented lifestyle changes had a significant
increase in both physical and mental components of life quality (30).
The rates of explaining lifestyle changes to patients by physicians were
low in our study, despite the vital importance of such advice. Although
it may not be easy to assess a behavioural change for smoking in a
short time after ACS, our results demonstrated that there is inadequate
patient compliance, and there are deficiencies in the family physicianpatient relationship.
Both physicians and other healthcare staff are informed about the
harmful effects of smoking and smoking cessation methods. However,
not only the amount of information but attitude gains importance at
this point. The most significant attitude on this subject is being a “role
model”. When considering how physicians and other healthcare workers
can act as role examples, it is of paramount importance that they do
not smoke (28). Furthermore, the first step in the fight against tobacco
dependence is a “brief physician intervention” that is described as “the
verbal summarisation of the indications of smoking cessation using
medical terms and information about the harmful effects of smoking”.
These are short communications that can be used by all physicians
in any setting (31). Especially in clinics that are interested in illness
due to smoking like cardiology, teams of the medical staff that reach
hospitalised patients and deliver “short motivational visits” can yield
more favourable results.

Conclusion
In conclusion, the smoking cessation rate of patients who suffered an
ACS is low, and rates of cigarette consumption during the periods that
follow tend to soar. A multidisciplinary cooperative effort involving all
physicians, especially family physicians and cardiologists, is required at
times when patients attempt quitting smoking or start smoking again. In
addition, it should be considered that family physicians in Turkey need
to take a more active role in this regard.
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