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COVID-19

Thank you very much for your interesting and important comments on 

our review that discussed smoking cessation to limit the coronavirus 

disease 2019 (COVID-19) pandemic.1,2 As you pointed out, the reported 

number of hospitalised COVID-19 patients who are current or former 

smokers is small.3,4 One reason for this small number of smokers is that 

an unknown history of smoking may be treated as a non-smoking 

history. Most emergency or sub-emergency COVID-19 patients are 

admitted to hospital as new patients. Because medical workers face 

difficulty in managing these patients, smoking history is often 

insufficiently assessed in the real-world clinical setting. Another reason 

for the small number of hospitalised COVID-19 patients who are current 

smokers is that older age is associated with a reduced prevalence of 

current smoking and an increased prevalence of former smoking. As 

you reported, former smokers constitute a major category of 

hospitalised COVID-19 patients.5 

Furthermore, former smokers, as a result of a long history of smoking, 

have comorbidities, such as cardiovascular disease, chronic obstructive 

pulmonary disease, diabetes and cancer. In fact, the report cited in our 

review states that the proportion of patients with progression to severe 

COVID-19 status was the highest in former smokers, followed by 

current smokers, whereas the proportion was low in non-smokers.3 

However, a systematic literature review and meta-analysis has 

demonstrated that current smoking is associated with a greater risk of 

critical or mortal COVID-19 status.6 Therefore, smoking cessation is an 

important measure to limit the severity of COVID-19. 

There may be multiple mechanisms underlying the association of 

smoking with disease progression. Angiotensin-converting enzyme 

(ACE) 2 appears to play a protective role against pneumonia. At the 

beginning of the pandemic, concerns were raised that ACE inhibitors 

could predispose individuals to severe COVID-19. However, recent 

evidence has shown that ACE inhibitors and angiotensin receptor 

blockers do not increase the risk of severe COVID-19.7 This is in 

agreement with international guideline recommendations that these 

medications should not be withdrawn in patients currently taking them 

and that there is no contraindication at present for the use of ACE 

inhibitors/angiotensin receptor blockers in patients with COVID-19.8 

Keywords
Current smoking, former smoking, COVID-19

Disclosure: KH is on the European Cardiology Review editorial board. MK has no conflicts of interest to declare.

Received: 25 May 2020 Accepted: 8 June 2020 Citation: European Cardiology Review 2020;15:e55. DOI: https://doi.org/10.15420/ecr.2020.25 

Correspondence: Koji Hasegawa, Division of Translational Research, National Hospital Organization Kyoto Medical Center, 1-1 Mukaihatacho Fukakusa, 

Fushimi-ku, Kyoto 612-8555, Japan. E: koj@kuhp.kyoto-u.ac.jp 

Open Access: This work is open access under the CC-BY-NC 4.0 License which allows users to copy, redistribute and make derivative works for non-

commercial purposes, provided the original work is cited correctly.

Response to the Comment ‘Smoking and Angiotensin-converting  
Enzyme Inhibitor/Angiotensin Receptor Blocker 

Cessation to Limit Coronavirus Disease 2019

Maki Komiyama and Koji Hasegawa

National Hospital Organization Kyoto Medical Center, Kyoto, Japan

1.	 Rossato M, Di Vincenzo A. Smoking and angiotensin-
converting enzyme inhibitor/angiotensin receptor blocker 
cessation to limit coronavirus disease 2019. Eur Cardiol 
2020;15:e54. https://doi.org/10.15420/ecr.2020.20.

2.	 Komiyama M, Hasegawa K. Smoking cessation as a public 
health measure to limit the coronavirus disease 2019 
pandemic. Eur Cardiol 2020;15:e16. https://doi.org/10.15420/
ecr.2020.11; PMID: 32373189. 

3.	 Guan W, Ni Z, Hu Y, et al. Clinical characteristics of coronavirus 
disease 2019 in China. N Engl J Med 2020;382:1708–20. https://
doi.org/10.1056/NEJMoa2002032; PMID: 32109013. 

4.	 CDC COVID-19 Response Team. Preliminary estimates of the 

prevalence of selected underlying health conditions among 
patients with coronavirus disease 2019 – United States, 
February 12–March 28, 2020. MMWR Morb Mortal Wkly Rep 
2020;69:382–6. https://doi.org/10.15585/mmwr.mm6913e2; 
PMID: 32240123.

5.	 Rossato M, Russo L, Mazzocut S, et al. Current smoking is not 
associated with COVID-19. Eur Respir J 2020;55:2001290. 
https://doi.org/10.1183/13993003.01290-2020; 
PMID: 32350106.

6.	 Zheng Z, Peng F, Xu B, et al. Risk factors of critical & mortal 
COVID-19 cases: a systematic literature review and meta-
analysis. J Infect 2020. https://doi.org/10.1016/j.

jinf.2020.04.021; PMID: 32335169; epub ahead of press.
7.	 Abajo FJ, Rodriguez-Martin S, Lerma V, et al. Use of renin-

angiotensin-aldosterone system inhibitors and risk of COVID-
19 requiring admission to hospital: a case-population study. 
Lancet 2000;395:1705–14. https://doi.org/10.1016/S0140-
6736(20)31030-8; PMID: 32416785.

8.	 Position Statement of the ESC Council on hypertension on 
ACE-inhibitors and angiotensin receptor blockers. 2020. 
https://www.escardio.org/Councils/Council-on-Hypertension-
(CHT)/News/position-statement-of-the-esc-council-on-
hypertension-on-ace-inhibitors-and-ang (accessed 19 June 
2020).

mailto:koj@kuhp.kyoto-u.ac.jp
https://creativecommons.org/licenses/by-nc/4.0/legalcode
https://doi.org/10.15420/ecr.2020.11
https://doi.org/10.15420/ecr.2020.11
https://doi.org/10.1056/NEJMoa2002032
https://doi.org/10.1056/NEJMoa2002032
https://doi.org/10.15585/mmwr.mm6913e2
https://doi.org/10.1183/13993003.01290-2020
https://doi.org/10.1016/j.jinf.2020.04.021
https://doi.org/10.1016/j.jinf.2020.04.021
https://doi.org/10.1016/S0140-6736(20)31030-8
https://doi.org/10.1016/S0140-6736(20)31030-8

