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Controversies in Treatment

Should smokers be offered coronary bypass surgery?

Wihen resources are restricted and some form of rationing of health care is effectively taking place is it ethical to restrict the
access ofpatients to particular treatments if there are alterable factors in their lifestyle which make the treatment less likely
to work?
Mr 3'ohn Bailey, cardiothoracic surgeon, and Dr Matthew Shiu, general practitioner, have disagreed in a television

debate on whether smokers should be given the same opportunity for coronary artery bypass graft surgery as non-smokers-
or any opportunity at all. We invited them to put their differing views, and then invited a surgeon from another discipline
and another generalpractitioner, both interested in medical ethics, to comment.

Coronary bypass surgery should not be offered to smokers

M J Underwood, J S Bailey

Cigarette smoking accelerates the progression of
coronary artery disease' 2 and is a determinant of early
death in patients awaiting coronary bypass surgery.3
Optimal surgical treatment results in substantial
reduction of symptoms with increased exercise toler-
ance, freedom from angina, and in certain subgroups
prolonged survival.46
Autogenous saphenous vein continues to be widely

used as a conduit for coronary revascularisation.'
Unfortunately, coronary vein graft disease is a major
cause of mortality and morbidity and is responsible for
recurrent angina, myocardial infarction, and compro-
mised ventricular function.8 One in 10 vein grafts
undergo thrombotic occlusion within two weeks of
operation,9 and diffuse intimal hyperplasia is a
common finding after one year.9 By five years, frank
atherosclerotic lesions are identifiable in many grafts.'0

Early patency rates may be improved with anti-
platelet agents such as aspirin and dipyridamole" but
this protective effect is greatly reduced in patients who
continue to smoke,'2 presumably as a result of
increased thrombogenicity'3-16 and enhanced platelet
reactivity,'7 which is well recognised in smokers. Late
thrombotic occlusion is also considerably increased in
patients who continue to smoke after surgery,'8 and
this correlates well with reports of increased graft
occlusion in smokers undergoing peripheral vascular
reconstruction.'920 The atherosclerotic process in vein
grafts is identical to that of native coronary arteries8
and the risk factors, including smoking, are the same.
These atheromatous changes correlate positively with
serum lipid concentrations21 22 and a reduction of the
protective high density lipoprotein cholesterol23 24 iS
well recognised in smokers.25 Not surprisingly, a
higher incidence of vein graft atherosclerosis has been
reported after surgery in smokers.2' 26
Vein graft failure is the major indication for reopera-

tion,'7 and reoperation is nearly twice as expensive as
"first time" coronary surgery," carries twice the
mortality,2 3' and is associated with a 50% net decrease
in the overall rehabilitation status of the patient
afterwards.28 It is in the interest of patients, surgeons,
and health departments that, before surgery, patients

are carefully assessed to ensure that they will obtain
maximum benefit from the operation and that the risk
of subsequent reoperation is minimised.
The problems associated with performing coronary

surgery on patients who continue to smoke are not
confined to risks of vein graft occlusion and reopera-
tion in the future. Immediate postoperative complica-
tions are commoner, leading to increased mortality and
morbidity; these include pulmonary complications
(increased almost fourfold),3' 32 stemnal infection,
mediastinal infection, and consequently a prolonged
hospital stay.33

"Subjectingpatients to the increased
risks ofsurgery in theface ofa

remediable cause is notjustified."

We recognise that smoking is an addiction and that
many patients need expert help to stop. With this in
mind, all patients are counselled before operation in
our department by staff trained to give expert advice
regarding diet, exercise, and cessation of smoking and
to identify other factors, such as hyperlipidaemia, that
may require specialist treatment. Such schemes are

successful in increasing high density lipoprotein
cholesterol and reducing the proportion of smokers
in groups of patients undergoing coronary artery
surgery.3'
The current national target is for 300-400 coronary

operations per million population to be performed per
year,35 although a figure of 500-600 is probably a more

realistic reflection of modem cardiological and surgical
practice worldwide. Without substantial increases in
resources, additional pressure will be put on the
already growing waiting lists for coronary surgery.
Patients who smoke spend longer in hospital and have
poorer results from surgery than non-smokers. Treat-
ing them deprives patients who have never smoked or

who have stopped smoking of more efficient and
effective surgery.
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Considerable evidence exists regarding the adverse
effect of continued smoking on vein graft patency rates
and early operative mortality and morbidity. One
study has reported a reduction in the relative survival
of younger patients who smoke,36 and, although little
work has been done, it would seem likely that con-
tinued smoking will negate the beneficial effect of
surgery in patients whose life expectancy would be
expected to improve after operation. Subjecting
patients who conninue to smoke, and for whom the
only indication for operation is the relief of angina, to
the increased risks of surgery in the face of a remedi-
able cause is not justified.
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Refusing to treat smokers is unethical and a dangerous precedent

Matthew Shiu

Should cigarette smokers be offered coronary artery
bypass graft operations? Some specialists are adamant
that they should not unless they promise to give up
smoking. With increasing resource limitations, such
views may soon become accepted policy. Some of the
argument would seem well founded on several fronts:
the known adverse effect of smoking on the use of
anaesthetics; the known adverse effects of continued
smoking on graft survival and progression of coronary
artery disease; and limited resources with ever increas-
ing demand.
There is no doubt that cigarette smoking is harmful

to coronary arteries. The medical profession is united
in condemning smoking and has been fairly successful.
Working as a general practitioner and with a special
interest in cardiology, I spend much ofmy time getting
patients off cigarettes. There is, however, a small
group of patients who truly cannot give up their habit.
All anti-smoking clinics have such examples. The
medical profession does not have a satisfactory treat-
ment for true cigarette addiction. So is it right to
completely deny this group of high risk patients a

recognised form of treatment because they cannot give
up smoking? According to a spokesperson at the
Medical Defence Union, should a case ever be brought
to the court it would be difficult to defend such a stand
if treatment was refused solely on those grounds. Some
patients are denied investigations on the grounds that
surgery will not be offered.
The outcome of coronary artery surgery can be

compromised by other factors such as hypertension,
diabetes, age, female gender, obesity, and hyper-
cholesterolaemia. These are all accepted as deleterious
but not absolute overriding contraindications. Is it
right to isolate one risk factor and make a firm policy
without taking other issues into consideration?
Diabetic patients are operated on-even the ones who
cannot stay on a strict diet. Will patients be refused
surgery because they cannot stick to a cholesterol-
lowering diet?

Resources are limited and will continue to be
limited. If we examine the resource issue more closely,
however, the argument does not seem so strong. The
financial cost of not operating is often much higher
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