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1. Introduction 

Cardiovascular disease (CVD) is one of the leading causes of 

mortality worldwide, responsible for roughly 32 of all global 

mortalities. Among the various CVDs, acute myocardial 

infarction (AMI) results in a significant 30-day mortality of 

between 3- 14 [1].  So, Myocardial infarction is the major 

cause of disability and death from coronary artery complaints. 

In many industrialized countries, it accounts for 10 – 25 of all 

deaths [2]. 

 In roughly 50% of cases the condition is fatal, and numerous 

of the remainder suffer from disabled cardiac function [3]. MI 

occurs when blood force to a part of the heart is intruded 

causing some heart cells to die. This is usually due to 

occlusion of coronary highways with an atherosclerotic 

plaque. There is a possible association of smoking with 

location of ST-segment elevation myocardial infarction 

(STEMI) [4]. The classic symptoms of MI include unforeseen  
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Abstract 
Introduction 

Myocardial infarction is the major cause of disability and death from coronary artery disease. 

It occurs when the blood supply to a part of the heart is interrupted causing some heart cells to die. This is most commonly due 

to occlusion of coronary arteries with an atherosclerotic plaque. The classic symptoms include sudden chest pain, breathlessness, 

nausea, palpitations, and sweating. One of the many factors that influence MI can be chronic smoking. 

The present study explores the importance of smoking either cigarettes or beedies as risk. 

factors for acute myocardial infarction. What is the probability of a chronic smoker facing myocardial infarction as compared 

to somebody with other probable causes like diabetes, hypertension, etc might be answered here? 

Objective 

To investigate the correlation between smoking and MI by analyzing the association and 

potential risk factors involved. 

Research Methodology 

A Cross-sectional study was designed whereas per the inclusion and exclusion criteria, a total of 100 MI patients were included 

from a tertiary care hospital. Their smoking patterns were analyzed using a premade questionnaire and interviews. Data was 

collected and analyzed in Excel and Google Sheets by using t-test and z-test.  

Result 

From the population that underwent the survey amongst the male patients 25% had a history of chronic smoking. Along with 

this most of them had been smoking for at least more than 10 years. In the case of female patients, 9% had a history of smoking 

which they have been doing for the last 5-10 years. As seen from the data females are less likely to have a history of chronic 

smoking. Quite a few cases also show the presence of conditions of passive smoking. 

Conclusion 

Smokers have a high risk of Myocardial infarction as compared to nonsmokers. Along with other factors such as diabetes, 

hypertension, etc. having an addiction history of smoking cigarettes, and beedies, also leads to an increase in the probability of 

developing cardiac disease. Moreover, smoking is harmful as regards ischemic heart disease. It cannot be concluded 

proportionately but avoiding smoking may prevent the chances of MI up to a certain extent. 
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chest pain, shortness of breath, palpitations, nausea, vomiting, 

pulsations, and sweating. One of the numerous factors that 

impact myocardial infarction can be habitual smoking and the 

others are a sedentary life, obesity, alcohol, diabetes, 

hypertension, etc. [5]. Hence, the present study explores the 

significance of smoking either cigarettes or beedis as threat 

factors for acute myocardial infarction [6]. Also relating the 

fact that more the number of years a person has as their 

history of habitual smoking more are the chances to 

precipitate MI and other cardiovascular complaints [7]. The 

pitfalls of smoking about myocardial infarction (MI) are well-

known, but several studies have established that the impact of 

smoking is larger in women than in men [8]. A large meta-

analysis was published of prospective cohort studies which 

set up that womanish smoker had 25% more advanced 

acclimated threat of coronary heart complaint than men who 

smoke [9]. The threat of the conditions of unresistant smoking 

is also adding without the population realizing its dangerous 

goods [10]. It still might be a misconception for a lot of people 

which needs to be addressed. And also, the effect of smoking 

on the normal mortal heart seems quite a misunderstood 

subject to a large number of people especially the ones from 

the lower middle class profitable background, hence the 

content chosen [11]. 

The frequency of MI is increasing day by day which makes 

the basis of the research. 

2. Methodology 

A cross-sectional analysis was carried out. The data was 

collected at a tertiary care hospital. A questionnaire was 

formed in a pen-paper format and the participants were asked 

to answer it. Demographic details of those participants were 

also obtained to relate their history of chronic smoking with 

their current situation of being active MI patients. 

The questions were also oriented towards knowing the 

patient's eating habits, occupation, and lifestyle to relate the 

patient's history of addiction in case of any. Data collection 

was done individually once their consent was marked and 

after explaining to them the purpose and the method of study. 

Inclusion Criteria: - 

● Participants who were willing to give their consent. 

● Participants who were admitted to the hospital and were 

active patients of MI at the time of data collection. 

Exclusion Criteria: - 

● Participants who did not give their consent. 

● Participants having any disease other than myocardial 

infarction. 

● Participants who couldn’t speak for themselves and had no 

companion to answer for them. 

The data gathered was analyzed using Excel sheets, Google 

Sheets, and z test. 

3. Results 

                     Table No 1 : Gender Distribution 

MALE PATIENTS FEMALE PATIENTS 

65 35 

 

Table No 2:  Number of cigarettes smoked by the patients 

(males) 

NUMBER OF 

CIGARETTES/DAY 

NUMBER OF PATIENTS 

(MALES) 

5-15 cigarettes/day 30 

>15 cigarettes/day 12 

 

Table No3: Number of cigarettes smoked by the   patients 

(Females) 

NUMBER OF 

CIGARETTES/DAY 

NUMBER OF PATIENTS 

(MALES) 

5-15 cigarettes/day 3 

>15 cigarettes/day 1 

 

Table No 4:  Active years of smoking in case of male 

patients 

ACTIVE YEARS OF 

SMOKING 

NUMBER OF PATIENTS 

(MALE) 

2-10 Years 18 

10-25 Years 14 

>25 Years 10 
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Table No. 5: Active years of smoking in case of female 

patients 

ACTIVE YEARS OF 

SMOKING 

  ACTIVE YEARS OF 

SMOKING 

2-10 Years 3 

10-25 Years 1 

>25 Years 0 

 

 

4. Discussion 

Table 1 from the result section shows the gender distribution. 

(Males = 65 & Females = 35) According to Sakshi et. In 2023 

the number of female patients affected with MI and having a 

history of chronic smoking was about 9.3% whereas double 

the patients [18.6%] were exposed to the conditions of 

passive smoking. On the other hand, in the case of males, 

57.5% of patients had a history of chronic smoking and only 

11% were seen to have the conditions of passive smoking. On 

the contrary Birgette Iverson et. Al.2013 have concluded that 

passive smoking affects women more than it affects men [12]. 

Table 2 and Table 3 from the result section indicate the 

average number of cigarettes or beedies smoked by an 

individual throughout their active years of smoking for men 

and women respectively [13]. It is evident that the number of 

cigarettes smoked per day is much more in the case of men 

than women. Along with-it table 4 and table 5 show the active 

years of smoking which again has a higher number for men 

than women. According to J. He et. Al 1994 a meta-analysis 

was conducted which showed a significant dose response 

relation concerning the number of cigarettes a person was 

exposed to irrespective of the active and passive factors [14]. 

Smoking > or = 10 cigarettes or beedies/day carries an 

independent four-fold increased risk of acute myocardial 

infarction was concluded by P. Pais et. Al. 2001[15]. 

The two figures illustrate the charts that compare the numbers 

for nonsmoking, active smoking, and passive smoking 

patients individually for both males and females respectively.  

 

[16]. According to Sakshi et. Al 2023 we can see the 

percentage of passive smoking affects women more (18.6%), 

than it does in men (11%) whereas, contrary to that Birgette 

Iverson et. Al. 2013 suggests that men spend more time in a 

smoke-filled room as compared to women [17]. Passive 

smoking is a risk factor for myocardial infarction on its own, 

but whereas the effect for men seems to be explained by their 

active smoking, the effect in females remains statistically 

significant [17]. Given the high prevalence of cigarette 

smoking, the public health consequences of passive smoking 

about coronary heart disease may be important. 

5. Conclusion 

The present study does convey that smoking is a detrimental 

risk factor concerning myocardial infarction. In 

approximately 70% of cases, men are affected by severe 

myocardial infarction due to their chronic history of smoking. 

But there are other risk factors like hypertension, diabetes, 

obesity, etc which should be taken into consideration. 

According to several studies regarding the correlation of 

smoking with CVD or specifically MI, variant results have 

concluded. Furthermore, the results point us in a direction 

where it can be concluded that the history of active smoking 

in the case of men makes them more vulnerable to 

cardiovascular disease [here, myocardial infarction]. 

Whereas, for women according to the statistical data, the 

conditions of passive smoking [approximately 20%] are more 

explanatory for their possible condition of myocardial 

infarction. Concerning the data of this study, the number of 

nonsmokers in females (72.1%) is more than double the 

number of men (31.5%). 

Moreover, a lot of extra study and research is required to 

contribute to this subject to provide some concrete 

conclusions regarding the same. 

6. Limitations 

Population studies like this may be prone to selection bias. 

Follow-up reports weren't conducted due to time constraints. 

A small sample size may also be the cause of some 

fluctuations in the final results and conclusions when the odds 

ratio and p-value are taken into consideration. Minimal 

variables were considered for the study and other factors 

affecting the condition of MI weren't included in this study 

although a brief study was done during the process of data 

collection. It is also said that in prospective studies the 

relationship between the exposure and endpoint becomes 

weaker with increasing duration of follow-up. 
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