
potential role of gene polymorphisms
of vitamin D receptors in asthma and
allergies.2–5 On the other hand, recent
epidemiological data from birth cohort
studies have shown beneficial associations
between maternal vitamin D intake during
pregnancy and early childhood asthma
symptoms.6–9

In Crete, the basic factor affecting vitamin
D is probably exposure to sunlight.
Margarine is fortified with vitamin D but
is not commonly used among children, and
olive oil remains the principal source of fat
intake. A randomised clinical trial could
provide strong evidence on the effect of
fortified margarine intake in childhood
allergies. We think, however, that there is
an increasing need for more observational
studies on this controversial field before
embarking on a long term intervention
study. We have recently started a mother–
child cohort in Crete (Rhea study; http://
rhea.med.uoc.gr/) aiming, among other
issues, to investigate the role of early life
dietary exposures on the development
of asthma and allergies. We hope to
answer some of the questions on the role
of vitamin D in the development of allergic
disorders.
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Smoking cessation intervention
We read with interest the article by Aveyard
et al1 on behavioural support as an interven-
tion for smoking cessation in primary care.
There is evidence that behavioural support
doubles the likelihood of smoking cessa-
tion.2 3 Aveyard et al conducted a random-
ised controlled trial and compared basic
behavioural support with weekly support
as a form of smoking cessation intervention.
They have reported a quit rate of 22.4% at
4 weeks for both groups and a quit rate of
7.7% and 6.6% at 52 weeks for basic and
weekly support, respectively.

Tobacco smoking is the most common
cause of chronic obstructive pulmonary
disease (COPD). Smoking cessation is the
most significant intervention in patients
with COPD as it results in a reduction in
lung function decline and improved survival.
Behavioural smoking cessation intervention
in the group studied by Aveyard et al is
important as smoking cessation should be
available to smokers in the community who
want to give up smoking. We felt, however,
that opportunistic smoking cessation should
also be offered to patients with COPD who
are smokers and who are hospitalised due to
exacerbations. Thus, smoking cessation
intervention was included in our Hospital
at Home (HaH) programme.

We retrospectively analysed 79 patients
(39 women) of mean age 65 years (range 51–
87) with an exacerbation of COPD who
were managed through our HaH pro-
gramme.4 They had a smoking history of
62.2 pack-years (range 10–228). Smoking
cessation intervention was provided by a
trained respiratory nurse and included a
combination of a verbal 30 min consultation
followed by telephone counselling at 1, 3, 6
and 12 months and (in a proportion of
patients) nicotine replacement therapy.
Our success rates at 4 weeks and 18 months
were 51% and 25%, respectively, which was
much higher than that reported by Aveyard
and colleagues. One of the reasons for this
higher success rate in our patients may be
related to a possible stronger motivation for
smoking cessation resulting from a recent
hospital admission. We therefore suggest
that smoking cessation intervention is done
routinely during an acute exacerbation of
COPD as part of the HaH service.
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Authors’ reply
Kastelik et al describe an excellent example
of a smoking cessation intervention for
‘‘hospitalised’’ patients. The recent
Cochrane review of interventions for hospi-
talised patients reports that intensive coun-
selling interventions that began during the
hospital stay and continued with supportive
contacts for at least 1 month after discharge
increased smoking cessation rates after dis-
charge.1 The odds ratio (OR) was 1.65, 95%
confidence interval (CI) 1.44 to 1.90. It is
therefore likely that the continued beha-
vioural support given by Kastelik et al was
an important contributor to the cessation
seen. However, the review reports evidence
that brief or even intensive interventions
that began in hospital and provided less than
1-month follow-up behavioural support
were ineffective. The clear message for
others wishing to follow this excellent
example is that it is important to provide
behavioural support following discharge. In
the UK this could easily be accomplished by
booking the patient an appointment with
the NHS Stop Smoking Service clinic after
discharge while the patient is still an
inpatient.

We would like to make two other sugges-
tions for those emulating Kastelik and
colleagues. First, it might be preferable to
provide more frequent contacts in the first
month after cessation. Relapse is much more
likely in the first week or two than later on.
This is based on intuitive reasoning rather
than trials comparing a weekly visiting
schedule with a more spaced visiting sche-
dule. Second, research shows that many
interventions are effective at increasing the
cessation, meaning more people remain
abstinent to the end of treatment, typically
2–3 months after quitting. However, a
Cochrane review of trials to prevent relapse
shows almost without exception that
relapse prevention interventions in those
who have been abstinent for a few weeks
are ineffective.2 This is another factor that
might suggest that behavioural support
should be concentrated in the first 2–
3 months.

P Aveyard, M Munafo

Department of Primary Care and General Practice, University
of Birmingham, Birmingham, UK

Correspondence to: Dr P Aveyard, Department of Primary
Care and General Practice, University of Birmingham,
Birmingham B15 2TT, UK; p.n.aveyard@bham.ac.uk

Competing interests: None.

PostScript

Thorax May 2008 Vol 63 No 5 475

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://thorax.bm

j.com
/

T
horax: first published as on 28 A

pril 2008. D
ow

nloaded from
 

http://thorax.bmj.com/


REFERENCES
1. Rigotti NA, Munafo MR, Stead LF. Interventions for

smoking cessation in hospitalised patients. Cochrane
Database Syst Rev 2007;(3):CD001837.

2. Hajek P, Stead LF, West R, et al. Relapse prevention
interventions for smoking cessation. Cochrane
Database Syst Rev 2005;(1):CD003999.

Oxygen therapy in the breathless
patient
Beasley and colleagues argue persuasively
that oxygen delivery to hypoxaemic patients
should be optimised to provide adequate
oxygen delivery while reducing the adverse
effects of hyperoxaemia and preventing
delay in identifying a patient with deterior-
ating gas exchange.1 However, their consis-
tent use of the term high-flow oxygen
instead of high-concentration oxygen perpe-
tuates another widespread misunderstand-
ing regarding oxygen therapy—that oxygen
flow to the patient has a consistent and
predictable relationship to the fractional
inspired oxygen concentration (FiO2) deliv-
ered to the alveoli. This incorrect assump-
tion threatens to undermine the wisdom
and potential benefits of their insightful
editorial.

When oxygen is delivered by nasal can-
nula, Hudson mask or reservoir bag mask,
the inspiratory flow generated by the
patient will generally exceed the oxygen
flow delivered.2 Room air is entrained by the
patient and thus the inspired oxygen is
diluted. During the expiratory phase, oxygen
flow continues and has a variable and
unpredictable effect of flushing exhaled
gases from the device and filling the upper
airways with high concentration oxygen.

Therefore, as respiratory rate, inspiratory
flow and tidal volume change, so does the
FiO2 arriving in the patient’s alveoli. These
devices are referred to as ‘‘variable perfor-
mance devices’’. Venturi systems blend
oxygen and gas at a fixed ratio and the total
gas flow delivered to the patient usually
exceeds inspiratory flow when FiO2 is ,40%
(fig 1). These devices, along with gas
blenders and mechanical ventilators, are
‘‘fixed performance’’.

In the case example shown on page 841 of
the editorial by Beasley et al,1 the theoretical
patient is provided in part (a) with an FiO2 of
0.3 (2–3 litres via nasal cannula) and subse-
quently (b) with an FiO2 of 0.6 (8–10 litres
via a Hudson mask). These numbers are
erroneous since both employ a variable
performance device.
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Author’s reply
We thank Dr Fox for the important point he
makes regarding the use of fixed perfor-
mance devices to deliver a predetermined
concentration of oxygen. However, we
consider that his concerns are not central

to the theme of the commentary. In our case
example, oxygen was administered by nasal
prongs and a Hudson mask to describe two
different approaches to oxygen therapy
commonly used in the management of
pneumonia. As discussed in our commen-
tary, we contend that, in this clinical
situation, the crucial issue is the titration
of oxygen therapy to relieve hypoxaemia
without causing hyperoxia, with continuous
monitoring of the response by measurement
of the oxygen saturation.
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High effectiveness of short
treatment with bupropion for
smoking cessation in general care
Since the appearance of the seminal pub-
lication on sustained release bupropion
versus placebo for smoking cessation exactly
10 years ago,1 bupropion has become a
mainstay of nicotine addiction therapy.2

Some concerns relating to increased risk of
seizures remain, in particular as exclusion of
predisposed patients may be suboptimal in
general practice.3 Furthermore, the cost of
about J135 or US$180 for a pack of 100 pills
required for a standard course of treatment
of at least 7 weeks represents a substantial
barrier to wider use.4 We present data
suggesting that much shorter treatments
with bupropion may be as effective as
standard regimens.

In a cluster randomised trial in German
general care investigating the effects of
practitioner education and financial incen-
tives for the physician or cessation drug
costs reimbursement for his/her patients on
smoking cessation, 577 heavy smokers (10+
cigarettes/day) aged 36–75 years and willing
to participate were recruited regardless of
their intentions to quit.4 At the 12 month
follow-up, 76 participants (13%) reported
having used bupropion (Zyban) during the
1 year study period. Consistent with expec-
tations from clinical trials,2 cotinine con-
firmed point prevalence of abstinence after
1 year in subjects who had taken bupropion
was 26% (20/76). However, we observed
that the majority of treated patients
reported intake durations clearly below the
recommendations. In particular, 25 (33%)
and 34 (45%) reported having taken bupro-
pion for only 1–2 and 3–4 weeks, respec-
tively. Intriguingly, in adjusted analyses,
strong and significant associations of bupro-
pion with cessation were evident only in the
two categories representing treatment
clearly shorter than current standards
(table 1). This was preserved when using a
stricter outcome (ie, 6 months of continu-
ous abstinence).Figure 1 Composition of total gas flows through a typical Venturi valve.
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