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The recent article by Stéphane Horel and Ties Keyzer claimed that “the tobacco industry capitalised on the

[covid 19] pandemic to promote nicotine” when “two preprints published in quick succession in April

2020… made headlines worldwide. They were also picked up by libertarian media outlets… The World

Health Organization worried that decades of tobacco control could be undermined.” (1) 

 

Horel and Keyzer then stated: “It has since been roundly disproved that smoking protects against covid-19.

Among other studies (2,3,4) the OpenSafely dataset, based on the primary care records of 17.3 million

adults in the UK, found that smoking, when adjusted for age and sex, was associated with a 14% increased

chance of covid-19 related death (5).”

 

Horel and Keyzer implied that the four research citations (assigned different reference numbers here)

“roundly disproved that smoking protects against covid-19.”  It is ironic that the article by Horel and

Keyzer was published in BMJ under the topic of “Research Integrity,” because their own research may not

have reached the level readers deserve in a quality medical journal.  In fact, a close look at their four

studies, and others that they omit, roundly disproves their disproval claim. 

 

Three of the four studies (2,3,4) cited by Horel and Keyzer report positive associations, but they need

further clarification.  For example, the first study did not employ rigorous diagnostic criteria: study

participants used an app launched via radio, TV and social media in the UK to report covid-19 “symptoms”

and “whether they thought that they already had COVID” (2).  The second study found that smokers were

3.5 times more likely to have confirmed covid-19 (95% confidence interval, CI = 2.4 – 6.1) than never

smokers, but this was only true for participants with low education (3).  However, the risk for highly

educated smokers was not elevated at all.  A longitudinal follow-up study found that current smokers had a

slightly, but non statistically significant, elevated odds of confirmed covid-19 (minimally adjusted odds

ratio (AOR) = 1.24, CI = 0.85 – 1.24) (4).  Finally, Horel and Keyzer carefully describe the OpenSafely study
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(5) as evidence, saying that current smoking, “when adjusted for age and sex, was associated with a 14%

increased chance of covid-19 related death.”  True enough. But what they fail to mention is that, when the

result was fully adjusted for confounding factors, the effect of current smoking became statistically

significantly protective (AOR = 0.89, CI = 0.82 – 0.97).

 

Horel and Keyzer also failed to accurately cite and acknowledge studies that have shown a protective

effect of current smoking on covid-19 (6,7,8).  They mentioned such a study from China but didn’t

reference it, which is unfortunate because it was published in the New England Journal of Medicine (6). 

They also mentioned and cited a study from France (7), but characterized it only as published quickly and

as the origin of media hype. 

 

Horel and Keyzer completely omitted other studies, such as one involving veterans in the U.S., which found

that smokers were much less likely to test positive for covid-19 than nonsmokers (AOR = 0.45, CI = 0.35 –

0.57) (8).  Another omission was a rapid evidence review of 28 observational studies finding that “Current

data suggest that smokers in the community appear to be less likely to test positive for SARS-CoV-2

compared with never smokers,” “Across 405 studies, recorded current but not past smoking prevalence

was generally lower than national prevalence estimates. Current smokers were at reduced risk of testing

positive for SARS-CoV-2 and former smokers were at increased risk of hospitalisation, disease severity and

mortality compared with never smokers.” (9) However, one omission by Horel and Keyzer is especially

inexplicable, because the study was published by this journal (BMJ) (10).  In that study smokers were

significantly less likely than non-smokers to be diagnosed with COVID-19 and to be admitted to an

intensive care unit (ICU), and the latter effect was dose-dependent.  The adjusted hazard ratios for ICU

admission was 0.26 (CI = 0.19 – 0.37) for light smokers and 0.07 (CI = 0.01 – 0.47) for heavy smokers.  

 

In summary, there is substantial evidence that current smoking may be negatively associated with a covid-

19 diagnosis and its subsequent course, including death. 
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