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The use of cocaine, either intranasal or inhaled, is
an increasingly significant public health issue in the
United States and Europe. Cocaineis the second most
commonly used illicit drug (second to marijuana)' in
the United States in 2005 there were approximately
450 000 cocaine-related encounters in Emergency
Departments.? The World Drug Report of 2009
estimates that in individuals between 15 and 64 years
ofage, 1.4% of the population in Western Europe and
3% of the population in Spain use cocaine.?* Cocaine
us is not only associated with myocardial infarction
but also with aortic dissection.* In addition, an acute
pulmonary condition known as “crack lung” which
involves hypoxemia, hemoptysis, respiratory failure,
and diffuse pulmonary infiltrates after inhalation of
free base cocaine has been described.’

In a recent study published in this issue of Revista
Espariola de Cardiologia Bosch et al® report on the
large number of patients who presented to an urban
University hospital with chest pain. There were
1240 patients age 55 years or less evaluated in the
Chest Pain Unit that were questioned concerning
the recent use of cocaine. In addition to self-reports
the use of cocaine was determined by selective
urinary screening when deemed appropriate by the
responsible clinician. This is a significant study in
that a large number of patients were evaluated which
distinguishes it from many other investigations.
There were 53 patients that admitted to recent
cocaine use, and 10 patients that denied cocaine use
but had a positive urine test yielding a total of 63
(5%). If patients older than 55 years were included
the frequency of cocaine use was only 2% which is
similar to other reports.” Since self-reported cocaine
use was used, and urinary cocaine screening was only
done selectively, the actual frequency of cocaine use
is certainly higher than was reported.
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Patients with recent cocaine use were more likely
to be younger, male, and smokers. These findings
are consistent with other studies.® There were 58
myocardial infarctions in the entire cohort, 10
(17%) of which had recent cocaine use ingestion.
This high frequency of cocaine use (17%) in patients
with myocardial infarction is at variance with other
reported studies of 0.7%-6%.>'° The authors cite
a more recent study reporting a 14% frequency of
myocardial infarction in patients with cocaine use.!!
Thishigherfrequencyofmyocardialinfarctionislikely
in part related to the newer more sensitive troponin
assays that can detect smaller levels of myocardial
necrosis in patients that were previously classified
as unstable angina. However, these differences may
also be due to an increased prevalence of cocaine use.
Finally some of the variance between these studies is
likely due to different patient populations, such as
urban and suburban.

Of particular note in this study®is that 60% of the
patients with myocardial infarction were treated
with beta-blockers. In general beta-blockers are
considered contraindicated in patients after cocaine
ingestion because of the concern of the unopposed
alpha-adrenergic effect leading to increased coronary
vasoconstriction. A study of patients undergoing
heart catheterization demonstrated that coronary
vascular resistance was significantly increased
after beta-blockers were administered in patients
that had received cocaine.!? Multiple experimental
animal models have shown that after cocaine
ingestion the use of beta-blockers leads to decreased
coronary blood flow and higher mortality.''* The
American Heart Association Scientific Statement
of 2008 concerning cocaine-associated chest pain
recommends that beta-blockers be avoided even in
definite myocardial infarction in the acute setting
of cocaine use.!* Selective use of beta-blockers at
dischargeisrecommended dependingonthejudgment
if the patient is likely to continue using cocaine
or not. This recommendation seems particularly
prudent in the era of aggressive revascularization for
acute coronary syndrome, when more contemporary
studies have demonstrated no mortality benefit from
the early use of beta-blockers.!® The early use of beta-
blockers in acute coronary syndrome is no longer
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included as an American College of Cardiology/
American Heart Association quality measure. In the
study by Bosch et al® there is no mention of adverse
events in patients with myocardial infarction that
received beta-blockers; reporting of the lack of
adverse events would add to the literature in this
difficult patient population.

The study by Bosch et al® in Spain confirms what
is being experienced in other parts of the western
world. The use of cocaine as a recreational drug is
increasing and we are likely to see more of these
individuals in Emergency Departments in the United
States and Europe. This is important because the
recommended treatment of patients with cocaine-
associated chest pain is different from the patients
who have not used cocaine.'” Young patients with
non-traumatic chest pain should be questioned
concerning cocaine use. The Bosch et al study
demonstrated in the 63 patients with recent cocaine
use, 10 (16%) denied cocaine use but had positive
urinary screen for cocaine metabolites. Even if a
young patient with chest pain denies cocaine use, the
use of cocaine should be considered.
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