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Objectives 

1. Examine the use of beta-blockers post-MI 

2. Determine the benefits and risk of long term DAPT  

3. Explore the benefits and risks of SGLT2 inhibitors 



Case 

 

 

 

 

Jerry is 62 year old male who was admitted on May 3rd with 

complaints of restrosternal chest pain.  He had woken up 

with the chest pains and his wife had called 911.  In the 

Emergency department  2 mm ST elevation was seen in 

leads II, III, avF and he underwent primary PCI ï receiving 

a DES stent (Xience) to the RCA 

 



Should this gentleman receive a beta-

blocker?   

A.Yes 

B.No 

C.Not sure  



American College of Cardiology Guidelines 

2011 Secondary Prevention Guidelines 

ÅBB should be started and continued for 3 years in all patients with 

normal left ventricular function who have had an MI or ACS (Class 

I, B) 

Å It is reasonable to continue beta-blockers beyond 3 years as 

chronic therapy in all patients with normal left ventricular function 

(Class II, B) 

 

2013 STEMI Guidelines 

Å BB during and after hospitalization (Class I, B) 

Å ñlong-term duration of routine beta-blocker therapy in 

uncomplicated MI without HF or HTN has not prospectively been 

addressed 

 

2014 NSTACS Guidelines 

Å It is reasonable to continue BBs in patients with normal LV 

function (Class IIa, C) 

 

 

Used with permission from C Bucci  



European Society of Cardiology STEMI Guidelines 

(2017) 

ÅThe recommendation for BB initiation during hospital stay 

(in those without HF/LVD) has been downgraded from 

Class I to Class IIa 

Used with permission from C Bucci  



NICE Guidelines  (UK) 

ÅBeta-blockers should be continued for at least 12 months 

after an MI in patients without left ventricular dysfunction 

or heart failure  

ÅNot to offer people without left ventricular dysfunction or 

heart failure who have had an MI more than 12 months 

ago, treatment with a beta-blocker unless there is an 

additional clinical indication for a beta-blocker 

www.nice.org.uk 



New Zealand Best Practice Advisory 

Centre Guideline 

ÅBeta-blocker be withdrawn  6 -12 months after an acute 

MI in patients without heart failure or arrhythmias and who 

have undergone revascularization  

www.bpac.org.nz 





With important exceptions, the evidence does not appear to support the 

use of beta-blockers in modern patients who have experienced MI ï those 

who have had their culprit artery stent and have only minor residual 

myocardial damage.  Consideration could be given to offering a beta-

blocker for 1 month to reduce repeated infarction and angina, but the 

trade-off would be slightly increased risk of heart failure 

Can J Cardiol 2017;33:1209-11 



Benefits and risks of beta-blockers post MI 

Benefits ï reperfusion era 

ÅMortality  
ÅIRR 0.98 (0.92-1.05) 

ÅMyocardial infarction 
ÅIRR 0.72 (0.62 ï 0.83) 

ÅAngina 
ÅIRR  0.80 (0.65 ï 0.98) 

ÅBenefit appeared limited 
to the first 30 days  

ÅAnalysis < 30 d,  30 d ï 1 
year 

 

Risks 

ÅHeart Failure 

ÅIRR 1.10 (1.05 ï 1.16) 

ÅCardiogenic shock 

ÅIRR 1.29 (1.18 ï 1.41) 

ÅDrug discontinuation 

ÅIRR 1.64 (1.55 ï 1.73) 

Am J Med 2014;127:939-53 

Can J Cardiol 2017;331209-11 



BB Evidence? ï Reperfusion Era 

COMMIT Lancet 2005;366:1622-32 

- Chinese 

- 50% lytics 

- Average 

duration 15 

days 



New Data:  BB Post MI without HF (BMJ 2016) 

ÅFAST-MI database 

ÅDatabase up to 2005 

ÅOutcomes 

ÅMortality @ 30 days in whom beta-blockers started within 48 hours 

 



BB Post MI without HF (BMJ 2016) 

ÅEarly BB (<48 hrs) was associated with a reduced 30 day 

mortality 

 

 

 

 

ÅBB at discharge was not associated 

with a reduced in 1 year mortality 

(6.3% vs 7.3%. HR 0.85, p = 0.57) 

 

 

 

 

ÅStopping BB within first year was not 

associated with a higher rate of 

mortality at 5 years (7.6% vs 9.2%, 

HR 0.79, p=0.41) 



Systematic Review  

ÅEffect of long term ( > 1 year) beta-blocker therapy post-

MI without left ventricular dysfunction  

Å8 cohort studies included  

ÅMethods ï variable definition of LVD (> 30% to > 50%) 

ÅInconsistent results  

Å6/8 ï no significant difference in mortality 

 

Barry A.  Pharmacotherapy  DOI 10.1002/pharm.02110 



ÅCohort study  

ÅFrench administrative database 

ÅBeta-blocker d/c associated with CCB or antiarrhythmic 

association, pacemaker insertion 

ÅOngoing beta-blocker use associated with use of 

statin/ACE/ARB/antiplatelet/defibrillator placement 

ÅFollowed on average for 3.8 years 

ÅAdjusted Crude HR for death or ACS was 1.17 (1.01 ï 

1.35), death alone was not significant 

ÅAdjusted crude HR for death after statin d/c was 2.57 

ÅWhy were the drugs discontinued? 

 



Case 

 

 

 

 

Jerry is 62 year old male who was admitted on May 3rd with 
complaints of restrosternal chest pain.  He had woken up 
with the chest pains and his wife had called 911.  In the 
Emergency department  2 mm ST elevation was seen in 
leads II, III, avF and he underwent primary PCI ï receiving 
a DES stent (Xience) to the RCA 

 

What will you do with the beta-blocker?  



Case 2 ï Duration of DAPT  
ÅJerry is a 63 year old male who had an MI 1 year ago (inferior wall), no heart 

failure.  Has done well afterwards ï has returned to daily walks and golfing.    A 
card given to him in hospital says Xience stent ï implanted may 3/18,  3 mm x 18 
mm.   No recurrent chest pain, pt complained of easy bruising but no signs of 
other bleeding, ECG is normal (no q waves).   Current labs:    Cr  90 umol/L 
(estimated CrCl  92 mL/min),  Hg  136,  WBC  6.2   

 

ÅClaudio  is a 73 year old male who had NSTEMI 1 year ago.  He experienced 
heart failure during initial presentation and then has had one recurrent episode 
(managed as out patient).   EF is 33%.  He received a Xience stent (3.25 mm x 15 
mm and 3.5 mm x 18 mm) for lesions in RCA and Diagonal branch.   He has not 
had recurrent angina.   PMH:  MI at age 68,  DM II x 8years   Current labs are:  Cr 
120 (estimated Cr Cl 58 mL/min),  Hg 118  WBC  5.8 

  

ÅHedy is a 74 year old female who had a NSTEMI 1 year ago.   She underwent 
three vessel PCI ï DES x 3 (Xience) to LAD, RCA and OM1  (size of stents  3, 
3.25 and 2.5).  She was a smoker ï quit 5 years ago, hypertension, PUD - 5 years 
ago treated with triple therapy, osteoarthritis,  increased cholesterol, family history 
of CAD (mother had MI at age 72),     Current labs:   Cr 100 (estimated CrCl 64 
mL/min), Hg 116,  WBC 7.2    Other meds include acetaminophen TID,  Naproxen 
220 mg prn (takes 3 -4 x/month). 

 











DAPT score  



DAPT score  

Variable Score 

Age Ó 75 years -2 

Age 65 < 75 -1 

Age < 65 0 

Current cigarette smoker 1 

Diabetes mellitus 1 

MI at presentation 1 

Prior PCI or prior MI 1 

Stent diameter < 3 mm 1 

Paclitaxel-eluting stent (Taxus) 1 

CHF or LVEF < 30% 2 

Saphenous vein graft PCI  2 

Score 

 

Ó 2 is associated with 

favorable benefit/risk ratio 

for prolonged DAPT 

 

 

< 2 associated with 

unfavorable benefit/risk 

ratio  

 

Limitations: 

PCI population 

- Recent validation for MI 

population 



PRECISE-DAPT  

 
 Lancet 2017; 389: 1025ï34  

- Based upon patients who 

received an elective, 

urgent or emergent PCI 

- Validated in PLATO and 

BERN PCI populations 

- Score Ó 25 ï high bleeding 

risk ï consider < 12 mos 

(3 -6 mos DAPT)  

 



Precise-DAPT  



http://www.precisedaptscore.com/predapt/webcalculator.html 



CALIBER  

European Heart Journal (2017) 38, 1048ï1055 

- Determine events (ischemic/bleeding) after 1 year of DAPT 

- Based on electronic health record data, validated with PEGASUS ïTIMI 54 



https://farr-data-lab.shinyapps.io/caliber-prolonged_dapt_benefits_harms_risks/ 


