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Summary

Background. — Current guidelines strongly recommend high-intensity statin therapy after acute
myocardial infarction.

Aims. —To analyse the relationship between prescription of high-intensity statin therapy at discharge
and long-term clinical outcomes according to risk level defined by the Thrombolysis In Myocardial
Infarction Risk Score for Secondary Prevention (TRS-2P) after acute myocardial infarction.

Methods. —We used data from the FAST-MI 2005 and 2010 registries — two nationwide French
surveys including 7839 consecutive patients with acute myocardial infarction. Level of risk was
stratified in three groups using the TRS-2P score: Group 1 (low risk; TRS-2P = 0-1); Group 2
(intermediate risk; TRS-2P = 2); and Group 3 (high risk; TRS-2P = 3).

Results. — Among the 7348 patients discharged alive with a TRS-2P available, high-intensity statin
therapy was used in 41.3% in Group 1, 31.3% in Group 2 and 18.5% in Group 3. After multivariable
adjustment, high-intensity statin therapy was associated with a non-significant decrease in major
adverse cardiovascular events (death, stroke or recurrent myocardial infarction) at 5 years in the
overall population compared with that in patients receiving intermediate- or low-intensity statins or
without a statin prescription (14.3% vs 29.6%; hazard ratio 0.94, 95% confidence interval 0.81-1.09; P
= 0.42). In absolute terms, the decrease in major adverse cardiovascular events was positively
correlated with risk level (Group 1: 8.1% vs 10.7%; Group 2: 14.8% vs 21.6%; Group 3: 30.8% vs
51.6%). However, after adjustment, the benefits of high-intensity statin therapy were associated with
lower mortality only in high-risk patients (hazard ratio 0.79, 95% confidence interval 0.64-0.97; P =
0.02).

Conclusions. — High-intensity statin therapy at discharge after acute myocardial infarction was
associated in absolute terms with fewer major adverse cardiovascular events at 5 years, regardless of
atherothrombotic risk stratification, although the highest absolute reduction was found in the high-risk

TRS-2P class.

Résumé
Contexte. — La prescription des fortes doses de statine (FDS) est actuellement recommandée chez les

patients aprés un infarctus du myocarde (IdM).



Objectifs. — Analyser la relation entre la prescription de FDS a la sortie et le devenir clinique a long
terme selon le niveau de risque défini par le score de prévention secondaire TIMI (TRS-2P) aprés un
[dM.

Méthodes. — Nous avons utilisé les données des registres FAST-MI 2005 et 2010, 2 enquétes
nationales ayant inclues consécutivement 7839 patients avec un IdM. Le niveau de risque a été
stratifié en 3 groupes selon le score TRS-2P : Groupe 1 (bas risque ; TRS-2P = 0-1) ; Groupe 2
(risque intermédiaire ; TRS-2P = 2) ; et le Groupe 3 (haut risque ; TRS-2P = 3).

Résultats. — Sur les 7348 patients survivants (avec un TRS-2P disponible), la prescription de FDS
était de 41,3 % (Groupe 1), 31,3 % (Groupe 2) et 18,5 % (Groupe 3). Apres ajustement, la prescription
de FDS était associée a une baisse (non significative) des événements cardiovasculaires majeurs
(MACE, déceés, accident vasculaire cérébral ou récidive d’'ldM) a 5 ans dans la population globale
comparée aux patients avec une dose intermédiaire/faible de statines ou sans statine (14,3 % vs 29,6
% ; HR 0,94, 1C95 % 0,81-1,09 ; P = 0,42). En valeur absolue, cependant la baisse des MACE était
corrélée positivement au niveau de risque (Groupe 1 : 8,1 % vs 10,7 % ; Groupe 2 : 14,8 % vs 21,6 %
; Groupe 3 : 30,8 % vs 51,6 %). Les bénéfices des FDS étaient toutefois associés a une réduction de
la mortalité aprés ajustement uniquement chez les patients a haut risque (HR 0,79, 1C95 % 0,64-0,97
; P=0,02).

Conclusions. La prescription des FDS aprés un IdM était associée a une baisse des MACE a 5 ans en
valeur absolue quelle que soit le niveau de risque athérothrombotique, bien que la réduction absolue

la plus élevée ait été retrouvée dans la catégorie du TRS-2P a haut risque.
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Background

Optimal lipid management for patients after an acute myocardial infarction is of paramount
importance. Prompt initiation of high-intensity statin therapy is strongly recommended for any patient
having an acute myocardial infarction — regardless of baseline low-density lipoprotein cholesterol
(LDL-C) concentration — within 1—4 days of the index event [1, 2]. The Thrombolysis In Myocardial
Infarction (TIMI) Risk Score for Secondary Prevention (TRS-2P) was developed in the Thrombin
Receptor Antagonist in Secondary Prevention of Atherothrombotic Ischemic Events (TRA 2P) trial,
and has been recently validated in other trials and observational studies, such as the French Registry
of Acute ST-elevation or Non-ST-elevation Myocardial Infarction (FAST-MI) [3-8]; it has recently been
proposed for the identification of high-risk patients who derive the greatest benefit from the addition of
antithrombotic or ezetimibe therapy for secondary prevention after acute coronary syndrome (ACS) [3-
5, 7].

The aim of our study was to assess the association between high-intensity statin prescription at
discharge and major adverse cardiovascular events (MACE) at 5 years, according to atherothrombotic

risk stratification in a routine-practice population of patients with acute myocardial infarction.

Methods

Study population

The FAST-MI programme consists of three nationwide French registries of patients admitted to
hospital for an acute myocardial infarction, conducted 5 years apart, since 2005. The methods used
for these registries have been detailed previously [9-11]. Overall, their primary objective was to gather
data on the characteristics, management and outcomes of patients hospitalized for ST-segment
elevation myocardial infarction (STEMI) or non-STEMI in cardiac intensive care units within 48 hours
of symptom onset, during a specified 1-month period (October—December) (see Table A.1). For the
present study, we selected surveys with long-term clinical follow-up available (i.e. 5 years): FAST-MI
2005 (NCT00673036) [10] and FAST-MI 2010 (NCT01237418) [11], in which 7839 patients were
included. The FAST-MI programme was conducted in accordance with the guidelines on good clinical
practice and French law. All patients were informed of the nature and aims of the surveys, and could

request to be excluded; in addition, written consent was obtained for both surveys.



Data on baseline characteristics, including demographics, risk and medical history, were collected
as described previously. Information on the use of cardiac procedures, including the use of
percutaneous coronary intervention, and on the use of medications in the first 48 hours and at hospital
discharge was collected. For all surveys, follow-up was centralized at the French Society of
Cardiology. Mortality follow-up at 5 years was obtained in 95% of the patients.

Each patient was assessed for the presence of any of the nine previously described risk
indicators in the TRA 2P-TIMI 50 trial at baseline [3, 5, 7]: age = 75 years, diabetes mellitus,
hypertension, peripheral artery disease, previous stroke, previous coronary artery bypass grafting,
history of heart failure, active smoking and renal dysfunction (defined by an estimated glomerular
filtration rate < 60 mL/min/1.73m?2 using the Modification of Diet in Renal Disease equation). All
variables, with the exception of age and renal dysfunction, were determined on the basis of clinical
history. As described, each atherothrombotic risk indicator was weighted evenly to define total risk for
each patient as the arithmetic sum of risk indicators. Simple risk categories were defined to parallel
the annualized risk of death observed in the derivation population from patients in TRA 2P, thus
translating to a low-risk category with 0—1 risk indicators (Group 1), an intermediate-risk category with
2 risk indicators (Group 2), and a high-risk category with = 3 risk indicators (Group 3).

We defined high-intensity statin prescription as atorvastatin 80 mg daily or rosuvastatin 20 mg
daily at discharge. Patients without a high-intensity statin prescription received a lower dose of
atorvastatin (40/20/10 mg daily) or rosuvastatin (10/5 mg daily), another statin whatever the dose

(simvastatin, pravastatin, fluvastatin) or none.

Statistical analysis

Continuous variables are reported as means + standard deviations. Discrete variables are described
as counts and percentages. Groups were compared by analysis of variance for continuous variables,
and by the x?2 test (or Fisher’s exact test) for discrete variables. Between-category trends were tested
using linear-by-linear association tests for binary variables, and Jonckheere-Terpstra tests for
continuous variables. Odds ratios (ORs) and hazard ratios (HRs) are presented with their 95%
confidence intervals (Cls). Survival curves were estimated using the Kaplan-Meier estimators and
compared using log-rank tests. Multiple logistic regression analysis was used to estimate ORs, and to

find the strongest independent predictors of high-intensity statin prescription. Clinical presentation and



in-hospital complication variables were included in the model. The rates of MACE (defined as all-
cause death, stroke or recurrent myocardial infarction) at 5 years were analysed according to TRS-2P
categories, and the effect of high-dose statins at discharge was compared using a multivariable
backward stepwise Cox analysis with a threshold of 0.10 for variable elimination, among the different
risk groups. Besides time period, variables included in the final models were selected ad hoc, based
on their physiological relevance and potential to be associated with outcomes; they comprised age,
sex, risk factors, co-morbidities, type of myocardial infarction, TRS-2P categories, year and
management. Sensitivity analyses were performed focused on patients without statins at discharge.
Analyses were repeated using forward stepwise analysis to check the consistency of the results.
Statistical analyses were performed using IBM SPSS 26.0 (IBM Corp., Armonk, NY, USA). For all

analyses, two-sided P values < 0.05 were considered significant.

Results

Characteristics and clinical presentation of the population

A total of 7348 patients (93.7%) alive at discharge had all nine variables included in the TRS-2P score
available and were included in the main analysis. Prevalence of high-intensity statin prescription at
discharge was 41.3% in Group 1, 31.3% in Group 2 and 18.5% in Group 3, and increased between
2005 and 2010 in all TRS-2P categories (P < 0.001 for all; Table A.2). All doses of statins prescribed
at discharge according to TRS-2P categories are summarized in Fig. A.1.

Patient characteristics and clinical presentation according to high-intensity statin prescription and
TRS-2P categories are detailed in Table 1. In all TRS-2P categories, patients discharged without high-
intensity statins had a higher cardiovascular risk profile. High-intensity statin prescription was
preferentially used in patients with STEMI. Biomarkers of inflammation (i.e. C-reactive protein,
fibrinogen) were lower in all risk categories for patients with high-intensity statins. Finally, over the 5-
year period, the proportion of patients at high risk (i.e. Group 3) decreased from 41% to 24% (P <

0.001).

In-hospital management

Early management (i.e. during the first 48 hours), including medications and myocardial

revascularization, differed according to TRS-2P categories and high-intensity statin prescription (Table



A.3). Overall, Group 3 patients were treated less optimally than patients in Groups 1 and 2. In all TRS-
2P categories, however, patients with high-intensity statins received more recommended medications
during the first 48 hours after admission, and the use of an invasive strategy was more frequent.
Medications prescribed at discharge are listed in Table 2. Overall, prescription of recommended
treatments decreased progressively from low-risk to high-risk patients, and was significantly higher in
patients with high-intensity statins in all risk categories. Statin prescription increased between the first
48 hours and discharge in all groups: 82% to 92.3% in Group 1, 78% to 89.3% in Group 2 and 69.5%
to 81.1% in Group 3. Finally, in all statin-naive patients who had an acute myocardial infarction
(5283/7348), high-intensity statin prescription at discharge was 33.7%, with disparate results
according to TRS-2P category (60.5% for Group 1, 24.2 for Group 2 and 15.2% for Group 3). After
adjustment, high-intensity statins at discharge were prescribed less often in Groups 3 and 2 (OR 0.73,

95% CI 0.62—0.86 and OR 0.91, 95% CI 0.78-1.05, respectively) compared with Group 1.

Long-term clinical outcomes

High-intensity statin prescription was associated with a non-significant decrease in MACE at 5 years in
the overall population compared with patients who received intermediate- or low-dose statins or had
no statin prescription (14.3% vs 29.6%; A absolute risk = 15.3%; HR adjusted on baseline
characteristics and management 0.94, 95% CI1 0.81-1.09; P = 0.42). The decrease in MACE at 5
years was observed in all TRS-2P categories (Group 1: 8.1% vs 10.7%, A absolute risk = 2.6%; Group
2: 14.8% vs 21.6%, A absolute risk = 6.8%; Group 3: 30.8% vs 51.6%, A absolute risk = 20.8%).
Finally, the association of high-intensity statins with 5-year MACE was not statistically significant in the
low- and intermediate-risk groups (HR 1.07, 95% CI 0.76-1.51; P=0.71; and HR 1.26, 95% CI 0.93—
1.70; P = 0.14), whereas it was significant in high-risk patients (HR 0.79, 95% CIl 0.64—-0.97; P = 0.02)
(Fig. 1). Similar results were found after excluding patients without statins at discharge (HR 0.80, 95%

C1 0.65-0.98; P = 0.04) in high-risk patients.

Discussion

The main findings of this study are that, although it increased over time, the use of high-intensity statin
therapy at discharge in patients with myocardial infarction remains low, especially in statin-naive

patients, despite current recommendations, and is inversely correlated with patient risk. This is a



concern, as the use of high-intensity statins at discharge was associated with a much lower risk of

events in the higher-risk population.

High-intensity statin therapy in patients with ACS

Data from randomized controlled trials and meta-analyses indicate that routine early use of high-
intensity statin therapy in patients with ACS is associated with rapid and sustained clinical benefits
[12-16]. The Pravastatin or Atorvastatin Evaluation and Infection Therapy-TIMI 22 (PROVE IT-TIMI
22) trial demonstrated that high-intensity statin therapy (atorvastatin, 80 mg) early after ACS was
associated with lower death, recurrent myocardial infarction or rehospitalization for recurrent ACS
compared with standard therapy (pravastatin, 40 mg) at 30 days (3% vs 4.2%; HR 0.72, 95% CI| 0.52—
0.99; P =0.046) [14].

Recent data with proprotein convertase subtilisin/kexin type 9 (PCSK9) inhibitors after ACS or in
stable patients with previous myocardial infarction have shown that clinical benefits were correlated
with LDL-C reduction, even when low levels of LDL-C were reached with high-intensity statins [17, 18].
Therefore, current guidelines from the European Society of Cardiology recommend the initiation of
high-intensity statin therapy in all statin-naive patients with ACS with no contraindication, regardless of
initial LDL-C values [2]. The treatment goal is to reach a 50% LDL-C reduction from baseline, and an
LDL-C goal of < 1.4 mmol/L (< 55 mg/dL). For those who have a recurrent event within 2 years while
taking maximally tolerated statin therapy, a goal of < 1.0 mmol/L (< 40 mg/dL) for LDL-C should be
considered. The intensity of statin therapy should be increased in those patients receiving low- or
moderate-intensity statin treatment at presentation, unless there is a definite history of intolerance to

high-intensity statin therapy.

Timing of statin treatment initiation

Based on current evidence, the initiation of high-intensity statin therapy is recommended during the
first 1—4 days of hospitalization for the index ACS [2, 16, 19]. Moreover, pretreatment (or loading dose
for patients already on a statin) with a high-intensity statin should be considered in patients with ACS
with planned invasive management [2, 20]. Our data show that statin prescription is mainly done

during the first 48 hours, especially in low- and intermediate-risk patients.



Atherothrombotic risk assessment and secondary prevention therapy

Atherothrombotic risk assessment may be useful to identify high-risk patients who have the greatest
potential to benefit from more intensive secondary prevention therapy. In the TRA 2P-TIMI 50 trial, the
risk stratification tool identified a gradient of risk for recurrent events, and distinguished a pattern of
increasing absolute benefit with vorapaxar [3, 5, 7]. Similarly, using data from the IMPROVE IT trial,
the TRS-2P score identified a strong gradient of risk for recurrent cardiovascular events, and an
increasingly favourable relative and absolute benefit from the addition of ezetimibe to simvastatin
therapy with increasing risk profile [4]. Similarly, in our study, the use of the TRS-2P score in patients
with myocardial infarction seems to be useful for identifying patients most likely to benefit from high-
intensity statins. Use of a high-intensity statin at discharge was inversely correlated with patient risk; it
was associated with larger absolute risk reductions in 5-year MACE in higher-risk categories and, after
multivariable adjustment, the benefit of high-intensity statins was manifest only in high-risk patients.
These findings are important, as they suggest that specific efforts should be made to increase high-

intensity statin prescription rates in higher-risk populations.

Study limitations

The TRS-2P score was designed to be a simple tool, using readily available clinical data. There are
other previously identified risk indicators and other yet to be identified variables that may provide
additional refinement for stratification. However, the ability of this simple scoring system to identify
differential treatment benefit for different classes of secondary prevention therapy supports its clinical
utility. Our data are derived from an observational study of patients with acute myocardial infarction
admitted to an intensive care unit, whereas TRS-2P was defined in a population of stable patients with
previous myocardial infarction. In addition, our analyses were focused on mortality, recurrent
myocardial infarction or stroke at 5 years, whereas this risk stratification tool was developed for all
cardiovascular events at 3 years. The definition used for high-intensity statin is open to criticism and,
in this analysis, we did not take into account co-prescription of ezetimibe (although ezetimibe was
used in a small minority of our patients). Finally, we cannot exclude that factors other than those

collected in the surveys could also explain the evolution observed according to TRS-2P category.

Conclusions
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Use of high-intensity statins at discharge after acute myocardial infarction was inversely correlated
with patient risk using the TRS-2P score. The increased hazard associated with lack of prescription of
recommended medications was much greater in high-risk patients. Specific efforts should be directed

towards better prescription of recommended treatment, particularly in high-risk patients.
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Figure legends

Figure 1. Five-year event-free survival according to the use of high-intensity statins in low-,

intermediate- and high-risk patients. Cl: confidence interval; G: group; HR: hazard ratio.

Figure A.1. Prescription of statins at discharge according to Thrombolysis in Myocardial Infarction
Risk Score for Secondary Prevention categories. High-intensity statins at discharge were defined as
rosuvastatin 20 mg daily or atorvastatin 80 mg daily. Moderate-intensity statins at discharge were
defined as rosuvastatin 10 mg daily or atorvastatin 40 mg daily. Low-intensity statins were defined as

rosuvastatin 5 mg daily or atorvastatin 10/20 mg daily or fluvastatin, pravastatin or simvastatin.
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Table 1 Baseline characteristics and clinical presentation.

Low risk (TRS-2P = 0-1) Intermediate risk (TRS-2P =2) High risk (TRS-2P = 3) P
HIS No HIS HIS No HIS HIS No HIS HIS No HIS
(n=1260) (n=1792) (n=574) (n=1262) (n=454) (n=2006)
Age (years) 56.3 +11.1 59.3+12.02 619+129 675+13.22 70.8+11.9 75.9+10.92 < 0.001 < 0.001
Female sex 196 (16) 419 (23)a 134 (23) 400 (32)a 123 (27) 818 (41)a < 0.001 < 0.001
BMI (kg/m?2) 26.7+4.2 26.6 +4.3 27.7+49 27.0+4.8¢ 279+52 27.3+4.9 < 0.001 < 0.001
Risk factors
Hypertension 224 (19) 391 (22) 420 (73) 879 (70) 398 (88) 1765 (88) < 0.001 < 0.001
Diabetes 38 (3) 90 (5)° 117 (20) 359 (28)a 216 (48) 1150 (57)2 < 0.001 < 0.001
Hypercholesterolaemia 461 (37) 702 (39) 268 (47) 611 (48) 244 (54) 1096 (55) < 0.001 < 0.001
Current smoking 564 (45) 566 (32)2 306 (53) 396 (31)2 167 (37) 425 (21)2 < 0.001 < 0.001
Medical history
Previous MI 73 (6) 191 (11)2 66 (11.5) 217 (17)° 86 (19) 587 (29)a < 0.001 < 0.001
Previous PCI 75 (6) 198 (11)2 61 (11) 215 (17)2 74 (16) 448 (22)° < 0.001 < 0.001
Previous CABG 13 (0.6) 23 (1) 29 (1) 54 (4) 49 (2) 259 (13) < 0.001 < 0.001
History of heart failure 0 (0) 7 (0.4)° 4 (0.7) 19 (1.5) 32 (7) 281 (14)a < 0.001 < 0.001
History of stroke 6 (0.5) 18 (1) 21 (4) 58 (5) 52 (11.5) 294 (15) < 0.001 < 0.001
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Peripheral artery disease 4 (0.3) 13 (0.7) 30 (5) 48 (4) 92 (20) 447 (22) < 0.001 < 0.001
Chronic renal failure 3(0.2) 4(0.2) 11 (2) 26 (2) 44 (10) 246 (12) < 0.001 < 0.001

Previous medications

Aspirin 97 (8) 269 (15) 94 (16) 306 (24) 161 (35.5) 780 (39) < 0.001 < 0.001
Clopidogrel 44 (3.5) 111 (6)° 39 (7) 145 (11.5)° 87 (19) 488 (24)c < 0.001 < 0.001
Beta-blockers 125 (10) 242 (135> 123 (21) 372 (29.5)a 165 (36) 762 (38) < 0.001 <0.001
Statins 181 (14) 373 (21)z 142 (25) 372 (29.5)° 183 (40) 814 (41) < 0.001 < 0.001
ACE inhibitors or ARBs 146 (12) 266 (15)° 212 (37) 502 (40) 244 (54) 1108 (55) < 0.001 <0.001

Clinical presentation

STEMI 890 (71) 1075 (60)2 362 (63) 666 (53)2 250 (55) 730 (36)2 < 0.001 < 0.001
Killip class < 0.001 < 0.001

I 1236 (98) 1749 (98) 511 (89) 1117 (88.5) 279 (61.5) 1106 (55)°

Il 19 (1.5) 31(1.7) 46 (8) 96 (8) 122 (27) 489 (24)

n 3(0.2) 7 (0.4) 11 (2) 34 (3) 43 (9.5) 348 (17)

A% 2(0.2) 3(0.2) 6 (1) 9(0.7) 9(2) 53 (3)
LV function (%) 54.0 £10.2 54.6 £11.0 526+10.8 53.2+11.9 496 +11.6 489+ 13.4 < 0.001 < 0.001
GRACE score 122.5+26.1 127.8+29.52 132.8+29.6 141.4+30.42 155.9+33.1 168.4+34.82 < 0.001 < 0.001
SRl score 179185 20.4 £9.92 221 +£11.1 26.5 +13.92 29.5+13.9 35.4 £15.92 < 0.001 < 0.001

CRUSADE score 18.4 £10.4 20.7+1152 239+122 285+1282 37.7+13.4 44.8 £ 14.02 < 0.001 < 0.001



CRP 12.1 £42.4 13.8 £ 31.1 10.3 £20.0 17.8 £39.12 23.5+44.6 34.1 £54.7° < 0.001 < 0.001

Fibrinogen 5.0+13.0 5.8 +3.92 52+10.8 6.7 +4.52 6.1+12.3 8.2+5.22 < 0.001 < 0.001

Values are expressed as mean + standard deviation or number (%). ACE: angiotensin-converting enzyme; ARB: angiotensin receptor blockers; BMI: body

mass index; CABG: coronary artery bypass grafting; CRP: C-reactive protein; HIS: high-intensity statins; LV: left ventricular; MI: myocardial infarction; PCI:

percutaneous coronary intervention; SRI: simple risk index; STEMI: ST-elevation myocardial infarction; TRS-2P: Thrombolysis in Myocardial Infarction Risk
Score for Secondary Prevention.

Comparison of variables in each TRS-2P category (HIS versus no HIS):

a P <0.001.

bP<0.01.

¢P<0.05.
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Table 2 Medications in patients discharged alive according to risk stratification.

Low risk (TRS-2P = 0-1) Intermediate risk (TRS-2P =2) High risk (TRS-2P = 3) P

HIS No HIS HIS No HIS HIS No HIS HIS No HIS

(n=1260) (n=1792)  (n=>574) (n=1262) (n=454) (n=2006)
Aspirin 1227 (97) 1698 (95) 563 (98) 1177 (95) 436 (96) 1800 (90) <0.001 <0.001
Clopidogrel 908 (34) 1476 (54) 561 (43) 1086 (63) 739 (55) 1647 (66) <0.001 <0.001
Prasugrel or ticagrelor 1602 (59) 915 (34) 610 (47) 401 (23) 361 (27) 304 (12) <0.001 <0.001
Beta-blockers 1174 (93) 1466 (82) 510 (89) 1023 (81) 389 (86) 1467 (73) <0.001 <0.001
ACE inhibitors or ARBs 1022 (81) 1226 (68) 489 (85) 934 (74) 383 (84) 1437 (72) 0.18 < 0.001
Ezetemib 12 (1) 41 (2) 7(1) 25 (2) 8 (2) 51 (2.5) 0.39 0.58
Diuretics 109 (9) 176 (10) 112 (19.5) 285 (23) 187 (41) 965 (48) <0.001 < 0.001
Aldosterone receptor antagonists 61 (5) 60 (3.5) 46 (8) 72 (6) 53 (12) 155 (8) <0.001 <0.001
Calcium channel blockers 51 (4) 164 (9) 51 (9) 199 (16) 85 (19) 457 (23) <0.001 <0.001
Proton pump inhibitors 713 (57) 948 (53) 343 (60) 707 (56) 306 (67) 1195 (60) <0.001 <0.001
Insulin 20 (2) 31 (2) 53 (9) 105 (8) 88 (19) 477 (24) <0.001 <0.001
BASIa 1148 (91) 1299 (73) 471 (82) 759 (61) 344 (76) 961 (48) <0.001 <0.001

Data are expressed as number (%). ACE: angiotensin-converting enzyme; ARB: angiotensin receptor blocker; HIS, high-intensity statins; TRS-2P:

Thrombolysis in Myocardial Infarction Risk Score for Secondary Prevention.



aDefined as the use of antiplatelet therapy, beta-blocker, statin and ACE inhibitor or ARB at discharge.
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