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Clinical Cardiology
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The essential goal of secondary prevention in MI is to increase the 
survival of recovered patients by modifying risk factors to improve quality 
of life and to prevent recurrent coronary episodes. Patients with ST-
elevation MI (STEMI) and non-ST elevation MI (NSTEMI) are at a high risk 
of recurrent MI, stroke and heart failure.1 Therefore, adherence to 
secondary prevention practices such as antiplatelet therapy, control of 
risk factors and cardiac rehabilitation is vital. Studies such as the 
EUROASPIRE I to IV surveys show that a vast number of patients with 
coronary artery disease (CAD) did not receive the secondary prevention 
measures laid down by international guidelines. In addition to the 
prevalence of smoking, lack of exercise and  suboptimal diet, adherence 
to risk factor control measures and approved medication was poor.2−5 
The fourth EUROASPIRE survey showed that, after a median time of 1.35 
years following the last cardiac episode, 48.6% of recovered patients 
continued smoking, 66.6% of patients were physically inactive, and that 

suboptimal blood pressure control (≥140/90 mmHg in 42.7% patients) 
and low-density lipoprotein cholesterol (LDL-C) levels (≥1.8 mmol/l in 
80.5% of patients) were common.5 A systematic review and meta-
analysis of more than 350,000 patients found poor adherence to 
medications for both primary and secondary prevention in patients with 
high cardiovascular risk during a median period of 2 years since the 
initiation of pharmacotherapy.6

Lack of patient adherence to secondary preventive measures may be 
linked to demography, socioeconomic factors, lack of healthcare 
infrastructure to enable effective counselling, complex medication 
practices and lack of patient education.7 Further, secondary prevention 
settings vary between countries and are influenced by local and national 
regulations and patients’ experiences of cardiac rehabilitation 
programnes.7,8 It is, therefore, important to specify a set of guidelines that 
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can be applied in a region−specific manner to effectively enable long-
term care of patients with acute MI (AMI).

The INTERHEART study confirmed that risk factors for AMI are the same 
globally, regardless of income levels.9 The Asia Pacific Cardiometabolic 
Consortium has developed a unified set of consensus recommendations 
with the help of a regional expert panel to address crucial strategies for 
the secondary preventive care of type 1 MI (occurring in those with 
atherosclerotic plaque rupture and thrombosis), in the Asia-Pacific region. 
These include strategies that can be effectively applied across countries 
in the region and are derived from existing international and regional 
guidelines combined with the professional experience and opinion of the 
experts on the panel.10−15 The strategies encompass pharmacology 
(antiplatelets, ß-blockers, calcium channel blockers [CCB], renin-
angiotensin system blockers and lipid-lowering therapies), lifestyle 
modifications (smoking cessation, exercise and diet) and cardiac 
rehabilitation (patient assessment, physical activity counselling, exercise 
training, risk factor control, patient education, psychosocial management 
and vocational advice).

Confidence in consensus statements was based on the current level of 
evidence presented by meta-analysis with ≥100 subjects marked as 
‘strong’, multiple studies alluding to the same result marked as ‘moderate’ 
and evidence from single studies marked as ‘weak’. Confidence in 
consensus statements were evaluated by the experts using Grading of 
Recommendations Assessment, Development and Evaluation (GRADE) 
defined as: 16

1. High: authors have high confidence that the true effect is similar to 
the estimated effect.

2. Moderate: authors believe that the true effect is probably close to the 
estimated effect.

3. Low: the true effect might be markedly different from the estimated 
effect.

4. Very low: the true effect is probably markedly different from the 
estimated effect.

Each author then cast an online vote to indicate their position on each 
statement, indicating whether they agree, were neutral or disagreed. A 
consensus was accepted as high when 80% of votes were agreed or 
neutral.

Pharmacotherapy for the 
Secondary Prevention of MI
Antiplatelet Therapy

Statement 1. Indefinite use of aspirin in the dosage range of 75–162 
mg/day is recommended for patients without contraindication after 
MI. In case of aspirin contraindication or intolerance, clopidogrel 
should be prescribed as a single long-term therapy.
Level of evidence: Strong
Level of agreement: High

Aspirin inhibits thromboxane A2 of the cyclooxygenase pathway, 
preventing collagen−mediated platelet activation and aggregation.17 A 
meta-analysis of 15 randomised controlled trials (RCTs) confirmed aspirin’s 
superiority over placebo in reducing the risk of MI, stroke and death from 
vascular events (OR 0.7; 95% Cl [0.64–0.77]).11 Across clinical practice 
guidelines, including those from the Asia-Pacific region, the indefinite 

prescription of aspirin at a low maintenance dose is recommended in all 
patients with STEMI.10−15 The expert panel recommends a long-term 
prescription of 75–162 mg/day of aspirin in STEMI patients who do not 
have aspirin-related contraindication or intolerance.

Aspirin sensitivity may manifest in certain STEMI patients with chronic 
rhinosinusitis or nasal polyps.18 Indefinite antiplatelet therapy with 
clopidogrel (300–600 mg loading dose followed by 75 mg/day for 
maintenance) is recommended for patients who cannot tolerate aspirin 
long-term by the National Institute of Health and Care Excellence in the 
UK, the Indian, the Japanese, and the Australia and New Zealand 
guidance.11,12,14,15 Clopidogrel inhibits the binding of adenosine diphosphate 
(ADP) with the P2Y12 receptor, interfering with platelet aggregation. 
Results from the CAPRIE trial comparing low doses of clopidogrel and 
aspirin showed that clopidogrel achieved better reduction in the combined 
risk of MI, systemic stroke and vascular mortality than aspirin, with 
comparable safety profiles.19

Statement 2. Dual antiplatelet therapy (DAPT) with aspirin and a 
P2Y12 inhibitor (clopidogrel or ticagrelor) should be prescribed for 
up to 12 months in patients with acute coronary syndrome, 
irrespective of stent implantation. Recent data suggest stopping 
aspirin after 3 to 6 months after percutaneous coronary intervention 
(PCI) and continuation of a single antiplatelet agent. The use of 
prasugrel for up to 12 months should be confined to patients 
receiving PCI.
Level of evidence: Strong
Level of agreement: High

The combined use of aspirin and a P2Y12 inhibitor has an additive effect in 
inhibiting platelet activation, thereby reducing the risk of major adverse 
cardiovascular events in patients with STEMI.20−22 Clopidogrel (75 mg/day), 
ticagrelor (120–180 mg/day) and prasugrel (3.75–10 mg/day) are the 
recommended P2Y12 inhibitors for coadministration with aspirin (75–162 
mg/day) in DAPT. The Australia and New Zealand guidelines and European 
guidelines recommend using the new generation P2Y12 inhibitors ticagrelor 
and prasugrel over clopidogrel due to their superior risk reduction in 
mortality and recurrent MI.10,11,15 In patients with very high bleeding risk, 
DAPT can be shortened to a duration of 6 months to reduce the risk of 
major bleeding without compromising efficacy against ischaemic events.23 
In patients with low bleeding risk but high risk of MI, for example after 
coronary stenting or in aspirin-related ischaemia, P2Y12 inhibition for up to 
3 years may be considered with either clopidogrel or ticagrelor.11 Further, 
DAPT for a duration less than 3 months should be considered for patients 
with high bleeding risk after drug-eluting stent implantation.14

The use of prasugrel should be limited to patients receiving PCI owing to 
the high intracranial bleeding risks associated with its use.24 In Japan and 
Taiwan, a reduced−dose regimen for prasugrel (20 mg loading dose and 
3.75 mg daily dose) is recommended to factor in the high bleeding risk 
observed in these populations. The reduced prasugrel dosage was found 
to retain efficacy in MI patients by the PRASFIT-ACS trial conducted in 
Japan.13,14,25

Clopidogrel is recommended in triple therapy with an oral anticoagulant 
and in patients who cannot use prasugrel or ticagrelor as an adjunctive 
with fibrinolysis.11 The ATLAS ACS 2-TIMI 51 trial supported the addition of 
the direct oral anticoagulant rivaroxaban (2.5 mg twice daily) with aspirin 
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and clopidogrel.26 The triple therapy reduced the composite endpoint of 
cardiovascular events, stroke and MI, along with all-cause mortality and 
stent thrombosis, over 13 months of observation. However, a threefold 
increase in intracranial bleeding and major bleeding was observed, 
cautioning the use of this triple therapy in patients with low bleeding 
risk.26 The use of rivaroxaban with DAPT is not recommended in the 
Australia and New Zealand guidelines.11

ß-blockers

Statement 3. Treatment with ß-blockers should be initiated in all 
patients post MI. Long-term administration of ß-blockers to be 
considered in all patients with persistent angina, tachycardia, left 
ventricular dysfunction (ejection fraction <40%) or left ventricular 
failure.
Level of evidence: Strong
Level of agreement: High

Statement 4. In cases of hypertension, tachycardia or angina, non-
dihydropyridine CCBs may be used if ß-receptor blockers are 
contraindicated.
Level of evidence: Weak
Level of agreement: Moderate

ß-blockers, such as carvedilol, bisoprolol, nebivolol and metoprolol 
improve cardiac output and left ventricular function while reducing 
peripheral vascular resistance, cardiovascular death and infarct size.11 A 
meta-analysis of 31 RCTs spanning 24,184 patients after an MI episode 
studied the effect of ß-blockers (against placebo) on top of aspirin and 
lipid-lowering therapy.27 The efficacy of vasodilatory ß-blockers was found 
to be specific to patients with reduced left ventricular function following 
MI in terms of reduction to all-cause mortality and recurrent MI.27 The 
CAPRICORN study revealed that carvedilol was efficacious in reducing all-
cause mortality in patients with low  left ventricular ejection fraction (LVEF) 
(≤40%), fibrinolysis or primary PCI reperfusion therapy.28

The Indian and Taiwan guidelines state that every patient with STEMI 
should be started on a ß-blocker (unless contraindicated) as soon as 
haemodynamic stability is achieved; with the treatment continuing over 3 
years.12,14 The COMMIT/CCS-2 study, which observed patients on 
immediate IV metoprolol followed by an oral ß-blocker within 24 hours of 
MI onset showed reduced rates of MI and ventricular fibrillation in the 
metoprolol group but with higher rates of cardiogenic shock and no 
difference in mortality over placebo.29 Haemodynamic stability is a 
prerequisite for treatment with ß-blockers.

Guidelines from India, Australia and New Zealand, Taiwan and Japan 
support the administration of oral ß-blockers as an immediate step after 
an MI episode in patients without the complication of heart failure, low 
output state or an increased risk of cardiogenic shock.11,13,14 The Australia 
and New Zealand. and Japan guidelines do not support the use of IV 
administration of ß-blockers due to insufficient evidence of benefit in 
clinical studies.11,14 There is also low evidence for the benefit of ß-blockers 
in STEMI patients with normal cardiac function.

Data supporting the use of ß-blockers after MI predates early reperfusion 
therapy and shows benefit primarily in patients with large infarcts through 
reduced risk of rupture. More recent registries suggest modest benefits 
across patients with MI and support the early, but not long-term, use of 

ß-blockers. ß-blocker therapy is contraindicated in cases of bradycardia, 
hypotension, bronchospasm, fatigue, reduced libido, depression and 
new-onset diabetes.11 In such cases, the India and Japan guidelines 
recommend the use of CCBs such as verapamil or diltiazem.12,14 However, 
CCBs should be avoided in the presence of left ventricular dysfunction or 
left ventricular failure. The CAMELOT study observing amlodipine (10 mg) 
against placebo or enalapril (10 mg) concluded superior efficacy of 
amlodipine in reducing cardiovascular events in patients with a history of 
MI.30 The efficacy of CCBs in Japanese subjects in the JBCMI study was 
comparable with ß-blocker therapy in terms of the frequency of 
cardiovascular events during a follow-up period of 445 days.31

Angiotensin-converting Enzyme Inhibitors

Statement 5. Long-term oral administration of angiotensin-
converting enzyme inhibitors (ACEIs) is recommended for all patients 
post-MI and a must for those with reduced left ventricular function 
(≤40%), anterior MI, MI with left ventricular failure, diabetes or 
coexistent hypertension. Angiotensin receptor blockers (ARBs) may 
be used when ACEIs are contraindicated.
Level of evidence: Strong
Level of agreement: High

ACEIs offer cardioprotection after MI by limiting infarct size and ventricular 
remodelling.11 These agents confer survival benefits independent of other 
therapies used in the long-term management of high-risk STEMI patients, 
such as aspirin or ß-blockers, particularly for those who fall into subgroups 
of anterior MI, LVEF ≤40%, heart failure, prior MI and tachycardia.32 Hence, 
all clinical guidelines recommend ACEIs in STEMI patients without 
contraindications.10−15

A meta-analysis of the ACEI-based RCTs HOPE (ramipril against placebo), 
EUROPA (perindopril against placebo) and PEACE (trandolapril against 
placebo) found that long-term ACEI administration caused a significant 
reduction (p<0.0005) across all-cause mortality, cardiovascular mortality, 
non-fatal MI, stroke, heart failure, and a composite of cardiovascular 
mortality, non-fatal MI or stroke.33 This was in addition to an overall 
reduction in cardiovascular mortality (OR 0.82; 95% CI [0.76–0.88]; 
p<0.0001).

Renal failure and angioedema are contraindications to ACEI prescription.34 
In such cases, ARBs can be an alternative therapy. ARBs differ in their 
mode of action from ACEIs by inhibiting the receptor binding of angiotensin 
II rather than inhibiting the conversion of angiotensin I to angiotensin II.35 
The VALIANT (valsartan versus captopril) and ONTARGET (telmisartan 
versus ramipril) studies reported ARBs to have a similar efficacy as ACEIs 
in reducing mortality in patients with heart failure or left ventricular 
dysfunction after an episode of MI.36,37 The coadministration of ACEI and 
ARB is not advised due to detrimental effects on renal function and the 
increased risk of hyperkalaemia.

The India, and the Australia and New Zealand guidelines recommend 
cautious monitoring of blood pressure with special attention to postural 
hypotension during ACEI or ARB prescription.11,12 The India guidelines 
further specify that ACEIs should be started at a low dose and steadily 
ramped up to the target dose within 4 to 6 weeks.12 In addition to this, 
renal function must be carefully monitored while determining the optimal 
dosage for the patient, followed by an annual check-up during long-term 
maintenance with an ACEI or ARB.12 More recent evidence suggests the 
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use of angiotensin receptor neprilysin inhibitor (ARNI) in the post-MI 
protocol instead of ACEI.

Lipid-lowering Therapy with 3-hydroxy-3-
methylglutaryl-coenzyme A Reductase Inhibitors

Statement 6. Long-term administration of the maximum tolerable 
dose of a strong statin – 3-hydroxy-3-methylglutaryl-coenzyme A 
(HMG-CoA) reductase inhibitor – is recommended in patients after an 
MI, irrespective of baseline LDL-C levels. Patients with statin 
intolerance may benefit from a reduced dose regimen of statin 
therapy.
Level of evidence: Strong
Level of agreement: High

Statement 7. Ezetimibe and protein convertase subtilisin/kexin type 
9 inhibitors (PCSK9i) may be considered as the next line of lipid-
lowering agents in cases of suboptimal LDL-C levels during statin 
therapy. Recent guidelines are aggressive with lipid lowering in very 
high-risk patients such as those who are post-MI.
Level of evidence: Strong
Level of agreement: High

Statins inhibit the formation of atherosclerotic plaques by reducing the 
levels of LDL-C, stabilising the lipid core and reducing inflammation in 
arteries.11 A meta-analysis of five RCTs comparing high- and low-intensity 
statin therapies concluded that the high-intensity therapy was more 
efficacious in risk reduction for cardiovascular death, non-fatal MI and 
ischaemic stroke.38 High-dose atorvastatin 80 mg daily reduces ischaemic 
stroke and death in patients with cardiovascular disease and is 
recommended in all international guidelines.10−15,39 The Japan and India 
guidelines recommend the use of high-intensity rosuvastatin 20–40 mg 
daily as well.12,14 Evidence for the efficacy of other statins is currently 
lacking. Recent European Society of Cardiology guidelines recommend 
LDL <55 mg/dl for high-risk and <45 mg/dl for extreme-risk patients, such 
as those with recurrent events or polyvascular disease, while  the Lipid 
Association of India guidelines suggest <50 and <35 mg/dl, respectively. 
To achieve this would be difficult and patients would require combination 
therapy and possible use of PCSK9i along with a high level of adherence 
to the therapy. The dosage of statins is variable and generally lower in 
certain Asia-Pacific countries due to low tolerance and high 
responsiveness.

Early administration of the maximum tolerable dose of statins, irrespective 
of baseline LDL-C levels is recommended by the Australia and New 
Zealand guideline.11 The guideline further states that a reduced dose 
regimen may be tolerated in patients with intolerance to high-intensity 
statin therapy.11 European, Australia and New Zealand, India, Japan and 
Taiwan guidelines recommend the use of ezetimibe 10 mg daily in patients 
who have no tolerance to statins or have sub-optimal levels of LDL-C 
despite statin treatment.10−15 Ezetimibe reduces intestinal cholesterol 
absorption. The IMPROVE-IT trial showed that the addition of ezetimibe to 
statin therapy achieved significantly lower levels of LDL-C and reduced 
the rates of MI, coronary revascularisation and stroke compared to statin 
therapy alone.40,41 The Australia and New Zealand guideline recommends 
lower-intensity statin therapy in case of side effects such as myositis.11

PCSK9i are recommended as a secondary treatment for lowering lipids.42 
PCSK9i enhances the metabolism of LDL-C in the liver by inhibiting the 

PCSK9 protein. The FOURIER and ODYSSEY OUTCOMES trials 
demonstrated that the addition of evolocumab or alirocumab to statin 
therapy in patients with a history of cardiovascular disease achieved a 
relative risk reduction of approximately 15% for the composite endpoint of 
cardiovascular death, MI, stroke and coronary revascularisation compared 
to a placebo administered with statin therapy.43,44

The India and Japan guidelines further recommend considering fibrates 
for patients with hypertriglyceridaemia and low HDL-C level.12,14 This 
recommendation is supported by a subgroup analysis of the FIELD study, 
which revealed that fenofibrate reduced cardiovascular events in patients 
with low HDL-C levels.45  A systematic review and meta-regression analysis 
of RCTs studying the association between lowering triglyceride levels and 
the associated decrease in cardiovascular risks have shown similar 
findings.46 In addition to the above therapies, the use of omega-3 fatty 
acids and ethyl icosapentate may be considered.

Lifestyle Modifications for the 
Secondary Prevention of MI

Statement 8. Smoking should be discontinued by patients with a 
history of MI.
Level of evidence: Strong
Level of agreement: High

Statement 9. Regular aerobic physical activity to achieve a BMI of 
20–25 kg/m2 is recommended after an MI if there is no history of 
significant heart failure.
Level of evidence: Strong
Level of agreement: High

Statement 10. A diet that supports blood pressure and BMI in the 
healthy range and includes the moderation of alcohol intake should 
be adopted.
Level of evidence: Moderate
Level of agreement: High

Smoking cessation is important in the long-term management of patients 
with MI. Due to the addictive nature of the habit, professional counselling 
is often necessary. Pharmacotherapeutic aids such as electronic cigarettes 
and nicotine patches are advised by the expert committee for patients who 
are struggling to stop smoking and have not consented to professional 
counselling. Cessation of smoking should commence during hospitalisation 
when the patient is not allowed to smoke and patient adherence to a 
smoking-free lifestyle should be ensured during post-discharge visits. A 
meta-analysis of 20 observational studies revealed a 36% reduction in 
mortality among CAD patients (including those with MI) who stopped 
smoking. Further, the effectiveness of cigarette substitutes is indicated by 
two RCTs, which observed higher quitting rates or reduced smoking among 
patients using electronic nicotine cigarettes (compared to placebo).47

Regular aerobic physical activity is an essential component of long-term 
secondary prevention after an MI. Patients new to exercising should seek 
exercise-based cardiac rehabilitation. According to data from a large-scale 
meta-analysis, exercise-based cardiac rehabilitation achieved a 22% 
reduction in cardiac mortality in patients with CAD.48 As part of long-term 
secondary prevention, aerobic exercise for 20–60 minutes a day at least 
five times a week, is strongly recommended.12,14 Aerobic exercise should 
aim for a Borg’s rating of perceived exertion of at least 11 and not exceeding 
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16.49 Counting steps per day may also be recommended to increase 
physical activity. A meta-analysis found a progressively decreasing risk of 
mortality among adults aged 60 years and older with an increasing number 
of steps per day up to 6,000–8,000 steps per day and among adults 
younger than 60 years up to 8,000–10,000 steps per day.50 The expert 
committee also recommends resistance exercise as part of long-term 
management. As recommended by the American Heart Association, 
resistance training should be performed in a rhythmical manner at a 
moderate-to-slow controlled speed, without straining or holding of 
breath.51 The initial resistance should allow for 10 to 15 repetitions at a low 
level of resistance (e.g. <40% of the patient’s one-repetition maximum). 
The initial programme should include one set of 10 to 15 repetitions per set 
of 8 to 10 exercises performed for 2 to 3 days per week. As the patient 
increases in strength, exercise dosage can be increased by gradually 
increasing the repetitions per set, which may later be supplemented by 
increasing the resistance, adding more sets per exercise and decreasing 
the rest period between sets or exercises.

ESC guidelines recommend a diet that includes high fibre (30–45 g/day), 
moderated salt (<5 g/day), low sugar, fruits and vegetables (200 g of each 
per day), polyunsaturated fatty acids and unsalted nuts (30 g daily) for 
patients with MI.10 While the ESC guidelines allow for limited alcohol 
intake, the expert committee strongly discourages alcohol consumption 
and binge drinking in patients with left ventricular dysfunction. Further, 
the committee recommends that diet should be based on local habits, 
cultures, availability and affordability to produce meaningful results in a 
patient’s cardiovascular health goals. The committee also recommends 
that the total calorie intake must be adjusted to achieve a BMI of 20–25 
kg/m2 and a waist circumference of 94 cm for men and 80 cm for women. 
In cases of obesity (BMI >25 kg/m2), a reduction in body weight by 3% over 
a duration of 3 to 6 months is recommended.

Using lifestyle modifications to achieve a target systolic blood pressure 
(SBP) of <140 mmHg is desirable considering that hypertension is a risk 
factor in STEMI patients. For high-risk patients placed on intense 
pharmacotherapy to control blood pressure, a target SBP of <120 mmHg 
may be considered.52,53

Cardiac Rehabilitation for the 
Secondary Prevention of MI

Statement 11. All patients should be offered a cardiac rehabilitation 
programme after MI, particularly after STEMI.
Level of evidence: Strong
Level of agreement: High

Statement 12. Cardiac rehabilitation should be provided as a 
structured programme, which includes exercise training, lifestyle 
advice and psychological counselling aimed at returning the patient 
to normalcy.
Level of evidence: Strong
Level of agreement: High

Statement 13. At the end of the cardiac rehabilitation programme, 
the patient must resume working, sports, recreation and sexual 
activity while self-monitoring biomedical indices and adherence to 
cardioprotective medication and lifestyle modifications.
Level of evidence: Moderate
Level of agreement: High

As acute coronary syndrome patients spend only a short duration in 
hospital, they benefit from the evidence-based therapy provided by the 
outpatient cardiac rehabilitation programmes. In a systematic review of 
63 studies in which patients were randomised to exercise-based cardiac 
rehabilitation or conventional care, a median follow-up of 12 months 
revealed a reduction in cardiovascular mortality (RR 0.74; CI 95% [0.64–
0.86]) and hospital readmissions (RR 0.82; CI 95% [0.70–0.96]) in the 
cardiac rehabilitation cohort.48 Interestingly, the benefits observed were 
consistent across patient type (high- or low-risk), intervention type 
(comprehensive versus exercise-based rehabilitation) and the setting of 
rehabilitative care (at a centre, home or a combination of the two). 
Another study reported decreased platelet aggregation in patients who 
participated in a 3-month multidisciplinary cardiac rehabilitation 
(inclusive of diet, exercise and lifestyle modification), compared to those 
who were in a traditional care programme (single session dietary advice 
and group physiotherapy) under optimal DAPT.54 A meta-analysis of 63 
RCTs covering different cardiac rehabilitation formats, components and 
settings also observed a significant reduction in all-cause mortality over 
24 months (RR 0.85; 95% CI [0.77–0.94]) for patients undergoing 
rehabilitative care.55 Cardiac rehabilitation may have a pleiotropic effect 
in the recovery of cardiovascular disease patients. A cardiac 
rehabilitation programme of 8–24 weeks is recommended.

Remote access to cardiac rehabilitation services may also be effective. 
The CHOICE trial evaluated the differences in recovery between acute 
coronary syndrome patients who could access telephone support on 
mandatory cholesterol lowering and personalised risk modification 
measures with those who did not have access to centrally coordinated 
rehabilitative support.56 After 12 months, patients with rehabilitative 
assistance fared better in terms of mean total cholesterol (156 mg/dl 
versus 183 mg/dl, p=0.001), systolic blood pressure (132 mmHg versus 144 
mmHg, p=0.001), BMI (28.9 versus 31.2, p=0.025) and physical activity. A 
systematic review also found that home-based cardiac rehabilitation is 
safe with a low incidence of adverse events, hence it may be considered 
as a safe alternative form of cardiac rehabilitation.57

The Australia and New Zealand guidelines specify that cardiac rehabilitation 
programmes should be flexible with a wide range of options and structures 
and that the patient may choose to attend any number of programmes in 
accordance to health risks.11 Advice on return to normalcy should be 
individualised according to a patient’s left ventricular function, success in 
revascularisation, rhythm control during exercise and the stress levels 
dictated by their occupation.10 According to the expert committee’s 
recommendation, return to sexual activity can be as early as 4 weeks after 
an MI if the patient’s physical abilities are restored. The recommendation 
further suggests treating male erectile dysfunction with a phosphodiesterase 
type 5 (PDE5) inhibitor after 6 months of an MI incident.

It was seen that among patients who completed their cardiac rehabilitation 
programmes, the absolute risk of MI, stroke and cardiac death was 4.5% 
lower.53 When resources and infrastructure is limited, manuals, DVDs, 
phone calls and text message follow-ups should be implemented to help 
a patient with home-based personalised coaching. Bigger cities without 
infrastructural problems should aim to provide personalised and 
comprehensive cardiac rehabilitation services.

Discharge management should include clear documentation on medical 
and rehabilitative advice, including a copy of the patient’s latest ECG. 
Patients should be provided with referrals for individualised preventive 
intervention according to personal preference and available resources. 
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The spectrum of services should include options for hospital-based, 
home-based, and local community-based settings for rehabilitative 
coaching.

Conclusion
The 13 statements in this review are the consensus recommendations of 
cardiology experts in the Asia-Pacific region, providing unified guidance 
on the secondary prevention practices for MI suited to the region. The 
consensus recommendations, which are feasible and effective for the 
practice of long-term care in STEMI and NSTEMI for the Asia-Pacific 
population, have taken into account local and international guidelines 
and opinions of regional experts, along with considerations for 
prevailing comorbidities, literacy rates, education levels and the 
tolerability, cost and availability of drugs in different countries in the 
Asia-Pacific region.

Management of Comorbidities
The management of comorbidities in patients with MI requires specific 
secondary prevention therapy. Recommendations specific to conditions 
such as diabetes, hypertension and chronic kidney disease are beyond 
the scope of this document. In patients with a history of heart failure or in 
those with heart failure that complicates MI, the committee recommends 

existing guidelines, such as the ESC or the American Heart Association/
American College of Cardiology. Briefly, therapy may include diuretics, 
ß-blockers,  ACEI or ARB and a sodium-glucose transport protein 2 
inhibitor. However, given Asia’s highly variable socioeconomic status and 
public healthcare funding, therapy that is individualised to the patient is 
recommended.  
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Clinical Perspective
• Secondary prevention of acute MI reduces cardiovascular 

mortality and hospital readmissions in recovered patients and 
aids a return to normalcy and improved quality of life.

• These consensus recommendations from the Asia-Pacific 
Cardiometabolic Consortium unify the approach to the long-term 
care of patients after MI, which can be applied across the 
Asia-Pacific region.

• Secondary prevention focused on strategies encompassing 
pharmacotherapy, lifestyle modifications, cardiac rehabilitation 
and discharge management for patients with a history of type 1 
MI, specifically relating to atherosclerotic plaque rupture and 
thrombosis.
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