


What is the ôCorcare Quality and Education Platformõ

The Corcare Quality and Education Platform(CQEP), 

is a Canadian not-for -profit corporation

Providing quality of care research and medical education 

for  community care providers 

to advance the secondary prevention of cardiovascular disease.



To share the most recent advances  in  

 Secondary Prevention of Cardiovascular Disease

  That YOU  can use in the care of our patients 

     Starting today
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Overa l l  Learn ing  Objec t ives

During this conference, participants will analyze and interpret the:

¶ Canadian Guidelines related to the secondary prevention of cardiovascular 

disease

¶ ôpillarsõ of secondary prevention care for patients with reduced heart 

function, ASCVD and reno-vascular disease

¶ important role of primary care in the early identification of patients who 

benefit from early secondary prevention including Heart failure, ASCVD and 

amyloidosis



A gen da  

Chair: Dr. Shaun Goodman

Session 1 Topics

30 min 8:10 ð 8:40 The ABCDEFs of Secondary Prevention Dr. Shaun Goodman

5 mins 8:40 - 8:45 The Canadian Cardiovascular Society (CCS) Secondary 

Prevention Pathway: 

A New Resource to Support Post-Acute Coronary Syndrome 

(ACS) Care

Dr. Shaun Goodman

30 mins 8:45 - 9:15 Case presentations:

Å Barriers to Implementation & Perspectives of People with 

Lived Experience

Å Development of the CCS Secondary Prevention Pathway.

Å Phase 1: At Discharge

Å Phase 2: Early After Discharge

Å Phase 3: Longer-Term Follow-Up

Dr. Jacob Crawshaw (pre-recorded)

Dr. JD Schwalm (pre-recorded)

Dr. Palki Bhatt (pre -recorded)

Dr. Claudia Bucci (pre-recorded)

Dr. Noah Ivers
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Chair: Dr. Shaun Goodman

Session 1 Topics

10 mins 9:15 - 9:25 Q & A Drs. Ivers and Goodman

25 mins 9:25 - 9:50 Cardiac Rehabilitation in our community Dr. Joseph Ricci

30 mins 9:50 - 10:20 Lipids: whatõs new for 2026?Dr. Robert Hegele

20 mins 10:20 ð 10:40 Panel Discussion Drs. Ricci, Goodman, Hegele and Ivers

10:40 ð 10:45 BREAK
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Chair: Dr. Shaun Goodman

Session 2 Topics

30 mins 10:45 ð 11:15 Diabetes Update Dr. Taryn Becker

30 mins 11:15 ð 11:45 Hypertension Dr. Andrew Steele

30 mins 11:45 ð 12:15 Cardiac Care Amyloid: detection starts in 

community practice

Dr. Joseph Ricci

30 mins 12:15 - 12:45 Heart Failure with Non -Reduced Ejection fraction: 

2025 CCS guidelines

Dr. Paul Galiwango

30 mins 12:45 ð 12:57 Panel Discussion Drs. Becker, Galiwango, Ricci, Steele

3 mins 12:57-13:00 Closing Remarks Dr. Joseph Ricci



Dr. Shaun Goodman

The ABCDEFs of 

Secondary Prevention



From Acute to Chronic 

Coronary Syndromes of 

ASCVD: The ABCDEFs of 

Secondary Prevention

Shaun.Goodman@UnityHealth.To

Learning Objectives
Review the evidence -based, guideline -

recommended secondary prevention treatment of 

patients with atherosclerotic cardiovascular 

disease (ASCVD), focusing on the post -acute 

coronary syndrome (ACS) transition to chronic 

coronary syndrome (CCS) management
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ABCDEFs in Secondary Prevention 

of Coronary Artery Disease

Â Anti -thrombotic (antiplatelet[s] ±  anticoagulant) therapy and 

ACE inhibitor (or Angiotensin Receptor Blocker)

Â Beta-blocker and B lood Pressure -lowering

Â Cholesterol -modifying therapy

Â Diet, Diabetes -control/vascular protection, and Donôt smoke

Â Exercise

Â Follow -up

Adapted from Cohen Lancet 2001;357:972 -73
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CV Death/MI/Stroke

N Engl  J Med  2001;345:494-502
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Major Bleeding:

2.7% vs. 3.7%, p=0.03



CV Death/MI/Stroke

Wiviott et al N Engl  J Med  

2007;357:2001-15
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Moderate-to-high risk ACS patients (except 

those receiving fibrinolysis)

12

p=0.0003

HR 0.84 (0.77-0.92)

All-cause Mortality:

5.9% vs. 4.5%

HR 0.78 (0.69ð0.89); p<0.001

Non-CABG PLATO Bleeding:

3.8% vs. 4.5%, p=0.026

TIMI Major Bleeding:

1.8% vs. 2.4%, p=0.03



Mortality Benefit of Prolonged

Dual Antiplatelet Therapy
Patients with Prior Myocardial Infarction

Trial
CHARISMA1

TRA2P TIMI 502

DAPT3

PEGASUS TIMI-544

TOTAL

CV Mortality
0.82 (0.57-1.18)

0.84 (0.68-1.05)

0.67 (0.31-1.44)

0.83 (0.68-1.01)

0.81 (0.69-0.95)

P=0.010

All-Cause 

Mortality
0.84 (0.62-1.13)

0.92 (0.78-1.09)

0.87 (0.50-1.50)

0.89 (0.76-1.04)

0.89 (0.81-0.99)

P=0.037

Subgroup
MI (n=4,441)

MI (n=17,779)

MI (n=3,576)

60 mg BID (n=14,112)

1Bhatt et al J Am Coll Cardiol 2007;49:1982-8; 2Scirica et al Lancet 2012;380:1317-24;
3Yeh et al J Am Coll Cardiol 2015;65:2211-21; 4Bonaca et al N Engl J Med 2015;372:1791-1800



Bainey, Marquis -Gravel et al Can J Cardiol  2024;40:214-33

High Bleeding Risk (HBR)



Bainey, Marquis -Gravel et al Can J Cardiol  2024;40:214-33

2023 Focused Update of the Guidelines for the Use of Antiplatelet Therapy



Primary Outcome and Components

Eikelboom et al N Engl  J Med 2017;377:1319-30
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All -cause Death:

4.1% vs. 3.4%

HR 0.82 (0.71-0.96); p=0.01

28,275 patients with CAD or PAD (including CeVD) without AF/indication for OAC

Major Bleeding: 

1.9% vs. 3.1%

HR 1.70 (1.40-2.05)

p<0.001



ñéfragile balance between efficacy and adverse events.ò

Keaney  N Engl  J Med 2015;372:1854-6
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Renin -Angiotensin -Aldosterone 

System Inhibition in MI
ƴEarly and short -term benefits (including mortality) 

of ACEi  (e.g., rampiril , lisinopril) in all MI patients 

ƴNo role for routine use in unselected MI patients of 

mineralocorticoid receptor antagonist (MRA) 
(spironolactone [CLEAR SYNERGY])

ƴConsider use in selected MI patients with

ƴHFrEF: MRA (eplerenone [EPHESUS])

ƴHF±rEF: Angiotensin -Neprilysin Inhibitor (ARNI) 

instead of ramipril (sacubitril -valsartan [PARADISE -MI])
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Beta-Blockers Post -Myocardial Infarction
ƴ long-term beta-blocker therapy after MI 

reduces mortality by ~20%1-3

ƴ meta-analysis in the era of reperfusion 

strategies and secondary prevention 

therapies suggests that beta-blockers 

do not significantly reduce mortality4

ƴ several contemporary trials post-MI 

comparing beta-blocker initiation Ò14 

days (or continuation) vs. no beta-
blocker

1Norwegian Multicenter Study Group N Engl J Med 1981; 304:801-7; 2Hjalmarson et al Lancet 

1981;2:823-7; 3JAMA 1982;247:1707-14; 4Bangalore et al Am J Med 2014;127:939-53



Beta-blocker vs. No Beta -blocker after MI:
Meta-analysis for LVEF Ó50%

LVEF Ó50%

n=2,277 (84.1%)

n=2,441 (85.3%)

n=7,459 (88.5%)

n=657 (84.1%)

n=4,967 (100%)

n=17,801; mean age 62 yrs, ~21% women, 46% STEMI, >94% PCI

Metoprolol 47%, Bisoprolol 46%, Carvedilol 5%

Kristensen et al, for the Beta-Blocker Trialistsõ Collaboration Study Group N Engl J Med 2025;DOI: 10.1056/NEJMoa2512686

Death: 4% vs. 4%

HR 1.04 (0.89-1.21)

reMI: 4% vs. 5%

HR 0.89 (0.77-1.03)

HF: 1% vs. 1%

HR 0.87 (0.64-1.19)

All -cause death, new MI, or HF

Median follow-up 3.6 

(2.3-4·6) years

8.3
8.1



Beta-blocker vs. No Beta -blocker after MI:
Meta-analysis for LVEF Ó40-49%

LVEF Ó40-49%

n=430 (15.9%)

n=422 (14.7%)

n=979 (11.5%)

n=54 (15.9%)

n=0 (0%)

n=1,885; mean age 63 yrs, ~20% women, 68% STEMI, mean LVEF 45%, >95% PCI

Metoprolol 49%, Bisoprolol 44%, Carvedilol 5%

Rossello et al Lancet 2025;406:1128-37

All -cause death, new MI, or HF

Median follow-up 3.5 

(2.3-4·5) years.

14.4

10.7
Death: 6% vs. 8%

HR 0.78 (0.55-1.11)

reMI: 4% vs. 5%

HR 0.77 (0.50-1.18)

HF: 3% vs. 4%

HR 0.71 (0.44-1.14)



Continuing vs. Discontinuing
Beta-blocker for LVEF Ó40%

Prior acute MI Ó6 months (3 [1-6] yrs,on ß-blocker with LVEF Ó40% and without uncontrolled BP, 

HF Ò2 yrs, persistent angina/ischemia, ventricular/supraventricular arrhythmia Ò1 yr

n=3,698; mean age 64 yrs, ~18% women, 63% STEMI, mean LVEF 60% (Ó40-50% ~23%) , >96% PCI

bisoprolol 72%, acebutolol 11%, atenolol 9%, nebivolol 6%, metoprolol 1%, carvedilol 1%

Silvain et al, for the ACTION Study Group N Engl J Med 2025; 391:1277-86

Death, MI, Stroke or CV Hospitalization
Median follow-up 3 (2·4) years

Interruption of beta-blocker therapy:

Áno improvement in patient-reported quality of life

Áassociated with numerical increases in recurrent angina, 

other coronary-related conditions leading to 

hospitalization and coronary procedures

Áat 6 months: increase in resting HR ~10 beats/min and 

BP ~4/4 mm Hg

Ásubgroup analysis of patients with hypertension: Primary 

endpoint: Interruption 25% vs. Continuation 22%; adj HR 

1.18 (1.01-1.36); p=0.03
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Guideline for the Diagnosis and 

Treatment of Hypertension
ƴ RCTs of intensive BP control have proven benefit in reducing major CV events and all-

cause death, including for BP <130 vs. Ó130 and BP <120 vs. <140 mm Hg1,2

ƴ low dose combination therapy (ideally as a single-pill combination) recommended as 

initial treatment, including drugs from 2 of the following 3 complementary classes of 

medications:

ƴ ACE inhibitors or ARBs, thiazide/thiazide-like diuretics, long-acting dihydropyridine 

calcium channel blockers (Strong recommendation, moderate-certainty evidence)

ƴ magnitude of CV risk reduction (specifically for stroke) is less with ɔ-blockers; also 

more likely to be discontinued because of adverse effects; not recommended as first-

line therapy for hypertension unless specific clinical indication present (e.g., post-MI, 

HF)

1Whelton et al Hypertension  2024;81:2329-39; 2Verdecchia et al Hypertension 

2025;82:2067-71; Goupil et al CMAJ  2025;197:E549-64



Guideline for the Prevention, Detection, 

Evaluation and Management of Hypertension
ƴ recommended goal systolic BP <130 mm Hg, with encouragement to 

achieve a BP <120 mm Hg to reduce the risk of major CVD events and all-

cause mortality in high risk patients, including those with DM

ƴ adverse events significantly more likely in the intensive SBP target groups, 

but the absolute risks (and numbers needed to harm [NNH]) were low):1

ƴHypotension (NNH 508), syncope (NNH 1701), injurious falls (NNH 2941), 

electrolyte abnormalities (NNH 3222), and acute kidney injury* or acute renal 

failure (NNH 1657)

1Whelton et al Hypertension  2024;81:2329-39; 2Verdecchia et al Hypertension 2025;82:82:2067 -71; 
3Goupil et al CMAJ  2025;197:E549-64; Jones et al Hypertension 2025;152:e114 -e218

*creatinine increase



Hypertension: Not Just Drug Therapy

Dietary Modifications

ƴReduce intake of sodium

ƴGoal is <1500 mg/day but aim for at least a 1000 mg/day reduction

ƴ 5-6 mm Hg systolic BP reduction

ƴ Increase intake of potassium

ƴ from fruits (e.g., banana, avacado), vegetables (e.g., spinach, tomato), 

nuts, seeds, beans not supplements

ƴGoal is 3500-5000 mg/day

ƴ 4-5 mm Hg systolic BP reduction

ƴ Increase intake of fiber rich foods

Whelton et al Hypertension  2024;81:2329 -39



Hypertension: Not Just Drug Therapy

Lifestyle Modifications

ƴ Diet rich in fruits, vegetables, whole grains, with reduced content of 

saturated fat Ź 11 mm Hg systolic BP reduction

ƴ Increased physical activity

ƴAerobic exerciseŹ 5-8 mm Hg reduction in systolic BP

ƴ 90-150 min/week ~65%-75% hear rate reserve

ƴIsometric resistanceŹ 5 mm Hg reduction in systolic BP

ƴ 4 x 2 min (hand grip), 1 min rest between exercises, 30%-40% maximum voluntary 
contraction, 3 sessions/wk for 8-10 wks

ƴDynamic resistanceŹ 4 mm Hg reduction in systolic BP

ƴ 90-150 min/week, 50-90% 1 rep maximum, 6 exercises, 3 sets/exercise, 10 repetitions/set

Whelton et al Hypertension  2024;81:2329 -39
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Â Follow -up

Adapted from Cohen Lancet 2001;357:972 -73



2021 CCS Guidelines for the Management of Dyslipidemia

Pearson et al Can J Cardiol  2021;37:1129-50

Secondary prevention patients 

shown to derive the largest benefit 

from

intensification of statin therapy 

with the addition of a PCSK9 

inhibitor:

Recent (hospital-52 wks) acute 

coronary event (ACS)

Clinically evident ASCVD and any of:

DM/metabolic syndrome

polyvascular disease

symptomatic PAD

recurrent MI

MI in the past 2 years

previous CABG surgery

LDL-CÓ 2.6 mmol/L/HeFH

Lp(a)Ó60 mg/dL (120 nmol/L)



Bhatt et al Can J Cardiol 2025;41:2644-48 ς Supplementary Appendix



2021 CCS Guidelines for the Management of Dyslipidemia

RECOMMENDATION

We recommend the use of 

icosapent ethyl to lower the risk of 

CV events in patients with ASCVD, 

or with diabetes and Ó1 CVD risk 

factors, who have an elevated 

fasting triglyceride level of 1.5-5.6 

mmol/L despite treatment with 

maximally tolerated statin therapy.

Strong Recommendation;

High-Quality Evidence

Pearson et al Can J Cardiol  2021;37:1129-50
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Sodium -Glucose Cotransporter -2 Inhibitors and

Major Adverse Cardiovascular Outcomes (MACE)*

Patel et al (Cherney), SGLT2i Meta-analysis Cardio-Renal Trialists Consortium Circulation 2024;49:1789-1801

Patients (n=78,607; 11 trials ) with Type 2 Diabetes at high risk for ASCVD (54%), HF (26%), or CKD (20%); 

mean age 62 -72 years, 34% women with T2D (80%), HF (36%), eGFR<60 ml/min (37%): canagliflozin, 

empagliflozin, dapagliflozin, ertugliflozin vs. placebo with 2 -4 year follow -up

*MACE=CV Death, MI, or stroke

CV Death: HR 0.86 (0.81-0.92); 

p<0.0001

HF death: HR 0.68 (0.46-1.02) 

Sudden cardiac death:

HR 0.86 (0.78-0.95)



Galli et al J Am Coll Cardiol  2025;86:1805-19

Cardiovascular Effects and Tolerability 

of GLP -1 Receptor Agonists

Incidence Rate Ratio (95% CI) 

n=99,599 (21 trials) with established CV disease (e.g., history of HF or prior CV events), those at high risk 

(e.g., diabetes, obesity, or chronic kidney disease), or both; 8 GLP-1ras (lixisenatide, liraglutide, exenatide, 
semaglutide, efpeglenatide, dulaglutide, albiglutide, tirzepatide) vs. placebo/controls; mean follow-up 2.4 yrs 
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GLP-1ra Benefit in Obesity/Overweight and ASCVD
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Semaglutide (n=8803)

2.4 mg SC once weekly

Placebo (n=8801)

Hazard ratio 0.80 (0.72 to 0.90), p<0.001

569 events (6.5%)

Follow -up 39.8 ± 9.4 months

Age 62 years, 

28% female

BMI 33 kg/m 2, 

71% Ó30 kg/m2 

Prior MI 76% 

Prior HF 24%

Age Ó45 yrs, BMI Ó27 kg/m2, and ASCVD (Prior MI, stroke, or symptomatic PAD [claudication with ABI <0.85, 

peripheral artery revascularization, or amputation due to atherosclerotic disease]) without DM

Lincoff  et al N Engl J Med 2023;389:2221-32

701 events (8.0%)

cardioprotective effects of semaglutide independent of baseline adiposity and weight loss

estimated 33% of MACE benefit mediated through waist circumference reduction

Ÿ suggests some mechanisms for benefit beyond adiposity/weight loss reduction

Deanfield et al Lancet 2025;406:2257-68

All-cause Mortality:

4.3% vs. 5.2%

HR 0.81 (0.71-0.93)



ABCDEFs in Secondary Prevention 

of Coronary Artery Disease
Â Anti -thrombotic (antiplatelet[s] ±  anticoagulant) therapy and

 ACE inhibitor (or Angiotensin Receptor Blocker)

 Anti -inflammatory therapy 

Â Beta-blocker and B lood Pressure -lowering

Â Cholesterol -modifying therapy

Â Diet, Diabetes -control/vascular protection, and Donôt smoke

Â Exercise

Â Follow -up

Adapted from Cohen Lancet 2001;357:972 -73


