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Quality of life after myocardial infarction: effect of long term
metoprolol on mortality and morbidity

GUNNAR OLSSON, JACOBUS LUBSEN, GERRIT-ANNE VAN ES, NINA REHNQVIST

Abstract

A double blind randomised study of 154 patients with myocardial
infarction assigned to metoprolol (100 mg twice daily) and 147
assigned to placebo compared the effects oftreatment in relation
to health state over three years. Health state was evaluated by a
new method based on the average number ofdays spent in each of
seven mutually exclusive categories of health. The scale took
into account death, history of serious complications, functional
state, and side effects oftreatment.
Of the maximum attainable 1095 days alive during the three

years patients given metoprolol attained 992 days and those given
placebo 964 days. During the period alive the metoprolol treated
group spent an average of278 days in an optimal functional state
as compared with 176 days for the placebo treated group. This
included 221 and 156 days respectively in a completely asympto-
matic state (that is, without either cardiac symptoms or side
effects of treatment). The time spent with a serious non-fatal
complication was shortened by 56 days in the metoprolol group.
The overall differences between the groups were statistically
significant (p=0.03).

Aside from bringing an improved quality of life after myo-
cardial infarction, metoprolol may add up to one month to life
expectancy for three years of treatment.
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Introduction

Clinical trials have shown the benefits of D adrenoceptor blockade
after acute myocardial infarction.'4 Nevertheless, the possibilities
of negative side effects-and the cost of treatment have led to doubts
about the widespread use of these drugs. In clinical trials total
mortality on the one hand and various non-fatal events, including
side effects, on the other have been reported as separate entities for
the groups compared. Hence it is difficult to determine exactly what
effect the treatment has had on the quality of life and course of the
disease as compared with placebo.,

In clinical decision analysis the concept of life expectancy is used
to express the value (utility) of the options considered.5 Quality
adjustment of life expectancy has been proposed to take morbidity
and wellbeing into account.6 We have applied these concepts to data
from the Stockholm metoprolol trial, which was designed to
evaluate the effect of long term metoprolol treatment on mortality
and morbidity after acute myocardial infarction.4

Patients and methods
Full details of the study have been reported elsewhere.4 Briefly, patients

under 70 surviving an acute myocardial infarction, in sinus rhythm and
without bundle branch block, and without contraindications to ,B adreno-
ceptor blockade were included. Myocardial infarction was diagnosed if the
patient had at least two ofthe following: severe chestpain lastingmore than 15
minutes; a typical enzyme pattern; typical changes in the electrocardiogram.
Between May 1976 and December 1980, 301 patients (66% of the total

population under 70 living in the hospital catchment area who had survived
myocardial infarction) were entered into the study. All gave verbal informed
consent. One to two weeks after the acute event-that is, in the phase after
treatment in the coronary care unit-patients were stratified according to
type of ventricular arrhythmias, size of infarct (estimated enzymatically),
and age.4 Thereafter they were allocated to double blind treatment with
metoprolol 100 mg twice daily (n= 154) or matching placebo (n= 147) for
three years. The protocol was approved by the local ethical committee.
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During the study the following general treatment regimens were adopted.
Patients who developed troublesome symptoms thought to be due to side
effects of the study treatment initially had the dose halved without breaking
the code. If symptoms persisted treatment was withdrawn, also without
breaking the code. Angina pectoris was treated with long acting nitrates and
calcium antagonists. If this was insufficient the study treatment was
withdrawn and open f blockade given. If this also failed the patient was
referred for coronary artery bypass surgery. Only symptomatic ventricular
arrhythmias were treated. Anticoagulants and antiplatelet drugs were not
regularly used. All data presented here are based on the initial drug
allocation-that is, "intention to treat"-except where cost of the f3 blocker
treatment is analysed.

During the three year study period patients were followed up in the
outpatient clinic (by GO and NR) at one, three, and six months and
thereafter every six months. At each visit the patient's functional state was
evaluated according to the New York Heart Association's classification'
(class I, ordinary physical activity does not cause cardiac symptoms, such as
undue fatigue, palpitations, anginal pain, or dyspnoea; class II, ordinary
physical activity results in cardiac symptoms; class III, less than ordinary
physical activity causes cardiac symptoms; class IV, cardiac symptoms are
present at rest and any physical activity increases discomfort) and treatment
with digitalis, diuretics, and antiarrhythmic drugs noted. Costs of 3 blocker
treatment were adjusted to 1985 prices and expressed in US dollars.

Patients were actively asked about possible side effects of treatment
(cardiopulmonary, gastrointestinal, central nervous system, allergic, or
others) using a special questionnaire (details obtainable from GO). Study
treatment was withdrawn after three years.8 Codes were not broken until the
patients had completed the three years of follow up.

Data on mortality and cardiac morbidity, including admission for
reinfarction, angina pectoris, heart failure, arrhythmias, and coronary artery
bypass surgery, were recorded together with dates of the events. Other
atherosclerotic complications recorded included cerebrovascular events and
peripheral arterial insufficiency requiring amputation of part of the leg for
gangrene. Cerebrovascular events were defined as acute onset of transient or
persistent hemiplegia or loss of sensory function.
At each follow up visit patients were ranked as follows according to seven

mutually exclusive categories of health state (categories 1 and 7 taken as
worst and best, respectively): (1) dead; (2) alive but had sustained non-fatal
atherosclerotic complication (reinfarction, cerebrovascular event, coronary
artery bypass surgery, leg amputation); (3) alive and in functional class IV
without atherosclerotic complication); (4) as (3) but in functional class III;
(5) as (3) but in functional class II; (6) as (3) but in functional class I with
suspected side effects of study treatment; (7) as (6) but without suspected
side effects of study treatment.
Mean survival time for each treatment group was calculated as the mean

time elapsed between entry to the study and death or end of follow up (three
years). Mean survival time was further subdivided into the mean time spent
in each of health categories 2 to 7. This was based on the exact date of
transition to category 2-that is, occurrence of a non-fatal event definitive
for this category. Transition among categories 3 to 7 was assumed to have
occurred halfway between two subsequent follow up visits. Ifthe patient was
in the same category at two subsequent visits we assumed that the patient
had been in that category for the entire interval between the visits. Patients
in categories 3 to 7 at the first follow up visit (one month) were assumed also
to be in this category at discharge from hospital. Patients who died (category
1) or had a non-fatal atherosclerotic complication (category 2) before the first

TABLE I-Baseline characteristics ofpatients. Except where stated otherwisefigures are
numbers (percentages) ofpatients

Placebo group Metoprolol group
(n=147) (n=154)

Mean age in years (SD)
Men
Previous myocardial infarction
Cerebrovascular event before myocardial infarction
Q Wave infarction
Site of infarction:

Anterior
Inferior
Unknown

Mean (SD) peak of thermostable fraction of lactate
dehydrogenase (fckat/l)

Ventricular fibrillation in coronary care unit
Rales in coronary care unit
Systolic blood pressure <90 mm Hg in coronary care

unit
Complex premature ventricular complexes at

randomization
Treatment at discharge:

Digitalis
Diuretics
Antiarrhythmic agents

592 (72)
122 (83)
29 (20)
4 (3)

106 (72)

60-1 (6-7)
120 (78)
32 (21)
8 (5)

116 (75)

75 (51) 68 (44)
46 (31) 58 (38)
26 (18) 28 (18)

196 (13 7) 19 8 (14-0)
4(3) 5(3)

98 (67) 100 (65)

15 (10) 15 (10)

BRITISH MEDICAL JOURNAL VOLUME 292 7 JUNE 1986

visit were assumed to be in category 3 at discharge. The health state rank ofa
patient who missed a visit was interpolated from ranks immediately before
and after the missed visit. The proportions of time spent in the different
health state categories were used in comparing the two treatment groups to
obtain a rough estimate of the effect of treatment on the quality of life.
As an approximate overall test ofthe significance ofdifference between the

two groups health state rankings were subjected to an analysis of variance of
repeated measurements (Biomedical Computer Programs, program 2V).9

Results

One hundred and forty seven patients were allocated to receive placebo
and 154 to receive metoprolol. No patient was lost to follow up with respect
to mortality and cardiac morbidity. Altogether 37 visits were missed during
follow up (1-5% of the total). Table I shows the baseline characteristics of
patients in the two groups.
Twenty four (16%) of the placebo treated and 27 (18%) of the metoprolol

treated patients were withdrawn during the first year. Corresponding figures
for the second and third years were 5 (3%) v 6 (4%) and 6 (4%) v 5 (3%).4
Withdrawal due to uncontrolled angina pectoris was significantly more
common in the placebo group and withdrawal due to heart failure more
common in the metoprolol group.4 The mean cost of P blockade per patient
was $22 and $259 in the placebo-that is, patients withdrawn due to angina
pectoris and treated with open f3 blockade-and metoprolol groups,
respectively, during the three years.

Digitalis was given to roughly a third and diuretics to about half of all
patients throughout follow up. Class 1 antiarrhythmic drugs were given long
term to one of the placebo treated and three of the metoprolol treated
patients. There were no differences in general treatment between the two
groups.

Table II summarises the major events that occurred during follow up and
the figure the change in health state categories in each treatment group.

TABLE II-Major events during three years of follow up. Figures are numbers
(percentages) ofpatients

Placebo group Metoprolol group
(n= 147) (n= 154)

Total deaths 31 (21) 25 (16)
Cardiac death 29 (20) 20 (13)
Non-fatal reinfarction 31 (21)* 18 (12)
Coronary artery bypass surgery 9 (6) 3 (2)
Cerebrovascular event 11 (7)* 3 (2)
Leg amputation 3 (2) 0
Death or any atherosclerotic event 64 (44)** 42 (27)

*p<005. **p<o0ol.

Place
100 3-
lo. 3

. 80-

a

a

c 40-
&

Metoprolol group

1 12 24 36 1 12 24 36
Months

Proportions of patients in each health category (see text) as function of follow up
time (p=0 03). (Lesser data omitted for clarity.)

49 (33) 59 (38) Table III shows the mean survival times up to three years in the two
groups. Of the maximum attainable 1095 days, the metoprolol treated

35 (24) 35 (23) patients survived an average of 992 days as compared with 964 days in the
70 (48) 65 (42) placebo group. Subdividing mean survival time into time spent in each
9 (6) 9 (6) health state category showed that the metoprolol treated patients spent 56
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TABLE III-Mean number ofdays spent in different health categories during maximum
attainable 1095 days of follow up. Figures in parentheses in categories 2-7 are
percentages oftime patients remained alive in those categories

Category Placebo group Metoprolol group

1 (Dead) 131 103
2 (Atherosclerotic complication) 151 (16) 95 (10)
3 (NYHA class IV without atherosclerotic complication) 1 (< 1)0
4 (NYHA class III without- atherosclerotic complication) 90 (9) 78 (8)
5 (NYHA class II without atherosclerotic complication) 546 (57) 541 (55)
6 (NYHA class I and side effects, without atherosclerotic

complication) 20 (2) 57 (6)
7 (NYHA class I without side effects or atherosclerotic

complication) 156 (16) 221 (22)

2-7 (survival time) 964 (100) 992 (100)

NYHA=New York Heart Association.
Overall difference between groups was significant (p=003).

days less with a non-fatal atherosclerotic complication and 65 days more in
category 7 (New York Heart Association functional class I without suspected
side effects of study treatment) compared with the placebo treated patients.
Suspected side effects in category 6 were mild and without serious
complications. The overall difference between the two groups was statistic-
ally significant at the 3% level.

Discussion

Results of clinical trials with long term follow up are usually
reported as (a) a survival curve and (b) relative frequencies of
various non-fatal events considered independently. From such data
it is difficult to tell exactly what effect the treatment has had on the
patients' health state over time. Though death is a uniquely defined
state, different non-fatal events may occur in combination and affect
health state in a way that cannot be defined from such presentation.

In this analysis of a previous study4 we have attempted to present
a more interpretable picture of what the treatment at issue-meto-
prolol given for three years after myocardial infarction-actually
achieved compared with placebo. Our approach is based on
concepts derived from clinical decision analysis,5 which to our
knowledge has not been applied in clinical trials. The approach
uses a health state scale with mutually exclusive categories and
estimation of the average time spent in each category from repeated
follow up examinations. The objectives of treatment after
myocardial infarction are to prolong survival, prevent serious non-
fatal atherosclerotic complications, and banish cardiac symptoms.
These factors reflect functional states and are a rough measure ofthe
quality of life. Computationally, the estimated average time spent in
each health category is simple to obtain using these assumptions. So
far as we know there is no theoretical optimal approach to interval
estimation and significance testing, so we used a less optimal test.
Nevertheless, when only death or atherosclerotic complications
(that is, categories 1 and 2) versus no such events (categories 3 to 7)
were analysed the difference was still significant (p<0-01; X2 test;
table II).
Our results suggest that patients treated with metoprolol after an

acute myocardial infarction may gain an average of28 days of life for
each three years of treatment (table III). Perhaps the most
important additional finding was that metoprolol added an average
of 102 days ofoptimal functional capacity at the cost of some days of
suspected side effects of 13 blockade (table III). The time spent in a
completely asymptomatic state was also prolonged (from 156 to 221

days) by metoprolol. Furthermore, the reduction from an average of
151 to 95 days of being seriously ill after a severe non-fatal
complication is also important. In our series this reflected both a
reduction of even1ts and a postponing of these events. In this context
we have included coronary artery bypass surgery as a major
complication, since in Sweden this procedure-is used only intserious
cases of symptomatic coronary artery disease and represents an
important life event, though the patient may have fewer symptoms
afterwards.

It may be argued that for an individual patient the distinction
among some of the health state categories is arbitrary. We believe
that it is nevertheless useful to determine health state ranking at
regular intervals during follow up to derive the average time spent in
each category as a basis for comparing different treatments. Plainly,
however, differences can be attributed to treatment only if health
state ranking is independent of treatment-that is, determined
double blind-as in this study.

Benefits of new treatments have to be presented to and discussed
with patients and health authorities alike. We think that the form
used to present data here is an understandable basis for such
communication. At the same time the data may be used directly as
input for calculations of cost effectiveness, since the average time
spent in each category may be related to community costs and
benefits, provided that an appropriate scale is chosen. In this
context various scales can be envisaged, expressing different aspects
of the disease problem at hand. In this analysis we confined
ourselves to functional cardiac aspects.

In conclusion, by using a new method, including health scale
ranking with mutually exclusive categories, for evaluating a long
term trial of metoprolol after acute myocardial infarction we have
shown that the treatment resulted in a prolongation ofboth survival
and time spent completely asymptomatic as well as in an optimal
functional state, whereas less time was spent disabled after a senous
non-fatal atherosclerotic complication. T-he method used for evalu-
ating morbidity and mortality seems useful for presentation of data
from long term intervention trials to obtain a clear view ofthe actual
effects on health state of the treatment studied.

This study was supported by grants from the Swedish National Associa-
tion against Chest and Heart Disease and A B Hassle, Molndal, Sweden.
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