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	Voiceover
	This podcast is for healthcare professionals only and is based on the speakers thoughts and opinions on the topic. The interpretations of data are based solely on their personal viewpoint.

	David Zweiker
	Welcome everyone my name is David Zweiker from Clinic Ottakring, Vienna and I have with me Professor Jan Steffel, Electrophysiologist from the University of Zurich working at Hirslanden Heart Clinic. Welcome Jan.
We have all been to the ESC Congress which was really great to see everyone in person again and there were some quite fascinating studies that were presented during the congress.  
[bookmark: _GoBack]First, I have to say that the whole podcast just gives our own opinion
So in atrial fibrillation, balancing the risk and benefit is sometimes very difficult. There are also some presentations about this topic at the ESC Congress. Jan what are your conclusions from this topic and the presentations at the congress?

	Jan Steffel
	So this is a very important topic, thank you very much for bringing it up. I think that’s something that we’re dealing with in everyday clinical practice right, I mean we have to check on the one hand we need stroke prevention, this is why we anti-coagulate, we want to prevent stroke.  On the other hand, we do not want to cause a bleed or we don’t was to exacerbate the bleed and the higher risk our patients are the more delicate this balance gets, right, because ultimately if we talk about, for example, the elderly patients, they are higher risk for essentially everything, they are at high risk for stroke, they are at high risk for bleeding, but most importantly they are at high risk of undertreatment. So whenever we have these types of patients in front of us we need to very elegantly choose our NOACs and correctly choose our dose and I think this is critical. We have discussed this in various sessions and we’ve seen it discussed in various sessions also at ESC.  Now I think what best informs us in this regard are the outcome from the randomised trials, because ultimately when we take a look at the guidelines what we frequently feel is that all NOACs are created equal, they are all the same.  Because in the guidelines they are put on top of vitamin K antagonists as a class and yes it’s true, as a class, they are at least as efficacious, if not more efficacious, and they are at least as safe, if not safer, than VKAs, but this is essentially where it stops with the class effect. There are important differences between the drugs when it comes to bioavailability for example, but also when it comes to renal or hepatic metabolism and all of these differences then ultimately play out in the outcomes. Just as an example if you take all patients 75 years and older from the randomised trials you will see that, in terms of efficacy, all NOACs fair very similar, however if you take a look at the safety there are important differences between the drugs in the sense that for rivaroxaban and dabigatran we didn’t see a reduction in major bleeding as a matter of fact, the point estimate was on the other side of the line of unity favouring warfarin in these two trials, whereas for apixaban and edoxaban there was a benefit in terms of major bleeding even in these highest risk populations. So although, of course, we cannot you know cross compare these trials amongst each other because they were independently conducted, these results do give us a hint or hint towards how to best manage these patients.  There were differences in the outcomes. I mean these trials consisted of between 14000 and 21000 patients each and to complement this we have the registries and also in the registries we essentially saw exactly the same signals as we had seen in the randomised trials and those results that I was just referring to actually were also pretty evident in the vast majorities of the registries that were performed. So while we still do not have direct head to head comparisons between the NOACs this is the best that we can do. Take a look at the trials, take a look at the registries and then look which NOACs might be best suitable and this goes a long way, it starts with the frail and elderly, goes to renal insufficiency, it goes also to polypharmacy, multiple co-medications and for all of these, I think if you wanted to summarise this, I think it’s pretty fair to say that in large proportion of these sub analyses we have quite good data for edoxaban and also for apixaban in terms of both efficacy and safety. So in the highest risk patients these two drugs might have an edge, again with the disclaimer that we do not have a direct head to head comparison, but ultimately we have the patient lying in front of us and we need to make a decision and many of these topics we’re actually also dealing within our 2021 Europe Practical Guide which you can download for free from the Europace web page where many of these high risk patients are being discussed and how to best treat these individuals, not only from a NOAC perspective but also from an overall management perspective with respect to their anticoagulation and with respect to mitigating the bleeding risk.
So in summary for this part I think it’s important to realise that NOACs as a class are clearly preferred over VKA, but this is pretty much where the class effect stops. We need to individualise therapy, there is no one size fits all NOAC and this is most important for patients at highest risk. I know this is a complicated area but I do feel that this is worthwhile investing our time and effort into because it does have a direct impact on morbidity and mortality and it effects so many of our patients. Atrial fibrillation is a pandemic and it’s a pandemic that’s there to stay, so we better get on top of it. 
Thank you very much for listening.





