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	VOICE OVER 
	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.  

	Martin Manninger-Wünscher
	My name is Martin Manninger, I’m a Cardiologist and Electrophysiologist from Graz, Austria. With me is Professor Jolanta Siller-Matula from the Medical University of Vienna, Austria. 
We just came back from this year’s ESC in Barcelona, our discussion will reflect our personal highlights from the congress. Professor Siller-Matula, thank you for joining us today.

	Jolanta Siller-Matula
	Hello everybody, I’m really excited to discuss the highlights of the ESC congress which covered a number of topics, regarding the anticoagulation and anti-platelet agents. 

	Martin Manninger-Wünscher
	So, we saw the presentation of new clinical practice guidelines and one of the interesting ones is the one on cardiovascular assessment and management of patients undergoing noncardiac surgery. And the topic includes important considerations for antithrombotic therapy and anticoagulation. So, what were your take home messages from the document?

	Jolanta Siller-Matula
	I really have to say that I’m extremely glad that we have those guidelines now, and we have very, very clear recommendations when to stop and when to reinitiate the therapy. So, what guidelines basically say is that, for each patient we have to use risk stratification tools like the first step will be always to stratify the risk of bleeding for each surgery, so is it a minor bleeding risk surgery, a dental procedure or cataract operation? Is it a low risk surgery, low risk of bleeding like breast operation or like colonoscopy with single biopsy or will a patient undergo high bleeding risk surgery as to typical abdominal or thoracic surgery? So, this is a really important step and then we have to stratify the patient’s thrombotic risk so why is the patient taking the anti-platelet agents, is it single or dual anti-platelet agents? What’s the indication for the anticoagulation so when we are thinking about like anti-platelet agents, so if possible we should delay the non-time sensitive surgery so that the patient could take the dual anti-platelet therapy for the recommended time, which is normally 6, like on average 6 months for the elective PCI and 12 months after an acute coronary syndrome. But if the surgery is time sensitive, then we have to check whether the patient has a high thrombotic risk regarding the coronary arteries so with the high thrombotic risk 1 month after elective PCI 3 months after acute coronary syndrome that’s the necessary time, so if the patient will undergo a surgery with a very high bleeding risk, in the same time the patient still has to be treated with the dual anti-platelet therapy, we and anaesthesiologist it’s so important this might disciplinary approach - surgeon, cardiologist, anaesthesiologist, we have to plan when to interrupt the dual anti-platelet therapy, especially with P12 receptor inhibitor. So, in this case of very high bleeding risk and thrombotic risk, intravenous bridging therapy with intravenous anti-platelet agents as cangrelor or GP2b3a inhibitors should be applied - when a prasugrel should be stopped 7 days before surgery and ticagrelor or clopidogrel 5 days and then to bridge. Importantly aspirin should not be stopped at least that the patient really undergoes very, very high bleeding risk such as spinal or neurosurgeon. So, we have now anticoagulants it’s even more complicated because for anticoagulants you know, patients undergoing surgery also we have to stratify is it a high bleeding or low bleeding risk surgery, and then we have to find the indication for the NOACs or Vitamin K. So, if the patient, if the bleeding risk peri-operatively is low, we should not, patient, anticoagulation should not be stopped. But if the patient undergoes a high bleeding risk surgery, we have to interrupt the NOACs, according to the renal function that’s so important we have a clear algorithm in the guidelines, and then reinitiate and then the patient with a low thrombotic risk, we should not bridge, that’s so important. Only in patients and it’s also written in the guidelines at very high thrombotic risk like mechanical heart valve in the mitral position not aortic position, that’s something new in guidelines or in other high thrombotic risk like recent stroke in the last 3 months or very, very, high risk for venous thromboembolism. So really, we have to check everything and stratify, the guidelines are really helpful because it’s like a recipe, so we have to just follow them. 

	Martin Manninger-Wünscher
	Exactly, so these are questions that are addressed to us in every day clinical practice, really important topics together with this document and the European Practical guidelines on NOACs and now have really good tools in hand to treat our patients better and maybe even avoid underusage of these drugs, right?

	Jolanta Siller-Matula
	Absolutely, and I think it’s so important that, like in the majority of cases we should not bridge just stop the NOAC similarly the Vitamin K antagonist - just stop, and only bridge with low molecular weight heparins in patients with a very high risk for thromboembolism and in other cases, just stop and reinitiate, that’s the very important new message. 

	Martin Manninger-Wünscher
	[bookmark: _GoBack]Exactly, so we now have 2 really important tools for us in the daily clinical practice that will help us and our patients, I believe. So, thank you Professor Siller-Matula for being here answering lots of interesting questions regarding anticoagulation and antithrombotic therapy, things that we learned from this year’s ESC. Thank you for joining us today for this podcast, thanks again Professor Siller-Matula.

	Jolanta Siller-Matula
	Thank you for having me here.








