SPR-156034-ESC Congress Podcast Jolanta Siller-Matula – Topic 3 – V2
	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 am a Cardiologist and Electrophysiologist from Graz, Austria, with me is Professor Jolanta Siller-Matula from the medical university of Vienna, Austria.  
We have just come 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
	[bookmark: _GoBack]Hello, everybody, I’m really excited to discuss the highlights of the ESC conference which covered a number of topics, regarding the anticoagulation and antiplatelet agents. 

	Martin Manninger-Wünscher
	Another topic that was discussed during the ESC and was presented in one of the multiple hotline sessions was the Panther meta-analysis. So, it was an RCT comparing, it was a meta-analysis on RCTs comparingP2Y12 inhibitors to aspirin monotherapy in patients with coronary artery disease, so what were the results and what are your highlights from this presentation.

	Jolanta Siller-Matula
	I’m personally as a researcher, very fascinated about the topic of anti-platelet agents because I followed this topic for the last 15 years and what’s so fascinating about using dual anti-platelet therapy that we as cardiologists for I would say until 2010 we focused very much on stent thrombosis and on MACE events, but because in the clinical practice we don’t see patients with gastrointestinal bleeding, on intracerebral bleedings. We did not care so much about bleeding events, of course for femoral access related bleeding event is something different. So, in all the trials we focus on the MACE events and not on clinical benefit. 
So, we designed trials with much more potent platelet inhibitors, prasugrel and ticagrelor as compared to clopidogrel which is a very weak agent and then we designed trials like DAPT trial or PEGASUS trial extending the use of DAPT even to three years. So, we tried, you know, go long and go over potent with that and in the last 10 years we have in the cardiology a complete change in strategy, so what we see that our patients in the cath lab have a different characteristic. So, we see much more older patients, with a lower glomerular filtration rate. Older women, diabetics, patients with cancer, with cancer therapy, patients with low platelet count, so what we change, and this is also of the last ACS Guidelines suggest. The first step when you decide about the type of anti-platelet therapy in duration is to concentrate only on the bleeding risk and when we estimate the bleeding risk then to decide which anti-platelet therapy for how long, and even whether we should extend it to three years or longer. So, I’d say in the last 5 years we have a number of trials which suggest that in patients with a high bleeding risk, this is the first step to decide, and we can use high bleeding risk score by the Academic Research Consortium which can be easily downloaded and used on the mobile phone. So, if we use this score and say that the patient has a high bleeding risk and I decided only for 3 months dual anti-platelet therapy and then after that monotherapy P2Y12 or aspirin. So, this was like our decision we could chose just monotherapy in those high bleeding risk patients and now we have this meta-analysis as to comparing all P2Y12 inhibitors, clopidogrel, prasugrel, ticagrelor monotherapy after a short DAPT therapy against the old one aspirin. And what the meta-analysis says is that using and switching from DAPT to P2Y12 inhibitor improves patient outcome, especially ischaemic events without any difference in the bleeding risk and I searched so many years on clopidogrel non-responsiveness and I personally after just only like just one month DAPT, I always have some you know concerns about using only clopidogrel because one patient in four does not response to clopidogrel at all. So, but we have very good data that prasugrel monotherapy or ticagrelor monotherapy we have those data, do protect the patient from ischaemic events.  
So, I think this is a very good option for us in high bleeding risk patients just to switch to one anti-platelet agent and to one more potent like prasugrel or ticagrelor, you know, in the meta-analysis on clopidogrel we have very old data, it’s the CAPRIE trial, so when was the CAPRIE done actually and it was you know I think 1995 or 6 or 7, so we completely changed our treatments throughout the ages and there is huge amount of data in this meta-analysis that is coming from this very old trial so that’s why I would say somehow if using clopidogrel monotherapy I personally I don’t, if I have a choice with ticagrelor or prasugrel I would go with another drugs because I know the response and inhibition of platelets by those two more potent drugs is better. But what we see is that the potent drugs might be better than aspirin monotherapy, but if you see our guidelines for perioperative, I would just go there, the guidelines say if you have to interrupt that for the operation stay on aspirin, why is that? Because our anaesthesiologist and surgeons you know feel much comfortable, they have like 50 years’ experience with aspirin monotherapy during the operation, perioperatively and we don’t have so much data on that in this perioperative period, so even here probably if the patient is treated with P2Y12 inhibitor mono and undergoes a surgery, we have to probably switch back because we have more experience, but this is now an option for us and confirms the data of several trials which were published.

	Martin Manninger-Wünscher
	So, this meta-analysis showed like in summary that these P2Y12 inhibitors were associated with a lower risk of CV death, MI and stroke in these patients over the follow-up period and also what was interesting was the bleeding…the major bleeding was similar but GI bleedings and haemorrhagic strokes were lower in these P2Y12 inhibitors, so you really made a good point of which exact substance to use then because it is like not entirely reflected in this trial, so this might be one important take from this. So, you would be if I understood it correctly, cautious to switch therapy, monotherapy in the CAD patients what are already running now on aspirin right?

	Jolanta Siller-Matula
	Yes, I think that we have to reconsider in like for each single patient we have to calculate the risk like over and over again. So, if somebody, like, we know that aspirin is associated with a higher risk of gastrointestinal bleedings simply because of course it is inhibitor of the cyclooxygenase which we need in the stomach because of prostaglandins. So, if somebody, has a history of GI bleeding I would go absolutely in the elective PCI, which could switch to clopidogrel monotherapy, but it is very much depends on the timing of stenting, it is a chronical phase after 12 months I feel like more comfortable, but if it is just after one month of therapy and the patient has a very high bleeding risk, so I would really have to consider all other risk factors so we have to…I think like for antithrombotic agent what’s new, we have to treat those patients like treating blood pressure and I’m just making this comparison because you know if a patient is coming to the doctor, so we measure the blood pressure and adapt it always change the therapy, like somehow, combination and doses and we never use you know did that with anticoagulants and now we have to like reconsider duration, the type and somehow the dose. So, we really have to have a much closer look and have a much more courage to change the drug, which you know we are not doing this for years. It has become more complicated; I want to say. 

	Martin Manninger-Wünscher
	It does, it does, definitely and it also reminds us that as you have already said also antithrombotic therapy is important to follow-up closely like, it is recommended for NOACs also to assess risk factors of patients, reassess bleedings and occurrences and so on and to again rethink the therapy that is running and not wait for the emergency to come or the emergency operation to come and then be confronted with it, right?

	Jolanta Siller-Matula
	Absolutely. Yes.

	Martin Manninger-Wünscher
	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.  




