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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 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 anti-platelet agents. 

	Martin Manninger-Wünscher
	One important topic that was covered already in the other podcasts by our colleagues was the INVICTUS trial at the, this year’s ESC congress. Another one that we found interesting that was not covered and did not get as much attention was the prespecified analysis from the RIVER trial. Should, it’s just a reminder RIVER randomised patients with AF for atrial flutter and the bioprosthetic valve to either warfarin or rivaroxaban and the primary outcomes were death, major cardiovascular events and major bleeding, so Professor Siller-Matula what did this study show us and what did we learn from it? 

	Jolanta Siller-Matula
	So I think, it’s an extremely important sub analysis of the original trial, as we said there was no difference between warfarin and rivaroxaban in those having an indication for anticoagulation and receiving a bioprosthetic, I think it was the mitral valve, and what authors did they had a closer look only at the time frame of three months after the operation, because usually patients who are treated with Vitamin K antagonist after surgery are bridged with, with low molecular weight heparins and they’re switching to Vitamin K antagonists and they have somehow rehabilitation sometimes, so there’s a lot of switching in the Vitamin K group. Whereas patients who are randomised to rivaroxaban after the operation were treated probably, we don’t know that, without any pause, or less pause, in this three months this trial clearly showed that impressive actually reduction in the net clinical benefit, so authors used, ischaemic events plus major bleeding events and death in these three months, and clearly showed that there was like, almost relatively 70% reduction in the risk of the net clinical events during the first three month after the operation, and this difference disappeared when you had a closer look at the, longer than three months, and we know that patients in the warfarin group were only 50% in the therapeutic range in the first three months after the operation. So, I think that the trial shows us once again that like for each study we have to look at subgroups, finding which population or which patient would benefit from therapy. So, this trial, for me, like a physician clearly tells me that switching in this perioperative period should be probably avoided and that’s why we have a better outcome with a NOAC, if the patient has, has an indication to using a NOAC in the indication of atrial fibrillation after the bioprosthetic valve. I think this has probably in my interpretation, not so much to do with the bioprosthetic valve, or not in the mitral or other position, but in that my patient should be treated with a NOAC, and in this trial, this trial with rivaroxaban it’s much better to reinitiate therapy after the surgery without switching, and have a like stable course of anticoagulation which has somehow a better protective effect, but this is just interpretation of the data, we don’t have you know a clear finding why the data was better with rivaroxaban, it’s just an interpretation.

	Martin Manninger-Wünscher
	But the really, so logical consideration that taking to account that it always takes postoperatively to re-induce Vitamin K antagonist and this might be the time period where NOACs are especially beneficial, right?

	Jolanta Siller-Matula
	Yeah, and I think what also here, we have, the guidelines, the new one also in mind that after the operation we should, if the patient has a NOAC before any operation and we should restart, we don’t need a bridging just start with the NOAC like it depends on the bleeding risk, perioperative or after the operation. If there is no, not a bleeding risk is not high just start at 12 hours after the operation, if it’s really, really high into day 2, but you know without the bridging, bridging only with those at the very, very high risk for thrombotic events, and this is very clearly defined in the guidelines. 

	Martin Manninger-Wünscher
	Thank you very much, 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.






