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	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.

	DR MENEZES
	My name is Miguel Menezes, I’m an interventional Cardiologist from Lisbon Portugal and it’s an absolute pleasure to be having this discussion here.  

	DR POGRAN
	Hello, my name is Edita Pogran and I am a Cardiologist resident in Vienna at Klinik Ottakring at the Cardiology Department and I was happy to attend the ESC Congress in Barcelona this year because there were a lot of interesting sessions and I would like to talk about EBRAVE-AF study with you which tested efficacy of the digital screening strategy using ordinary Smart phones for the detection of the treatment relevant for atrial fibrillation and they, they compared it head-to-head to usual care, and for this study the inclusion criteria were aged between 50 and 90 years, patients with a CHA2DS2-VASc score of more than two were also included and they couldn’t have any oral anticoagulation or non-atrial fibrillation and they found out that really the digital screening strategy using ordinary Smart phones provided substantial benefit to usual care in detecting treatment relevant to atrial fibrillation. And I would like to discuss it with you Doctor Menezes, what is your opinion on this study?  Could we implement the findings of this this study in the real clinical practice or do you think that these findings can already change the guidelines for atrial fibrillation and the detection of the atrial fibrillation.

	DR MENEZES
	So, I think this topic of wearables is actually very, very interesting and of course everything I am going to say is just my opinion, but we are already losing wearables in clinical practice.  We just don’t have a lot of evidence to support it.  
So, this trial was very interesting in the sense that even though we are not strictly talking about a wearable because patients had to put their finger on the microphone…on a light of their Smart phone to get a reading, so it’s not technically speaking a wearable, it still had a very meaningful result like, because you had that significant increase in OAC prescription which of course could have an impact on outcomes, we didn’t see an impact on outcomes on this trial for the simple fact that it is just not powered for that.  But I think it highlights how we can actually change practice and have an impactful meaning in terms of decisions on clinical practice and improve prescriptions for DOACS because we know from registries that the amount of DOAC prescriptions and AF diagnosis is clearly below what we see in trials, and so we are not really doing well in that.  I think that there are however some things that we should think, I don’t think we should change guidelines for the time being.  For changing guidelines we need specific evidence and we need trials and one of the problems in my opinion in this study is what do you do with the diagnosis, so it is kind of like with pacemakers, if a patient has got a pacemaker you are going to find AF in a lot of them, but should just start OAC on every single one of them or not, right?  That’s kind of the problem there is no clear indication for that because you are just going to increase your diagnostic pressure a lot by having a wearable and so it’s not clear how we should implement it.  
On clinical practice what I do is I look at the patients baseline risks and I look at the profile of the patient.  If I think that it’s a patient with a typical AF patient, a patient with sleep apnoea, or obesity or high CHA2DS2-VASc score, and I would say I would certainly diagnose AF on this patient sooner or later, and therefore I am certainly going to act accordingly in terms of therapeutics. But let’s say you run across a young 45-year-old patient, who just happens to be hypertensive, is healthy, he works out and one day he’s got a fast heart rate alarm from his watch, one day he does this rhythm strip and he’s got AF.  Should I anticoagulate that patient, well I would say probably not, right, it’s not the profile of the patients that we see with AF.  So, I think it’s all about integrating into patient profile, into his risk factors and just making a sound clinical decision.  So, far as to what we should do with regards to this particular topic, we need trials, we need trials to assess that if we diagnose AF based on pacemakers or on a watch or an Oura ring, for example, which we put on our rings.  There are two wearables, should we always proceed with the same sort of risk stratification as for everybody else, and I think that trials will probably say, not exactly, but overall, I think it is a good thing because it increases the threshold for AF. We are under diagnosing it and we are under treating it and so overall I think it proves that it can have a meaningful impact.  So, that’s overall, what I think on the topic.  

	DR POGRAN
	So, you said that we should focus the screening or go with the screening on the patient with some kind of risk, cardiovascular risk and the other thing is should we wait until the patient gets the symptoms, the palpitation and then do the digital screening or should we start irrespective of the symptoms in all high-risk patients for atrial fibrillation?

	DR MENEZES
	I think that the guidelines are actually spot on, I mean if you’ve got a patient with 65 or 75 years old or older than that, I think you should screen patients, at least clinically and I think you can suggest they might use their Smart phone every now and then to do so.  So, I think the guidelines are spot on.  Otherwise, no, I think you should only screen them if their symptomatic.  So, with young patients, if they symptomatic this is great, but again if you’ve got a 50-year-old or a 45-year-old who is reasonably healthy then screening makes no sense.
Like I said, it depends on the patient, if you have a pre vessel disease, a 45-year-old patient, with sleep apnoea and obesity and he’s 45, his CHA2DS2-VASc is going to be really high anyway, so you should screen that particular patient despite the fact that he is young.  

	DR POGRAN
	And should we decide individually.  How often should they put their finger on their Smart phone or how often should they switch on their watches?

	DR MENEZES
	Well for the Smart phone, it is hard to tell because it is not really a wearable, right?  For the wearables it’s pretty straight forward, they already do it for us.  They do this plethysmography screening, and they give you alerts. And so I think we need to instruct patients that if you feel something or your device is telling you that something is wrong, take an ECG at that moment and remember to prescribe them devices that do ECG because most of them don’t and that is a problem.

	DR POGRAN
	Thank you, this was really interesting.  Thank you very much for your great answers on my questions.

	DR MENEZES
	Absolutely, likewise, great questions.  
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