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ENVISAGE-TAVI AF (Edoxaban versus Standard of Care and Their Effects on Clinical
Outcomes in Patients Having Undergone Transcatheter Aortic Valve Implantation−Atrial
Fibrillation; NCT02943785) was a prospective, randomized, open-label trial comparing
non−vitamin K oral anticoagulant (NOAC) edoxaban with vitamin K antagonists (VKAs)
in patients with atrial fibrillation after successful transcatheter aortic valve replacement
(TAVR). The effect of edoxaban- or VKA-based therapy on patient-reported outcomes
remains unknown, as most studies focus on efficacy and safety. Pre-TAVR patient-
reported expectations and post-TAVR Treatment Satisfaction and Convenience with
edoxaban or VKA treatment (at months 3 and 12) were analyzed using the Perception of
Anticoagulation Treatment Questionnaire (PACT-Q). This analysis included randomized
and dosed patients with an evaluable PACT-Q1 assessment at baseline and ≥1 postbase-
line assessment (PACT-Q2). Subanalyses included patients stratified by pre-TAVR antico-
agulant (NOAC, VKA, no NOAC/VKA). Edoxaban- (n = 585) and VKA-treated (n = 522)
patients had similar baseline characteristics and treatment expectations. Pre-TAVR anti-
coagulant use did not affect treatment expectations. After TAVR, edoxaban-treated
patients had significantly higher Treatment Satisfaction and Convenience scores com-
pared with VKA-treated patients at all time points (p <0.001 for all). Among edoxaban-
treated patients, those who received VKAs pre-TAVR were significantly more satisfied
with treatment than those who received NOACs (p <0.001) or no NOACs/VKAs
(p = 0.003); however, there was no significant difference in the perception of convenience
(p = 0.927 and p = 0.092, respectively). Conversely, among VKA-treated patients, the type
of anticoagulant used pre-TAVR did not affect Treatment Satisfaction or Convenience
scores post-TAVR. In conclusion, patients with atrial fibrillation who received edoxaban
post-TAVR reported significantly higher Treatment Satisfaction and Convenience scores
compared with those who received VKAs, resulting in a clinically meaningful difference
between treatment groups. © 2023 The Authors. Published by Elsevier Inc. This is an
open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/
by-nc-nd/4.0/) (Am J Cardiol 2023;209:212−219)
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Approximately 1/3 of patients who underwent transcath-
eter aortic valve replacement (TAVR) require chronic oral
anticoagulation because of atrial fibrillation (AF).1−7 While
there are many clinical studies on oral anticoagulants in
patients with AF after TAVR, they primarily evaluate effi-
cacy and safety.8−10 Patient-reported assessments assist
physicians in understanding specific treatment impacts on
patient well-being and potential treatment influence on fac-
tors such as medication adherence and persistence. Previous
anticoagulation patient-reported outcomes analyses used
the Perception of Anticoagulation Treatment Questionnaire
(PACT-Q) to measure expectations of and satisfaction with
anticoagulation treatment.11−15 Overall, patients with AF
were satisfied with their anticoagulation therapy; however,
patients receiving non−vitamin K oral anticoagulants
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(NOACs) reported better quality of life than those receiving
vitamin K antagonists (VKAs).14 In recent real-world stud-
ies of patients with AF or venous thromboembolism, those
receiving NOACs versus VKAs had significantly higher (p
<0.001) Treatment Satisfaction and Convenience scores, as
reported by the PACT-Q.13,15 However, these studies did
not include patients with AF after TAVR. This post hoc
analysis of the ENVISAGE-TAVI AF (Edoxaban versus
Standard of Care and Their Effects on Clinical Outcomes in
Patients Having Undergone Transcatheter Aortic Valve
Implantation−Atrial Fibrillation; NCT02943785) trial
assessed patient-reported Treatment Satisfaction and Con-
venience in patients with AF treated with edoxaban or
VKAs after successful TAVR.
Methods

ENVISAGE-TAVI AF was a global, prospective, ran-
domized, controlled, open-label, multicenter, adjudicator-
masked trial that compared the efficacy and safety of edoxa-
ban with VKAs in patients with prevalent or incident AF
after successful TAVR.16,17 The study design of the
ENVISAGE-TAVI AF trial is published.16 Adults with
prevalent or incident AF indicated for chronic oral anticoa-
gulation after successful TAVR were eligible. The trial was
conducted in accordance with the Declaration of Helsinki,
the International Conference on Harmonisation-Good Clini-
cal Practice, and all applicable local laws and regulations
pertaining to clinical research. All patients provided written
informed consent before enrollment. Patients were enrolled
from April 2017 through January 2020.

Patients were randomized 12 hours to 7 days after TAVR
in a 1:1 ratio to receive edoxaban 60 mg once daily or a
VKA. The edoxaban dose was adjusted to 30 mg once daily
if ≥1 criteria were met: (1) creatinine clearance rate (Cock-
croft-Gault formula) 15 to ≤50 ml/min, (2) body weight
≤60 kg, or (3) use of certain P-glycoprotein inhibitors (the
latter 2 criteria applied only to non-US patients).17 The tar-
get international normalized ratio for VKA-treated patients
was 2.0 to 3.0 (1.6 to 2.6 for patients ≥70 years of age in
Japan).

Patients who received ≥1 dose of edoxaban or a VKA
after TAVR, had evaluable PACT-Q1 data at baseline, and
had ≥1 postbaseline PACT-Q2 assessment were included
in the PACT-Q analysis set. Evaluable patients in this anal-
ysis set included those with ≥50% of items completed in all
PACT-Q assessments.

The PACT-Q is a validated patient-reported outcomes
instrument used to assess patients’ expectations, satisfac-
tion, and perceived convenience with their anticoagulant
treatment with 2 modules. The PACT-Q1 module assessed
patient expectations relating to anticoagulation therapy
before treatment initiation and consists of 7 items (each
scored from 1 to 5). For the items “confidence in prevention
of blood clots” (A1), “expectations of symptom relief”
(A2), “importance of use” (A4), and “importance of manag-
ing medication independently” (A6), a higher score corre-
sponds to higher expectations. Conversely, lower scores on
“expectations of side effects” (A3), “worries about making
mistakes” (A5), and “worries about cost” (A7) correspond
to higher expectations.11
The PACT-Q2 module assessed patients at all postbase-
line visits (months 3 and 12): “Convenience” (11 items),
“Burden of Disease and Treatment” (2 items), and
“Treatment Satisfaction” (7 items). “Convenience” and
“Burden of Disease and Treatment” were combined to form
the Convenience dimension, and Treatment Satisfaction con-
stituted its own dimension. All Convenience and Treatment
Satisfaction dimension items were answered on a 5-point
Likert scale (scored from 1 to 5). The sum of the dimension
items was calculated and rescaled to a score ranging from 0
to 100. Higher scores in either dimension indicated a better
patient-reported outcome (i.e., the treatment was more con-
venient and less burdensome, and/or the patient was more
satisfied with the anticoagulation treatment).

Baseline demographic and clinical characteristics were
assessed by the treatment arm based on the PACT-Q analy-
sis set. PACT-Q1 scores and the type of anticoagulant used
before TAVR (pre-TAVR anticoagulant) were recorded at
baseline. PACT-Q1 results were evaluated for the total pop-
ulation, stratified by type of pre-TAVR anticoagulant, and
stratified by assigned study treatment. Patients in each treat-
ment arm were assessed using the PACT-Q2 at months 3
and 12 after TAVR (or at the end of treatment, whichever
came first). Clinical outcomes by PACT-Q2 were also
assessed in patients receiving edoxaban or a VKA.

For baseline demographic and disease characteristics, con-
tinuous variables were summarized as mean§ standard devia-
tion, whereas categorical variables were summarized as
relative frequencies. Descriptive statistics for PACT-Q scores
were summarized by the treatment arm based on the PACT-Q
analysis set.

Linear mixed model repeated measures analyses evalu-
ated differences in PACT-Q2 Treatment Satisfaction and
Convenience dimension scores between edoxaban- and
VKA-treated patients at months 3 and 12. Fixed effect
covariates in the mixed model included treatment arm,
time, stratification factors, and treatment-arm-by-visit inter-
action. The least squares mean difference (LSMD) esti-
mated the difference between treatment arms. The overall
treatment effect across months 3 and 12 was calculated as
the average of the least square mean scores across all visits.
Cohen’s effect size evaluated whether differences could be
labeled as clinically meaningful. It was defined as ≥0.2
based on a common distribution-based threshold for deter-
mining minimal clinically important differences. Additional
subgroup analyses investigated differences in PACT-Q1
and PACT-Q2 scores stratified by the type of anticoagulant
used before TAVR.
Results

Of patients (N = 1,426) enrolled in the ENVISAGE-TAVI
AF trial, 1,107 (response rate, 77.6%; edoxaban, n = 585;
VKA, n = 522) had evaluable PACT-Q data and were
included in this analysis (Figure 1). Baseline demographic
and clinical characteristics were similar between treatment
arms (Table 1). The mean patient age was 81.9 years, and
53.8% were male. The mean CHA2DS2-VASc (Congestive
heart failure, Hypertension, Age ≥75 [doubled], Diabetes,
Stroke [doubled], Vascular disease, Age 65 to 74 years, and
Sex category) score was 4.5; the mean HAS-BLED



Figure 1. Patient disposition. ITT = intention-to-treat. PACT-Q = Perception Anticoagulant Treatment Questionnaire; VKA = vitamin K antagonist
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(Hypertension, Abnormal renal/liver function, Stroke, Bleed-
ing history or predisposition, Labile international normalized
ratio, Elderly, Drugs/alcohol concomitantly) score was 1.6.
Baseline PACT-Q1 scores were comparable between edoxa-
ban- and VKA-treated patients (Table 1).

Patients had similar treatment expectations at baseline,
regardless of the anticoagulant they received before TAVR
(Figure 2). Overall, the 2 items with the highest scores were
“importance of ease of use” (item A4; mean [95% confi-
dence interval (CI)] 4.14 [4.08 to 4.20]) and “importance of
managing medication independently” (item A6; mean [95%
CI] 3.91 [3.84 to 3.98]; Figure 2). There were no significant
differences between pre-TAVR anticoagulant groups,
except edoxaban-treated patients who received NOACs
before their TAVR reported higher expectations of symp-
tom relief (item A2; i.e., leg pain or swelling, palpitations,
shortness of breath, or chest pain) compared with those
who previously received VKAs or no NOACs/VKAs
(p = 0.02). VKA-treated patients who also received a VKA
before TAVR reported higher confidence in the prevention
of blood clots (item A1) compared with those who previ-
ously received NOACs or no NOACs/VKAs (p = 0.05).

Patients who received edoxaban versus VKAs after TAVR
had significantly higher Treatment Satisfaction scores at
months 3 and 12 and Convenience scores at month 12 (p
<0.001 for all; Figure 3). In the mixed model analysis, patients
who received edoxaban had significantly higher overall scores
compared with VKA-treated patients for Treatment Satisfac-
tion (LSMD [95% CI], 6.1 [4.5 to 7.7]; p <0.001) and Conve-
nience (LSMD [95% CI], 6.9 [5.3 to 8.6]; p <0.001;
Figure 4). At month 3, scores for Treatment Satisfaction
(LSMD [95% CI], 5.7 [3.9 to 7.5]; p <0.001) and Conve-
nience (LSMD [95% CI], 6.3 [4.6 to 8.1]; p <0.001; Figure 4)
were significantly higher in patients receiving edoxaban versus
VKA; these differences were clinically meaningful (Treatment
Satisfaction: effect size [95% CI], 0.4 [0.3 to 0.5]; Conve-
nience: effect size [95% CI], 0.5 [0.3 to 0.6]). A similar differ-
ence was observed at month 12 (p <0.001; Figure 4).

The LSMD (95% CI) edoxaban Treatment Satisfaction
scores increased significantly from month 3 (67.6 [66.4 to
68.8]) to month 12 (70.1 [68.7 to 71.6]; p = 0.02); LSMD
(95% CI) VKA Treatment Satisfaction scores also
increased significantly from month 3 (61.7 [60.4 to 63.0])
to month 12 (64.6 [62.9 to 66.3]; p = 0.01). There was no
statistically significant difference in Convenience within
edoxaban-treated patients (p = 0.07) or VKA-treated
patients (p = 0.9) across time points.

Compared with patients receiving a VKA after TAVR,
patients receiving edoxaban after TAVR had significantly
higher Treatment Satisfaction scores, regardless of pre-
TAVR anticoagulant use (for pre-TAVR NOACs
[p = 0.007]; for pre-TAVR VKAs [p <0.001], and for no
pre-TAVR NOACs/VKAs [p = 0.001]; Figure 5). Among
patients treated with edoxaban after TAVR, those who
received a VKA before TAVR were more satisfied with
treatment than patients who previously received NOACs
(LSMD [95% CI], 6.13 [3.53 to 8.73]; p <0.001) or no
NOACs/VKAs (LSMD [95% CI], 3.96 [1.33 to 6.59];
p = 0.003; Supplementary Figure 1). No statistically signifi-
cant differences in Treatment Satisfaction were observed
within the VKA arm across pre-TAVR anticoagulant
groups (Supplementary Figure 1).

Patients receiving edoxaban after TAVR found treat-
ment significantly more convenient, regardless of the type
of pre-TAVR anticoagulant, compared with those receiving
a VKA after TAVR (p <0.001 for all; Figure 5). In both
treatment arms, a trend of higher treatment Convenience
was observed in patients who received pre-TAVR VKAs
and pre-TAVR NOACs compared with no pre-TAVR
NOACs/ VKAs (Supplementary Figure 1). No statistically
significant differences in Convenience dimension scores
were observed within either treatment group across patients
who received pre-TAVR NOACs, pre-TAVR VKAs, or no
pre-TAVR NOACs/VKAs (Supplementary Figure 1).
Discussion

In this analysis from the ENVISAGE-TAVI AF trial,
patient-reported treatment expectations, satisfaction, and
convenience were assessed in patients with AF treated with
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Table 1

Baseline demographics and clinical characteristics

Variables Edoxaban (n = 585) VKA (n = 522) Overall (N = 1107)

Age, years* 82.1 § 5.3 81.7 § 5.5 81.9 § 5.4

Sex

Male 305 (52.1%) 289 (55.4%) 594 (53.7%)

Female 280 (47.9%) 233 (44.6%) 513 (46.3%)

Race

Asian 81 (13.8%) 77 (14.8%) 158 (14.3%)

Black or African American 1 (0.2%) 1 (0.2%) 2 (0.2%)

Othery 11 (1.9%) 12 (2.3%) 23 (2.1%)

White 484 (82.7%) 430 (82.4%) 914 (82.6%)

Missing 8 (1.4%) 2 (0.4%) 10 (0.95%)

Geographic region

Asia 80 (13.7%) 75 (14.4%) 155 (14.0%)

Europe 432 (73.8%) 383 (73.4%) 815 (73.6%)

US/Canada 73 (12.5%) 64 (12.3%) 137 (12.4%)

Body mass index, kg/m2* 27.5 § 5.5 27.9 § 5.6

Indication for dose adjustmentz 272 (46.5%) 240 (46.0%) 512 (46.3%)

Creatinine clearance rate*,x 57.9 § 23.7 59.8 § 24.7 58.8 § 24.2

Congestive heart failure 483 (82.6%) 449 (86.0%) 932 (84.2%)

History of stroke 101 (17.3%) 92 (17.6%) 193 (17.4%)

Diabetes mellitus 218 (37.3%) 195 (37.4%) 413 (37.3%)

Hypertension 528 (90.3%) 474 (90.8%) 1002 (90.5%)

CHA2DS2-VASc* 4.5 § 1.4 4.5 § 1.3 4.5 § 1.4

HAS-BLED* 1.6 § 0.8 1.6 § 0.8 1.6 § 0.8

Atrial fibrillation category

Paroxysmal 248 (42.4%) 227 (43.5%) 475 (42.9%)

Persistent 67 (11.5%) 55 (10.5%) 122 (11.0%)

Long-standing persistent 47 (8.0%) 39 (7.5%) 86 (7.8%)

Permanent 219 (37.4%) 190 (36.4%) 409 (36.9%)

Atrial flutter with no plan to proceed with ablation therapy 4 (0.7%) 10 (1.9%) 14 (1.3%)

Pre-TAVR anticoagulant

NOAC 172 (29.4%) 133 (25.5%) 305 (27.5%)

VKA 247 (42.2%) 258 (49.4%) 505 (45.6%)

No NOAC/VKA 166 (28.4%) 131 (25.1%) 296 (26.7%)

PACT-Q1 item scores*,k

A1, confidence in prevention of blood clots 3.8 § 1.0 3.8 § 1.0 3.8 § 1.0

A2, expectations of symptom relief 3.0 § 1.2 2.8 § 1.2 2.9 § 1.2

A3, expectations of side effects 2.6 § 1.1 2.7 § 1.2 2.6 § 1.1

A4, importance of ease of use 4.2 § 0.9 4.1 § 1.0 4.1 § 1.0

A5, worries about making mistakes 2.1 § 1.3 2.3 § 1.3 2.2 § 1.3

A6, importance of managing medication independently 4.0 § 1.1 3.8 § 1.2 3.9 § 1.2

A7, worries about cost 2.5 § 1.4 2.5 § 1.4 2.5 § 1.4

Data presented as n (%) unless otherwise noted.

*Values are mean § standard deviation.
y Includes patients of another race and those who chose not to report race.
z Indications for adjustment of the edoxaban dose included a creatinine clearance of ≤50 ml/min, a body weight of ≤60 kg (not used as an indication in US

patients), and concomitant therapy with a P-glycoprotein inhibitor (not used as an indication in US patients).
xCockcroft-Gault formula.
k Scored on a 5-point scale. For items A1, A2, A4, and A6, higher scores indicate higher expectations for treatment; for items A3, A5, and A7, lower scores

indicate higher treatment expectations.

CHA2DS2-VASc = Congestive heart failure, Hypertension, Age ≥75 (doubled), Diabetes, Stroke (doubled), Vascular disease, Age 65 to 74 years, and Sex

category; HAS-BLED =Hypertension, Abnormal renal/liver function, Stroke, Bleeding history or predisposition, Labile international normalized ratio,

Elderly, Drug/alcohol concomitantly; NOAC = non−vitamin K oral anticoagulant; PACT-Q = Perception Anticoagulant Treatment Questionnaire;

TAVR = transcatheter aortic valve replacement; VKA = vitamin K antagonist.
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edoxaban or VKAs after successful TAVR. At baseline,
patients had moderate to high expectations for their antico-
agulant treatment (mean baseline response to A4 and A6
≥4), regardless of assigned study treatment (edoxaban or
VKA). Over the 12-month follow-up, patients treated with
edoxaban after TAVR reported higher Treatment Satisfac-
tion and Convenience scores when compared with VKA-
treated patients.
Overall, patients had similar treatment expectations at
baseline regardless of their pre-TAVR anticoagulant experi-
ence. In patients treated with edoxaban after TAVR, those
who received pre-TAVR VKAs had significantly higher
Treatment Satisfaction compared with patients who
received pre-TAVR NOACs or no pre-TAVR NOACs/
VKAs; this difference was not observed in those treated
with VKAs after TAVR. There was no significant effect of



Figure 2. PACT-Q1 scores at baseline stratified by pre-TAVR anticoagulant. For items A1, A2, A4, and A6, the higher the score, the higher the patient’s

expectations for their treatment; for items A3, A5, and A7, the lower the score, the higher the expectations for their treatment. CI = confidence interval;

NOAC = non-vitamin K oral anticoagulant; PACT-Q = Perception Anticoagulant Treatment Questionnaire; TAVR = transcatheter aortic valve replacement;

VKA = vitamin K antagonist.

Figure 3. PACT-Q2 observed mean scores for Treatment Satisfaction and Convenience. *p <0.001 for edoxaban versus VKA. CI = confidence interval;

PACT-Q = Perception Anticoagulant Treatment Questionnaire; VKA = vitamin K antagonist.
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pre-TAVR anticoagulant on perceived treatment Conve-
nience post-TAVR in either the edoxaban or VKA group.

Suboptimal adherence to oral anticoagulants, whether
VKAs or NOACs, among patients with AF may negatively
affect clinical outcomes.18,19 In this study, patients with AF
receiving edoxaban had higher Treatment Satisfaction and
Convenience compared with patients receiving VKAs. Pre-
vious studies that explored if Treatment Satisfaction, Con-
venience, and adherence were connected found that higher
Treatment Satisfaction and Convenience are associated
with better treatment adherence, while experiencing
Figure 4. LS mean difference in the Treatment Satisfaction and Convenience di

confidence interval; LS = least squares; VKA = vitamin K antagonist.
adverse events and being dissatisfied with treatment were
associated with lower adherence.20,21 These results suggest
an overall improved patient experience that may have clini-
cal implications for treatment adherence and event rates in
patients with AF receiving edoxaban versus VKA treatment
after successful TAVR.

While there were no significant differences in Treatment
Satisfaction or Convenience in VKA-treated patients based
on the type of anticoagulant used before TAVR, these
patients reported their treatment as less convenient than
patients treated with edoxaban after TAVR. More patients
mension scores by time point. *p <0.001 for edoxaban versus VKA. CI =

www.ajconline.org


Figure 5. Overall LS mean in PACT-Q2 by pre-TAVR anticoagulant for the (A) Treatment Satisfaction and (B) Convenience dimensions. LS mean and p-

values are estimated using MMRM models to calculate the between pre-TAVR group difference in LS mean within each treatment arm. CI = confidence

interval; LS = least squares; MMRM=mixed model repeated measures; NOAC = non-vitamin K oral anticoagulant; PACT-Q = Perception Anticoagulant

Treatment Questionnaire; TAVR = transcatheter aortic valve replacement; VKA = vitamin K antagonist.

Valvular Heart Disease/ENVISAGE-TAVI AF Satisfaction and Convenience 217
in ENVISAGE-TAVI AF who received VKAs after TAVR
discontinued treatment (40.5%) compared with those who
received edoxaban (30.2%), suggesting that these patients
were possibly driven to stop their VKA treatment, at least
in part, by treatment inconvenience.17 Among patients
receiving edoxaban after TAVR, those previously taking a
VKA or NOAC before the procedure found treatment
numerically more convenient than those with no previous
NOAC or VKA use. In patients treated with VKAs after
TAVR, there was no difference in perceived treatment con-
venience between patients who used NOACs or VKAs pre-
TAVR; patients who received VKAs before the procedure
were more satisfied with post-TAVR VKA therapy when
compared with patients who previously used NOACs or did
not use NOACs/VKAs.

A major difference between VKAs and NOACs is that
VKAs may require regular monitoring and multiple dose
adjustments to ensure the patient’s international normal-
ized ratio stays within the therapeutic range.22−26 Besides
discontinuing treatment at a lower rate, significantly more
patients with AF receiving edoxaban (p <0.001) were not
bothered by their anticoagulant treatment compared with
patients receiving a VKA. Furthermore, significantly
more patients in the edoxaban arm (p <0.001) reported
“Not at all” in difficulty for dose adjustment compared
with those in the VKA arm. Those receiving edoxaban
were significantly more satisfied (p <0.001) with the form
of anticoagulant treatment compared with those receiving
a VKA across visits. In a recent observational epidemio-
logical study, patients with AF receiving NOACs (dabiga-
tran, rivaroxaban, or apixaban) reported significantly
higher Treatment Satisfaction and Convenience on the
PACT-Q2 assessment compared with patients receiving
VKAs (p <0.01 for both); higher satisfaction did not cor-
relate with improved health-related quality of life, which
may be influenced by a wide range of factors.13 In a sepa-
rate cross-sectional study of 208 patients with AF or
venous thromboembolism on long-term anticoagulation
therapy, patients receiving NOACs were significantly
more satisfied with the treatment (as assessed by the
PACT-Q2) than patients receiving warfarin (p = 0.004);
Convenience scores were not significantly different
between groups (p = 0.2).15 Overall, the significantly
higher and clinically meaningful (effect size >0.2) Treat-
ment Satisfaction among patients receiving post-TAVR
edoxaban versus VKAs in the current analysis from the
ENVISAGE-TAVI AF trial is consistent with data from
recent studies that compared NOAC and VKA use.
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The randomized design of the ENVISAGE-TAVI AF trial
may make it difficult to apply the results of this analysis to
the general population of patients with AF in the real world.
These patient-reported outcomes data are from a population
of older adults with AF who underwent TAVR with interme-
diate and high surgical risk. Additionally, patients who did
not want to change their anticoagulant post-TAVR may have
chosen not to participate in this trial and, therefore, are not
represented by the current data. Furthermore, patient-
reported outcomes assessments are often difficult for patients
with disabilities or low literacy skills, and these patients may
not be fully represented in the evaluable population. Lastly,
although the data from patient-reported outcomes analyses
(i.e., data collected directly from patients) are subjective data
and not objective data, patient-reported outcomes are consid-
ered valuable because they provide insights into the patient’s
perspective, which can be different from the observations
made by healthcare professionals. As seen in the literature,
patients receiving a direct oral anticoagulant had higher Sat-
isfaction with their treatment, more improved quality of life,
and better treatment adherence compared with VKAs.14,27

This post hoc analysis shows that regardless of clinical out-
comes, patients with AF after TAVR on edoxaban have an
improved patient experience compared with VKAs. It is
important for physicians to consider these factors when
deciding on patient-centered treatment options. Additionally,
the PACT-Q2, which is used to assess patients’ satisfaction
with their anticoagulant treatment and their opinions about
convenience of treatment use, is a validated and reliable
instrument appropriate for use in clinical research.11

In conclusion, patients with AF who were treated with
edoxaban after TAVR had higher Treatment Satisfaction
scores and considered treatment significantly more conve-
nient than those who received VKAs. The results of this
analysis demonstrate that treatment with edoxaban is asso-
ciated with an improved patient experience compared with
VKAs and may encourage more physicians to consider
these factors when weighing the advantages and disadvan-
tages of potential treatments.
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