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What happens when you are discharged 
from the Center?

You will be discharged either to your own home 
or, more commonly, to a specialist convalescence 
facility (according to the patient’s condition and 
wishes).
As a rule, physical recovery is rapid. Driving 
and sexual activity can be resumed as soon as 
consolidation of the sternum has been obtained.

The main limitation to the resumption of normal 
activities is healing of the sternum. As with any 
broken bone, it may take 6 – 12 weeks to obtain 
definitive consolidation and, during this period, any 
activity that might put the rib cage under significant 
stress must be avoided.

Return to work

When a patient can go back to work will depend  
on his/her recuperative capacities and the levels  
of stress and physical activity associated with  
his/her job. Your surgeon and cardiologist will be 
able to help you decide when to return to work.

Will I need physical therapy?

A programme of cardiac 
rehabilitation can speed 
up recovery and help 
you get back to your 
normal daily activities 
sooner. In addition,  
you will be given advice 
and recommendations 
about lifestyle changes, 
covering diet, weight 
loss, physical exercise 
and sports.

During this period, you will be told about 
anticoagulant therapy and what carrying  
an implant means.
The cardiologist and the surgeon will help you 
match the rehabilitation programme to the condition 
of your heart and your overall state of health.

Long-term surveillance of patients 
with a replacement valve

In most cases, replacement of the defective valve 
will result in significant improvement, especially less 
or no more shortness of breath on exercise.

Regular surveillance is indispensable by:
 • your general practitioner,
 • your cardiologist, 
 • and your dentist.

> You should see your general practitioner once 
every two or three months, to check:
• The prosthesis by auscultation,
• Anaemia,
• Infection
• Efficacy of the anticoagulant treatment.

> You should be monitored by your 
cardiologist once every six months, including 
electrocardiography and echocardiography.  
If it is suspected that the prosthesis is not 
functioning properly, further investigation  
may be required (e.g. MRI).

> You should see a dentist every six months 
without fail and prophylactic antibiotics ought  
to be taken before any dental procedure. 
Remember to tell your dentist this.

“I am on anticoagulants”.
Remember to tell  
your professional  
health care providers!
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The anticoagulant drug

The anticoagulant drug administered  
is an Anti-Vitamin K (Sintrom®, Préviscan®, 
Coumadine®…) :
•  Patients with an implanted mechanical valve have 

to take it all the time for the rest of their lives.
•  After mitral plastic surgery and the implantation 

of a biological prosthesis, it must be taken  
for three months.

•  If the patient has arrhythmia, anticoagulant 
therapy should be continued until the arrhythmia 
regresses.

If a mechanical valve has been implanted, 
anticoagulant therapy must never be stopped  
for any reason.

>  The efficacy of anticoagulant therapy is 
monitored via International Normalised Ratio 
(INR) measurements: 

•  between 2 and 3 if there is arrhythmia and after 
a plastic procedure or implantation of a biological 
prosthesis,

•  between 3 and 4 for a mechanical mitral valve.

At the beginning of the course of treatment,  
INR is checked every 8 days, then every 15 days, 
and then every month until it appears to be stable.  
If it is unstable, it should be checked more often  
and it should also be checked a few days after  
the dosage of the Anti-Vitamin K is changed.
Doses and laboratory test results should be 
recorded in an Anticoagulant Treatment Record. 

>  Overdose may induce bleeding, e.g. prolonged 
bleeding from a shaving cut or after brushing of 
the teeth, easy bruising. INR should be checked 
with a view to reducing the dosage.

>  Some medications should be avoided because 
they either potentiate anticoagulant activity 
(tetracycline, aspirin, anti-inflammatory drugs)  
or inhibit it (barbiturates).

>  Intramuscular injection must be avoided  
in patients on anticoagulant therapy.

>  Some foodstuffs may modulate anticoagulant 
activity: 

•  Do not eat more than one portion a day of foods 
rich in Vitamin K, e.g. tomatoes, lettuce, spinach, 
cabbage, broccoli and Brussels sprouts;

•  Limit alcohol consumption to 2 units a day.

Prevention of infectious endocarditis

Carriers of a prosthetic heart valve are 
susceptible to a serious complication in which 
bacteria colonise the implanted device;  
this is referred to as infectious endocarditis.  
This complication – which is always serious – 
manifests as chronic, low-level fever and can lead 
to damage to the valve.
The source of the bacteria is often a dental 
infection.

Thus, the danger of infectious endocarditis 
necessitates:
>  Watching out for any fever and notifying your 

doctor;
>  Assiduous treatment of any infection – dental, 

lung, throat, urinary tract, skin – even a minor 
one;

>  Prophylactic antibiotic coverage before any 
invasive procedure, such as dental care. Keep 
your dentist informed about your heart disease.

>  Rigorous mouth hygiene and teeth in perfect 
condition.
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Although prosthetic valves are not perfect and 
require close surveillance, permanent anticoagulant 
treatment in many cases and special measures 

to prevent infectious 
endocarditis, they 
nevertheless let 
patients live and work 
normally as long as 
they are implanted in 
time, before the cardiac 
muscle tissue has 
sustained irreversible 
damage.

2 -  Special cases

Percutaneous treatment of the mitral valve

To correct mitral stenosis following rheumatic fever 
in young patients in whom the valve is flexible  
and the heart rate regular, percutaneous treatment 
can often put off the need for surgery for several 
years. These cases are particular and limited  
in number.

Candidates for this 
type of treatment will 
be given a special 
information sheet about 
this procedure.

Percutaneous artificial aortic valve 
implantation

This technique applies 
to patients with severe 
aortic narrowing who 
cannot be operated on 
or in whom surgery 
carries a high risk – 
usually the elderly or 
patients with a history 
of surgery in the past.
This alternative  
to surgery permits 

replacement of a defective aortic valve with  
a bioprosthesis using one of two methods:
•  cardiac catheterisation in which the artificial valve 

is transported to the heart via the femoral artery,
•  or implantation in a minimally invasive procedure, 

through a tiny opening in the chest over the apex 
of the heart below the left breast (a transapical 
approach). 

This technique is still being assessed and, according 
to current cardiology guidelines, it should only be 
considered for a given patient after two surgeons 
have decided that surgery is contraindicated.

After deliberations between physicians and 
surgeons, candidates for this type of treatment  
will be given a special information sheet about  
the procedure.

Dilatation  
of mitral valve

Edwards-Sapien valve 


