
in the first trimester of pregnancy is associated with a
substantical risk of embryopathy and fetal death, and so
warfarin should be stopped when a patient is trying to become
pregnant or when pregnancy is detected. Instead, twice daily
subcutaneous heparin should be given to prolong the APTT to
twice the control value, and this treatment may be continued
until delivery. Alternatively, heparin may be given until the
thirteenth week of pregnancy, then a switch made to warfarin
treatment until the middle of the third trimester. Then warfarin
can be stopped and heparin resumed until delivery. Because
low dose aspirin is safe for mother and child, it may be used in
conjunction with anticoagulant treatment in women at high risk
of thromboembolism. Low molecular weight heparin does not
cross the placental barrier and may be an alternative to
unfractionated heparin in this setting, although there are
limited data on its efficacy or safety in pregnancy.
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Hamilton Health Sciences Corporation, Hamilton, Canada; Ira
Goldsmith is research fellow in cardiothoracic surgery and
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haemostasis thrombosis and vascular biology unit, university
department of medicine, City Hospital, Birmingham.
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Indications for lifelong oral anticoagulation in valve disease
x Mechanical prostheses
x Chronic or paroxysmal atrial fibrillation in the presence of native

valve disease, bioprosthesis, valve repair, or valvuloplasty
x Native valve disease and previous thromboembolism
x Mitral valve stenosis, irrespective of rhythm, in association with high

transmitral valve gradient, left atrial thrombus, spontaneous
echocontrast, large left atrium ( > 50 mm), low cardiac output, or
congestive heart failure

Management of temporary interruption of oral
anticoagulants
x Discontinue oral anticoagulation five days before procedure
x Measure INR three days before procedure

If INR < 2 start low molecular weight heparin in therapeutic doses
If INR > 2.5 consider giving Vitamin K1 1-2 mg orally and start low
molecular weight heparin in therapeutic doses. Repeat INR
measurement the day before procedure

x Continue low molecular weight heparin until evening before
procedure (last injection not less than 12 hours preprocedure)

x Restart warfarin night of or day after procedure
x Restart low molecular weight heparin 12-24 hours after procedure

and when haemostasis is established

Further reading
x Bonow RO, Carobello D, de Leon AC, Edmunds LH Jr, Fedderly BJ,

Freed MD, et al. ACC/AHA guidelines for the management of
patients with valvular heart disease. J Am Coll Cardiol 1998;
32:1486-8

x Gohlke-Barwölf C. Anticoagulation in valvular heart disease: new
aspects and management during non-cardiac surgery. Heart
2000;84:567-72

x Gohlke-Barwölf C, Acar J, Oakley C, Butchart E, Durckhardt D,
Delahaye JP, et al. Guidelines for prevention of thromboembolic
events in valvular heart disease. Eur Heart J 1995;16:1320-30

A memorable patient

Communication problems

“Oh dear, there’s no smoke” was my first thought as I approached
the house. This was in the days of regular unannounced visits to
elderly patients, and I was dropping in on Jean “while I was
passing.”

A lifetime of service in the local mansion had been rewarded
with a retirement cottage in the grounds, one of the features of
which was a permanent plume of smoke from the chimney. But
on that mid-January day there was none, and I was a little
apprehensive as I pushed open the front door. However, there
she was, lively as ever but huddled in her overcoat and mitts in
front of an empty hearth.

Over the years Jean had developed a number of eccentricities.
One of the most troublesome was her manner of speech. With
increasing deafness, she had adopted the habit of repeating
everything said to her. Presumably this started as her way of
confirming the question, but by the time I knew her it was a firmly
ingrained reflex. As a result, conversations took on a surreal format.

Me: “How are you today?”
Jean: “How are you today?”
Me: “No, how are you today?”
Jean: “No, how are you today?” and so on, all conducted at high

volume. (Jean had a fine collection of NHS hearing aids, but she
kept them in a drawer rather than her ears.)

“Have you no coal?” I shouted.
“Have you no coal?” she replied.
After much in a similar vein she eventually seemed to get the

message that I was worried about her fuel supplies. She led me
out to her shed. The first door opened to reveal a pathetic pile of
sticks in the corner. Problem solved, I thought, but my tour was
not yet finished. The next door opened on to a pile of coal the
like of which I have only seen in pictures of the Titanic’s boiler
room.

At this moment Jean’s neighbour arrived with her shopping,
and I started to inquire whether he had noticed other signs of her
mental health deteriorating. Gravely we discussed the possibility
of dementia and whether Jean might need help from social
services or even have to give up living alone.

Meanwhile, Jean had been rummaging in her shopping bag.
Suddenly she let out a small cry of success, and, holding aloft a
packet of firelighters, headed inside to get on with the business of
the day.

There may be no smoke without fire, but there can be no fire
without firelighters.

Sandy Sutherland general practitioner, Pathhead, Midlothian

Correction

ABC of antithrombotic therapy: An overview of antithrombotic therapy
An error occurred in this article by Andrew Blann and colleagues (5
October, pp 762-5). The box containing contraindications to aspirin
wrongly states that children over 12 years old are a relative
contraindication to aspirin. In fact children under 16 years should not
be prescribed aspirin unless specifically medically advised.
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