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1 Introduction 
 
VTE is the formation of a blood clot (thrombus) in a vein which may dislodge and cause an embolism. 
Most thrombi form in the deep veins of the legs and pelvis and are termed deep vein thrombosis (DVT). 
Dislodged thrombi may travel to the lungs, causing a Pulmonary Embolus (PE) which can be fatal. 
 
VTE is a significant cause of death in hospital patients and treatment of non-fatal symptomatic VTE 
and related long-term morbidities is associated with considerable cost to the health service. 
 
The annual incidence of VTE is 0.75 – 2.69 cases per 1000 individuals, this figure increases to 2 – 7 
per 1000 individuals in people above 70 years of age. It is thought that around 64,000 cases develop 
in England every year, with a mortality rate of 10%. 
 
Hospital-Acquired Venous Thromboembolism (HA-VTE) is defined as VTE that occurs within 90 
days of a hospital admission and is a leading cause of adverse events among hospitalised patients due 
to unsafe medical care. 
 
Risk factors for HA-VTE include acute medical illness, surgery, cancer and cancer therapy, trauma, 
immobilization, central venous catheters, previous history of VTE, older age, and obesity. Almost all 
hospitalized patients have 1 or more risk factor for VTE, and ~40% have 3 or more risk factors. 
 
Sixty percent (60%) of VTE cases are associated with a recent hospital stay. 
 

 
 
 
 

2 Aim and Purpose 
 
The inconsistent use of prophylactic measures for VTE in hospital patients has been widely reported, 
as has the poor completion rates of VTE risk assessments documented within the patient’s notes. 
 
This policy is intended to assist reducing the risk of Hospital-Acquired Venous Thromboembolism (HA-
VTE) associated with possible fatal and non-fatal pulmonary emboli, chronic venous insufficiency, 
venous ulceration and the development of post-thrombotic syndrome. 
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We strongly believe that a reduction of VTE cases can be achieved by: 
 

• Up-to-date policy with clear/easy to follow recommendations provided by the Trust. 

• Staff are appropriately trained on VTE prevention. 

• Staff follows the recommendations. 

• All adult (over 16 years old) admissions are appropriately risk assessed.  

• Patients/carers receive information and get involved in the decision making. 

• Doctors prescribe adequate VTE prophylaxis whenever needed. 

• Prophylaxis is delivered in timely manner and it is regularly monitored. 

• Doctors maintain a low threshold for reassessment if the patient’s clinical situation changes. 
 
This policy is based mainly on the recommendation of: 
 

• NICE NG89: Venous thromboembolism in over 16s: reducing the risk of hospital-acquired deep 
vein thrombosis or pulmonary embolism published in March 2018. 
https://www.nice.org.uk/guidance/ng89 

3 Scope 
 
Patient group: 
 
This policy applies to medical, surgical and orthopaedic patients over 16s: 
 

• admitted to hospital where a bed is provided for 1 or more nights OR 
 

• admitted as a Day patient where a bed is provided for a procedure including surgery or 
chemotherapy but not for an overnight stay. 

 
 
This means it includes people discharged from hospital, (including from Emergency department (ED) 
with lower limb devices such as plaster casts and braces, people attending hospital for day procedures 
including cancer treatment and surgery. 
 
Exceptions: 
 
This policy does not cover: 
 

• Paediatric patients. 
 

• Pregnant women and women who gave birth or had a miscarriage or termination of pregnancy 
in the past 6 weeks (Refer to Trust SOP available on the intranet: “Standard Operational 
Procedure for Prevention and treatment of Venous Thromboembolism (VTE) in Pregnancy”). 
http://it-intranet-apps/guidelines/SOP%20-%20VTE%20v1.1%2016.8.pdf 

http://it-intranet-apps/guidelines/SOP%20-%20VTE%20v1.1%2016.8.pdf
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4 Quality standards 

Quality standards help the Trust improve the quality of care. 

The previous QS3 quality standard has been updated and replaced by NICE quality standard QS201 
in August 2021. For the purpose of this guideline we have only listed below the ones that matter to 
VTE prophylaxis: 

• Statement 1: People aged 16 and over who are in hospital and assessed as needing 
pharmacological venous thromboembolism (VTE) prophylaxis start it as soon as possible and 
within 14 hours of hospital admission. 

• Statement 2: People aged 16 and over who are discharged with lower limb immobilisation are 
assessed to identify their risk of VTE. 

 
 
We have decided to keep in this guideline the previous quality standard (QS3) as they are more specific 
to the VTE prophylaxis process: 
 

• Statement 1: Medical, surgical or trauma patients have their risk of VTE and bleeding assessed 
using a national tool as soon as possible after admission to hospital. 
 
If the assessment for VTE and bleeding has been done at a pre-admission clinic, it should be 
reviewed for changes on admission using a national tool. The most commonly used risk-
assessment tool is the Department of Health and Social Care VTE risk assessment tool. 

 

• Statement 2: Patients, who are at increased risk of VTE, are given information about VTE 
prevention on admission to hospital. 
 
Verbal and written information should be provided on: 

1. The risks and possible consequences of VTE 
2. The importance of VTE prophylaxis and its possible side effects 
3. The correct use of VTE prophylaxis (for example, anti-embolism stockings, intermittent 

pneumatic compression devices or foot impulse devices) 
4. How patients can reduce their risk of VTE (such as keeping well hydrated and, if 

possible, exercising and becoming more mobile). 
 

• Statement 3: Patients provided with anti-embolism stockings have them fitted and monitored in 
accordance with NICE guidance. 
 

• Statement 4: Medical, surgical or trauma patients have their risk of VTE reassessed at 
consultant review or if their clinical condition changes. 
 

• Statement 5: Patients assessed to be at risk of VTE are offered VTE prophylaxis in accordance 
with NICE guidance. 
 

• Statement 6: Patients/carers are offered verbal and written information on VTE prevention as 
part of the discharge process. 
 
Information should include: 
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o The signs and symptoms of deep vein thrombosis and pulmonary embolism 
o The correct and recommended duration of use of VTE prophylaxis at home (if 

discharged with prophylaxis) 
o The importance of using VTE prophylaxis correctly and continuing treatment for the 

recommended duration (if discharged with prophylaxis) 
o The signs and symptoms of adverse events related to VTE prophylaxis (if discharged 

with prophylaxis) 
o The importance of seeking help and who to contact if they have any problems using the 

VTE prophylaxis 
o The importance of seeking medical help if deep vein thrombosis, pulmonary embolism 

or other adverse events are suspected. 
 

• Statement 7: Patients are offered extended (post hospital) VTE prophylaxis in accordance with 
NICE guidance. 
 
This statement applies to patients who need extended (post hospital) prophylaxis to continue 
after the end of their hospital stay.  
 

5 Definitions 
 

Admission: This guideline refers to admission as an inpatient, where a bed is provided for 1 or more 

nights, or admission as a day patient, where a bed is provided for a procedure including surgery or 
chemotherapy but not for an overnight stay. 
 
Acutely ill medical patients: Patients hospitalised for a medical illness. 
 
Critically ill patients: Patient suffering from an immediately life-threatening condition requiring 
hospitalisation in an intensive or critical care unit. 
 
Chronically ill medical patients: Patients with medical conditions who may be cared for in long-term 
care facilities. 
 
Discharge: Discharge in the context of this guideline refers to discharge from hospital as an inpatient 
or after a day procedure. 
 
Major bleeding: a bleeding event that results in one or more of the following: 

• death 

• a decrease in haemoglobin concentration of ≥ 2 g/dl 

• transfusion of ≥ 2 units of blood  

• a surgical or medical intervention 

• bleeding into a retroperitoneal, intracranial or intraocular site 

• a serious or life-threatening clinical event 
 
Lower limb immobilisation: Any clinical decision taken to manage the affected limb in a way that 
would prevent normal weight bearing status or use of that limb, or both. 
 
Renal impairment: Patients with an estimated glomerular filtration rate (eGFR) of less than 30 
ml/min/1.73m2.  
 
Significantly reduced mobility: People who are bed bound, unable to walk unaided or likely to spend 
a substantial proportion of their day in bed or in a chair. 
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Abbreviations 

• AES: Anti-embolism stockings (formerly known as TED: Thrombo-Embolus Deterrent 
Stocking) 

• APTT: Activated partial thromboplastin time 

• BD: Twice a day 

• BMI: Body Mass Index 

• CHCs: Combined Hormonal Contraceptives 

• DOAC: Direct acting oral anticoagulant (also known as NOAC) 

• DVT: Deep vein thrombosis 

• EPMA: Electronic Prescribing & Medicines Administration system (JAC) 

• GEC: Graduated elastic compression stockings. 

• HA-VTE: Hospital-Acquired Venous Thromboembolism 

• HIT: Heparin-induced thrombocytopaenia 

• HRT: hormone replacement therapy 

• INR: International Normalised Ratio 

• IPC: Intermittent pneumatic compression 

• IVC: Inferior Vena Cava 

• LDUH: Low dose Unfractionated heparin 

• LMWH: Low molecular weight heparin 

• NOAC: New (novel) oral anticoagulant (See DOAC) 

• OD: Once a day 

• PAAU: Pre-assessment and Admissions Unit 

• PE: Pulmonary embolism 

• PIL: Patient information Leaflet 

• SC: Subcutaneous 

• SI: Serious incident 

• TDS: Three times a day 

• TED: Thrombo-Embolus Deterrent Stocking 

• THR: Total hip replacement 

• TKR: Total knee replacement 

• UFH: Unfractionated heparin 

• VKA: Vitamin K antagonists  

• VTE: Venous thromboembolism 

6 Roles and Responsibilities 
 
VTE prophylaxis remains the responsibility of the Consultant and his/her multidisciplinary team. 
 
All clinicians admitting routine or emergency cases have a responsibility to ensure a clinical VTE risk 
assessment is conducted and documented, taking account of the patients overall risk of thrombosis 
versus risk of bleed, and prescribing the appropriate VTE prophylaxis. Clinicians should ensure patients 
receive appropriate verbal AND written information on VTE at admission and discharge (Refer to PILs, 
Appendix 6 and 7). 
 
Nurses have a responsibility to ensure that prescribed VTE prophylaxis is administered in a timely 
manner. 
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Pharmacy staff have a responsibility to ensure that pharmacological VTE prophylaxis has been 
prescribed appropriately following assessment, is readily available, and that a pharmacist is available 
to provide advice when needed.  
 
Nurse Managers have a responsibility for ensuring nurses receive training in correct use of anti-
embolism stockings and intermittent pneumatic compression devices. 
 
Consultant Haematologists will have responsibility for providing advice in complex cases and other 
clinical situations lying outside the scope of these guidelines e.g. HIT, allergy or thrombocytopaenia. 
 
All of these staff groups have a responsibility to maintain their knowledge and competency regarding 
the risks of thromboembolism and need for VTE prophylaxis and the prophylactic options available. 

7 Policy detail/ Course of Action 
 

• Reducing the risk of VTE in hospitalised patients is a multi-step process that for the purpose of 
this policy it can be reduced to 4 critical parts: 
 

1. Risk assessment 
2. Deciding and prescribing the appropriate VTE prophylactic method 
3. Re-assessment 
4. Planning for discharge (and consideration for extended prophylaxis) 

 
 
 

7.1 RISK ASSESSMENT: 

7.1.1 Risk assessment general recommendations 
 

• VTE risk assessment can be split into: 

• Assessment of the Level of Mobility AND 

• Thrombotic and Bleeding risk factors. 
 

• To appropriately risk assess a patient it is of paramount importance to know the patient’s past 
medical, family history and reason for admission. 
 

• The clerking clinician should conduct the risk assessment for all medical, surgical and trauma 
admissions. 
 

• The clerking clinician is responsible for prescribing VTE prophylaxis when appropriate and to 
ensure the patient understands risks and receives information on VTE (Appendix 6). 

 

• For routine surgical patients the initial VTE risk assessment should take place in the Pre-
Admission Assessment Unit (PAAU) and should be confirmed by a clinician on admission. 
 

• Special recommendations are made for all people admitted to the critical care unit and for all 
acute psychiatric patients (Refer to Special Situations) 
 

• Separate guideline should be followed for pregnant women and women who gave birth or had 
a miscarriage or termination of pregnancy in the past 6 weeks. (GUIDELINE FOR 
PREVENTION AND TREATMENT OF VENOUS THROMBOEMBOLI SM (VTE) IN 
PREGNANCY) 



 

Venous Thromboembolism Prophylaxis Policy 
Version No. 5.0   Page 10 of 65 

 

• Before starting VTE prophylaxis, offer patients and/or their families or carers verbal and written 
(Admission VTE PILs, Appendix 6) information on: 

 
1. the risks and possible consequences of VTE 
2. the importance of VTE prophylaxis and its possible side effects 
3. the correct use of VTE prophylaxis (for example, anti-embolism stockings, foot impulse 

or intermittent pneumatic compression devices). 
4. how patients can reduce their risk of VTE (such as keeping well hydrated and, if possible, 

exercising and becoming more mobile). 
 

• Be aware that heparins are of animal origin and this may be of concern to some patients 
(refer to Religion or belief: a practical guide for the NHS). For patients who have concerns about 
using animal products, consider offering synthetic alternatives (Fondaparinux) based on clinical 
judgement and after discussing their suitability, advantages and disadvantages with the patient. 
 

7.1.2 Risk assessment Part 1: Assessment of the Level of Mobility 
 

• All patients defined as admitted to hospital (See definition of Admission in Terms used in this 
policy) must be assessed for their level of mobility regardless whether a reduced mobility is the 
patient’s baseline or is a result of an acute condition that has motivated the admission. 
 

• A patient with significantly reduced mobility is defined as the one who is likely to spend a 
substantial proportion of their day in bed or in a chair and therefore MOST of the inpatients will 
meet this criterion. 

• Assess all medical, surgical and orthopaedic patients as soon as possible after admission to 
hospital or by the time of the first consultant review. Preferably during clerking process. 
 

• The Risk assessment should be completed by clerking clinician using the VTE tool on the 
Electronic Prescribing and Administration system (EPMA) for all patients. For ICU, surgical and 
orthopaedic patients there is a paper VTE risk assessment chart that can be used at the point 
of admission or at pre-assessment (Refer to Appendix 4). 

 

• Document in the patient’s notes that VTE assessment has been done stating the prophylaxis 
plan. This is of particular importance in those cases where the patient is not a candidate for 
pharmacological prophylaxis. 

 

• Generally speaking regard medical patients as being at increased risk of VTE if they: 
 

o have had or are expected to have significantly reduced mobility for 3 days or more or 
 

o are expected to have ongoing reduced mobility relative to their normal state and have 
one or more of the risk factors for VTE (Table 1). 
 

• Generally speaking regard surgical patients and patients with trauma as being at increased 
risk of VTE if they meet one of the following criteria: 
 

o surgical procedure with a total anaesthetic and surgical time of more than 90 minutes, 
or 60 minutes if the surgery involves the pelvis or lower limb 
 

o acute surgical admission with inflammatory or intra-abdominal condition 
 

o expected significant reduction in mobility 
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o one or more of the risk factors for VTE (Table 1) 

 
Table 1 
 

Risk factors for venous thromboembolism 
- Active cancer or cancer treatment 
- Age over 60 years 
- Critical care admission 
- Dehydration 
- Known thrombophilia’s 
- Obesity (BMI over 30 kg/m2) 
- One or more significant medical comorbidities (for example: heart disease; metabolic, endocrine or 
respiratory pathologies; acute infectious diseases; inflammatory conditions) 
- Personal history or first-degree relative with a history of VTE 
- Use of hormone replacement therapy 
- Use of oestrogen-containing contraceptive therapy 
- Varicose veins with phlebitis 

 

7.1.3 Risk assessment Part 2: Balancing VTE vs Bleeding risk 
 

• All patients defined as admitted to hospital (See definition of Admission in Terms used in this 
policy) should be assessed to identify risk of VTE and bleeding. 

 

• Assess all medical, surgical and trauma patients as soon as possible after admission to hospital 
or by the time of the first consultant review. Preferably during clerking process. 
 

• The Risk assessment should be completed by clerking clinician using the VTE tool on the 
Electronic Prescribing and Administration system (EPMA) for all patients. For ICU, surgical and 
orthopaedic patients there is a paper VTE risk assessment chart that can be used at the point 
of admission or at pre-assessment (Refer to Appendix 4). 
 

• Document in the patient’s notes that VTE assessment has been done stating the prophylaxis 
plan. This is of particular importance in those cases where the patient is not a candidate for 
pharmacological prophylaxis. 
 

• All patients should be assessed for risk of bleeding prior to offering pharmacological VTE 
prophylaxis. (Table 2) 
 

• Balance the person’s individual risk of VTE against their risk of bleeding when deciding whether 
to offer pharmacological VTE prophylaxis to medical or surgical patients. 
 

• Do not offer pharmacological VTE prophylaxis to patients with any of the risk factors for 
bleeding shown in table 2, unless the risk of VTE outweighs the risk of bleeding. (If unsure 
discuss with Consultant Haematologist on-call). 

 
 
 
 
 
 
 
Table 2 
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Risk factors for bleeding 
 
- Active bleeding (including excessively oozy wound for surgical patients) 
- Acquired bleeding disorders (such as acute liver failure) 
- Concurrent use of anticoagulants known to increase the risk of bleeding (such as warfarin with INR 
higher than 2.0) 
- Lumbar puncture/epidural/spinal anaesthesia expected within the next 12 hours 
- Lumbar puncture/epidural/spinal anaesthesia within the previous 4 hours 
- Acute stroke 
- Thrombocytopenia (platelets less than 75 x 109/l) 
- Uncontrolled systolic hypertension (230/120 mmHg or higher) 
- Untreated inherited bleeding disorders (such as haemophilia and Von Willebrand's disease) 
- Posterior spinal surgery 

 
 

7.2 CHOOSING AND PRESCRIBING THE APPROPRIATE VTE PROPHYLACTIC METHOD: 

7.2.1 General recommendations for ALL patients: Reducing the Risk of VTE 
 

• Ensure patients at risk of VTE or their Carers are provided with verbal and written information 
on VTE risk and prevention on admission (VTE Admission PIL, Appendix 6). 

 

• Encourage patients to mobilise as soon as possible. 
 

• Do not allow patients to become dehydrated unless clinically indicated. 
 

• Do not regard aspirin or other antiplatelet agents as adequate prophylaxis for VTE. 
 
 

7.2.2 Choosing the appropriate VTE prophylactic method 
 

• The decision as to what prophylaxis should be used is tailored specifically for the patient and 
their individual clinical circumstances, considering the potential risk of any intervention versus 
the respective benefit. 

 

• Patients are normally allocated to one of the 4 possible clinical scenarios: 
 
A- Risk of VTE not increased (almost NO admitted patient will meet the criteria to be in this 
category).  

o Give general recommendations on prevention of VTE. 
o Document in the patient’s notes the decision and reasons for not giving VTE 

prophylaxis. 
o Reassess the patient every time the clinical situation changes. 

 
 

B- Increased VTE risk, no bleeding risk: Pharmacological prophylaxis recommended. 
 

o Check whether the patient is already on anticoagulants 
o Check for contraindications for the use of heparin/LMWH (e.g. history of HIT, allergy or 

patient have concerns about using products of animal origin) 
o Check renal function. 
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o Check patient’s weight 
o Determine patient’s level of VTE risk: standard, high or very high VTE risk. (Refer to 

Choosing the right Pharmacological prophylaxis dosage) 
 

C- Very High VTE risk:  Some patients will benefit from dual (mechanical and pharmacological) 
prophylaxis. Refer to Special Situations. 
 
D- Increased VTE and Bleeding risk: Consider mechanical prophylaxis 

 
o Decide whether foot pumps or Anti-embolism stockings (AES). Refer to Special 

Situations. 
o Check contraindications for mechanical prophylaxis 
o Consider referral for temporary inferior vena cava filters for those patients who are at 

very high risk of VTE if mechanical and pharmacological VTE prophylaxis are 
contraindicated. Refer to Inferior Vena Cava in this policy. (Discussion with on-call 
Consultant Haematologist recommended). 

 
o Geko device: Not available at the moment on Isle of Wight Trust. Currently indicated for 

use in patients who have a high risk of venous thromboembolism and for whom other 
mechanical and pharmacological methods of prophylaxis are impractical or 
contraindicated (e.g. stroke patients). 

 
 

Remember that mechanical prophylaxis alone is regarded as a less effective form of 
prophylaxis compare with pharmacological methods. 

 

7.2.3 Prescribing Pharmacological VTE prophylaxis on EPMA 
 

• There is no need for prescribing VTE prophylaxis if the patient is already taking anticoagulants 
and it has been decided the patient can continue on them. 
 

o Consider VTE prophylaxis for people at increased risk of VTE who are interrupting 
anticoagulant therapy. 

 

• Consider VTE prophylaxis for people who are having antiplatelet agents for other conditions 
and whose risk of VTE outweighs their risk of bleeding. Take into account the risk of bleeding 
and of comorbidities such as arterial thrombosis: 

 
o If the risk of VTE outweighs the risk of bleeding, consider pharmacological VTE 

prophylaxis based on their condition or procedure. 
 

o If the risk of bleeding outweighs the risk of VTE, consider mechanical VTE prophylaxis. 
 

• If using pharmacological VTE prophylaxis for medical patients, start it as soon as possible and 
within 14 hours of admission. 
 

• Make sure the patient receives a STAT dose if admitted in the afternoon and is unlikely to 
receive the first dose until next day. 
 

• Check contraindications for the use of LMWH (history of HIT or allergy) 
 

• Be aware that heparins are of animal origin and this may be of concern to some patients. For 
patients who have concerns about using animal products, consider offering synthetic 
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alternatives (Fondaparinux) based on clinical judgement and after discussing their suitability, 
advantages and disadvantages with the patient. 

 

7.2.4 Choosing the right Pharmacological prophylaxis dosage: 
 
Low Molecular Weight Heparin 
 

• It is the most common method of pharmacological prophylaxis and patient should always be 
considered for this option unless contraindicated. 
 

• Currently the Trust uses Enoxaparin: Inhixa®. 
 

• Consider patient’s VTE risk factors to help you choose one of the options in Table 3:  
 

Table 3 
 

 
Level of VTE risk 

 
Prophylaxis intensity 

 

 
Standard risk: 

o On no regular anticoagulation 
o No previous VTE 
o No strong family history of VTE 

 

 
Low-dose Enoxaparin 

(Refer to table 4 for dosing) 

 
High risk: 

o Patient on regular anticoagulation and no 
VTE episode with the last 4 weeks (e.g. 
warfarin for AF or previous VTE) 

o Low risk Thrombophilia: (Heterozygous FV 
Leiden or F II mutation, Prot C, S 
deficiency) 

 
Intermediate-dose Enoxaparin 

1mg/kg/24 hrs. SC 
(dose suggested for patients of average 

weight and normal renal function) 

 
Very High risk: 

o Patients on warfarin and higher target INR 3-
4. 

o High risk thrombophilia: Homozygous FV 
Leiden or F II mutation, compound 
heterozygous FV/FII mutation, 
Antiphospholipid syndrome, Anti-thrombin III 
deficiency. 

 
 
 

Therapeutic-dose Enoxaparin 
1.5mg/kg/24 hrs. SC 

(dose suggested for patients of average 
weight and normal renal function) 

 
 

• For standard VTE risk patients with abnormal renal function and/or extreme body weight 
consider dose modification as shown in the table 4: 

 
 
 
 
 
Table 4 
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Low-dose sub-cutaneous Enoxaparin and Unfractionated Heparin dosing in renal impairment 
and at extremes of body weight 

*Anti-Xa monitoring should be considered in consultation with Haematology in patients weighing more 
than 190kg and where there are particular concerns about significant VTE and bleeding risk. 

 

• For high and very high VTE risk patients with renal impairment: consider Anti-Xa monitoring 
to guide on dosing. Discuss with Consultant Haematologist. 
 

• For high and very high VTE risk obese patients: 
 

o It is advisable to use 1mg/kg BD rather than once daily doses. 

o Consider Anti-Xa monitoring particularly in cases with BMI > 40 kg/m2 or BMI 30-39 
kg/m2 and LMWH prophylaxis for longer than 10 days. 

 

• Consider consulting Haematology whenever there is particular concern about dosing in patients 
with significant VTE and bleeding risk, patients with eGFR < 15 ml/min/1.73m2, as well as obese 
patients with a history of VTE. 

 

Unfractionated Heparin (UFH) 

• For dosing safety the Trust has agreed to use heparin sodium for IV infusions and heparin 
calcium for subcutaneous injections. 

• For standard VTE risk patients we suggest heparin calcium 5000 units every 12 hrs. SC. 

• For high VTE risk (e.g. cancer patients) heparin calcium 5000 units every 8 hrs. SC should be 
used. 

• For very high VTE risk patients consider therapeutic anticoagulation. Discussed with 
Consultant Haematologist. Refer to the separate guideline: IV Unfractionated heparin (UFH) 
infusion (adults) prescription and administration chart on the intranet. 

 

Fondaparinux 

• For standard VTE risk patients we suggest Fondaparinux 2.5 mg once daily by subcutaneous 
injection. Reduce dose to 1.5 mg daily if eGFR 20–50 mL/minute/1.73 m2. 

 

• For high or very high VTE risk patients we suggest: 

For Adult (body-weight up to 50 kg): 5 mg every 24 hrs. by subcutaneous injection. 

For Adult (body-weight 50–100 kg): 7.5 mg every 24 hrs. by subcutaneous injection. 

For Adult (body-weight 101 kg and above): 10 mg every 24 hrs. by subcutaneous injection. 

 <50kg 50-100kg 100-150kg >150kg* 

Mild or no renal impairment  
eGFR > 30mL/min/1.73m2 

Enoxaparin  
20mg OD 

Enoxaparin  

40mg OD 

Enoxaparin  
40mg BD 

Enoxaparin  
60mg BD 

Moderate renal impairment 
eGFR 15 - 30mL/min/1.73m2  

Enoxaparin  
20mg OD 

Enoxaparin  
20mg OD 

Enoxaparin  
40mg OD 

Enoxaparin  
60mg OD 

Severe renal impairment  

eGFR < 15mL/min/1.73m2 

UFH  
5000 Units BD 

UFH  
5000 Units BD 

UFH  
5000 Units BD 

UFH  
5000 Units BD 
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Use with caution if eGFR 30–50 mL/minute/1.73 m2, avoid if eGFR less than 30 mL/minute/1.73 m2. 

 

• Fondaparinux has a longer half-life (17-20 hrs. with normal renal function and up to 72 hrs. 
when creatinine clearance less than 30ml/min) compared to enoxaparin (4.5 hrs. with normal 
renal function). 

• Consider longer interruption before procedures. 

• There is no specific antidote for Fondaparinux. Recombinant Factor VIIa should be considered 
for critical bleeding. Discuss with on-call Haematologist. 

DOACs 

• Patients already on DOACs do not need parenteral VTE prophylaxis (e.g. enoxaparin). 

• Renal and liver function as well as weight and potential drug-drug interactions must be taken 
into account when selecting agents and doses. 

• Renal function is important with DOACs but especially with dabigatran. 

• Always check for drug-drug interactions. Inducers or inhibitors of P-glycoprotein and CYP3A4 
can interact with DOACs (e.g. Carbamazepine, Clarithromycin, Dronedarone, Itraconazole, 
Ketoconazole, Phenytoin, Rifampicin, Ritonavir and St. John’s wort) 

• Refer to Special Situations for indication and dosing. 

7.2.5 Monitoring of pharmacological prophylaxis 
 

• Always assess patients on anticoagulants for signs of bleeding. 
 

• If the patient is on LMWH or Unfractionated Heparin: 
 

o Check baseline platelet count before the initiation of therapy, and then once again 
between days 5-10 of treatment. If platelets fall by more than 30% of baseline HIT should 
be suspected and the case discuss with Consultant Haematologist. 
 

o Hyperkalaemia can occur as a result of inhibition of aldosterone secretion by heparins. 
Patients with diabetes mellitus, chronic renal failure, acidosis, raised plasma potassium 
or those taking potassium sparing drugs seem to be more susceptible. The risk of 
hyperkalaemia appears to increase with duration of therapy. Plasma-potassium should 
be measured in patients at risk before starting therapy and monitored regularly 
thereafter, particularly if treatment is prolonged beyond about 7 days. 

 

• If measuring Anti-factor Xa levels is indicated: 
 

o Wait until the patient has received at least two doses of LMWH before collecting blood 
for anti-factor Xa monitoring. 
 

o Blood should be collected four hours after a subcutaneous dose for a peak level. 
 

o Use blue top (citrate) blood collection tubes 
 

o Arrange for levels during normal haematology laboratory hours (e.g. for a patient 
receiving doses at 0800 hours and 2000 hours, arrange a level for 1200 hours rather 
than 2400 hours) 
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o Therapeutic ranges of anti-factor Xa monitoring for Enoxaparin are: 
 

o 0.5 to 1 units/mL peak level for 1 mg/kg twice daily dosing. Target 0.75 units/mL 
 
o 1 to 2 units/mL peak level for 1.5 mg/kg once daily dosing in patients with normal renal 

function. Target 1.5 units/mL. (not recommended for inpatients or high risk patients) 
 
o Dosing adjustments are based on the following equation: 

 
New dose (mg) = [current dose (mg) × target level] 

current peak level 
 

7.2.6 Prescribing Mechanical VTE prophylaxis on EPMA 
 

• Base the choice of mechanical VTE prophylaxis on individual patient factors including clinical 
condition, surgical procedure and patient preference. Choose any one of: 
 

o Anti-embolism stockings (thigh or knee length) 
o Foot impulse devices 
o Intermittent pneumatic compression devices 
o Geko device (not available on Isle of Wight NHS trust) 

 

• AES should be prescribed on EPMA. 
 

• All patients on wards who are risk assessed as requiring mechanical VTE prophylaxis should 
be offered AES as first line unless contraindicated. 

 

• All patients should be offered intermittent pneumatic compression during the intra-operative 
period unless contraindicated and continue for as long as tolerated. 
 

• For patients who are admitted for stroke refer to Special situations: Acute Stroke patients. 
 
 
 

 
Anti-embolism Stockings (AES) 
 

• Do NOT offer anti-embolism stockings to patients with: 
 

- suspected or proven peripheral arterial disease 
- peripheral arterial bypass grafting 
- peripheral neuropathy or other causes of sensory impairment 
- local condition in which stockings may cause damage, such as fragile ‘tissue paper’ skin, 

dermatitis, gangrene or recent skin graft 
- known allergy to material of manufacture 
- cardiac failure 
- severe leg oedema or pulmonary oedema from congestive heart failure 
- unusual leg size or shape 
- major limb deformity preventing correct fit 

 

• AES should be prescribed on EPMA. 
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• Use caution and clinical judgement when applying anti-embolism stockings over venous ulcers 
or wounds. 

 

• Measure legs and use correct stocking size. Staff who fit stockings should be trained in their 
use and should show patients how to use them. 

 

• If oedema or post-operative swelling develops, ensure legs are re-measured and stockings 
refitted. 

 

• If arterial disease suspected, seek expert opinion before fitting stockings. 
 

• Use anti-embolism stockings that provide graduated compression and produce a calf pressure 
of 14–15 mmHg. (This relates to a pressure of 14–18 mmHg at the ankle and is in line with 
British Standards). 

 

• Encourage patients to wear the stockings day and night from admission until they no longer 
have significantly reduced mobility. 

 

• Remove stockings daily for hygiene purposes and to inspect skin condition. If patient has 
significant reduction in mobility, poor skin integrity or sensory loss, inspect skin two or three 
times per day, particularly over heels and bony prominences. 

 

• Discontinue use of stockings if there is marking, blistering or discolouration of skin, particularly 
over heels and bony prominences, or if patient has pain or discomfort. If suitable, offer 
intermittent pneumatic compression or foot impulse devices as alternative. 

 

• Show patients how to use anti-embolism stockings correctly and ensure they understand that 
this will reduce the risk of developing VTE. 

 

• Monitor use of anti-embolism stockings and offer assistance if they are not being worn correctly. 
 

 
Foot impulse and intermittent pneumatic compression devices (IPC) 

 

• Adherence with IPC often is less than optimal and, therefore, should be monitored actively. 
 

• Encourage patients on the ward who have these devices to use them for as much of the time 
as possible and practical, both when in bed and when sitting in a chair. 

 

• Efforts should be made to achieve at least 18 hours of use daily. 
 

• Contraindications: 
 
- Known acute DVT or PE and  
- as for AES above. 

7.2.7 Monitoring of Mechanical prophylaxis 
 

• Show patients how to use anti-embolism stockings correctly and ensure they understand that 
this will reduce their risk of developing VTE. 
 

• Monitor the use of anti-embolism stockings and offer assistance if they are not being worn 
correctly. 
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• Regular review is required to assess appropriateness and be able to identify any adverse effects 
resulting from VTE prophylaxis at an early stage. 
 
 

7.3 REASSESSEMENT: mobility, VTE and Bleeding risk. 
 

• Reassess all medical, surgical and trauma patients for risk of VTE and bleeding at the point of 
consultant review or if their clinical condition changes, to: 
 

o ensure that the methods of VTE prophylaxis being used are suitable 
 

o ensure that VTE prophylaxis is being used correctly 
 

o identify adverse events resulting from VTE prophylaxis. 
 

• Reassessment should be documented on EPMA. 

7.4 PLANNING FOR DISCHARGE: 
 

• Assess whether the patient is candidate for Extended VTE Prophylaxis (Refer to special 
situations) 
 

• Consider offering pharmacological VTE prophylaxis for a minimum of 7 days to acutely ill 
medical patients whose risk of VTE outweighs their risk of bleeding even if the patient is 
discharged before this period. NICE recommendation. Controversially, most Trusts in the UK 
are not following this recommendation at the moment due to cost and logistic implications. 
 

• As part of the discharge plan, offer patients and/or their families or carers verbal and written 
(Discharge PILs, Appendix 7) information on: 
 

o the signs and symptoms of DVT and PE 
 

o the correct and recommended duration of use of VTE prophylaxis at home (if discharged 
with prophylaxis) 

 
o the importance of using VTE prophylaxis correctly and continuing treatment for the 

recommended duration (if discharged with prophylaxis) 
 

o the signs and symptoms of adverse events related to VTE prophylaxis (if discharged 
with prophylaxis) 

 
o the importance of seeking help and who to contact if they have any problems using the 

prophylaxis (if discharged with prophylaxis) 
 

o the importance of seeking medical help and who to contact if deep vein thrombosis, 
pulmonary embolism or other adverse events are suspected. 

 

• Ensure that patients who are discharged with anti-embolism stockings: 
 

o understand the benefits of wearing them 
 

o understand the need for daily hygiene removal 
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o are able to remove and replace them, or have someone available who will be able to do 
this for them 

 
o know what to look for, such as skin marking, blistering or discolouration, particularly over 

the heels and bony prominences 
 

o know who to contact if there is a problem. 
 

• Ensure that patients who are discharged with pharmacological and/or mechanical VTE 
prophylaxis are able to use it correctly, or have arrangements made for someone to be available 
who will be able to help them. 
 

Notify the patient's GP if the patient has been discharged with pharmacological and/or mechanical 
VTE prophylaxis to be used at home.  

8 SPECIAL SITUATIONS: 

8.1 Acutely ill medical patients 
 

• We defined acutely ill medical patients as patients hospitalized for a medical illness. Critically ill 
patients were defined as suffering from an immediately life-threatening condition requiring 
hospitalization in an intensive or critical care unit. Chronically ill medical patients were defined 
as those with medical conditions who may be cared for in long-term care facilities. 
 

• Fatal PE is the leading cause of sudden death in hospitalized medical patients. A study 
estimated that in the absence of appropriate VTE prophylaxis, one of 20 hospitalised medical 
patients may suffer a fatal PE. Forty-five percent of VTE cases will have a post discharge event. 
 

• The Padua Prediction Score risk assessment model may help identify medical patients at high 
risk of VTE and optimize the preventive strategies. Table 5. 
 

Table 5 
 

Padua Prediction Score (high risk of VTE: 4 or greater).           Score 
01. Active cancer*           3 
02. Previous VTE (with the exclusion of superficial vein thrombosis)    3 
03. Reduced mobility°          3 
04. Known thrombophilias ^          3 
05. Recent (<1 month) trauma and/or surgery       2 
06. Elderly age (>70 years)          1 
07. Heart and/or respiratory failure         1 
08. Acute myocardial infarction or ischemic stroke       1 
09. Acute infection and/or rheumatologic disorder       1 
10. Obesity (BMI >30)          1 
11. Ongoing hormonal treatment         1 
 
 
*Patients with local or distant metastases and/or in whom chemotherapy or radiotherapy had been 
performed in the previous six months 
° bedrest with bathroom privileges (either due to patients limitations or on physicians order) for at least 
three days 
^ Defects of Antithrombin, protein C or S, Factor V Leiden, Factor II mutation, antiphospholipid 
syndrome. 
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• IMPROVE score provides VTE as well as an externally validated bleeding risk model for 
medical patients and can help the decision making process of VTE prophylaxis. 
https://www.outcomes-umassmed.org/IMPROVE/risk_score/index.html 

 

• Current recommended options for acutely ill medical patients prophylaxis with UFH 5000 units 
BD or TDS (Level of evidence: high) or LMWH (enoxaparin 40 mg OD) (Level of evidence: high) 
for 6-14 days. Single daily doses of 2.5 mg of fondaparinux is an alternative (level of evidence: 
high). 
 

• Consider offering pharmacological VTE prophylaxis for a minimum of 7 days to acutely ill 
medical patients whose risk of VTE outweighs their risk of bleeding even if the patient is 
discharged before this period. NICE recommendation NG89, 2019. Controversially, most Trusts 
in the UK are not following this recommendation at the moment due to cost and logistic 
implications. 
 

• In this regard, the American Society Haematology guideline 2018 recommends only inpatient 
over inpatient plus extended-duration outpatient VTE prophylaxis. 
 

8.2 Patients with renal impairment 
 

• If using pharmacological VTE prophylaxis for people with renal impairment, choose either 
LMWH or unfractionated heparin (UFH). 
 

• If needed, reduce the dose of LMWH and UFH for people with renal impairment. (Refer to 
Choosing the right Pharmacological prophylaxis dosage in this policy). 

 

8.3 Acute Stroke patients 
 

• Do not offer anti-embolism stockings for VTE prophylaxis to people who are admitted for acute 
stroke. 
 

• Consider intermittent pneumatic compression for VTE prophylaxis for people who are immobile 
and admitted with acute stroke. If using, start it within 3 days of acute stroke. 
 

• GEKO device is not available for the Isle of Wight NHS Trust at the moment. 
 

• Explain to the person admitted with acute stroke and their family members or carers (as 
appropriate) that intermittent pneumatic compression: 

 
o reduces the risk of DVT and may increase their chances of survival. 

 
o will not help them recover from stroke, and there may be an associated increased risk 

of surviving with severe disability. 
 

• When using intermittent pneumatic compression for people who are admitted with acute stroke, 
provide it for 30 days or until the person is mobile or discharged, whichever is sooner. 
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• In patients with suspected or proven haemorrhagic stroke and in those with ischemic stroke in 
whom the risks of prophylactic anticoagulant therapy are perceived to outweigh the benefits, 
IPC is recommended (level of evidence: moderate). 
 

• The optimal time at which to start/restart anticoagulation after a stroke should take into account 
the individual patient's risk factors for haemorrhagic transformation of the acute brain infarct, 
such as infarct size. 
 

• Some authors advocate as a rule of thumb: 1–3–6–12 day rule, with reinstitution of 
anticoagulation in patients with: 
 

o transient ischemic attack (TIA) after one-day 
o small, non-disabling infarct after three-days 
o moderate stroke after six-days 
o large infarcts involving large parts of the arterial territory should not be treated before 

two (or even three) weeks. 

8.4 Psychiatric illness 
 

• VTE has an incidence of between 2 and 12% among psychiatric in-patients. While psychiatric 
in-patients are often more mobile than those in acute hospital wards, there is evidence of 
psychiatry-specific risk factors. Case reports have linked VTE with both antipsychotic drugs and 
physical restraint. 
 

• Consider pharmacological VTE prophylaxis with LMWH for people admitted to an acute 
psychiatric ward whose risk of VTE outweighs their risk of bleeding. 
 

• Consider pharmacological VTE prophylaxis with fondaparinux sodium if LMWH is 
contraindicated for people admitted to an acute psychiatric ward whose risk of VTE outweighs 
their risk of bleeding. 
 

• Continue pharmacological VTE prophylaxis for people admitted to an acute psychiatric ward 
until the person is no longer at increased risk of VTE. 

 
 
 
 

8.5 Interventions when using anaesthesia 
 

• Consider regional anaesthesia for individual patients, in addition to other methods of VTE 
prophylaxis, as it carries a lower risk of VTE than general anaesthesia. Take into account the 
person's preferences, their suitability for regional anaesthesia and any other planned method of 
VTE prophylaxis. 
 

• Do not routinely offer pharmacological or mechanical VTE prophylaxis to people undergoing a 
surgical procedure with local anaesthesia by local infiltration with no limitation of mobility. 
 

• If regional anaesthesia is used, plan the timing of pharmacological VTE prophylaxis to minimise 
the risk of epidural haematoma. 
 

8.6 Epidural/Spinal Anaesthesia 
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LMWH: 

• The first prophylactic LMWH dose should be administered no sooner than 4 hours after 
needle/catheter placement. 
 

• In patients receiving preoperative prophylactic LMWH doses, neuraxial puncture/catheter 
manipulation or removal should not occur within the first 12 hours after LMWH administration. 
 

• Subsequent LMWH administration may occur no earlier than 4 hour after catheter removal. 
 

• In patients receiving preoperative therapeutic LMWH doses, neuraxial block/catheter removal 
or manipulation should not occur within 24 hours after heparin administration. 
 

• Consider longer times if renal impairment. Discuss with consultant Haematologist. 
 
Fondaparinux: 

• Fondaparinux has a longer half-life (17-20 hrs with normal renal function and up to 72 hrs 
when creatinine clearance less than 30ml/min) compare to enoxaparin (4.5 hrs with normal 
renal function). 

 

• Consider longer interruption before procedures. 
 

UFH: 

• The first prophylactic UFH dose should be administered no sooner than 1 hr after 
needle/catheter placement. 
 

• In patients receiving preoperative prophylactic low-dose UFH, neuraxial puncture/catheter 
manipulation or removal should not occur within the first 4-6 hrs after UFH administration. 
 

• Subsequent UFH administration may occur no earlier than 1 hr after catheter removal. 
 

• In patients receiving preoperative therapeutic UFH (>15,000 units/24 hrs), neuraxial 
block/catheter removal or manipulation should not occur within 12 hrs after UFH administration. 
 
 
 
 
 

8.7 Orthopaedic Surgery and Trauma patients 
 

• The literature is confusing regarding the incidence and significance of VTE in orthopaedic 
patients. Modern orthopaedic, anaesthetic and rehabilitation techniques are important to 
minimize the risk of VTE. After lower limb joint replacement the incidence of symptomatic PE is 
approximately 1% and the incidence of fatal PE is approximately 0.1%. 
 
 

• Generally speaking regard surgical patients and patients with trauma as being at increased 
risk of VTE if they meet one of the following criteria: 
 

o surgical procedure with a total anaesthetic and surgical time of more than 90 minutes, 
or 60 minutes if the surgery involves the pelvis or lower limb 

 
o acute surgical admission with inflammatory or intra-abdominal condition 

 
o expected significant reduction in mobility 
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o one or more of the risk factors for VTE (Table 1) 

 
 

• Surgery Related VTE Risk Factors and need for pharmacological VTE prophylaxis (Table 6) 
 

Table 6 
 

 
         Indicated 

Relative Indication (Decision to give VTE 
prophylaxis at surgeon’s discretion and 
requires documentation) 

• Primary / revision hip/knee 
replacement 

• Fractured neck of femur 

• Proximal humerus fracture 

• Spine fractures 

• Lower limb fractures requiring plaster 
/ surgery  

• Total shoulder / reverse shoulder 
arthroplasty 

• Ankle, midfoot, hindfoot surgery 

• Orthopaedic treatment involving 
significant impairment to mobility (>3 
days requiring assistance to transfer 
and toilet) 

• Skeletal traction for long bone 
fractures 

• Polytrauma with impaired mobility 

• Pelvic fractures with impaired mobility 

 
 

• Elective surgery in patients taking Combined Hormonal Contraceptives (CHCs): consideration 
of the surgery planned and the increased risk of VTE should be assessed. If surgery is 
undertaken, patients should be covered with peri-operative pharmacological prophylaxis (single 
dose or until fully mobile). 
 

• Regard all patients at risk of bleeding if they have any of the risk factors listed on Table 2. 
 

• Surgical patients on pre-existing warfarin should be advised to stop their therapy prior to 
surgery. For guidance refer to Trust guideline: Management of anticoagulation for elective 
surgery patients. 
 

• If the patient is already on clopidogrel (elective procedures only) 
 
 

 

VTE prophylaxis 
prescribed 

Clopidogrel Management 
Monotherapy Dual-antiplatelet regime 

(With aspirin) For stent Non-stent 

Enoxaparin Continue Withhold until 
Enoxaparin 

course 
completed 

 
Continue as per pre-op. No 
dose adjustments for aspirin 

necessary 

Aspirin Continue Continue 

 
 

• Patients on clopidogrel for non-cardiac stent related reasons: 
 

o withhold clopidogrel until LMWH course is completed. 
 

o For Trauma patients – withhold clopidogrel for 5 days post-op. 
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• Aspirin need not be stopped unless surgeon feels benefits of stopping outweigh the risks of 
continuing. Refer to Peri-operative Drug Management guidelines. 
 

• If there is concern regarding excessive wound oozing LMWH can be withheld temporarily. The 
clinician should reassess within 48-72 hours and decide whether it can be restarted or not. This 
decision should be clearly documented in the patient’s records/ letter. 
 

• Any reason for not prescribing pharmacological VTE prophylaxis must be documented in the 
notes. 

 

• All patients are to be mobilised as soon as possible within the constraints of the procedure 
undertaken. 

 

• Do not allow patients to become dehydrated. 
 

• Inform all patients that immobility associated with continuous travel of more than 3 hours in the 
4 weeks before or after surgery may increase the risk of VTE. 
 

• All patients should be given verbal and written information on the risks of VTE and the 
effectiveness of prophylaxis. (PILs Admission Appendix 6) 
 

• Pharmacological VTE prophylaxis: 
 

o For Trauma patients Enoxaparin 20mg nocte commencing night of admission and 
continuing until post-operation, at that point increasing to 40mg nocte until discharge. 

o For Trauma patient’s last enoxaparin dose before surgery should NOT be prescribed 
after 10 pm. 
 

o For post-surgical doses in patient with renal impairment follow recommendations on 
Table 4 of this policy. 
 

o If admitted on aspirin and/or clopidogrel, consider mechanical pneumatic compression 
device and consider postponing commencement of enoxaparin until post-operation. 

 
o If aspirin is prescribed this is to start the MORNING after surgery. 

 
o Low dose aspirin should be used first-line for chemoprophylaxis for knee replacements 

UNLESS: 
▪ Contraindicated (Refer to Table 7) 
▪ Previous history of VTE, or active cancer 
▪ Previous DVT/PE but are no longer on anticoagulation 
▪ Previous DVT/PE while on prophylaxis 
▪ Other clotting complications 

 
o If aspirin is contraindicated in a patient for Total Knee Replacement – use dabigatran for 

14 days with below knee Class 1 graduated compression stockings until discharge 
 

o Consider LMWH for patients not suitable for aspirin. 
 

o If a patient is already on low dose aspirin they should continue as per pre-admission. 
 

o No dose adjustments are necessary for chemoprophylaxis or if they are receiving 
Enoxaparin. 
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Table 7  
 
Contraindications for Aspirin 
 

DO NOT give aspirin to the following patients: 

• Proven true hypersensitivity to aspirin or salicylates. These symptoms include 
bronchospasm, urticaria, angioedema, and vasomotor rhinitis. These can occur in 
isolation or in combination and can lead to severe or life-threatening reactions. 

• Active pathological bleeding, such as peptic ulcer or intracranial haemorrhage 

• People with suspected stroke, until intracranial haemorrhage has been excluded by 
brain imaging 

• People with haemophilia or another haemorrhagic disorder (including 
thrombocytopenia). 

• Patients already on warfarin or DOAC e.g. apixaban, rivaroxaban. No alternative 
pharmacological VTE prophylaxis is required for these patients; this should be 
managed as per Warfarin and other anticoagulants: Managing Patients 
undergoing Endoscopy or Surgical Procedure guideline. 

 

Consider co-prescribing lansoprazole 15mg daily for the following group of patients if 
not already on a PPI: 

• History of gastroduodenal ulcer, gastric bleed or gastroduodenal perforation 
 
Exercise CAUTION when prescribing aspirin for the following group of patients: 

• Asthma – use LMWH if aspirin causes bronchospasm 

• Uncontrolled hypertension  

 

• Mechanical VTE prophylaxis: 
 

o All Trauma admissions have to either have mechanical pneumatic compression or 
compression stockings prescribed. 
 

o Below knee class 1 graduated compression stockings – only for patients undergoing 
total hip/knee replacement where aspirin use is contraindicated. 
 

o Patients should be encouraged to wear them until fully mobile or 28 days. Early 
mobilisation within constraints of surgical procedure. 

 

• If patient is in a cast, continue VTE prophylaxis until the cast is removed or patient is weight-
bearing, whichever is earlier. 
 

• On discharge, all patients should be given information (verbal and written) on the signs and 
symptoms of DVT and PE, the correct use of prophylaxis at home if required and the 
implications of not using prophylaxis correctly. (PILs Discharge Appendix 7) 
 
 

• Extended VTE prophylaxis: 
 

o If patients are still in hospital beyond the required number of treatment days they 
should have their thrombotic risk reassessed and be prescribed VTE prophylaxis. 
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1 Refer to Appendix 5 for further clarification on the use of Dabigatran for THR and TKR. 

 

• All patients requiring prophylaxis post-discharge must be given training on the correct use of 
the prophylaxis supplied. 

 

• Patients should be encouraged to self-administer Enoxaparin injections at home when 
possible. 
 

• They may benefit from the opportunity to self-administer under supervision on a couple of 
occasions prior to discharge. If a relative/carer will be helping with the administration, they 
should be given training prior to the patients discharge. 
 

• Patients should be supplied with a small sharps bin for safe disposal of the syringes if they are 
self-administering. These can be obtained via supplies. A 1 litre box should be more than 
sufficient. At the end of the course, the boxes should be returned to the GP or community 
pharmacy, as advised at discharge, for safe disposal. 
 

• Where patients are unable or are unhappy to self-administer, arrangements must be made prior 
to discharge for the District Nursing Service to administer enoxaparin. The District Nursing 
Service may also provide ongoing instruction on self-administration. 
 

• For convenience, at home doses may be administered within 2 hours of the 1700 hour window, 
e.g. at 1500 hours. 
 

• Patients must be given a leaflet detailing the dose and duration of the enoxaparin course 
(Discharge PIL, Appendix 7). 
 

• Patients should be supplied with “over labelled‟ packs on discharge with sufficient syringes to 
complete the course. 

 
 
 
 
 
 

Elective Surgery Duration 

Total hip replacement (including revisions)1 Dabigatran for 28 days 

Total knee replacement (including revisions)1 Aspirin 75mg daily for 14 days 

Total shoulder arthroplasty / Reverse shoulder 
arthroplasty 

2-5 days Enoxaparin 
(depending on mobility) 

Midfoot surgery in plaster or boot - 
mobility NOT restored 

Enoxaparin until mobility is 
restored 

Ankle, midfoot soft tissue surgery - mobility NOT 
restored 

Enoxaparin until mobility is 
restored 

Trauma (Fracture) Duration 

Neck of femur / pelvis 4 weeks Enoxaparin 

Femoral shaft / distal femur 2 weeks Enoxaparin 

Proximal tibia / tibial shaft 2 weeks Enoxaparin 

Ankle and hindfoot 6 weeks Enoxaparin 

Proximal humerus 2-5 days Enoxaparin 
(depending on mobility) 
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Fragility fractures of the pelvis, hip and proximal femur (NICE recommendation) 
 

• Advise patients to consider stopping oestrogen-containing oral contraceptives or hormone 
replacement therapy 4 weeks before elective surgery. If stopped, provide advice on alternative 
contraceptive methods. 
 

• Assess the risks and benefits of stopping pre-existing established antiplatelet therapy 1 week 
before surgery. Consider involving the multidisciplinary team in the assessment. 
 

• Offer VTE prophylaxis for a month to people with fragility fractures of the pelvis, hip or proximal 
femur if the risk of VTE outweighs the risk of bleeding. Choose either: 
 

o LMWH starting 6–12 hours after surgery or 
 

o fondaparinux sodium starting 6 hours after surgery, providing there is low risk of 
bleeding. 

 

• Consider pre-operative VTE prophylaxis for people with fragility fractures of the pelvis, hip or 
proximal femur if surgery is delayed beyond the day after admission. Give the last dose no less 
than 12 hours before surgery for LMWH or 24 hours before surgery for fondaparinux sodium. 
 

• Consider intermittent pneumatic compression for people with fragility fractures of the pelvis, hip 
or proximal femur at the time of admission if pharmacological prophylaxis is contraindicated. 
Continue until the person no longer has significantly reduced mobility relative to their normal or 
anticipated mobility. 

 
 
Lower limb plaster casts (NICE recommendation) 
 

• Consider pharmacological VTE prophylaxis with LMWH or fondaparinux sodium for people with 
lower limb immobilisation whose risk of VTE outweighs their risk of bleeding. 
 

• Consider UFH for patients with severe renal impairment or established renal failure until lower 
limb plaster cast removal. 

• IOW protocol: consider rivaroxaban if not patient is not suitable for parenteral VTE prophylaxis 
(e.g. enoxaparin). Refer to protocol on the intranet. 

 

• Consider stopping prophylaxis if lower limb immobilisation continues beyond 42 days. 
 
 
 

 
Elective hip replacement (NICE recommendation) 
 

• Offer VTE prophylaxis to people undergoing elective hip replacement surgery whose risk of VTE 
outweighs their risk of bleeding. Choose any one of: 
 

o LMWH for 10 days followed by aspirin (75 or 150 mg) for a further 28 days. 
 

o LMWH for 28 days combined with anti-embolism stockings (until discharge). 
 

o Rivaroxaban 
 

• Consider one of the following if none of the previous options can be used: 
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o Apixaban 

 
o Dabigatran etexilate 

 

• Consider anti-embolism stockings until discharge from hospital if pharmacological interventions 
are contraindicated in people undergoing elective hip replacement surgery. 

 
 
Elective knee replacement (NICE recommendation) 
 

• Offer VTE prophylaxis to people undergoing elective knee replacement surgery whose VTE risk 
outweighs their risk of bleeding. Choose any one of: 

 
o Aspirin (75 or 150 mg) for 14 days. 

 
o LMWH for 14 days combined with anti-embolism stockings until discharge. 

 
o Rivaroxaban 

 

• Consider one of the following if none of the previous options can be used: 
o Apixaban 
 
o Dabigatran etexilate 

 

• Consider intermittent pneumatic compression if pharmacological prophylaxis is contraindicated 
in people undergoing elective knee replacement surgery. Continue until the person is mobile. 

 
Non-arthroplasty orthopaedic knee surgery (NICE recommendation) 
 

• Be aware that VTE prophylaxis is generally not needed for people undergoing arthroscopic knee 
surgery where: total anaesthesia time is less than 90minutes and the person is at low risk of 
VTE.  

 

• Consider LMWH 6–12 hours after surgery for 14 days for people undergoing arthroscopic knee 
surgery if: 

 
o total anaesthesia time is more than 90minutes or 

 
o the person's risk of VTE outweighs their risk of bleeding. 

 

• Consider VTE prophylaxis for people undergoing other knee surgery (for example, osteotomy 
or fracture surgery) whose risk of VTE outweighs their risk of bleeding. 
 
 

Foot and ankle orthopaedic surgery (NICE recommendation) 
 

• Consider pharmacological VTE prophylaxis for people undergoing foot or ankle surgery: 
 

o that requires immobilisation (for example, arthrodesis or arthroplasty); consider stopping 
prophylaxis if immobilisation continues beyond 42 days or 
 

o when total anaesthesia time is more than 90minutes or 
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o the person's risk of VTE outweighs their risk of bleeding. 
 
 
Upper limb orthopaedic surgery (NICE recommendation) 
 

• Be aware that VTE prophylaxis is generally not needed if giving local or regional anaesthetic for 
upper limb surgery. 

 

• Consider VTE prophylaxis for people undergoing upper limb surgery if the person's total time 
under general anaesthetic is over 90 minutes or where their operation is likely to make it difficult 
for them to mobilise. 

 
 
Elective spinal surgery (NICE recommendation) 
 

• Offer mechanical VTE prophylaxis on admission to people undergoing elective spinal surgery. 
Choose either: 

o anti-embolism stockings or 
 
o intermittent pneumatic compression. 

 

• Continue for 30 days or until the person is mobile or discharged, whichever is sooner. 
 

• Consider adding pharmacological VTE prophylaxis with LMWH for people undergoing elective 
spinal surgery whose risk of VTE outweighs their risk of bleeding, taking into account individual 
patient and surgical factors (major or complex surgery) and according to clinical judgement. 
 

• If using LMWH for people undergoing elective spinal surgery, start giving it 24–48 hours 
postoperatively according to clinical judgement, taking into account patient characteristics and 
surgical procedure. Continue for 30 days or until the person is mobile or discharged, whichever 
is sooner. 
 

• If needed, start LMWH earlier than 24 hours after the operation for people undergoing elective 
spinal surgery. Base the decision on multidisciplinary or senior opinion, or a locally agreed 
protocol. 

 
 
Cranial surgery (NICE recommendation) 
 

• Consider mechanical VTE prophylaxis for people undergoing cranial surgery. 
 

• If using mechanical VTE prophylaxis for people undergoing cranial surgery, start it on 
admission. Choose either: 

 

• anti-embolism stockings or 
 

• intermittent pneumatic compression. 
 

• Continue for 30 days or until the person is mobile or discharged, whichever is sooner. 
 

• Consider adding pre-operative pharmacological VTE prophylaxis with LMWH. Give the last 
dose no less than 24 hours before surgery for people undergoing cranial surgery whose risk of 
VTE outweighs their risk of bleeding. 
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• Consider adding pharmacological VTE prophylaxis with LMWH, starting 24–48 hours after 
surgery for people undergoing cranial surgery whose risk of VTE outweighs their risk of 
bleeding. Continue for a minimum of 7 days. 
 

• If needed, start LMWH earlier than 24 hours after the operation for people undergoing cranial 
surgery. Base the decision on multidisciplinary or senior opinion, or a locally agreed protocol. 
 

• Do not offer pharmacological VTE prophylaxis to people with ruptured cranial vascular 
malformations (for example, brain aneurysms) or a person with intracranial haemorrhage 
(spontaneous or traumatic) until the lesion has been secured or the condition has stabilised. 

 
 
Major trauma (NICE recommendation) 
 

• Offer mechanical VTE prophylaxis with intermittent pneumatic compression on admission to 
people with serious or major trauma. Continue until the person no longer has significantly 
reduced mobility relative to their normal or anticipated mobility. 
 

• Reassess risk of VTE and bleeding in people with serious or major trauma whenever their 
clinical condition changes and at least daily. 

 

• Consider pharmacological VTE prophylaxis for people with serious or major trauma as soon as 
possible after the risk assessment when the risk of VTE outweighs the risk of bleeding. Continue 
for a minimum of 7 days. 

 
 
Spinal injury (NICE recommendation) 
 

• Offer combined VTE prophylaxis with mechanical and pharmacological methods to patients with 
spinal injury. Regularly reassess the patient's risks of VTE and bleeding. 
 

• Consider mechanical VTE prophylaxis on admission for people with spinal injury. Choose either: 
o anti-embolism stockings (only in a specialist spinal injury unit and after multidisciplinary 

team discussion) or 
 

o intermittent pneumatic compression 
 

• Reassess risk of bleeding 24 hours after initial admission in people with spinal injury. 
 

• Consider adding pharmacological VTE prophylaxis with LMWH 24 hours after initial admission 
for people with spinal injury who are not having surgery in the next 24–48 hours, if the benefit 
of reducing the risk of VTE outweighs the risk of bleeding. 
 

• Continue VTE prophylaxis in people with spinal injury for 30 days or until the person is mobile 
or discharged, whichever is sooner. 

 
 
 
 
8.8 Surgical patients 
 

• Patients who undergo general and vascular surgical procedures are at risk of developing VTE. 
In the absence of prophylaxis, the risk of silent DVT is 25% in general surgery, 19% in abdominal 
vascular surgery, and 15% in peripheral vascular reconstruction. 
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• Low-risk patients are those without risk factors undergoing minor surgery. The data are 
insufficient to make any recommendations. It is common practice to use AES in addition to early 
ambulation and adequate hydration (level of evidence: low). 
 

• Moderate-risk patients are those over the age of 40 years undergoing major surgery for benign 
disease in the absence of additional risk factors. The use of LMWH (initiated and dosed 
according to labelling) or UFH is recommended (level of evidence: high). However, LMWH is 
the preferred option because it is administered as one injection daily and is associated with a 
lower incidence of HIT. An alternative method, especially in patients at risk for or with active 
bleeding, is AES with IPC used continuously until the patient is fully ambulant (level of evidence: 
high). LMWH may be added when the risk of bleeding is minimised. 
 

• High- risk patients are those over the age of 60 undergoing major surgery for benign disease 
or any patient with additional risk factors. LMWH or fondaparinux initiated and dosed according 
to labelling is recommended (level of evidence: high). In the absence of LMWH or fondaparinux, 
UFH 5000 units commenced preoperatively and continued twice or three times daily can be 
used (level of evidence: high). 
 

• Combined modalities. Pharmacological prophylaxis may be combined with mechanical methods 
(AES and/or IPC), particularly in the presence of multiple risk factors (level of evidence: high). 
The additive role of mechanical and pharmacological modalities suggests that venous stasis 
and hypercoagulopathy are independent pathogenetic risk factors. 
 

• Patients undergoing laparoscopic surgery who do not have any additional risk factors should 
receive AES (level of evidence: low). In the presence of additional risk factors they should 
receive UFH, LMWH, fondaparinux or IPC with AES (level of evidence: low). 
 

• Patients undergoing abdominal or pelvic major surgery for cancer and do not present 
contraindications to extended prophylaxis should receive LMWH up to one month after 
operation (level of evidence: high). 
 

• Patients undergoing bariatric surgical procedures should receive LMWH (higher dosage) alone 
or in combination with AES and IPC (level of evidence: moderate). 
 

• Patients undergoing major vascular procedures should receive LMWH or fondaparinux (level of 
evidence: low). In the absence of LMWH or fondaparinux, UFH 5000 units commenced 
preoperatively and continued twice or three times daily can be used (level of evidence: low). 
 

• High risk patients having plastic surgery should receive LMWH, fondaparinux starting 24 hrs 
after surgery or a combination of LMWH with IPC and GES (level of evidence: low). In the 
absence of LMWH or fondaparinux, UFH 5000 units commenced pre-operatively and continued 
twice or 3 times daily can be used (level of evidence: low). 
 

• Advise patients to consider stopping oestrogen-containing oral contraceptives or hormone 
replacement therapy 4 weeks before elective surgery. If stopped, provide advice on alternative 
contraceptive methods. 
 

• Assess the risks and benefits of stopping pre-existing established antiplatelet therapy 1 week 
before surgery. Consider involving the multidisciplinary team in the assessment. 
 

• For perioperative management of anticoagulation refer to separate Isle of Wight Trust guideline. 
 

o Management of anticoagulation for elective surgery patients. 
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o Alternatively discuss with Consultant Haematologist on-call. 

 
 

Abdominal surgery 
 

• Offer VTE prophylaxis to people undergoing abdominal (gastrointestinal, gynaecological, 
urological) surgery who are at increased risk of VTE. 

 

• Start mechanical VTE prophylaxis on admission for people undergoing abdominal surgery. 
Choose either: 

 
o anti-embolism stockings or 

 
o intermittent pneumatic compression. 

 

• Continue until the person no longer has significantly reduced mobility relative to their normal or 
anticipated mobility. 
 

• Add pharmacological VTE prophylaxis for a minimum of 7 days for people undergoing 
abdominal surgery whose risk of VTE outweighs their risk of bleeding, taking into account 
individual patient factors and according to clinical judgement. Choose either: 
 

o LMWH or 
 

o fondaparinux sodium 
 

• Consider extending pharmacological VTE prophylaxis to 28 days postoperatively for people who 
have had major cancer surgery in the abdomen. 

 
Bariatric surgery 
 

• Offer VTE prophylaxis to people undergoing bariatric surgery. 
 

• Start mechanical VTE prophylaxis on admission for people undergoing bariatric surgery. 
Choose either: 

 
o anti-embolism stockings or 

 
o intermittent pneumatic compression. 

 

• Continue until the person no longer has significantly reduced mobility relative to their normal or 
anticipated mobility. 
 

• Add pharmacological VTE prophylaxis for people undergoing bariatric surgery for a minimum of 
7 days for people whose risk of VTE outweighs their risk of bleeding. Choose either: 

 
o LMWH or 

 
o fondaparinux sodium 

 
 
Head and neck surgery 
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Oral and maxillofacial surgery 
 

• Consider pharmacological VTE prophylaxis with LMWH for a minimum of 7 days for people 
undergoing oral or maxillofacial surgery whose risk of VTE outweighs their risk of bleeding. 
 

• Consider mechanical VTE prophylaxis on admission for people undergoing oral or maxillofacial 
surgery who are at increased risk of VTE and high risk of bleeding. Choose either:  

 
o anti-embolism stockings or 

 
o intermittent pneumatic compression. 

 

• Continue until the person no longer has significantly reduced mobility relative to their normal or 
anticipated mobility. 

 
 
ENT surgery 
 

• Consider pharmacological VTE prophylaxis with LMWH for a minimum of 7 days for people 
undergoing ears, nose or throat (ENT) surgery whose risk of VTE outweighs their risk of 
bleeding. 
 

• Consider mechanical VTE prophylaxis on admission for people undergoing ENT surgery who 
are at increased risk of VTE and high risk of bleeding. Choose either: 
 

o anti-embolism stockings or 
 

o intermittent pneumatic compression. 
 

• Continue until the person no longer has significantly reduced mobility relative to their normal or 
anticipated mobility. 

 
 
Vascular surgery 
 
Lower limb amputation 

 

• Consider pharmacological VTE prophylaxis with LMWH for a minimum of 7 days for people who 
are undergoing lower limb amputation whose risk of VTE outweighs their risk of bleeding. 
 

• Consider mechanical VTE prophylaxis with intermittent pneumatic compression on the 
contralateral leg, on admission, for people who are undergoing lower limb amputation and if 
pharmacological prophylaxis is contraindicated. 
 

• For people undergoing lower limb amputation, continue mechanical VTE prophylaxis until the 
person no longer has significantly reduced mobility relative to their anticipated mobility. 
 

Varicose vein surgery 
 

• Be aware that VTE prophylaxis is generally not needed for people undergoing varicose vein 
surgery where: total anaesthesia time is less than 90minutes and the person is at low risk of 
VTE. 
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• Consider pharmacological VTE prophylaxis with LMWH, starting 6–12 hours after surgery and 
continuing for 7 days for people undergoing varicose vein surgery if: 

 
o total anaesthesia time is more than 90minutes or 

 
o the person's risk of VTE outweighs their risk of bleeding. 

 

• Consider mechanical VTE prophylaxis with anti-embolism stockings, on admission, for people 
undergoing varicose vein surgery: who are at increased risk of VTE and if pharmacological 
prophylaxis is contraindicated. 

 

• If using anti-embolism stockings for people undergoing varicose vein surgery, continue until the 
person no longer has significantly reduced mobility relative to their normal or anticipated 
mobility. 

 
8.9 Patients on palliative care 
 

• Consider pharmacological VTE prophylaxis for people who are having palliative care. Take into 
account temporary increases in thrombotic risk factors, risk of bleeding, likely life expectancy 
and the views of the person and their family members or carers (as appropriate): 
 

o Use LMWH as first-line treatment. 
o If LMWH is contraindicated, use fondaparinux sodium. 

 

• VTE prophylaxis should be used if the patient has potentially reversible acute pathology e.g. 
sepsis or a potentially temporary reduction in mobility. 
 

• Review VTE prophylaxis daily for people who are having palliative care, taking into account the 
views of the person, their family members or carers (as appropriate) and the multidisciplinary 
team. 

 

• It is not necessary to provide pharmacological or mechanical VTE prophylaxis to patients 
admitted for terminal care or those commenced on an end of life care pathway. 
 

• Do not use VTE prophylaxis where risk factors are part of an irreversible progression in the 
illness (e.g. becoming bedbound due to advancing illness) 
 

• In chronically ill medical patients, including nursing home patients, the ASH guideline 2018 
panel suggests not using VTE prophylaxis compared with using any VTE prophylaxis. 
 

 
8.10 Patients on intensive care unit (ICU) 
 

• The incidence of DVT in patients in ICU ranges from 25% to 32%. Most of these patients have 
several risk factors for VTE and approximately 5% develop DVT prior to admission to the ICU. 
 

• VTE and bleeding risk should be assessed on admission to the Intensive Care Unit (ICU) and 
VTE prophylaxis offered according to reason for admission, taking into account planned 
interventions and other therapies that may increase risk of complications. 
 

• The risks of VTE and bleeding for patients in ICU should be reassessed and documented 
daily. Decisions about VTE prophylaxis should be reviewed more frequently if the clinical 
condition is changing rapidly, taking into account the known views of the patient, family and/or 
carers and the multidisciplinary team. 
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• In critically ill medical patients, the ASH guideline 2018 panel recommends using UFH or LMWH 
and suggests using LMWH over UFH. For patients with renal impairment refer to Prescribing 
the right Pharmacological dosage in this policy. 
 

• Consider mechanical VTE prophylaxis for people admitted to the critical care unit if 
pharmacological prophylaxis is contraindicated based on their condition or procedure. 
 

• In acutely or critically ill medical patients who are receiving mechanical VTE prophylaxis, the 
ASH guideline 2018 panel suggests using pneumatic compression devices or graduated 
compression stockings for VTE prophylaxis. 

 

• If using mechanical VTE prophylaxis for people admitted to the critical care unit, start it on 
admission and continue until the person no longer has reduced mobility relative to their normal 
or anticipated mobility. 
 

• In acutely or critically ill medical patients, the ASH guideline 2018 panel suggests 
pharmacological or mechanical VTE prophylaxis alone over mechanical combined with 
pharmacological VTE prophylaxis. 

 

• For patients with contraindications to prophylaxis, surveillance with duplex scanning might be 
indicated (level of evidence: low). 
 

• Extended prophylaxis: in critically ill medical patients, the ASH guideline 2018 panel 
recommends inpatient only over inpatient plus extended-duration outpatient VTE prophylaxis. 
 

• Refer to 8.13 for recommendation on patients with COVID-19 infection. 
 
 
8.11 Cancer patients 
 

• Venous thromboembolism (VTE) is an important and potentially fatal complication in patients 
with cancer, who have a sevenfold increased risk of VTE compared with patients without 
malignancy. The highest rates reported were in patients with tumours of the bone (37.7 per 
1000), ovary (32.6 per 1000), brain (32.1 per 1000), and pancreas (22.7 per 1000). 
 

• Hospitalised patients who have active malignancy and acute medical illness or reduced 
mobility should be offered pharmacologic VTE prophylaxis in the absence of bleeding or other 
contraindications. 
 

• If pharmacological VTE prophylaxis indicated offer LMWH. If UFH, TDS dose should be used 
(5000 units every 8 hrs) (level of evidence: high). UFH 5,000 units every 12 hrs has also been 
used in moderate-risk cancer but appears to be less effective, particularly in oncologic surgery. 
 

• Routine pharmacologic VTE prophylaxis should not be offered to patients admitted for the sole 
purpose of minor procedures or chemotherapy infusion. 
 

• All patients with malignant disease undergoing major surgical intervention should be offered 
pharmacologic VTE prophylaxis with either unfractionated heparin (UFH) or LMWH unless 
contraindicated because of active bleeding, or high bleeding risk, or other contraindications. 
Prophylaxis should be commenced preoperatively. 

 

• Consider pharmacological VTE prophylaxis for people with myeloma who are receiving 
chemotherapy with thalidomide, pomalidomide or lenalidomide with steroids. Choose either: 
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o aspirin (75 or 150mg) or 

 
o LMWH 

 

• Consider pharmacological VTE prophylaxis with LMWH for people with pancreatic cancer who 
are receiving chemotherapy. Higher prophylactic doses were used for patients with pancreatic 
cancer: dalteparin 200 units/kg once daily for 4 weeks followed by a stepdown to 150 units/kg 
for a further 8 weeks in FRAGEM70 and enoxaparin 1 mg/kg once daily in CONKO-004. 
 

• If using therapeutic dose of Enoxaparin, twice-daily dosing may be more efficacious than once-
daily dosing based on post hoc data 

 

• Mechanical methods may be added to pharmacologic VTE prophylaxis but should not be used 
as monotherapy for VTE prevention unless pharmacologic methods are contraindicated 
because of active bleeding or high bleeding risk. 
 

• A combined regimen of pharmacologic and mechanical prophylaxis may improve efficacy, 
especially in the highest-risk patients. 
 

• Pharmacologic VTE prophylaxis for patients undergoing major surgery for cancer should be 
continued for at least 7 to 10 days. 
 

• Extended prophylaxis with LMWH for up to 4 weeks postoperatively is recommended for 
patients undergoing major open or laparoscopic abdominal or pelvic surgery for cancer who 
have high-risk features, such as restricted mobility, obesity, history of VTE, or with additional 
risk factors. In lower-risk surgical settings, the decision on appropriate duration of VTE 
prophylaxis should be made on a case-by-case basis. 

 

• For cancer patients with central venous catheter, routine use of VTE prophylaxis to prevent 
central venous catheter associated thrombosis is not recommended (level of evidence: 
moderate). 

 

• Duration of VTE prophylaxis for medical patients is for the length of hospital stay or until fully 
ambulatory. 
 

• For surgical patients, prophylaxis should be continued for at least 7-10 days. 
 

• Extended prophylaxis for up to 4 weeks should be considered for high-risk patients. (level of 
evidence: moderate). 
 

• Vena cava filter should not be offered to patients with established or chronic thrombosis (VTE 
diagnosis more than 4 weeks ago), nor to patients with temporary contraindications to 
anticoagulant therapy (e.g. surgery). 
 

• There also is no role for filter insertion for primary prevention or prophylaxis of pulmonary 
embolism (PE) or deep vein thrombosis due to its long-term harm concerns. 
 

• Vena cava filter may be offered to patients with absolute contraindications to anticoagulant 
therapy in the acute treatment setting (VTE diagnosis within the past 4 weeks) if the thrombus 
burden was considered life-threatening. Further research is needed. 
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• Vena cava filter may be offered as an adjunct to anticoagulation in patients with progression of 
thrombosis (recurrent VTE or extension of existing thrombus) despite optimal anticoagulant 
therapy (informal consensus; Evidence quality: low to intermediate). 

 
 
8.12 Thrombophilia 
 

• VTE in patients with hereditary thrombophilia is most frequently associated with a triggering 
factor such as surgery, trauma, post-partum, immobilization, acute medical illness, hormone 
treatment or chemotherapy, or with the coexistence of other intrinsic risk factors such as 
pregnancy, age, cancer or other underlying diseases. 
 

• Identification of risk factors on an individual basis and classification of patients in risk groups is 
of major importance to optimize VTE prophylaxis. 
 

• The most common and most important hereditary thrombophilias are: Antithrombin deficiency, 
protein C deficiency, protein S deficiency, Factor V Leiden and mutation in the prothrombin gene 
(FII G20210A) and combination of these thrombophilias. 

 

• The most important acquired haematological alterations related to hypercoagulability and VTE 
are: antiphospholipid syndrome, acquired deficiency of natural inhibitors of coagulation, 
myeloproliferative syndromes, the presence of the mutation JAK2 V617F and nocturnal 
paroxysmal hemoglobinuria (PNH). 
 

• The presence of hereditary thrombophilia increases the risk of VTE on average about seven 
fold. 
 

• A family history of VTE in asymptomatic patients with hereditary thrombophilia increases the 
risk of VTE. 
 

 
 
8.13 Patients with COVID-19 infection 
 
(The following recommendations are based on: COVID-19 rapid guideline: version 27.2 published on 
27.07.2022) 

 

• All people with COVID-19 have an increased risk of VTE. Initial risk assessment for these people 
(as soon as possible after admission or by the time of their first consultant review. 
 

• The occurrence of major bleeding events is a well-recognised adverse outcome of anticoagulant 
treatment. The risk of bleeding should be assessed as soon as possible using a risk assessment 
tool to uncover any potential harm to people with a high risk. 
 

• LMWH dose for VTE prophylaxis depends on the severity of the COVID19 infection: 
 

o Non critically ill patients: Consider treatment dose LMWH for young people and adults 
with COVID-19 who need low-flow oxygen and who do not have an increased bleeding 
risk (NICE conditional recommendation). 
 

o Critically ill patients: Standard LMWH prophylactic dose is favoured. Intermediate 

(double the standard prophylactic dose) or treatment dose heparin offered only as part 
of a clinical trial (only in research settings). 
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• Do not base prophylactic dosing of heparin on levels of D-dimer. 
 

• For people at extremes of body weight or with impaired renal function, consider adjusting the 
dose of low molecular weight heparins in line with the summary of product characteristics and 
locally agreed protocols (Page 14 of this policy). 
 

• For people who cannot have low molecular weight heparins (LMWHs), use fondaparinux sodium 
or unfractionated heparin (UFH). 
 

• For people who are already having anticoagulation treatment for another condition when 
admitted to hospital: 
 

• continue their current treatment dose of anticoagulant unless contraindicated by a 
change in clinical circumstances. 
 

• consider switching to a low molecular weight heparin (LMWH) if their current 
anticoagulant is not an LMWH and their clinical condition is deteriorating. 

 

• If a person's clinical condition changes, assess the risk of VTE, reassess bleeding risk and 
review VTE prophylaxis. 
 

• Post-discharge prophylaxis: In-hospital prophylaxis should continue for 7 days, including after 
discharge. 
 

• Ensure that people who will be completing VTE prophylaxis after discharge from hospital are 
able to use it correctly or have arrangements made for someone to help them. 
 

 
8.14 Inferior Vena Cava Filters 
 

• Patients who have PE or proximal DVT with contraindications to anticoagulation should receive 
an IVC filter (level of evidence: moderate). 
 

• Vena cava filter should not be offered to patients with established or chronic thrombosis (VTE 
diagnosis more than 4 weeks ago), nor to patients with temporary contraindications to 
anticoagulant therapy (e.g. surgery). 
 

• There is no role for filter insertion for primary prevention or prophylaxis of pulmonary embolism 
(PE) or deep vein thrombosis due to its long-term harm concerns. 
 

• Vena cava filter may be offered to patients with absolute contraindications to anticoagulant 
therapy in the acute treatment setting (VTE diagnosis within the past 4 weeks) if the thrombus 
burden was considered life-threatening. Further research is needed. 
 

• Vena cava filter may be offered as an adjunct to anticoagulation in patients with progression of 
thrombosis (recurrent VTE or extension of existing thrombus) despite optimal anticoagulant 
therapy (informal consensus; Evidence quality: low to intermediate). 
 

• Patients who receive a retrievable IVC filter should be evaluated for filter removal within the 
specific filter’s retrieval window (level of evidence: low). 
 

• An IVC filter should not be used routinely as an adjunct to anticoagulation (level of evidence: 
low). 
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• Patients receiving an IVC filter due to a contraindication to anticoagulation should be restarted 
on anticoagulation whenever the contraindication no longer exists (level of evidence: low). 

 
 
8.15 Heparin-Induced Thrombocytopenia (HIT) 
 

• Early diagnosis and treatment are important to improve clinical outcomes. 
 

• For the first 14 days of treatment, platelet counts should be performed every 2-3 days in patients 
treated with LMWH and daily if treated with UFH, if the patient’s risk of developing HIT is high 
(Level of evidence: moderate). 
 

• For medical and obstetric patients treated with LMWH exclusively and no prior exposure to UFH 
it is no longer considered necessary to monitor the platelet count. 
 

• All clinical settings including the Emergency Department need to be aware of a patient’s history 
of HIT and prior UFH or LMWH exposure. 
 

• 4T’s Scoring systems is available on-line: https://qxmd.com/calculate/calculator_113/hit-4t-s-
score 
 

• Laboratory testing should be performed when there is a strong suspicion of HIT (Level of 
evidence: moderate). Negative results do not exclude the diagnosis. 
 

• Initial therapeutic decisions should not be dependent upon a positive laboratory test, but should 
be based upon clinical findings particularly thrombocytopenia and/or new thromboembolic 
events. 
 

• UFH and LMWH should be stopped when the diagnosis of HIT is strongly suspected or 
confirmed (level of evidence: high). 
 

• It is not sufficient to merely remove the heparin. All HIT patients should be treated with a 
non-heparin anticoagulant such as argatroban, lepirudin, or danaparoid (level of evidence: 
moderate). Only argatroban is available in this Trust. 
 

• Fondaparinux may be considered as a second-line agent in the management of patients with 
suspected HIT (level of evidence: low). 
 

• For long-term anticoagulation, a VKA can be used. To avoid warfarin-induced limb gangrene or 
skin necrosis in patients with HIT, the VKA should only be administered after rise of platelet 
counts with substantial recovery to >100 x 109/L or to pre-HIT values (level of evidence: low). 
Starting doses need to be low (5 mg warfarin), and given with overlapping administration of 
argatroban, lepirudin, or danaparoid for at least five days. 
 
 

8.16 Extended pharmacological VTE prophylaxis 
 

• Extended prophylaxis should be used in selected patients after their discharge from hospital, as 
set out in the policies of each specialist area. (Refer to Special Situations) 
 

• Patients requiring extended prophylaxis should be identified in pre-assessment or at admission. 
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• Extended prophylaxis should be offered to patients after major cancer surgery in the abdomen 
or pelvis, total hip or knee replacement, or hip fracture (including #NOF).  
 

• The extended regimen should be indicated in the medical notes and on the drug chart. 
 

• Supply of LMWH after discharge for fixed length courses of extended prophylaxis, will normally 
be supplied by the Trust pharmacy from the discharge summary or medication chart. 
 

• For patients who require extended prophylaxis and cannot administer LWMH themselves, 
information will be provided for relatives who are able to assist with this task. Where there is no 
suitable relative/carer who can assist at home with administration, the team responsible for 
discharge will liaise with community nursing services to arrange home visits for injections to be 
administered. 
 

• Patients/carers will be offered at discharge verbal and written information on extended 
prophylaxis and using injectable prophylaxis at home (Discharge PILS Appendix 7). 
 

• Patients should be given the necessary equipment to administer and dispose of these items 
safely and effectively. Mini sharps bins are available as part of the Trusts Extended Prophylaxis 
packs. 
 

• Patients’ General Practitioners should be notified (e.g. on the discharge summary), when 
patients have been discharged with VTE prophylaxis to be used at home. 

9 Reporting of confirmed Hospital-acquired VTE 
 

• A hospital-acquired thrombosis (DVT or PE) is defined as occurring within 3 months of a hospital 
admission. 

 

• From 1 April 2010, the NHS Standard Contract for acute services requires providers to report 
to their lead commissioner on root cause analysis of all confirmed cases of hospital acquired 
PE and DVT (including those arising from a current stay or new events arising where there is a 
history of admission to hospital within the last three months, but not including patients admitted 
to hospital with a confirmed VTE with no history of an admission to hospital within the last three 
months). 
 

• All DVT or PE confirmed either radiologically or by the mortuary must be reported. 
 

• An incident form for patients with hospital-acquired thrombosis should be completed, under the 
direction of the Consultant, preferably by the houseman, and a root cause analysis investigation 
undertaken. This will be reported as a SIRI if this policy has not been followed for prophylaxis. 

10  Consultation 
 

• Consultation with Trust senior surgical and medical clinicians and members of the Drugs 
Advisory Committee and Clinical standards Group 

11 Training 
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• This venous thromboembolism prophylaxis policy has a mandatory training requirement, which 
is detailed in the Trust’s Mandatory Training Needs Analysis and is reviewed on an annual 
basis. 

12 Monitoring Compliance and Effectiveness 
 

• Compliance with VTE screening is monitored monthly via the Trust Performance report. 
 

• Spot audits will be undertaken yearly to ensure compliance with prescribing guidelines and 
reported to the Patient Safety, Experience and Clinical Effectiveness Committee. 

13 Links to other Organisational Documents 
 

• Guideline for the Prevention and Treatment of Venous Thromboembolism (VTE) in Pregnancy 
2012, Mr N Kenney Isle of Wight NHS Trust. 

• Isle of Wight NHS Trust Patient Information Leaflets, Venous Thromboembolism (VTE): 
admission and discharge. 
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VTE Policy Flow Chart 
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Department of Health/NICE NG89 VTE Risk Assessment [EPMA]        Appendix 3 

   RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE) 

 Initial assessment 
(tick as appropriate)[ ] 
]]]]]]   ] ]      

 Re-assessment within 
24 hours   [  ]                   

 Within 72 hours of 
admission [  ]               

 Due to a change in 
clinical situation [  ] 

Mobility All patients 

(t ick one box)  

 
Tick 

  
Tick 

 
 
 
 

 
Tick 

Surgical patient  Medical patient expected to have 
ongoing reduced mobility relative 

to normal state 

 Medical patient NOT expected to 
have significantly reduced mobility 

relative to normal state 

 

Assess for thrombosis and bleeding risk below Risk assessment now 
complete 

 

Thrombosis Risk 

Patient related Tick Admission related Tick 

Active cancer or cancer treatment  Significantly reduced mobility for 3 days or 
more 

 

 

Age > 60  Hip or knee replacement  
Dehydration  Hip fracture  
Known thrombophilia’s  Total anaesthetic + surgical time > 90 

minutes 

 

Obesity (BMI >30 kg/m2)  Surgery involving pelvis or lower limb with 

a total anaesthetic + surgical time  

> 60 minutes 

 

One or more significant medical co-morbidities 

e.g. heart disease; metabolic, endocrine or respiratory 

pathologies; acute infectious diseases; inflammatory 
conditions 

 Acute surgical admission with 

inflammatory or intra-abdominal condition 

 

Personal history or first-degree relative with a history 

of VTE 

 Critical care admission  

Use of hormone replacement therapy  Surgery with significant reduction in 
mobility 

 

Use of oestrogen-containing contraceptive therapy    

Varicose veins with phlebitis    

Pregnancy or < 6 weeks post-partum (see NICE 

guidance for specific risk factors) 

   

Bleeding Risk: Any tick should prompt clinical staff to consider if bleeding risk is sufficient to preclude 
pharmacological intervention 

 
 
Patient related Tick Admission related Tick 

Active bleeding  Neurosurgery, spinal surgery or eye surgery  

Acquired bleeding disorders (such as acute liver 

failure) 

 Other procedure with high bleeding risk  

Concurrent use of anticoagulants known to increase 
the risk of bleeding (such as warfarin with INR >2) 

 Lumbar puncture/epidural/spinal anaesthesia 
expected within the next 12 hours 

 

Untreated inherited bleeding disorders (such as 
haemophilia and von Willebrand’s disease) 

 Lumbar puncture/epidural/spinal anaesthesia 
within the previous 4 hours 

 

Thrombocytopaenia (platelets< 75x109/L)    

Acute Stroke    

Uncontrolled systolic hypertension (230/120 mmHg 
or higher) 
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Appendix 4 
 

Surgical / Orthopaedic Thromboprophylaxis Risk Assessment Tool 
For non-pregnant patients over the age of 18 undergoing surgery requiring an in-patient stay 

Seek advice if on an oral anticoagulant e.g. WARFARIN or a NOAC 
See separate guidance for patients for elective total hip (THR) or knee replacement (TKR) surgery 

Identification of risk (tick all that apply) 
General risk factors 
 

Common medical risk factors 

Age >60years  Acute medical illness  

Obesity (BMI>30kg/m²))   Active cardiac or respiratory failure  

Established or expected post-op immobility  MI or stroke within 12 months  

Dehydration  Inflammatory bowel disease  

Sepsis   
Personal or 1st degree family history of VTE 
(High Risk)*  

 

Cancer  

Continuous travel >3hours within 4 weeks before or  
after surgery 

 
Rarer medical risk factors 

Pregnancy (seek advice) or  
<6 weeks post-partum 

 Antiphospholipid syndrome  

Use of oestrogen containing contraceptive or HRT 
 (consider stopping) 

 Behcet’s disease  

Varicose veins associated with phlebitis  Myeloproliferative disease  

Central venous line in-situ  Nephrotic syndrome  

Surgery >30 minutes  Paraproteinaemia  

Major lower limb surgery (High Risk)* 
 Paroxysmal nocturnal haemoglobinuria  

Inherited thrombophilia (High Risk)*  

Treatment according to risk level:  
Low risk:   No risk factors  Early ambulation 

Antiembolism stockings 

Moderate risk:  1- 2 risk factors Early ambulation 
Anti-embolism Stockings 
Enoxaparin 20mg sc daily @ 1800hrs until fully ambulant 

High risk:* 3 or more risk factors 
Or any High Risk factor 
 
  
 
In addition consider 

Early ambulation 
Anti-embolism stockings 
Intermittent pneumatic calf compression 
Enoxaparin 20mg sc daily @1800hrs until fully ambulant. 
 
Increasing enoxaparin dose to 40mg 
Extending prophylaxis for 4 weeks following surgery 

CONTRAINDICATIONS 
Enoxaparin Haemorrhagic disorders or active bleeding  

Thrombocytopenia  

Active Peptic  ulceration  

Severe uncontrolled hypertension  

CA or head injury within last 3 months  

Hypersensitivity to heparin  

Severe liver disease  

Severe renal failure (creatinine> 200)  

Surgeon assesses high risk of haemorrhage  

Anti-embolism stockings or 
Intermittent pneumatic calf 
compression  

Peripheral vascular disease  

Diabetic neuropathy  

Stockings not tolerated  

 

Risk level:  Assessed by: Date: Prophylaxis prescribed: 
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Appendix 5 
 

Orthopaedic VTE  Prophylaxis  Guideline 
Dabigatran For Elective Total Hip and Total Knee Replacement surgery 

 

1) Elective Hip Replacement  2) Elective Knee Replacement 

Preadmission VTE risk assessment  Preadmission VTE risk assessment 

At Admission reassess  At Admission reassess 

If not contraindicated, offer mechanical 
VTE prophylaxis with  

• Foot Pumps or Intermittent 
pneumatic compression device 

• Anti-embolism stockings 
Continue until patient’s mobility is no 
longer significantly reduced 

 If not contraindicated, offer mechanical 
VTE prophylaxis with one of 

• Foot pumps or Intermittent 
pneumatic compression device 

• Anti-embolism stockings  
Continue until patient’s mobility is no 
longer significantly reduced 

Encourage early mobility within 
24hours as per ERAS programme 
 

 Encourage early mobility within 24hours 
as per ERAS programme 

On the day following surgery at 
1800hours 
Provided no contraindications* and 
haemostasis has been obtained 
commence oral prophylaxis with 
dabigatran 150mg daily (2x75mg) 
and continue to total duration of 30 (28-
35) days. 
 
If Patient <75 years, with 
CrCl >50ml/min, AND ONLY on the 
advice of the Senior Consultant 
Surgeon, consider offering  dabigatran 
220mg daily (2x110mg) for a total 
duration of 30 (28-35) days 
 

 On the day following surgery at 
1800hours 
Provided no contraindications* and 
haemostasis has been obtained 
commence oral prophylaxis with 
dabigatran 150mg daily (2x75mg) 
and continue to a total duration of 10 
days.  
 
If Patient <75 years, with  
CrCl >50ml/min, AND ONLY on the 
advice of the Senior Consultant 
Surgeon, consider offering  dabigatran 
220mg daily (2x110mg) for a total 
duration of 10 days 

 
CONTRAINDICATIONS to dabigatran* (See  Pradaxa SPC for full information) 

• Patients with severe renal impairment (CrCL< 30 mL/min) 

• Active clinically significant bleeding 

• Lesion or condition considered a significant risk factor for major bleeding e.g. gastrointestinal ulceration, 
presence of malignant neoplasms at high risk of bleeding, recent brain or spinal injury or ophthalmic 
surgery, recent intracranial haemorrhage, known or suspected oesophageal varices, vascular 
aneurysms or abnormalities (See SPC) 

• Concomitant treatment with any other anticoagulants   

• Hepatic impairment or liver disease  

• Concomitant treatment with ketoconazole, ciclosporin, itraconazole, dronedarone, tacrolimus 

• Prosthetic heart valves requiring anticoagulant treatment 
CAUTIONS:  

• Spinal epidural or lumbar puncture.  Start dabigatran at least 2hours after cannula removal 

• Antiplatelet agents, aspirin, SSRIs, NSAIDs, amiodarone. 

• Gastro-oesophageal disease 

• Rifampicin, St John’s wort, carbamazepine, phenytoin- reduced efficacy 

• Note these guidelines may lie outside the Pradaxa product licence 

 
 

 

http://www.medicines.org.uk/emc/medicine/20760
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Appendix 6 
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If you are unable to read this leaflet because English is not your first language, please ask 
someone who speaks English to telephone PALS on 01983 534850 for further information 
and help. 
  
Polish:  
Jeśli nie jesteś w stanie przeczytać tej ulotki bo angielski nie jest pierwszym językiem, poproś 
kogoś, kto mówi po angielsku, o kontakt telefoniczny z (PALS 01983 534850) aby uzyskać 
więcej informacji i pomoc  
 
Russian:  
Если вы не можете прочитать этот буклет на английском языке потому что не является 
первым языке, пожалуйста, попросите кого-нибудь, кто говорит на английском языке 
для телефонного (PALS 01983 534850) для получения дополнительной информации и 
помощи  
 
Turkish:  
Eğer İngilizce ana diliniz değilse, çünkü bu broşürü okumak için yapamıyorsanız, daha fazla 
bilgi için 01983 534850 üzerinde PALS telefon İngilizce bilen birine sormak ve yardım lütfen  
 
Bulgarian:  
Ако не сте в състояние да прочетете тази листовка, тъй като английският не е първи 
език, попитайте някой, който говори английски, за да телефонирам (PALS на 01983 
534850) за повече информация и помощ  
 
Czech:  
Pokud nejste schopni přečíst tuto příbalovou informaci, protože angličtina není vaším rodným 
jazykem, zeptejte se někoho, kdo mluví anglicky na telefonní PALS na 01983 534850 pro 
další informace a pomoc  
 
Bengali:  
আপনি ইংরেনি আপিাে প্ েথম ভাষা িা থাকাে কােরে এই নিফরিট পড়রে অক্ ষম হি, োহরি 
আেও েথ্ যেে িন্ ে01983 534850 যিনভরেশি PALS যটনিরফাি ইংরেনি কথা যকউ নিজ্ ঞাসা করু 
িএবং সাহায্ েকেি 
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VENOUS THROMBOEMBOLISM 
Admissions Patient Information Leaflet 

 
 
Venous thromboembolism (VTE) is a condition in which a 
blood clot forms, most often in the deep veins of the leg, 
groin or arm (known as deep vein thrombosis, DVT). These 
clots may break free and travel in the blood, lodging in the 
lungs (known as pulmonary embolism, PE). Together, DVT 
and PE are known as venous thromboembolism (VTE) - a 
dangerous, and potentially fatal medical condition. 
 
Venous thromboembolism is a leading cause of death and 
disability worldwide. Being in hospital is a major risk factor 
for the development of venous thromboembolism (VTE). 
Patients with decreased mobility - due to bedrest or recovery 
- or who experience blood vessel trauma - due to surgery or 
other serious injury - are more likely to develop blood clots. 
In fact, up to 60 percent of all VTE cases occur during or within 90 days of hospitalization, 
making it a leading preventable cause of hospital death. 
 
RISK FACTORS 
 
VTE does not discriminate. It affects people of all ages, races and ethnicities, and occurs in 
both men and women. Certain factors and situations can increase the risk of developing 
potentially deadly blood clots. 
 
You or your family/advocate should tick your current risks and speak to your nurse or doctor 
about them: 
 

STRONG RISK 
 
Being in the hospital for an 
extended period of time 
 
Having surgery (especially hip, 
knee and cancer related 
surgery) 
 
Cancer patients are at 4 times 
higher risk than the general 
population 
 
Not moving for long periods of 
time (e.g. due to bedrest) 

 MODERATE RISK 
 
Age (60+) 
 
Personal or family history of 
blood clots, recent stroke 
 
Cancer/chemotherapy 
 
Trauma 
 
Using oestrogen-based 
medication (e.g. oral 
contraceptives or hormone 
replacement therapy) 

 OTHER FACTORS 
 
Obesity 
 
Pregnancy or recent birth 
 
Smoking 
 
Alcohol consumption 
 
..................................... 
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RISK ASSESSMENT AND PREVENTION 
 
Research suggests that VTEs are often preventable, and evidence-based prevention 
strategies can stop the development of clots in 'at-risk' individuals. 
 
To identify whether a patient is 'at-risk,' healthcare professionals should conduct a VTE risk 
assessment, which is a tool or questionnaire that gathers information about a patient's age, 
medical history, medications and specific lifestyle factors. Information is then used to assess 
a patient’s potential risk (e.g., high, moderate or low risk) for developing blood clots in the 
legs or lungs. 
 
             If you are admitted to a hospital and don't receive an assessment, 
                                            be proactive. Ask for one. 
 
Individuals who are assessed to be at risk should be given appropriate prevention (referred 
to as "prophylaxis"), which can include: 
 
Anti-clotting medications (e.g., blood thinners, referred to as "anticoagulants"). You may 
receive a blood-thinning medication (heparin, enoxaparin, dabigatran or rivaroxaban). These 
drugs can increase your risk of bleeding. 
  
Be aware that heparins are of animal origin; your doctor or pharmacist can discuss 
alternatives if needed. 
 
Mechanical methods of prophylaxis include elastic compression stockings (TEDs) and 
various intermittent compression devices (IPCs, e.g. foot pumps), all of which increase blood 
flow within the legs. In order to achieve effectiveness they must be worn for at least 18 hours 
a day. 
 
WHAT CAN I DO TO REDUCE MY RISK OF VTE WHEN IN HOSPITAL? 
 
Hospital patients may also be instructed to move around or do foot/leg exercises as soon and 
as often as possible. It is also important to drink plenty of fluid to keep hydrated. 

 
If you require this leaflet in another language, large print or another format, please contact 
the Quality Team, telephone 01983 534850, who will advise you. 
 
Valuables should not be brought into the hospital. If patients have to bring in valuable items 
they should ask a nurse to store them safely and request a receipt for the items. You may not 
be able to have the valuable items returned if the time of discharge from hospital is out of 
hours. 
 
We are sorry but the Trust cannot accept responsibility for loss or damage to items not given 
for safe keeping. 
 
You can get further information on all sorts of health issues online at: http://www.nhs.uk/ 
 
For Health advice and out of hours GP service please call the NHS 111 service on: 111 
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Preventing VTE App 

 
 

 

Help reduce your risk of 
DVT and PE in hospital 
with this simple app 
This app explains how the risk of developing a Deep Vein 
Thrombosis (DVT) or Pulmonary Embolism (PE) in 
hospital can be reduced. It is not intended to replace 
explanation and information given to you by our staff but 
we hope you will find it a helpful guide to use before, 
during and after your stay in hospital. 

Get the App! 

                                     

 
 

© Oxford University Hospitals NHS Foundation Trust Thrombosis Team 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.designpieces.com/wp-content/uploads/2016/02/download-on-the-app-store.png
https://www.designpieces.com/wp-content/uploads/2016/02/google-play-badge.png
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We Value Your Views On Our Service 
 
If you wish to comment on the care which you, your relative or friend has received, we will be 
pleased to hear from you. Please speak to the person in charge of the ward, clinic or service 
in the first instance or ask them to contact the Patient Advice and Liaison Service (PALS). If 
you wish to contact them directly, telephone 534850.  
 
Alternatively you may prefer to write to: 
 
Chief Executive 
Isle Of Wight NHS Trust 
St Mary’s Hospital 
Newport 
Isle of Wight 
PO30 5TG 
 
You can also share any concerns you have about our services with the Care Quality 
Commission (CQC) on 03000 61 61 61 or at enquiries@cqc.org.uk  
 
All NHS sites are no smoking areas. 
If you would like help and advice to stop smoking please call: Freephone 0800 169 0 169 to 
talk to the NHS Smoking Helpline. 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:enquiries@cqc.org.uk
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Appendix 7 
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VENOUS THROMBOEMBOLISM (VTE) 
Discharge Patient Information Leaflet 

 
 

 
 
 

Produced by: 
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If you are unable to read this leaflet because English is not your first language, please 
ask someone who speaks English to telephone PALS on 01983 534850 for further 
information and help.  

 
Polish:  

Jeśli nie jesteś w stanie przeczytać tej ulotki bo angielski nie jest pierwszym językiem, poproś 
kogoś, kto mówi po angielsku, o kontakt telefoniczny z (PALS 01983 534850) aby uzyskać 
więcej informacji i pomoc  

 
Russian:  

Если вы не можете прочитать этот буклет на английском языке потому что не является 
первым языке, пожалуйста, попросите кого-нибудь, кто говорит на английском языке для 
телефонного (PALS 01983 534850) для получения дополнительной информации и 

помощи  

 
Turkish:  

Eğer İngilizce ana diliniz değilse, çünkü bu broşürü okumak için yapamıyorsanız, daha fazla 

bilgi için 01983 534850 üzerinde PALS telefon İngilizce bilen birine sormak ve yardım lütfen  

 

Bulgarian:  

Ако не сте в състояние да прочетете тази листовка, тъй като английският не е първи 

език, попитайте някой, който говори английски, за да телефонирам (PALS на 01983 
534850) за повече информация и помощ  

 

Czech:  

Pokud nejste schopni přečíst tuto příbalovou informaci, protože angličtina není vaším rodným 
jazykem, zeptejte se někoho, kdo mluví anglicky na telefonní PALS na 01983 534850 pro další 
informace a pomoc  
 
 
Bengali:  

আপনি ইংরেনি আপিাে প্ েথম ভাষা িা থাকাে কােরে এই নিফরিট পড়রে অক্ ষম হি, োহরি আেও 
েথ্ যেে িন্ ে01983 534850 যিনভরেশি PALS যটনিরফাি ইংরেনি কথা যকউ নিজ্ ঞাসা করু িএবং 
সাহায্ েকেি 

 

60% of VTE (Venous Thromboembolism) cases are associated with a recent hospital stay 
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Venous thromboembolism (VTE) is a condition in which a blood clot forms, most often in the 
deep veins of the leg, groin or arm (known as deep vein thrombosis, DVT). These clots may 
break free and travel in the blood, lodging in the lungs (known as pulmonary embolism, PE). 
Together, DVT and PE are known as venous thromboembolism (VTE) - a dangerous, and 
potentially fatal medical condition. 
 
WARNING SIGNS AND SYMPTOMS 
 
VTE can occur without any warning signs or symptoms and can go unrecognised and 
undiagnosed by a healthcare professional. Symptoms that do appear may be associated with 
either DVT or PE: 
 

DEEP VEIN THROMBOSIS (DVT) 
 

• Pain or tenderness, often starting in the 
calf 

 

• Swelling, including the ankle or foot 
 

• Redness or noticeable discoloration 
 

• Warmth 

 PULMONARY EMBOLISM (PE) 
 

• Unexplained shortness of breath 
 

• Rapid breathing 
 

• Chest pain (may be worse upon deep 
breath) 

 

• Rapid heart rate 
 

• Light headedness or passing out 

 

 
 

If you develop any signs or symptoms of VTE at home seek medical advice 
immediately! 

 
WHAT CAN I DO TO REDUCE MY RISK OF VTE? 
 

•  Keep moving or walking; leg exercises are valuable (You can ask to see a 
physiotherapist if you would like to learn some leg exercises). 

 

• Drink plenty of fluids to keep yourself well hydrated. 
 

• Certain medications such as contraceptive / hormone replacement medication may 
need to be stopped. 

 

• Avoid travelling for more than three hours in the month after discharge if possible, this 
will include long car journeys and flights but can be any form or travel where you are 
sat still for more than three hours. If you do need to travel for long periods try and take 
regular breaks. 

 

• Maintain a healthy weight. 
 

WHAT HAPPENS AFTER I HAVE BEEN DISCHARGED FROM HOSPITAL? 
After re-assessing your clotting and bleeding risk your doctor will decide the most appropriate 
option for you: 
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No further anti-thrombotic measure is needed after discharge 
 
 
Anti-embolism stockings 
They should be worn from admission until you return to your usual level of mobility. 
You should be shown how to wear them and advised to report any new symptoms 
in your feet or legs when wearing them to a doctor. 
 
Continue with your normal blood thinning medication  
 
 
Anti-clotting medicine 
You have been advised to continue on ………..............................................  at 
home for  ..............  more days. 

 
If you need help with administration of injections or how to take your tablets, please ask your 
nurse before discharge. 
 
These medicines can potentially cause serious haemorrhages, contact your doctor if you 
experience abnormal bruising or bleeding. 
 
If you do require injections after discharge, you will be given a yellow ‘sharps bin' so that you 
can safely dispose of them after use. Once your treatment is complete, close the lid on the 
sharps-bin until sealed and you can return it to the Hospital. Some GP surgeries local 
pharmacies and local councils may agree to dispose of these also. Please remember that it 
is illegal to dispose of used needles or sharps bins in your household waste. 
 
 
To be effective, these methods of prevention must be fitted, used and administered correctly, 
if you have any questions or concerns, please ask your doctor for advice.  
 

Be aware that heparins are of animal origin; your doctor or pharmacist can discuss 
alternatives if needed. 

 
WHERE CAN I FIND MORE? 
Please ask your doctor or nurse for more information. Alternatively, the NHS Choices website 
provides patient information on VTE. www.nhs.uk 
 
The Patient Advice and Liaison Service (PALS) is a service that offers support, information 
and assistance to patients, relatives and visitors. They can also provide help and advice if 
you have a concern or complaint that staff have not been able to resolve for you. 
 
If you require this leaflet in another language, large print or another format, please 
contact the Quality Team, telephone 01983 534850, who will advise you. 
 
Valuables should not be brought into the hospital. If patients have to bring in valuable items 
they should ask a nurse to store them safely and request a receipt for the items. You may not 
be able to have the valuable items returned if the time of discharge from hospital is out of 
hours. 

http://www.nhs.uk/
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We are sorry but the Trust cannot accept responsibility for loss or damage to items not given 
for safe keeping. 
 
You can get further information on all sorts of health issues online at: http://www.nhs.uk/ 
 
For Health advice and out of hours GP service please call the NHS 111 service on: 111 
 

Preventing VTE App 

 
 

 

Help reduce your risk of 
DVT and PE with this 
simple app 
This app explains how the risk of developing a Deep Vein 
Thrombosis (DVT) or Pulmonary Embolism (PE) in hospital 
can be reduced. It is not intended to replace explanation 
and information given to you by our staff but we hope you 
will find it a helpful guide to use before, during and after 
your stay in hospital. 

Get the App! 

                                      

 

© Oxford University Hospitals NHS Foundation Trust 

Thrombosis Team 
 
 
 
We value your views on our service 
 
If you wish to comment on the care which you, your relative or friend has received, we will be 
pleased to hear from you. Please speak to the person in charge of the ward, clinic or service 

https://www.designpieces.com/wp-content/uploads/2016/02/download-on-the-app-store.png
https://www.designpieces.com/wp-content/uploads/2016/02/google-play-badge.png
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in the first instance or ask them to contact the Patient Advice and Liaison Service (PALS). If 
you wish to contact them directly, telephone 534850.  
 
Alternatively you may prefer to write to: 
 
Chief Executive 
Isle of Wight NHS Trust 
St Mary’s Hospital 
Newport 
Isle of Wight 
PO30 5TG 
 
You can also share any concerns you have about our services with the Care Quality 
Commission (CQC) on 03000 61 61 61 or at enquiries@cqc.org.uk  
 
All NHS sites are no smoking areas. 
If you would like help and advice to stop smoking please call: Freephone 0800 169 0 169 to 
talk to the NHS Smoking Helpline. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix 8 

 
Financial and Resourcing Impact Assessment on Policy Implementation 

 

mailto:enquiries@cqc.org.uk
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NB this form must be completed where the introduction of this policy will have either a positive or 
negative impact on resources.  Therefore this form should not be completed where the resources are 
already deployed and the introduction of this policy will have no further resourcing impact. 

 

Document 
title 

VENOUS THROMBOEMBOLISM 
PROPHYLAXIS POLICY for all inpatients over 16 years 

 

Totals WTE Recurring  
£ 

Non- 
Recurring £ 

Manpower Costs      

Training Staff     

Equipment & Provision of resources     

 
 
Summary of Impact:  
 
Risk Management Issues:   

Benefits / Savings to the organisation:   
 
Equality Impact Assessment 
 
▪ Has this been appropriately carried out?    YES/NO  
▪ Are there any reported equality issues?    YES/NO 
 
If “YES” please specify:  
 

Use additional sheets if necessary. 
 
 
Please include all associated costs where an impact on implementing this policy has been 
considered.  A checklist is included for guidance but is not comprehensive so please ensure you have 
thought through the impact on staffing, training and equipment carefully and that ALL aspects are 
covered. 

Manpower WTE Recurring £ Non-Recurring £ 

Operational running costs    

     

Totals:     

 

Staff Training Impact Recurring £ Non-Recurring £ 

    

Totals:     

 

Equipment and Provision of Resources Recurring £ * Non-Recurring £ 
* 

Accommodation / facilities needed   

Building alterations (extensions/new)   

IT Hardware / software / licences    
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Medical equipment   

Stationery / publicity   

Travel costs   

Utilities e.g. telephones    

Process change   

Rolling replacement of equipment   

Equipment maintenance   

Marketing – booklets/posters/handouts, etc   

   

Totals:     

 

• Capital implications £5,000 with life expectancy of more than one year. 
 

Funding /costs checked & agreed by finance:                      

Signature & date of financial accountant:        

Funding / costs have been agreed and are in place:  

Signature of appropriate Executive or Associate Director:  
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Equality Impact Assessment (EIA) Screening Tool 

 
 
1. To be completed and attached to all procedural/policy documents created within individual 

services. 
 

2. Does the document have, or have the potential to deliver differential outcomes or affect in an 
adverse way any of the groups listed below?  
 
If no confirm underneath in relevant section the data and/or research which provides evidence 
e.g. JSNA, Workforce Profile, Quality Improvement Framework, Commissioning Intentions, etc. 
 
If yes please detail underneath in relevant section and provide priority rating and determine if full 
EIA is required. 

 

Gender 

 Positive Impact Negative Impact Reasons 

Men  no  

Women  no  

Race 

Asian or Asian 
British People 

 no  

Black or Black 
British People 

 no  

Chinese 
people  

 no  

People of 
Mixed Race 

 no  

Document Title: 
VENOUS THROMBOEMBOLISM 
PROPHYLAXIS POLICY for all inpatients over 16 years 

Purpose of document 

This policy is intended to assist reducing the risk of Hospital-
Acquired Venous Thromboembolism (HA-VTE) associated with 
possible fatal and non-fatal pulmonary emboli, chronic venous 
insufficiency, venous ulceration and the development of post-
thrombotic syndrome. 

Target Audience All staff 

Person or Committee undertaken 
the Equality Impact Assessment 

Juan Contesti 



 

Venous Thromboembolism Prophylaxis Policy 
Version No. 5.0   Page 64 of 65 

White people 
(including Irish 
people) 

 no  

 

People with 
Physical 
Disabilities, 
Learning 
Disabilities or 
Mental Health 
Issues 

 no  

Sexual 
Orientat
ion 

Transgender  no  

Lesbian, Gay 
men and 
bisexual 

 no  

Age 

Children  
 

 n/a 
Does not cover Paediatric 
Services 

Older People 
(60+) 

 no  

Younger 
People (17 to 
25 yrs) 

 no  

Faith Group  no  

Pregnancy & Maternity  n/a 
See Separate Maternity Unit 
Guidelines 

Equal Opportunities 
and/or improved 
relations 

 n/a  

 
Notes: 
 
Faith groups cover a wide range of groupings, the most common of which are Buddhist, Christian, 
Hindus, Jews, Muslims and Sikhs. Consider faith categories individually and collectively when 
considering positive and negative impacts. 
 
The categories used in the race section refer to those used in the 2001 Census. Consideration should 
be given to the specific communities within the broad categories such as Bangladeshi people and the 
needs of other communities that do not appear as separate categories in the Census, for example, 
Polish.  
 
3. Level of Impact  
 

If you have indicated that there is a negative impact, is that impact: 

  YES NO 

Legal (it is not discriminatory under anti-discriminatory law)   

Intended   

 
If the negative impact is possibly discriminatory and not intended and/or of high impact then please 
complete a thorough assessment after completing the rest of this form. 
 

3.1 Could you minimise or remove any negative impact that is of low significance?   Explain how below: 

Include option of fondaparinux in VTE prophylaxis 
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3.2 Could you improve the strategy, function or policy positive impact? Explain how below: 

 
 

3.3 If there is no evidence that this strategy, function or policy promotes equality of opportunity or 
improves relations – could it be adapted so it does?  How? If not why not? 

 
 

Scheduled for Full Impact Assessment Date: 

Name of persons/group completing the full 
assessment. 

 

Date Initial Screening completed  

 

 
 
 
 
09/2022 What’s new in this update: 
 

• Page 6 Quality standards: This quality standard has been updated and replaced by NICE 
quality standard QS201. Previous quality standard (QS3) have been kept in this policy as they 
are more VTE prophylaxis specific. 
 

• Recommendations for hospitalised patients with COVID-19 infection. Based on: COVID-19 
rapid guideline: version 27.2 published on 27.07.2022. 

 
 
 
 
 
 
 

https://www.nice.org.uk/guidance/qs201
https://www.nice.org.uk/guidance/qs201

