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1 INTRODUCTION 

Venous thrombosis is a condition caused by formation of a blood clot (thrombus) in the veins 

(primarily of the leg veins but also in the abdomen [iliac and vena cava], arm and pulmonary 

veins).  Blood flow through the affected vein can then become restricted, causing swelling and 

pain.  The most serious forms of venous thrombosis originate in the ‘deep’ veins of the legs, 

thighs, or pelvis – giving rise to the term ‘deep vein thrombosis’ (DVT).  The most significant 

danger of DVT is that fragments of the thrombi can break off and travel through the venous 

system to become lodged in the pulmonary arteries (arteries in the lungs), causing pulmonary 

embolism (PE).  DVT and PE are the most common manifestations of venous thrombosis, and 

together are known as venous thromboembolism (VTE).  However, making a diagnosis of VTE 

is not always easy, as DVT may be confused with cellulitis, muscle strain or venous 

insufficiency – while PE can mimic pneumonia, acute myocardial infarction and viral pleurisy1 

VTE is known as the ‘silent killer’ as it is often undetected before it is too late to treat –   

 approximately 80% of DVT’s are clinically silent 1,2  

 70% of fatal PE’s are only detected at post mortem3 
 

Although DVT is commonly asymptomatic, it can lead to sudden death due to PE, or cause – 

 Long-term morbidity due to venous insufficiency and post-thrombotic leg syndrome. 

 PE following hospital acquired DVT causes between 25,000 and 32,000 deaths each year 
in the UK and this may be an underestimate, since many deaths are not followed by post-
mortem.4 

 

PE is the immediate cause of death in 10% of all patients who die in hospital 2,4  

 This figure exceeds the combined total of deaths from breast cancer, AIDS and road traffic 
accidents4 

 It is over twenty-five times greater than the 955 annual deaths from MRSA and over five 
times greater than the total number of deaths from hospital acquired infection4 

 

The importance of this condition is backed up by recent guidance from –  

 National Institute for Health and Clinical Excellence (NICE) (2010) Clinical Guideline 92 – 
Venous Thromboembolism.  Reducing the Risk 

 Department of Health 2010 – Mandatory criteria for assessment and monthly monitoring of 
VTE 

 CQUIN targets.  Failure to meet this target will have a financial implication on the Trust. 

 NICE Quality Standard ‘Venous thromboembolism – prevention (2010) 

 Royal College of Obstetricians and Gynaecologists.  Green Top Guideline 37(2009).  
Reducing the risk of thrombosis and embolism during pregnancy and the puerperium.   

2 PURPOSE 

The purpose of this guideline is to ensure that;  
All patients admitted to hospital as, at risk of developing VTE are identified using the national  
VTE risk assessment tool. 
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The appropriate level of prophylaxis for the prevention of thromboembolism is offered to all  
patients according to their level of risk and individual clinical situation.  

 
Staff are able to provide accurate advice to patients relating to VTE and prophylaxis.  
The recommendations in this guideline must be implemented taking into account the patient’s 
individual clinical situation and the clinical judgement of the clinician in charge of their care. 

3 SCOPE 

The guideline applies to all patients, over the age of 18 years under the care of County 
Durham and Darlington NHS Foundation Trust.  Exceptions to this are in patients who form 
part of an agreed exclusion cohort (see appendix 15).  Adherence to the guideline is the 
responsibility of all Trust employees. 
 
Obstetric patients will be treated according to trust policy for ‘Management of DVT and 
Pulmonary Embolism during Pregnancy and in the Pueperium’. 
 
Guidance for patients under 18 can be found in Appendix 2.  This applies to patients on 
paediatric wards as well as those on adult wards who fall into the age criteria. 
 
For treatment and diagnosis of VTE, refer to guideline GUID/N&G/0015 Guideline for Venous 
Thromboembolism (VTE) diagnosis and treatment (adult patients) a statement on who the 
Procedural Document applies to, and who needs to read it. 

4 DEFINITIONS 

For the purpose of this guideline the following definitions stand. 

 Venous thromboembolism: Venous thrombosis is a condition in which a blood clot (thrombus) 

forms in a vein.  Blood flow through the affected vein can be limited by the clot, causing 

swelling and pain.  Venous thrombosis most commonly occurs in the ‘deep veins’ in the legs, 

thighs, or pelvis.  This is known as a deep vein thrombosis.  An embolism is created if a part or 

all of the blood clot in the deep vein breaks off from the site where it is created and travels 

through the venous system.  If the clot lodges in the lung a very serious condition, pulmonary 

embolism (PE), arises.  Venous thrombosis can form in any part of the venous system.  

However, deep vein thrombosis (DVT) and PE are the most common manifestations of venous 

thrombosis.  DVT and PE are known as venous thromboembolism (VTE). 

 Thromboprophylaxis: Thromboprophylaxis is the treatment to prevent blood clots forming in 

veins. - Mechanical thromboprophylaxis devices include graduated compression (TED) 

stockings, intermittent pneumatic compression and venous foot pumps.  All increase venous 

outflow or reduce stasis within the leg veins.  – Chemical thromboprophylaxis is 

pharmaceutical intervention to decrease the clotting ability of the blood. 

5 DUTIES 

 Medical Director.  The Medical Director has overall clinical responsibility and will report 
issues as they arise to the Board 

 Clinical Directors.  All Clinical Directors are responsible for implementation within their 
Care Group. 

 Medical staff.  Medical staff are responsible for the assessing of all adult in-patients and 
day-cases under their care for the risk of VTE and prescribing of appropriate prophylaxis. 
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 Nursing staff.  Ward nursing staff are responsible for checking an appropriate assessment 
has been carried out within the stated time period.  If this is not the case it is their 
responsibility to bring this to the doctor in charge of the patients care. 

 Midwives.  Midwives are responsible for assessing women at booking and all subsequent 
admissions into hospital prior to delivery.  They should follow the guidance in their local 
policy ‘Management of DVT and Pulmonary Embolism during Pregnancy and in the 
Pueperium’. 

6 PATIENT INFORMATION 

 All patients will be provided with written information in relation to their time as an in-patient and 

once they are discharged.  The leaflet ‘Reducing the risk of a blood clot’ is to be given to 

patients by the clinician carrying out the VTE assessment. 

 More in-depth information is available in the leaflet ‘Reducing the risk of a blood clot while you 

are in hospital’ and should be made available when relevant.  Information is also available on 

the Trust website, the Coming into Hospital booklet and the patient bedside folders. 

 Specific information for patient with plaster casts will be included in plaster cast instructions. 

 The availability of this written information does not negate the need for staff to give verbal 

information regarding assessment, prophylaxis and treatment when they are admitted and 

discharged from hospital. 

 Medical and nursing staff should make themselves familiar with the information contained 

within the patient information sources to enable them to respond to patient and carer queries. 

7 PATIENT RISK ASSESSMENT 

7.1 The process for identifying patients at risk  

The processes for identifying patients at risk of venous thromboembolism will be dependent 

upon the mechanism by which the patients are admitted to hospital (see appendix 16).  All 

patients should be risk assessed for VTE at one of the following stages –  

1)  Risk assessment carried out at pre-assessment by pre-assessment nurses for planned 

surgical admissions.  This should be reviewed for any changes in patient risk factors on 

admission by medical staff. 

 2)  Risk assessment carried out by medical staff on clerking for planned admissions who have 

not been pre-assessed prior to admission and re-assessment whenever patients clinical 

situation changes. 

3)  Risk assessment carried out by medical staff within 24 hours of admission for emergency 

admissions and whenever their clinical conditions changes. 

4)  All patients should have their risk status reviewed by nursing staff every 24 hours and 

recorded on prescription chart.  Any changes to be reported to medical staff for appropriate 

action. 
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7.2 All risk assessments will be recorded on either: 

1) On the appropriate orange form for the area under which the patient has been admitted –  

 Medicine (see Appendix 7) 

 Surgery (see Appendix 8) 

 Gynaecology (see Appendix 9) 

 Critical Care (see Appendix 10) 

 Obstetrics (see Appendix 11) 

 Community Hospitals (see Appendix 12) 
 

Forms must be filed within the appropriate patient record with the medical clerking 

documentation for the appropriate episode of care. 

2) On the electronic VTE assessment within the iSoft system. 

The GP responsible for admitting a patient into a community hospital has overall clinical 

responsibility for ensuring risk assessments are carried out in line with the guidance contained 

within this guideline with the exception of the agreed cohorts found in appendix 15. 

Patients attending Trauma Clinic and having lower limb cast applied or foot and ankle surgery 

carry out self-assessment (see appendix 13 and 14 for details), once completed medical staff 

will prescribe appropriate prophylaxis if the patient is at risk. 

The pathway for risk assessment of venous thromboembolic disease (VTE) in lower limb 

immobilisation in Emergency Department is available at appendix 17a and 17b. 

8 TRAINING IN RISK ASSESSMENT 

 All medical and nursing staff will have access to the assessment tools, patient information 

leaflets and other resources via the intranet.   

 Junior doctors will be provided with information at induction and are required to complete the 

e-learning module (www.e-vte.org) and achieve a competency of 75% pass.  Attendance at 

Essential Training is recorded by P &OD and entered onto the Trust Training Management 

System, OLM. Monitoring of non-attendance will be in line with the Training Needs Analysis, 

Monitoring and Evaluation Policy and carried out by P &OD. Please refer to this policy for 

detailed information 

9 PROPHYLAXIS 

 VTE prophylactic guidance, NICE Clinical Guideline 92, advocates the use of mechanical 

and/or pharmacological methods.  Whichever method is appropriate on an individual basis, 

the following principles apply to all patients –  

 Do not allow patient to become dehydrated unless clinically indicated. 

 Encourage patients to mobilise as soon as possible. 

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

http://www.e-vte.org/
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 Temporary inferior vena caval filters should be considered for patients who are at very high 

risk of VTE (such as patients with a previous VTE event or active malignancy) if mechanical 

and pharmacological VTE prophylaxis contraindicated. 

 The appropriate prophylaxis should be prescribed to all patients with identified risk factor(s) on 

admission to hospital and continued following discharge where indicated.  This will be 

monitored via the Ward Performance Framework on a monthly basis. 

 Vitamin K antagonists.  Do not offer addition pharmacological or mechanical VTE prophylaxis 

to patients who are having vitamin K antagonists and who are within their therapeutic range, 

providing anticoagulant therapy is continued.   

 Patients on full anticoagulant therapy on admission.  Do not offer additional mechanical or 

pharmacological VTE prophylaxis to patients who are already having full anticoagulant therapy 

(for example, fondaparinux) 

 Patients already having antiplatelet agents or anticoagulation on admission or needing them 

for treatment.  Consider using additional mechanical or pharmacological VTE prophylaxis to 

patients who are having antiplatelet agents to treat other conditions and who are assessed to 

be at increased risk of VTE.  Take into account the risk of bleeding and comorbidities. 

10 MECHANICAL PROPHYLAXIS 

The choice of mechanical VTE prophylaxis should be based upon individual patient factors including 

the clinical condition, surgical procedure and patient preference; one of the following should be 

chosen –  

 Anti-embolic stockings (knee or thigh length).   

 Intermittent pneumatic compression devices (thigh or knee length) 

 Foot impulse devices 
 

Anti-embolic stockings 

Patients with the following contraindications should not be used – 

 acute stroke 

 suspected or proven peripheral artery disease 

 peripheral arterial bypass grafting 

 peripheral neuropathy/other sensory loss 

 local conditions in which stockings may cause damage, for example, 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 

 major limb deformity preventing correct fit 
 

Caution and clinical judgement should also be used applying anti-embolism stockings over 

venous ulcers and wounds. 
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Guidance for staff caring for patients wearing anti-embolic stockings 

The following NICE guidance should be taken into account when carried for patients wearing anti-

embolic stockings.  Ensure that patients who need anti-embolism stockings have their legs 

measured and that the correct size of stocking is provided. Anti-embolism stockings should be 

fitted and patients shown how to use them by staff trained in their use.  

 Ensure that patients who develop oedema or postoperative swelling have their legs re-
measured and anti-embolism stockings refitted.  

 If arterial disease is suspected, seek expert opinion before fitting anti-embolism stockings.  

 Use anti-embolism stockings that provide graduated compression and produce a calf pressure 
of 14–15 mmHg.  

 Encourage patients to wear their anti-embolism stockings day and night until they no longer 
have significantly reduced mobility.  

 Remove anti-embolism stockings daily for hygiene purposes and to inspect skin condition. In 
patients with a significant reduction in mobility, poor skin integrity or any sensory loss, inspect 
the skin two or three times per day, particularly over the heels and bony prominences.  Record 
inspection on drug kardex. 

 Discontinue the use of anti-embolism stockings if there is marking, blistering or discolouration 
of the skin, particularly over the heels and bony prominences, or if the patient experiences 
pain or discomfort. If suitable, offer a foot impulse or intermittent pneumatic compression 
device as an alternative.  

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

 Monitor use of anti-embolism stockings, offering assistance if not being worn correctly. 
 

Nursing guidelines are available at appendix 4, with a stocking size chart at appendix 5 and 

stocking application guidance at appendix 6. 

 

Intermittent pneumatic compression devices and foot impulse devices 

 Do not offer either method to patients with a known allergy to the material of manufacture. 

 Encourage patients on the ward who have either device in place to use then for as much of 
the time as is possible and practical, both when in bed and when sitting in a chair. 

11 PHARMACOLOGICAL PROPHYLAXIS 

All patients who are identified as being at risk will be prescribed the appropriate dose of Low 

Molecular Weight Heparin (LMWH).  The choice of LMWH within CDDFT is Enoxaparin 

(Clexane) for thromboprophylaxis unless contraindicated when mechanical prophylaxis should 

be considered.   

Contraindications as stated in the British National Formulary (2010): 

 hemophilia and other hemorrhagic disorders,  

 thrombocytopenia (including history of heparin-induced thrombocytopenia),  

 recent cerebral hemorrhage,  

 severe hypertension;  

 peptic ulcer;  

 after major trauma or recent surgery to eye or nervous system;  

 acute bacterial endocarditis;  
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 LMWH administration should be avoided 12 hours before and 4 after spinal or epidural 
anaesthesia;  

 hypersensitivity to heparin or to low molecular weight heparins. 

 Hepatic impairment - risk of bleeding increased—reduce dose or avoid in severe impairment 
(including oesophageal varices) 

 Renal impairment - risk of bleeding increased in severe impairment (Creatinine clearance 
<30ml/min)—dose may need to be reduced 

 

11.3 Alternative parenteral anticoagulants 

 Unfractionated heparin should not normally be used for VTE prophylaxis 

 For patients with true allergy to LMWH there are alternative parenteral anticoagulants 
available (e.g. Hirudins or Heparinoids). Contact pharmacy for advice about the most suitable 
agent. 

12 ENOXAPARIN DOSAGE FOR VTE PROPHYLAXIS 

Note: these dosage schedules are not for the treatment of VTE. 

Surgical patients  40mg subcutaneously once daily for time that mobility is reduced 
or that risk of VTE is diminished. 

 Prolonged prophylaxis in hip/knee surgery patients may be 
continued for up to 28 days post-operatively 

 Severe renal impairment: 20mg subcutaneously once daily 

Medical patients  40mg subcutaneously once daily for time that mobility is reduced 
or that risk of VTE is diminished. 

 Severe renal impairment: 20mg subcutaneously once daily 

Pregnant patients up to 6 

weeks post delivery 

 Please refer to policy on ‘Management of DVT and Pulmonary 
Embolism during Pregnancy and in the Pueperium’ 

 

There is no requirement to carry out clotting tests while on prophylactic LMWH. 

13 PROPHYLAXIS IN SURGICAL PATIENTS 

The following guidance should be considered for all surgical patients –  

Oral contraceptives and HRT 

Advise women to consider stopping oestrogen-containing contraceptives or HRT 4 weeks before 

surgery. 

Pre-existing antiplatelet therapy 

Assess risks and benefits of stopping pre-existing antiplatelet therapy 1 week before surgery. 

Consider involving the multidisciplinary team in the assessment. 

Anaesthesia 

 Consider regional anaesthesia, in addition to other methods of VTE prophylaxis, as it carries a 
lower risk of VTE than general anaesthesia. Take into account patient preferences, suitability 
for regional anaesthesia and any other planned method of VTE prophylaxis. 
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 If regional anaesthesia is used, plan the timing of pharmacological prophylaxis to minimise risk 
of epidural haematoma. If antiplatelet or anticoagulant agents are being used or their use is 
planned, refer to the summary of product characteristics for guidance about safety and timing 
of these agents in relation to regional anaesthesia. 

 Do not routinely offer pharmacological or mechanical VTE prophylaxis to patients having 
surgery with local anaesthesia by local infiltration with no limitation of mobility. 

14 SURGICAL SPECIALTY SPECIFIC PROPHYLAXIS 

  

Mechanical prophylaxis 

 

Pharmacological prophylaxis 

Elective hip and 

knee replacement 

To be used routinely 

Anti-embolic stockings (knee or full 
length) or 

Intermittent pneumatic compression 
devices 

Duration:  Until mobility is no longer 
significantly reduced. 

To be used routinely  

LMWH to be commenced 6-12 hours 
post-operatively. 

Duration:  28 - 35 days post –
operatively in hip replacement. 

10 – 14 days in knee replacement 
(longer if clinical condition indicates) 

Hip fracture To be used routinely 

Anti-embolic stockings (knee or full 
length) or 

Intermittent pneumatic compression 
devices 

Duration:  Until mobility is no longer 
significantly reduced. 

To be used routinely  

LMWH to be commenced 6-12 hours 
post-operatively. 

Duration:  28 - 35 days post –
operatively. 

Other lower limb 

orthopaedic 

surgery 

To be used routinely  

Anti-embolic stockings (knee or full 
length) or 

Intermittent pneumatic compression 
devices  

Duration:  Until mobility is no longer 
significantly reduced. 

To be used routinely  

LMWH to be commenced 6-12 hours 
post-operatively. 

Duration:  Until mobility is no longer 
significantly reduced. 

Upper limb 

orthopaedic 

surgery 

None To be used routinely  

LMWH to be commenced 6-12 hours 
post-operatively. 

Duration:  Until mobility is no longer 
significantly reduced. 

General surgery To be used routinely  

Anti-embolic stockings (knee or full 
length) 

To be used routinely  

LMWH to be commenced 6-12 hours 
post-operatively. 
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Mechanical prophylaxis 

 

Pharmacological prophylaxis 

 Duration:  Until mobility is no longer 
significantly reduced. 

Urology To be used routinely  

Anti-embolic stockings (knee or full 
length) 

 

To be used routinely  

LMWH to be commenced 6-12 hours 
post-operatively. 

Duration:  Until mobility is no longer 
significantly reduced. 

Gynaecology To be used if risk identified 

Anti-embolic stockings (knee or full 
length) 

 

To be used if risk identified 

LMWH to be commenced 6-12 hours 
post-operatively. 

Duration:  Until mobility is no longer 
significantly reduced. 

Bariatric To be used routinely 

Anti-embolic stockings (knee or full 
length) or 

Intermittent pneumatic compression 
devices  

Duration:  Until mobility is no longer 
significantly reduced. 

To be used if risk identified 

LMWH to be commenced 6-12 hours 
post-operatively. 

Duration:  Until mobility is no longer 
significantly reduced. 

15 PROPHYLAXIS IN GENERAL MEDICAL PATIENTS 

 Offer pharmacological VTE prophylaxis to general medical patients assessed to be at 

increased risk of VTE.   

 LMWH should be started as soon as possible after risk assessment and continued until the 

patient is no longer at risk of VTE. 

16 STROKE PATIENTS 

To be read in conjunction with ‘Guidelines for VTE following an Acute Stroke’ 

 Do not offer anti-embolic stockings as VTE prophylaxis to patients who are admitted for 

strokes. 

 Consider offering prophylactic-dose LMWH if: 

 a diagnosis of haemorrhagic stroke has been excluded, and 

 the risk of bleeding (haemorrhagic transformation of stroke or bleeding into another site) is 
assessed to be low, and  
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 the patient has one or more of: 

 major restriction in mobility 

 previous history of VTE 

 dehydration 

 comorbidities (such as malignant disease) 
 

Continue until the acute event is over and the patient’s condition is stable. 

Until the patient can have pharmacological VTE prophylaxis, consider using an intermittent pneumatic 

compression device or foot impulse device. 

17 CRITICAL CARE PATIENTS 

Offer VTE prophylaxis to patients admitted to the critical care unit according to their reason for 

admission, taking into account: 

 any planned interventions 

 the use of other therapies that may increase the risk of complications  

18 CANCER PATIENTS 

 Do not routinely offer pharmacological or mechanical prophylaxis to patients with cancer 

having oncological treatment who are ambulant. 

 Offer pharmacological prophylaxis to patients who are assessed to be at increased risk of 

VTE. 

 Start pharmacological prophylaxis as soon as possible after risk assessment and continue 

until patient is no longer at risk. 

19 PALLIATIVE CARE PATIENTS 

 Consider using pharmacological prophylaxis to patients in palliative care who have potentially 

reversible acute pathology. 

 Take into account potential risks and benefits and the views of patients and their families 

and/or carers as part of the decision making process. 

20 PATIENTS WITH CENTRAL VENOUS CATHETERS 

 Do not routinely offer pharmacological or mechanical prophylaxis to patients with central 

venous catheters who are ambulant. 

 Consider offering pharmacological prophylaxis to patients with central venous catheters who 

are assessed as being at risk of VTE. 
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21 PATIENTS WITH LOWER LIMB CASTS 

 Consider offering pharmacological VTE prophylaxis to patients with lower limb plaster casts 

after evaluating the risks and benefits based on clinical discussion with the patient.  

 Offer LMWH until lower limb plaster cast removal.   

Specific information should be given to this group of patients as detailed in appendix 3. 

22 DISCHARGE PLANNING 

 As part of the discharge plan, offer patients and/or their families or carers verbal and 
written information on:  

 

 the signs and symptoms of deep vein thrombosis and pulmonary embolism  

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

 the importance of using VTE prophylaxis correctly and continuing treatment for the 
recommended duration (if discharged with prophylaxis)  

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

 the importance of seeking help and who to contact if they have any problems using 
the prophylaxis (if discharged with prophylaxis) the importance of seeking medical 
help and who to contact if deep vein thrombosis, pulmonary embolism or other 
adverse events are suspected.  

 Written patient information should be given to support any verbal advice. 

 

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

 understand the benefits of wearing them  

 understand the need for daily hygiene removal  

 are able to remove and replace them, or have someone available who will be able 
to do this for them  

 know what to look for, such as skin marking, blistering or discolouration, 
particularly over the heels and bony prominences  

 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. 
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23 MONITORING 

Target compliance for assessment is laid out as 90% within the Department of Health guidance and 

CQUIN targets. 

Monitoring criterion Response 

Who will perform the 

monitoring? 

Information Department by producing compliance with assessment 

figures. 

Care Groups will review compliance with assessment figures and carry 

out monitoring of prophylaxis via monthly ward performance framework. 

What are you 

monitoring? 

The number of patients who have appropriate risk assessment for VTE 

and appropriate prophylaxis in line with trust guideline. 

When will the 

monitoring be 

performed? 

Weekly compliance figures with annual report for risk assessment. 

How are you going to 

monitor? 

Figures are produced on a weekly basis showing levels of compliance on 

all adult in-patients and day-cases (with the exception of patients within 

the exclusion criterion) – these feed into the weekly monitoring and 

annual monitoring for CQUIN. 

What happens if any 

shortfalls are identified 

Information disseminated to Care Groups who will be responsible for 

actioning specific issues. 

Where will the results 

of the monitoring be 

reported? 

Annually as part of CQUIN monitoring. 

How will the resulting 

action plan be 

progressed and 

monitored? 

Action plans should not be required as picked up as part of performance 

reviews. 

How will learning take 

place? 

Awareness raising as part of the weekly compliance checks 

 

Monitoring mechanisms for the diagnosis and treatment of VTE events can be found in the guideline 

for Venous Thromboembolism (VTE) diagnosis and treatment (adult patients) 

In addition to the monitoring outlined in the table, attendance at Essential Training is recorded by P 

&OD and entered onto the Trust Training Management System, OLM. Monitoring of non-attendance 

will be in line with the Training Needs Analysis, Monitoring and Evaluation Policy and carried out by P 

&OD.  Please refer to this policy for detailed information. 
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 Appendix 9 – Venous Thromboembolism (VTE) Risk Assessment and Prophylaxis 

(Gynecological patients) 

 Appendix 10 – Venous Thromboembolism (VTE) Risk Assessment and Prophylaxis (Critical 

Care patients) 
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pregnancy and after delivery 
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 Appendix 16 – Process for VTE assessment 

 Appendix 17a – Pathway for risk assessment of Venous Thromboembolic Disease (VTE) in 

lower limb immobilization in the Emergency Department CDDFT 

Appendix 17b – Venous Thrombo-embolism Risk Assessment for Emergency Department 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appendix 1 

Equality Analysis / Impact Assessment 

               

       Full Assessment Form           

Division/Department:  
 Assurance Risk and Compliance Department 
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Title of policy, procedure, decision,  

project, function or service: 

 Policy for Venous Thromboembolism (VTE) risk 

assessment and prophylaxis in adult patients 

admitted to hospital 

   

Lead person responsible: 

 

 Denise Kirkup, Head of Assurance and 

Compliance 

   

People involved with completing  

this: 

 

 Denise Kirkup, Head of Assurance and 

Compliance  

Carolyn Ryder, Assurance and Compliance 

Manager 

 

Type of policy, procedure, decision, project, function or service: 

Existing   

New/proposed   

Changed   
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       Step 1 – Scoping your analysis         

 

What is the aim of your policy, procedure, project, decision, function or service and 

how does it relate to equality? 

The guideline describes the process for risk assessing patients for their risk of venous 

thromboembolism on admission to hospital and the measures to take regarding prophylaxis if 

patients are assessed as being at risk. 

 

Who is the policy, procedure, project, decision, function or service going to benefit 

and how? 

Guidance for staff on assessment and methods of appropriate prophylaxis.  Benefit for 

patients for preventing deep vein thrombosis and/or pulmonary embolism. 

 

What outcomes do you want to achieve? 

Prevention of hospital acquired deep vein thrombosis and/or pulmonary embolism for 

hospital in-patients or those with a recent episode of in-patient care. 

 

What barriers are there to achieving these outcomes? 

Staff awareness and implementation of the guideline. 

 

How will you put your policy, procedure, project, decision, function or service into 

practice? 

Implementation of guideline via VTE Group, governance forums and via the intranet. 
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Does this policy link, align or conflict with any other policy, procedure, project, 

decision, function or service?  

Yes, guideline for Venous Thromboembolism (VTE) diagnosis and treatment (adult patients). 

 

               

       Step 2 – Collecting your information    

 

What existing information / data do you have? 

Weekly compliance monitoring of assessment figures. 

Monthly Ward Performance Framework on prescribing of prophylaxis 

 

Who have you consulted with? 

Procurement  and nursing staff within Care Groups 

 

What are the gaps and how do you plan to collect what is missing?  

No gaps identified. 

 

 

               

       Step 3 – What is the impact?    

 

Using the information from Step 2 explain if there is an impact or potential for impact on staff 

or people in the community with characteristics protected under the Equality Act 2010?  

 

Ethnicity or Race 

None 
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Sex/Gender  

None 

 

Age 

None. 

 

Disability 

None. 

 

Religion or Belief 

None. 

 

Sexual Orientation 

None 
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Marriage and Civil Partnership 

None 

 

Pregnancy and Maternity 

Specific guidance is available for obstetric patients. 

 

Gender Reassignment 

None. 

 

Other socially excluded groups or communities e.g. rural community, socially 

excluded, carers, areas of deprivation, low literacy skills 

None. 

 

               

       Step 4 – What are the differences?       

 

Are any groups affected in a different way to others as a result of the policy, 

procedure, project, decision, function or service? 

Yes, agreed cohorts of patients for whom risk assessment is not applicable.  See appendix 

10. 
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Does your policy, procedure, project, decision, function or service discriminate against 

anyone with characteristics protected under the Equality Act? 

Yes  No   

If yes, explain the justification for this.  If it cannot be justified, how are you going to 

change it to remove or mitigate the affect? 

Not applicable. 

 

               

       Step 5 – Make a decision based on steps 2 - 4  

 

If you are in a position to introduce the policy, procedure, project, decision, function 

or service? Clearly show how this has been decided. 

Original policy dated September 2010.  Agreed, approved and implemented with agreement 

of the VTE Group and Quality and Healthcare Governance Committee. 

 

If you are in a position to introduce the policy, procedure, project, decision, function 

or service, but still have information to collect, changes to make or actions to 

complete to ensure all people affected have been covered please list: 

N/A 

 

How are you going to monitor this policy, procedure, project or service, how often and 

who will be responsible? 

Monitoring as described in section 23. 

 

         

  



 

GUIDE/N&G/0013 Version 3.4  25 

 

Appendix 2 

 

 

Assessment of children for Venous Thromboembolism (VTE) in Child Health 

The 2010 publication by the National Institute for Health and Clinical Excellent (NICE), ‘Venous 

thromboembolism: reducing the risk. CG 92’, is explicit that the guideline does not cover ‘people 

under the age of 18’.  This automatically rules out the vast majority of the patients admitted to wards 

22(DMH) and 7(UHND).  

Under 16 years old with high risk factors. 

Patients under 16 years who are clinically assessed as being at high risk of developing VTE, either 

due to being scored highly against risk factors, known thrombophilia or on-going treatment for cancer, 

would be discussed with a consultant paediatric haematologist at Great North Children’s Hospital 

(telephone dial #6106 from all sites within the trust).  This would be telephone conversation 

commenced by the CDDFT consultant paediatrician call. 

16-18 Years old with High Risk factors 

These patients would be discussed with the CDDFT consultant haematologist on call. In child health 

this would be a consultant to consultant conversation. 

Patients over 18 years. 

There may be occasions where a patient over the age of 18 is admitted to the service.  In these 

instances, medical staff working within child health should refer to the appropriate medical, surgical or 

obstetric related assessment which can be found on the Clinical Governance webpage on the trust 

intranet under the Venous Thromboembolism (VTE) heading. 

 

 

 

 

March 2010 

 

 

 

  



 

GUIDE/N&G/0013 Version 3.4  26 

Appendix 3 

 

Instructions for Patients in Plaster Casts 
 
 

Contact details: 
Darlington Memorial Hospital – 01325 743486 
University Hospital North Durham – 0191 3332424 
Bishop Auckland Hospital – 01388 455477 
 
Out of hours contact details: 
A&E Darlington Memorial Hospital – 01325 743481 
A&E University Hospital North Durham – 0191 3332135 
 

Do 

 Exercise your fingers, toes, elbow, shoulder 

 Elevate your plastered limb whenever possible  

 Use crutches, walking sticks and slings as instructed 

 Return to or contact Plaster Room if you notice any of the following:- 
o Inability to move any part you have been instructed to exercise 
o Cracking or softening of cast 
o Loosening and discomfort under plaster 
 

If you have a plaster cast, there are certain things to watch out for which may indicate that you have 
developed a clot in the veins of your lower leg (a deep vein thrombosis).  Please note: the risk of this 
is more likely if you have a plaster cast on your leg but patients with arm casts should watch out for 
the signs as well. 
 

 Swelling 

 Extreme pain in the affected limb 

 Discolouration 

 Pins and needles or numbness 
 

However should you notice any of the following symptoms you should seek urgent medical 
assistance as it is possible that a blood clot could have travelled to your lungs 
 

 Shortness of breath 

 Pain in your chest, back or ribs which worsens as you breath in 

 Coughing up blood 
 

Do Not 
 

 Remove your plaster cast 

 Get your plaster cast wet 

 Poke anything inside your plaster cast 

 Wear a sling longer than instructed 

 Knock or bump your plaster cast 

 Press or walk on your plaster cast until it is dry and have been instructed to do so 

 Wear jewellery on plastered limb 
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Appendix 4 
 

Good Practice Guidelines and Standard Operating Procedure (SOP) for 

the use of Anti-Embolism Stockings 

CDDFT NURSING GUIDELINES 

1.0 USE OF ANTIEMBOLISM STOCKINGS NURSING GUIDELINES 

A competent practitioner should identify if AES are indicated by assessing the patient’s risk of VTE 
and bleeding.   
They should assess for contraindications to AES as mentioned in the VTE Policy. 
If required: Decide what length of stockings to apply (thigh or knee length) taking into 
consideration: 
 
 Clinical judgement 
 Patient preference 
 Compliance 
 Surgical procedure / wound sites  
 
2.0 NURSING ASSESSMENT / PROCEDURE 
 

ACTION RATIONALE 

All patients must be assessed prior to application 
of stockings 
 
 
Prior to application of anti-embolism stockings, 
check contraindications and cautions. 
 
 
Gain informed consent to treatment with AES – 
written or verbal 
 
Wash hands 
 
Measure the patient’s legs to find correct size as 
per manufacturers guidelines. 
 
 
 
 
Follow manufacturers sizing chart and fit 
appropriate size of stockings as soon as possible 
after measuring. 
 
 
 
 
 
 
 
 
 
 
 
Wash hands 

To identify the presence of any contra-
indications to the application of stockings and 
ascertain appropriate management. 
  
To rule out potential arterial impairment 
 
 
 
Ethical requirement 
Increase Compliance 
 
In line with Infection, Prevention &Control (IP&C) 
 
Incorrect measuring can cause tissue damage 
when stockings chosen are too small and 
therapeutic benefit is lost if the stockings are too 
large. If appropriate size not available consider 
alternative therapy and escalate.  
 
As the position of the patient and the time of day 
may have an effect on the shape and size of the 
leg, where possible the measurement should be 
taken early in the morning and the patients 
should preferably be standing, or if sitting the 
feet and knees should be at 90 degrees.  
 
Optimum therapeutic value is dependent upon 
well-fitting stockings. 
 
Patient’s feet and legs should be dry before 
stockings are applied. 
 
 
In line with IP&C 
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Document the size of the stocking in nursing 
records. 
 
 
Where oedema exists, re-measure every two days 
and as oedema reduces be aware that downsizing 
of stockings size may be necessary.  
 
If patients transferred from acute sector to 
community hospitals,/from one ward to another 
ward or following a change in condition. Arterial 
status of patients must be reassessed prior to 
application. and re-measured. Document any 
changes in nursing records 
 
 
Teach the patient how to apply and remove them 
AES and ensure they understand they will reduce 
the risk of VTE.  Stockings should be worn for 
twenty four hours a day unless otherwise 
instructed. 
 
 
Advise patients of the dangers of turning down 
stocking tops (thigh or knee length) and the 
resulting tourniquet effect 
 
 
 
 
Observe for marking/blistering/discolouration 
particularly over bony provinces and heels 
Monitor for side effects of AES.  Sensation, 
circulation and movement of the leg should be 
checked.  
 
 Discoloured toes  
 Cold toes  
 Tingling in the toes  
 Swelling in the toes 
 
 Pain or discomfort should be assessed, 

monitored and reported immediately and 
stockings removed. Document in nursing 
records 

 

 
Good record keeping  
 
 
 
In case of clinical changes.  
 
 
 
Good record keeping and To ensure evidence of 
care. 
 
 
 
 
 
 
Accurate measurement and safe fitting of the 
stockings is of paramount importance to achieve 
optimum prophylaxis and patient compliance.   
 
 
 
 
It is important that patients are provided with the 
relevant information covering therapeutic 
treatments.  Providing written formalised 
information helps to reinforce verbal information 
given to patients, leading to increased patient 
compliance. 
 
Minimise risk of tourniquet adverse effects 
 
Stockings must be removed daily by patients or 
carer/nurse to allow for skin care, hygiene and 
assessment. This should be for a maximum of 
30 minutes in 24 hours. 
 
If the patient is to wear anti-embolism stockings, 
information and advice on caring for legs and 
stockings must be given – 
 
To ensure correct medical treatment if required. 
To provide evidence of care. 

 

EVERY Shift / 8 hours 

Check that stockings fit smoothly. 
 
 
 
 
 
All stocking checks should be documented in 
nursing care plan. 

To ensure they are not acting as a tourniquet 
anywhere as this will increase the risk of DVT. 
Wrinkles can cause constriction and tissue 
damage.  
 
To provide evidence of care 
 

Every day 

Stockings should be removed for up to 30 mins To allow the patient to be washed and check 
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per day 
 
 
Re-measure legs if the is any evidence of 
swelling or oedema and report to medical team 
 
 
Patients who are infected and undergoing 
decolonisation e.g. for MRSA, should have 
their stockings changed every day, as well as 
their linen. 

circulation and sensation are adequate and that 
there are no skin integrity problems 
 
An increase in leg diameter of 5cm can double 
the pressure applied by the stocking 
 
 
To ensure effective decolonisation 

 

If at home. Launder as per manufacturer’s 
instructions  
 
Change  if they become soiled/dirty. 
 

To maintain personal hygiene. 
 
Oily substances can degrade the elastic fibres 
e.g. moisturisers/emollients e.g. Aqueous cream 
is product of choice 
 
Advise patients to note the number of washes 
and to get replacement stockings as per the 
manufacturer’s instructions to ensure an 
adequate level of compression is maintained 
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Appendix 5 
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Appendix 6 
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Appendix 7 
 

Venous Thromboembolism (VTE) Risk Assessment and Prophylaxis (Medical Patients) 
 

1. Risk of VTE 

I. Mobility significantly reduced > 3 days 
II. Expected on-going reduced mobility plus any of: 

1. Active cancer or cancer treatment 
2. Age > 60 years 
3. Critical care admission 
4. Obesity BMI > 30 kg/m

2
 

5. Dehydration 
6. Significant medical co-morbidity e.g. heart disease, metabolic,  

Endocrine or respiratory pathologies, acute infectious diseases  
or Inflammatory disease 

7. Known thrombophilia, personal/family history of VTE 
8. Use of HRT or Oestrogen contraceptive pill 
9. Varicose veins with phlebitis 
10. Pregnancy or < 6 weeks post-partum 

 
    Yes 
 
2. Risk of bleeding 

1. Active bleeding 
2. Acute stroke 
3. Acquired bleeding disorders (such as acute liver failure) 
4. Concurrent use of anticoagulants known to increase the risk of 

bleeding(e.g. INR>2) 
5. Thrombocytopenia < 75 x 10

9
/L 

6. Uncontrolled systolic hypertension (230/120mmHg or higher) 
7. Untreated inherited bleeding disorders(e.g. haemophilia and von 

Willebrands disease) 
8. Congenital or, including therapeutic anticoagulation 
9. Lumbar puncture, epidural/spinal anaesthesia within 4 hours or 

expected in next 12 hours 

 
No 
 

Clexane (Enoxaparin) 40mg subcutaneously once daily 
 
 

Name:________________ Signature:________________   Date: ____/____/_____Time:___:___ 
 
Information leaflet (Reducing the risk of a blood clot) given to patient or carer:    Yes   No 
 

Reassess within 24 hours of admission and when clinical circumstances change 

Date Clinical circumstances Outcome Signature 

    

    

    

* Contraindication for anti-embolic stockings:    
Acute stroke, peripheral vascular disease, peripheral neuropathy/other sensory loss, severe leg oedema, 
pulmonary oedema, skin ulceration, dermatitis, recent skin graft, severe deformity. 
 
Adapted from the Department of Health Risk Assessment for Venous Thromboembolism (VTE) 2010 / NICE clinical guideline 92.  July 2010 

 

  

No 

Yes 

*Mechanical prophylaxis only 

Circle appropriate 

response to 1 & 2. 
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Appendix 8 
 

Venous Thromboembolism (VTE) Risk Assessment and Prophylaxis (Surgical 
Patients) 

 

All elective and emergency surgical patients (day case and in-patient) need assessment. 
 

Risk assessment below must be completed - tick box if present 
 

A. Surgical patients and patients with trauma, - prophylaxis indicated if:   
 

- Total anaesthetic + surgical time > 90 minutes  
- Surgery involves pelvis or lower limb and total + surgical time > 60 minutes 
- Hip or knee replacement / hip fracture 
- Acute surgical admission with inflammatory intra-abdominal condition  
- Significant reduction in mobility expected  

 

B.  If any of the VTE risk factors below present - prophylaxis indicated  
    

- Active cancer or cancer treatment, age > 60 years 
- Critical care admission with dehydration  
- Obesity (BMI > 30 kg/m

2
) 

- One or more significant medical comorbidities (for example: heart disease; metabolic, 
  endocrine or respiratory pathologies; acute infectious diseases; inflammatory conditions) 
- Known thrombophilia’s 
- Personal history or first-degree relative with a history of VTE  
- Use of HRT or oestrogen-containing contraceptive therapy (unless stopped 4/52) 
- Varicose veins with phlebitis  
- Women pregnant or have given birth within the previous 6 weeks) 

 

C.  All Patients at risk of bleeding or who have any of the following:  
 

 - Active bleeding  
- Acquired bleeding disorders (such as acute liver failure) 

  - Concurrent use of anticoagulants known to increase risk of bleeding (such as warfarin with INR > 2)    
- Uncontrolled systolic hypertension (≥ 230/120 mmHg) 

  - Untreated inherited bleeding disorders (such as haemophilia or von Willebrand’s disease) 
- Thrombocytopenia (platelets < 75 x 10

9
/L)  

- Acute stroke 

 

D.  Lumbar puncture/epidural/spinal anaesthesia within previous 4 hours  
      or expected in next 12 hours. 
 

   
 
 
 
 

 
Prophylaxis to be given if indicated is Clexane (Enoxaparin) 40mg daily 

(Reduce dose according to body weight if necessary) 
Further information on prophylaxis can be found in the Policy for Venous Thromboembolism (VTE) risk 

assessment and prophylaxis in adult patients admitted to hospital found on the intranet. 
 

Assessment done by: 
 

Name:________________ Signature:________________   Date: ____/____/_____Time:___:___ 
Bleep no: _____________ 
 
Information leaflet (Reducing the risk of a blood clot) given to patient or carer:    Yes   
No 
 

If nurse assessment at pre-assessment must be confirmed by doctor: 
 

Name:________________ Signature:______________  Date: __/____/____Time:___:___ 

 

Further information 
 

1.  Pre-op elective patients:  
- Advise women to consider stopping oestrogen-containing contraceptives or HRT 4 

1. VTE Assessment completed. Prophylaxis indicated (if A or/and B are present)     
2. VTE Assessment completed.  No prophylaxis required        
3. Local anaesthetic.  No prophylaxis required (unless high risk)       
4. Clinical decision not to give prophylaxis (risk of bleeding outweighs DVT -discuss with senior staff)  
5. VTE Assessment completed – prophylaxis to be given > 4 hours post lumbar puncture/epidural/spinal  

 

Yes     No  

Yes     No  

Yes (go to 4)    No  

Yes (go to 5)   No 
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  weeks before surgery. 
- Consider stopping pre-existing antiplatelet therapy 1 week before surgery. 
- Consider involving the multidisciplinary team in the assessment.  

2.  Reassess risks of VTE and bleeding within 24 hours of admission and whenever 
     clinical situation changes. 
3.  Do not allow patients to become dehydrated unless clinically indicated. 
4.  Encourage patients to mobilise as soon as possible. 
5.  Do not routinely offer pharmacological or mechanical VTE prophylaxis to patients having   
    surgery with local anaesthesia by local infiltration with no limitation of mobility. 
 

Patient-centred care: 
- Treatment and care should take into account patients’ individual needs and preferences.  
- Good communication is essential, supported by evidence-based information, to allow patients 
  to reach informed decisions about their care. 
- If the patient agrees, families and carers should have the opportunity to be involved in  
  decisions about treatment and care. 

 
Choice of VTE prophylaxis: 
Base the choice of mechanical VTE prophylaxis on clinical condition, surgical procedure and patient 
preference. Choose any one of: 
1. anti-embolism stockings (thigh or knee length). 
2. intermittent pneumatic compression devices (thigh or knee length). 
3. choice of pharmacological VTE prophylaxis based  on local policies, clinical condition  
    (for example renal failure) and patient preference. 

 
Patient Information and/or carers/families: 
Before starting VTE prophylaxis, offer verbal and written information on: 
- risks and possible consequences of VTE. 
- importance of VTE prophylaxis and its possible side effects. 
- correct use of VTE prophylaxis. 
- how to reduce risk of VTE. (such as keeping well hydrated and, if possible, exercising and 
   becoming more mobile). 
. 

Discharge plan  
 

Offer patients and/or their families or carers verbal and written information on  the signs and 

symptoms of deep vein thrombosis and pulmonary embolism. 
  
Patients should not be discharge home with anti-emboli stockings unless medically indicated and 
documented. (NICE,2007)  This must be documented in the patients discharge letter. 
Patients wearing anti embolic hosiery following hip or knee replacements usually wear stockings for 
six weeks following surgery. 
 
Nursing staff must ensure that the patient has adequate support in place at home to comply with care 
recommendations. 

- Ensure that patients understand the benefits of wearing them. 
- Understand the need for daily hygiene removal. 
- Are able to remove and replace them, or have someone available who will be able to do this 

for them. 
- Know what to look for, such as skin marking, blistering or discolouration, particularly over the 

heels and bony prominences 
 
Know who to contact if there is a problem. Inform GP that a patient has gone home with VTE 
prophylaxis. (NICE 2010). 
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Appendix 9 
 

Venous Thromboembolism (VTE) Risk Assessment and Prophylaxis (Gynaecological 
Patients) 

 

All gynaecological patients (day case/in-patient elective and emergency admissions) need 
assessment. 

 

VTE assessment completed- prophylaxis  indicated (if 1 or/and 2 are present)   
VTE Assessment completed.  No prophylaxis required     
Local anaesthetic.  No prophylaxis required (unless high risk)    
Clinical decision not to give prophylaxis (e.g. risk bleeding outweighs DVT or short  
procedure/procedure under LA - discuss with senior staff) 
 
Risk assessment - tick box if present  
 
1.  Gynaecological patients, 

- prophylaxis indicated if:        
- Major surgery (e.g. abdo hyst, vag hyst, pelvic floor repair, laparotomy) 
- surgical time > 60 minutes  
- suspected cancer surgery  
- acute admission with inflammatory intra-abdominal/pelvic condition  
- expected to have significant reduction in mobility  

 
2.  If any of the VTE risk factors below present,  

- prophylaxis indicated;         
- active cancer or cancer treatment 
- age > 60 years 
- critical care admission    
- dehydration  
- obesity (BMI > 30 kg/m2) 
- one or more significant medical comorbidities (for example: heart disease; metabolic, 
  endocrine or respiratory pathologies; acute infectious diseases; inflammatory conditions) 
- known thrombophilia’s 
- personal history or first-degree relative with a history of VTE  
- use of HRT or oestrogen-containing contraceptive therapy (unless stopped 4/52) 
- varicose veins with phlebitis  
- women pregnant or have given birth within the previous 6 weeks). 

 
3.  All Patients at risk of bleeding, who have any of the following:     - 
active bleeding  

- acquired bleeding disorders (such as acute liver failure) 
- concurrent use of anticoagulants known to increase the risk of bleeding (such as warfarin with INR > 
2)    
- lumbar puncture/epidural/spinal anaesthesia within previous 4 hours or expected within next 12 hours 
- acute stroke 
- thrombocytopenia (platelets < 75 x 10

9
/L) 

- uncontrolled systolic hypertension (≥ 230/120 mmHg) 
  - untreated inherited bleeding disorders (such as haemophilia or von Willebrand’s disease) 
 
Prophylaxis to be given if indicated is Clexane (Enoxaparin) 40mg daily 
(see divisional guidelines about TD stocking, mechanical compression, LMWH etc on intranet) 
 
Assessment done by: 
 

Name:________________ Signature:________________  Date: _/____/_____ Time:___:___ 
 
Information leaflet (Reducing the risk of a blood clot) given to patient or carer:    Yes  No 
If nurse assessment at pre-assessment must be confirmed by doctor: 
 
Name:________________ Signature:________________   Date: ____/____/_____Time:___:___ 
 

Further information 
1.  Pre-op elective patients:  
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- Advise women to consider stopping oestrogen-containing contraceptives or HRT 4 
  weeks before surgery. 
- Consider stopping pre-existing antiplatelet therapy 1 week before surgery. 
- Consider involving the multidisciplinary team in the assessment.  

2.  Reassess risks of VTE and bleeding within 24 hours of admission and whenever 
     clinical situation changes. 
3.  Do not allow patients to become dehydrated unless clinically indicated. 
4.  Encourage patients to mobilise as soon as possible. 
5.  Do not routinely offer pharmacological or mechanical VTE prophylaxis to patients having  
surgery with local anaesthesia by local infiltration with no limitation of mobility. 
 

Patient-centred care: 
- Treatment and care should take into account patients’ individual needs and preferences.  
- Good communication is essential, supported by evidence-based information, to allow patients 
  to reach informed decisions about their care. 
- If the patient agrees, families and carers should have the opportunity to be involved in  
  decisions about treatment and care. 
 

Choice of VTE prophylaxis: 
Base the choice of mechanical VTE prophylaxis on clinical condition, surgical procedure and patient 
preference. Choose any one of: 
1. anti-embolism stockings (thigh or knee length). 
2. intermittent pneumatic compression devices (thigh or knee length). 
3. choice of pharmacological VTE prophylaxis based  on local policies, clinical condition  
    (for example renal failure) and patient preference. 
 

Patient Information and/or carers/families: 
Before starting VTE prophylaxis, offer verbal and written information on: 
- risks and possible consequences of VTE. 
- importance of VTE prophylaxis and its possible side effects. 
- correct use of VTE prophylaxis. 
- how to reduce risk of VTE. (such as keeping well hydrated and, if possible, exercising and 
   becoming more mobile). 
 

Discharge plan; offer patients and/or their families or carers 
- verbal and written information on  the signs and symptoms of deep vein thrombosis and 
   pulmonary embolism. 
- the correct and recommended duration of use of VTE prophylaxis at home (if discharged with 
  prophylaxis). 
- the importance of using VTE prophylaxis correctly and continuing treatment for the 
  recommended duration (if discharged with prophylaxis). 
- the signs and symptoms of adverse events related to VTE prophylaxis (if discharged with 
  prophylaxis), the importance of seeking help. 
- the importance of seeking medical help and who to contact if deep vein thrombosis, pulmonary 
  embolism or another adverse event is suspected. 
- Consider continuing thromboprophylaxis for 4 weeks in patients with: 

 suspected cancer. 

 BMI > 40. 

 Prolonged surgery (>2 hours). 
 
Adapted from the Department of Health Risk Assessment for Venous Thromboembolism (VTE) 2010 / NICE clinical guideline 92.  July 
2010. 
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Appendix 10 
 

Venous Thromboembolism (VTE) Risk Assessment and Prophylaxis (Critical Care 
Patients) 

 

Mobility – all patients  
(tick one box) 

Tick  Tick  Tick 

Surgical patient   Medical patient expected to 
have on-going reduced mobility 
relative to normal state 

 Medical patient NOT expected to 
have significantly reduced mobility 
relative to normal state 

 

    Risk assessment now complete  

 
Assess for thrombosis and bleeding risk below 
 
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 comorbidities (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 

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 

 

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

 

Thrombocytopenia (platelets <75x109/1)    

Uncontrolled systolic hypertension (230/120 mmHg 
or higher) 

   

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

   

 

Date of assessment / 
reassessment 

Signed Print name Outcome/preventative measures prescribed 

    

    

 
Information leaflet (Reducing the risk of a blood clot) given to patient or carer:    Yes   No 

 
Adapted from the Department of Health Risk Assessment for Venous Thromboembolism (VTE) 2010 / NICE clinical 
guideline 92.  July 2010. 
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Appendix 11 
 

Venous Thromboembolism (VTE) Risk Assessment and Prophylaxis 
during pregnancy and after delivery 

 

 Individual risk assessment should be carried out in all women since certain factors increase 
the risk of DVT and pulmonary embolism. If the woman is deemed at increased risk then 
prophylactic anticoagulation is required (not whilst in labour). 

 This assessment is to be made at booking, on every admission thereafter and following 
delivery since a woman’s risk can change.  Additional risk factors may develop during 
pregnancy e.g. starting smoking again, developing varicose veins etc, and postnatally. 
Therefore women should have their risk re-assessed as pregnancy progresses. 

 For higher risk patients e.g. Previous DVT, thrombophilia, BMI>50 see Thromboprophylaxis 
guideline. 

Risk Assessment  

(Tick each risk factor – the total number of risk factors triggers treatment) 

High risk patient e.g. Previous 
DVT/PE, thrombophilia, BMI >50 

These women should be attending the Obstetric Medical 
Clinic. See Thromboprophylaxis guideline 

 

Pre-existing risk factors 
New-onset/transient/potentially reversible 

risk factors 

Age > 36 at booking  Hyperemesis (on-going), ovarian hyperstimulation 
(on-going),dehydration (requiring IVT) 
– in-patient automatically requires 
thromboprophylaxis 

 

Para > 3 (at booking – doesn’t change after 
delivery for re-assessment) 

 

BMI > 31 (either pre- pregnancy or in early 
pregnancy)  

BMI > 40 counts as 2 risk factors 

 
Current severe systemic infection (e.g. 
pyelonephritis, pneumonia, postpartum infection) – 
in-patient automatically requires thromboprophylaxis 

 

Family history of VTE in first degree relative  Surgical procedure in pregnancy or postpartum e.g. 
appendectomy, cervical suture, Manual removal of 
placenta, 3

rd
/4

th
 degree tear (not CS – see overleaf 

for CS) 

 

Smoker   

Sickle cell disease  
Long- distance travel - including by air/car / train > 4 
hours) 

 

Crohns/ulcerative colitis (on medication), SLE, 
rheumatoid arthritis 

 Pre-eclampsia (Moderate/severe) i.e. BP > 150/100 
(or on medication) and protein > 2+ 

 

Myeloproliferative disorders (e.g. 
thrombocythaemia, polycythaemia vera) 

 Antepartum haemorrhage (> 1 litre) 
PPH (>1litre) or transfusion 

 

Chronic medical conditions e.g. cardiac or lung 
disease (not asthma), cancer, nephrotic syndrome 
(>3g/day), IV drug user, type 1 and 2 diabetes (not 
gestational diabetes) 

 Prolonged labour (>24 hours)  

Paraplegia/restricted mobility  Operative delivery in theatre (forceps/ventouse)  

Multiple Pregnancy  Immobility before or after delivery – e.g. SPD, gross 
oedema (not CS) 

 

Gross varicose veins - symptomatic, above the 
knee or associated with phlebitis/oedema/skin 
changes 

 Hospitalisation > 4 days (for maternal reasons, not if 
staying in for the baby) 

 

 

Prophylactic thromboembolism protocol and accountability section overleaf. 

Prophylactic thromboembolism protocol 
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Antenatal – 
Increased risk 

 3 or more risk factors 

 2 or more risk factors if admitted 
 

 BMI > 40 + 1 or more other risk factors  

 BMI > 40 if admitted 

Consider antenatal prophylactic dose LMWH  

N.B. Only need elastic stockings A/N if contraindication to 
heparin or travelling > 4hours 

Postnatal – 
Increased risk 

 

 2 risk factors  

 BMI  > 40  
Postnatal prophylactic dose LMWH for  7 days  

 3 or more risk factors 

 BMI > 40 + 1 or more other risk factors 

Continue LWMH for 6 weeks post-partum 

 

Postnatal 

- CS 

Elective CS - Prophylactic thromboprophylaxis + elastic stockings for 48 hours or until mobile. 

 Continue thromboprophylaxis for 7 days if one additional risk factor 

 Consider thromboprophylaxis for 6 weeks if there are an additional 2 risk factors 

 Consider continuing thromboprophylaxis + elastic stockings for 6 weeks if there are an additional 3 risk factors 

Emergency CS - Prophylactic thromboprophylaxis for 7 days + elastic stockings for 48 hours or until mobile. 

 Emergency CS + BMI > 40 - LWMH + elastic stockings for 6 weeks post-partum 

 Emergency CS + 2 additional risk factors-Consider LWMH/stockings for 6 weeks postnatal 

 

 
 
 
 
 
 
 

<50 kg  50-90 kg  91-130 kg  131 – 170 kg  >170 kg 

         

Enoxaparin 
(Clexane) 

20mg once daily 

 
Enoxaparin 
(Clexane) 

40mg once daily 

 
Enoxaparin 
(Clexane) 

60mg once daily 

 
Enoxaparin 
(Clexane)  

A/N: 40mg twice 
daily 
P/N: 80mg daily 

 Enoxaparin (Clexane) 
0.6mg/kg/day 
A/N: in 2 divided 
doses 
P/N: Single dose 

 

 No of 
risk 
factors 

Outcome – low risk/increased risk and 
preventative measures prescribed (heparin 
and TEDS) 

Signed Print name 

Date of assessment:      

Post-natal reassessment 
Date: 

    

Leaflet(Reducing the risk of venous thromboembolism in pregnancy and after birth) given   

Thromboprophylaxis withheld because already on heparin or risk of 
bleeding outweighs risk of DVT (decision must be made by senior medical 
staff) 

N.B. Increased risk of bleeding: Active bleeding, uncontrolled hypertension 
(systolic BP >200mmHg, diastolic > 120mmHg), thrombocytopenia (platelets < 75 
x 109), at risk of major haemorrhage (e.g. Placenta praevia), bleeding disorder 
e.g. Von Willebrand’s, severe liver or renal disease, acute stroke in last 4 weeks 
(haemorrhagic or ischemia). 

Yes 

No no 

  

 
Adapted from the RCOG Guideline 37(2009).  July 2011. 

 
 
 
 
 
 
 

Booking weight 

Prophylactic Thromboprophylaxis  

(+ graduated compression stockings P/N if necessary –see above) 
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Appendix 12 
 
 

Venous Thromboembolism (VTE) Risk Assessment and Prophylaxis (GP Patients) 
 

1. Risk of VTE 
III. Mobility significantly reduced > 3 days 
IV. Expected on-going reduced mobility plus any of: 

1. Active cancer or cancer treatment 
2. Age > 60 years 
3. Critical care admission 
4. Obesity BMI > 30 kg/m2 
5. Dehydration 
6. Significant medical co-morbidity e.g. heart disease, metabolic,  

Endocrine or respiratory pathologies, acute infectious diseases  
or Inflammatory disease 

7. Known thrombophilia, personal/family history of VTE 
8. Use of HRT or Oestrogen contraceptive pill 
9. Varicose veins with phlebitis 
10. Pregnancy or < 6 weeks post-partum 

 
    Yes 
 

2. Risk of bleeding 
10. Active bleeding 
11. Acute stroke 
12. Acquired bleeding disorders (such as acute liver failure) 
13. Concurrent use of anticoagulants known to increase the risk of 

bleeding(e.g. INR>2) 
14. Thrombocytopenia < 75 x 109/L 
15. Uncontrolled systolic hypertension (230/120mmHg or higher) 
16. Untreated inherited bleeding disorders(e.g. haemophilia and 

von Willebrands disease) 
17. Congenital or, including therapeutic anticoagulation 
18. Lumbar puncture, epidural/spinal anaesthesia within 4 hours or 

expected in next 12 hours 
 

No 
 

Clexane (Enoxaparin) 40mg subcutaneously once daily 
 

 
  Clinical decision made by GP not to prescribe prophylaxis. 

Reason: 
 
 

 
 

Name:________________Signature:________________ Date: __/____/_____Time:___:___ 
 

Information leaflet (Reducing the risk of a blood clot) given to patient or carer:    Yes   No 
 
 

* Contraindication for anti-embolic stockings:    
Acute stroke, peripheral vascular disease, peripheral neuropathy/other sensory loss, severe leg oedema, 
pulmonary oedema, skin ulceration, dermatitis, recent skin graft, severe deformity. 
 
 

No 

Yes 

*Mechanical prophylaxis only 

Circle appropriate 

response to 1 & 2. 

Reassess if 

clinical condition 

changes 
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Appendix 13 

For use in Trauma Clinic 
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Appendix 14   

For use in Trauma Clinic 
  

To be filled by Patient: 

Patient Details Tick every box that applies Score 

Age 60 years or more  1 

Very Overweight (BMI >30kg/m
2
)  1 

Wheelchair user/Non ambulatory  2 

Current Medication   
Oral contraceptive pill (birth pill)  1 

Hormone Replacement Therapy (HRT)  1 

Family History   

Known history of leg vein clots (deep vein 
thrombosis), or lung clots (pulmonary 
embolus) in a close family (sibling, father, or 
mother) 

 2 

Medical History   
Varicose Veins  1 

Heart disease/ heart attack in last 6 months  1 

Abdominal (tummy) surgery in last 6 weeks  2 

Active cancer  3 

Previous deep vein thrombosis  3 

Previous lung clots (pulmonary embolus)  3 

Pregnant or within 6 weeks of childbirth  3 

Major lower limb surgery or pelvic fracture 
in last 6 weeks & advised to have DVT 
prophylaxis 

 3 

Patients Signature: Score: 

To be filled by Doctor 

Does the patient have any risk factors for bleeding / contraindications for prophylaxis?  YES / NO 
If has longstanding blood disease , consult haematologist 
If patient already on anticoagulant treatment, refer to VTE guidance for further advice 
 

Have the risks and benefits of prophylaxis been discussed?     YES / NO 
 

Patient advised to have VTE prophylaxis post op?                   YES / NO 

Date: Clinicians Signature: 

Venous Thrombo-embolism Risk Assessment Form  

 

To be completed by all ADULT patients when considering foot and ankle surgery 

  

  

  

AFFIX PATIENT STICKER HERE 

Date: 

Consultant: 

Proposed surgery: 
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Appendix 15 
Assessment for Venous Thromboembolism. 

Exclusion cohorts 
 
 
As of April 1st 2010 it is national policy to assess the risk of VTE of every adult in-patient or day case 
on admission to and throughout their hospital stay.   
 
Trusts are measured on their performance by – 
 
1. A monthly data return via the UNIFY system 
2. CQUIN target in relation to reducing avoidable death, disability and chronic ill health from 

Venous Thromboembolism 
 
Guidance received in June 2010 form the Department of Health detailed the ‘cohort approach’ to risk 
assessment using the DH/NICE national tool.  This allows Medical Directors (local and SHA) to make 
a clinical decision regarding groups (cohorts) of patients admitted for the same procedure who are felt 
to have a similar risk profile and are assessed as a group as being not at risk of VTE. 
 
Within County Durham and Darlington NHS Foundation Trust the following patient cohorts have been 
identified, in line with national guidance, as not being at risk of VTE. 
 
1. Pain Management patient undergoing the following procedures: 

 Trigger point injections 

 Occipital nerve blocks 

 Supra-scapular nerve block 

 Iloinguinal nerve block 

 Lateral cutaneous nerve thigh block 

 Genito-femoral nerve block 

 Intercostal nerve block 

 Sacral infiltration 

 Guanethidine block 

 Epidurals 

 Caudals 

 Facet joint injections 

 Median branch blocks 

 Dorsal root ganglion block 

 Sacro-iliac joint injection 

 Paravertebral nerve block 

 Stellate ganglion block 

 
2. Patients attending Rapid Access Medical Assessment Clinics (RAMAC/UAMDU) 
 
3. Patients attending for day case chemotherapy 
 
4. Patients attending Medical Day Unit (DMH) 
 
5. Patients attending Medical Investigations Unit (UHND) 
 
6. Dermatology out-patient procedures carried out with local anaesthetic and lasting < 90 minutes. 
7. Dermatology day-case procedures carried out with local anaesthetic and lasting < 90 minutes. 
 
8. Mohs (chemosurgery) procedures lasting < 90 minutes. 
 
9. Cardiac angiography 
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10. Cardiac catheterisation 
 
11. Pacemaker implantation 
 
12. Stress echocardiogram 
 
13. Myocardial perfusion scans 
 
14. Trans-oesophageal echocardiography 
 
15. Endoscopy procedures (including DSU patients undergoing flexible cystoscopy – Sept 11) 
 
16. A&E ward patients UHND (Passed November 2010) 
 
17. Patients who die prior to clerking (Passed Jan 2011) 
 
18. Patients who take own discharge prior to clerking (Passed Jan 2011) 
 
19. Cardioversion patients admitted under code X50.1 (Passed May 2011) 
 
20. Patients admitted to community hospitals who are on an end of life care pathway. (Passed June 
2011) 
 
21. Patients admitted to community hospitals for continuing healthcare (respite care).  (Passed June 
2011) 
 
22. Patients admitted to the haematology units for bone marrow biopsy.  (Passed June 2011) 
 
23. Patients admitted to DSU for flexible cystoscopy  (Passed September 2011) 
 
24. Patients attending Clinical Decisions Unit.  (Passed October 2011) 
 
25. Local Anaesthetic cataracts (November 2012) 
 
26. Ophthalmic laser treatments (November 2012) 
 
27. Intravitreal injections (November 2012) 
 
28. Day case dental patients (February 2013) 
 
29. Coded procedure G21.2 – Intubation of Oesophagus for pressure manometry  
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These cohorts have been agreed within the appropriate divisions, the VTE Group, the Trust, PCT and 
SHA Medical Directors 
  

Pre- 

assessment 

Emergency 

admissions  
Planned 

admissions  

Pre- 
assessment 
nurse carries 

out risk 
assessment 
and records 

on either 
orange form or 

on iSoft. 
. 

Review of risk 
assessment on 
admission by 
medical staff. 

Appropriate prophylaxis  prescribed by 
medical staff. 

Medical staff 
carry risk 

assessment 
within 24 hours 

of admission 
and records on 
either orange 

form or on iSoft. 
. 

Medical staff 
carry risk 

assessment 
on clerking 
and records 

on either 
orange form 
or on iSoft. 

. 

Daily review of risk factors by nursing 
staff.  Alerting medical staff to any 

changes.  Record on prescription chart. 

Anti-embolic stockings. 
Daily review of skin integrity by nursing 

staff.   Record on prescription chart. 

Process for VTE assessment 

Appendix 16 

Patients 
having 

lower limb 
casts in 

OPD 

Patient 
completed 

risk 
assessment 
form given 

completed in 
clinic 

. 

If at risk, 
LMWH 

prescribed 
and 

dispensed 

Self-
administered by 

patient or 
referral made to 

GP. 
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Appendix 17a 
 
 
 
 

Pathway for risk assessment of Venous Thromboembolic Disease 

(VTE) in lower limb immobilisation in the Emergency Department 

CDDFT  

 

 

 

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Temporary Rigid Immobilisation applied in the Ambulatory 

patient with isolated traumatic injury to lower limb 

(Fracture/Severe Sprain) 

Lives locally 

Within CDDFT 

catchment area 

Next day Fracture clinic 

(except Christmas day) this 

will provide VTE 

assessment in these 

patients. 

Non Locally Resident Patients 

requiring fracture clinic 

appointment elsewhere 

Needs VTE assessment form filling 

in the ED and commencing the 

LMWH if high risk for DVT/PE till 

patient seen in the local Fracture 

clinic 

Severe Sprain or other 

Ligament injury 

requiring rigid 

immobilization of 

Lower limb 

Perform VTE Risk 

Assessment in the ED. 

If score 3 or more start 

them on the 

prophylaxis treatment 

(Enoxaparin 40mg SC 

daily) till the duration 

of cast. 

On Christmas Day 

Perform VTE Risk 

Assessment in the ED. 

If score 3 or more start 

them on the 

prophylaxis treatment 

(Enoxaparin 40mg SC 

daily) till the duration 

of cast. 
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Appendix 17b 
 

 
 

Venous Thrombo-embolism Risk Assessment for Emergency Department  
(To be completed for all patients immobilised in a lower limb plaster cast/back slab) 
 

Patient’s name:                                                                                           Unit Number:     

Date:                                                                                             D.O.B:                         

Score  Recommendations 

0-2 Mobilisations as able  

3 or more  Enoxaparin 40mg daily S/C until end of full immobilization of lower limb in cast then reviewed 

on individual basis depending on the mobility. 

Patients Details 

Age ≥60 years  

Overweight BMI ≥ 30                                                                                                                                                           

Unable to walk before accident / injury  

Current Medications 

Oral Contraceptive Pills 

Hormone replacement Therapy (HRT) 

Family History of DVT in family (brother, sister, father, mother)                                                                         

Medical History  

Varicose veins 

IHD(MI) /CVA in last 6 months / Resp disease/ Bowel disease/ long term medical disease requiring treatment 

Abdominal surgery in last 6 weeks  

Active cancer 

Previous H/O of DVT 

Previous H/O of PE   

Pregnant or within 6 weeks of Childbirth                                                                                                                   

Complex lower limb surgery or Pelvic fracture in last 6 weeks                                                                             

Known Thrombophilia needs discussing with haematologist                                                                                  

Total Score:  

Name / Signature of the Clinician filling this form: 

1 

2 

3 

1 

1 

3 

 

 

1 

2 

3 

3 

3 

3 

3 

3 

3 
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Any Relative Contraindications to LMWH  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Haemophilia/other haemorrhagic disorder  Yes  

Thrombocytopenia or previous Heparin induced 

Thrombocytopenia  

Yes  

Recent cerebral haemorrhage or severe hypertension  Yes  

Active peptic ulcer/recent gastrointestinal bleeding  Yes  

Recent major trauma/surgery to eye or nervous system  Yes  

Hypersensitivity to any form of heparin  Yes  

Known estimated GFR <30ml/min  Yes  

Risk deemed to outweigh benefits by clinician  Yes  

If Yes to any of above  

D/W Haematologist for further Prophylaxis options  



  Insert Document Title Here 
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Check List to do if THROMBOPROPHYLAXIS IS ADVISED in 

the Emergency Department 

Obtain baseline eGFR and/or platelet count for all patients 
with suspected or known renal impairment and/or 
thrombocytopenia  
 

Yes  

Any patient with baseline moderate or worse renal 
impairment (eGFR <50ml/min) to be dose adjusted as per 
BNF/pharmacist guidance 
 

Yes  

Prophylactic dose subcutaneous LMWH once daily 
prescribed until the date of Rigid Immobilization (POP/ BACK 
SLAB)  
 

Yes  

Patients educated regarding s/c injection technique OR 
district nurse referral for on-going injections 
 

Yes  

Safety net in place re: bleeding complications  
 

Yes  

Written guidance to patient regarding signs of Heparin 
Induced Thrombocytopenia/Coagulopathy. 
 
  

Yes  

 

 

 

 

 

 

 

 

 

Thromboprophylaxis in ambulatory trauma patients requiring temporary limb immobilisation - 

(Flowchart) (Oct 2012) Revised version published 2 Sept 2013 


