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Summary 

This policy sets out the framework for Venous Thromboembolism (VTE) Prevention for all in-patients aged 
16 years and above throughout the Trust. It establishes the expectations and standards for what is 
required regarding VTE risk assessment and appropriate thromboprophylaxis according to individual 
patient risk. It outlines best practice and pathways to guide clinicians in the delivery of VTE care 
throughout the organisation as recommended by NICE NG89,  NICE NG158 and NICE QS201. The policy will 
provide some guidance on prescribing, but the choice of treatment remains the responsibility of the 
prescriber, in accordance with the drug therapy guidelines at Portsmouth Hospitals University NHS Trust 
(PHU). 

 

https://www.nice.org.uk/guidance/ng89
https://www.nice.org.uk/guidance/ng158
https://www.nice.org.uk/guidance/qs201
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PROCESS 
THROMBOPROPHYLAXIS QUICK REFERENCE GUIDE FOR ADULT INPATIENTS  

If support is required, please contact ward pharmacist or Haematology Team during working hours. OR Out of Hours On call Haematologist 
via switch board. 

Patient Admitted to PHU 

Assess and document VTE/Bleeding risk using the risk assessment tool 

If pharmacological thromboprophylaxis is indicated: 

• Prescribe Enoxaparin (LMWH)  40mg s/c once a day at 18:00 

• If patient admitted between 22:00 – 04:00 a STAT dose must be 

prescribed and administered unless contraindicated to avoid prolonged 

delay in starting pharmacological thromboprophylaxis. Then continue 

routine prescribing at 22:00.  

• If patient has renal failure, with a creatinine clearance of less than 

30ml/min, the enoxaparin dose should be reduced to 20mg s/c once a 

day. 

• For patients with a high risk of bleeding, or elderly, frail patients with 

acute renal impairment (creatinine clearance of less than 15ml/min), the 

risks and benefits must be weighed up on an individual basis, consider 

unfractionated heparin 5000 units twice a day. 

• If patient undergoing surgery, 1st dose of post-operative prophylactic 

LWMH to be given no sooner than 6 hours post-surgery, and be 

prescribed for between 6-14 hrs. post-surgery 

Do not offer pharmacological thromboprophylaxis if there are any 
contraindications or risk of bleeding outweighs risk of VTE 

Mechanical Thromboprophylaxis should be considered for all patients 
intraoperatively and for patients with significantly reduced mobility or 

contraindications to pharmacological thromboprophylaxis. Do not offer 
mechanical thromboprophylaxis if contraindicated. 

Mechanical or pharmacological prophylaxis must be for the entire 
inpatient hospital stay. Reassess risks of VTE and bleeding within 24 hrs of 

admission and when clinical situation changes. 

For All Patients: 

• Do not allow patients to become dehydrated 

• Encourage patients to mobilise as soon as possible 

• If deviating from this guidance for reasons of bleeding or clotting risk, 

this must be clearly documented in the patient medical records 
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PROCESS 

THROMBOPROPHYLAXIS QUICK REFERENCE GUIDE FOR EXTREMES OF BODY WEIGHT AND 
CONTRAINDICATIONS  Patient Admitted to PHU 

Assess and document VTE/Bleeding risk using the risk assessment tool 

Pharmacological thromboprophylaxis is indicated – should be prescribed 
and administered within 14hrs of admission 

Do not offer pharmacological thromboprophylaxis if there are any 
contraindications or risk of bleeding outweighs risk of VTE 

Patients weighing less 
than 50kg: 
 
20mg (2000 units) S/C 
once a day. 

 

Patients weighing 
more than 99kg: 
 
40mg (4000 units) 
S/C twice a day 

Patients weighing 
more than 150kg: 
 
60mg (6000 units) 
S/C twice a day. 

Renal Function should be considered in all dose adjustments 

Contraindications to pharmacological thromboprophylaxis 
 

• Haemophilia and untreated inherited 
bleeding disorders e.g., von Willibrand’s 
disease Please discuss with the 
haematologist 

• Other acquired bleeding disorders 
(including acute liver failure) 

• Active bleeding 

• Active peptic ulcer 

• Risk of gastrointestinal bleed 

• Thrombocytopenia (platelet count of less 
than 50 x 109/L 

• History of heparin-induced 
thrombocytopenia (HIT)  

• History of AstraZeneca COVID-19 vaccine – 
induced thrombocytopenia 

• Following major trauma  

• Acute bacterial endocarditis 

• Recent cerebral haemorrhage, CVA or risk of 
central nervous system bleed e.g., head injury or 
previous sub arachnoid haemorrhage 

• Recent surgery to the eye or nervous system 

• Hypersensitivity to heparin or benzyl alcohol 

• Severe liver disease 

• Patients with haemodynamically significant 
pulmonary embolism in whom thrombolysis is 
used or being contemplated – Use unfractionated 
heparin instead. 

• Severe, uncontrolled systolic hypertension 
(230/120mmHg or greater)  

• Lumbar puncture/epidural/spinal anaesthesia 
within the previous 4 hours or expected within 
the next 12 hours 
 

 
If support is required, please contact ward pharmacist or Haematology Team during working hours. OR Out of Hours On call Haematologist 
via switch board. 
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1. INTRODUCTION 
Venous Thromboembolism (VTE) is a leading and potentially preventable cause of death in hospitalised 
patients. It has been estimated that up to 25000 people in the UK die from hospital associated VTE each 
year. Many if not most of which could be prevented using appropriate thromboprophylaxis as indicated 
by the outcome of a detailed thrombosis risk assessment performed on admission and reassessed at the 
point of consultant review or if the patients clinical condition changes throughout the admission.  
 
VTE, spontaneous or precipitated, can occur in any individual. VTE encompasses a range of clinical 
presentations and is often asymptomatic. There is a considerable burden of mortality and morbidity 
associated with VTE, including: venous insufficiency; post thrombotic limb/syndrome; pulmonary 
hypertension.   
 
The incidence increases with age and with numerous recognised risk factors including but not limited to; 
hospitalisation for any reason; prolonged immobility; dehydration; oestrogen containing hormonal 
treatment and malignancy. Therefore, most patients admitted to hospital have an increased risk for VTE. 
It cannot be predicted who will develop a VTE whilst a hospital inpatient and it is obviously impractical to 
scan individual patients regularly to detect clot formation. Acknowledging this fact is particularly 
important, so that a risk assessment for VTE is undertaken as soon as possible after admission, so that 
those found to be at risk for VTE according to validated risk factors, may receive targeted 
Thromboprophylaxis (TP) to reduce their risk for VTE whilst an inpatient.  TP may be extended out of 
hospital in those deemed to have continuing high risk once discharged . 
 
Portsmouth Hospitals University Trust (the Trust) believes that VTE prevention is a top clinical priority for 
all hospitalised patients. Although it  is no longer a CQUIN, VTE assessment compliance remains a key 
quality control measurement and is part of the NHS Acute Standard contract. The Trust is expected to risk 
assess all eligible patients admitted, with a requirement to achieve > 95% compliance. This policy outlines 
best practice and pathways to guide clinicians in their delivery of VTE care whilst providing a framework 
of measures for performance to be determined. The policy will provide some guidance on prescribing, but 
the choice of treatment remains the responsibility of the prescriber, in accordance with the drug therapy 
guidelines referenced within the policy. 

 
2. SCOPE 

This policy applies to all staff groups that provide care to in-patients aged 16 years or above within PHU. 
In particular, staff who will be required to undertake the VTE Risk Assessment and prescribe VTE 
prophylaxis as part of their roles and responsibilities and Nurses who administer the prophylaxis and 
provide daily care to our patients. 
 
This policy applies to all inpatients aged 16 years and above. Certain cohorts of patients are exempt from 
individual risk assessment on the grounds of very low thrombotic risk procedures (please see Appendix  
E). Patients below 16 years of age should undergo individual risk assessment, where deemed appropriate 
by admitting consultant. 
  
All Trust staff (including permanent, locum, secondee, students, agency, bank and voluntary), the 
Ministry of Defense Hospital Unit, Joint Hospitals Group South (Portsmouth) and Retention of 
Employment (ROE) staff must follow the policies agreed by the Trust. Breaches of adherence to Trust 
policy may have potential contractual consequences for the employee. 
 
In the event of an infection outbreak, pandemic or major incident, the Trust recognises that it may not 
be possible to adhere to all aspects of this document. In such circumstances, staff should take advice 
from their manager and all possible action must be taken to maintain ongoing patient and staff safety. 
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The Trust is committed to promoting a culture founded on the values and behaviours which will bring us 
closer to achieving our vision of working together to drive excellence in care for our patients and 
communities. All staff are expected to uphold the Trust Values of Working Together: For Patients, With 
Compassion, As One Team, Always Improving and all leaders are expected to display, and role model 
the behaviours outlined in the Trusts Leadership Behaviours Model 
 
This policy should be read and implemented with the Trust Values and Leadership Behaviours in mind at 
all times 

 
3. PROCESS 

3.1 VTE Prevention Pathway 
3.1.1 Patient Risk Assessment 

• All patients aged 16 years and above admitted to PHU (except those covered by a cohort 
exemption, Appendix  E, where individual risk assessment is at admitting clinician’s 
discretion) will be screened on admission for risk of VTE and bleeding and considered for 
thromboprophylaxis using the Department of Health VTE risk assessment tool (Appendix F).  

• The risk assessment must be completed as soon as able by an appropriately qualified 
registered professional (Junior Doctor or Non-Medical Prescriber), who can action the 
outcome of the assessment. 

• The patient’s VTE risk will be electronically recorded either on BedView or EPMA (Electronic 
Prescribing and Medicines Administration) and if appropriate, thromboprophylaxis 
(pharmacological, mechanical or a combination of both) will be commenced. 

• The risk of VTE and bleeding must be reassessed at consultant review and whenever clinical 
condition changes and treatment adjusted accordingly, considering the need for extended 
thromboprophylaxis in certain cases. 

• Treatment must consider any contraindications to pharmacological or mechanical 
thromboprophylaxis. Contraindications must be recorded in the patient’s healthcare record. 

• Maternity - Higher risk patient groups should be using adapted risk assessment tools 
(antenatal/postnatal), as soon as possible after admission but certainly within 24 hours (See 
- Thromboembolic Prophylaxis and Disease in Pregnancy and Puerperium Guideline). 

Emergency Department (ED) - A separate form is used by ED for patients presenting with a fractured lower 
limb who are put into plaster or another cast. The form is then used when reassessing patients in fracture 
clinic and on the orthopaedic wards for patients in plaster cast ( 

• Appendix G ) 
 

3.1.2 Thromboprophylaxis (TP) Treatment Regime 
• Pharmacological Thromboprophylaxis 

o Pharmacological thromboprophylaxis must be prescribed and administered within 14 
hours of admission. The standard administration time is 18:00. If patient admitted 
between 18:00 – 04:00 a STAT dose must be prescribed and administered unless 
contraindicated to avoid prolonged delay in starting pharmacological 
thromboprophylaxis. Then continue routine prescribing at 18:00.  

o All patients who have risk factors for VTE will be prescribed low molecular weight 
heparin (LMWH) from admission to be administered at 18:00 hours unless this is 
contraindicated. Please note that the contraindication of therapeutic anticoagulation 
includes:- 
▪ Warfarin 
▪ Treatment dose enoxaparin (1.5mg/kg 24hourly or 1mg/kg 12hourly)  
▪ The concurrent use of direct oral anticoagulants [DOAC] (dabigatran, rivaroxaban, 

Apixaban and Edoxaban). Dabigatran and Edoxaban require 5-day bridging when 
starting. 

http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Thromboembolic%20Prophylaxis%20and%20Disease%20in%20Pregnancy%20and%20Puerperium.aspx
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▪ Anticoagulant TP should not be used if there is an increased risk of bleeding, either 
indicated from risk assessment tool or professional judgement e.g., bleeding 
following surgery 

o Enoxaparin (Inhixa®) is the LMWH used at the Trust. Enoxaparin is of animal origin, if 
this is of concern a suitable alternative should be prescribed. One such alternative is 
fondaparinux (dose of fondaparinux for prophylaxis of VTE in adults is 2.5mg once daily). 

o In patients with renal failure, it is important to calculate Creatinine Clearance (CrCl) to 
evaluate dosing adjustments for LMWH. Please see reference in 5.iv for full drug therapy 
guideline. (Quick Reference - Appendix H ). 

o For patients weighing less than 50kg and above 100kg with normal renal function, 
prophylactic dosing should be adjusted for weight. Please see reference in 5.iv for full 
drug therapy guideline. (Quick Reference -Appendix H ). 

o If deviating from weight-based dosing for reasons of bleeding or clotting risk, any 
contraindications to either pharmacological or mechanical prophylaxis must be clearly 
documented in the patient’s notes. 

o The VTE exemplar network does not support the use of aspirin or other antiplatelet 
agents as the sole pharmacological thromboprophylaxis. 

 
• Mechanical Prophylaxis 

o Patients who are at risk of VTE but who have an absolute contraindication to LMWH 
must be prescribed mechanical thromboprophylaxis unless contraindicated. 

o Intermittent Pneumatic Compression (IPC) should be considered for all patients 
intraoperatively and for patients with significantly reduced mobility or 
contraindications to LMWH. If removed for any length of time the patient should be 
assessed for signs and symptoms of DVT or PE prior to reapplying the device. 
Treatment should be continued until the patient no longer has significantly reduced 
mobility.  

o Acute stroke patients with a high risk of bleeding and thrombosis should be offered 
and IPC device if immobile and is not contraindicated, this should be continued until 
they are independently mobile. 

o For patients who have elective surgery and are at moderate or high risk of venous 
thromboembolism, administration of pharmaco-thromboprophylaxis alone is non-
inferior to a combination of pharmaco-thromboprophylaxis and Graduated 
Compression Stockings (GCS). These findings indicate that GCS might be unnecessary in 
most patients undergoing elective surgery (see 5.v. – GAPS Trial) 
▪ IPC device should be used intraoperatively if not contraindicated (Appendix C) 

o If mechanical prophylaxis is required, it should be prescribed on the drug chart, 
administered and signed for. 

 
• Patient Information 

o All patients should be adequately hydrated. 
o Patients should be mobilised as early as possible. Patients should be shown how to 

exercise their legs if they are on bed rest. 
o All patients admitted to the PHU will receive a patient information leaflet “Reducing your 

risk of blood clots while you are in hospital and recovering at home” (Appendix  I). This 
information should be reinforced verbally by ward medical and nursing staff both during 
admission and on discharge. 

o On discharge, all patients and/or their families or carers should be informed of the signs 
and symptoms of VTE and the importance of seeking medical help if this is suspected, 
this is included as part of the electronic discharge summary. 

https://www.bmj.com/content/bmj/369/bmj.m1309.full.pdf
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o If discharged with thromboprophylaxis, patients and/or their families or cares should be 
given information on the correct use and duration of thromboprophylaxis at home and 
who to contact if problems occur. 

 
3.1.3 Extended Prophylaxis 

• Extended prophylaxis should be prescribed for certain high-risk groups: 
o High risk orthopaedic surgery (at least 10 days) 
o Elective knee replacement (14 days) 
o Elective hip replacement and hip fracture (28 days) 
o High risk abdominal/pelvic surgery i.e., major cancer surgery (28 days) 
o Gastric Bypass (28 days or discretion of surgeon) 
o Gastric banding (14 days or discretion of surgeon) 
o Certain obstetric patients (ranging from 10 days to 6 weeks)  
o Selected patients with lower limb immobilisation according to risk assessment ( 
o Appendix G ), for the duration of immobilisation. 

 
3.2 Management of the patient once a positive VTE diagnosis has been made 

• Treatment dose of the most appropriate anticoagulation (DOAC, LMWH, Warfarin), that is patient 
specific must be prescribed. The ward pharmacist, haematology team or the on-call haematologist 
can provide guidance if required especially in complex patients, e.g., recent major bleed, recurrent 
VTE on anticoagulation, known blood clotting disorders. 

• Please refer to Drug Therapy Guideline - Venous Thromboembolism Treatment in Adult Patients 
with Enoxaparin 

• All VTE identified as Hospital Acquired Thrombosis (HAT), will follow the process described in 
Appendix D , to ensure learning occurs and is shared within the organisation. 

 
4. TRAINING REQUIREMENTS  

• Doctors – must ensure that they are up to date with VTE assessment and treatment modalities as part 
of their ongoing continual professional development. They are also expected to attend the VTE session 
as part of their Trust Induction, which describes roles, responsibilities and expectations regarding VTE 
prevention whilst working within PHU. 

• All clinical patient facing staff (Nurses, Midwifes, HCSWs (band 4’s) and AHPs) are required to complete 
the VTE education module on ESR (000 VTE Prevention in Secondary Care). This is part of the 
mandatory training matrix and certification renewal is required every two years. 

• VTE training is also provided as part of the Band 5 Patient Safety Study Day, Band 6/ Band 7 Quality 
and Safety Academy, and at ward level by practice educators and cascade trainers to HCSWs (Band 2 
and Band 3) at regular intervals throughout the year. Staff must ensure that they attend one of these 
forums bi-annually to keep their knowledge up to date.  

• Training on how to document and complete the VTE assessment on the electronic system in use is 
available at - VTE Assessment on Bed View 

 
5. REFERENCES AND ASSOCIATED DOCUMENTATION 

5.i. Venous thromboembolism in over 16s: reducing the risk of hospital-acquired deep vein thrombosis or 
pulmonary embolism. NICE Guideline [NG89], August 2019. https://www.nice.org.uk/guidance/ng89 

5.ii. Venous thromboembolic diseases: diagnosis, management and thrombophilia testing. NICE Guideline 
[NG158], March 2020. https://www.nice.org.uk/guidance/ng158 

5.iii. Venous thromboembolism in adults. Quality standard [QS201], August 2021. 
https://www.nice.org.uk/guidance/qs201 

5.iv. Drug Therapy Guideline - Venous Thromboembolism and Pulmonary Embolism Prophylaxis for 
Medical Patients 

http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20Treatment%20in%20Adult%20Patients%20with%20Enoxaparin.doc
http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20Treatment%20in%20Adult%20Patients%20with%20Enoxaparin.doc
https://pht.freshservice.com/support/solutions/articles/25000044288
https://www.nice.org.uk/guidance/ng89
https://www.nice.org.uk/guidance/ng158
https://www.nice.org.uk/guidance/qs201
http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20and%20Pulmonary%20Embolism%20Prophylaxis%20for%20Medical%20Patients.doc
http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20and%20Pulmonary%20Embolism%20Prophylaxis%20for%20Medical%20Patients.doc
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5.v. Graduated compression stockings as adjuvant to pharmaco-thromboprophylaxis in elective surgical 
patients (GAPS study): randomised controlled trial. 

5.vi. Drug Therapy Guideline - Venous Thromboembolism and Pulmonary Embolism Prophylaxis for 
Surgical Patients (excluding Orthopaedics) 

5.vii. Drug Therapy Guideline - Venous Thromboembolism and Pulmonary Embolism Prophylaxis in Adult 
Orthopaedic Patients 

5.viii. Drug Therapy Guideline - Venous Thromboembolism and Pulmonary Embolism Prophylaxis for 
Critical Care Patients 

5.ix. Drug Therapy Guideline - Thromboprophylaxis Guidelines - COVID19 
5.x. Drug Therapy Guideline – Treatment for VTE -  Venous Thromboembolism Treatment in Adult 

Patients with Enoxaparin 
 

6. EQUALITY IMPACT SCREENING  
The Trust is committed to ensuring that, as far as is reasonably practicable, the way we provide services 
to the public and the way we treat our staff reflects their individual needs and does not discriminate 
against individuals or groups on any grounds. 
 
This procedural document has been assessed accordingly.  The assessment document is held centrally 
and is available by contacting the Trust Policy Management Inbox. 
 

7. MONITORING COMPLIANCE 
This procedural document will be monitored to ensure it is effective and to provide assurance of 
compliance. 
 

Element to be monitored Lead Tool 
Frequency 
of Report 

Reporting arrangements Lead 

Percentage compliance of 
VTE risk assessment against 
the ≥ 95% requirement as 
part of the NHS Standard 
Contract 

VTE 
CNS 

Analytics and 
Insights from 
Data Systems 
(BedView, 
Forms 4 
Health, EPMA) 

Daily 
 
 
 
 
Monthly 

 
Quarterly 

Ward Managers, Clinical and 
Divisional Directors 
 
 
 
Reported into QSPE/IPR/Q&P 

 
Patient Safety report to Q & P 

VTE 
CNS 

Management of patients 
once a positive diagnosis is 
made 
100% of patients with a 
positive diagnosis will 
receive appropriate 
management 

VTE 
CNS 

Audit sample 
of records of 
patients with 
a positive 
diagnosis 

Quarterly Patient Safety report to Q & P VTE 
CNS 

> 95% of high-risk patients 
will receive appropriate 
prophylaxis 

VTE 
CNS 

Analytics and 
Insights from 
Data Systems 
(BedView, 
Forms 4 
Health, EPMA) 

Quarterly Patient Safety report to Q & P VTE 
CNS 

 
  

https://www.bmj.com/content/bmj/369/bmj.m1309.full.pdf
https://www.bmj.com/content/bmj/369/bmj.m1309.full.pdf
http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20and%20Pulmonary%20Embolism%20Prophylaxis%20for%20Surgical%20Patients%20(excluding%20Orthopaedics).doc
http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20and%20Pulmonary%20Embolism%20Prophylaxis%20for%20Surgical%20Patients%20(excluding%20Orthopaedics).doc
http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20and%20Pulmonary%20Embolism%20Prophylaxis%20in%20Adult%20Orthopaedic%20Patients.doc
http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20and%20Pulmonary%20Embolism%20Prophylaxis%20in%20Adult%20Orthopaedic%20Patients.doc
http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20and%20Pulmonary%20Embolism%20Prophylaxis%20for%20Critical%20Care%20Patients.doc
http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20and%20Pulmonary%20Embolism%20Prophylaxis%20for%20Critical%20Care%20Patients.doc
http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Thromboprophylaxis%20Guidelines%20-%20COVID19.docx
http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20Treatment%20in%20Adult%20Patients%20with%20Enoxaparin.doc
http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20Treatment%20in%20Adult%20Patients%20with%20Enoxaparin.doc
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Appendix A: Roles and Responsibilities 
 
The VTE Practitioner/Clinical Nurse Specialist (CNS) for Venous Thromboembolism  
The Clinical Nurse Specialist is responsible for:  

• Ensuring and leading the implementation of the VTE policy throughout the Trust and to promote VTE 
prevention throughout.  

• Leading and coordinating an audit programme to monitor the effectiveness of the VTE Policy.  

• Delivering VTE training on the Junior Doctors Induction, preceptorship and patient safety and quality 
teaching programmes (not an exhaustive list). 

• Monitor compliance of VTE prevention measures throughout the Trust by leading/supporting clinical 
audits and action plans when required.  

• Establish and provide ongoing support to the VTE Link health care professionals and providing ward-
based training as required 

• Ensuring that hospital associated VTE events are identified promptly, appropriately reported and 
investigated.  

• Ensuring that common themes are identified and that the learning is tailored and cascaded 
throughout the divisions to support and promote good, safe, and effective practices throughout PHU 
regarding VTE prevention - as a top clinical priority.  

• Ensuring the provision of quarterly updates to the Trust Board as part of the Patient Safety Report. 

• Represent the Trust on the Exemplar Centre Network and the National Nursing and Midwifery 
Network for VTE.  

• Update the Thrombosis Committee on the key learning themes from Root Cause Analysis of Hospital 
Acquired Thrombosis and local audits. 
 

Divisional Directors 
The Divisional Directors are responsible for:  

• Appointing / designating a VTE Lead for the Division and or constituent departments and ensuring 
that time is made available in their job plan for them to fulfil that role.  

• Supporting the Division VTE Leads in their role.  

• Ensuring compliance is maintained with regards to VTE risk assessments and prophylaxis prescription 

• Ensuring that the PHU VTE Policy and NICE Guidance are followed.  
 
Divisional Nurse Directors/ Head of Clinical Professions 
Divisional Nurse Directors/Head of Clinical Professions are responsible for:  

• Monitoring compliance regarding VTE risk assessment compliance across the Division.  

• Supporting ward leaders to release staff for meetings/training and RCA investigations.  

• Working directly with ward leaders regarding learning issues identified by RCA investigations and 
supporting the implementation of action plans across the division.  

• Ensure all areas have a VTE link role. 
 
Medical Staff  
Medical staff are responsible for:  

• Ensuring that they are up to date with VTE Training  

• Ensuring that all patients 16 years and above are assessed as soon as promptly as possible when 
admitted to QAH for VTE risk factors using the Trust risk assessment tool – BedView platform.  

• Ensuring that the risk assessment is reviewed by a Senior Clinician - Registrar/Consultant at the first 
point of senior review. 

• Ensuring that patients are re-assessed for risk of VTE and bleeding if their clinical condition changes 
– this assessment should be updated onto the BedView platform to reflect the current prophylaxis or 
treatment.  
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• Ensure that patients are prescribed VTE appropriate/extended prophylaxis/treatment consistent 
with both Trust and NICE Guidance.  

• Ensure that patients understand their personal risk of VTE and the reasons pertaining to their 
management for VTE prevention or treatment – particularly if it deviates from standard Trust 
practice.  

• Ensure that any deviations from standard PHU practice are clearly documented in the patient’s 
clinical notes, including rationale for deviation.  

• Raise a Safety Learning Event on Datix/DCIQ when there is a confirmed diagnosis of a VTE or any 
adverse VTE events. 

• Take an active role in VTE Route Cause Analysis (RCA) investigation process as required and 
appropriate.  

 
Registered Nursing Staff  
Registered nursing staff are responsible for:  

• Ensuring that they are in date with their VTE training on ESR and that their ESR record is updated. 

• Ensure that all patients in their care have been assessed for their risk of VTE and bleeding and that 
the risk assessment is recorded – if not escalate to the medical team. 

• Ensure that the prophylaxis is prescribed and documented correctly in the  Nursing Care plan and 
Medication chart – escalate any concerns  

• Administer both pharmacological and mechanical treatment prescribed in accordance with Trust and 
NICE Guidance. Where there are omissions noted, escalate to the medical team for review. 

• Ensure that all patients receive verbal and written information (leaflets obtained from Medical 
Photography) regarding their risk of VTE and how they can help to prevent VTE during admission and 
following discharge (up to 90 days) – ensure this is documented in the patient’s medical notes. 

• Teach patients self-administration techniques for VTE prophylaxis when appropriate/required prior 
to discharge – ensure this is documented. 

• Ensure any pharmacist comments/highlights on the medication chart regarding VTE prophylaxis or 
treatment are promptly escalated and actioned by the doctors looking after the patient  

• Raise a Safety Learning Event on Datix/DCIQ when there is a confirmed diagnosis of a VTE or any 
adverse VTE events. 

 
Registered Pharmacists 

• Ensure that all patients in their care have been prescribed appropriate pharmacological 
thromboprophylaxis (dose, frequency, route, duration) in accordance with an up to date VTE risk 
assessment and in line with trust guidance.  

• Ensure that pharmacological treatment for suspected or confirmed VTE is prescribed appropriately 
(dose, frequency, route, duration). 

• Ensure contra-indications for pharmacological agents have been checked (e.g., renal/liver function, 
heparin induced thrombocytopenia). 

 
Therapy Staff 

• Have many opportunities to identify patients who do not have a documented risk assessment and/or 
who are not receiving their prescribed or appropriate thromboprophylaxis and have a responsibility 
to ensure that this is addressed, either personally or by the relevant MDT member. 

 
 
 

Thrombosis Committee  
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• The Thrombosis Committee is a multi-professional network that meets to share specialist expertise 
and promotion of joint decision making by discussion of complex cases. Clinical experience, research 
experience and strategic knowledge are shared in an impartial and collaborative manner. 

• The Thrombosis Committee acts as a clinical expert group for Portsmouth Hospitals NHS Trust, as 
such critically appraises new evidence and collaboratively authors and contributes to relevant clinical 
guidelines locally and where appropriate nationally.  

• The committee focus will be patient safety and broader governance issues pertaining to thrombosis. 

•  The committee will report into QSPE.   

• The themes from the of all RCAs will be presented to the Thrombosis Committee. 

• The committee will ensure any procedural documents which fall within the remit of the Group are 
appropriately written, ratified and monitored for compliance in accordance with Procedural 
Documents Development and Management Policy and, where appropriate reflect nationally 
recommended best practice 

 
Care Group Risk & Governance Leads 

• Care Group Risk & Governance Leads are responsible for facilitating a formal root cause analysis 
(RCA) on all confirmed cases of HAT arising within their division.  This includes identifying the 
appropriate member of staff to undertake the RCA and return the completed RCA to the Patient 
Safety Team in a timely manner. They are also responsible for ensuring an appropriate action plan 
including dissemination of learning is in place.  

 
  

http://pht/PoliciesGuidelines/Documents/Procedural%20Documents%20Development%20and%20Management%20Policy.pdf
http://pht/PoliciesGuidelines/Documents/Procedural%20Documents%20Development%20and%20Management%20Policy.pdf
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Appendix B: Definitions 
 
AES  - Anti-embolism Stockings 
 
CTPA  - CT pulmonary Angiogram - used to diagnose PE 
 
DOAC  - Direct Oral Anticoagulant DVT Deep vein thrombosis - a blood clot in any deep vein of the body 
 
EPMA  - Electronic prescribing and medication administration 
 
HAT - Hospital associated thrombosis – Any new episode of Venous Thromboembolism diagnosed during 
hospitalisation or within 90 days of discharge, following an inpatient stay of at least two days or following a 
surgical procedure. 
 
IPC - Intermittent Pneumatic Compression e.g., sequential compression devices or foot pumps 
 
MDT - Multidisciplinary Team 
 
NICE - National Institute for Health and Care Excellence 
 
PE - Pulmonary embolism - A blood clot in the pulmonary arteries 
 
RCA - Root cause analysis, review conducted to identify areas of best practice and learning opportunities 
 
TP Thromboprophylaxis – can be either mechanical (i.e., AES or IPC) or pharmacological (e.g., low molecular 
weight heparin) 
 
VTE -  Venous thromboembolism – VTE is the collective name given to blood clots in veins. Clots usually 
develop in the large veins of the leg or pelvis (deep vein thrombosis – DVT) or can be found in the deep veins 
of the upper limbs and rarely other organs e.g., Cerebral veins or intra-abdominal veins.  Pulmonary embolism 
(PE) is the name given to a clot in the lungs.  PE usually occurs when a clot breaks off from a deep leg vein and 
travels to the lungs, causing a potentially life-threatening condition. 
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Appendix C: Mechanical VTE Prophylaxis 
Base the choice of mechanical VTE prophylaxis on clinical condition, surgical procedure and patient preference. 
Choose any one of:  

• Anti-embolism stockings 

• Foot impulse devices 

• Intermittent pneumatic compression devices 
 
Anti-embolism stockings  

• Do not offer anti-embolism stockings to patients with:  
o suspected or proven peripheral arterial disease 
o peripheral arterial bypass grafting 
o peripheral neuropathy or other causes of sensory impairment 
o local condition in which stockings may cause damage, such as fragile ‘tissue paper’ skin, 

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

• 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 postoperative swelling develops, ensure legs are re-measured and stockings refitted 

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

• Use stockings that provide graduated compression and produce a calf pressure of 14 – 15mmHg 

• 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 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 and offer assistance if they are not being worn correctly 

• Patients discharged with anti-embolism stockings 
o Understand the benefits of wearing them  
o Understand the importance of wearing them correctly  
o Understand the need to remove them daily for hygiene purposes  
o Are able to remove and replace them, or have someone available who is able to  
o Know what to look for if there is a problem – for example skin marking, blistering or 

discolouration, particularly over the heels and bony prominences  
o Know who to contact if there is a problem and know when to stop wearing them  
o Document in the discharge summary if the patient is discharged on mechanical VTE 

prophylaxis and the intended duration 
Foot impulse and intermittent pneumatic compression devices 

• Do not offer these devices to patients with a known allergy to the material of manufacture 

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

 
 

 



 POLICY FOR REDUCING THE RISK OF VENOUS THROMBOEMBOLISM (VTE) IN 
ALL ADULT PATIENTS ADMITTED TO HOSPITAL 

 

POLICY FOR REDUCING THE RISK OF VENOUS THROMBOEMBOLISM (VTE) IN ALL ADULT PATIENTS ADMITTED TO HOSPITAL 
Version 5 Review date: 05/12/2025 (unless requirements change)                                                                                         Page 16 of 22 

Appendix D – Hospital Acquired Thrombosis (HAT) 
 
Research suggests that the risk for VTE extends for at least three months following discharge from hospital. 
Hospital associated thrombosis (HAT) is defined as any new episode of VTE diagnosed during hospitalisation 
or within 90 days of discharge following an inpatient stay of at least 24 hours (this includes events occurring 
following day surgery performed with regional/general anaesthesia).  
 
Identification of cases of HAT – HAT events are identified via regular review of imaging reports (Ultrasound 
and CT scans) to identify confirmed cases with a VTE diagnosis. Alongside this process bereavement services 
and the medical examiner’s office identify all patients with VTE listed on death certificate. Hospital acquired 
thrombosis events require a safety learning event (SLE) to be raised on Datix and a root cause investigation to 
be undertaken, to ensure appropriate preventative measures took place and if any learning is to be identified 
to influence future practice. Once an SLE is raised, notifications will be sent to the relevant care group 
Governance Lead to be actioned appropriately as per their governance process, and ensure that a Root Cause 
Analysis (RCA) is undertaken. The RCA is reviewed by the Patient Safety Team to guide on an appropriate 
action plan including dissemination of learning, within three months of the date of HAT notification. 
 
The VTE Practitioner/Clinical Nurse Specialist will periodically collate the learning themes from the RCA and 
feedback to the Thrombosis Committee and to Quality and Performance Committee as part of the quarterly 
Patient Safety Report. 
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Appendix  E – Cohort List Low VTE Risk and thereby exempt from VTE risk assessment  
(This is general guidance and clinical judgement in individual patients will always override) 

 
Day case  and ambulatory care pathways are to be excluded from VTE risk assessment documentation: 
 
1. Patients admitted to the Oncology / Haematology Day Unit for minor procedures, blood transfusions or 

chemotherapy 
 

2. Day case interventions (no General Anaesthetic): 

• Transfusion of blood and products. 

• Infusions e.g. Biphosphonates, Iloprost, IVIg 

• Cardiac procedures: Coronary Angiograms 

• Tapping effusions 

• Joint injections 

• Others e.g., Venesection 

• Endoscopy (+/- biopsy) 

• Bronchoscopy 

• Dental Surgery 
 

3. Endoscopy (+/- biopsy) 
 

4. Patients admitted to the Rheumatology Day Unit for minor interventions or therapies 
 
5. Patients discharged directly home from the Emergency Department 

 
6. The NICE guidance does not cover patients who are managed only as outpatients. Therefore, outpatients 

will not normally be risk assessed for VTE, or offered pharmacological thromboprophylaxis. 
 

7.  Minor surgical procedures (local anaesthetic, regional, sedation – not General anaesthetic), <90 minutes 
duration total 

• Ophthalmological 

• Non-cancer ENT 

• Non-cancer plastic surgery: e.g., Carpel tunnel release, Dupytrens release, Trigger finger repair 

• Non-cancer OMF & dental surgery 

• Orthopaedic e.g., hand ops  

• Other similar procedures:   
- Urological e.g., Flexible cystoscopy,  
- Dermatological e.g., removal of skin lesions, enucleation of cysts, skin biopsy 
- Radiology-guided biopsies 
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Appendix F – Department of Health Risk assessment for Venous Thromboembolism 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

At PHU the VTE risk assessment is mandated on admission to the Acute Medical Unit, as part of the initial 
medical assessment and this is recorded on BedView.  
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Appendix G – Lower Limb Immobilisation VTE Risk Assessment – For use in Fracture Clinic and Emergency 
Department. 
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Appendix H – Brief Summary Guidance on Chemical VTE Prophylaxis (excerpt from Drug Therapy Guideline - 
Venous Thromboembolism and Pulmonary Embolism Prophylaxis for Medical Patients) 

 
Enoxaparin 
Enoxaparin is the low molecular weight heparin of choice on the district prescribing formulary.   
 
1 mg of enoxaparin sodium is equivalent to 100 international units of anti-Xa activity. For example, for pre-
filled syringes of enoxaparin 0.4 ml, the strength will appear as: Enoxaparin Syringes 4,000 IU (40 mg)/0.4 ml 
solution for injection. Please continue to prescribe in mg.  
 
Inhixa® is the preferred product used in Portsmouth Hospitals University Trust. 
 
Dosage and indication 
Prophylaxis of DVT and PE in medical inpatients:  

• Patients weighing between 50kg-99kg: 40mg (4000 units) S/C once a day. 

• Patients weighing less than 50kg: 20mg (2000 units) S/C once a day. 

• Patients weighing more than 99kg: 40mg (4000 units) S/C twice a day.  

• Patients weighing more than 150kg: 60mg (6000 units) S/C twice a day.  
 
Renal Function 

• For patients with a creatinine clearance of less than 30ml/min, the enoxaparin dose should be reduced 
to 20mg once a day. 
• For patients with a creatinine clearance of less than 30ml/min and weighing over 190kg or with a BMI 
of over 40kg/m2, the enoxaparin dose should be changed to 20mg twice a day. 
• For patients with a high risk of bleeding, or elderly, frail patients with acute renal impairment 
(creatinine clearance of less than 15ml/min), the risks and benefits must be weighed up on an individual 
basis, consider unfractionated heparin 5000 units twice a day. 

 

Note: Occasionally it is necessary to use unfractionated heparin following thrombolysis or if quick reversal of 
anticoagulation is required. 

 
Contraindications 

• Haemophilia and untreated inherited 
bleeding disorders e.g. von Willibrand’s 
disease Please discuss with the 
haematologist 

• Other acquired bleeding disorders 
(including acute liver failure) 

• Active bleeding 

• Active peptic ulcer 

• Risk of gastrointestinal bleed 

• Thrombocytopenia (platelet count of less 
than 50 x 109/L 

• History of heparin-induced 
thrombocytopenia (HIT)  

• History of AstraZeneca COVID-19 vaccine – 
induced thrombocytopenia 

• Following major trauma  

• Acute bacterial endocarditis 

• Recent cerebral haemorrhage, CVA or risk of 
central nervous system bleed eg head injury or 
previous sub arachnoid haemorrhage 

• Recent surgery to the eye or nervous system 

• Hypersensitivity to heparin or benzyl alcohol 

• Severe liver disease 

• Patients with haemodynamically significant 
pulmonary embolism in whom thrombolysis is 
used or being contemplated – Use unfractionated 
heparin instead. 

• Severe, uncontrolled systolic hypertension 
(230/120mmHg or greater)  

• Lumbar puncture/epidural/spinal anaesthesia 
within the previous 4 hours or expected within 
the next 12 hours 
 

 

http://pht/Departments/Pharmacy/Drug%20Therapy%20guidelines/Venous%20Thromboembolism%20and%20Pulmonary%20Embolism%20Prophylaxis%20for%20Medical%20Patients.doc
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Interactions 
The following drugs should be discontinued prior to starting prophylactic enoxaparin therapy unless their use 
is considered essential: Fondaparinux, anticoagulants, fibrinolytics and NSAIDs.   
If the combination cannot be avoided, i.e., when starting warfarin for treatment of DVT/PE, use with careful 
clinical and laboratory monitoring. 

 
Supply of Extended Treatment of Enoxaparin 
Some patients will require extended courses of enoxaparin and will need supplies of it after discharge.  In 
these cases: 

• If the patient is to be reviewed by their hospital clinician within 4 weekly intervals after discharge the 
hospital should prescribe and dispense further supplies of enoxaparin at each subsequent 
appointment. 

• If the patient is not to be seen by the hospital within 4 weeks of discharge the patient’s GP should be 
contacted to discuss prescribing of long-term supplies. 

• For all patients discharged on extended enoxaparin treatment essential information such as dose, 
weight, renal function, indication and duration of treatment should be communicated to the relevant 
primary care practitioners e.g., GP, district nurse. 
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Appendix  I – Patient information leaflet – “Reducing your risk of blood clots while you are in hospital and 
recovering at home” 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Copies of this leaflet can be obtained via Medical Photography, by quoting this reference number 21-6731 


