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1.0 Introduction
1.1 Purpose of policy
The House of Commons Health Committee reported in 2005 that an estimated 25,000
people in the UK die from preventable hospital-acquired venous thromboembolism
(VTE) every year. This includes patients admitted to hospital for medical care and
surgery. The inconsistent use of prophylactic measures for VTE in hospital patients has
been widely reported. A UK survey suggested that 71% of patients assessed to be at
medium or high risk of developing deep vein thrombosis did not receive any form of
mechanical or pharmacological VTE prophylaxis
Venous thromboembolism (VTE) is also a significant cause of mortality and morbidity
during psychiatric admission and this is borne out by specific guidance for acute
psychiatric wards in NICE guideline NG89 as well as Serious Incident and Mortality
Scrutiny data.
VTE is a condition where blood clots (thrombi) form in the deep veins. Commonly this is
due to immobility but can also be related to other factors such as disease and
medication. These clots can break away (emboli) and travel to the lungs (Pulmonary
Embolism). VTE affects approximately 1 in every 1000 of the UK population and is a
significant cause of mortality, long term disability and chronic ill-health problems.
1.2 Definitions
•
•
•
•
•

•

GP – General Practitioner
RN – Registered Nurse (Registered with the Nursing and Midwifery Council,
NMC)
LMWH – Low Molecular Weight Heparin
VTE – Venous Thromboembolism. Includes Deep Vein Thrombosis (DVT) and
Pulmonary Embolism (PE)
Immobility – for the purposes of VTE prophylaxis immobility is defined as any
medical or surgical patient with significantly reduced mobility or reduced
mobility compared to normal for that individual for > 3 days. This needs to be
read in conjunction with NICE Guideline 89 VTE and guidance in Appendix 1
regarding risk factors.
Thrombo-prophylaxis – The prevention of thrombus forming in the veins by
mechanical or medical means.

1.3 Scope of policy
This Policy is intended to ensure that all inpatients in the care of SPFT receive
adequate and appropriate anti thrombotic care to prevent VTE. It also ensures that
documentation of VTE risk forms a part of the overall care / assessment of the patient.
This policy will provide some guidance on prescribing but the choice of treatment
remains the responsibility of the prescriber and in accordance with the local Acute Trust
provider policy which currently differs across Sussex.
This Policy applies to all staff that provide care to patients within SPFT inpatient units in
particular Doctors who will be required to undertake the Risk Assessment and prescribe
preventative treatment and Nurses who will be providing daily clinical care to patients.
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1.4 Principles
This Policy has been developed to enable compliance with the recommendations of the
“Report of the Independent Expert Working Group on the Prevention of VTE in
Hospitalised Patients” DoH VTE Report (2007), Venous Thromboembolism in over 16s:
Reducing the Risk of hospital acquired deep vein thrombosis or pulmonary embolism
NICE guideline NG89 and NICE Quality Standard 3: VTE.

2.0 Policy Statement
These reports recommended that every hospital patient over 16 years old should have
a risk assessment for VTE and if at risk be treated appropriately. This policy covers the
process to enable all patients admitted to SPFT to have a VTE risk assessment
completed within 24 hours of admission and regular reassessment during admission
In those lacking capacity refer to General Medical Council (GMC) best practice
guidance and Trust policy Consent to Treatment Policy

3.0 Duties
Chief Executive and the Board
The Chief Executive and the Board of SPFT are responsible for the discharge of care
and obligations under this Policy. There is a requirement to report information (audit
and performance data) arising out of this Policy to external organisations and
investigate any reported incidents of VTE or failures of application of this Policy.
SPFT will ensure appropriate mechanisms and resources are in place to carry out these
obligations.
Consultant Psychiatrist
It is the responsibility of the Consultant (for each clinical area / patient) to ensure that
junior medical staff are aware of the procedure and assessment criteria.
Admitting Doctor
It is the responsibility of the admitting doctor to undertake the initial risk assessment of
each patient and prescribe the appropriate prophylaxis for the patient.
Medical Staff, Ward Managers and Matrons
It is the responsibility of medical staff, ward managers and Matrons to ensure that there
are process in place to reassess VTE risk, that staff are aware of this policy, have
relevant training and monitor compliance with this.
Registered Nurses
It is the responsibility of all RN’s to ensure they understand prescribed treatments they
are administering to patients, including mode of action and side effects.
All Staff
It is the responsibility of all staff to escalate and feedback any concerns and / or errors
immediately.
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4.0 Procedure
4.1 All patients admitted to SPFT ward will require have a VTE risk assessment
completed on admission and appropriate management started. The initial VTE
assessment is contained within the INPATIENT - Physical Health assessment which
should be completed on admission by the clerking doctor.
4.2 If the patient has transferred between SPFT wards then the INPATIENT – Physical
Health assessment will need to be reviewed to ensure the VTE assessment remains
correct. If this is not the case, then the VTE assessment will need to be repeated.
4.3 In line with NICE NG89 1.9.2. the risk of VTE must be reassessed at the first
consultant/ Multi-Disciplinary Team review or within one week using ADULTS – VTE
Risk Assessment v2 located in the Physical Health tab on Carenotes. This review will
also consider admission blood test results and objective observations since the
admission clerking.
4.4 RNs, Ward Managers and Matrons should ensure that all inpatients should be as
well hydrated and as active as possible in order to prevent VTE.
4.5 Medical Staff, Ward Managers and Matrons need to ensure that there are at least
weekly MDT meetings during which changes in VTE risk can be discussed, this will
usually be part of existing huddles or meetings, but a brief case note/risk assessment
entry should be made to evidence this has been considered. An ADULTS – VTE Risk
Assessment v2 does not need to be completed weekly for all patients
4.6 An ADULTS – VTE Risk Assessment v2 must be completed by medical staff if there
is:
a) A reduction in mobility compared to baseline or the patient is mobile less than
50% of the time
b) The patient is dehydrated or needs to start on a food and fluid chart
c) The patient has a surgical procedure during admission
d) Prolonged periods of High Dose Antipsychotic Prescribing
e) The patient is subject to prolonged restraint
f) A need to self-isolate in a restricted environment for a prolonged period
g) Current or recent Covid-19 infection
h) Evidence someone is pregnant or within 6 weeks of childbirth
i) Any other reason to suspect there is a significantly increased risk of VTE
4.7 Reduced mobility in psychiatry has been suggested as the inability to walk 10
metres for 1-2 weeks and it is suggested that reduced mobility for 3 days increases the
risk of thrombosis tenfold.
4.8 For women who are pregnant or within 6 weeks of childbirth, consideration of risk
and treatment will require consideration of obstetric risk factors. Please consult the
RCOG guidelines: VTE: Reducing the risk RCOG guidelines: VTE: Reducing the risk .
4.9 If following the VTE risk assessment the risk is assessed as:
1) ambulant (for 50% of waking hours) – no change relative to status prior to
admission
Then no thromboprophylaxis is needed but this should be reviewed regularly as above
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4.10 If following the VTE risk assessment the risk is assessed as:
2) pre-existing indication for prophylaxis
Then please detail the indication in the box provided and complete the
thromboprophylaxis care plan
4.11 If following the VTE risk assessment the risk is assessed as:
3) Inpatient with reduced mobility relative to normal state
Then please continue the Thrombosis Risk and Bleeding Risk lists of patient related
factors. as detailed on Carenotes and complete the thromboprophylaxis care plan
4.12 When completing the thromboprophylaxis care plan please refer to Sussex
Partnership Trust Guidelines for the Prescribing and Monitoring of Oral Anticoagulant
Therapy including direct oral anticoagulants (DOACs), Low Molecular Weight Heparins
(LMWH), Unfractionated Heparin and Fondaparinux Sodium on Inpatient Units
https://www.sussexpartnership.nhs.uk/sites/default/files/documents/anticoagulant_guide
lines-_ver_5_-_apr_19_final_0.pdf
4.13 If thromboprophylaxis is not required or contraindicated please detail why in the
relevant section. Contraindications to Low Molecular Weight Heparins are:
• Active bleeding
• Thrombocytopenia (platelet count <50 x 109/L)
• Allergy to a drug group e.g. previous heparin-induced thrombocytopenia with
heparins
• Known bleeding disorder
• Already on therapeutic anticoagulation
• Significant renal and/or liver impairment – this might affect the specific agent which
is prescribed
4.14 Patients admitted for End of Life care do not need to be assessed for VTE
prophylaxis but this does need to be clearly documented.
4.15 For deteriorating or acutely unwell patients with possible Venous
Thromboembolism NEWS/ NEWS 2 score protocols should be followed.
4.16 In less acute situations where Venous Thromboembolism is suspected, Sussex
Partnership NHS Foundation Trust medical staff should liaise with acute trust medical
staff, such as the medical registrar on call, with regard to further investigation and
management. Advice may be given such as to take bloods for D-Dimer before transfer
but medical staff must state frequency of NEWS/ NEWS2 or other monitoring and any
follow up arrangements should be handed over the incoming doctor to ensure safe
handover at any shift change
4.17 When the patient is discharged the discharge summary should provide clear
ongoing instructions to the GP with regard to ongoing prescribing and monitoring
needs.
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Anti-embolic stockings
4.18 If the patient is at high risk and Low Molecular Weight Heparins are
contraindicated then please consider properly fitted Anti-embolism Stockings as an
alternative.
4.19 Patients prescribed anti-embolic stockings should be assessed for presence of
peripheral arterial disease by hospital medical staff before using.
4.20 Anti-embolic stockings should not be used in patients with
•
•
•
•
•
•

Peripheral arterial disease,
Peripheral neuropathy
Allergy
Limb deformity
Fragile skin where stockings may cause damage,
They should also be used with caution in patients with ulceration or wounds.

4.21 Use anti-embolism stockings that provide graduated compression and produce a
calf pressure of 14 mmHg to 15 mmHg.
Training Requirements
4.22 Appendix A ‘VTE on a page’ gives a brief overview for all members of staff and
should be displayed on the ward
4.23 Medical staff should also complete e-Learning for Health: VTE Prevention in
Secondary Care
4.24 Inpatient nursing staff should also complete e-Learning for Health: VTE Prevention
for Healthcare Undergraduate Students
Reporting VTE events
4.25 All VTE events (including Deep Venous Thrombosis and Pulmonary Embolism)
should be recorded as incidents using the Ulysses system by the relevant clinical team.
Non-fatal incidents should be recorded as CAUSE GROUP ‘Physical Ill Health’ and
PRIMARY CAUSE ‘DVT/ PE/Thromboembolism (Blood Clot).
4.26 VTE events should be reviewed and audited regularly to identify future learning.

5.0 Development, consultation and ratification
• A VTE Multi-Disciplinary Steering group has been established to develop the
policy. This group has included doctors, nurses and pharmacy colleagues.

6.0 Equality and Human Rights Impact Analysis (EHRIA)
 TBC
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7.0 Monitoring Compliance
•
•
•

An annual audit will be completed which will establish compliance with the
policy.
A six-monthly review of VTE incidents reported on Ulysses will be completed
which will establish level of harm and actions taken to reduce risk. This will be
used to inform future learning.
Local Physical Health Monitoring audits.

8.0 Dissemination and Implementation of policy
• Policy expectations will be shared with all medical staff
• Policy expectations will be shared with Matrons and Ward Managers for
dissemination to registered nurses
• Policy expectations will be shared with Pharmacists
• Policy on a Page to be shared with all staff.

9.0 Document Control including Archive Arrangements
This policy and procedure will be stored and archived in accordance with the
Organisation Wide Policy for the Development and Management of Procedural
Documents.

10.0 Reference documents
Report of the Independent Expert Working Group on the Prevention of VTE in
Hospitalised Patients” DoH VTE Report (2007
Venous Thromboembolism in over 16s: Reducing the Risk of hospital acquired deep
vein thrombosis or pulmonary embolism NICE guideline NG89
NICE Quality Standard 3: VTE.

13.0 Cross reference
•
•

Physical Health Assessment and Monitoring Policy
Consent to Treatment policy

14.0 Appendices
Appendix 1 – VTE on a page
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Venous
Thromboembolism
Warning Signs and Symptoms
VTE can occur without any warning signs or symptoms
and can go unrecognised and undiagnosed by a healthcare
professional.
Symptoms that do appear may be associated with either
DVT or PE.

How to we manage this risk?
Every patient who is admitted to hospital should be
assessed for their risk of VTE, which is now included on the
inpatient physical health assessment form.

VTE is a condition in which a blood clot forms most often in
the deep veins of the leg, groin or arm (known as deep vein
thrombosis, DVT) and travels in the circulation, lodging in the
lungs (known as pulmonary embolism, PE).
Clots in the arteries are treated and managed differently.
These may cause loss of pulses and restricted blood flow to
parts of the body. This also needs urgent assessment.

Deep Vein Thrombosis (DVT)
Pain or tenderness, often starting in the calf
Swelling, including the ankle or foot
Redness or noticeable discolouration
Warmth

Pulmonary Embolism(PE)

Unexpected shortness of breath / rapid breathing
Chest pain (may be worse upon deep breath)
Rapid heart rate
Light headedness or passing out

Risk Factors for VTE

If there are changes in somebody's condition, particularly if
they become less mobile, they should be re-assessed
using the stand alone form. This is usually done by the duty
or ward doctor.

Reduced mobility (e.g. staying in bed or in a chair most of
the day), medications (inc. antipsychotics), family history,
being overweight, smoking, hormonal medication, recent
surgery, pregnancy and others.

What does a clot look like?

Someone at high risk of blood clots can be prescribed
medication (usually injected) to reduce the risk of a clot
forming.

Clots in legs or arms may cause swelling, redness, pain and
reduced function.
If you are concerned that someone has signs of a clot, a
doctor should carry out a physical assessment as soon as
possible.

Facts and Figures

How serious are blood clots? Extremely. VTE can cause
problems that may affect someone for the rest of their life.

1 in 4

people die from causes related to blood clots

55% - 60%

of VTE cases occur during or following hospitalisation

Spot the difference: swelling, redness and skin changes
caused by VTE.

Additional Information
NICE: Venous Thromboembolic Diseases: Diagnosis,
Management and Thrombophilia testing, 2020.
https://www.nice.org.uk/guidance/NG158

Number 1

cause of preventable death and disability in hospital
*Source: https://thrombosisuk.org/thrombosis-statistics.php

If someone develops a blood clot...
Please ensure it is reported through the incident reporting
systems. This allows us to understand more about how we
can prevent VTE in hospital.

