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Patients admitted to hospital are more likely to have reduced mobility
(admissions for both mental and physical health, including periods of isolation for
infection control purposes) making them at higher risk of VTE. The risk of VTE
can be reduced by identifying those at high risk and offering appropriate VTE
prophylaxis.
The presence of Covid-19 pneumonia increases the risk of VTE even in mobile
individuals.

Staff are encouraged
to read the whole
policy but I (the
Author) have chosen
three key messages
from the document to
share:

1. All service users aged over 16 years admitted to an in-patient service must
be assessed for risk of VTE and bleeding using the risk assessment tool on
EPR. This should be undertaken as soon as possible after admission or by
the time of the first consultant review. VTE risk should be re-assessed
whenever the clinical situation changes.
2. Service users are considered to be at increased risk of VTE if they are
expected to have on-going reduced mobility relative to their normal state and
have one or more patient related risk factors. The presence of Covid-19
pneumonia increases the risk of VTE even in mobile individuals
3. Consider pharmacological VTE prophylaxis in service users whose risk of
VTE outweighs their risk of bleeding. Service users should be monitored for
any adverse effects of prophylaxis. All patients commenced on prophylaxis
should have their risks of bleeding and VTE re-assessed whenever the
clinical situation changes.

Summary of
significant changes
from previous version
are:

Service users are considered to be at increased risk of VTE if they are expected
to have on-going reduced mobility relative to their normal state and have one or
more patient related risk factors. The presence of Covid-19 pneumonia
increases the risk of VTE even in mobile individuals
NICE has issued a rapid guideline to cover pharmacological VTE prophylaxis for
patients being treated for Covid-19 pneumonia in acute hospital and community
settings (NICE NG 189). This policy has been updated in line with NICE NG 189.
Main changes are:

To consider Covid-19 pneumonia as an independent risk factor for VTE
irrespective of mobility and consider pharmacological VTE prophylaxis



To continue pharmacological VTE prophylaxis for the duration of
hospitalisation with Covid-19 pneumonia or for 7 days whichever duration is
longer
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PART 1 – Preliminary Issues:
1. Flow Chart
VTE RISK ASSESSMENT PATHWAY
Assessment of risk using VTE risk assessment tool on EPR by a doctor on admission to
HPFT ward (people aged > 16years) or by the time of the first consultant review.

Does Patient have Covid-19 Pneumonia

Yes

Patient expected to have
on going reduced mobility
relative to their normal
state (eg bedbound, unable

No

to walk unaided or spend
substantial proportion of the
in bed or chair)

Patient not expected to
have on going significantly
reduced mobility

Assess for thrombosis
risk. One or more risk
factors for thrombosis

Yes

Assess
bleeding risk

Repeat VTE risk
assessment if
significant changes in
mobility

No

Encourage early mobilisation
and hydration. Do not allow
patients to become
dehydrated unless clinically
indicated

Risk assessment does
not indicate bleeding risk

Consider
Pharmacological
prophylaxis

Encourage early
mobilisation and hydration
Repeat VTE risk
assessment if any
significant changes occur in
presentation. Stop
treatment if patient’s
mobility returns to normal.

If any bleeding risk factors are
identified then consider
whether bleeding risk is
sufficient to preclude
pharmacological prophylaxis
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2. Summary: Assessing VTE risk, prescribing, administering and monitoring anticoagulants
VTE Risk Factors

Bleeding Risk Factors

DOCTOR

Reduced mobility relative to normal state
plus 1 or more additional factor(s): Active cancer or cancer treatment
 Age over 60 years
 Dehydration
 Significantly reduced mobility for 3
days or more
 Known thrombophilias and other
thrombotic conditions
2
 Obesity – BMI over 30kg/m
 One or more significant medical
comorbidities (eg heart disease,
metabolic, endocrine or respiratory
pathologies, acute infectious diseases,
inflammatory conditions)
 Personal history or family history of
VTE
 Use of hormone replacement therapy
 Use of oestrogen containing
contraceptive therapy
 Varicose veins with phlebitis
 Pregnancy or <6 weeks post-partum
(see NICE guidance for specific risk
factors)

 Active bleeding
 Acquired bleeding disorders (eg
acute liver failure
 Concurrent anticoagulants
 Acute stroke
 Thrombocytopenia
 Uncontrolled systolic hypertension
(230/120mmHg or higher)
 Untreated inherited bleeding
disorders

All patients admitted to inpatient units should have VTE and bleeding risk assessment carried out as soon as
possible after admission or by the time of the first consultant review.
Step 1 Assess mobility
Step 2 Assess risk of thrombosis
Step 3 Assess bleeding risk
Step 4 Consider VTE prophylaxis if VTE risk exceeds bleeding risk
- Discuss treatment with patient; provide adequate information regarding their treatments to enable them to
make informed choices
- Adhere to the prescribing advice as per the policy. Prescribing advice and monitoring requirements can be
obtained /confirmed with a specialist clinic
- Prescribe low molecular weight heparin (LMWH) or (fondaparinux) SUBCUTANEOUSLY ONLY
- Monitor FBC, U&Es, LFTs, and INR (where applicable)
- Ensure nursing staff are given adequate information on how to monitor patients receiving an anticoagulant
- Review and reassess VTE and bleeding risk at consultant review or if clinical condition changes
- Complete VTE risk assessment on EPR
- Document treatment and monitoring plans
- Record relevant blood results (including on-going monitoring where applicable)
- On discharge/transfer provide details of on-going arrangements for supply of medicines /interventions,
monitoring and recent blood test results

ADVERSE EFFECTS

WARD NURSE

PHARMACIST

- administer prescribed anticoagulant (subcutaneous
route only)
- monitor for adverse effects and inform medical staff
of any concerns
- encourage early mobilisation and hydration

Check:
Assessment, treatment monitoring (ie U&Es, eGFR,
INR, LFTs) & discharge plans are complete
Support nursing staff in use and monitoring of
anticoagulants and use of VTE policy

Notify Doctor immediately if any occur
Low Platelets

High Potassium

Bruising
Nose bleeds
Bleeding mouth
Rashes (pin point red spots)

Weakness and fatigue
Muscular paralysis or shortness of breath
Palpitations or chest pain

SIGNS OF OVER ANTICOAGULATION
Prolonged nose bleed (>10mins)
Blood in vomit/sputum/urine/faeces
Passing black faeces
Severe spontaneous bruising
Unusual headaches
Females: heavy/increased menstrual bleeding
or other vaginal bleeding
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3. Introduction
Venous Thromboembolism (VTE) is an important cause of death in hospitalised patients and
treatment of non-fatal symptomatic VTE and related long term morbidities is associated with
a considerable cost to the health service (NICE: VTE prevention quality standard, June 2010,
updated 2018).
VTE is a condition in which a blood clot (thrombus) forms in a vein, commonly the deep veins
of the lower limbs. The thrombus can become dislodged and travel to other parts of the body,
this proving potentially fatal if the thrombus travels to the lung.
Patients admitted to hospital are more likely to have reduced mobility (admissions for both
mental and physical health) making them at higher risk of VTE. Mobility can be reduced in
psychiatric inpatients for a number of reasons such as physical restraint, catatonia, sedation
and weight gain. In addition they can have poor fluid intake. Elderly patients are at further
increased risk due to age and the increased likelihood of possessing other associated risk
factors such as multiple medical co-morbidities, dehydration, and malignancy. In addition,
antipsychotic medications are widely prescribed on mental health inpatient units and there is
a growing body of evidence which suggests that antipsychotic use may be associated with
an increased risk of VTE (MHRA report June 2009: The risk of venous thromboembolism
associated with antipsychotics). See appendix 3.
NICE clinical guideline (NG 89): Venous thromboembolism in over 16s: reducing the risk of
hospital-acquired deep vein thrombosis or pulmonary embolism (PE) makes
recommendations on the assessment and reduction in the risk of VTE in those aged over 16
years admitted to hospital as inpatients. It provides guidance on specific patients groups
including those with acute psychiatric illness and recommends the use of anticoagulants
where appropriate to reduce the risk
The use of anticoagulant medicines for treatment or prevention of embolic events is known to
carry risk of significant harm to patients treated by the NHS. The National Patient Safety
Agency (NPSA) produced guidance on reducing the likelihood of harm to patients treated
with anticoagulants.
This policy is based on NICE NG 89 and applies to all service users aged over 16 years and
have been admitted to a HPFT in-patient unit.
This policy has been update according to NICE NG 189 Covid-19 rapid guideline to
acknowledge that
 all patients with Covid-19 pneumonia have an increased risk of VTE
 the risk of patients with COVID-19 pneumonia managed in community settings is similar
to that of patients managed in acute hospital settings
 Initial risk assessment for these patients should focus on identifying those whose bleeding
risk contraindicates pharmacological VTE prophylaxis

4. Purpose
The purpose of this policy is to help healthcare professionals identify people most at risk of
VTE and describes interventions that can be used to reduce this risk. The recommendations
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also take into account the potential risks of prophylaxis. This policy does not cover initiation
of treatment for diagnosed VTE/PE.

5. Definitions
Venous Thromboembolism (VTE): A condition where a blood clot forms in a vein,
commonly the deep veins of the lower limbs. The thrombus can become dislodged and travel
to other parts of the body, potentially fatal if the thrombus travels to the lung (pulmonary
embolism).
Prophylaxis: Treatment given or action taken to prevent disease.
Anticoagulant: A medicine that prevents or reduces the coagulation of blood, prolonging the
clotting time eg heparin or warfarin.
Novel oral anticoagulants (NOACS): A newer class of oral anticoagulants (non-vitamin K
antagonists) which work differently to warfarin and do not require regular blood monitoring.
Pharmacological prophylaxis: Drug therapy used to prevent disease (e.g. thrombus), in
this context examples include: low molecular weight heparin, or warfarin.
Thrombophilia: An abnormal tendency to develop blood clots.
Low Molecular Weight Heparin (LMWH): A class of anticoagulant medication used in the
treatment and prevention of VTE. It inhibits coagulation, the process that leads to thrombosis.
It is usually given by subcutaneous injection.
INR: International Normalised Ratio: An INR test measures the time for blood to clot. It is
used to monitor blood-thinning treatment (anticoagulants).
Thrombocytopenia: Deficiency of platelets in the blood. This causes bleeding into the
tissues, bruising, and slow blood clotting after injury.
Hyperkalaemia: An abnormally raised level of potassium in the blood.
Warfarin anticoagulant record book (Yellow book): A standardised patient held booklet
with a yellow cover issued by anticoagulant clinics to record all monitoring and recommended
treatment. (Note: an alternative format of patient held record may be in use locally)
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Part 2 – What needs to be done and who by
6. Duties and Responsibilities
The Executive Director of Quality & Safety is the Executive Lead for this guideline. This
policy has been written in conjunction with a Consultant in Old Age Psychiatry and Principal
Clinical Pharmacist. The Drugs & Therapeutics Committee is the approval committee. The
Medical Director has overall clinical responsibility for medical staff compliance with VTE
guidance
The Trust's Senior Managers are responsible for ensuring access and awareness of this
policy and all team members are responsible for its implementation.
Line Managers must ensure that all direct care staff working in HPFT inpatient units have
clear instructions on the service operational procedure when dealing with VTE prophylaxis.
All medical and nursing staff must be aware of their responsibilities within this policy and
undertake appropriate training to maintain the competency required for their role.

7. VTE Risk Assessment
See VTE risk assessment pathway (section1).
As part of physical health assessment all service users aged over 16 years should be
assessed by a doctor for risk of VTE as soon as possible after admission to hospital or by the
time of the first consultant review.
Service users who have Covid-19 pneumonia are at high risk of VTE. Their VTE risk should
reflect this risk irrespective of their mobility.
Service users who are expected to have on-going reduced mobility relative to their normal
state should have VTE and bleeding risk assessed using the VTE risk assessment template
on EPR (paper version Appendix 1).
A person's individual risk of VTE risk will need to be balanced against their bleeding risk
when deciding whether to offer pharmacological prophylaxis for VTE. If a decision is made
not to offer prophylaxis, reasons must be recorded and discussed with the patient / their
carer’s.
The patient’s risk of VTE should be reassessed whenever there is a significant change in
clinical condition.
All patients commenced on prophylaxis should have their risks of bleeding and VTE reassessed at point of consultant review or whenever the clinical situation changes.

7.1 Patient related risk factors for VTE
Inpatients are to be considered as being at increased risk of VTE if they have Covid-19
pneumonia or are expected to have on going reduced mobility relative to their normal state
and one or more of the risk factors below:
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-

Expected to have significantly reduced mobility for 3 days or more
Age over 60 years
Obese (BMI >30kg/m2)
Are dehydrated
One or more significant co-morbidities (e.g. cardiac disease, metabolic, endocrine,
inflammatory or respiratory diseases, acute infections)
Active cancer or cancer treatment
Varicose veins with phlebitis
Use of hormone replacement therapy
Use of oestrogen containing oral contraception
Pregnancy or <6 weeks post-partum*
Personal history or first degree relative with a history of VTE
Known thrombophilias or thrombotic conditions

“Significantly reduced mobility” is used to refer to patients who are bed bound, unable to walk
unaided or are likely to spend a substantial proportion of the day in bed or a chair.
The risk assessment must be completed for all new inpatients on VTE risk assessment
template on EPR. The treatment plan should be recorded in the patient’s case notes in EPR.
The risk factors identified are not exhaustive. Clinicians may consider additional risks in
individual patients and offer thromboprophylaxis as appropriate.
Antipsychotic use may be associated with an increased risk of VTE (see appendix 3) and the
SPC for all antipsychotics under section 4.4 Special warnings and precautions for use states:
Cases of venous thromboembolism (VTE) have been reported with antipsychotic drugs.
Since patients treated with antipsychotics often present with acquired risk factors for VTE, all
possible risk factors for VTE should be identified before and during treatment with
antipsychotics and preventative measures undertaken.
*See NICE guidance NG 89 for specific risk factors in pregnant women and women who
have given birth or had a miscarriage or termination of pregnancy in the past 6 weeks. See
also Obstetric thromboprophylaxis risk assessment and management) tool. Specialist advice
and assessment should be sought if necessary.
For service users with significant reduced mobility for a prolonged period and on a long stay
ward seek specialist advice for VTE prophylaxis as the evidence for prolonged prophylaxis is
not available.
All service users must be assessed for risk of bleeding before offering
pharmacological VTE prophylaxis or treatment. Anticoagulants should not be offered to
patients with any risk factors for bleeding unless the risk of VTE outweighs the risk of
bleeding.

VTE and bleeding
7.2 Risk Factors for bleeding
Service users who are assessed as having VTE risk should also be assessed for bleeding
risk
9

-

Active bleeding
Acquired bleeding disorders (e.g. acute liver failure)
Anticoagulant therapy eg warfarin (when INR>2), heparin, NOACs (apixaban,
dabigatran, edoxoban, rivaroxaban)
Acute stroke (discuss with Stroke Team at local acute hospital)
Thrombocytopenia (platelets <75x109/L)
Uncontrolled systolic hypertension (>230/120mmHg)
Untreated inherited bleeding disorders (e.g. haemophilia and Von Willebrands
disease)
Procedures carrying high risk of bleeding

Any identified risk factors for bleeding should prompt the clinician to consider if bleeding
risk is sufficient to preclude pharmacological intervention.
8. Prophylaxis of VTE
If the risk of VTE outweighs the risk of bleeding, consider pharmacological VTE
prophylaxis based on their risk factors and/or procedure.
Where pharmacological prophylaxis is deemed appropriate it must be started as soon as
possible after the risk assessment has been completed and continued until the patient is
no longer at increased risk of VTE.
If bleeding risk outweighs pharmacological intervention then encourage early mobilisation
and maintain hydration.

8.1 Pharmacological VTE Prophylaxis in adults
Low molecular weight heparin (LMWH) is the pharmacological agent of choice for VTE
prophylaxis. Dalteparin is the Trust’s injectable LMWH of choice. Its use is
contraindicated in those with hypersensitivity to LMWH or history of heparin induced
thrombocytopenia (HIT). Use with caution in native valve endocarditis (seek cardiology
advice) and general risk factors for bleeding (as outlined previously).
Standard prophylaxis dose: dalteparin 5,000 units subcutaneously (SC) once daily
The SPC does not provide any dosing information for extremes of weight however
consider dose adjustment if:
Weight >100kg: dalteparin 5,000 units SC twice daily*
Weight < 50kg: dalteparin 2,500 units SC daily*
*Off label doses taken from UKMI guidance on dosing of LMWH for thromboprophylaxis
at extremes of body weight.
Renal impairment:
There is no specific advice given in the SPC regarding dose adjustment in renal
impairment for dalteparin when used for VTE prophylaxis. Use with caution in patients
with impaired renal function and consider dose reduction to 2,500 units daily in those with
eGFR <30ml/min1.73m2 as there is an increased risk of bleeding complications in this
group of patients.
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Dalteparin has been used safely in elderly patients without the need for dose adjustment.
However, elderly patients (especially those above 80 years) may be at an increased risk
for bleeding complications within the therapeutic dose ranges. Careful clinical monitoring
is advised.
Use fondaparinux sodium (factor Xa inhibitor) if LMWH is contraindicated and risk of VTE
outweighs their risk of bleeding.
Standard prophylaxis dose: fondaparinux 2.5mg SC once daily
Increased risk of bleeding in renal impairment
Renal impairment (eGFR 20-50ml/min/1.73m2): 1.5mg SC once daily







Patients should be encouraged to mobilise as soon as possible
Patients should not be allowed to become dehydrated unless clinically indicated.
Mobility should be assessed daily
Continue pharmacological VTE prophylaxis until the person is no longer at increased
risk of VTE.
Extended prophylaxis up 28 days can be offered to patients occasionally (eg patient
recovering from hip surgery) however specialist advice should be sought in such
circumstances.
VTE prophylaxis for patients with Covid-19 pneumonia should start as soon as
possible and within 14 hours of admission and continue for the duration of the hospital
stay or 7 days, whichever is longer. This may necessitate treatment after discharge
home or returning to HPFT services from the acute trust.

People with cancer – see specific guidance in NICE NG 89 and obtain specialist advice.
Pregnant women and women who gave birth or had a miscarriage or termination of
pregnancy in the past 6 weeks – see NICE guidance NG 89
Pregnant women with Covid-19 – see NICE guidance NG189 and Royal College of
Obstetrician and Gynaecologists https://www.rcog.org.uk/en/guidelines-researchservices/guidelines/coronavirus-pregnancy/

People receiving anticoagulant therapy
LMWH should NOT be prescribed for VTE prophylaxis in patients who are already
receiving full anticoagulant treatment (such as with warfarin, NOAC or heparin) – seek
specialist advice. Consider VTE prophylaxis for people at increased risk of VTE who are
interrupting anticoagulant therapy.
Patients who are already receiving VTE pharmacological prophylaxis on admission
should be reassessed in conjunction with their existing VTE prophylaxis management
plan. Pharmacological prophylaxis should be continued if VTE risk outweighs bleeding
risk.
People using antiplatelet agents
Consider VTE prophylaxis for people who are having antiplatelet agents for other
conditions and whose risk of VTE outweighs their risk of bleeding. Take into account the
risk of bleeding and of comorbidities such as arterial thrombosis.
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Prophylaxis and treatment regimens other than for prophylaxis of VTE for adult inpatients are outside the scope of this policy. Seek specialist advice eg from
anticoagulation clinic or local acute trust haematologist for prescribing and
monitoring anticoagulation for other conditions.

8.2 Pharmacological prophylaxis in 16 to 18 year olds
For pharmacological VTE prophylaxis in people aged 16 to 18 years, follow the
recommendations on low-molecular-weight heparin (LMWH) and fondaparinux sodium as
above. At the time of writing, these drugs do not have a UK marketing authorisation for
use in young people under 18 for this indication. The prescriber should follow relevant
professional guidance, taking full responsibility for the decision. Informed consent should
be obtained and documented. See the General Medical Council's Prescribing guidance:
prescribing unlicensed medicines for further information.

8.3 Considerations in older adults
NICE CG 89 describes the balance of risk and benefit in the prophylaxis of VTE, however
the following issues in older adults need consideration
 Many patients are confused either from dementia or delirium and will be unable to give
informed consent. This will usually mean that the Clinician must assume responsibility
of making a best interest decision on behalf of the patient. Consider discussion with
the next of kin or significant other involved in patient’s welfare. The discussions are to
be recorded in Trust’s capacity and best interest forms.
 The skin in elderly patients is fragile and easily bruised. They are likely to suffer from
local bruising and minor haemorrhages at injection site.
 Some patients are near end-of-life where their admission and treatment have goals of
relieving symptoms and not necessarily prolonging life. For these people, injections
are an additional unwelcome burden.
 Patients who are usually immobile have less chance of benefiting from prolonged
prophylaxis. Seek specialist guidance if treatment is proposed.
 Prolonged prophylaxis in elderly patients increases the haemorrhage risk without (at
present) evidence for further benefit, and is currently off-licence.
 There may be accumulation of LMWH’s in moderate to severe renal failure despite
dose adjustment recommended in the SPC’s, which will increase the risk of
haemorrhage over time. See dosing guidance in renal impairment on page 10.

8.4 Patients undergoing ECT
Obtain advice from the consultant anaesthetist conducting the ECT regarding the
balance of risk and benefits in continuing with the prophylaxis.
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8.5 Treatment of VTE
This guideline does not cover treatment of VTE.
- Refer to local acute medical hospital for specialist guidance on initiation and
continuation of treatment.
- Patients receiving an anticoagulant for treatment of VTE should NOT be prescribed
LMWH for VTE prophylaxis. The patient’s anticoagulant should be continued and if
necessary advice sought from the local specialist clinic.
- Ensure patients who are already on anticoagulant treatment (either warfarin or
NOACs) at the time of psychiatric admission for known underlying conditions (such as
atrial fibrillation, prophylaxis and treatment of DVT and PE, patients with mechanical
prosthetic heart valves etc.) are under a local specialist service.
- Ensure yellow books or other monitoring documentation for warfarin are kept up to
date with adequate INR monitoring as per guidance from local acute trust.
9. Roles and Responsibilities
9.1 Prescribers
Prescribers must have the required competencies to prescribe and monitor anticoagulant
treatment. Local pharmacy staff can offer support and information in addition to the local
acute trust anticoagulation services.
 Complete Step 1 VTE risk assessment as part of physical health assessment on
EPR as soon as possible after admission or by the time of the first consultant review.
 If patient is expected to have on-going reduced mobility relative to their normal state
then complete full VTE risk assessment using template on EPR to identify
thrombosis risk and bleeding risk. Record any additional factors taken into
consideration when making a clinical decision to prescribe VTE prophylaxis or not.
 Prescribe and monitor LMWH (or fondaparinux) for pharmacological prophylaxis of
VTE as per British National Formulary
- Check platelet count, LFTs and renal function prior to commencing LMWH (or
fondaparinux).
- Document the weight of the patient on the drug chart.
- Specify on the prescription chart, the indication, dose, route, treatment duration
with start and review date. Dose of LMWH should be prescribed in units, NOT mls,
and NOT abbreviations of units eg IU.
- Monitor the patient for any clinical signs of either over or under treatment
- Check for drug interactions or additive risk of concomitant treatments with the
LMWH or fondaparinux (see Appendix 1 of BNF) and take appropriate action
- Regularly review the on-going need for LMWH or fondaparinux and stop the
prescription when no longer considered to be at significant risk of VTE.
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 Before starting VTE prophylaxis, patients/carers will be offered verbal and written
information on: (see appendix 4 for patient information leaflet)
- Risks and possible consequences of VTE
- Importance of VTE prophylaxis, it’s possible side effects and correct use
- Self-help to reduce risk of VTE (such as keeping well hydrated and, if possible,
exercising or becoming more mobile).
- Relatives or carers cannot make decisions for adult patients who lack capacity to
consent unless they have Lasting Power of Attorney extending to health care
decisions under the Mental Capacity Act 2005 (if however, a decision under such
a role is deemed to potentially harm the patient or put them at unnecessary risk
of harm, legal advice should be sought, possibly under the Court of Protection).
Relatives or carers can assist with the decision that treatment is in their best
interest. Where a patient lacks capacity the doctor must ensure they document in
the patient’s notes the indication for VTE prophylaxis and their consideration that
it is in the best interest of the patient and with whom this has been discussed.
This should be recorded on a Trust Capacity assessment and Best Interests form
(which can be found within the documents/policies section on the Intranet).
- It is important to consider whether further follow up or treatment will be required
after discharge if the patient’s risk of VTE will remain high. GP/Community Health
Services should be contacted in this instance.
9.2 Nursing Staff
Nurses must have the required competencies to administer and monitor anticoagulant
treatment and prophylaxis. Local pharmacy staff can offer support and information in
addition to the local acute trust specialist service if required.
They must:
- Check prescription and treatment plan is clear and unambiguous
- Check for any clinical signs suggestive of over treatment with the anticoagulant and
other adverse effects. Report these immediately to a doctor
- Record all relevant information in patient’s case notes on EPR
- Wherever possible and if indicated, the patient is facilitated in attending any specialist
anticoagulation appointments
- Only administer LMWH preparations by subcutaneous injection. See HPFT policy on
Injection Procedure. Within HPFT, clinical staff must not administer heparin
infusions or IV preparations, which should only be carried out in the acute trust
settings.
9.3 Pharmacist
 Support the selection of appropriate pharmacological prophylaxis products for local
use
 Review inpatient therapy to check that risk assessment has been undertaken and
that the appropriate prescription has been written correctly. Review all prescribing,
monitoring and administration details recorded in the patient’s drug chart
 Contribute to the training of healthcare team with particular focus on pharmacological
issues and questions that may arise about concurrent prescribing
14

 Support clinical audit and routine review of compliance with VTE guidance
10. Monitoring and Adverse Effects
All involved professions should ensure that any adverse events possibly related to the
administration of any type of anticoagulant medication are recorded on DATIX as per
Trust Protocol.
9.1 Haemorrhage
The most serious side effect of anticoagulants is bleeding (over treatment). Any of the
following may indicate this is happening, whereby a doctor should be notified
immediately:
 Prolonged nosebleed (longer than 10 minutes)
 Blood in vomit
 Blood in sputum
 Passing blood in urine or faeces
 Passing black faeces
 Severe or spontaneous bruising
 Unusual headaches
 For females: heavy or increased menstrual bleeding or any other vaginal bleeding.
Intramuscular injection (IM) injections (eg. depot antipsychotics) may cause some local
bleeding within the muscle. Theoretically patients receiving anticoagulation could be at
risk of more obvious haemorrhage resulting in swelling, bruising, tenderness or even
haematoma. Patients should be informed of this and monitored (or advised to selfmonitor). Preferably administer IM injections at an upper extremity so that bleeding can
be easily seen and compression applied if necessary. Low volume injections should be
less of a risk than frequent and/or high volume IM injections. IM injections must be
avoided in patient with an INR or APTT raised above the therapeutic range (ie. INR
above 3).
9.2 Heparin induced thrombocytopenia (HIT)
This can develop after 5-10 days of heparin treatment. Symptoms include bruising,
nosebleeds or bleeding gums and rashes (pinpoint red spots). HIT can also cause new
blood clot formation eg DVT. Symptoms of DVT include pain or tenderness, sudden
swelling, discoloration, visibly large veins, and skin that is warm to the touch.
Dislodgement of clot from the deep leg veins and passage into the lungs (PE) may
present as shortness of breath, a change in heart rate, sharp chest pain, dizziness, or
feelings of anxiety and excessive sweating. Refer to haematology team at the Acute
Trust hospital urgently if HIT is suspected. Stopping heparin preparations is usually
sufficient to reverse symptoms. The condition however doesn’t need regular monitoring
as the incidence is very low (BCSH guidelines 2012).
9.3 Hyperkalaemia
Symptoms are non-specific and include weakness and fatigue. Occasionally, a patient
presents with muscular paralysis or shortness of breath. They may also complain of
palpitations or chest pain. The specialist team at the Acute Trust hospital must be
contacted urgently if patients receiving injectable anticoagulants such as LMWH are
15

suspected of developing hyperkalaemia. Plasma-potassium concentration should be
measured in patients at risk of hyperkalaemia before starting heparin and during
treatment, particularly if the heparin is to be continued for longer than 7 days.
11. Drug Interactions
Prescribers should be aware of potential drug interactions for patients prescribed LMWH
or fondaparinux. If there is likely to be a drug interaction the prescriber should closely
monitor for signs and symptoms of bleeding.
Possible clinically significant drug interactions with LMWH that can cause an increased
risk of bleeding include
 NSAIDs
 Antiplatelets eg aspirin, clopidogrel, ticegrelor, prasugrel, dipyridamole
 Serotonin re-uptake inhibitors (SSRIs)
 *Other anticoagulants such as warfarin, danaparoid, heparin
 *Antithrombotics eg NOACs
* LMWH (or fondaparinux) should not be initiated in patients already receiving
other anticoagulants or antithrombotics such as warfarin, heparin or NOACs
Possible other interactions with injectable anticoagulants include:



ACE inhibitors (increased risk of hyperkalaemia)
Angiotensin II Receptor Antagonists (increased risk of hyperkalaemia)

The above lists are not exhaustive. It is vital that when commencing any new medication
for a patient who is on anticoagulation treatment, that any potential interactions are
checked for. Appendix 1 of the BNF provides a comprehensive guide in this regard;
contact local pharmacy department for further advice.
12. Further Information Resources and Training
Clinical guidance for prescribing oral anticoagulants may be obtained from the British
Haematological Society:
http://www.bcshguidelines.com/4_HAEMATOLOGY_GUIDELINES.html?dtype=haemost
asisandThrombosis&dpage=0&sspage=0&ipage=0#gl
The VTE e-learning session for healthcare professionals in secondary care is aimed at
nurses, pharmacists and junior doctors to help them understand the concept of hospitalassociated thrombosis and how to prevent it. It is recommended that all staff involved in
risk assessing VTE, prescribing, administering and monitoring of prophylaxis should
complete this session if they have not completed similar training elsewhere.
13. Training and Awareness
Course

For

Renewal Delivery
Period
Mode

Contact Information
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VTE
prevention in
secondary
care (Selfstudy)

Medical,
nursing and
pharmacy staff

Administration All registered
of medicines
nurses working
for nurses
on inpatient
units within
HPFT

N/A

E- learning

Venous
Thromboembolism (Public
Access) - e-Learning for
Healthcare

Every 3
years

E-Learning

OLM E-Learning

14. Embedding a culture of equality and respect
The Trust promotes fairness and RESPECT in relation to the treatment, care and support
of service users, carers and staff.
RESPECT means ensuring that the particular needs of ‘protected groups’ are upheld at
all times and individually assessed on entry to the service. This includes the needs of
people based on their age, disability, ethnicity, gender, gender reassignment status,
relationship status, religion or belief, sexual orientation and in some instances,
pregnancy and maternity.
Working in this way builds a culture where service users can flourish and be fully
involved in their care and where staff and carers receive appropriate support. Where
discrimination, inappropriate behaviour or some other barrier occurs, the Trust expects
the full cooperation of staff in addressing and recording these issues through appropriate
Trust processes.
Access to and provision of services must therefore take full account of needs relating to
all protected groups listed above and care and support for service users, carers and staff
should be planned that takes into account individual needs. Where staff need further
information regarding these groups, they should speak to their manager or a member of
the Trust Inclusion & Engagement team.
Where service users and carers experience barriers to accessing services, the Trust is
required to take appropriate remedial action.

Service user,
carer and/or
staff access
needs
(including
disability)

Effective communication is essential when discussing treatment,
especially where there are specific language and sensory
communication requirements. The information provided should
meet the individual’s communication needs e.g. people with
physical, sensory or learning disabilities or people who do not read
or speak English. Staff may need to access the interpreting
service, provide patient information leaflet in different format (eg.
audio, braille, large print), different language and provide support
in medicines administration e.g. by supplying medicines in
compliance aid etc. Medicines Management Team can direct
/signpost staff who may require help in this regard.
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Involvement

Relationships
& Sexual
Orientation
Culture &
Ethnicity

Spirituality

Age

Gender &
Gender
Reassignment
Advancing
equality of
opportunity
Service User/
Staff
pregnancy

Service users’ / carers’ views and beliefs about the treatment option
must be considered and service users / carers must be involved in
making decisions about pharmacological treatment. Risk and benefit
including common side effects of the proposed treatment option
must be discussed with service users /carers before the decision is
made.
All service users must be given the same consideration and
appropriate advice/treatment by staff in terms of medicines and must
be independent of their sexual orientation and relationship
circumstances.
All service users must be given the same consideration and
appropriate advice/treatment by staff in terms of medicines and must
take into account of service users’ culture and ethnicity. For example
providing information on whether medicines contains gelatin or
alcohol, providing information in service user’ native language if s/he
does not speak/read English etc.
All service users must be given the same consideration and
appropriate advice/treatment by staff with regard to medicines which
must take into account their spiritual belief system. For example
providing advice about medicines and fasting during Ramadan for
Muslim service users.
Treatment, advice and information should match service users’ age
group. See section 5.1.5 Unlicensed medicines including off-label
use in children. Under 18s and over 65s should be given specific
attention when pharmacological treatment decisions are considered
owing to their physiological differences in how their body handles
medicines and also due to licensing issues.
All service users must be given the same consideration and
appropriate advice/treatment by staff with regards to medicines
which must be independent of their circumstances.
All service users must be given the same consideration and
appropriate advice/treatment by staff with regards to medicines
which must be independent of their circumstances.
Pregnant service users must not be excluded from VTE prophylaxis;
specialist advice must be sought prior to commencing
pharmacological VTE prophylaxis in this patient group.
Pregnant staff should refer to Pregnant Workers and Nursing
Mothers Policy in HPFT for further guidance: See Trustspace;
Policies.

15. Process for monitoring compliance with this document
Action:

Lead

Review of
compliance
with National
Standards
Review of

Method

Frequency

Report to:

Compliance Review policy
and Risk
against National
Manager
standards

Policy
checked
annually

IGC

PACE

Annual audit

and
Audit practice
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compliance
with policy
within clinical
inpatient
setting
Critical/adverse
incidents
related to VTE
interventions
recorded on
Trust DATIX
system

Team

MMT/
Inpatient
team leads

against NICE
VTE quality
standards.

DATIX recording
of adverse
incidents

Policy Panel

N/A

Compliance and Risk
Manager

IGC
and Policy Panel
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18th
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2021
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Health
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16. Archiving Arrangements
All policy documents when no longer in use must be retained for a period of 10 years from the
date the document is superseded as set out in the Trust Business and Corporate (Non-Health)
Records Retention Schedule available on the Trust Intranet
A database of archived policies is kept as an electronic archive administered by the Compliance
and Risk Facilitator. This archive is held on a central server and copies of these archived
documents can be obtained from the Compliance and Risk Facilitator on request.
17. Associated Documents
Supporting Trust policies and guidance (available on Trust Space):
 Medicines Policy


Injections Procedure Policy



Standard Infection Control Precautions



Needle stick Injuries and Incidents Involving Exposure to Blood and Body Fluids



Guidance for communicating with service users from diverse communities

18. Supporting References




NICE Guideline NG 89: Venous thromboembolism in over 16s: reducing the risk of
hospital-acquired deep vein thrombosis or pulmonary embolism March 2018
NICE: Quality Standard 3: Venous Thromboembolism prevention. June 2010, Updated
March 2018
NICE Covid-19 Rapid Guideline NG 186: Reducing the risk of Venous thromboembolism
in over 16s with Covid-19
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19. Comments and Feedback
Job Title of person consulted
Principal Clinical Pharmacist for Mental Health
Consultant Old Age Psychiatrist, HPFT
Drugs and Therapeutics Committee, HPFT
Physical Health Committee, HPFT
Clinical and Professional Advisory Committee, HPFT
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Part 4 Appendices

Appendix 1: VTE Risk Assessment tool
Appendix 2: VTE Assessment roles and responsibilities
Appendix 3: VTE Risk factors associated with use of antipsychotics
Appendix 4: Patient information leaflet
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Appendix 1
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Appendix 2

VTE Assessment Roles and Responsibilities

ROLE

RESPONSIBILITY

Ward Consultant and Medical
Team

 Ensure VTE risk assessments are undertaken,
actioned and documented in the patient’s
electronic patient record
 Ensure appropriate decisions are made
regarding VTE prophylaxis based on accurate
assessments
 Reassessment of risk whenever the clinical
situation changes.
 Monitoring of blood tests depending on the
patient’s requirements

Ward Manager and Senior ward
nurses

 Highlight to medical team where VTE risk
assessments have not been undertaken
 Ensure LMWH given only subcutaneously in the
prescribed dose
 Ensure nursing staff are competent to
administer pharmacological VTE prophylaxis
 Encourage early mobilisation and hydration

Medicines Management Technician
& Pharmacists

 Highlight where VTE risk assessments have not
been undertaken and report to medical staff on
checking medicines reconciliation on admission.
 Ensure all prescribing and administering details
are recorded in drug chart
 Support nursing and medical staff in safe
implementation of the policy
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Appendix 3

VTE risk factors associated with use of antipsychotics

Cases of VTE have been reported with antipsychotic drugs. Patients treated with
antipsychotics often present with acquired risk factors for VTE. All possible risk factors for
VTE should be identified before and during treatment with antipsychotics and preventative
measures are recommended by the manufacturers. Reports from other mental health trusts
and an audit within HPFT, have also suggested that VTE prophylaxis be considered for all
adult psychiatric inpatients (BMJ Online, 2010. S. Greet and N. Buntwal. Audit, practice Audit
and Clinical Effectiveness Team, HPFT: Venous Thromboembolism risk – should we be
considering risk assessment? Dr Jemma Reid, March 2013). NICE guidance from June 2010
also highlights the risk of VTE in inpatients and emphasises the mortality and financial
burden of VTE in the UK.


The incidence of VTE in psychiatric inpatient units is thought to be 2.2%. The main
factors associated with VTE were age, bed rest, and diagnosis of dementia. The
incidence of VTE in patients aged 75 or over with a diagnosis of dementia reached
8.2% at day 10 and 12.5% at day 90 (Delluc et al. Incidence of venous
thromboembolism in psychiatric units. Thrombosis research 130 (2012) e283-e288).



In a study by Parker et al (Parker et al. Antipsychotic drugs and risk of VTE: A nested
case control study. BMJ 2010; 341:c4245 doi: 10.1136/bmj.c4245) individuals
prescribed antipsychotic drugs in the previous 24 months had a 32% greater risk of
VTE than people not on antipsychotics, despite adjustment for potential risk factors
(odds ratio 1.32, 95%CI 1.23 to 1.42.



They also found patients who had started a new drug in the previous three months
had about twice the risk (1.97, 95% CI 1.66 to 2.33)



The risk was greater for individuals prescribed atypical rather than conventional drugs
(adjusted odd ratio 1.73, 95%CI 137 to 2.17, for atypical drugs; 1.28, 95%CI 1.18 to
1.38, for conventional drugs)



Risk of a VTE tended to be greater for patients prescribed low rather high potency
drugs (1.99, 95%CI 1.52 to 2.62), for low potency; 1.28, 95%CI 1.18 to 1.38, for high
potency)



The estimated number of extra cases of VTE per 10 000 patients treated over one
year was 4 (3 to 5) in patients of all ages and 10 (7 to 13) for patients aged 65 and
over. The extra 4 per 10,000 in 1 year applies to all patients on antipsychotics (both
inpatients and outpatients).

See also MHRA public health assessment report: The risk of venous
thromboembolism associated with antipsychotics, June 2009
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Appendix 4

Preventing blood clots – Information for patients
About blood clots
Sometimes blood can pool and thicken inside normal, healthy veins and block the flow of
blood through the body. This is known as a blood clot. Blood clots can be minor and have no
signs or symptoms, but they can also cause significant health issues and, in some cases,
lead to death. Most blood clots occur in the deep veins of the legs or groin and this is called a
deep vein thrombosis (DVT). Occasionally, clots break free from the area and move to other
parts of the body, including the lungs. A blood clot that moves to the lungs is called a
pulmonary embolism (PE) and is particularly serious. Early detection and treatment of clots
can help reduce the risk of harm. However, preventing clots is much easier, safer and more
effective.
Causes of a blood clot
Being a patient in hospital increases your chance of getting a blood clot, particularly if you
are having or have recently had surgery or a procedure, or if you are unable to move around
as usual. A clot could occur during your stay in hospital or after you return home following
treatment in hospital.
Your risk of developing a blood clot is increased if:
 You are over 60 years old
 You are unable to move around as usual
 You have had recent surgery
 You are overweight
 You have had a blood clot before
 Someone in your family has had a blood clot
 You are pregnant, or have recently given birth
 You have cancer or are undertaking cancer treatment
 You are on the contraceptive pill
 You take hormone-replacement therapy
 You are dehydrated
 You have a chronic medical illness (like heart disease)
 You have a blood disorder
 You have an acquired or inherited clotting problem
Speak to your doctor if you have any concerns
Symptoms of a deep vein thrombosis (DVT)
DVT is a blood clot in one of the deep veins of the leg or pelvis. Symptoms include swelling
of the calf or thigh, usually accompanied by pain, heat or redness or difficulty in weight
bearing.
Symptoms of a pulmonary embolism (PE)
PE occurs when a piece of blood clot breaks off into the blood stream and blocks off one of
the blood vessels in the lungs. Symptoms include difficulty in breathing or shortness of
breath, coughing up blood stained sputum or chest pain that is often worse on breathing in.
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What can be done to prevent blood clots?
When you are admitted to hospital, you will have a clotting risk assessment performed and, if
you are found to be at risk, measures will be put in place to address this.
What your doctor will do to help prevent you from developing a blood clot
If you are felt to be at high risk of clotting, you may be prescribed an anti-coagulant or ‘blood
thinner’. These work with the body’s natural anti-clotting system to prevent blood clots.
Anticoagulants reduce your risk of developing a blood clot, but they may also increase your
risk of bleeding and the doctors will assess whether this may be a problem and decide that
the risk of bleeding is higher than risk of DVT or PE
What type of anticoagulant is used? The most commonly used anti-coagulant for
preventing blood clots is heparin eg dalteparin (a low molecular weight heparin). It is given
by your nurse as an injection, once every day, whilst you are in hospital.
What you can do to help prevent a blood clot while in hospital
 Drink water or fluids. Water helps blood flow. Check with your doctor how much water you
should be drinking per day.
 Stay active. Staying as active as you can will help to keep your blood flowing. Ask your
doctor if it’s ok to walk around.

Speak to your doctor, nurse or pharmacist if you have any concerns or questions.
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