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PAT/T 44

Amendment Form

v.5

Please record brief details of the changes made alongside the next version number. If the
APD has been reviewed without change, this information will still need to be recorded
although the version number will remain the same.

Version Date Brief Summary of Changes Author
issued
Amendment
Version 5 19 August e Within subsection 4.1 Prevention — link to the | Cindy Storer
2021 Guidance for VTE Prophylaxis, has been
replaced.
e Appendix 6 — Guidance for VTE Prophylaxis, has
been replaced with the guidelines as updated in
March 2021.
Version 4 15 January | Significantly revised — please read in full. Ben Kumar
2020 Stuti Kaul
Lee Wilson
Version 3 2July 2014 | ¢ This is a new policy — please read in full. Stuti Kaul
e VTE Investigation and Treatment IPOC Ben Kumar

amended in response to 2012 NICE guidance
on VTE.

e New Patient Information Leaflets produced —
see Appendix 7 and 8

NOTE: supersedes: PAT/T 44 v.2 - Prevention of
Venous Thromboembolism (VTE) - Deep Vein
Thrombosis and Pulmonary Embolism in Patients
Admitted to Hospital and combines PAT/T 46 v.2
- Guideline for the Management of Venous
Thromboembolism.

Tracy Evans-
Phillips

Lee Wilson
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1 INTRODUCTION

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.

VTE is a condition in which a blood clot (thrombus) forms in a vein. It most commonly occurs
in the deep veins of the legs; this is called deep vein thrombosis. The thrombus may
dislodge from its site of origin to travel in the blood —a phenomenon called embolism.

VTE is an important cause of death in hospital patients, and treatment of non-fatal
symptomatic VTE and related long-term morbidities is associated with considerable cost to
the health service.

The risk of developing VTE depends on the condition and/or procedure for which the patient
is admitted and on any predisposing risk factors (such as age, obesity and concomitant
conditions).

This guideline makes recommendations on:

a) Assessing and reducing the risk of VTE in patients in hospital. The recommendations
take into account the potential risks of the various options for prophylaxis and
patient preferences.

b) Investigation and management of VTE

The guideline assumes that prescribers will use a drug’s summary of product characteristics
to inform decisions made with individual patients.

2 PURPOSE

2.1 Prevention

e Patients (and relatives and carers as appropriate) should have the opportunity to be
involved in decisions.

e All inpatients and day-case patients >16 with must undergo a mandatory risk assessment
for the prevention of VTE.

e The risk assessment must be completed by a doctor or nurse and filed in the medical
notes.

e The risk assessment should be undertaken on admission to hospital or at pre-operative
assessment (if undergoing elective surgery), and again if the patient’s clinical condition
changes.

e The clinical decision on how to manage the risk of venous thromboembolism will be
based on an assessment of the risks of VTE against the risks of preventative treatment
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for each individual patient and the decision will be informed by available published
evidence. Following this the relevant pharmacological and/or mechanical prophylaxis
should be prescribed.

e The Patient Information Leaflet (PIL) ‘Preventing Blood Clots while you are in Hospital’
(Appendix 7) should be given to all inpatients and day case patients >16 years of age

e This guideline provides guidance for the prevention of VTE based on recommendations
in NICE Guideline 89 it says “and” the Report of the Independent Expert Working Group
on the prevention of VTE in hospitalised patients as described above.

e This guideline was developed in consultation with all clinical directorates and specialities
to allow for speciality specific recommendations. These can be found in the Appendices
at the end of this policy.

2.2 Treatment

e Patients (and relatives and carers as appropriate) should have the opportunity to be
involved in decisions.

e The clinical decision making regarding management of VTE should be made with
consideration of the latest NICE guidance on DVT and PE.

e If VTE is suspected, prescribers should follow the latest version of the Trust DVT & PE
(VTE) IPOC. (Appendix 8)

e The DVT & PE (VTE) IPOC contains the following sections

a. Clinical Assessment including DVT (in Non-Pregnant and Pregnant Patients)
and PE (in Non-Pregnant and Pregnant Patients) — see also Maternity Service
Guidance 20.

b. Post Diagnosis VTE checklists
c. Daltepain and DOAC Prescribing and Dosing tablets in DVT/PE

3 DUTIES AND RESPONSIBILITIES

o All relevant healthcare professionals should give patients verbal and written information
on the following, as part of their discharge plan.

o The signs and symptoms of DVT and PE
o0 The correct use of prophylaxis at home
o The implications of not using the prophylaxis correctly.

e All relevant healthcare professionals should follow the DVT and PE (VTE) IPOC (Appendix
8) when treating a patient with symptoms of VTE.

e Should clinical specialities subsequently wish to amend the specific guidance for the
prevention of VTE in their speciality, application should be submitted to the VTE Group
for consideration and if agreed, should be included as appendices to this guideline.
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4 PROCEDURE

Pharmacological VTE prophylaxis

Dalteparin is the low molecular weight heparin (LMWH) recommended for use in Doncaster
and Bassetlaw Teaching Hospitals NHS Foundation Trust for those indications for which it is
licensed. Fondaparinux sodium should be used in individuals who are allergic to heparin.

4.1 Prevention

e All patients (age 16 and over) need to be risk assessed on admission to identify those
who are at increased risk of VTE using either; the Generic VTE Risk Assessment
(Appendix 1), VTE Risk Assessment in pregnancy (Appendix 2) or if the patient has a
lower limb cast in fracture clinic, the POP VTE Risk Assessment (Appendix 3).

e  For guidance on completing the Generic VTE Risk Assessment, see Appendix 4

e  For dosage recommendations for prescribing dalteparin,
https://www.dbth.nhs.uk/services/pharmacy/medicines-formulary/medicines-
formulary-section-2-cardiovascular-system/

e  Patients on Orthopaedic wards use the Generic VTE Risk Assessment, however further
details on pharmacological thromboprophylaxis and extended prophylaxis can be found
in Appendix 6 and on the following link: https://oesn11hpbml2xag003wx02ib-
wpengine.netdna-ssl.com/wp-content/uploads/2021/06/Orthopaedic-DVT-Guidelines-
March-2021x.pdf

e  For Stroke patients in whom pharmacological VTE Prophylaxis or Anti-embolization
stockings maybe contraindicated please refer to Appendix 5 — Management of VTE risk
in Stroke patients Decision Tree.

e  For further guidance on VTE prevention and prophylaxis, please follow NICE Guideline
89 — Venous Thromboembolism: in over 16’s — Reducing the risk of hospital acquired
deep vein thrombosis or pulmonary embolization.

e All patients admitted to hospital as an Inpatient or Daycase (including maternity and
orthopaedic patients) must receive the Trust’s information leaflet “Preventing Blood
Clots While You Are In Hospital” (WPR 30726) on admission to hospital (Appendix 7)

4.2 Treatment
e  All patients with symptoms of DVT or PE should be managed according to the DVT & PE
(VTE)IPOC (WPR 24524), Appendix 8

e  The algorithms in the Trust’s IPOC present the most concise summarisation of the
treatment guidance.

e  All patients with confirmed VTE must receive a copy of either the “DVT Patient
Information Leaflet” (Appendix 9) or the “PE Patient Information Leaflet” (Appendix 10)

e  For further guidance on VTE treatment, please follow the link below:

Venous thromboembolic diseases: the management of venous thromboembolic
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diseases and the role of thrombophilia testing

PAT/T 44 v.5

e Formulary guidance and protocols on reversal of anticoagulation (including heparin,
warfarin and rivaroxaban) can be found via:
https://www.dbth.nhs.uk/services/pharmacy/medicines-formulary/medicines-

formulary-section-2-cardiovascular-system/

PATIENTS LACKING CAPACITY

Sometimes it will be necessary to provide care and treatment to patients who lack the
capacity to make decisions related to the content of this policy. In these instances staff must
treat the patient in accordance with the Mental Capacity Act 2005 (MCA 2005).

e A person lacking capacity should not be treated in a manner which can be seen as

discriminatory.

e Any act done for, or any decision made on behalf of a patient who lacks capacity
must be done, or made, in the persons Best Interest.

e Further information can be found in the MCA policy, and the Code of Practice, both

available on the intranet.

There is no single definition of Best Interest. Best Interest is determined on an
individual basis. All factors relevant to the decision must be taken into account, family
and friends should be consulted, and the decision should be in the Best interest of the
individual. Please see S5 of the MICA code of practice for further information.

5 TRAINING/SUPPORT

Staff Function

Training Needs

How Delivered

1 Staff who have general (non-
specific) role in delivery of
care to patients

General Awareness

Posters/leaflets/

Trust publicity

2 Staff who deliver care to
patients

General Awareness
Fitting of Antiembolism Stockings (AES)

On-going care of patient wearing
Antiembolism Stockings (AES)

As above PLUS

Local Induction
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Registered Staff who deliver
care to patients

(Inc AHP’s)

General Awareness
VTE disease process

Measuring and fitting of Antiembolism
Stockings (AES)

Contraindications to GCS

On-going care of patient wearing
Antiembolism Stockings (AES)

Indications and fitting of Flowton
Intermittent Pneumatic Compression
(IPC) sleeves

Contraindications to dalteparin

Administration of dalteparin

As above PLUS

Local Induction

Medical staff

General Awareness
VTE disease process
Long term effects of VTE

Contraindications to Antiembolism
Stockings (AES)

Alternative methods of Mechanical
compression.

Contraindications to Dalteparin, DOACs,
Warfarin and Aspirin

Prescribing Dalteparin, DOACs, Warfarin
and Aspirin

On going care of patients on Dalteparin,
DOACS, Warfarin and Aspirin

As above PLUS

Local Induction.
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Criteria Monitoring Who Frequency How reviewed

All patients Annual audit Each specialty, Annual rolling Report sent to division
admitted to the using pre-defined | lead by the programme for recommendations
Trust as proforma (specific | Clinical Audit Lead and action plans.
Inpatlen'ts or Day- | to VTE Risk vv'lt'h!n the Action plans and
cases will have a Assessment division

VTE Risk
Assessment

used), auditing 20
sets of casenotes

of patients with a
current stay

recommendations

reviewed by VTE Group

Compliance with annual
programme monitored
by Audit & Effectiveness

Forum

All patients with
hospital acquired
VTE (within 3
months of
admission) to
have a Root
Cause Analysis
undertaken

Cases identified
via Datix system,
casenotes are
located and
reviewed to
identify if the VTE
was avoidable

Feedback letters
sent to Primary
Clinician to
complete.

Reviewed on an
individual case
basis

Each outcome is shared
with division, VTE Group
and fed back to Trust via

Medical Director.

Patients admitted
with a VTE will
have care
according to the
DVT & PE IPOC

Audit of
compliance with
the IPOC

Audit instigated
by the VTE Group
Lead

Annual

Report reviewed by VTE

Group and results

disseminated to Trust

via Clinical Directors
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7 GLOSSARY OF DEFINITIONS

-VE Negative

+VE Positive

AES Anti-Embolism Stockings

AHS Allied Health Professional

AM Morning

ANP Advanced Nurse Practitioner
BD Twice Daily

BMI Body Max Index

BP Blood Pressure

BNF British National Formulary
Ca2+ Calcium

CrCl Creatinine Clearance

CTPA CT Pulmonary/Angiogram

CT Scan Computed Tomography Scan
CXR Chest X-Ray

DOAC Direct Oral Anticoagulant

DVT Deep vein Thrombosis

ECG ElectroCardioGram

ED Emergency Department

SER Erythrocyte Sedimentation Rate
EVE Evening

FBC Full Blood Count

GP General Practitioner

INR International Normalised Radio
IPOC Integrated Plan of Care

v Intravenous

IVC Inferior Vena Cava

IVDU Intra Venous Drug misuse

LFT Liver Function Tests

LMWH Low Molecular Weight Heparin
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MSG Maternity Service Guideline

MDT Multi Disciplinary Team

NHSLA National Health Service Litigation Authority
NICE National Institute for Health and Care Excellence
oD Once Daily

PE Pulmonary Embolism

PSA Prostate Specific Antigen

PT Prothrombin Time

Q Scan Perfusion Scan

ST Speciality Training

U&E Urea and Electrolytes

UFH UnFractionated Heparin

uss Ultrasound

VTE Venous ThromboEmbolism

8 EQUALITY IMPACT ASSESSMENT

The Trust aims to design and implement services, policies and measures that meet the
diverse needs of our service, population and workforce, ensuring that none are
disadvantaged over others. Our objectives and responsibilities relating to equality and
diversity are outlined within our equality schemes. When considering the needs and
assessing the impact of a procedural document any discriminatory factors must be
identified.

An Equality Impact Assessment (EIA) has been conducted on this procedural document in
line with the principles of the Equality Analysis Policy (CORP/EMP 27) and the Fair
Treatment For All Policy (CORP/EMP 4).

The purpose of the EIA is to minimise and if possible remove any disproportionate impact

on employees on the grounds of race, sex, disability, age, sexual orientation or religious
belief. No detriment was identified. (See Appendix 11)
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9 ASSOCIATED TRUST PROCEDURAL DOCUMENTS

PAT/PA 19 - Mental Capacity Act 2005 Policy and Guidance, including Deprivation of Liberty
Safeguards (DolS)

CORP/EMP 4 — Fair Treatment for All Policy
CORP/EMP 27 - Equality Impact Assessment Policy

10 DATA PROTECTION

Any personal data processing associated with this policy will be carried out under ‘Current
data protection legislation’ as in the Data Protection Act 2018 and the General Data
Protection Regulation (GDPR) 2016.

For further information on data processing carried out by the trust, please refer to our
Privacy Notices and other information which you can find on the trust website:
https://www.dbth.nhs.uk/about-us/our-publications/uk-data-protection-legislation-eu-
general-data-protection-regulation-gdpr/

11 REFERENCES

1. Prevention of Venous Thromboembolism in Hospitalised Patients (2007)

Chief Medical Officer’s report from the Independent Expert Working Group

2. NICE Guideline 89: www.nice.org.uk/guidance/ng89

3. Guidelines on the use and monitoring of heparin (2006) British Journal of Haematology
133,19-34

4. NICE clinical guideline 144: https://www.nice.org.uk/guidance/CG144

5. Department of Constitutional Affairs
Mental Capacity Act (2005): Code of Practice, 2007
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachm
ent_data/file/497253/Mental-capacity-act-code-of-practice.pdf
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APPENDIX 1 — GENERIC — VTE RISK ASSESSMENT

Generic - VTE Risk Assessment

[1' l"j AFFIN LABEL HERE IF AVRILABLE
S NHshumber: [, -, -, ]
Doncasterapdﬂass:etllaw District Mumber: [~ """ ]
Teaching Hospitals - —
NH5 Foundation Trust Surname:
Forenameys):
Address:
VTE RISK ASSESSMENT AND DEMENTIA SCREENING
DB |
Date:(0, 0, 2 VYV ) Timee (0N wane ]

Age: I:::l If the patient is aged 75 or over, complete Dementia Risk Assessment overleaf

Maobility - all patients

Acute iliness Mo + No = Low Risk

[ 5urgical Fatient Oes (Mo Tick “low risk” below and sign the form.
- . Give VTE infermation leaflet.

Patient cted to b reduced

[ Medical Patient nfcIISi'I‘it:xrfl.:tive mﬂn;\:ﬁz?aﬁlg . _Gm.?clr m-.:xe"l’E'ccmp.rle‘te full risk assessment,
indicate risk level and sign the form.
Oies [QMe Giwve VTE information leaflet.
THROMEBOSIS RISK

Patient Related Tick| Admission related Tick
Active cancer or cancer treatment Significantly reduced mobility for 2 days or more
Age »60 years Hip or Knee replacement
Dehydration Hip fracture
Known thrombophilias Tatabanaesthetic + surgical time > 90 minutes
Obesity (BMI >30) Critical Care admission
One or more significant medical comorbidities Acute admission with inflammatery or intra-
i=g heart disease; metabolic, ndocrne or respiraiony pathologies; abdominal condition
acute infectious diseases; inflammatory conditions)
Personal history or first-degree relative with-a Surgery involving pelvis or lower limb with a total
history of VTE anaesthetic + surgical time = 60 minutes
Use of hormone replacement therapy Surgery with significant reduction in mobility

Use of oestrogen-containing contraceptive therapy
Varicose Veins with phlebitis

Pregnancy or <6 weeks post.partum
BLEEDING RISK
Patient Related Tick| Admission related Tick
Active bleeding Meurosurgery, spinal surgery or eye surgery
Acquired bleeding disorder Other procedure with high bleeding risk
(such as acute liver failure)
Concurrent use of anticoagulants known to Lumibar puncture / epidural / spinal anaesthesia
increase the risk of bleeding (such as warfarin expected within next 12 hours
with INR=2)
Acute stroke Lumbar puncture / epidural / spinal anzesthesia
within the previous 4 hours
Thrombocytopenia (platelets <75x10%1) Smoker? [JYes [JMNo
Uncaontralled systolic hypertension Please nobe that this guestion does not form part of the risk assessment
(230 / 120 mmHg or higher)
Untreated inherited bleeding disorders VIE Risk reviewed [JYes [1No
ol (such as haemophilia and von Willebrand's disease) Signature Diate

Cary
% Clinical Decision

[ Low risk, no thromboprophylaxis required [ High risk, Thromboprophylaxis indicated

[ Thromboprophylaxis contraindicated [ VTE patient information leaflet given
Reason for contraindication:
'WPRIESE
Sept 20014 Signature: Print Name: Designation:
FLUOR GREEN

PTO for Dementia Risk Assessment
Page 13 of 51



All patients with dementia or patients
who you have concerns regarding
menital health, please contact:

Older Peoples Mental Health Lizison
Murse using form available on ward
or ringe

Tel: 01302 796505
Fax: 01302798474

Completed by:

Signature:

Print name:

Designation:

Diate:

Time:

PAT/T 44

—
ia~]

Doncaster and Bassetlaw
Teaching Hospitals

HHS Foundatson Trust

Dementia Screening Tool

i

INPATIENT

O Elective Admission
O Emergency Admission

[ NO ASSESSMENT
REQUIRED

Under

Over 75

Please tick if applicable
COEND

!

¥

KNOWN DEMENTIA
Please tick if applicable
CJEND

Has the patient been more confused in the past 3 days?

- If no carer or relative present — ask patient to count from 20 - 1

(i) Basic physiological assessment and

intervention as per ABC

{ii} Patient physiclogically stable (or as

stable as possible)

{iii) Full medical, drug history and
axamination (support from family
and carers may be required)

-

L.

Common causes of delirium
Hypoxia

Pain

Infection (urine, chest)

Dirug toxicity (opiates, sedatives)
Constipation

Dehydration

YES
'DELIRIUM PATHWAY" NO
Has the patient been more forgetful
in the past 12 months

-

First line interventions

Identify and treat the underlying
physical cause

Communicate dearly, calmly and
consistently

Check basic neads

«Hunger -Thirst - Pain
Involve relatives, carers or friends
Encourage patient to drink

YES NO
Please tick if applicable
COEND
L. -
AMT 4
O 'Year
O Name of place
) O Age
. CJDOB
I T
SCORE <4 SCORE 4/4
‘POSSIBLEIMPAIRMENT | [ IMPAIRMENT UNLIKELY®
L. " L -
. I r I
Advise GP at Mo further action
discharge via required
discharge letter CEND
COJEND Plaase tick if applicable
| Please tick if applicable

_—

of the OPMH team.

All patiants experiencing delirium must receive an early assessment from a member of the
Cara of Older People Team ext 4826.

If patients do not settle with reassurance or first-line intersentions, urgently contact a membar
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APPENDIX 2 — VTE RISK ASSESSMENT IN PREGNANCY

VTE Risk Assessment in Pregancy

HMR 2

WPR37533
May 2013
FLUOR GREEN

Doncaster and

Bassetlaw Hospitals
NHS Foundation Trust

THROMBOSIS RISKS - SEE OVERLEAF FOR
ADVICE ON THROMBOPROPHYLAXIS

AFFIX LABEL HERE IF AVAILABLE
NHS Number:
District Number:
Surname:....
Forename(s):
Address:.......

D.o.B.:.

Date: ... . Time: .

Patient Related Pre-existing
[ Previous VTE

[ Thrombophilia

[ Age over 35 years

[ Obesity (BMI > 30 kg/m2) either
pre-pregnancy or in early pregnancy

[ Parity = 3

[ Smoker

[ Gross varicose veins- With phlebitis
[ Intravenous drug abuse.

[] Some medical disorders, e.g. nephrotic syndrome,
certain cardiac diseases, Myeloproliferative
disorders e.g. essential thrombocythaemia,
polycythaemia vera Sickle cell disease, inflammatory
disorders e.g. inflammatory bowel disease.

[J Hyperemesis

[J Multiple pregnancy or Assisted Reproductive
Technique /Ovarian hyperstimulation syndrome

[J Long-haul travel > 4 hours (within 4 weeks of admission)*

Bleeding Risks
Patient Related

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

[ Active bleeding
[J Acquired bleeding e.g. acute liver failure

[J Concurrent use of anticoagulants known to
increase the risk of bleeding (see guideline
“Peri-Operative Management of Patients on
Oral Anticoagulant Therapy” via Intranet)

[ Acute stroke
[ Thrombocytopaenia (platelets below 75 x109/1)

[J Uncontrolled systolic hypertension
(230/120 mmHg or higher)

Thrombosis risk factors present but no prophylaxis prescribed state reason why (e g. already on antlcoagulatlon

therapy, bleeding risk outweighs thrombosis risk)

Thrombosis risk factors present: [ ] dalteparin prescribed

+ Admicci Iatael

New onsetor t ient Ac

[ Surgery with significant reduction in mobility

[J Acute surgical admission with inflammatory or
intra-abdominal condition

[J Hip or lower limb fracture

[J Immobility e.g. paraplegia , SPD, critical care admission
[J] Dehydration

[ Severe infection, e.g. pyelonephritis, wound, chest

[ Mid-cavity rotational operative delivery

[ Prolonged labour (24 hours or more)

[] Delivery by caesarean section

[ PPH > 1 litre or blood transfusion

[ Pre-eclampsia

Admission related

[ Lumbar puncture/ epidural/ spinal anaesthesia
within the previous 4 hour

[ Neurosurgery, spinal surgery or eye surgery
[] Other procedure with high bleeding risk

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

[] and/or mechanical prophylaxis prescribed

[] VTE leaflet given
[JNo risk factors present

Action taken (see overleaf for advice)
by Midwife Signature:...

Print name:

Print name:

Prescriber Signature:

Page 15 of 51




PAT/T 44

THROMBOSIS RISKS

Allwomen should receive adequate hydration and be encouraged to mobilise early

Antenatal and continuing pregnancy:

Known to have thrombophilia or history of VTE

[] Seetable 1in the Maternity Guidelines (MSG 20)

Admission with 1 or more risk factors
or more persisting

[] Anti-embolic stockings and LMWH whilst inpatient. If 3

risk factors consider continuing throughout pregnancy
and for 6 weeks postpartum

Hyperemesis, ovarian hyperstimulation syndrome,
medical comorbidities or ANY surgery

Anti-embolic stockings and LMWH whilst inpatient. If
persisting risk factors consider continuing throughout pregnancy

Significant active medical comorbidities e.g. heart or
lung disease, SLE, cancer, inflammatory conditions,
nephritic syndrome >3 g/day, sickle cell disease,
Myeloproliferative disorders e.g. polycythaemia or
Thrombocythemia

Any risk factor:

+ "Anti-embolic stockings”

« Consider antenatal prophylaxis with LMWH

+ Consider continuing for 6 weeks postnatal

Intravenous Drug user

Anti-embolic stockings and may require antenatal

LMWH - discuss with Haematologist

Postnatal:

Vaginal delivery
BMI 35 — 40 with 2 or more risk factors [] Atleast 7 days LMWH and anti-embolic stockings for 6 weeks

OR Most recent BMI greater than or equal to 40 kg/m2)

Caesarean section
Delivery by caesarean section (Elective or Emergency) [ | Atleast 7 days LMWH and anti-embolic stockings

If persisting risk factors e.g. BMI over 40 kg/m2 or age
over 35 consider extending LMWH for up to 6 weeks

[] Seetable 1in the Maternity Guidelines (MSG 20)

Known to have thrombophilia or history of VTE

Prescriptions: Prescribe anti-embolic stockings on prescription and administration record chart. Check serum creatinine when
prescribing first dose of dalteparin. If creatinine is greater than 150micromol/L, dalteparin dose should be reduced to 20mg daily.

Weight Recommended Dalteparin dose
Less than 50kg 2500 units daily
50-90kgs 5000 units daily

91-170kg
Greater than 170kg

7500 units daily
75 units/kg/daily (may be given in divided doses)

A plan for ongoing thromboprophylaxis (if required) should be documented on the case notes.

Contraindications to dalteparin: patients with acute bacterial endocarditis, active major bleeding and conditions with a
high risk of uncontrolled haemorrhage, including recent haemorrhagic stroke; thrombocytopenia in patients with a positive
in-vitro aggregation test in the presence of dalteparin (Heparin Induced Thrombocytopaenia); active gastric or duodenal
ulceration; hypersensitivity to either dalteparin sodium, heparin or its derivatives including other Low Molecular Weight
Heparins; hyperkalaemia.

Contraindications to anti-embolism stockings (anti-embolic stockings): peripheral arterial disease (suspected or proven);
peripheral artery bypass grafting; peripheral neuropathy or other sensory impairment; fragile skin, gangrene, dermatitis or
recent skin graft; known allergy to material; cardiac failure, severe leg oedema or pulmonary oedema from congestive heart
failure, unusual leg size or shape, major limb deformity preventing correct fit.

NB: Note Neither LMWH or Warfarin are contraindicated in breast feeding
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APPENDIX 3 — LOWER LIMB POP RISK ASSESSMENT

PAT/T 44

Lower Limb POP Risk Assessment

HMR 2

WPR -
May 2013
COLOURTBC

AFFIX LABEL HERE IF AVAILABLE
NHS Number: ...
Doncaster and Distrct Number:
Bassetlaw Hospitals Blananes
NHS Foundation Trust FarShame(oy
Address:
RISK ASSESSMENT FORVTE )
FOR PATIENTS WITH LOWER LIMB CASTS DoB:
Date of Risk Assessment: .. Time:
Please state your approximate: ~ Weight: Height:
Clotting Risk Yes No
5
Are you currently undergoing or, in the past received treatment for cancer? |
Any personal history or family history of blood clots? D’
Do you have any known blood disorder?
(e.g. Factor V Leiden, antithrombin deficiency, Protein C or S deficiency)
Any use of oral HRT (Hormone replacement therapy)? O
Use if oestrogen-containing contraceptive therapy? O
Have you had surgery on the lower limbs within the | O O
Have you undertaken and recent long-distance
Y 9 0 O
O 0
O d
g g
Yes No
O U
O g
[l d
O O
O g
a g
| ]
FOR MEDICAL USE ONLY
boprophylaxis indicated? OYes [ONo
R TSI coesmmisnsssmmtnsssspmsimemsisom
Has thromboprophylaxis been prescribed? [CYes [ONo
Drug: Dose: Duration:
Signature of prescriber: Date:
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APPENDIX 4 — HOW TO COMPLETE THE VTE RISK ASSESSMENT

How to complete the VTE Risk Assessment

Doncaster and Bassetlaw Hospitals m

NHS Foundation Trust

How to complete the VTE Risk Assessment

Doncaster and S“,.‘C?ﬁmﬁj

R4

Bassetlaw Hospitals Surname: Handwrite using
NHS Foundation Trust liokhdiiials ‘ 3 )
Address: magic pen
L sl
‘Yes’ for emergencies | Das: (DD MMV V¥ V]
‘No’ for elective oue(OOMMY VYY) o) el L]
(unless consultant advises \ ol S jed 75 or A leaf
otherwise) TMbllity - all patients [
Acute No +No = Low Risk
:Suvglmlpanen( [ Yes [INo Tick "low risk” below and sign the form.
- h = Give VTE information leaflet.
"I Medical Patient mobility ATV Tl ENte. One or more*Yes’ isk
i . indicate risk level and sign the form.
" . [IYes [INo Give VTE infc leaflet,
“Yes’ for patients having L a { GlveVTE nformation leaflet
any GA surgery and any
% Patient Related Tick| Admission related Tick.
LA surgery with reduced ‘Activecanoer or canceresimant Signicontiy rduced moBliy Tor 3 Gizs of mose
rnobility Age >60 years Hip or Knee
Dehydration Hip fracture i
(eg hernia repair) Known [Total anaesthetic + surgical time > 90 minutes | If unsure, check with .
Obesity (BMI >30) Giiical surgeon or anaesthetist
One or more significant P th Intra-
1
scatelrectou dbeses ety condiion)
i - i a gery involvi Tower I atotal
history of VTE anaesthetic + surgical time > 60 minutes
Use of hormone replacement therapy Surgery with significant reduction in mobilty

Use of oestrogen-containing contraceptive therapy
Varicose Veins with phlebitis
Pregnancy or <6 weeks post partum

BLEEDING RISK
Tick| Admission related | Tiek

Active bleeding [ Neurosurgery, spinal surgery o eye surgen | . .

Acquired bleeding disorder |cmm., risk }— Check with surgeon if

(such as acute liver failure) unsure

Concurrent use of anticoagulants known to Lumbar puncture / epidural / spinal anaesthesia

increase the risk of g (such rfari xpe

with INR>2)

Acute stroke Lumbar puncture / epidural / spinal anaesthesia

‘within the previous 4 hours

Thombocytopenia (platelets <75x10°) | P

Uncontrolled systolic hypertension Prescribe on JACS and

(230 /120 mmHg or higher) 3

Untreated inherited bleeding disorders smoker? [IYes CINo ) | document in notes. If
Document in notes with L TEDS prescribed, docu-

. Clinical Decision
reason why eg. Risk of Cltowiisk righise ment foot pulses
bleeding, terminal (8] ) [OveE
| WPk 1604 Signature: Print Name: Designation:
illness (EOL IPOC) Ao Gt PTO for Dementia Risk Assessment ALL Pati
atients

Order—WPR30721

Note: If patient is high risk but contraindicated for both (Daltaparin and TEDS), tick ‘Contraindicated. If contraindicated
for one, presume the other

The following patient groups are exempt from completing the VTE Risk Assessment:

Haemodialysis

Endoscopy

Chemotherapy

Ophthalmological procedures with local anaesthetic/regional/sedation and not full general anaesthetic

Non-cancer ENT surgery lasting less than 90 minutes with local anaesthetic/regional/sedation and not full general anaesthetic
Non-cancer plastic surgery lasting less than 90 minutes with local anaesthetic/regional/sedation and not full general anaesthetic

Non cancer dental and maxilla-facial surgery lasting less than 90 minutes with local anaesthetic/regional/sedation and not full general
anaesthetic

. Other similar minor procedures lasting less than 90 minutes to be signed off by the medical director with local anaesthetic/regional/
sedation and not full general anaesthetic
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APPENDIX 5 — MANAGEMENT OF VTE RISK IN STROKE PATIENTS:

DECISION TREE

Doncaster and Bassetlaw
Teaching Hospitals
M5 Foundaticn Trust

Management of VTE Risk in Stroke Patients: Decision Tree

This document should be used in conjunction with Venous Thromboembolism (VTE) — Prevention and
Treatment of VTE in Patients Admitted to Hospital” PAT/T 44 v.3. and the ‘Standard Operational Policy: The
use of Intermittent Pneumatic Compression sleeves (IPC) in Stroke Patients'

Criteria for IPC:
Patient admitted with diagnosis of - for active treatment {i.e. not simply
acute stroke for palliation)
- immobile {unable to walk
independently to the toilet)
‘ - willing to wear compression sleeves
Advaitiing doctor i comglete Trust - not sufh.ar'mg contraindications to IPC
VTE Risk Assessment documentation fsee policy)
‘ At consultant review, to consider the
risk/benefit of early prophylactic low
If high risk, offer Intermittent molecular weight heparin (taking into
Pneumatic Compression (IPC) Sleeves account VTE risk and r'rsl:; of
with SCD Pump as standard, unless haemorrhagic transformation or
the patient has a contraindication [see extra-cranial bleeding)
policy).

Doctor to prescribe IPC on JACS as

Flowtrons
Do not offer anti-embolism (TEDS) IPC
stockings contraindicated

IPC/Flowtrons not
tolerated/ contraindicated and CT
excludes bleed

Low risk {mobile) patients with acute
stroke do not require treatment

=)
3
=)

Consultant to consider addition of or
substation of prophylactic low
Yes molecular weight heparin (LMWH) at
No ; 1-2 weeks, depending on ongoing VTE
risk and haemorrhagic risk.

CT excludes bleed?

Continue IPC/Flowtrons until patient is mobilising

frequently, is discharged from hospital or if the patient

develops any adverse effects (whichever comes first)
Review risk prior to transfer to rehab ward.

Revised and approved by 5troke Clinical Govermance Group 05.07.17 Issued: July 2017 Review Date: July 2020
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APPENDIX 6 — GUIDANCE FOR VTE PROPHYLAXIS

Guidelines for VTE prophylaxis — Department of Orthopaedic & Trauma Surgery
Doncaster and Bassetlaw Hospitals NHS Foundation Trust (March 2021)

PRESCRIBING NOTES:

Any of the patient related risk factors in combination with admission related risk factors (as included in
the nsk assessment tool), increases the risk of VTE and therefore must be considered for prophylaxis

Assess all patients on admission to identify those who are at increased nisk of VTE. Assess bleeding
risk. Balance nisks of VTE and bleeding. Trust approved assessment forms provided on ward/in clinic to
be completed for all patients

Offer VTE prophylaxis where approprniate. Do not offer pharmacological WTE prophylaxis if the patient
has any nsk factor for bleeding and nsk of bleeding outweighs nsk of VTE.

Reassess the risks of VTE and bleeding within 24 hours of admission and whenever the clinical situation
changes. Also review the risk assessment at discharge, when the patient would usually be switched
from dalteparin to aspinn. Where low mobility patients are discharged to rehabiltation wards (or nursing
homes, etc) this would allow the patient to remain on dalteparin.

If the patient is pregnant discuss with Haematologist before starting treatment after doing the regular
assessment.

Discussion with patients to be had after assessment forms analysed on the Department guidelines which
reflects current recognised practice for DVT prophylaxis.

Policy applies to all patients 18 years and above as per Trust guidelines.

The Consultants of the Trauma and Orthopaedic Directorate have unanimously agreed the above guideline. Discussions have
taken place with the PSRG.

These guidelines have been formulated in line with emerging evidence and the guidelines used by the American Academy of
Orthopaedic Surgeons and the American College of Chest Physicians.

Author: Mr Vivek Panikkar, Consultant Orthopaedic Surgeon & VTE Lead 1
Approved by Drug and Therapeutics Committee/Patient Safety Review Group/Orthopaedic Clinical Governance Group: March 2021
Review Date: March 2024
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RECOMMENDATIONS TO BE CONSIDERED FOR SPECIFIC INDICATIONS:

ELECTIVE:

High Risk Hip & Knee Replacement {previous PE/DVT, inherited or acquired thrombophilia, active
cancer or treatment for cancer)

+ Use regional anaesthesia when possible, consider calf mechanical prophylaxis

+ Daltepann 5000units* s/c in the EVENING to start 6 hours post-op and continued whilst patient in
hospital (for those patients prescnbed rivaroxaban).

+ Then Rivaroxaban 10mg once DAILY for 6 weeks started at discharge. If unable to have Rivaroxaban,
Warfanin (target INR 2.5 range 2 to 3) for 6 weeks started the day following surgery (continue dalteparin
until INR. therapeutic for two consecutive days). In active cancer or treatment for cancer, continue with
Daltepann 5000units* s/c in the EVENING for 6 weeks following surgery.

Standard Risk Hip & Knee Replacement

Use regional anaesthesia when possible, consider mechanical prophylaxis
Daltepann 5000units* s/c in the EVENING to start 6 hours post-op and continued whilst patient in
hospital.

¢ Then Aspirin 150mg once DAILY for & weeks to commence on discharge (where aspinn intolerant,
consider substituting with dalteparin or rivaroxaban instead: for 10 days for knee replacement and 30
days for hip replacement)

Hip Arthroscopy
¢ Daltepann 5000units” s/c in the EVENING to start 6 hours post-op, confinued for 3 weeks.

Peri-acetabular Osteotomies

+ Dalteparn 5000units* s/c in the EVENING to start 6 hours post-op and continued for 3 weeks post-op.

Spinal SurgeryiFractures

+ All patients to receive anti-thromboembolism (TED) stockings before going to theatre and continue with
these until fully mobile/additional mechanical prophylaxis can be considered if appropriate

+ [f high nsk (previous PE/DVT, inhented or acquired thrombophilia, active cancer or treatment for cancer),
consider Daltepann 5000umits® sic in the EVEMING to start 48 hours after surgery and continued whilst
patient in hospital.

Shoulder and Upper Limb Surgery

+ No specific prophylaxis required. Consider calf pumps/anti-thromboembolism (TED) stockings.

Foot and Ankle Surgery

+ Use regional anaesthesia when possible.

+ Hindfoot/Tendo Axhilles reconstruction /Ankle fusion: Daltepann 5000units® s/c in the EVENING to start
6 hours post-op and until discharge.
Then Aspinn 150mg once DAILY for 6 weeks to commence on discharge (where aspinn intolerant,
consider substituting with Rivaroxaban 10mg once DAILY or Dalteparin 5000units s/c in the EVENING
instead for penod in plaster).

+« FOREFOOT: Dalteparin 5000units* as a single dose post-op.

Author: Mr Vivek Panikkar, Consultant Orthopaedic Surgeon & VTE Lead 2
Approved by Drug and Therapeutics Committee/Patient Safety Review Group/Orthopaedic Clinical Governance Group: March 2021
Review Date: March 2024
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TRAUMA:

Fractured Neck of Femur

+ Daltepann 5000units” in the EVENING to start 6 hours post-op, continued whilst patient in hospital.
+ Then Aspinn 150mg once DAILY for 6 weeks to commence on discharge.
o [f aspinn inappropriate, Dalteparin 5000units® in the EVENING for 6 weeks following surgery.

Pelvic Fracture

+ Daltepann 5000units® in the EVENING to start 6 hours post-op, continued whilst patient is still restricted
in terms of mobility.

Lower Limb Fractures(Guidance remains the same if foot included or not included in cast)

High Risk patients with L ower Limb Plaster Casts (previous PE/DVT, inherited or acquired
thrombophilia, active cancer or treatment for cancer)

+ Dalteparn 5000units* in the EVENING to start 6 hours post-op, continued whilst patient in hospital (for
those patients prescribed nvaroxaban).

+ Then Rivaroxaban 10mg once DAILY for six weeks. If unable to have Rivaroxaban, Warfann (target INR
2.5 (range 2 - 3) for 6 weeks started the day following surgery (continue dalteparin until INR therapeutic
for two consecutive days).

Standard Risk patients with Lower Limb Plaster Casts

+ Daltepann 5000units® in the EVENING to start 6 hours post-op, continued whilst patient in hospital

+ Then Aspinn 150mg once DAILY while patient is in a cast. Once plaster is removed provided patient 1s
full weight beanng and ankle is free to mobilise Aspirin can be discontinued. Aspinn can be considered
for a longer period of time if patient continues to struggle with mobilisation and is non-weight bearing.

Upper Limb Fractures/Surgery

+ Mo specific prophylaxis required. Consider calf pumps/anti thromboembolism (TED) stockings intra
operatively.

Daltepann Dosing Recommendations:
S000units in the EVENING

If eGFR= 20mlimin*, uze 2500units in the EVENING
{* this lower dose should also be used in all those with evidence of acute kidney injury (oligunia over 12 hours or doubling of serum
creatining ) — including obese patients

Prophylaxis in Extremes of Body Weight (unlicensed):

Weight (kg) Dose
=45 2500units in the EVENING
100-1489 7500units in the EVENING
=149 5000units TWICE DAILY

All patients with history of acid pepfic diseaseireflux and or associated symptoms to be provided with Gl protection for the duration
of Aspirin treatment. This will usually be Lansoprazole 15 mgs od.

Agpirin dosing in patients admitted taking antiplatelets:

General advice is to add Aspirin 75mg daily for those patients taking Clopidogrel alone. This 75mg daily dose can also be used in
those already taking aspirin on admission, who are not concomitantly taking Clopidogrel, in order to achieve continuity, e.g. for
those patient whose regular medicines are dizspensed in a MDS. For patients admitted on dual antiplatelet therapy eq, Aspirin and
Ticagrelor, seek advice from a consultant cardiclogist.

Author: Mr Vivek Panikkar, Consultant Orthopaedic Surgeon & VTE Lead 3
Approved by Drug and Therapeutics Committee/Patient Safety Review Group/Orthopaedic Clinical Governance Group: March 2021
Review Date: March 2024

Page 22 of 51



PAT/T 44

APPENDIX 7 — PREVENTING BLOOD CLOTS WHILE YOU’RE IN

HOSPITAL

NHS'

Doncaster and Bassetlaw

Teaching Hospitals
NHS Foundatlon Trust

Preventing blood clots while you're in hospital

What is deep vein thrombosis?

Whenever we cut ourselves, our blood hardens and a scab forms. This process
is called blood clotting, or coagulation. Sometimes, a clot of blood can occur
within a blood vessel, forming a ‘plug’ that can interrupt the normal flow of
blood, a condition called thrombosis. When a clot forms in a vein deep within
the leg, this is called deep vein thrombosis (DVT).

Why does blood clot?

Blood clotting is a natural, protective mechanism that is triggered by the body
in response to a cut or wound and prevents you from bleeding too much.
The blood-clotting process is a complex sequence of chemical reactions. Your
blood contains blood clotting proteins, anti-clotting proteins and cells called
platelets, all of which are important in this process. Thrombosis can occur as a
result of inactivity (for example, prolonged bed rest) or inflammatory illnesses.
Some people are born with abnormalities of the clotting or anti-clotting
proteins in the blood that increase their risk - this is known as thrombophilia.
This can sometimes be associated with a family history of blood clots.

Is a DVT serious?

If the blood clot stays in the leg, it may not cause serious problems and some
clots cause no symptoms at all. After large clots, long-term swelling and
discomfort in the leg can result. If a clot becomes dislodged from the vein in
the leg, it can travel through the circulation to reach, and block, the blood
vessels in the lungs, a condition called pulmonary embolism (PE).

This condition can be trivial or life threatening, depending on the size of the
clot.

Because symptoms of a PE can be the first sign of a problem, it is very
important to prevent clots from forming in the first place.

v.5

ekt
Care g
@ WPR30726 June 2018 Review date: June 2020
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Why might | be at risk of developing blood clots?

There are several risk factors that increase your chances of developing a DVT
or PE. These are commonly seen in patients in hospital.

The main risk factors include:

= major operations - some oral contraceptives or

« reduced mobility Hormone Replacement Therapy

« pregnancy (HRT) - see below*

« trauma (fractures) « smoking

« acute medical illness « previous blood DVT or PE

« stroke or paralysis « a known blood abnormality causing
« cancer and its treatments a clotting tendency (thrombophilia)

or family history of clots.

Current guidance for women on HRT or cestrogen-containing oral
contraceptives undergoing any elective (non-emergency) surgery is to
consider temporarily stopping these 1 month before surgery. You may
wish to discuss this with your General Practitioner (GP) or surgeon. Women
who do stop the oral contraceptive should be aware of the possibility of
pregnancy and consider alternative methods of contraception. You are still
likely to benefit from other forms of clot prevention.

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.

These include:

Anti-thrombotic stockings (TED stockings)

Unless there is a good reason not to, eg poor circulation or nerve damage
to the feet and legs common in diabetes, all surgical patients will be given
anti-thrombotic stockings to wear while in hospital, and for six weeks after
the operation. They should be worn day and night and not removed for
more than 30 minutes a day (for bathing). It is important that the stockings
are fitted properly, so that they will have the desired effect in preventing
clotting. If your stockings are falling down or too tight, speak to a trained
nurse who will be able to measure your legs and issue a more appropriate
stocking. The stockings are designed to be washed up to 30 times. Wash
them by hand, using a mild detergent in warm water and dry naturally.

VTE Prophylaxis Group
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Anticoagulants

If you are felt to be at high risk of clotting, you will also be prescribed an
anticoagulant or ‘blood-thinner’ These work with the body’s natural
anti-clotting system to prevent blood clots.

What type of anticoagulant is used?

One commonly prescribed anti-coagulant is Dalteparin, a type of heparin.
It is given by your nurse as an injection, once every day, while you are in
hospital.

For most patients and most operations, you will be given Dalteparin until
you are fully mobile. This will normally be less than a week. In certain cases,
your doctor may decide that you need to continue with Dalteparin for a
while after you go home from hospital. If this is the case, the doctor or
nursing staff will discuss this with you before you are discharged. Dalteparin
is easy to inject at home and can be done either by you or a relative. Do not
hesitate to ask about anything that concerns you - injecting at home is easy,
and it is important that you feel confident about doing so. If you are unable

to manage this, a district nurse will be asked to visit to give you the injection.

If you are undergoing orthopaedic or podiatric surgery, you may be given
aspirin (an oral antiplatelet tablet) or rivaroxaban (an oral anticoagulant)
to take home. Aspirin is only recommended by NICE for certain types of
operations (hip or knee replacements) but local guidelines (based on
recommendations from the American College of Chest Physicians) suggest
wider use of aspirin. You can choose to be treated in accordance with NICE
guidance, if you would prefer, or you can discuss these options with your
surgeon.

Are there any side effects with Dalteparin?
It is unlikely that you will experience any problems with Dalteparin.
However, you should contact your doctor immediately, day or night, if you:

« feel chest pains or develop shortness of breath

=« injure yourself, particularly on your head, eyes or joints

= cut yourself and bleed heavily

« have nose bleeds or your gums bleed heavily

= have a very heavy menstrual period

= notice unexpected bruises, such as brown or black spots on the skin
- vomit blood or something that looks like coffee-grounds

VTE Prophylaxis Group
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« pass blood in your urine or motions (either obvious blood or sticky, black
stools)

« develop a sudden change in your general health, eg vomiting, diarrhoea,
fever, etc.

What happens once | am out of hospital?

Continue to wear your compression stockings if you have been issued with
them. Once your recovery is under way, the best thing to do is exercise.
Blood that is moving is less likely to clot. Exercise, eg walking, helps the
blood to circulate and can help to prevent DVT. Regular, gentle exercise

is something you should try to incorporate into your daily routine, if your
health allows you. Not only will it help you keep your weight down, but it
will also make you feel fitter and more energetic. You should ask your doctor
what exercise is safe for you to do and when you can start.

What are the signs and symptoms of a DVT or PE?
If you experience any of the following signs or symptoms, you should inform
a member of the healthcare team or your GP immediately:

DVT

- calf pain in either leg (throbbing, tightness)

« swelling of one leg, which is new or increasing

- any redness/skin inflammation to your calf/thigh area.

PE

« breathlessness

« coughing up blood-stained phlegm

» chest pain or discomfort, especially worsened on deep breathing
or coughing

« cyanosis (a bluish tinge to the complexion due to lack of oxygen)

« sudden collapse.

If you experience any of these symptoms, call a doctor immediately.

Patient Experience Team

The team are available to help with any concerns, complaints or questions
you may have about your experience at the Trust. Their office is in the Main
Foyer (Gate 4) of Doncaster Royal Infirmary. Contact can be made either in
person, by telephone or email.

The contact details are: Telephone: 01302 642764 or 0800 028 8059
Email: dbth.pals.dbh@nhs.net -

VTE Prophylaxis Group @
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APPENDIX 8 — DVT & PE IPOC

DVT & PE IPOC

v.5

m KES Mumbes:
District Mumbar:
Doncaster and Bassetlaw T ——
Teaching Hospitals
MHS Fauuatation Tt Fomnamal:
Address:
DWT & PE(WTE} IPOC _—
Hospiak [JDoncster [COMontagu [JBassetlas | Consuftant:
Amival Date: Amival ime: Age |:|
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Refermd by:  []GP O O sungical O redia=l O in hospral [ obstatris
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Cct 3018
WHITE
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Eystematic Enquiry:
Sodal History:
Examination:
Basolne Obsorvations BR | L Fulse- bpm Tempe L
Bospse pm Sl %
Halght: m Waght: kg B8
Laq Measuremants: (10 om balow tiblal fubsrosity
Laft Calf Messement: om Fight Caff Measuremant: om
CWE: Trthear:
RE:
Abdoilegs:
l:ol:xﬁ dinical assesement and pra-test probahilty scoring to
q DOimar use bafors embarking on imaging swvestgations

DT i neoani-pregnant pakisnt - pags B
VT I prasgnizncy - pags @

IPE In mon-pragnant patient - pags 10
PEIn pregnancy - pags 11

REGIIEST ECGG / CXR IF SUSFECTED PE
- INCLLAMING IF PREEGMANT

Offar an emmediats treatmant doss of LMWH iDaltsparing
if FE investigations will taks =1 hour from dinical
susplcion, of D¥T Investigations will take = & howrs from
clinical suspicion [MKE Quality Standands)

Conskdar if sutable for Ambulatory FE Pathway if suspected or
[prowan PE ipage 3|
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P:'.I-mls'h .msn-l:l FE d‘-:i.ld assensed as to the v jor ot hesrwiss) for I.E-pa'_hn .
ambubatory managomant.

Ay dacislon to dsdfamge must onfy be mada by an Advanced Murse Practitionss (ANP) o senloe doctor (ST2 or above) -
In the sbeono of 3 Corsaltant.

Thils irschudies nant patients, intravenous drug mises VDU and cnoe
Exclusion oiterta for mut-patientAmbulziory @ maragement . Any of:

+  Hasmodynamic retability (Systollc BPC 1 D0meniHg o plss 100 bpm)
. Owygen sshursbions < 92% Dt

+  Severe pain requinng oplate analgesk -
«  Spol concamrestariens o trostment adhorono

«  Liver or reral Impakment precluding out-pabient anbocagulation

. E'.III:I-:-m:c-fn?hthe.lnﬂﬁnmmﬂ.uri-:l'ﬂ:unhﬂtrnpunhnag.llhm Ures
«  Other medical concams
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PAT/T 44

Date & Tims

Commanis
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CONTINUATION / SENIOR REVIEW

PAT/T 44

v.5

Dot & Thme:

CoeTiTants
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CONTIMUATION / SENIOR BREVTEW

PAT/T 44

Cats & Thms:

‘Commenits
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PRESCRIPTION

Diateparin: See dosdng tabls Fage 14
Fwaroxaban & Apixahan: Sea dosing table Paga 15

HRCE ONLY MEDSCINE:
1. Patican awany Feoen waird 3. Fablent mfieed dme 5. Doso rob gven ot rarse’s discretion 7 5eff adminktration
2 Pabienit could not ke doss 4. Dosenotawallable 6 Dwoss rot ghven a1 dociors requaest

Db e Naimss Dt and Do | Rowte | 5 ria & Ghven Fhaimacy

Frascribad mesdication Hims dua pHo | Daie | Tima | Infiak
DNSCHARGE CHECKLIST

O Treabmant commeniced ¥ iz, wihy

[ cabsrparin shared care proforma completed and sent to GF

[ rafamal to othar agercy .. Distric Murss)
Statm, Includs dabeTima:

Eepaat bloods aramged: [ FBC Ol M8 [athidaw post wafarn) [ Peak Factor Xa (Day 61 In those with
walght »120kn on Dialteparin
[ Fatient DN or PE infcemabion kaflat gven

O o warfarin counssiling delivered or commants:

[l Rafamad to Crthobics for Compression Stockings

D) Refumed to Braast MOT for considaration of mammography! Review of Tamoxtfen use [ Mot required

[l Fatient b rerturm for repeat assessment- Date O kot required
Ol Follow-op appointment at & weaks for Aoute Medicl dinic zranged O kot requined
[l Echomrdingram requested for & weslks O kot requined

[l catix required for iInkermal irvsestigation If thene has bean
[iri tha last 3 montfa) & hospital sdmbsion or recent surgery [ ot regquired

Tramsport: Oratentsown CMedicar ] Amibsulanos - ssistednon-saisiod

Ol Transpart booked Booking refannos Humiar:

Dasigration & Kams: SgnatuR: Data & Time:
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DVT ASSESSMENT & TREATMENT IN 4 NON-PREGMNANT PATIENT
Two-laval DT Walls sooes?
Chnical Feaaturs Points ERCLUSION CRITERIA FORVTE - MIMER TEST
ATV Camcar (TEalmant Dngoing =N previcls & montts 1. ALL -patints
of pallaties 1 1 Paliants within 1 mon of 2 wngic] presdes
R NG v P e
Parafysk, parais, recant pizshor mmaoblistion of tha iowo
t rI:InT . ' ' . Woman Insemnd or T1ind imester of pregancy,
and within ona month post parius
Recantly badriddan for mof than 3 daysor major segarny & Patients airsady startod on DaRoparn o Wartsrin
within 13 wesis, Rquinng general of regional anaesTasa [ . Jp—
Lﬂfmlﬂgﬂdbmmaiﬂ'ﬂ-dm | 6 Patiants with { VT wthing "
T. Pabioniz witia Beady Chnicl procabiiy of INT o FE
Entira log swolken ' B Patiants with undaring molligrancy wha iR
Calf swelling 3 cm larges Bham asympiomatic side 1 TeaErArg sdhar acive Teatment or peiiatie S
PiHting CocaITa COinG 10 tha srmptomate iog 1 L Known MU
All-of T i bawe mend omed pationts shoukd e
Coiabaral suparicial vens (non-varooes) I Doppler 52311 of lags Yor sepectd DYT and
Presiowely documsaniad DVT 1 CTPA, o spoind FE without daing & D1-Damer e
An afamatiy odiagrost at least = lkety as DT -2
CInical protabiifty Smpited soon
[T ety I points
Of mE
O unilkesy” Leszthan
I points
DNAGNOSTIC ALGONITHM
| Suspectad DT |
Towa-laved Wedls Pratest
J:_ probabilty o L
DVT Unll kel If presgrant 5= paga & T Ly
(A =) [Wials 14
-
DOWL do
i D-chemar an O+ Dimer
approprists st +
|5 anchusion ofara 2 bove) Fal
COFPLER USE
Approprizis na
- k0 Cimiar - Do HOT da: . -
D-Dimae
Ed =
High aschmion W FOLLOW
LC CHECKLEST iFuge 130
Fusll i [ =
=3 DOPPUER LSS e e
ﬁ H:‘h{P:JPll:rﬂlpmﬂ
ISOLATEDR CELF VEIN
» THROMBOSIS
Anth-magquiztion or
OWT
]| souow, e
T Mo Page 13 *trmating phvsician
LA,
oo -
b cawwn nok appant Fiaw inddicae on Caec
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DVT ASSESSMENT & TREATMENT IN A PREGNANT PATIENT

v.5

Two-lavsl 09T Wells sooag”

Chinikcal Faaturs Podmts | | EXCLUSION CRITERIA FOR WTE - DIMER TEST
1. ALLin-patiants
Active cnoal dratmant o within pravicis & monts
or bttt e 1 L Paants wittin | month of 3 sngh] procsd ur:
Parmiysts, paress, recert pEstar Immobiimtion of he iowet RAILIA (TP PO
srtramitizs 1 . Womean insecond or thind inmastor of pregrancy;
anid within ona maonth post s
Rocantty bedriddan fr mord than 3 duys or major suegary & Pasonts aisdy sttsd on DeRacarn orWartarn
within 13 weaks, requinng genersl or g ional ansssthasa 1 c with Coliulits
Locailsed temsdorniass 2kong tha distriation of tha deap 1 e ——
; 7. Patiants with a el cinical probabilfey of DNTor PE
Enfira log swollon ! B PaSents with underving malgrancy wha i
Calf swalling 3 cm langer than asympiomatc sde 1 FeRhving & et acive Toarmen o pallte om
Piiting oodama confned o the symplomatic log 1 . Fonoram N
Al 0f e shows mentionad patiants shoukd hava
Colitoral superfictal vains (nom-varoms) ! Diappier SN O g5 400 RAPacRa INT and
Pressousy documsamiesd DVT 1 CTP v sspaciod PE without doing 2 D-Damer tet.
An aiamative diagnosts at kst s kely 2= DNT ]
Clinical probabilfhy simpifiad soon
OV kst 2 points
or mede
OV ‘enllkaiy* Lassthan
2 points
DAGNOSTIC ALGINTHM
| Supectad DNT |
* -
| Pragnant? M 5a0 DVT Protocot in 2 nan-e
* ' patient |pags 3
Az trimestar and
Tz bevl Wl Pretoe
15 Timastor AND protabity smie
VT Und Koty nd / 3rd Trimastar OR
(Wels < VT LIy
Whalls T4
Is D-dimar an appopriats <
e DO W do
: C-Dimar
= +
Full lag
:-cn.:rrru Do KT do
o dmar DORPLER LSS
li* Fll kg DOPPLER LS, |
High axdiion VT FOLLOW
CHECKLIST Fageld
Yoz H:*
Fevvewin 1
Hghaedusion oV | HOME | . _r':uulusr
ke FOLLOW =
¥as b CHECELIST
Paga 133 ISOLATED CALF VEIN THROMEDISE
B in | wok Anticnagubation of repeat 3hoes koo
oy el E | reass ndestan Card scan 3t i discretion of th
1 CH LT s mn‘; I I o
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PEASSERSMENT & TREATMENT IN A NON-PREGNANT PATIENT

Twelened PE Wells socarg®

dinizl Faahara Poinks EXCLUSHON CRITERIA FOR WTE - DIMER TEST
Clinical sigees and symptoms of DVT (minimum of kg L ALLin-ptionts
swalineg 3nd pain with palpation of th daep veins] 3 L Fatiert within 1 month of sl prodedird
i CENTEE PEOmRom|
An afterrattes diagnoss |5 ke Nkely than PE 3
ke Ay S 1 'Wormen in sxcond of Third trimesies of pregrancy,
Hgirt rafa = 100 baaks par minsis 15 and within oni month post partum
Immioibiiisa o o maes than 3 days or somery in s 4. Fatierh aissady stariad on Dalisparin o warfarn
(RN 4 Waeks 15 £ [Fationts with Collulfss
Prawioes DWVTFE 15 & Fatici wih moumen? INT within & monthe
E— 1 7. Fationts with 3 Mty Cinical proticdlity of DV of PE
£ Fatierts wis undertvng melonancy who .
:db;-a-nlmmmmmmmmamms ! ceng ait  traatran or pallatve G
P : PR R
Clhnicai protabiiity Smpifiad scos Al of tha above Mantionaxd paens should v
FE"Bkaly’ MossTan | | Doppier Scan of egs for suspectsd DT and
dpoints | | CTPA Ior sus pected PE wthout doing & D-Dimar st
FE unlieaty 4 point
Of bems

PE ASSESSMENT & TREATMENT IN A NON-PREGMANT PATIENT
DNAGNOSTIC ALGORTTHM

| Suspactd PE |

Tovo-oval Wials Profast
* probatiy som ;
PE Uiy’

T progrant ww page 11 PE Likaty”

[Whalls =4) {Wolls £

Eoiew daOnos s D WOT co
Conzider swnion advice 25 o Cedimer

whatter PE ganuinly 3 poibilty

i D08 an appropris tas? m

e B0 bon Tt s bowsi
*{ 1"" ¥ [
I:nl:«cl'n?: ‘WE 1] |L| FH.LDH'EEI'I{H.LIST

D-dirmas iFaga T

SConsider V0 SPECT Scn Incss
with conirat Jlleoge naphicpathy

Flonddar I pafiont suitzbia for
A bul atory Padhwcy. Admk F not

Faged)

| Homa | FE
FOLLOW CHECELIST

Paga 11

Page 1D
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PE ASSESSMENT & TREATMENT I A FPREGNANT PATTENT

v.5

Twodaval FE Walls score?
Clrical Faaburs Points | [EXCLUSION CRITERLA FORVTE - DIMER TEST
Climkcal signs ad symptoms of VT (minimum of kg 1. ALLIn-patints
swelling ard pein with peipation of Hha deap veins) 1 I Pabiants within 1 mond of 2 sumgicl o duss
penciuing s proced LR
An afamatva diagnosk 5 ks lkoly Han FE 3 3 Womanin { o thind trimastar of pregranas
Haairt rate = 100 Deats per minuts 15 and within one mOnT pos? feies
Immabilsation for mom han 3 days o sugany inthe 4 Pebents Amacy stried on akepann o Wartarn
rerwious 4 wosks 15 L Pabienis with Calluiz
Presiious DNT/PE 15 6 Pabionts with mcurmant DVT within 6 momths
H P— 1 T. Patienis witha laly cinkc] probabiisy of INT or PE
E Pabionts with undortying maliqrano whas
:lrllgr;ﬂ-}m‘hﬁm trostesd in the last € monithe, : RCEAng ather 3z trestment o palsthe S
- i B Knowm NDU
e e All o tha 200 memonad FatETh shoukd
PE Tikats' Worg than| | Comper Scan of legs for s pociod DVT and CTP for
dpoints | |REpeced FEwithout doing & O-Damer fast.
PE unblay’ 4 poinls
of lass

PEASSESSMENT & TREATMENT IN 4 PREGNANT PATIENT
DiAGNOSTIC Al GORITHM

| Suspecied PE

| Prograt? %
.L Se0PE profcn] In anon-pregrent
Roquest and Rosiow R pablant [page 105

l

Tst Trimesior AND
PE Unlkady {Wails <4

‘

I3 Trimaster O
PE Likaly (Wals 4]

I O-dimsat am appeopiiais ted T
1539 eclLsion Critars 3o

'I'-H*—I—iltl

Approgeiats | [napproprists|
Do D -dimeat D WOT do
D
[ +4E |

*Corekdier W3 SPECT Swanin @sas
withoonT: slongr naphmpady
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Venous Thromboembolism (VTE) Checkiist

PAT/T 44

This guidanoz i of refevanoe only If tha patient has confismad DNT / PE. Poinis bo considar:

Irsatmeit
« Splpct the most approprizhe antmagulant from the abio bolow:

«  For distal 0WTs, & disomssion with the patient should be Fad. The expectabion is 1o treat this.
If i trombmant, procend a5 par Froimal DVT
«  For patients with renzl iImpainment [Creztnine dearanos <20mbming ofer Unfractionated Haparin [LFH].
s For thoss patonts Infitabed on'Wararin, start the LW&HAUFH = soon 2 posibla and continua for 5 days,
or untll tha INR Is > 2 for at least 34 hours, whichever is the longaest
« For Guidane on tha uss of Dakeparin - see page 14. For Rvemasban/ipha ban see page 15

Duagtion of Trestmeant:

«  Offer anticoaguiztion fo pabients with confirmed (peowoled or unprovoked) prosimal DWT or PE within 24 hours of

dizgnosls and conbinue for 2t least 3 months inDVT and & months in FE.

s Offier anticoaguiation beyond 3 months (Lo long-term) to patients with an unprovoked FE or proximal OV, taking Inbx
acrount the patient's sk of vTE mourenoe and of bleading. Disoms with tha pationt the bonefits and rsks of axtending

trir anioaguiation reatmant.

s Offier LVWH (dalteparin} to patients with active mnoer and confirmed proximal 08T /FE, and conbinue anticoagulation

for at beast & months.
= Consider mainkenarce Aspinn tarapy F not forextended duration - may reduce sk of reourrance by 1y

Sumemary of Tregtment Durg BonsAnticosgulgtscn of Chobre:

Patient Popalation Duration Offar anticoagubaion of cwice
Provcked posdmal VT nc VLD | At lest 3 monthe Fvaeaitar (LMWH H pregrant]
Prowcdasd PE finc. VDL it basts months: Fivameaiban (L MWH H progrant]
Unproenicad prodmal 06T Atkastimontes | Exended duration | Rsameeiben or'Warkarn
Unproeniad PE Atkastemontte | Exiended duration | Fseemecibon or'Warkarin

Artive canmr with prowimal DVTFE | Abkaste montte: | Exiended durstion | LeWWH

Consider Aspirinif not for extended duration) when stopping anticoagulztion

Pregnancy: Continua anticcaguiation throughout pregrancy and & - B weals posi-partum

llwo -limb DVT:

«  Consider mtheter-directed thrombobtic therapy for patients with symphomatic |leofemorl DVT wiho have symploms
of less than 14 days durstion, and good funciioral status, with e expectancy » 1 year, no actie e and low bleed

risk idlscuss with DR weaoular femm].
s« All urpeovoked wpper Bmb 0TS should ba disnssed with DR wwaoular isam
= Pice lines: shiowld no rcemally b reemoved unless directed by hasmatology o adidiogy advic

oonteindlGied and remoss F patient becomes eligible for such tresbment.

s Consider WC filbers for patiants with recurmont peoxiemnal DWT £PE despiia adoqua e antiom quizbion treatmant onby aftor

coraldering afterratives (ng. highar INE 3-8 or LMWHL

« Ensuwrs a sirategy 0 remove the W filler at the sarliest opportunity b plarmed (and documaented) when the filter s

plaed, and that tha steteqy s rowviewsd rogularty.
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Venows Thromboembalism (WTE) Checkilst continmed

Meachanical Inbanvantions - Stockings

+ Refier patients with proximal DVT to Crihotics for Oass 2 beliow-knes graduated compression stockings (spedty
arikle prossure =13 mmiHg) 1o be saen 1 weok after diagnosks, to allows the esclution of acute swelling.

+ Stocdngs should be woen fior at least 7 vears and replacad 2-3 tmes 7 year.
+ Stockings should be wormn day and night unbl mobility Is regained, then during e day only.
Eurther inwastigations
+  All patients with prosimal DYTFE regquine:
+ Hbiory and physic] emmiration

« Furtharinvestigation guided by abowe, toindude 2 & minimum:
« st ¥y junlas: CTRA dons)
= Eloods including FBC, ESR, LFT, Ca24]
= Wrinafysls
Further invwestsgations for Cancer
+ In Hrvone =00 years of aga, and 151 unproveked prodmal DWT 5 FE, considar-
= Abdomiralpahic CT s@n

= Marmmogeam in females. For those <50 yrs of age or thasa =50 yrs of 296 who have not had their
15t mammaogram of thosa of any 2ge who has broast symptome or signs of concem:
Flezzs considier roferal 1o Brazst MOT stabing “Coreddoration for rammography mquired as par
HICE Guidalings for unagpbined VTE-

Them Ik no need to refier asympiomatic women over 50 years of age F thay have fad a mammogram in e
Izt 3 yoars. Othar women over the ago of 50 should ba advised to attond fior locl mammograpiy ssoning.
= Malo = 60 yuars - PSA kvel
«  Maba 50 years with urinary symphoers - P5A kel
= i raised ESR — mypsdoma somen
Thromboghilla Sorssning
+ Thease are highty specialised iInvestigations and should be addressad invTE Follow-up dinic.
+ Do niot offer thrombophilia testing bo thesa reguinng long-em antoaguiation terapy (see abova).
« Conskder besting for antiphospioliphd antibodies In patients who bave Fad unprovoked DVT or FE F it Is planned fo
stop anbicoaguiation reatmant (discuss with or rafer bo haematology).

+ Consider testing for hereditary teombophilla In pabents with unprovoked DNT 7 FE and wha Fave a first-degree
mbative who has had 09T 7 PE F 1t is planned to stop anticoagulation fdioms with or refor fo haematologd.

+ Do not offer thrombophilia testing bo patients who Fave had Provoked D8T 7 PE

« Do not offer thrombophills testing bo first-degres relatives of patients with thrombophilla who Fave bad DVT 7FE.

Follow-Up

+  In patients with confemed DVT/PE offer and request follow-up in the DRI or Bassethaw aoste medical dinicat 5 weeks
fior revien.

+  Resguestan mut-patient echocardiogram ito be dona at & waeoks] Fhave confirmed proximal 09T £ PE and breathlonros
#dyspnoaa at presantz ton. The request should spedty the need toexduda Pulmonary Hypariorsion.

+ I pragnamnt follow Matemity Service Guideling (M5G) 70 and inform Dbstetric Department.

+  Wa patient with a prowen DYT/PE Is king Tamoafien, advis them to shop king this drug and refar o Bresst MOT for
rerter (Tamodfon s & peo-roagulant].
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DALTEPARIN PRESCRIBING INFORMATION & DOSING TABLES IN DVT/PE

IDabtuparin

Treatmant in Routing Fatients
Wizight (kg) Dally Do
ol TEOD wnits OO
R 55 13000 units 00
LTS ] 12500 units OO
&HT 15000 units OO
=B TE000 units 00

Traatmsnk in Fregnant Fatants (unlicensed):

wisight kg! Overall Dosa once deliverad, convert dasing
to that of a non-pregnant patient

= ke for duration of treatment.

LG4 TEO0 units AM & 5000 units EVE

570 500 units B

B0 10000 Lol A8 & 7500 units EVE

05 10000 units ED

Traatmsnk in Extremss of Body Weight (endicensad):
Coraidar wing an inmesed traatmant doss of dabiepann in pabents weighing over 120k wing the tablke below-

Wizight gy Oworall Dosa
=120 - <150 12500 unis B
=150 15000 unifts B

“In thesa patients, paak factor da kevel testing should be considoned if the treatment contirmes for mon tan s days

Contraindi atons o Daltaparin use:
s High risk of bleeding jo.q Faemophilia
or pbiwr [eemomtagicdsondar

« Thrombocyiopania
iplaroiot count below 50 % 100:4)

a History of Hepann-induoed
thrombocytopania

o Artive pephic uloeration

=+ Ferent cerebral hagmomhage

= Anrte bacteral erdocanditls

«  Erioewm sersitivity to dafteparin

ithar prasoribing caetions:
= In'verfaihore: sigrificznt acosmulation may noowr - specklis advics ffrom

a comsulant hasmatologist andsor gastrooninrdogist shoukd ba sought
and coraidarabion given o iIntravanoes unfrcsoned haparis IV LIREL

= Invrorad impaimmient sgnificant sorumsktion maysoo and N

unfractonad haparin v UFH] shiowid b usod wion: o tnine-deaano
s cabculatnd to ba less than 20mbmin

= Traiment doso Daheparin (eg for PEONT) should mot be msed on

the day of, or the day after an operation. Whan B 15 Indicated, Iv UFH
should b usad. Refer o #w Bridging Anticnaguiation Guidanm.

= Pabients with prosetic haart vabes - spedalit advics from a consolitant

raematologist) should ba sceght.
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RIVARONABANAFIXARAN PRESCRIBING INFORMATION & DMOSIMG TABLES IN DVT / PE

Introduckion
Rhvarma ban faretio s 2 direct ol antiooagulant [DO&C, Unliks wararin, it does not requine IR monitoning. it has boen
approeed for usz in venms thromboembolic disease by MICE - TR281 STATET.

Rivaroa bam Is tha Doncastor & Basset b MHS Teaching Hospital's antooaguiant of choloe In VTE Dazsn. Othar DOWCs
zn ba monsidered if dinicly approprizie in dsoesion with senior dinican (Registrar and above).

3 montts Rvarmaban can ba ofened o thoss with unprovoked 0T inwhom eiended duration therapy 15 not anbopated.
& moniths Fivareaban cn be offered to those with unprovoked FE in whom exdended dustion therapy s not antomated

Fvarmahban should not bo prescribed to patients with sevees enal iImpainmant (CrC] < 20mlmin). In patients with 2 welght
w1 30keg, offer C0ACs only In disoussion with hasmabodogy. Consider Fachor €a lewsls_

Fivarmahan cn bo ofierad bo patients requinng long-term adended duation anticoegulztion. Howevar, warfarnin remains
aalbble and s the anticraquiant of cholice In sevem menal Impaimaent (OrCc30mliming.
Rivaroxaban Dosng Scheduls

Mormizl Renal Function (CrCls Somdimin}

15 meg bwkoa daily fior trees wooks fioll omeed by

10mg once dalfy for rerainder of the aculs reatmant period.

Aiftar tha acute treatment period, corsider shap-down o 10mg onoe daily for extended dursbion [Preveniathve) therapy.

Asna| imypa st (CnCl 20-4%midsmin)

In patients with moderato (OnCl = 3040 49mlfmin) renal impairment, the schedulo bokow 15 usod

15 e bk dally fioo e weaks followed b

‘Consider reducing from 20mg once dally 1 15 mg once-dally for remainder of the trestment parod § the patient s assessed
risk iof blesading outwsighs risk of reourmam VTE

Apbraban [Eliquis:

#ptraian isanother DO AT licensed for the treatment and long tem prevention of ¥TE dbazsa Whilst Bvanmaiban remains
thia Thst DOAC of cholce, Aphaban canbe used 25 an abemative § dinically appopriate

Flozso nofor to tha BNF or contad your Ward Pharmacist for dosing information inTE. Dosing 1s not tha samaas for strtl
Abriliation

Intsrsictions and Cawtions:

‘Co-administration with strong inhibibors of both CvF384 and P-gp iazoke-antimyrotics such = kefooorarols, it eoorarnk,
warironzmole and posconzaols or HIV probessa inhibiftos) should be avolded Gven imited dinlcl dats with deoredzmns,
co-sdministration with Bhis should sbo be svcidod.

Concomitamt usa of DOACs with other strong CYP3&4 Inducors joug. Phanytoin, Carbamareping, PFhenobarbi-
1al or 51 Johns Wort] may lead 1o edoeced DO&C: plasma concendrations. Strong CVFAA4 Inducers should ba
co-administored only with cution.

Othar drugs that Increass blesding risk, a.g. other anticoegulants, ant-infammatory drugs (MSAIDs) and antiphatekt
thampies, should b co-sdministersd with DOACs only with cution.

Wote: Combiration with potent CYF3A4 inhibitors jeug. darithromying should be avoided f DOATs @e used In
reral impadrmsant.

Rawvarsal
Pleasa refer o the specific Trust policy for the management of bleeding fior patients @king DDA Specklist

haamabological advioe should ba sought nd consideration given bo the we of Beriplax
MRFT am not valid efficacy markers for DO&Cs and should not be used o make tratmant decsiors about tese drugs.

Other DOACS
Tha DOACs Dabiga tran and Edoaban ane not recommanded in this Trust dua 1o e requiremant for LsWH Bridging.
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GLOSSARY OF ABBREVIATMONS

- Adaniced Muno Fractibonar

- Twice Daily

- Body Mass Index

- Brttish Maticral Formulary
- Blood Prasure

- Calcium

- Creatining Cearanc
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APPENDIX 9 — DVT PIL

DVT PIL

_.I._.J_.“_'i
Doncaster and Bassetlaw
Teaching Hospitals

MWHS Foundation Trust

Deep Vein Thrombosis (DVT)

Deep Vein Thrombosis occurs when blood clot (called a thrombus) forms
in a vein. This usually occurs in the deep veins of the leg but can ocour in
most veins of the body.

The thrombus in the deep veins of the leg can cause obstruction to the

blood flow leading to pain, swelling, and discolouration of the affected
limb.

There is a chance that this dot might break off (this is called an embolus)
and travel to the lungs (this is called Pulmonary Embaolism) which is serious
and can sometimes be fatal as it can block off the blood supply to parts of
the lungs. Fortunately treatment is very effective in reducing the chance of
this happening.

Risk Factors for DVT:

* Clotting abnormality in the blood (including family histony).
* Pregnancy.

# Obesity.

* Underlying Cancer.

* Previous DVT.

* Immobility including long haul flights.

* Contraceptive pills.

* Recent surgery.

* Intravenous drug use.

Symptoms of DVT:

* Pain in the affected leg.
# Swelling/firmness of the leg.
* Warmth and redness of the leg.

WPRA3192 May 2017 Review date by: May 2019
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How is it diagnosed?

In some cases the condition can be excluded by a blood test without the
need for special scans. If the test is not appropriate or does not exclude a
blood clot, an ultrasound Doppler scan of the veins is usually required.

Treatment of DVT
The mainstay of treatment of DVT is ‘anticoagulation” which means

thinning of the blood. This reduces the risk of blood dots getting bigger,
while the body's own systems dissolve the clot.

The duration of the anticoagulation treatment varies. The minimum
duration of treatment should be three months.

Medications used to treat DVT:
* Low Molecular Weight Heparin {LMWH) such as dalteparin.

+ \itamin K antagonists (VKAs), such as warfarin.
+ Mew Oral Anticoagulants (NOACs), such as rivaroxaban.

If warfarin is used you will also start treatment with low molecular weight
heparin injections for a few days. This is because it takes a few days for the
optimal effect of warfarin to be established.

The risk and benefits of treatment will be discussed with you by the
doctor. Warfarin has special monitoring arrangements and you will need
regular blood tests, this may be done by either your GP or the hospital.
The doctor or pharmacist will give more information, including an
information pack before you are discharged.

When you are discharged it is important that you know when your next
blood test is due and who will monitor your warfarin in the future. You will
be given a form that will tell you this information and you should take it to
your GP or the hospital when you have your next blood test.

In some cases of extensive DVT, a patient may need a filter to be placed
in a main vein to stop the clot from travelling to the lungs. This is called
an Inferior Vena Cava (IVC) filter. This decision is usually made by a senior
clinician.
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Sets of knee-length compression stockings (called Category 2, graduated
compression stockings) should also be supplied for you, starting about a
week after the dot was diagnosed. A stocking should be worn, only on
the affected leg, for two years, in order to minimise the risk of developing
complications of swelling and pain semetimes with skin ulcers (called the
post phlebitic syndrome).

When the initial pain and swelling has settled, it can be taken off at night
Stockings need replacing two to three times per year.

Patients usually do not need to stay in the hospital for treatment of DVT.

Ambulatory (daily return to ward) treatment of patients with a diagnosis
of DNT

Initially you will be assessed in the Acute Medical Unit (AMU) at DRI or the
Assessment and Treatment Centre (ATC) at Bassetlaw Hospital or in the
Emergency Department (ED) and some blood tests will be taken. If the
assessing doctor suspects a DVT they will then arrange for you to have a
Doppler scam and an injection (Dalteparin] in your tummy (under the skin).
The Doppler scan may not be available on the same day or the following
day (it depends on availability of slots).

However you will still need to have the injections (either in the hospital or
in the community if such ammangements have been made by the hospital)
once a day for your injections, until you have had a scan.

Warning signs - If you have any of the following, seek medical advice
immediately:

+ Blackout.

* Dizzy spell.

* Coughing up blood.

* Worsening shortness of breath.

* Sharp chest pain especially when taking a deep breath in.

* Any bleeding that does not stop with simple measures.

* Severe increase in leg swelling and/or pain.

W
=]

Acute Medicine
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If you have any of these symptoms, please contact:

Doncaster Royal Infirmary, Acute Medical Unit {AMLU),
Tel: 01302 642617,

Bassetlaw Hospital, Assessment and Treatment Centre (ATC),
Tel: 01509 502 186 (direct dial).

If you are very unwell, call 959 to get yourself to the hospital.

It is very important that you come back to the ward for daily Dalteparin
Injections for as long as the doctor or nurse thinks you need it, unless it
has been arranged for the district nurse to administer it in the community.

If for any reason you cannot attend the ward for the injections or you do
not receive a dose of the injection in the community please call the ward
to inform them so that they can give you further advice.

Patient Experience Team

The team are available to offer advice or information on healthcare
matters. Their office is in the Main Foyer {Gate 4) of Doncaster Royal
Infirmary. Contact can be made either in person, by telephone or email.
The team can visit inpatients on all Trust sites.

The contact details are:

Telephone: 01302 642764 or 0800 028 8059

Email: pals.dbh@dbh_nhs.uk.

Acute Medicine
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APPENDIX 10 - PE PIL

PE PIL

NHS

Doncaster and Bassetlaw

Teaching Hospitals
NH5 Fowndation Trust

Pulmonary Embolism (PE)

Pulmonary embolism (PE) ocours when a bloed clot dislodges from a vein,
travels through the veins of the body, and lodges in the lung.

Most blood clots originally form in the deep veins of the legs, thighs, or
pelvis and this condition is known as deep vein thrombasis (DVT).

The clot or dots block the blood flow to parts of the lung.

Pulmonary emboli are uncommon and range in severity but are important
because large clots can be fatal if not identified and treated promptly.

Risk factors of PE:

+ (Clotting abnormality in the blood (including family history).
* Pregnancy.

* Dbesity.

* Underlying cancer.

* Previous DVT.

* |mmaobility including long haul flights.

* Contraceptive pills.

* Recent surgery.

* |ntravenous drug use.

Symptoms of PE:

* Shortness of breath.

* Sharp chest pain especially when taking a deep breath.

* Coughing up blood.

» Feeling dizzy/blacking out/crushing chest pain — may suggest presence

of large clots.
WPRA3202 May 2017 Review date by- May 2019
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How is it diagnosed?

In some cases the condition can be excluded by a blood test without the
need for special scans. If the test is not appropriate or does not exclude

a blood clot, a scan of the chest is usually required. In pregnancy a sound
wave leg scan is often done instead to try to avoid the effects of X-rays on
the unborn baby.

Treatment of PE

The mainstay of treatment of PE is “anticoagulation” which means thinning
of the blood. This reduces the risk of blood clots getting bigger, while the
body’s own systems dissolve the clot.

The duration of the anticoagulation treatment varies. The usual minimum
duration of treatment should be six months.

Medications used to treat DVT:

* Low Molecular Weight Heparin (LMWH) such as dalteparin
= \itamin K antagonists (WKAs), such as warfarin.
& Mew Oral Anticoagulants (NOACs), such as rivaroxaban.

If warfarin is used you will also start treatment with low molecular weight
heparin injections for a few days this is because it takes a few days for

the optimal effect of warfarin to be established. The risk and benefits of
treatment will be discussed with you by the doctor. Warfarin has special
monitering arrangements and you will need regular blood tests, this may
be done by either your GP or the hospital. The doctor or pharmacist will
give more information, including an information pack before you are
discharged. When you are discharged it is important that you know when
your next blood test is due and who will monitor your warfarin in the
future. You will be given a form that will tell you this information and you
should take it to your GP or the hospital when you have your next blood
test.

In some severe cases of PE patients need a ‘dot busting treatment’ called
thrombeolysis. This decision is usually made by a senior clinician.
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Patients do not usually need to stay in the hospital for treatment.
Some patients with PE can be treated either in the community or on an
ambulatory basis.

Ambulatory (daily return to ward) treatment of patients with a
diagnosis of PE

If the clinician decides to treat a patient with PE under the ambulatory
pathway, the patient is commenced on treatment and may need to come
back daily to the ward for dalteparin injections and a blood test, until the
blood is adeguately thinned.

If you are deemed suitable for ambulatory treatment for your PE, then you
will need to be aware of some symptoms you need to look out for:

These are:

+ Blackout.

+ Dizzy spell.

* Coughing up blood.

* Worsening shortness of breath.

+ Sharp chest pain especially when taking a deep breath in.
* Any bleeding that does not stop with simple measures.

If you have any of these symptoms, please contact:

Doncaster Royal infirmarny, Acute Medical Unit (AMU),
Tel: 01302 642617

Bassetlaw Hospital, Assessment and Treatment Centre [ATC),
Tel: 01909 502 186 (direct dial).

If you are very unwell, call 999 to get yourself to the hospital.

It is very important that you come back to the ward for daily Dalteparin
Injections unless it has been arranged for the district nurse to administer it
in the community.

If for any reason you cannot attend the ward for the injections or you do
not receive a dose of the injection in the community, please call the ward
to inform them so that they can give you further advice.

Acute Medicine

i
Care

Page 49 of 51



PAT/T44 .5

Patient Experience Team

The team are available to offer advice or information on healthcare
matters. Their office is in the Main Foyer (Gate 4) of Doncaster Royal
Infirmary. Contact can be made either in person, by telephone or email.
The team can visit inpatients on all Trust sites.

The contact details are:
Telephone: 01302 642764 or 0200 028 8059
Email: pals.dbh@dbh.nhs.uk.

Acute Medicine
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APPENDIX 11 — EQUALITY IMPACT ASSESSMENT - PART 1 INITIAL SCREENING

PAT/T 44 v.5

Service/Function/Policy/Project/ Division

Strategy

Assessor (s)

New or Existing Service or
Policy?

Date of Assessment

Venous Thromboembolism (VTE) All Ben Kumar

Policy — PAT/T 44 v.4

Existing policy

14.1.2020

1) Who is responsible for this policy? Pankaj Chaturverdi, Consultant Physician and Trust VTE Lead
2) Describe the purpose of the service /function/policy project/strategy? Policy to guide clinical management of patients admitted with suspected diagnosis of VTE
3) Are there any associated objectives? No
4) What factors contribute or detract from achieving intended outcomes? None
5) Does the policy have an impact in terms of age, race, disability, gender, gender reassignment, sexual orientation, marriage/civil partnership,
maternity/pregnancy and religion/belief? No
e If yes, please describe current or planned activities to address the impact n/a
6) Is there any scope for new measures which would promote equality? No
7) Are any of the following groups adversely affected by the policy?
Protected Characteristics Affected? Impact
a) Age no
b) Disability no
c) Gender no
d) Gender Reassignment no
e) Marriage/Civil Partnership no
f) Maternity/Pregnancy no
g) Race no
h) Religion/Belief no
i)  Sexual Orientation no

8) Provide the Equality Rating of the service / function /policy / project / strategy —tick (') outcome box
‘ Outcomel v | Outcome 2 \ Outcome 3 \ Outcome 4

Date for next review: April 2022

Checked by: Lee Wilson, Consultant Pharmacist Date: 14.1.2020
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