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Additional notes to be read when helping patients complete the self-assessment VTE tools

Age

Although the increased risk of DVT with increasing age has been demonstrated by many studies and is relatively uncontroversial, there is no universally agreed figure for the age cut off.  Some guidelines have put an age threshold of 40.  The NICE guideline development group felt that an age cut off lower than age 60 may lead to unnecessary prophylaxis where no other risk factors were present which could lead to greater harm than benefit.

Weight

All the evidence points to a link between obesity and VTE.  NICE have used the definition of obesity as being patients with a body mass index greater than or equal to 30 kg/m2 which is the definition used in their guideline. The measurements quoted in the self-assessment form are designed to be equivalent to this number but you may wish to calculate BMI as per the below if there is uncertainty.
To calculate a BMI
Determine patient’s height in metres and multiply the figure by itself. 

Measure the patient’s weight in kilograms.
Divide the weight by the height squared (the answer to Q1).

For example, the patient might be 1.6m (5ft 3in) tall and weigh 65kg (10st 3lb).  The calculation would then be:  

1.6 x 1.6 = 2.56.  BMI would be 65 divided by 2.56 = 25.39.
Oestrogen-containing contraceptive pill / HRT / Pregnancy

There is known to be a small increase in the risk of post-operative thrombosis with use of oestrogen-containing contraceptives. There may also be a slight increased risk of thrombosis post-operatively with HRT. The risk of thrombosis is significantly increased with pregnancy. Please refer to our ICID policy for further information on surgery & oral contraceptives / HRT. Any pregnant patient undergoing surgery / chemotherapy / in a plaster cast must be reviewed by an obstetrician. http://intranet/icid/clinicalmanagement/preoperativecare/oralcontraceptivesandhormonereplacementtherapy.asp
Tamoxifen

Tamoxifen is associated with an approximately 2.3 x increased risk of thrombosis. If Tamoxifen is being used for treatment of anovulatory infertility it should be stopped 6 weeks prior to surgery and restarted when the patient is fully mobile. If Tamoxifen is being used for treatment of breast cancer it should not be stopped unless the benefits clearly outweigh the risks. 

Erythropoietin / Darbepoietin

Erythropoietin / Darbepoietin are used to increase red cell survival and thereby increase Haemoglobin in patients with chronic kidney disease and in some blood disorders. If the Haemoglobin is > 130 g/l there is an increased risk of thrombosis and it may be appropriate to adjust dosage. This should be discussed with the responsible specialist.
Thalidomide / Lenalidomide

These drugs are used for the treatment of Myeloma and some other blood disorders.  One in ten patients prescribed these drugs will develop a VTE without thrombophrophylaxis.  This risk may be higher if the patient is in an acute phase of their disease or has a central venous catheter. Please discuss patients on these agents with the responsible specialist.
Family history of VTE

In some families there may be an inherited predisposition to thrombosis. This does not mean that family members will inevitably develop thrombosis but it may mean that their risk of thrombosis is increased. The risk is particularly high if the patient has more than 2 first-degree relatives who have suffered a VTE under the age of 40 and these cases should be discussed with a consultant haematologist. 
Thrombophilia

Thrombophilia literally means “love of clots”. Approximately ½ of patients who develop a VTE and have a strong family history of thrombosis will have an abnormal result on testing for genetic thrombophilia (eg. Factor V Leiden or Prothrombin gene mutation, Protein C / S / Antithrombin deficiency). Some patients may have a specific acquired thrombophilic tendency and Antiphospholipid Syndrome represents the highest risk here. Any other medical condition that makes the blood ‘stickier’ will increase the risk of VTE, these conditions includeMyeloproliferative Disease (Polycythaemia Vera, Essential Thrombocythaemia), Paraproteinaemia , Paroxysmal Nocturnal Haemoglobinuria and Behcet’s Disease

Varicose veins with phlebitis

The association between varicose veins and postoperative DVT has been investigated by a number of researchers.  A pooled estimate of the studies showed an increased risk.

Heart disease

Acute myocardial infarction and congestive heart failure have been examined and in medical patients have been shown to be associated with a high incidence of DVT and PE (62.5% and 12.2% respectively).  
Medical illnesses

A systematic review identified an increase in risk for VTE due to medical illnesses such as acute rheumatologic diseases and inflammatory bowel disease, infections, nephrotic syndrome, respiratory diseases and stroke.  These acute medical illnesses were also identified in other guidelines as risk factors for VTE.

Cancer and chemotherapy, Tamoxifen and Lenalidomide

A number of studies have demonstrated a link between some active cancers and VTE.  The evidence for the association between VTE and chemotherapy is much stronger.  Studies have shown significant increases in VTE when patients were ‘on chemotherapy’ compared with ‘off chemotherapy’ in breast cancer patients.  
Previous history of VTE

Patients who have previously suffered a VTE have a markedly increased risk of recurrence which can be up to 30% at 1 year even without further provoking factors. All patients who have had a previous DVT should wear antiembolic stockings in addition to other thromboprophylactic measures from before surgery until they are fully ambulant as a minimum. 
If patients are already on long-term anticoagulation for recurrent thrombosis they should be managed according to the policy for this situation: http://intranet/ICID/clinicalmanagement/thromboprophylaxis/SurgicalpatientstakingoralanticoagulantsandorantiplatelentagentCGandy.asp
Central venous catheter

Between 2-26% of patients with a central venous catheter will develop a thrombosis. This risk is increased if there are additional VTE risk factors. The majority of patients who have a central venous catheter do not require routine thromboprophylaxis but this decision should be reconsidered if the patient becomes unwell during treatment.
Surgical risks 
VTE risk differs by surgery type.  NICE discussed this in conjunction with the evidence that reduced mobility increased the risk of VTE.  They agreed that procedures involving general anaesthetic which would involve complete, prolonged immobilisation for the duration of the surgery would increase VTE risk.  They agreed that patients undergoing surgery with a predicted total anaesthetic + surgery time of 90 minutes should be considered for VTE prophylaxis.  In addition, they noted that surgery of the pelvis and lower limbs had an increased risk of VTE and so for any operation in these regions an increased risk should be considered if the predicted total anaesthetic + surgery time is 60 minutes or more.
NICE has also stated that thrombosis risk is specifically increased with hip or knee replacement, hip fracture, acute surgical admission with inflammatory or intra-abdominal condition or critical care admission.  We do not anticipate these patients being treated on a day-case basis at the present time but if this does occur they should be managed according to the inpatient VTE policy.  http://intranet/ICID/clinicalmanagement/thromboprophylaxis/VTEProphylaxisPolicy.asp  

Please note that patients undergoing abdominal or pelvic surgery for cancer and those with fractured neck of femur should receive LMWH for 4 weeks post-operatively.  Patients undergoing THR / TKR should receive 5 / 2 weeks of Rivaroxaban respectively. 

Day surgery patients who are assessed as high risk for VTE and for whom the bleeding risk does not outweigh the VTE risk, LMWH should be prescribed for 7 days.

Contraindications to LMWH / Bleeding risk

Some patients are at increased risk of bleeding if LMWH is given for thromboprophylaxis. If any of these risks are present the clinician should consider whether or not LMWH is contraindicated. If there is doubt specialist advice can be sought from a consultant haematologist. If the patient is at increased risk of thrombosis but LMWH is contraindicated then antiembolic stockings should be worn until the patient is fully ambulant. Please refer to the ICID policy on anti-embolic stockings for contraindications to the use of these: http://intranet/ICID/diagnostics/pathology/haematology/visiostockingflowchartsept09v14.pdf
If you consider that your patient has extensive haematoma/other open wounds etc, this may be considered as a contraindication to prophylaxis at the outset.  This decision should be reconsidered on review at the Fracture Clinic.
Bleeding Risks 

Patients should be considered as being at risk of bleeding if they have any of the following risk factors:

· Active bleeding

· Acquired bleeding disorders (such as acute liver failure)

· Concurrent use of anticoagulants known to increase the risk of bleeding (such as warfarin with INR higher than 2)

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

· Lumbar puncture/epidural/spinal analgesia within the previous 4 hours

· Acute stroke

· Thrombocytopenia (platelets less than 75 x 109/l)

· Uncontrolled systolic hypertension (230/120 mmHg or higher)

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