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Appendix for NZ VTEP H) c

Health and Disability Commissioner
Te Toikaw Houors, Handtangs

Comment from Anthony Hill, Health and Dizability Commissioner

Having reviewed a number of complaints relating to possible deficiencies in
thromboprophylaxis management, it seems there are significant differences between
the practices of different District Health Boards, and even between wards within a
[HA regarding the risk ssesament and prevention of VTE. I regard venous
thromboembolism prevention as a key patient safety initistive that has a very strong
evidence base for being able bo prevent harm to patients, a5 well as save resources. [
support the standardisation of ‘best practice’ so that it becomes standard practice
throughout New Zealand. | agree with the four-step plan to integrate VTE
provention quality improvement initiatives by ensuring top-level clinical and
executive leadership buy-in, as well as a multi-disciplinary approach. In particular, |
look forward ke the introduction of standardised formal sk stratification on a
rovutine basis, along with prophylaxis guidelines and education. Toommend the
work of the VTE Prevention group in its endeavours.

—

Anthony Hill
Health and Disability Commissioner

P 0 o 11994, Welllagian 8142, Laval 11, TechnologyUng Haass, B8 Virlone Sicect, Wellingies 60801, Mew Zealand
Pl @4 4534 7958 Pas: B 884 7980, Tall Tree Fh: #8830 11 22 1}, wwehdcorg.ne



PREFACE

POTENTIALLY PREVENTABLE PROBLEM

Venous thromboembolism (VTE) is the term used for a combination of the formation of a
thrombus in a vein or veins of the systemic venous system, (usually in the lower limbs or
abdomen/pelvis), and the embolisation of a thrombus to the pulmonary arterial system
via the inferior vena cava and right heart chambers. The commonest clinical
presentation in the spectrum of VTE is as a deep venous thrombosis (DVT), but it may
present as a pulmonary embolism (PE).

The risk of developing VTE increases tenfold in patients admitted to hospital versus
non-hospitalised persons, with contributing factors being general ill health, malignancy,
reduced mobility and poor fluid intake, as well as surgical procedures, particularly
orthopaedic and other high-risk surgeries. *

About 10% of all patients experiencing a PE will die as a result of their PE. ** Morbidity
from VTE for survivors and the resulting costs to the health care system can also be
substantial. Approximately 30-50% of patients with DVT will develop post-thrombotic
syndrome (PTS), characterised by persistent lower limb oedema and pigmentation. * °
Severe PTS with lower limb ulceration occurs in 5-10% of cases, ° and 2-4% of patients
will suffer chronic pulmonary hypertension following a PE. ’

In Australia, approximately 30,000 people are hospitalised as a result of VTE annually,
the majority of which are related to prior hospitalisation for surgery or acute illness, and
VTE has been estimated to result in about 2,000 deaths annually. ®°

In the United Kingdom (UK), VTE has been estimated to result in 25,000 deaths
annually, a number around 25 times higher than the number of people who die each
year from hospital-associated methicillin-resistant staphylococcus aureus (MRSA). *°

A retrospective study in 2008 at a large NZ hospital showed that 106 patients were
harmed by hospital-associated VTE in that year. In the same hospital, data collected
prospectively over 12 months during 2010 and 2011 have shown that more than 150
patients per year develop hospital-associated VTE. ' By extrapolation across the 20
District Health Boards (DHBs) in NZ, this could mean that in excess of 1,500 patients
per year develop hospital-associated VTE in NZ. This figure is likely to be a good
approximation if one takes into account the following:

The incidence of VTE is about 1 per 1,000 of the population and the risk increases with
age. ¥ This incidence predicts for a NZ VTE event rate of around 4,000 patients per
year, which would be consistent with an estimated figure of about 1,200 to 1,500 events
per year in the Auckland region, for an indicative one third of the population (Ockelford
private communication). About 25-50% of VTE events are hospital-associated *° This
therefore could predict for a hospital-associated VTE event rate of around 2,000
patients per year in NZ, with approximately one third of these episodes being PE.



Assuming that 10% of PE are rapidly fatal, '® approximately 60 patients (3%) per year
will die as a result of hospital-associated VTE. This figure does not include mortality
indirectly related to the VTE event, such as that related to bleeding on treatment-dose
anticoagulation.

VTE therefore represents a significant cost to the NZ health care system. One of the
most significant determinants of cost is the downstream consequences of post-
thrombotic syndrome and pulmonary hypertension. NZ data of costs are lacking; in
Australia chronic venous insufficiency has been reported to cost the Australian
Healthcare System $200m annually, ** and each case of VTE has been reported as
costing in excess of $10,000. **

VTE prevention in hospitalised patients is widely recognised internationally as a major
ongoing opportunity to improve patient safety, having a strong evidence base for
improvements in patient outcomes. '’ In a broad range of patients, effective
thromboprophylaxis can reduce the risk of DVT, proximal DVT, and fatal as well as non-
fatal PE by more than 60%. *®

A great deal of progress has been made internationally in making VTE prevention a
priority in healthcare. In July 2011, the Global VTE Prevention Forum was established
with membership from NZ, Australia, England, Germany, Japan, the United States of
America and Canada in order to provide a global platform to share learning and best
practice, exchange views and information about effective prevention and management
of VTE, and provide leadership to improve patient care and reduce further avoidable
deaths through VTE prevention. At the Forum, the International Consensus Statement
on VTE Prevention was signed by all the member countries, including NZ, (see
Appendix 1).

VTE prevention programmes incorporating multifaceted improvement strategies
including audit and feedback, documentation and decision support aids, provider and
patient education and policy development have been found to significantly improve the
quality of VTE prophylaxis and rates of risk assessment in adult hospitalised patients. -
19 All hospitals therefore need to have a robust VTE prevention programme, and in order
to be optimally effective, a systems-based approach should be taken to in-hospital VTE
prevention, incorporating a whole of hospital approach and active multidisciplinary
health care professional involvement.

PURPOSE OF THIS POLICY FRAMEWORK

This Policy Framework aims to guide DHBs and health providers with planning and
progressing improved prevention of hospital-associated VTE in adult hospitalised
patients. It has been compiled in consultation with the multidisciplinary membership of
the NZ VTE Prevention Steering Group and key opinion leaders drawn from a range of
clinical sub-specialities and the Medical Colleges.

This Policy Framework utilises current knowledge about effective ways of implementing
VTE prevention activities in hospitals, and includes:



clinical guidance on appropriate thromboprophylaxis for all adult patients;

data definitions to enable DHBs / health providers to do pilot evaluations to
understand the extent of the problem in their organisations; and,

resources developed to assist and promote in-hospital VTE prevention.



PLAN FOR DELIVERY OF A ROBUST IN-HOSPITAL VTE
PREVENTION PROGRAMME

An effective in-hospital VTE prevention programme needs to incorporate a
multifaceted range of processes and measures to enable and support VTE
prevention, ensure that preventative measures are individualised for each patient,
and balance the patient’s risk of clotting and bleeding.

The key elements required for an effective and sustainable in-hospital VTE prevention
quality improvement programme are:

a VTE prevention quality improvement framework for use to plan and guide
progress in preventing hospital-associated VTE in adult hospitalised patients;

an organisation-specific VTE prevention plan detailing clear time-specific goals
and measurable outcomes;

high-level organisational buy-in, support and infrastructure for the VTE
prevention initiative;

focussed multidisciplinary VTE prevention steering / working group/s;

clear identification of current problem issues with VTE prevention in the
organisation, and data quantifying the extent of the problem issues;

reliable data collection and tracking of both VTE prevention-related key
performance indicators and adverse outcome events associated with
prophylaxis;

a standardised VTE risk assessment tool, based on current best evidence and
best practice, that is embedded into day-to-day patient care;

organisational guidance that promotes and supports the VTE risk assessment
process and use of appropriate thromboprophylaxis, and the monitoring of the
implementation, impact and outcomes of such guidance;

educational and information resources regarding VTE risk and prevention for all
involved health care professionals and for patients.




STEP 1. OBTAIN ORGANISATIONAL SUPPORT

In-hospital VTE prevention quality improvement initiatives require top-level
clinical and executive leadership buy-in and support in order to be optimally
effective.

As a starting point hospital leadership need to be made fully aware of the following:

The current status of VTE prevention in the organisation, including the incidence
of hospital-associated VTE, patient readmission rates with hospital-associated
VTE within 90 days of discharge, patient mortality rates within 30 days of a
procedure, and the prevalence of appropriate thromboprophylaxis;

Bleeding and other prophylaxis-related complications, including readmission
rates, return to theatre rates for bleeding, bleeding-related infection rates due to
thromboprophylaxis;

How the VTE-related quality improvement initiative will align with the strategic
goals of the organisation, for example, reducing preventable hospital-associated
VTE and the associated readmission rates.

The VTE risk assessment process needs to be routinely embedded as part of the
prescribing process.

Full organisational support is also crucial to support the change management processes
associated with improving in-hospital VTE prevention, such as, routine VTE risk
assessment. Existing thromboprophylactic strategies, prescribing practices and
perceptions of effectiveness of VTE prevention modalities are commonly challenged by
such initiatives.

STEP 2. ESTABLISH A MULTIDISCIPLINARY VTE PREVENTION TEAM

Multidisciplinary teamwork is essential for optimising VTE prevention activities in
hospitals, and consideration of this needs to drive the approach in assembling an
effective VTE prevention team.

The VTE prevention team should include doctor, pharmacist and nurse representation,
since these are the frontline health care professionals actively engaged in VTE
prevention-related activities on a day-to-day basis. Inclusion of individuals who are
actively engaged in quality improvement activities within the organisation is also
required. Additional team members should be drawn, as needed, from key individuals
who work in those areas in which Plan-Do-Study-Act (PDSA) / learning cycles are
occurring, resident medical officer (RMO) representatives, and other individuals in the
organisation who are passionate about the need to improve VTE prevention.




The team leader requires expertise and active involvement in anticoagulation and VTE
prevention-related activities, and also needs to be capable of engaging effectively with
senior clinical and executive leadership within the hospital to influence change.

The extent of involvement of individual team members within the group is best assigned
according to professional expertise and time available to commit to VTE prevention-
related activities.

Regular team meetings are essential to ensure ongoing progression of the VTE
prevention-related activities.

STEP 3. DETERMINE THE INCIDENCE OF HOSPITAL-ASSOCIATED VTE
AND CURRENT STATUS OF VTE PREVENTION ACTIVITIES

Identification of the current status of VTE prevention and any associated problem
issues and barriers is the crucial first step in any VTE prevention-related quality
improvement initiative, since this provides the baseline information needed to
evaluate and assess interventions and document their effectiveness.

As a starting point, each DHB / health provider should establish:
The incidence of hospital-associated VTE in their organisation;

A clear picture of any historical and/or current VTE prevention-related activities
and resources in their organisation;

The presence of VTE-related problem issues and requirements;
The nature and frequency of side effects associated with prophylaxis.

Baseline data should therefore be collected to define and confirm the current status of
VTE prevention and any problems / barriers; for example, VTE risk assessment not
being reliably done to assess patients’ clotting and bleeding risk, and guide appropriate
thromboprophylaxis. Once any issues have been identified, targeted mitigation
strategies can then be formulated.

A very useful methodology for use to initially assess and define, and subsequently
address any problems with VTE prevention is the ‘Toyota A3 Process’, which is
designed to facilitate collaborative in-depth problem-solving; (so-termed because it
utilises a reporting format on an A3 piece of paper).

The A3 methodology is rooted in the more basic PDSA / learning cycle, and drives
problem-solvers to clearly identify and address the root cause/s of the problem/s in a
step-wise, structured manner in order to increase the likelihood of success with problem
solving.




The steps involved in the Toyota A3 Process are: %

+ |[dentify a problem or need.

« Carry out research to understand the current situation.

= Conduct root cause analysis.

» Devise strategies to address tha root causes. ]

» Develop a target siate.

+ Create an implementation plan.

+ Davelop a follow-up plan with predicted cutcomes.

» Discuss plans with all affected parties.

+ Obtain approval for implementation. |

» implement plans.

» Azsess and evaluaie the results/ouicomes.

FIGURE 1. TOYOTA A3 PROCESS

Steps 1 to 7 are the ‘Plan’ steps, Step 6 is the planning of the ‘Do’ step, and Step 11 is
the ‘Study’ step. Based on the evaluation, another problem may be identified and the A3
process starts again (‘Act’) utilising another A3 sheet of paper for that problem.

This methodology is currently used for the VTE prevention stream at Counties Manukau
District Health Board (CMDHB) as part of the ‘Zero Patient Harm’ initiative, and an
example of such an A3 used is shown in Appendix 6.

Document all steps on the A3 report and update regularly as the VTE prevention
initiative progresses.

The contents of the A3 report will answer questions relevant to the problem, such as:
What is it we are trying to do?
What is the current state?
What is the root cause?
What are the potential difficulties that need to be overcome?
What solutions are there to these difficulties?

What do we have to do to get these solutions implemented?



What measures can we put in place to ensure the solutions work?

Once an area of the hospital has completed the PDSA / learning cycles, and fully
refined and rolled-out the VTE prevention processes, the VTE prevention team and staff
in that area should widely communicate their success story to encourage, promote and
support similar achievement in other areas of the organisation.

STEP 4. DEVELOP A COMPREHENSIVE PLAN FOR VTE PREVENTION
USING A WHOLE OF HOSPITAL SYSTEMS-BASED APPROACH

Each DHB / health provider needs to compile a VTE prevention plan that details
their goals, strategic priorities, timelines for achievement, and quality indicators
to be utilised to improve the structure, processes, and outcomes of VTE
prevention.

All DHBs / health providers in NZ require sustainable systems in place to support
routine VTE risk assessment and appropriate prophylaxis in adult hospitalised patients.
This National Policy Framework has therefore been designed to guide and assist VTE
prevention teams with formulating their project plans for VTE prevention, (see Appendix
2).

For clinical staff guidance, DHBs / health providers should also implement use of VTE
prevention and management guidelines, which are based on best evidence and best
practice.

Significant improvements in compliance with guideline recommendations could be
achieved by training and supporting multidisciplinary hospital teams to adopt a system
based approach to patient VTE risk assessment and management.

A whole-of-hospital approach to VTE prevention should be utilised by DHBs / health
providers in order to achieve the following:

All admitted adult patients systematically assessed for their VTE and bleeding
risk, (see Appendix 3 for examples of VTE risk assessment tools / guidance),
and the risk status documented in the patients’ notes;

All adult inpatients at risk of VTE managed with appropriate thromboprophylaxis,
and all measures documented in the patients’ notes;

Increased multidisciplinary team awareness and knowledge of appropriate VTE
prevention measures and strategies;

VTE prophylaxis guidance adopted and disseminated, and supported by training
in its use;

Increased use of evidence based guidelines and recommendations to support
best practice VTE prophylaxis in adult hospitalised patients;




Improved patient safety and reduced VTE-related morbidity and mortality;

DHBs / health providers having sustainable systems in place to support routine
VTE risk assessment and prophylaxis management in adult hospitalised
patients;

DHBs / health providers having sustainable systems in place to document
adverse events associated with the use of prophylaxis and to monitor
inappropriate prophylaxis use.

HEALTH CARE PROFESSIONAL TRAINING AND EDUCATION

Real sustained improvement in preventing hospital-associated VTE comes from
educated health care professionals who understand the rationale, risks and
strategies for VTE prevention.

The ENDORSE (Epidemiologic International Day for the Evaluation of Patients at Risk
for Venous Thromboembolism in the Acute Hospital Care Setting) study, in which the
hospital charts of patients in 358 hospitals in 32 countries were reviewed to assess the
prevalence of VTE risk and determine the proportion of at-risk patients receiving
appropriate prophylaxis, reported that a large proportion of at-risk patients did not
receive appropriate thromboprophylaxis; (only 59% of surgical patients and 40% of
medical patients at risk of VTE were found to have received appropriate preventive
treatment).

Similarly, in 2006/2007, parallel audits evaluating the use of thromboprophylaxis at two
large NZ hospitals showed that only 25% of eligible patients received
thromboprophylaxis, and that although 96% of eligible surgical patients received some
form of thromboprophylaxis, 45% of these surgical patients received the incorrect dose
of pharmacoprophylaxis. %

These findings reinforce the need for hospital-wide VTE prevention strategies to include
comprehensive education for all involved health care professionals, to ensure that
patient VTE risk is routinely assessed and that eligible patients receive appropriate
thromboprophylaxis.

VTE prevention education for health care professionals should be included in
undergraduate curricula and in clinical induction programmes for junior staff. Such
education packages are best designed in consultation with the target health care
professional groups to ensure that the education is ‘fit for purpose’ and well accepted.

VTE prevention education for health care professionals needs to include the following
information:

pathophysiology of VTE;
organisational VTE prevention guidelines;
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when and how to assess patients’ VTE risk using the approved VTE risk
assessment tool for the organisation;

roles and responsibilities for appropriate patient screening and VTE risk
assessment, thromboprophylaxis prescribing, monitoring and management, and
clinical judgment;

predictability and preventability of VTE by using thromboprophylaxis in specific
patient groups, (such as, general medical patients);

the risks, benefits and appropriate use and application of mechanical
prophylaxis;

the risks, benefits and appropriate use of pharmacological prophylaxis;
patient education;

key performance indicators and auditing thereof;

root cause analysis of VTE events;

discharge planning.

Other forums that provide opportunities for communication of key messages about VTE
prevention to staff include multidisciplinary ward rounds, ward handover meetings,
grand rounds and leadership walk-rounds.

PATIENT ENGAGEMENT AND EDUCATION

Provision of patient knowledge of VTE prevention can promote patient involvement in
safety by encouraging participation in recommended activities, such as, early
ambulation and increasing fluid intake. Increased patient knowledge can also promote
adherence to pharmacological thromboprophylaxis and allow patients to self-assess and
self-report VTE symptoms, thereby enabling timely medical assistance.

All adult patients should therefore receive verbal and written information about VTE
prevention on admission and at discharge. Examples of patient information leaflets
currently used for this purpose in NZ hospitals are shown in Appendix 4.

In addition, patients assessed as being at high risk of VTE should be provided with
specific counselling about the recommendations, including the benefits and risks of
thromboprophylaxis, and the signs and symptoms that they should look out for,
particular in the post-discharge period.

Particularly in non-acute care situations, prior to or on admission to a health care facility,
patients could be engaged in self-assessing their own VTE and bleeding risk, for
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example, by completing a self-assessment VTE risk assessment tool. An example of
one such tool being piloted in NZ is shown in Appendix 4.
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CLINICAL GUIDANCE

This National Policy Framework for VTE prevention contains clinical guidance on
appropriate VTE prophylaxis for adult hospitalised patients. This clinical guidance
is written in general terms, since the development of a comprehensive explicit
evidence-based clinical guideline for NZ is out of scope of this initiative.

All decisions regarding the use of prophylaxis represent a balance between
benefit and risk, especially when using pharmacological prophylactic regimens.
The decision to administer thromboprophylaxis should always be based on the
individual patient’s risk of bleeding and the benefits of prevention or treatment.

Comprehensive knowledge of the current best evidence and best practice for VTE
prevention is important for VTE prevention team members, both to inform the
scope and direction of VTE prevention quality improvement initiatives, and to
increase the team’s credibility in discussions with clinical staff, hospital
leadership and patients.

Recommended guidelines for use in NZ are:

- National Health and Medical Research Council (NHMRC) VTE Prevention
Guideline;

- American College of Chest Physicians (ACCP) Antithrombotic Guidelines, 9th
edition; *'

- Institute for Health and Clinical Excellence (NICE) Clinical Guideline CG92
2010 CG92 2010; *°

- American College of Physician (ACP) Guidelines; ?°

- Reducing the risk of thrombosis and embolism during pregnancy and the
puerperium. %’

The NHMRC VTE Prevention Guideline (2009) provides recommendations on
thromboprophylaxis for adult hospitalised patients undergoing all major types of surgery,
patients with acute medical ilinesses, trauma patients, patients admitted to intensive
care units, cancer patients, and patients hospitalised during pregnancy and during the
post-partum period.

The updated ACCP Guidelines (9™ edition) are complex. They emphasise that the
decision to administer thromboprophylaxis should always be based on the individual
patient’s risk of bleeding and the benefits of prevention or treatment, and consequently
provides comprehensive risk stratification recommendations for most major clinical
areas of care. '’
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The NICE Clinical Guideline (CG92) provides guidance about the care and treatment
of adult inpatients, aged 18 or over, who are at risk of developing hospital-associated
DVT, (including patients admitted for day-case procedures). %

The ACP Clinical Practice Guidelines (2011) provides clinical recommendations
guidance on thromboprophylaxis for hospitalised nonsurgical patients, (medical patients
and patients with acute stroke). %
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VTE RISK ASSESSMENT TO DETERMINE APPROPRIATE PROPHYLAXIS

A number of patient-specific factors, such as, acute medical illnesses, surgical
procedures and duration and nature of immobilisation are known to predispose
patients to increased risk of VTE or bleeding, and should be considered in the
decision to prescribe and administer thromboprophylaxis. *’

Many cases of hospital-associated VTE are preventable through effective risk
assessment and appropriate thromboprophylaxis to reduce the risk of fatal and
non-fatal DVT and PE.

Patient-specific factors that increase VTE risk are: %
older age, particularly over 60 years;
pregnancy and the puerperium;
disseminated or locally advanced cancer or active treatment for malignancy;
previous VTE;
varicose veins;
marked obesity;
prolonged severe immobility;

use of oestrogen-containing hormone replacement therapy, or oral
contraceptives in women,;

inherited or acquired thrombophilia,;
acute or acute-on-chronic chest infection;
heart failure;

myocardial infarction,

stroke with immobility;

some forms of cancer chemotherapy;
acute inflammatory bowel disease;

all surgical procedures, particularly abdominal, pelvic, thoracic or orthopaedic
surgical procedures;

leg injury that requires surgery or prolonged immaobilisation.
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The level of VTE risk for the patient is also influenced by the following:
type of surgery;
type of anaesthesia;
duration of immobility;
duration of surgery; and
surgical complications.

For example, major joint surgery and curative surgery for cancer carry a very high risk of
VTE.

Patient-specific factors that increase bleeding risk are: *°

significant renal impairment (reduced creatinine clearance for renally excreted
anticoagulants);

current active major bleeding (i.e. at least 2 units of blood/blood products
transfused in 24 hours);

current chronic, clinically significant and measurable bleeding over 48 hours;
inherited or acquired bleeding disorders, e.g. haemophilia or other coagulation
factor abnormality, coagulopathy or disseminated intravascular coagulation

(DIC);

severe platelet function disorder or thrombocytopenia (pharmacological
prophylaxis not recommended with platelet count <50,000/uL);

recent central nervous system (CNS) bleeding;

intracranial or spinal lesion;

recent major surgical procedure of high bleeding risk;

active peptic ulcer or active ulcerative gastrointestinal disease;

liver failure or prolonged obstructive jaundice;

concomitant use of medications that may affect clotting (e.g. anticoagulants,
antiplatelet agents, selective/non-selective nonsteroidal anti-inflammatory drugs

(NSAIDs);

neuraxial block or recent lumbar puncture.
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STRUCTURED APPROACH TO VTE PREVENTION

To ensure that a structured approach to VTE prevention is utilised that considers
the cumulative risk from multiple risk factors, VTE risk assessment tools have
been designed that stratify individual patient risk to guide appropriate
thromboprophylaxis, (see Appendix 3).

To ensure that a structured, comprehensive approach is taken to VTE prevention for all
adult hospitalised patients, the following step-wise approach should be utilised: ?°

1. Assess patient’s mobility and baseline VTE risk on admission to hospital.

s
i
1
1
1

2. Assess additional patient-specific risks related to hospitalisation or illness. I

3. Assess patient’s bleeding risk and any contraindications to I
pharmacological and mechanical VTE prophylaxis.

.......................................................................................................................................................................................................................................

5. Select the appropriate thromboprophylaxis modality / modalities, if deemed
to be required,

............................................................................................................. I
e

6. Inform the patient / caregiver of the risk and treatment plan. I

“'”“""""“'””‘"‘"‘"“'”""”"““'”“""""“‘”“"‘"‘""'""”"’W"““m“”m“m““m“”m“m‘;‘:ﬂ :’;"" ““““““““““““““““““““““““““““““ Baat
e

7. Reevaluate patient's VTE and bleeding risk within 24 to 48 hours of
admission, then periodically throughout hospitalisation as their clinical |
condition changes. !

FIGURE 2. STRUCTURED VTE PREVENTION RISK ASSESSMENT PROCESS

17




PHARMACOLOGICAL VTE PROPHYLAXIS

Explicit evidence based guidelines, such as the NHMRC, ACCP, NICE and ACP
Guidelines, local organisational guidelines and clinical judgment are recommended for
use to inform decision making regarding the appropriate choice of antithrombotic drug/s
for individual patients.

Antithrombotics available for use in NZ are:
low molecular weight heparins (LMWHS), (e.g. enoxaparin, dalteparin);
unfractionated heparin (UFH);
factor Xa inhibitors, (e.g. rivaroxaban);
warfarin;
direct thrombin inhibitors, (e.g. dabigatran);
aspirin.

Pharmacological VTE prophylaxis should be continued until the patient is back to their
baseline mobility, and frequently needs to be continued post-discharge from hospital, for
example, after hip and knee replacement surgery.

Bleeding is the major potential complication of pharmacological thromboprophylaxis,
since it is a side-effect of all antithrombotics, and this risk may be exacerbated by the
concomitant use of other drugs that increase bleeding risk, such as, low dose aspirin or
clopidogrel. Bleeding as a result of surgery can also complicate pharmacological VTE
prophylaxis, the consequences of which can vary with different surgical procedures and
different anatomical sites.

Some pharmacological prophylaxis agents, such as enoxaparin and dabigatran, (see
Figure 19. CMDHB Dabigatran Patient Information Card), require a reduction in dose or
should be avoided in patients with renal impairment, (consult the medicine data sheets
for more specific information about each antithrombotic). These factors may alter the
benefit-harm assessment.

Local organisational guidance needs to be consulted regarding the timing of
commencement of pharmacological thromboprophylaxis in relation to neuraxial
anaesthesia.

MECHANICAL VTE PROPHYLAXIS

Mechanical VTE prophylaxis devices are used to increase venous outflow and reduce
venous stasis. These devices can be used alone, particularly in patients who have been
assessed as being at risk of VTE and have a high risk of bleeding, * for example, with
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major trauma. When used alone, mechanical devices are however less effective in
preventing VTE in high risk patients than when used in combination with
pharmacological VTE prophylaxis.

Factors to consider in the decision to utilise mechanical VTE prophylaxis devices are
the patient’s clinical condition, the surgical procedure, local guidelines, comorbidities
and patient preference.

The currently used mechanical prophylaxis devices are: ®

graduated compression stockings (GCS) or antiembolism stockings (thigh or
knee length);

intermittent pneumatic compression (IPC) devices (thigh or knee length);
venous foot pumps (VFP).

Involved staff members require full training in the correct use of these devices, to ensure
optimal outcomes from use.

To be effective, IPC and GCS must be used consistently, which makes patient
compliance one of the challenges of mechanical prophylaxis. To promote compliance,
patients need to be provided with information to ensure that they understand the reason
for use of the device.

INTERMITTENT PNEUMATIC COMPRESSION (IPC)

IPC devices are available in knee and thigh lengths, and use an air pump to create
intermittent pulses of compressed air, inflating and deflating an airtight sleeve, or series
of chambers beginning at the ankle and moving up the leg. The resultant ‘milking’ effect
assists venous emptying, thereby mimicking the natural calf muscle contractions that
promote venous return in active people.

IPC devices require accurate settings for patient safety and comfort. The use of knee-
high devices may be preferable to thigh-high devices, because they are easier to put on,
are more comfortable, and do not have the risk of causing popliteal compression.

Use of IPC devices may be contraindicated in patients with peripheral arterial disease or
arterial ulcers because the ischemic disease can be exacerbated. *°

GRADUATED COMPRESSION STOCKINGS (GCS)

Despite the common use of GCS in many settings, the net benefits and risks of
this intervention remain uncertain. **
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GCS are available in knee and thigh lengths, and are used to apply pressure on the leg,
with the greatest amount of pressure at the ankle and then gradually decreasing
pressure moving up the leg.

GCS require accurate patient measurements to provide proper fit and to be effective.
The length of the stocking is however a controversial issue and evidence is lacking,
(except in stroke patients), that one length of stocking is more effective than another.
Thigh length stockings can be difficult to fit. 2

Different brands of GCS can vary in the amount of compression that they provide.
Therefore, prior to use, extra care should be taken to check that the stocking provides
the correct degree of compression.

DVT and PE are common after stroke. A study assessing the effectiveness of thigh-
length GCS to reduce DVT after stroke indicated that use of GCS was associated with
the development of skin breaks, ulcers, blisters, and skin necrosis. ** GCS should
therefore preferably not be used in patients with stroke and, if they are used, careful
attention should be given to the condition of the underlying skin.

The ACP Guideline on VTE prophylaxis in hospitalised non-surgical patients, (medical
patients and patients with acute stroke), does not recommend the use of GCS because
they have not been shown to be effective in preventing VTE or in reducing mortality, and
they are associated with lower-extremity skin breakdown. 2°

In addition, use of GCS is contraindicated in patients with the following conditions: *°
severe leg oedema;
skin graft;
lower leg dermatitis;
morbid obesity preventing correct fitting of stockings;
severe peripheral arterial disease;
diabetic neuropathy;

severe lower limb deformity.

| VENOUS FOOT PUMPS (VFP)

VFP stimulate the venous plantar plexus, a large vein located in the foot, which imitates
the physiologic pumping action of weight-bearing, thereby increasing blood circulation in
the leg.

Use of VFP may be contraindicated in patients with peripheral arterial disease or arterial
ulcers because the ischemic disease can be exacerbated. ®
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SURGICAL PATIENTS

The possibility of developing VTE during or after a surgical procedure varies with
the nature of the procedure, including its duration, and with perioperative care. *'

Surgery, particularly major orthopaedic surgery involving the lower extremity and
major surgery for cancer, is a major risk factor for the development of VTE. In
addition, a cumulative effect on VTE risk occurs in surgical patients who have
additional risk factors for VTE. *'

Assessment of the individual patient’'s risk of both VTE and bleeding should
always be carried out prior to prescribing thromboprophylaxis to determine if
thromboprophylaxis is indicated and appropriate.

Total hip replacement (THR), total knee replacement (TKR) and hip fracture are
associated with a high risk of DVT, as a result of the accompanying blood vessel
trauma, venous stasis and coagulation activation. This VTE risk increases in patients
with additional risk factors, such as, previous VTE, malignancy, hypercoagulability and
older age (>60 years).

Before thromboprophylaxis was used routinely in surgical patients, calf DVT, (which is
often clinically silent), occurred in 40-80% of patients, PE in 4-10% of patients, and fatal
PE in 0.2-5% of patients. Effective thromboprophylaxis prophylaxis has been shown to
reduce the risk of DVT by at least 50%. *’

Studies have indicated that the postoperative period of risk for VTE after THR and TKR
extends well beyond the period of initial hospitalisation for surgery. *2° These findings
have resulted in the recommendations that optimally effective pharmacoprophylaxis
should be continued for an extended period of time post-discharge from hospital.

Regional anaesthesia for THR or TKR seems to be associated with a lower risk of VTE
than general anaesthesia, without increased bleeding risk. *

The 9th ACCP Guideline now includes aspirin 160mg as an acceptable but less
effective option for the prevention of VTE in major orthopaedic surgery. *’ (In NZ, 150mg
aspirin would need to be used instead of 160mg, since the latter strength is not
commercially available).

| TOTAL HIP REPLACEMENT

Use LMWH, rivaroxaban or dabigatran and continue for up to 35 days following THR. *°
Start anticoagulant prophylaxis postoperatively.

Use GCS, IPC or a VFP until the patient is fully mobile, irrespective of whether or not
pharmacological prophylaxis is used. Mechanical prophylaxis should begin on
admission to hospital. ?®
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| HIP FRACTURE SURGERY
|

Use LMWH for up to 35 days following hip fracture surgery. # If 150mg aspirin is
prescribed instead of LMWH, ensure that VFP are also used. The time of
commencement of prophylaxis depends on the timing of surgery, but if surgery is
performed acutely, postoperative start is acceptable.

TOTAL KNEE REPLACEMENT

Use LMWH, rivaroxaban or dabigatran for up to 14 days following TKR. ** Start
anticoagulant prophylaxis postoperatively. If 150mg aspirin is prescribed instead of
LMWH, ensure that VFP are also used.

Use GCS, IPC, or a VFP until the patient is fully mobile, irrespective of whether or not
pharmacological prophylaxis is used. Mechanical prophylaxis should begin on
admission to hospital. ?®

LOWER LEG FRACTURES AND INJURIES WITH IMMOBILISATION

Use LMWH for all patients admitted to hospital with a lower leg fracture or injury with
immobilisation in a brace or a plaster cast. Consider continuing LMWH for the entire
period of immobilisation. * Warfarin is an acceptable alternative, particularly for
extended use on an outpatient basis. If 150mg aspirin is prescribed instead of LMWH,
ensure that VFP are also used.

GENERAL AND MAJOR GYNAECOLOGICAL SURGERY

Following general or major gynaecological surgery, use LMWH or UFH for up to 9 days
or until the patient is fully mobile. ?°

Use GCS for all patients, whether or not pharmacological thromboprophylaxis is used,
until the patient is fully mobile. ?°

TRAUMA AND SPINAL SURGERY

Consider using thromboprophylaxis for all patients admitted to hospital for trauma
surgery or spinal surgery. Only start anticoagulant thromboprophylaxis when primary
haemostasis has been established. °

Where appropriate and not contraindicated, consider the use of VFP from hospital
admission and commence LMWH or UFH postoperatively for trauma patients
undergoing surgery, as soon as haemostasis has been achieved. ®

NEUROSURGERY

Use IPC following neurosurgery, until the patient is fully mobile. *°
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Use pharmacoprophylaxis with extreme caution in patients following neurosurgery
because of the potentially devastating consequences of bleeding. Where appropriate
and not contraindicated, use LMWH or UFH. %°

CANCER PATIENTS UNDERGOING SURGERY (SEE ALSO CANCER PATIENTS)

Patients with cancer are at high risk for VTE. The risk varies by cancer type, patient
demographics and history, chemotherapy regimen, and hospitalisation status. %

In the absence of contraindications, use thromboprophylaxis for all cancer patients
undergoing general surgical procedures, including abdominal or pelvic surgery or
neurosurgery. °

Use LMWH or UFH and continue for at least 7 to 10 days following major general
surgery for cancer. ®

Consider using extended thromboprophylaxis with LMWH for up to 28 days after major
abdominal or pelvic surgery for cancer, particularly in patients who are obese, slow to
mobilise or have a past history of VTE. *°

POST-CAESAREAN SECTION: SEE MEDICAL PATIENTS - PREGNANCY AND
CHILDBIRTH
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MEDICAL PATIENTS

Although many hospitalised medical and stroke patients have one or more risk
factors for VTE, there is less evidence for a positive risk-benefit ratio in these
patients than in surgical patients.

Pharmacological thromboprophylaxis should therefore not be routinely
prescribed for medical and stroke patients without prior evaluation of their VTE
and bleeding risk. %

More than 25-50% of all VTE cases are associated with hospitalisation, *> and up to 50—
75% of these cases occur in medical patients. ® Although most VTE events occur in
medically ill hospitalised patients, extended prophylaxis cannot however be
recommended in acutely ill hospitalised medical patients. Two large randomised
controlled trials (MAGELLAN and ADOPT) examined the role of extended
pharmacologic prophylaxis in this patient group, and the results of both of these trials
showed that the added bleeding risk outweighed any benefit gained from reduction in
major VTE. 3%

In addition, no standard accepted risk-assessment formula currently exists to identify
which medical patients are likely to benefit from VTE prophylaxis. A number of risk
scoring systems have been described, one of which (the Padua score) has been
prospectively evaluated. ** The clinical judgment of the prescriber is therefore also a key
factor in the decision to prescribe thromboprophylaxis. %

The role of GCS in medical patients is uncertain. The CLOTS-1 trial showed that thigh
length stockings were ineffective compared to no stockings. * The CLOTS-2 trial
showed that thigh length stockings were more effective than below knee stockings. *
Current evidence suggests that GCS are, at best, only modestly effective at preventing
VTE in patients with stroke and immobility, which raises the question of effectiveness in
other groups of medical patients. ** In addition, they have been shown to cause more
instances of lower extremity skin damage. %

The ACP recommendations for medical (including stroke) patients are: *°

1. Assess the risk for thromboembolism and bleeding in medical (including stroke)
patients prior to initiation of prophylaxis of VTE.

2. Use heparin or a related drug for pharmacological VTE prophylaxis, unless the
assessed risk for bleeding outweighs the likely benefits.

3. Do not use GCS as mechanical prophylaxis for VTE prevention.
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| STROKE
|

Consider the use of LMWH for selected patients admitted to hospital with ischemic
stroke, in particular those with lower limb paresis, after assessment of bleeding risk. *°

Pharmacoprophylaxis is not recommended for haemorrhagic stroke patients due to the
risk of intracranial bleeding. *°

GCS are not recommended for VTE prophylaxis in patients who are admitted to hospital
with stroke, since their use is associated with skin breakdown in 5% of patients. > **
The potential role of IPC in this setting is unknown.

| GENERAL MEDICAL

VTE prophylaxis for medical patients should be based on the individual patient’s
assessed level of risk of clotting and bleeding.

Mechanical prophylaxis has been reported to provide no benefit and resulted in clinically
important harm to patients with stroke. **

CANCER PATIENTS (SEE ALSO: CANCER PATIENTS UNDERGOING SURGERY)

Patients with cancer are at high risk for VTE. The risk varies by cancer type, patient
demographics and history, chemotherapy regimen, and hospitalisation status. *

The largest study to date of thromboprophylaxis in cancer patients on chemotherapy
shows that the use of a heparin product significantly reduces the risk for
thromboembolic events, with no apparent increase in bleeding. * Pharmacological or
mechanical VTE prophylaxis should not however be routinely offered to ambulant
cancer patients receiving chemotherapy, unless deemed clinically indicated and
appropriate as per the VTE risk assessment process. 2

' PREGNANCY AND CHILDBIRTH

Pregnancy and the postpartum period are associated with an increased risk of VTE.
Although one half to two-thirds of VTE occur antepartum, the daily risk of VTE is highest
in the postpartum period. UK data show that risk factors for VTE were present in up to
75% of women who died from PE, * and guidelines recommend that all women should
have a VTE risk assessment carried out at the time of booking and a plan regarding
thromboprophylaxis discussed and implemented. *° Risk factors should be reviewed if
women are admitted to hospital during pregnancy and in the postpartum. A personal
history of VTE confers the highest risk of recurrent VTE during pregnancy. Other risk
factors such as increased BMI, immobility, and family history are independent of
pregnancy, but others such as preeclampsia, postpartum haemorrhage, and caesarean
section (CS) are specific to pregnancy.
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Australian and NZ consensus recommendations 2’ endorsed by the Australasian

Society of Thrombosis and Haemostasis and the Society of Obstetric Medicine of
Australia and NZ have recently been published, but the authors stress that they
developed pragmatic recommendations supported by low-level evidence given the
paucity of data from clinical trials in this area.

The recommendations note the increased risk of VTE in women who deliver by CS and
recommend thromboprophylaxis with LMWH for all women who deliver by emergency
CS. Women who deliver by elective CS should only receive chemical
thromboprophylaxis in the presence of other risk factors. %’

Alternatives to pharmacological thromboprophylaxis, in women at increased risk of VTE
where it is contraindicated, include IPC during the caesarean section and postpartum for
up to 24 hours, or GCS. *°

PATIENTS CURRENTLY ON ANTIPLATELET / ANTICOAGULANT THERAPY

In patients already on antiplatelet therapy to treat other conditions, consider using
additional mechanical or pharmacological VTE prophylaxis if the patient is assessed as
being at high risk of VTE. % Also consider the patient’s bleeding risk and comorbidities
in the decision to use additional VTE prophylaxis. ®

If the risk of VTE outweighs the risk of bleeding, consider using pharmacological VTE
prophylaxis according to the reason for admission. *°

Do not use additional pharmacological or mechanical VTE prophylaxis for patients who
are taking warfarin and who are within their target therapeutic range, or for patients who
are having full anticoagulant therapy, such as, LMWH or UFH.

In patients undergoing surgery who are already on warfarin, temporarily stop warfarin
beginning about5 days before surgery and consider bridging anticoagulation with
LMWH or UFH, with consideration of the patient’s risk for thromboembolism, and after
discussion with the relevant specialities. Restart warfarin approximately 12-24 hours
post-surgery, provided adequate haemostasis has been achieved and there is no
evidence of ongoing bleeding. *'
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METRICS:

DATA DEFINITIONS AND MEASUREMENT SPECIFICATIONS

Key metrics are used to assess and understand the scope of hospital-associated
VTE and assess and track performance with VTE prevention quality improvement.

All of these key metrics apply to adult patients aged 2 18 years with a length of
hospital stay (LOS) of 2 24 hours.

Three types of measures are included in this National Policy Framework:

Process measures: To determine whether the processes which directly affect the
outcome are being implemented to impact the outcome measure. (For example, the
delivery of timely prophylactic antibiotics to reduce surgical site infection).

Outcome measures: To determine whether the team is achieving what it is trying to
accomplish and articulates the picture of success. (For example, if the team wants
to reduce falls it should measure the number of falls).

Balancing measures: To determine whether improvements in one part of the system
have been made at the expense of other processes in other parts of the system.
(For example, in a project to reduce the average length of stay for a group of
patients, the team should also monitor the percentage of readmissions within 30
days for the same group).

PROCESS MEASURES

MEASUREMENT 1. RATE OF VTE RISK ASSESSMENT WITHIN 24 HOURS OF
ADMISSION

Improvement is noted as increase in the rate. The target rate and time frame can
be set by the organisation, for example, 90% of all admitted adult patients, with a
LOS of 2 24 hours, are required to be VTE risk assessed within 24 hours of
admission, by the end of the current year.

Aim: Increase the percentage of adult hospitalised patients (= 18 years) with a LOS of
= 24 hours who have a VTE risk assessment within 24 hours of hospitalisation to at
least 90%.

Measure: The percentage of adult hospitalised patients (= 18 years) with a LOS of = 24
hours who have a VTE risk assessment within 24 hours of admission.

Population definition: Adult patients (= 18 years) admitted to the hospital for =2 24
hours for a medical or surgical condition.
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Data of interest:

Number of adult patients (LOS of = 24 hours) who are assessed for VTE risk
within 24 hours of admission.

Number of adult patients who are hospitalised for = 24 hours for a medical or
surgical condition.

Numerator/denominator definitions:

Numerator: Number of adult patients hospitalised for = 24 hours for a medical or
surgical condition who are assessed for VTE risk within 24 hours of admission to
the hospital.

Denominator: Number of adult patients who are hospitalised for = 24 hours for
a medical or surgical condition.

Method/source of data collection:

The best method of data collection is from prospective review of clinical notes and
medication charts, since this provides the opportunity for real-time improvement of VTE
prevention for patients during hospitalisation, and for educating and prompting health
care professionals regarding VTE risk and appropriate thromboprophylaxis.

An alternative, but less ideal method is to carry out retrospective reviews of the clinical
notes of all adult patients hospitalised during a specific target period, for example, the
previous month, to determine the appropriateness of VTE prophylaxis. This method
does not however provide opportunity for real-time improvement of VTE prevention.

MEASUREMENT 2. PREVALENCE OF APPROPRIATE VTE PROPHYLAXIS

This is a sensitive indicator of how well the various care delivery steps come
together, including the VTE risk assessment process to determine and drive
appropriate VTE prophylaxis. Improvement is noted as an increase in the
prevalence.

There are two methods of VTE prophylaxis, pharmacological and mechanical, and
several types of prophylaxis within each method. The numerator will not only
need to capture which type of prophylaxis was received by the patient, but also if
there was documentation of a reason for the patient not receiving one or both
types of prophylaxis.

Aim: Increase the percentage of at-risk adult hospitalised patients with a LOS = 24
hours receiving appropriate VTE prophylaxis within 24 hours of admission, (or other
time period set by the VTE prevention team).
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Measure: Percentage of adult hospitalised patients with a LOS = 24 hours for whom
VTE prevention is indicated who receive appropriate thromboprophylaxis.

Data of interest:

Number of patients with a LOS = 24 hours who receive appropriate
thromboprophylaxis as per organisational guidelines during hospitalisation.

Number of adult hospitalised patients with a LOS 2= 24 hours who are candidates
for VTE prophylaxis.

Numerator/denominator definitions:

Numerator: Number of patients with a LOS = 24 hours who are appropriate
candidates for VTE prophylaxis receiving VTE prophylaxis as per organisational
guidelines

Denominator: Total number of adult hospitalised patients with a LOS = 24 hours
who are appropriate candidates for VTE prophylaxis

Method/source of data collection:

The best method of data collection is from prospective review of clinical notes and
medication charts, since this provides the opportunity for real-time improvement of VTE
prevention for patients during hospitalisation, and for educating and prompting health
care professionals regarding VTE risk and appropriate thromboprophylaxis.

An alternative, but less ideal method is to carry out retrospective reviews of the clinical
notes of all adult patients hospitalised during a specific target period, for example, the
previous month, to determine the appropriateness of VTE prophylaxis. This method
does not however provide opportunity for real-time improvement of VTE prevention.
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OUTCOME MEASURE

MEASUREMENT 3. INCIDENCE OF HOSPITAL-ASSOCIATED VTE DURING
HOSPITALISATION, OR WITHIN 90 DAYS OF DISCHARGE

This measure evaluates the proportion of adult patients who develop VTE during
the course of hospitalisation, or within 90 days of discharge (hospital-associated
VTE).

This measure also indicates how well the care delivery steps come together to
prevent hospital-associated VTE, which is the main desired outcome of a robust
in-hospital VTE prevention programme.

DVT of the lower extremity is subdivided into either calf vein or proximal vein
(popliteal, femoral, or iliac vein) thrombosis. Proximal vein thrombosis is of
greater importance clinically, since it is more commonly associated with serious
disease. More than 90% of cases of acute PE are caused by emboli emanating
from the proximal veins of the lower extremities. *

Aim: Reduce the incidence of hospital-associated VTE.

Measure: Number of hospitalised adult patients with a LOS = 24 hours who develop a
VTE event, (specifically, proximal lower extremity DVT / PE), during hospitalisation, or
within 90 days of discharge.

Data of Interest:

No. of adult patients with a LOS = 24 hours who develop hospital-associated
VTE, (specifically, proximal lower extremity DVT / PE).

Numerator/denominator definitions:

Numerator: Number of adult patients who develop confirmed proximal lower
extremity DVT / PE during hospitalisation, or who are readmitted within 90 days
of discharge with proximal lower extremity DVT / PE.

Denominator: Total number of patient-days (for the month being audited) for
adult hospitalised patients with a hospital stay of > 24 hours

Method/source of data collection:

The best method of data collection is to set up a reporting system with the radiology
department and the anticoagulation service to prospectively identify cases of DVT and
PE as they are diagnosed.

Clinical coding data can also be used to assist in the identification of readmissions with
hospital-associated VTE. However, while the ICD 10 coding system plays an important
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role in hospital administrative data, the system does not facilitate easy identification of
VTE. Coding accuracy is also critical to allow proper identification of VTE.

Frequency of data evaluation:

Monthly

BALANCING MEASURE

MEASUREMENT 4. INCIDENCE OF BLEEDING DURING HOSPITALISATION FROM
PHARMACOLOGICAL VTE PROPHYLAXIS

A very important consideration after major system changes is the identification of
unintended consequences. Balancing measures answer the question whether
improvements in one part of the system were made at the expense of other
processes in other parts of the system.

Bleeding is the most serious and common complication of pharmacological
thromboprophylaxis. For each patient, the potential benefit from VTE prevention
needs to be balanced against the potential harm from induced haemorrhagic side
effects.

Risk factors for bleeding, (such as, active peptic ulcer disease, liver disease,
thrombocytopenia, post-surgical haemostasis, neuraxial anaesthesia), must be
thoroughly assessed before any decision to prescribe pharmacological
thromboprophylaxis. Daily clinical assessments of bleeding and monitoring of
haemoglobin help to identify any source of bleeding early.

The risk of anticoagulant bleeding varies according to type of anticoagulant,
(mode of administration, half-life, and reversibility), and patient risk factors,
(medical/surgical, coagulopathy). Prophylactic doses usually cause less bleeding
than therapeutic doses. The definition of major and minor bleeding is not however
standard across studies and the reported incidence of bleeding from
pharmacological prophylaxis varies, (see definition of major bleeding
complications in Glossary).

Managing anticoagulation-associated bleeding depends on the location and
severity of bleeding. It usually necessitates promptly removing the anticoagulant,
giving an antidote if available, and giving support treatment using transfusions.

Monitoring and formal auditing of anticoagulation-related adverse events,
particularly bleeding episodes, should be routinely performed.
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Aim: Reduce the risk of anticoagulation-related bleeding in adult hospitalised patients
receiving pharmacological VTE prophylaxis.

Measure: Percentage of adult hospitalised patients who receive pharmacological VTE
prophylaxis who experience an anticoagulation-related bleeding event.

Data of interest:

Number of adult hospitalised patients receiving pharmacological VTE
prophylaxis who experience an anticoagulation-related bleeding event, (see
Glossary for definitions of major and minor bleeding).

Numerator/denominator definitions:

Numerator: Number of adult hospitalised patients who experience a bleeding
event related to pharmacological VTE prophylaxis.

Denominator: Total number of adult hospitalised patients receiving
pharmacological VTE prophylaxis.

Method/source of data collection:

The best method of data collection is to prospectively monitor all anticoagulation-
related bleeding events.

Frequency of data evaluation:

Monthly

DATA COLLECTION

The purpose of collecting data for VTE prevention-related quality improvement is to
regularly monitor performance and progress PDSA / learning cycles, and also to identify
any unintended consequences. Examples of audit tools currently used for this purpose
in NZ hospitals are shown in Appendix 5.

Monthly collection of data from 20 randomly selected patient records from each area of
care in the hospital can provide sufficient information to compile a monthly report for the
organisation.

To ensure that data collection is routinely and consistently carried out, the VTE
prevention team should ideally designate this responsibility to a specified individual.

The VTE prevention metrics and the tools utilised for data collection should first be
piloted and refined using short iterative PDSA / learning cycles, to ensure that the
collected data are useful to inform the quality improvement processes.
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Independent reviewers can be utilised to assist with developing and refining audit tools
to help ensure that collected data is both useful and of high quality. For example,
guestions that such reviewers might be asked to consider as regards the usefulness of
a data collection tool to evaluate the appropriateness of thromboprophylaxis for adult
hospitalised patients are: %°

Did the reviewers arrive at the same VTE risk level?

Did they agree on the absence or presence of contraindications to
thromboprophylaxis?

Did they share the same conclusion about whether the patient was receiving
adequate VTE prophylaxis?

Data can be collected prospectively from current inpatients’ clinical records, or
retrospectively from clinical records of discharged patients. An advantage of
prospectively collected data is that this enables staff to be alerted if systems or care
deficits are identified, thereby providing opportunities for immediate improvement of
patient safety and quality of VTE prevention.

Sequential piloting of the data collection tool can also be used to help refine the fields /
criteria included in the tool, such as, the specific patient groups who should or should
not be included in the sampling, and the methodology to be used for performance
tracking; for example, collecting data at baseline before introducing the intervention, and
then again after introducing the intervention. Collection of at least 20 data points before
the intervention and then as many as required after introduction of the intervention
enables results to be tracked and trended using run charts.

Sampling strategies that are commonly used are convenience sampling, where patients
are selected solely because they are available, for example, on a ward, and random
sampling, where patients who are representative of a specific population or care area
are randomly selected using a selection tool such as a random number generator.

SYSTEMATIC INVESTIGATION OF VTE EVENTS

Root cause analysis is one example of a process used to systematically investigate
cases of hospital-associated VTE, (clots that develop during hospitalisation or within 90
days post-discharge), (see Figure 3). All DHBs / health providers should communicate
the findings of any systematic investigation to all stakeholders, and also use the findings
to inform their VTE prevention quality improvement initiative.
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FIGURE 3. ROOT CAUSE ANALYSIS PROCESS
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ABBREVIATIONS

ACCP: American College of Chest Physicians

ACP: American College of Physicians

CS: Caesarian section

DHB: District Health Board

IPC: Intermittent pneumatic compression

GCS: Graduated compression stockings

LMWH: Low molecular weight heparin

NHMRC: National Health and Medical Research Council
NICE: National Institute for Health and Clinical Excellence
NZ: New Zealand

PDSA: Plan-Do-Study-Act

PTS: Post-thrombotic syndrome

RMO: Resident medical officer

THR: Total hip replacement

TKR: Total knee replacement

UFH: Unfractionated heparin

UK: United Kingdom

VFP: Venous foot pumps

VTE: Venous thromboembolism
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GLOSSARY

Appropriate management of VTE prevention:

Appropriate non-receipt of any form of prophylaxis when the patient has no VTE
risk factors;

Appropriate receipt of pharmacological prophylaxis when VTE risk factors are
present and the patient has no contraindications for pharmacological
prophylaxis;

Appropriate receipt of mechanical prophylaxis, when VTE risk factors are
present and the patient has contraindications for pharmacological prophylaxis.

Hospital-associated VTE:

Is that which is not clinically evident or suspected at the time of admission, but is
diagnosed during or up to 90 days after hospital admission.

Major bleeding: *°
Fatal bleeding, and/or

Symptomatic bleeding in a critical area or organ, such as, intracranial,
intraspinal, intraocular, retroperitoneal, intraarticular or pericardial, or
intramuscular with compartment syndrome, and/or

Bleeding causing a fall in haemoglobin level of 20 g L™ (1.24 mmol L") or more,
or leading to transfusion of two or more units of whole blood or red cells, and/or

Surgical site bleeding that requires a second intervention - open, arthroscopic,
endovascular - or a haemarthrosis of sufficient size as to interfere with
rehabilitation by delaying mobilisation or delayed wound healing, resulting in
prolonged hospitalisation or a deep wound infection, and/or

Surgical site bleeding that is unexpected and prolonged and/or sufficiently large
to cause haemodynamic instability, as assessed by the surgeon. There should
be an associate fall in haemoglobin level of at least 20 g L™ (1.24 mmol L™), or
transfusion, indicated by the bleeding, of at least two units of whole blood or red
cells, with temporal association within 24 hours to the bleeding.

Minor bleeding:

Bleeding that is not actionable and does not cause increased length of
hospitalisation. Examples include, but are not limited to, bruising, haematoma,
nosebleeds, or haemorrhoidal bleeding. Minor bleeding may include episodes
that lead to discontinuation of anticoagulation.
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Proximal lower extremity DVT:

DVT in the legs that occur at or above the popliteal vein, which is located behind
the knee.

VTE:

The presence of DVT or PE objectively confirmed by at least one of compression
ultrasonography, venography, ventilation-perfusion lung scanning, CT pulmonary
angiography, or a conventional pulmonary arteriogram.
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APPENDICES

APPENDIX 1. GLOBAL VTE PREVENTION FORUM

GLOBAL
PREVENTION
FORLIM

1 P

Venaous Thrembeembeoelism [WTE) is a significant international patient safety issue a3 the number
one cause of preventable hospital mortality. VTE is the immediate cause of death in 10% of all
patients whe either die in hospital ar within three month: after admission. Proven, effective
measures are available to prevent and treat DVT and PE in high-risk individuals. Yet today the
majority of individuals whe could benefit from such proven services do not receive them. Te
reduce harm associated with VTE we endorse the application of a system-wide approach to VTE
pravention an a global scale, that seaks to:

Raise levels of public awareness and information around the risks of VTE:

Improve professional aducation about VTE prevention;

Develap a systematic approach to VTE prevention far hospitalised patients;

Ensure that every hospital develop a formal strategy, inm the form of & written
institution-wide VTE prevention policy

Develap a system for monitoring compliance with VTE best practics;

Improve VTE metrics in national and international data collections; and

Make VTE prevention a priority for health policy makers.

ooy

L I T

VTE not anly kills, but can also have devastating co-marbidities which significantly impact on the quality of
life for thate patients who survive a blood clot. Safe and affective mathod: of VTE preventien have hean
knawn for many years, but despite this, implementation af VTE prevention ba:t practice still remaing
largely unaddressed in many hospitals worldwide.

The anly way to truly address this public health challenge is for national health systems to prioitise the
development of systematic and integrated approaches to VTE prevention that can be implementad in
primary, secondary and tertlary settings.

In recent years, it has become apparent in some countries that reducing avoidable death and chronic ili
health from hospital ecquired VTE is both achievable and desirable in addressing the human and financial
rosts of VTE. Estimates of the owerall annual costs of VTE and its complications, namely chronic venous
insufficiency (CV1), vary from LS5720 milllon-1 billion in Western European countries, to U553 billion in the
5A°,

With WTE now becoming a priority patient safety izsue for a number of healthcare systems arourd the
whorld, clinicians frem acrats the warld have demonstrated their support far the develapment of 3 glabal
initiative to share VTE prevention best practice, madelled on the tried and tested approaches taken by
internaticnal VTE exemplars.

The Glohal WTE Prevention Forum has been established as @ unigue platform for policy decision makers,
clinicians and multidisciplinary teams to share l=arming, best practice and exchange views and information,
fts main alm is to improve patient care through more effective treatment and prevention of VTE. The
farum agrees that VTE should now be seen a5 a priority for national health systems ac a means of reducing
further avoidable death in hospital patients around the world,

Clinical or policy representatives from any country with an established VTE prevention programme, or
those with a desire to learn from existing best practice, are encouraged to join the Global YTE Prevention




Forumn, which held its ineugural meeting during the XXl Congress of the Intermational Sodery on
Thrambosis and Haemastasis [I5TH) in Kyoto, lapan on 24 July 2011,

Chairman:

Mr Andraw Guwynna MP, Chair, United Kingdom Housa of Commong All-Party Parliamantary Thrombosis Group

Dr. Fumimaro Takakw, Charman, National Patient 5afety Campaign "PARTNERS™ Frasident, The Jacaress Assaciation
of Madical Sciences and President, lapanese Society for Quality and Safety in Health Care

Wice Chairman:

D Roopen Arya, Chair, Mational Health Service VTE Exemplar Netwaork, (England)

Dr Jamias Douketis MD, Professor of Medicine, Mdvaster Uinfversity & Director of Vascular Medicine, 5t |osaph's
Healthcare, Hamilton, (Canada )

Professor Grag Maynard MD, MS:, SFHM. Clinlcal Professer of Medicine: Director, Canter for lanowation and
Improvemeant Science, Undversity of California, San Diego, [USA)

Intemnational Membars:

Anne Blumgart - Secretary New Zealand YWTE Prevention Steering Group; Honorary Clinical Lecturer, The School of
Pharmacy, The Uiniversity of Auckland [New Zealand)

Dr Takashi Fuji, Vice President, Osaka Kossinenkin Hospital, OSAKA; Spine surgeon, Orthopasdic surgeon (Japan)

Dr Karuhiko Hanzawa, Thoracle and Cardiovascular Surgery, Miigata Unlversity Graduate School of Medicine and
Dantal Science, Niigata University, Research Institute for Natural Hazards and Disaster Recowvery [lapan]

Samuel Z. Goldhaber, MD, Morth American Thrombosis Forum (USA]

Profiessor Beverley Hunt, Medical Director, Lifeblood; the Thrombosis Charity (England]

B3 Yoshike Kinoshita, RN, PRD, Institution of Mursing care. NTT Madical Centre Tokyo (lapan]

D Takao Kobayashi, Director, Hemamatsu Medical Centre [lapan)

Cr Shunzo Koizumi, Professor Emeritus Saga University and Director, Shichijo Clinic (Japan]

O Masayuki Kurabwa, Instructor, Department of Anesthesiclogy, Faculty of Medicine, Kitazato University [lapan}

Dr Mashic Makamura, Associate Professor, Department of Cardiclogy and Nephrology. Mie University Graduate School
of Mexdicine (lapan)

Dr Takeshi Makano, Chairman of lapanese Society of Pulmonary Embolism Research; Professor Emeritus at Mis
University (Jlapan)

Dr Masatoshi Watanabe, Team Leader, Patient Safety Promaoting Unit, Health Policy Bureauw, Ministry of Health,
Labour and Waelfare (lapan)

D Masato Sakon, Director, Nishinomiya Municipal Central Hospital |Lapan)

Professor Sebastian Schellong, Professor of Angiclogy, Director of the Centre of Vasoular Diseases, Linkversity of
Dresden, [Germany}

D Morimasa Sea (Japan), Chief, VTE Prevention Team, Mational Patient Safety Campaign; and Clinical Professor,
Faculty of Medicine, Kagawa University

Or Winod Singh, Honorary Clinical Senior Lecturer in Medicine & Consultant physician in acute stroke and acute
internal medicine. Nerth Shore Hospital, Auvckland (New Zaaland)

Luke Slawomirski, Australian Commission on Safety & Chaality in Healthcare (Australia)

Dr Maruo Ughara, (Japan), Director, National Patient Sefety Campaign & Professor, Quality and Healkh Systems,
Tohoku University School of Medicine

Dr Morikagu Yamada, Associate Professor, Department of Cardiclogy and Nephrology, Miz University Graduate School
of Maxdbcine (lapan)

D Chikao Yasuda, Assistant Professor, Department of Surgery, Kinki University School of Medicine & Division of
Patient Safaty, Kinki University Hospital (lapan)

Faculty Secretariat:

Jamat Tyreell [UK), Pocnsm Arora (LK), Tim Brown [UK)

Suppart

The Globa! VTE Prevention Forum is a result of a joint patient safety initiative botween the National VTE Prevention
Programma in England and the Naticnal Patient Safety Campaign in lapan, which togather form the joint secretariat of
the Global VTE Preventlon Forum. We are grateful to Boshringer Ingelhaim Lid and Bayer Plc for their educational
gramts which hal ped Facilitate the first meeting of the Glokal VTE Prevention Foram,
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FIGURE 4. INTERNATIONAL CONSENSUS STATEMENT ON VTE
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APPENDIX 2. VTE PREVENTION PROJECT PLAN TEMPLATE *°* AND

DRIVER DIAGRAM

PROJECT BACKGROUND

Project Title:

[name of ] Hospital Venous Thromboembaolism (VTE) Prevention
Project

Project Aim:

To improve the VTE risk assessment of all inpatients at risk of
VTE and improve the use of appropriate VTE prophylaxis in
patients at risk.

Project Background:

The prevention of YTE in acute care hospitals has been
recognised nationally and internationally as a priority patient
safety issue because of the strong evidence base for preventive
measures and high potential for improvements in patient
outcomes.

In Australia each year over 30,000 people are hospitalised with
primary or secondary blood clots in their legs or lungs referred fo
as VTE. Most of the VTE cases that are treated in hospital
settings are related to prior hospitalisation for either surgery or
acute illness. VTE resulis in an estimated 5,000 deaths annually
and many survivors develop long term and costly complications.

It is essential that a VTE risk assessment be performed on each
patient admitted to [name of hospital] before deciding whether or
not to use preventive measures and on the most appropriate
measures to use.

Preventive measures such as anti-clotting medication, intermittent
pneumatic compression, anti-embolic stockings and early
maobilisation are known to be effective in reducing the incidence of
VTE, but are used inconsistently.

Project Benefits:

(global)

This project will result in:

* |mprovements in systematic assessment & documentation
of VTE risk in inpatients

*  |mprovements in use & documentation of appropriate
prophylaxis in patients at risk of VTE

* |ncreased awareness of VTE prevention measures and
strateqgies across disciplines

*  AVTE prophylaxis policy adopted and disseminated,
supported by training in its use

* |ncreased use of evidence based guidelines &
recommendations to support best practice VTE prophylaxis
in hospitalised patients
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= |mproved patient safety and reduced VTE related morbidity

Project Objectives:

(local and
measurable)

1. Introduction of a new hospital VTE prophylaxis policy

2. All inpatients are systematically assessed for VTE risk & the
result is documented in the patient notes

3. All inpatients at risk of VTE receive appropriate VTE
prophylaxis and VTE prophylaxis measures are
documented in the patient notes

4. The hospital has sustainable systems in place to support
routine VTE risk assessment and VTE prophylaxis
management inpatients.

SCOPE OF THE PROJECT IN YOUR HEALTH SERVICE Insert organisation name

below
Organisational Why is the project important for your health service? E.g. To
Context reduce the morbidity and mortality associated with VTE

This project will include: This project will not include:

What’s in, e.g. which wards or clinical units will | What’s out, e.qg. which wards/units are

you include

not included in this project.

Project Deliverables:

What will you be delivering at the end of the project? NOTE:
these are the products you will have at the end of the project,
e.q. a policy, orentation program, risk assessment &
management pathway, improved awareness levels etc.
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Success Criteria:

How you will measure the success of the project? NOTE: the
success criteria must be specific and measurable.

Resources:

What are the resources required to undertake the project
impartant to be fair and reasonable, consider: people, space to
meet and access to a computer & internet, etc.

Linkages:

Are there opportunities for this program to gain leverage or
support from other groups? For example. medication safety
groups, quality improvement processes or programs, risk
management programs.

Project
Assumptions:

Project assumptions are circumstances and evenis that need to
occur for the project to be successful but are outside the total
control of the project team. They are listed as assumptions if

there is a HIGH probability that they will in fact happen.

Constraints:

Project Constraints are aspects about the project that cannot be
changed and are limiting in nature. Constraints generally
surround four major areas. Scope, Cost, Schedule (Time), and
Quality.

Factors that are pre-determined that affect the project: imposed
dates, dependences on other committees.

Examples here can be specific. NOTE.: only include time and
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money If you can quantify them.

Scope: If project scope Is expanded, it is expected that the
project schedule must also expand to accommodate the
increased workload.

Resources: If the project is constrained by access to resources,
including skills, people and infrastructure or equipment

COMMUNICATION PLAN

Who is important to make this project successful?

Stakeholders

Who

What are their
information needs?

How & When
are you going
to let them
know?
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PROJECT TEAM ROLES

Executive Sponsor:

Who fulfils this role and what do they do?

Role of the Executive Sponsor

Clinical Leaders:

Who fulfils this role and what do they do?

Role of the Clinical Leader

Project Team
Coordinator:

Who fulfils this role and what do they do?

Role of the Project Coordinator

Project Team
Members:

Who fulfils this role and what do they do.

Role of Project Team lMembers

Start Date:

Completion Date:

Executive Sponsor

Name:

Signature & Date:

FIGURE 5. NATIONAL HEALTH AND MEDICAL RESEARCH COUNCIL (NHMRC) ‘STOP THE CLOT’

VTE PREVENTION PROJECT PLAN TEMPLATE
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AIM

|

Improve delivery of
evidence based
care in VTE
prevention

OUTCOME:

Reliable risk
assessment &
appropriate
thromboprophylaxis
prescribing &
administration
90% of adult
admissions in

Breast Surgery by
July 2012

90% of all adult
hospital admissions
by
December 2013

VTE PREVENTION DRIVER DIAGRAM

PRIMARY DRIVERS

SECONDARY DRIVERS

Reliable risk
assessment

Reduce the risk of VTE & anticoagulation-
related bleeding by ensuring 3 documented
VTE risk sment is completed on
ission, 4 to 48 howrs. after
admission, and perodically during stay as
the patient’s clinical condition changes.

INTERVENTIONS

WTE Risk
Azsessment Toolis
availablzin
SACPAC and ED
admissions
document.

Reliable care delivery

Ensurs relisble & sppropriste prescribing,
administration & dosumentation of
anticoagulant therapy/mechanical
intervantion.

Bl

CMDHB
Anticoagulation
Guidelines include

VTE prophylaxis.

Education
&
Awareness

Provide education & raise awareness of VIE
risk and prevention.

Ensure competent practitioner completes
risk assessment & prescribes appropriste
pharmacological/mechanical
thromboprophylaxis.

Bl

E-Learning Tool in
creation.

Culture of safety

&
quality improvement

Provide 3 culturs of safety & quality
improvement.

Ensure executive sponsarship.

ide clinical leadership.

ultidisciplinary team approach.
Utilise 3 systems-based, whole-of-hospital
approach.

Implement use of key quality measures to
guide, measure & monitor improvement.

Multidis ciplinary
WTE working group
driving change with
support of Clinical
and Executive

sdership.
National Policy
Framework is being
developed.
Learning cycle in
progress in Breast
Surgery.

Patient & family
centred care

Enswre patient &family centred cars.
Provide patient information on admission &
discharge.
Involve patient/caregiver in risk assessment
& treatment process.

Promote open communication amang team
& famity.

Optimise transitions to home or other facility.

VTE prevention
patient information
leaflets are
routinely provided
to adult patients.

FIGURE 6. COUNTIES MANUKAU DISTRICT HEALTH BOARD VTE PREVENTION PROGRAMME

DRIVER DIAGRAM
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APPENDIX 3. VTE RISK ASSESSMENT TOOLS / GUIDANCE

COUMTIES
MANUKAU
HEALTH

Aix prdans foemifs fon gbe hare

THROMBOPROPHYLAXIS DECISION

Do thay have any of thaso Ask factors for VTE?

[ Muttipia Trzuma

[[] Msjor Grinopaadic surgary eq. kower fmb, pebis - must be
dzaesad with e ugeon
{anaral Surgeny, other than minor NO

All acurt madical and surgical patients should be fsk assossad within 6 hours of admiSsion, reassassed
within 24 - 48 hours of admission and whenever the clinical situation changes signinicanthy.

Apply your clinical judgement! This is 3 prompt, nof a pathway

Likely i be immobile >3 daya, including at home prior io -
aimizsion, PLUE rizk fachors especialy tha following:
[ Activa melignency
[ History of DVT/FE
[ Markedy alevsied BMI eq =35

ves ¥
Do they have amy of the Tollowing
contraindications to enoxaparin/heparin?
[ Adtive bleading, or unaxpianed Hb <1000/, hasmarhagic srok|
[] High: risk of blesding: eg. warfarin or other béood thinners,
rapmaopiila, Von Willebrands, low plaelets eg. <£00
H Unconirolled sy hypertersion (=230 20) NO

L]

HNo thromboprophylaxis indicated

Re-ayaluate as needed during admission

Then they nead pharmacological
thromboprophylaxis

{Jesophagesl vances, recent (< 3 months) & bleed

[] Wigh: risk from blseding: a5 procedures with righ hlading
rizk (eq. spinae, ey, rewd), epidural block, LP witin naxt
1 Liprey dhr

[[] Hestoey of infracranial bised, brain metasissas

[] Severa fwer or kidney impainent

[] Hestory o heparn-indaced thrombocyiopenia o alamgy

[] Crer

vEs Y
Do they have any of these coniraindications
to mechanical VTE prophylaxis?

Severa perphersl vascular disesse
Severa peripheral newrnpaty HO

Enmcapanin (Clexane) 40mo subout daily,

Xmg daly if <£5Kg or eGFR <30mLmin
|comsider 3.3_.32mq once daily if mariedly
elevatad BMG

TRIRTH.IR: cormider
rivenoxcaban {0mg daily instesd, or
dabigatran - ses dosig gagsines

In snme cases unfrachonated heparn may be wad:
heparin 5,000 unitz subcut 3 hourly

How long? 7-10 days, or undl mobilising
Coresidar extended Etﬂ-ﬂ-'l:ﬁ-%;'d prophents for

patients at wery high resk of V

High risk patient, ag. orthopasdic surgery?

Corssider machanical prophyisxis =5 well - sec below

Then order mechanical thromoprophytals

L)

Seern lower limb oadema
Racent skdn graft

(] Dematitis / celidis

[ otter

YES ¥
[ O bio thrombopmphytis |

Balow kmea compression sinckings
I high risk pafients, a9, orthopasdic surgary,
=/~ intra-op IPC, post-op foot pumps

In =il patients, the shove messures should be supplemanted with adequate ydration and early mobiization
In wery high risk petiants consider using both pharmacoiogical and mechanics measures, o discuss with Hasmatology
Ref: hifpfiwrvsr nhmire. gowsw’_files _nhmnoSlafics’programsfipguideline_praversion_venous_thromboembolism. pdf

Iniial Asseszment:  Date: Tima: Thomboprophylzis ordered? [V Name:
E Y, plesss indicats byps

= Dzte: Time: Chenge in Thromboprophyladas? (Y Nama:
Y, indicals type ordered fanter Mifi nona)

Reamsansed D= Time: Crenge in Thromboprophyla? (Y Nama:
E Y, indicais type ardemd janter i nona)

Rezssassed Date Time: Crenge i Thromboprophyleds? (Y Nama:

Y. indicaie type ordered janter Wi nong)

FIGURE 7. COUNTIES MANUKAU DISTRICT HEALTH BOARD VTE RISK ASSESSMENT TOOL



[P Wairemata Firct Nama: fre—
‘J Pésirkn Wi 1 Poacd Surname:
" Tee Wik Awhtiveg AFFIX PATIENT LABEL HERE
Deshe of St HHig:
Thrombosis Service Ward G Congultant:

THROMBOPROPHYLAXIS RISK ASSESSMENT TOOL

All medical and surgical patients shonld be risk aszessed on admission, and reassessed
withim 14 hours of admission and whenever the clinical situation changes significantly.

Progmancy or £ weaks post-parim

Arete infoctions, theurstologic or mflameoory boae! disess
Critical cam

Encrun thropshopkeli

Amx8m

VIE RISK ASSESSMENT

Medical Sargical Orthopaedic
Ompomyg rednosd mokity mlatis to normal st AN Ganaral Surgary, othar them menor
= Active maliznancy Bdajor Trmma
= Pt history DVIFE Lowsr lind arfooplasty e THIE,
 Tochoamsic stols - Discuss with Stroks team first T
. B : v i {CEF Fractumd MOF
« Ohaginy (B =30) Pahic tromm sumgery
E I'ERJ'nr il 5 Gpinad tramas'Tergery

Lo linh cast fractmes +
mrbilisation

Leramr linth arfenwcopy: comidor
i char ok faciors present (ox
menbdlity, medical as listed)

CONTRAINDICATIONS TO FROFPHYLAYIS

Figh ik of bleeding; s.¢ warfans' debigairom’ fraroaaban,

iz, Voo Willsheamsds, tireoshocyiopania
Oesophageal varices or mecant (<3 moaths) GI bleed
Uncontrolled systolic Iopartemsion (=230°120)

Procsdumes with high bleedmg risk o.g. (5pine, eye, neuro], Lumber

Severs Fver or iddnery impairmant
Hstery of HIT (Haparm dnced Thrombocyiopenis) or hoparin
-3

Contramdications to Confraindications to
pharmacelogical prophylazis mechanical prophylazis
= Acthe blsedng, or umexphined aaemiz Sevam pariphand vascular Eweae
Hb=100g1 £
- Amw:mh.hnuynfmamhm Sovers Jower lin sed
A Facant skin gmft

o tifis  cellulits

Issue Dale: May 2012

Reference: WHMP.C Clmical Pracoce Guidelime for the Prevention of Venons Thromboembolism
in Patients Admitted to Australian Hogpitals 2009

E Thrombopronphvlaxis Risk Assessment Tool and Prescrintion Guide

FIGURE 8. WAITEMATA DISTRICT HEALTH BOARD VTE RISK ASSESSMENT TOOL
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‘y Wiriremara Firct Nama: [Ee—
Disaric

i Surnamsa:
Tee Wik Awhtiveg AFFIX PATIENT LABEL HERE
Deshe of St HHig:
Thrombosis Service Ward G Congultant:

THROMBOPROPHYLAXIS PRESCRIPTION GUIDE

Pharmacological thromboprophovazis:
Comeoly with Ansesthetist if om epidural or for nogery

s  Enoxsparin #mg subout moech™
*2ieg noct if <45y or oTFR <3udsmin
- comaider 4oz BD if mockedly slovated BMI (B =40)
OR
#  Heparin S0000070. 2ol sebemt B by

OR
s Warfars if demtion > 4 weeks can be used: target MR 2.0 - 3.0

e e How long zhould
Orthopaedic:: propiriaris be ned?
+ Eiramorshsn 1img daiy
I « TEJR: 2 weaks
#  Dabigacran: 12mg erally ence daiy; 150me daify if CrCl 30-5obmin* %
(b. Dabizatran & spproved for me in all majer orthopsedic mrperies) = i dry
- 'a A ] - & (Oxchars: 7~ a
gﬁvﬁ.ﬂﬁqdnm14hm1pm1m@u}.ﬂlmm]{l?ﬁm|h3]?w el mokiiving
& Aspirinc oy comsdar m oo risk petionts hemevr this is 2 ko prefarrsd
opoon.

Epidural/Spimal Catheters and Anficoaznlation Therapy
Rafor to protocod ar at Ansesthebises discretion

Fpidemal cathetor remymval shemld b delryed for at least 12 hooms (preferably 22 oo after the bst sdmemsiranon
cfa propindactic doee of Enoxaperin (M) or #) g once dadhy) or 1 8 bours after Riverossban {1 0w daily)

Dby remenal of epadural catheter for at east 4 bours afher bt adrrimstation of enfactonabed hopern.
(prophyiactc doss]. Dedor conmencemant of dabigimm until affer carthetor oz been mewred; nee dmmathe
anticoagmiant propiocis in meantme.

o Wit af keast 2 hoons ader removal of catheter befions mcommencemmant of Encamparin

s Wit af keast & hoors afer removal of catheter bafors moommencesnant of Riverosban

WAFFARD et MEVER. s achmimi stored o a paticest with an epidiml caoter in wtn

Coaider extended omi-of-hospiral proplscis for patiests st very bigh rizk of VTE

Mechamical Thromboprophylaxs
= Bealiow bmee comprewmson siockings
& Orthopaedic’seraral rargeny: mim-op SCDs, powt-op foot pamps.

In all prtices, th abovs meastre: shonld b cpplomared with sdeqats bydrtion and crhy pobilisanion. B wary
‘high risk patisnts consider using both phareacolomical amd meckomical mennmes, or disouss with Basoeeology.

Issue Dale: May 2012

E Thrombopronphvlaxis Risk Assessment Tool and Prescrintion Guide

FIGURE 9. WAITEMATA DISTRICT HEALTH BOARD THROMBOPROPHYLAXIS PRESCRIPTION
GUIDE



HIGH RISK
Major rauma

Crthopaedic surgeny

General surgery, other than minor
Patientz immeobile *3 days AMD one of the following

— Active Malignancy

— History DVT/PE

=  Markedly elevated BMI =30

— |schaemicstroke [0V stroke team)

Then applyclinical judgment. This is a prompt, not a
pathway. Refer to risk azsessment tool for full guidelines.

Prophylaxis Recommendation
Encxaparin 40mg* subcut nocts
OR Heparin 5,0001U/0.2ml subcut ¢ 8 hourdy
Or Warfann if >3 wks needed

Orthopaedics can u=e Rivaroxsban 10mg PO daily
THIR & wks, TKIR 2 weseks
Cr Dabigatran [licenced for major orthopaedic surgery )
oo dosing guidsines
All cases if not contraindicated +/- graduated
compression stockings
Surgical patients +/- intra-op SC0 or foot pumps

Contraindications/Considerations

Active bleeding, unexplained Hb<100g/L, haemorrhagic
stroke
High risk ofbleeding e.g. already taking warfarin/
rivarosaban/dabigatran, low platelets, BP=230/120
High rizk from bleeding e.g spinal block, history ICH
Sewvere kidney or liver impairment.
HIT or heparnn allergy
Epidural refer to protocol or anaesthetist

This list is not exhaustive

Enguires and clinical advice: Thrombosis Service

Waitakere 021 243 5966 or North Shore 021 245 0522

*Crcl =30m L min or wt <45kg “ eno@parin 20mg sc od

FIGURE 10. WAITEMATA DISTRICT HEALTH BOARD VTE RISK ASSESSMENT CARD
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J.._DFLMMI: Hraim

FATIENT 0 LABETL

VENOUS THROMBOEMBOLISM
RISK ASSESSMENT FORM

A 2ars and expected 10 have O
gﬂnmfnm;mnmmm;mmn%g

sTEP | ] ASSESS RISK OF VENOUS THROMBOEMBOLISM

HIGH RISK

Aiga » i years

Actve conoar oncancar treciment
Pressious VTE

Rocer srgary

Drabrydition

Acuis on Chronic lung Deeomsa
Acuie on Chronic Inflommiatory Diseasa
HRT ar combinad OICP

Echoamic Hhoka {sea nole”)
Decompensaied Heart Fodums

ESTABLISH RISK

STER | 2 ASSESS RISK OF BLEEDING
Acive blssding

o ity e
or imtracranial bleed

Sovee hapoic dssasa (MR = 1.3)

Achersa ieocton o heponn
Oin cumant onficoogulotion (woriornn)

Lurmbar punchecdapidunal i pravious 4 hours

STEP | 3 Is propiyiaxds Indicoted: Ovss Che
Encxoparn 40 mg® 55C nochs

*20mg i « 45 kg of #GFR « 30 mifmin

- ¥ conmaindlcated consldet TECS

STEP 4 Nome(panfy. ... .. . . 15— T T e et

* rchoomic ke - fie bonclits d’pnpﬁp:la: fic LMWH moyoufweigh fho rek. pofiodlorly for poficnfs wifh
log poresis, whe one immobds, howe o pror hisfory of ¥TE or whe o morbidly obese. The decision fo use
prophylochic anficoopdafion musf cleoys foke info oocounf bane s va. fsk brindividudl pofienfs.

Feiep] BT e Corruncoiorm el SS9

FIGURE 11. MIDCENTRAL HEALTH VTE RISK ASSESSMENT TOOL
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é AFFIX PATIENT LABEL

AHEE | ETRICGT HEALTH BoDAMD

Matemity VTE Risk Assessment

Step 1 > Treating doctonmidwife to assess and document VTE nsk categony

Step 2 3 Check for contraindications for VTE prophyaxis

Step 3 3 Record drugs and orders for TED stockings as per hospital policy

Step 4 3 Complete summary of care at booking, admission, postmataliy or if there are ciinical changes

STEP 1: Risk Azsessment

Pravious WTET
YES WO
w '
Al50 have amy ot Has any o
- Thrombaphila - Thromibophila
- Family History of WTE - Surgery (not Cassansan Sachon)
- Unprovoked VTE - SLEM Upls
- Destrogen related VTE - Sickle cell
- Recument VTE - Intravenoas EIUJ Lisar
- Nephrofc Syndrome

YES ND "I"ES////—I .
¥

L Has hnee or more of the Toll :
HIGH RISK / DN
i - Inpatient or postratl
- SMOokEr
| MEDILIM RESK ™ - BMI=-40 antenatal or =30 posatal
NO

- Posipartum Sarmery

- Caesanean Saction

- Systemiz Infzction

- Imnmcesiity =3 days

- Diabetes Mallus

- Pre-eciampsia

- Dehydration or Hyperemesis

- Dwartan Hyper Simuation Synorome
- Multipie Fregnancies

- Asslsted Repmduction

- Lamge Biood loss > 1L

- Transhusion

- 1CU Admission

- Age =357

- Thromiposedinflamed Varcoss Velns

- Midcavity Instrumental Dafvery
- Labour =24hrs

LOWY RISK

Maternity WVTE Risk Assessment
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STEP 2: Contraindications

Is there ane of the following?

- Acvie Bleeding
- High Risk of Sizeding

- Adverse reaction fo heparin

- 0m curment Gl'ﬂxﬂglﬂa'.l:ﬂ

- Birth or {enmination planred in 45 hours
- Regonal Anassthetc

- Severe perpheral atenal disease
- GEyvere perpheral Neumoaty

- Seyvere lower limb cedema

- Recent skin graft

- Acute Strokes

- Dasmatitis / Celiuliis

o T
MO YES

|

Mo Contraindcation b Thromboprophytads

L= NdCAIN [0 ClEXans TRmombopropiyianis;
discuss with pbelstrician for atematives

DRIRANEEEI 0N 10 m s
discuss with chstetriclan for altematives

STEPR 3. Completing the Protocol

Claxansg Ffw}]ﬂmﬂ Mechanical
WAE S antenatal Postnatal Dosing Prophytasls
Through pregrancy and &
H : =50KQ 20mg SCOD | Intemmitent car
o I Hr ek, Jl oy S1o0ky  40mg SCOD | compressoms
21-130kg 50mg SCOD Bk
AT I 2 %
Mogum | LTl iSks rEs0Ne or ke E“Err'%l.‘;.gz?n
dellvery, which ever | 7 €3¥s after DR ﬁem:;eug N it el Abave kres
Is shorier Mpairmes TED skockings
Hydratian and
Low Mine et moailEaton
STEP 4: Completing the Summsary
Dats | Mame & Poslfion Risk Level | Contralndications Action Taken

FIGURE 12. LAKES DISTRICT HEALTH BOARD MATERNITY VTE RISK ASSESSMENT TOOL
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.

Ao T T i

Medical VTE Risk Assessment

Medical VTE Risk&

Affix Patent Label

Acuts on chronic congestve heart fadure

Step 1: Treating doctor to determine and docwment VTE misk categony

Step 2: Check for contraindications o VTE prophyiaxis.

Step 3: Record drugs and orders for TED stockings as per hospital policy.

Step 4: When deviation from recommended prophylazis is required. please gve reasons.
Step 3: Print your name. sign and date on complstion

‘Severe respiratory diseass

mrmobility =3 days (ncludes at home pricr to admission) or mobile <30 minuies
in 24 howrs (bed—commodelchair) and age =40 years
High | and at least 1 other risk factor listed below

History of VTE

Acute infammatory (bowel) diseass or sepsis

Age =30 years

Active cancer

Low Mone of the abowe

Chemical

Are there any contraindications to chemical or mechanical prophylaxis? (Indicate below)

Tick

Mechanical Tick

Active bl=eding

Severe peripheral arferial disease

High risk of bleeding

Severs peripheral neuropathy

Severe hepatic disease (INR =1.3)

Severe lower limb cedema

Adverse reaction to heparin

Recent skin graft

On current anticoagulation

Acute Stroke

Other (plzase state):

Dermatitis/celulitis

Mo contraindications

Mo contraindications

Patient assessed by
Mame [PRINT) Position:
| Signature Diate:

4 Based on Prevention of Venous Thromboembolism: Best Practice Guidelines for
Australia and New Zealand 5% Edition, Cetober 2010

EDRAS Mo, 485177
Auguest 2011 — Authonsed Version 1.1

FIGURE 13. LAKES DISTRICT HEALTH BOARD MEDICAL VTE RISK ASSESSMENT TOOL
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Medical Venous Thromboembolism Prophylaxis Guide

Madical VTE Rlsk

Tick

FHSITHSCNOQE'-ST
Prophylaxia

Tiek

Duaration

Machanlcal Prophylaxia | Tick

Acuie on chronic congestive heart
fallure

‘Sewere respiralony dsease

Immabile or reduced mobilty =3 days
and at east 1 other risk factor
ated balow

Enaxaparin 40mg sc daily
{reduce dose 10 20mg
It welgnt <45 kg or
eEFR <30mi/min)

Intermitient ¢aif COMpIEES0rE

ar Unik resolution of andiar
High acate memeal liness
History of WTE ar hosptal dischange TED siockings
e e T Fondaparinux 2.5mg sc
5:“?5 LT e aally {u=s If confraindlcation to
= BNOXaparin and ne
Age 50 years contralndication fo
mechanical
Actlve cancer thromboprophylaia)
Conskler
Low Mone of the anove Enoxaparin 20mg sc dally untll hospital _Canslder
If SO0MIONE NSk fACinmss mschangs TED &lockings

Recommended VTE prophylaxis not instituted for the following reason:..

Mame (Prin

+ Additlonal Rlzk Factors:
Immability: defined as <30minutes mobdisation in 24 hours, Le. bed — commodeichalr and =3 days {includes at home prior o agmisskon)

Thromboghilla: Andiihrombin 1IE, protein C or protein 5 deficiencles; Cesinogen therapy, Pregnancy of puerperium, active Inlammation; snong
tamily history of VTE andior obasity.

FIGURE 14. LAKES DISTRICT HEALTH BOARD MEDICAL VTE PROPHYLAXIS GUIDE
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Affix Patient Labe!

TR B B EE EIR I B RN AL

Surgical VTE Risk Asseszment

Step 1: Treating doctor 1o determine and document WTE risk category.

Step 2: Check for contraindications to WTE prephylaxes

Step 3: Record drugs and orders for TED stockings as per hospital policy

Step 4: When deviation from recommended prophylaxis is required. please give reasons.
Step 3: Prnt your name, sign and date on completion.

Surgical VTE Riska Tick
Hip arthroplasty

KEnee arthroplasty

Major Trauma

Hip fracture surgery

Cther surgery with prior WVTE and'or active cancer

Major surgery and age >40 yrs
[Major surgery refers to infra-abdominal surgery and all operations =45
minutes)

Other risk (pleass state)

All cther surgery

Lovwrer

All other sungery with addiional VTE risk factors

Are there any confraindications to chemical or mechanical prophylaxis? (Indicate below)

Chemical Tick | Mechanical Tick
Ative blesding Severe penpheral arteral dissase

High risk of bleeding Severe penpheral neuropathy

Severe hepatic disease (INR =1.3) Sewere bower Imb cedema

Adwerse reaction to heparnn Recent skin graft

On cument anticoagulation Acute stroke

Cither (please state): Dermatitsicellulitis

No contraindications Mo contraindications

Mame (PRINT) Position:

Signature Ciate

& Based on Prevention of Venous Thromboembolism: Best Practice Guidelines for Australia
and New Fealand 5 Edition, October 2010

EDHAS. Mo, L5575
August 2041 — AuBorised Version 1.1

FIGURE 15. LAKES DISTRICT HEALTH BOARD SURGICAL VTE RISK ASSESSMENT TOOL



Surgical Venous Thromboemboelism Prophylaxis Guide

Surgical VTE Risk

Tick

Pharmacological Prophylaxis

Tick

Duration

Mechanical Prophylaxis

Tick

Hip arthroplasty

Knee arthroplasty

Major Trauma

Rivaroxaban 10mg orally daily
starting 6-10 hours postop

ar

Enoxaparin 40mag sc daily
starting & hours postop

30 days

Atleast 10 days

Apply

Hip fracture surgery et L’B‘g‘fri‘gu':i:?e il 30 days Intermittent pneumatic
: compression device

High ther surgery with prior VTE and

andfor active cancer : i

Major surgery and age=40 — ) ) 5:-;?3':'1;;"1'3 TED stockings

YIS (major surgery refers to intra- ._no.r.a_paan 40mg sc daily 20 dl_" 1:: -

abdominal surgery and other starting 6 hours postop ) 0!’ e

operations >45mins) {reduce dose if weight <45kg or abdominal

&GFR <30mimin) cancer surgery

Other risk (please state):

All other surgery Consider
Lower Enoxaparin 20mg sc daily Until hospital Consider

All other surgery with

additional VTE risk factors

it additional risk factors+

discharge

TED stockings

# Additional Risk Factors:

Immobility: defined as <30minutes mobilization in 24 hours, i.e. bed — commode/chair and =3 days (includes at home prior to admission)

Thrombaophilia: Antithrombin [Il, protein C or protein 5 deficiencies: Oestrogen therapy. Pregnancy or pusrperium, active inflammation; strong
family history of VTE andior obesity

Date:...

EDMS Mo. 482175
August 2011 — Authorsed Version 1.1

FIGURE 16. LAKES DISTRICT HEALTH BOARD SURGICAL VTE PROPHYLAXIS GUIDE
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APPENDIX 4. PATIENT INFORMATION / EDUCATION RESOURCES / VTE

RISK SELF-ASSESSMENT TOOL

What you can do to
help prevent DVT

You can help reduce the risk
of a blood clot farming by:

=Making sure you take any
medicatan that has bes=n
ordered for you.

& LiSing your compression
stockings.

Ir'lul'lul'illllez_lrm;l as often as

Signs you should
watch for

While wou ane im hospital, tell
WO LS O dOeTor
immediately if you robice any
of the Following:

= Pam or swelling in your legs.
= Py in o o hesst,
= Diffic ulty breathing.

When you have left haspital,
if you notice amy of the above
Siqns:

« Telephane your family
doctor

o

« Go sirarght to an emergency
clinke or hospital emergency
department

IF yoii have any questions abodt
this o want more information,
please talk with your doctor oo

THIrGE.

Derw o Podibizstion: AR 20T
Moo e TR

SEUNTIEE NRNUAED

Preventing
Deep Vein
Thrombosis

(DVT)

This pamiphled gives mfcemation
Aot reducieg e rish
of lood clots

i pour g o lungs

What is Desp Vein
Thrombosis (DVT)?

= ADVT i5 a blood clot that
iy thee by,

= They happen most often m
the legs.

= They may partly or

bdeoud i That werin,

+ Some of the clot may mavel
through the veins to the
lungs - this is called &
pulmonary embalus (PE).

+ A pulmonary embalus can
block the blood supply to
the lungs and can be fatal,

can form in ome of the veins

complet=hy block the fAow of

When are you at risk of
DWT?

Blood chobs can acour when people

are ursabbe o move about freely,

for =xample:

- After an accrdent or surgery,
especially limb surgery.

=  Being in hospital for any
FEas0n,

- Tranvelling for long periods in

an acroplane or Mmoo
wehicle,
«  Hawving your leg in plaster.

=

=
L3
Other risk factors inchude:

»  Increasing age — though
young people can also pet
blood clots.

« History of blood clots (you or

your family).

Being averweight.

Cancer,

Severs heart ar lung diseass

Oral contraceptive pills,

preqnarcy or hormons

replacement therapy.

- = %

Reducing the risks

‘When you come into haspital your
Bl of risk for dessloping a deep
wein: thromibosis (clat] will be
assessed and treatment options will
b discussed with youl, These may
innclude:

& Gattrg out of bed and waliong
about as soon and as often as

passble,

« Garthy sxanciting your feet and
levze while i bed.

+ Dininking plery of fusds,

+ Taking tablets or injections
ey prevent 4 olot,

+ ‘Wearing aracusted slastk
COMPESSIN SICkINgs.

)

v UkIng @ Compression pump an
yiour kot legs

FIGURE 17. COUNTIES MANUKAU DISTRICT HEALTH BOARD VTE PREVENTION PATIENT

INFORMATION LEAFLET




What you should watch for

= Fgim pr pegileg = your gy
= Fai i yeeel chen
® FeESculty brewihieg

iafhen waey e beoh iwemEnd, iF gm mume g o the

shrres upna:

s Tahaphona o famsly docior

o 5

# b MR 1S AR NGy Clic oF hoape ||'|Fﬂr|'ﬁﬂl'lﬂll'l

e about

H vou havs 3y Br wam mene 1 =

PARRLS TRL T YEAr AOCIF BF NS reducing the
risk of bload
clots in your
legs or lungs
while in

hospital

o Cushaimer Fotu wre | Inbegeily ‘s’ | Compasion Bl | Reipel i | Opetai Toaw’

Ot i 8 L8R S i Sl W PEL N

g il i s st o g AT 42 i YT e b BT

Deep Vein Thrambasis [DVT) 2 Waitemain P, Wt
- I Wi i el e Tl ki
What is Deep Vein Thrombosis Reducing the risks
(DVT)? “Aiumn e e vy Sy s e e i ar de
e A S R ey e mntal memat tmakinmiok st el i el el :“':‘;tlwu can do
sty o 4 by pam. a help
CrUTLL Pl it STor® STy o ik ST Thar ey i P
e ] — ok the Aow 4 Gaming out of B s wsig St R s S ¥l gl T v o R o
cof A3 s TN sy T ey st i, TR Bl e i i * Mg ke s
S GOy SRR v T e g Wi e
Larme 1 thil 128 Sy Wil ThUgh B s & e P or
s, This is caed ® Ty arliosus. *  Dinking plarry of fldty —— PR ——
A& polmemsry mmiobus san bock thae blogd rupply tothe *  Taking maficynon wndf FEoing i sesraraniid
Iungs s o The sepply of Svvpan b the rie of thi D‘;'mwhﬁm & Walligg i ol w8 v ek of
becsciy x e vy
LT agne
CoiTgeE 3 FInclings
When are you st risk of 8 Deep e
Vein Thrombosis (DVT)? : Mgrapedimpoy
Biood £1549 AN Soowr addnss The R o bisod s ey I srmengdes by
harmati b g v wr e wdwodd ey K R
A frey wacarmplies of W e you may nes B alke 1o more

WBUAS ey et b

& AP S ROl (o Py

= [Bying smobigyd n hocpial for sy neasen

5 Trawal e baf |55 BRSSP GR IERRAT o Ml
wishullg

Chiv povsmmal rick Ixcean nciude

*  InereRsng b - Thiugh young Peepls o isa pe
ot ety

= ey of bigod del bow, vewr memedin famiy it
o il PR F

& Bamng cen gt

= e

+ el MY OF AR ScMRSE e

& O oy eOepitien ks oo haoa i SeaeD el

tharagy

FIGURE 18. WAITEMATA DISTRICT HEALTH BOARD VTE PREVENTION PATIENT INFORMATION
LEAFLET
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DABIGATRAN PATIENT INFORMATION

STROKE & BLOOD CLOT PREVENTION IN ATRIAL FIBRILLATION (AF)}

Dabigatran is used to
reduce the risk of stroke
and blood chats in paople
with atrial fibrillation (AF)

.HI'.D ‘HIED

Take one dabigatran capsule
at about the same time sach

morning & evening.
Swallaw whole with water,

Merming: I
One capsule

Orwe capsule

Taking dabigatran with food
may help to prevent
indigestion’heartbumn.
Tell your doctor if you develop
severs indigestionheartburn,

-
(3

Call your dactor if any of
the following cccurs:

* Any unexplained
bleeding or bruising
= Severa unexplained pain

Other medicines can affect
dabigatran:
Ask your pharmacist or doctor
about all your madicines

Store dabigatran in the
original packaging to protect
the capsules from moisture,

Duabigatran
capsules
axpire four
months after
the criginal

a ;E"j packaging is
- apened.

DABIGATRAN PATIENT INFORMATION -

STROKE & BLOOD CLOT PREVENTION IN ATRIAL FIBRILLATION (AF)

What to do if you miss a dose:;

S

e

If the next dose is less than six hours away:

cuna w Ship the missed dose and camy on dosing as usua
TRKE T
ezt If there are mare than six hours until the next doge:

~ Take tha missed dose 85 s00n &8s you remsamber

What to do If you need surgery
or dental treatment:

Tell yaur doctor ar dentist if
= yau are planning to have
Fg4 surgeryor dental treatment

[TEETS  YOU WILL USUALLY NEED TO
STOP YOUR DABIGATRAN
FOR 2 TO 4 DAYS BEFORE

SURGERY
Other infarmation ! recommendations:

What to do if you are diagnosed with
kidney trouble:

Y

¥ou may need to
stop dabigatran.

Discuss this with
your doctor.

Take your dabigalran et and

FIGURE 19. COUNTIES MANUKAU DISTRICT HEALTH BOARD DABIGATRAN PATIENT
INFORMATION CARD

59
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CeLor

RIEDUCING THE RISK OF BLOOD
CLOTS INYOUR LEGS AND LUNGS

I FIP VT I Ty

NC L MO

T i s i riak, iy et

ASK and ACT

Tiidi Ew T g el Pl e o B,

' What your health |
_carc team will do

Afimr pou srrhes st Bospial thes e of o blood
ciat forming in your begy or hega wil be
pisessen gur el of 1 Wil depend on
* T e
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ETENTTER
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| What you must do

¥iui it heslp st st zane tepem rechuce tha
rigk of a brbood Chot fonming
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radure your rizk
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Blood Clots (VTE) Self-assessment Questionnaire

Ftarmen:

Please tick the boxes refmvant to yourself (the patient)

FATIENT DETAELS

K |

T
P

+Exiramsly cwars 30 3
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oo e bacenent Ehe e dHET 1 1

1

1 pif Thing 1

i

i b 1

. 17 1

FAMILY MISTOHY
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MEDICAL AND HEALTH HISTORY
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FIGURE 21. SOUTHERN CROSS HOSPITALS DRAFT PATIENT VTE RISK SELF-ASSESSMENT TOOL
(CURRENTLY BEING VALIDATED)
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APPENDIX 5. VTE PROPHYLAXIS AUDIT SHEETS

Obstetric VTE Prophylaxis Audit (score 1 for every correct action)

Patient NHI

Antenatal postnata AlP AlP AlP AlR AP AlP AlP AlP AP AP

Consultant mitials

Admesion diagnosis

m
WTE nsk factors

Age

WTE nsk assessed within 24 hes of admission (1)

WTE foem (front/back) compieted with signature (1)

Should patient have recenved them ?

TED
Stockings Did patient wear them?
¥
= Anklelcall gedema, colluifis
Foot pump/

IPC device [ Comect action 13ken or opted cut wil
reasoning (1)

Should patient have received
LMWH?

LIMWH Was it prescrbed?

Was the correct dose prescrbed?

Comect action taken or opted out with
reasoning (1)

Qrthepaedic VTE Prophylaxis Audit (score 1 for every correct action)

Patient NHI

Ags

Consultant mitials

Admission diagnosis

WTE Risk factors

VTE nisk assessed within 24 hrs of admission (1)

WTE form compieted with signaturs (1)

Patient on warfam?

Should pt receve it?

Chemical i oescrnear

|
e
|
ey
|
e
|
ol
|
-
[
Y
|
i
|
ol
|
-
|

prophylaxig
Fhvaroxaban (R)orEnorgpamiE) | RY

Was prescribed dose comect?

Was time admimistered comect?

Comect action or opted out with
reasoning (1)

Should pt receive them?
TED

Stockings | Did pireceve them?

Ankle cedema, fragie skin, celulitis 7

Comect action or opted out with
reasoning (1)

Total score: 4

FIGURE 23. LAKES DISTRICT HEALTH BOARD ORTHOPAEDIC VTE PROPHYLAXIS AUDIT TOOL



& Medical VTE Prophylaxis Audit (score 1 for every correct action)

Patient NHI

Age

Consuitant miials

Admission diagnosis

WTE Risk factors

WTE risk as3cssad within 24 hes of admission {1)

WTE form completed with signature {1)

Should patient have reccived
TED them?

Stockings
+ Did patient receive them?

FDDtEHI‘IID.'

; Were they prescrbed?
IPC device =

Ankle/calf gedema, fragile shin,
| cglulitis present?

Correct aotion taken (1)

Patient on warfam?

Should patient have reccived
WH?
LMWH LMWH?

Was it prescribed?

Was the correct dose prescabed?

Corect action taken
or opted out with neasoning (1)

Total score: 4

FIGURE 24. LAKES DISTRICT HEALTH BOARD MEDICAL VTE PROPHYLAXIS AUDIT TOOL

&- - Surgical VTE Prophylaxis Audit (score 1 for every correct action)

Patient NHI

Age

Consultant mitials

Admission dBagnosis

VTE Risk factors

s

WTE nsk assessed within 24 hrs of admission {1)

/TE form completed with signature (1)

Patient on warfam?

Should pt receve it?

Chemical =sTporescnoea?

al
L
al
A
[y
ol
&
L
&l
A
al
-l
i
Er
&l
A
2l

prophylaxig
Rivarexsban (R} or Enoxanan (E) RI

Was prescribed dose comect?

Was time admmnistened comect?

Comect action or opled cut with
reasoning {1}

Should pt recesve them?
TED

Stockings | Didptreceive them?

Ankhe pedema, fragls skin, colulitis”

Comect action or opted cut with
ressoning {1}

Total scoee: 4

FIGURE 25. LAKES DISTRICT HEALTH BOARD SURGICAL VTE PROPHYLAXIS AUDIT TOOL



APPENDIX 6. A3 PROBLEM SOLVING SHEET

Tltle: Preventmg VTEat CMDHB

Daata: 250112 .
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FIGURE 24. COUNTIES MANUKAU DISTRICT HEALTH BOARD VTE PREVENTION A3 SHEET
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APPENDIX 7: VTE PREVENTION PROMOTIONAL POSTERS

STAYING IN HOSPITAL MAY INCREASE YOUR RISK OF
FORMING A BLOOD CLOT IN YOUR LEGS OR LUNGS.

TO REDUCE THIS RISK, YOU MUST:

ASK and ACT

ASK...

» Ask your doctor or nurse about your risk and what treatmenits they
recommend for you.

ACT...

« Get any tablets or injections your doctor has prescribed to minimise
your risk

+ Keep your compression stockings on
+ Awvoid sitting or lying in bed for long pericds
« Walk as often as your doctor advises.

WATCH FOR...

Call your nurse immediately if you experience any of these symptoms:
= Pain or swelling in your legs

» Pain in your lungs or chest Al
» Difficulty breathing. C

—— ]

FIGURE 25. MIDCENTRAL HEALTH STOP THE CLOT POSTER
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FIGURE 26. COUNTIES MANUKAU DISTRICT HEALTH BOARD VTE PREVENTION POSTERS
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