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Executive
Summary

81% of Acute NHS Hospital Trusts responded 

99% of the Acute NHS Hospital Trusts said that they were 
aware of the Chief Medical Officer’s (CMO) recommenda-
tions on the prevention of venous thromboembolism (VTE) 
published on 19 April 2007 

99% of the Acute NHS Hospital Trusts said that they were 
aware of NICE Clinical Guideline on the prevention of ve-
nous thromboembolism in inpatients undergoing surgery 

Only 32% (one third) of Acute NHS Hospital Trusts under-
took a documented mandatory risk assessment of every 
hospital patient on admission, as recommended in the CMO 
recommendations and NICE Clinical Guideline. 

42% of Acute NHS Hospital Trusts do not have in place a 
multi-disciplinary thrombosis committee / team responsible 
for the management of patients with VTE as recommended 
by the Health Select Committee in 2005 

Currently 42% do not offer patients information on VTE on 
admission or discharge 

33% of Acute NHS Hospital Trusts do not offer staff educa-
tion regarding thrombopropylaxis (preventative treatments)

•

•

•

•

•

•

•

About the Survey

The audit was performed by means of a 16 question survey 
addressed to the Medical Director and sent out to 173 Acute 
NHS Hospital Trusts in England.  We are grateful to the 140 
Acute Trusts that responded.

About the APPtG

The audit was carried out by the All-Party Parliamentary 
Thrombosis Group, which was formed in 2005 to promote 
awareness amongst parliamentarians about the risk and 
management of venous thromboembolism (VTE); to increase 
knowledge of its causes, effects, treatments; and to monitor the 
implementation of government initiatives and other research 
being undertaken.
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November 2007 

Dear Colleague, 

For many years Venous Thromboembolism (VTE) – blood clots – has been known internationally 

as the silent killer. In England and Wales alone, there are around 25,000 deaths from VTE each 

year, more than the combined total deaths from breast cancer, AIDS and traffic accidents, and 

equates to nearly three times the number who die from MRSA. Yet thrombosis is the commonest 

cause of hospital mortality that can be prevented, with effective awareness, education, risk 

assessment and management. 

Venous thrombosis is a condition in which a blood clot (thrombus) forms in a vein. Blood flow 

through the affected vein can be limited by the clot, causing swelling and pain. Venous thrombosis 

most commonly occurs in the 'deep veins' in the legs, thighs, or pelvis which is known as a deep 

vein thrombosis (DVT). An embolism is created if a part or all of the blood clot in the deep vein 

breaks off from the site where it is created and travels through the venous system. If the clot 

lodges in the lung a very serious condition, pulmonary embolism (PE), arises. Venous thrombosis 

can form in any part of the venous system. However, DVT and PE are the most common 

manifestations of venous thrombosis. DVT and PE are known as venous thromboembolism (VTE). 

In March 2005 the Health Select Committee recognised the scale of the problem in its inquiry into 

VTE in Hospitalised Patients, prompting the Department of Health to establish an independent 

expert working group to make recommendations on developing a national strategy on the 

prevention and treatment of VTE. The report and recommendations of the expert group were 

presented to the Chief Medical Officer (CMO) in July 2005.  At the same time, the National Institute 

of Clinical Excellence were commissioned to produce a set of guidelines for the administration of 

preventative measures to surgical patients at risk of VTE.   

Eighteen months later, the response from the CMO, Sir Liam Donaldson, endorsed the findings of 

his expert working group, which included the key recommendation that all medical patients should, 

as part of a mandatory risk assessment, be considered for thromboprophylaxis (blood clot 

prevention) measures, with particular focus on patients likely to be in hospital for longer than four 

days and with reduced mobility, severe heart failure, respiratory failure, acute infection, 

inflammatory illness or cancer. 

This report should have marked an acceleration in developing a systematic approach to preventing 

VTE in the NHS, but since then, the All-Party Parliamentary Thrombosis Group has become 

extremely concerned that the CMO’s crucial recommendation of risk-assessing all patients for VTE 

is not being implemented with the urgency it deserves. Much of this is due to the two year 

timescale that the Department of Health has set itself in developing a risk assessment tool, which 

we have been advised by many trusts, already exists in several forms at a local level. 
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We therefore decided in August 2007, to undertake a survey of Acute NHS Hospital Trusts, 

designed to audit both the scale and type of risk assessment measures that have been put in place 

since the publication of the CMO’s recommendations and the NICE Clinical Guideline on the 

prevention of venous thromboembolism in in-patients undergoing surgery (Guideline 46). One 

suspected cause of the inaction was the perceived lack of agreement between the CMO’s 

recommendations and the NICE Guideline published a week apart in April 2007. It appears that 

this has worryingly led to confusion and consequently, stagnation in implementing new measures.  
To undertake the audit, we constructed a questionnaire, in consultation with Dr Beverley Hunt, a 

Consultant Haematologist and Medical Director of Lifeblood: The Thrombosis Charity. The final 

survey consisted of 16 multiple choice questions, some of which required supplemental qualitative 

information. The format of the survey was designed to be as time limiting as possible to encourage 

the number of responses.
The survey was sent out by mail, with an accompanying letter personally addressed to the Medical 

Director, with responsibility for clinical governance, of each of the 173 acute Hospital Trusts in 

England, in late August 2007.  We are confident that the impressive response rate of our survey 

paints an accurate picture of what is being done at a central Trust level to reduce the risk of VTE in 

hospital patients. This exercise has also provided us with details of the perceived barriers to 

undertaking universal risk assessment, together with suggestions on what Government can do to 

help trusts roll out universal risk assessment. The All-Party Parliamentary Thrombosis Group was 

further encouraged by many positive letters expressing how the survey had highlighted the issue of 

the importance of risk assessment once again.  Some said this provided them with added 

incentives to speed up the development of Trust protocols.  On behalf of the All Party Group, I thank all of the Acute NHS Hospital Trusts that have responded 

and will ensure that the points raised in responses will be explored further and given the attention 

they deserve in our final calls to Government.   The work undertaken by the Health Select Committee; the Chief Medical Officer and the 

Department of Health; the Expert Working Group; the CMO’s Implementation Group; Lifeblood: 

The Thrombosis Charity; and the many clinical leaders has resulted in great strides being made in 

reducing hospital deaths from thrombosis.  The All Party Parliamentary Thrombosis Group will 

continue to campaign to ensure the issue of VTE is given the political and public prioritisation it 

deserves.

Yours sincerely, 

John Smith MPChairman, All-Party Parliamentary Thrombosis Group 
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Results In late August 2007, John Smith MP, Chair of the All-Party 
Parliamentary Thrombosis Group (APPTG), wrote to 173 
Acute Hospital Trusts in England asking them to complete 
a survey as part of an audit into the uptake of the Chief 
Medical Officer’s recommendations on the prevention of 
VTE in hospitalised patients and the NICE Clinical Guideline 
46:  ‘Venous thromboembolism: reducing the risk of venous 
thromboembolism (deep vein thrombosis and pulmonary 
embolism) in inpatients undergoing surgery).  The APPTG 
only wrote to Acute NHS Trusts in England as the CMO 
recommendations only apply to the NHS in England. 

In total, 140 Acute NHS Hospital Trusts responded to the survey.  
The quality of the responses varied. One Trust had torn off the 
first page and others left whole pages blank. However, on the 
whole it was clear that respondents took the survey seriously, 
with a number clearly having taken a lot of time over their 
answers with some including supplementary information such as 
copies of their internal VTE management guidelines or covering 
letters to clarify their answers.
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1. Is your NHS Trust aware of the Chief Medical Officer’s 
(CMO) recommendations on the prevention of venous 
thromboembolism (VTE) published on 19 April 2007?

This answer is consistent with actions taken by the Chief Medical 
Officer to make Medical Professionals aware of the expert working 
group recommendations, in a ‘Dear Colleague’ letter sent to all 
doctors on 19th April 2007.  

2. Is your NHS Trust aware of NICE clinical guideline 46 
‘Venous thromboembolism: Reducing the risk of venous 
thromboembolism (deep vein thrombosis and pulmonary 
embolism) in inpatients undergoing surgery’, also published on 19 
April 2007?

“ The NICE guideline and CMO report 
are great levers for change. If we had the 
money it would all happen tomorrow. ”

Consultant Haematologist, North of England NHS Trust

Response Number of Acute Hospital Trusts % of responding Acute Hospital 
Trusts

YES 138 99

NO 1 >1

DNR 1 >1

Awareness

Response Number of Acute Hospital Trusts % of responding Acute Hospital 
Trusts

YES 138 99

NO 0 0

DNR 1 1
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3. Who in your NHS Trust (position) is responsible for ensuring 
your clinical staff are made aware of these recommendations and 

guidelines?

For most Trusts, the person responsible for ensuring clinical staff 
were aware of the CMO and NICE recommendations was either 
the medical director or deputy medical director, someone from the 
clinical governance and risk team, a consultant haematologist or the 
chair of the thrombosis committee. Only one respondent stated 
that they did not think anyone was charged with this responsibility 
in their Trust.

“  VTE prevention is complex - knowledge, 
systems and behaviour need to change. I 
don’t think this is a simple answer but the 
following may help… specific ring fenced 
funding provision for thromboprophylaxis 
implementation teams for each acute 
trust.  ”

Consultant, South of England Acute NHS Trust
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4. Does your Trust undertake a documented mandatory 
risk assessment of every hospital patient on admission, as 
recommended in the CMO recommendations and NICE 
guidelines?

For both NICE and the VTE expert working group, one the key 
priorities for implementation was a documented mandatory 
risk assessment of every hospitalised patient on admission. As 
was pointed out in the Health Select Committee’s oral evidence 
session, VTE is a ‘silent killer’ where often the first manifestation 
will be the fatal pulmonary embolism. As a symptom-less disease, 
it is unsuited to clinical diagnosis and therefore risk assessment 
and treatment are crucial to prevention.

Indeed the Chief Medical Officer stated in his letter 
accompanying the expert working recommendations that:

“  All medical patients should, as part 
of a mandatory risk assessment, be 
considered for thromboprophylaxis 
measures.  ”

It was therefore deeply concerning to see that only 32% of 
NHS trusts had implemented this, with one Trust stating that 
in-patients for minor surgery do not require thromboprophylaxis. 
This is obviously in contention with NICE and the CMO’s 
recommendations. 

Despite the encouraging messages from Government over the 
past three years on policy development, the stark realisation is 
that whilst nearly all hospitals are now aware of what VTE best 
practice looks like, and the steps that they should be taking on 
a daily basis to protect their patients, over two thirds of NHS 
Trusts admit to not having in place a documented mandatory 
risk assessment for VTE of every hospital patient on admission, 
as recommended in the CMO recommendations and NICE 
guidelines.

With this low figure of risk assessment set against the annual rate 
of VTE deaths, identified by the Health Select Committee, the 
Department of Health Expert Working Group and the CMO, 
this exposes the chilling statistic that over 10,700 hospital patients 
may have died as a result of NHS Trusts’ failure to implement the 
key recommendations on VTE published seven months ago.

Risk
Assessment

Response Number of Acute Hospital Trusts % of responding Acute Hospital 
Trusts

YES 44 32

NO 94 67

DNR 2 1
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“  A national risk assessment tool, patient 
information and educational literature 
would prevent the unnecessary 
duplication of work currently going on in 
trusts throughout the country. The issues 
are  universal and there is no reason 
for individual trusts to head an oral risk 
assessment tool or literature even if they 
adopt different approaches.  ” 

Medical Director, South of England Acute NHS Trust

5. What type of risk-assessment method is used?

When citing the type of risk-assessment used, it is clear to see by 
the figures that some trusts were indicating what type they intend 
to use when they agree on and implement a risk assessment tool.

The key barriers for Acute NHS Trusts who do not risk assess 
was cited as the lack of a risk assessment tool, the cost of 
implementation, and staff training. Lack of leadership was also 
mentioned by some trusts as being a barrier to implementation 
of risk assessment. It should be noted though that many trusts did 
state that they were in the process of establishing a risk assessment 
mechanism but with few details as to how long this would take.

According to the NHS Litigation Authority, in the last ten years 
around £68 million has either been paid or is outstanding for 
VTE claims. In an increasingly litigious society, coupled with the 
fact that the CMO and NICE have made recommendations and 
guidelines, the APPTG had envisaged the issue of clinical negligence 
surrounding VTE would be a sufficient catalyst to increase the 
speed at which new policy to prevent the condition in the first 
place would have been put in place. The failure to do so leads us 
to conclude that this figure is likely to increase. Consequently it 
is in the hospitals best interests, clinically and financially to ensure 
patients are assessed for their risk and prescribed prophylaxis if 
necessary.

Response Number of Acute Hospital Trusts % of responding Acute 
Hospital Trusts

Individualised
opt-in approach

74 53

Group specific 
opt-out approach

20 14

Other 25 18

NA 21 15
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6. Does your Trust have in place a multi-disciplinary thrombosis 
committee/ team responsible for the management of patients 
with VTE?

 

The Health Select Committee stated that its most important 
recommendation was that ‘thrombosis committees and teams 
should be established in each hospital to promote best practice 
now.’ It was therefore disappointing to see that only 57% of 
respondents currently have one in place.

For the 42% who do not have a multi-disciplinary thrombosis 
committee/team, roughly a fifth of these stated that they were in 
the process of setting one up. One sixth felt that a multi-disciplinary 
thrombosis committee / team was inappropriate to the size, 
structure or type of Trust i.e. only deal with day-patients. Many 
blamed a lack of clinical leadership or a champion within the Trust 
as well as time / schedule constraints.  A number of respondents 
did have a working group although the group had no responsibility 
over the management of the patients. For many trusts, this role 
is overseen by particular individuals such as clinicians who were 
frequently mentioned. 

While cost and a lack of managerial support were mentioned, these 
did not appear to be the biggest barriers facing trusts.                      
                                                                                                         
                                                                 

“  VTE is a public health issue. Education of 
the public is a government issue, not a 
trust responsibility.  ” 

North of England Acute NHS Trust

Managing
VTE

Response Number of Acute Hospital Trusts % of responding Acute Hospital 
Trusts

YES 80 57

NO 58 42

DNR 2 1
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7. Does your Trust employ a thrombosis and/or anti-coagulation 

nurse specialist?

While less than one-third of hospitals risk assess (see Q.4), 67 % of 
the respondents employ a thrombosis and / or an anticoagulation 
nurse.

By far the biggest barrier for trusts wanting to employ a thrombosis 
or anti-coagulation nurse specialist is cost. For the third of trusts that 
do not currently employ one, 30% stated that they did not have the 
funds for this post. Two of the trusts who are able to fund such a 
position, chose to add in their answer that this was only possible due 
to financial support from pharmaceutical companies. 

We welcomed the fact that a fifth of trusts were in the process of 
appointing someone to this position. However, a tenth felt that this 
position is covered by other individuals or groups. Those mentioned 
by respondents included a DVT / MAU nurse, a modern matron, 
pharmacist, clinical risk and transfusion committee.

A quarter of respondents believed that the employment of a 
thrombosis and/ or an anti-coagulation nurse was not necessary or 
appropriate for their Trust.

“  It is unreasonable to expect full 
compliance and implementation without 
centrally funded resources, specifically 
targeted to ensuring best practice is 
adopted in all NHS Trusts. Financial 
constraints on implementation must be 
avoided. Additional, dedicated staff and 
thrombosis team will need to be employed 
to oversee full implementation.  ” 

Medical Director, Midlands Acute NHS Trust

Response Number of Acute Hospital Trusts % of responding Acute Hospital 
Trusts

YES 94 67

NO 45 32

DNR 1 >1
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8. Does your Trust offer programmes of education to 

pharmacists, medical and nursing staff regarding 

thromboprophylaxis?

From this question, it is evident that almost a quarter of trusts are 
in the process of developing programmes of education, although it 
was not immediately evident whether this would be available to all 
the above groups. 

Barriers - For those who chose to state the reason for the delay 
in creating these programmes, many said they were awaiting the 
finalisation of  Trust guidelines and risk assessment tool before 
implementing an educational programme.

For just under a quarter of acute trusts, cost, resource and time 
restraints are impeding their ability to develop and proceed with 
educational programmes regarding thromboprophylaxis. This also 
seems to be the reason why many trusts are unable to offer these 
programmes to all staff. On the whole, those Acute Trusts who 
already do provide education on thromboprophylaxis, stated that 
their programmes were ad-hoc and/or only covered some of the 
above groups of professionals. For one Trust it was the nurses who 
missed out while for others, nurses were prioritised above the 
pharmacists and medical staff. Reasons articulated for this included 
‘the increasing range of mandatory training which is difficult to 
accommodate,’ and the lack of staff, ‘no staff other than consultants 
to do training.’

A minority of trusts felt that this was already covered in other 
educational programmes or was inappropriate to their Trust.

“  There is a cost implication. We do 
not think that we are likely to recoup 
costs in preventing VTE by using more 
thromboprophylaxis, as we are already 
using a lot of unfractionated heparin 
and LMWH in a highly specialist setting 
treating patients with multiple co- 
morbidities who are already taking other 
relevant drugs such as anti-platelet agents, 
oral  anticoagulants and undergoing 
invasive procedures.  ”

Education

Response Number of Acute Hospital Trusts % of responding Acute Hospital 
Trusts

YES 93 66

NO 46 33

DNR 1 >1
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9.  Does your Trust use any of the following methods of 

thromboprophylaxis?

  

	
The Chief Medical Officer’s Recommendations stated that 

All medical patients should, as part of a mandatory risk assess-
ment, be considered for thromboprophylaxis, including: 

heparins (both unfractionated and low-molecular-weight forms) 
are effective preventive treatments. Low-molecular-weight hepa-
rins are the preferred prophylactic method;  

aspirin is not recommended for thromboprophylaxis in medical 
patients;  

mechanical methods of prophylaxis have not to date been ap-
propriately evaluated in acutely ill medical patients, and thus are 
not recommended at present. 

97% of trusts are using pharmacological prophylaxis as 
recommended by the CMO, with almost all of the trusts 
stating they used low-molecular-weight heparins, the preferred 
prophylactic measure. However, given that only 32% of respondents 
are risk-assessing every hospital patient, the majority of patients at 
risk may not have access to pharmacological prophylaxis. 

9% of respondents indicated that they used aspirin.  This is 
interesting given that the CMO clearly stated that “aspirin is not 
recommended for thromboprophylaxis in medical patients”.

“  The figures are alarmingly high. Even more 
alarming is the fact that many of these 
deaths are preventable. There is a safe, 
efficacious and cost effective method of 
preventing thrombosis which is not being 
as widely administered as it should be.  ”

Health Select Committee Report 2005

•

•

•

•

Methods 
and audit of 
thrombo-
prophylaxis

Response Number of Acute Hospital Trusts % of responding Acute 
Hospital Trusts

Pharmacological 
prophylaxis

132 97

Intermittent pneumatic 
compression

102 76

Anti-embolism stockings 130 96

Other 9 6
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10.   Does your Trust currently audit uptake of risk-assessment and 
implementation of thromboprophylaxis in patients?

For the 31% who do not currently audit the uptake of risk 
assessment and implementation of thromboprophylaxis in patients, 
almost a third said that they had an audit planned. A quarter, 
however, were awaiting approval of a risk assessment tool before 
they were able to undertake such an audit and this appears to be 
the biggest barrier along with cost and time restraints. A minority 
did state that an audit of this kind was not a priority for the Trust in 
the near future.

For those that do undertake these audits, many added that they 
were not comprehensive or routine. The quality of the 66% of 
audits who do audit may therefore be questionable.

“  This hospital is aware of the appropriate 
guidelines and does take the prevention of 
deep vein thrombosis seriously. However, 
there is a lack of agreement from all the 
specialities as to how this is managed.  ”

Medical Director, South-East of England Acute NHS Trust

11.   Does your Trust currently audit thromboprophylaxis across 
different specialities within the Trust?

The reasons for not auditing thromboprophylaxis across different 
specialities were broadly similar to the answers in question 10, 
with many trusts asking us to refer back to their previous answer. 
Many respondents were in the process of completing or planning 
this audit.  Resource constraints were again prominently cited as 
a barrier to audit, particularly a lack of adequate staffing in clinical 
audit.  

Response Number of Acute Hospital Trusts % of responding Acute Hospital 
Trusts

YES 92 66

NO 43 31

DNR 4 3

Response Number of Acute Hospital Trusts % of responding Acute Hospital 
Trusts

YES 96 69

NO 41 29

DNR 3 2
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For those acute NHS trusts which are able to audit, many 
pointed out that these were not systematic. Limited time and 
staffing has meant that cross speciality thromboprophylaxis has 
not been prioritised. Consequently, it appears that it is up to 
individual specialities within trusts as to whether they should 
direct resources audit of thromboprophylaxis.

One Trust also pointed to the differing and strongly held opinions 
of orthopaedics regarding thromboprophylaxis which are being 
addressed through their VTE committee.

“  We need a simple, national risk 
assessment tool so junior doctors don’t 
have to adopt a new system every time 
they change hospital. There also needs 
to be better data collection so we can 
determine the real incidence of VTE as a 
clinical problem locally. ”

Consultant Haematologist, South-East NHS Hospital Trust
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12.   How many patients in your Trust have died from VTE in each 
year?

13. Does your anticoagulant clinic record instances of VTE on a 
venous thromboembolism registry?

Almost two-thirds of trusts did not respond or declared that data 
on the number of patients dying from VTE was unavailable and 65% 
did not record instances of VTE on a venous thromboembolism 
registry. This is not surprising in light of the nature of the VTE. As 
described by the CMO,  VTE is often clinically silent. Unless a post-
mortem takes place, a PE can be attributed some other cause 
of death such as a cardiovascular failure.  With the reduction in 
post-mortems due to the issue of organ retention scandals the 
lack of coroners demanding thorough investigation and work-load 
pressures, the result of death is frequently not being determined. 
Again, this makes the issue of mandatory risk assessment all the 
more important.

 

“  VTE has for many years been a Cinderella 
issue, and it is not by accident that VTE is 
known internationally as the silent killer. ” 

Sir Liam Donaldson, Foreword to the Report of the Independent Expert Working 

Group on the prevention of VTE in hospitalised patients	

Death from
VTE Response Number of Acute Hospital 

Trusts
% of responding Acute 
Hospital Trusts

Data Provided 45 32

Data Not Available 86 65

DNR 7 3

Response Number of Acute Hospital 
Trusts

% of responding Acute Hospital 
Trusts

YES 36 27

NO 87 66

DNR 12 7
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“ The expert group felt that there was a 
need to ensure that patients understand 
and ‘own’ their risk of VTE, that they 
were empowered to question healthcare 
professionals about their management, 
and that they were assured of an 
effective interface between primary 
care, institutional care and ongoing 
management (including prophylaxis) in the 
community.  ”

Anita Thomas, Chair, 	Independent Expert Working Group 

on the prevention of VTE in hospitalised patients

14. Do you offer patients information on risks of VTE on admission?

 

15. Do you offer patients information on risks of VTE on discharge?

The NICE Guideline on the prevention of VTE in hospital 
inpatients emphasised the need for ‘good communication 
between healthcare professionals and patients,’ supported 
by ‘evidence-based written information tailored to the 
patient’s needs.’

Informing
Patients

Response Number of Acute Hospital 
Trusts

% of responding Acute Hospital 
Trusts

YES 68 49

NO 68 49

DNR 4 2

Response Number of Acute Hospital 
Trusts

% of responding Acute Hospital 
Trusts

YES 59 42

NO 75 54

DNR 5 4
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The 42% who do not currently offer patients information 
on risks of VTE on admission / discharge, cited that this 
policy was in the development stage or being considered. 
Many also stated that verbal advice was being given on an 
ad-hoc basis to ‘at-risk groups.’  The NICE Clinical Guideline 
which 99% of trusts indicated that they were aware of, 
clearly states that ‘healthcare professionals should give 
patients verbal and written information, before surgery, 
about the risks of VTE and the effectiveness of prophylaxis.’ 
It was clear from the responses that no adequate systems 
were in place in many Acute NHS Trusts to better inform 
patients of the potential risks.  Most worryingly, one Trust 
stated that it had not considered the need to give patients 
such information. 

Despite this, from the answers to question 16, which asked 
what central government assistance would help Trusts 
reduce the incidence of VTE in hospitalised patients, it is 
clear that many Acute NHS Trusts feel that there is a need 
for national standardised patient literature on VTE, since 
this is a universal issue affecting all Acute NHS Trusts. They 
also point to the need for a high level public awareness 
campaign to raise the profile of VTE to the same status as 
travellers’ thrombosis (risk of contracting DVT  
on aeroplanes).
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16. What central government assistance would help your Trust 

reduce the incidence of VTE in hospitalised patients? 

This question was left open for trusts to comment on 
what assistance they would like to see from central 
government.  Almost 80% chose to use this space to 
articulate what assistance would aid their ability to 
implement NICE and CMO guidance. Many felt that there 
was significant scope for the Department of Health to 
intervene with regards to management of VTE, with some 
going so far as to say it had a responsibility to.

As throughout the rest of the survey, many trusts felt that 
resource limitations were the greatest impediment to 
their ability to reduce the incidence of VTE in hospitalised 
patients. Currently the NHS spends £27.3 million per year 
on VTE prevention (projected to rise to £50 million over 
the implementation period,) compared with the £270 
million announced to prevent deaths from MRSA by 2011. 

Trusts called for more resources in a number of different 
areas. Financially, one Trust summarised their dilemma: 

“  The drug and the training cost for 
implementation in this trust are estimated 
to be approximately £150,000 per 
annum… the NICE guideline and CMO 
report are great levers for change. If 
we had the money, it would all happen 
tomorrow.  ”

Many felt that it would be helpful to ensure that tariffs 
reflected the costs of thromboprophylaxis so trusts 
don’t see it as a cost pressure. One Trust, echoing this 
sentiment, elaborated that “we do not think we are 
likely to reduce costs in preventing VTE by using more 
thromboprophylaxis.” Respondents also indicated that 
they needed designated funds to employ specialist nurses 
and pharmacists to manage as well as drive education 
and audit effectively and regularly. As one Trust poignantly 
summarised “there are significant manpower and training 
issues in ensuring 100% compliance, 24 hours a day.”

Government
Assistance
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However some respondents believed that central 
government could help by creating national tools to 
avoid the unnecessary duplication of work, with one Trust 
pointing out how at present, junior doctors have to learn 
new systems every time they change hospitals. Many 
therefore, did express that a definitive risk assessment 
tool “with the correct weighting for risk factors” would 
help trusts reduce the deaths from VTE. Other common 
suggestions by respondents included creating “an 
educational e-learning, multi-professional tool which can 
be internet / intranet based,” to alleviate the pressures 
on clinicians. Centrally produced documentation was also 
frequently stated as one of the main ways government 
could help Trusts adhere to guidelines. One respondent 
remarked “the issues are universal and there is no reason 
for individual Trusts to design an oral risk assessment tool 
or literature even if they adopt different approaches.” It 
was therefore felt that generic information leaflets for 
patients on admission or even templates which could be 
adopted for each Trust, would aid the implementation of 
guidance in a manner that is more ‘timely, efficient 
and effective.’

“ Education of the public is a government 
issue, not a trust responsibility. ”

A number of  Trusts thought that education of the 
public was fundamental to reducing deaths from VTE in 
hospitalised patients. A number of hospitals stated that 
VTE awareness was a public health issue and felt that 
information campaign needed to be spearheaded by 
central government to raise the profile of hospitalised 
VTE to the level or travel related DVT and Hospital 
Acquired Infection.  One respondent from the South-East 
of England stated that government still needed to raise 
the profile of VTE with Trusts, elaborating that their slow 
response to our survey was due to the fact that VTE is 
not considered as important compared to government 
targets and finances. The suggestion by some Trusts 
that thromboprophylaxis should be included in Clinical 
Negligence standards may be a solution to this issue.
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“ It would have been helpful if CMO and 
NICE had worked together to provide 
comprehensive guidance encompassing all 
patients. ”

Answers to this question indicated that some Trusts were 
waiting for the clarification in certain areas where there 
were discrepancies between NICE clinical guidelines 
and the CMO’s recommendations regarding VTE. These 
respondents considered it the responsibility of government 
to clear these issues up. This could account for the 
lack of urgency some acute NHS Trusts have shown in 
implementing VTE good practice. 
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Whilst we were delighted with the levels of response to our 
survey, the conclusions drawn from the data leaves us with 
continued cause for concern.

Despite the encouraging messages from Government over the 
past three years on policy development, the stark realisation is 
that whilst nearly all hospitals are now aware of what VTE best 
practice looks like, and the steps that they should be taking 
on a daily basis to protect their patients from the risks of this 
largely preventable but fatal condition, over two thirds of NHS 
Trusts admit to not having in place a documented mandatory 
risk assessment for VTE of every hospital patient on admission, 
as recommended in the CMO recommendations and NICE 
guidelines.

With this low figure of risk assessment set against the annual rate 
of  VTE deaths, identified at 25,000 per year by the Health Select 
Committee, the Department of Health Expert Working Group 
and the Chief Medical Officer, this research report exposes 
the chilling statistic that over 10,700 hospital patients may have 
died as a result of NHS Trusts’ failure to implement the key 
recommendations on VTE published seven months ago.

52% of hospitalised patients are at risk of developing DVT, but 
this report shows that less than half will be made aware of 
the risks and only a third will be risk assessed by a healthcare 
professional to confirm if they should receive preventative 
treatment for VTE. In this day and age it should not have to be 
left to patients to ask for a simple risk assessment. DVT has a 
mortality rate of 30% when left untreated, but this drops to just 
2-8% with appropriate therapy. This makes not only good clinical 
sense but has sound economic justification when the total costs 
of managing DVT within the NHS are estimated to be £640 
million.

This issue is compounded by continued low public awareness of 
VTE which has made it more difficult to elevate this public health 
emergency to the profile some other conditions benefit from in 
the media headlines.

Conclusion
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Deaths from DVT in the last seven months may equate to nearly 
three times the number of deaths from hospital acquired infections, 
such as MRSA and C Difficile. The NHS currently spends only 
£27.3m per year on DVT prevention (projected to rise to just 
£50m over the implementation period of the recommendations), 
whilst the NHS has recently announced additional funding of 
£270m to prevent deaths from hospital superbugs by 2011.

For a condition that causes 10% of all hospital deaths per year it 
is about time that the Government woke up to the public health 
emergency that is VTE. It took the Chief Medical Officer (CMO) 18 
months to develop recommendations on preventing DVT – surely 
it should not take another two years for NHS Trusts to start acting 
on this guidance and start saving lives.

We implore the Department of Health to act now.
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April 2007 - NICE Clinical Guidelines 46 ‘Venous 
thromboembolism: reducing the risk of venous 
thromboembolism (deep vein thrombosis and pulmonary 
embolism) in inpatients undergoing surgery)

httP://www.nice.orG.uk/nicemediA/Pdf/
cG046niceGuideline.Pdf

April 2007 - Chief Medical Officer, Sir Liam Donaldson’s 
letter announcing the recommendations of the 
expert working group on the prevention of venous 
thromboembolism in hospitalised patients:

httP://www.dh.Gov.uk/en/
PublicAtionSAndStAtiSticS/letterSAndcirculArS/
deArcolleAGueletterS/dh _ 073957

April 2007 - Report of the independent expert working 
group on the prevention of venous thromboembolism in 
hospitalised patients:

httP://www.dh.Gov.uk/en/
PublicAtionSAndStAtiSticS/PublicAtionS/
PublicAtionSPolicyAndGuidAnce/dh _ 073944

July 2005 - Government Response to the House of 
Commons Health Committee Report on the Prevention 
of Venous Thromboembolism in Hospitalised Patients - 
Second Report of Session 2004-05:

httP://www.dh.Gov.uk/en/
PublicAtionSAndStAtiSticS/PublicAtionS/
PublicAtionSPolicyAndGuidAnce/dh _ 4116284

March 2005 - House of Commons Health Committee 
Report on the prevention of Venous Thromboembolism in 
Hospitalised Patients – Second Report of Session 2004-
2005:

httP://www.PArliAment.the-StAtionery-office.
co.uk/PA/cm200405/cmSelect/cmheAlth/99/99.Pdf

Further
Information
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Appendix 1 letter And Survey

24 August 2007

Medical Director
Acute NHS Hospital Trust

Dear Medical Director,

The All-Party Parliamentary Thrombosis Group (APPTG) is 
conducting an audit on the uptake of the Chief Medical Officer’s 
(CMO) recommendations on the prevention of venous 
thromboembolism (VTE) in hospitalised patients published in 
April 2007, and the NICE guidance. This audit will form part of a 
report to Parliament.

The CMO’s report came almost 18 months after the House of 
Commons Select Committee published a Report into VTE. This 
report identified the need for urgent action to curb the alarming 
number of people dying from this preventable condition. It is 
estimated to that in excess of 25,000 people die every year 
from thrombosis. The APPTG welcomed the CMO’s guidance 
particularly the crucial recommendation that every hospital 
patient should be given their own risk assessment for VTE.  

It is in the interests of patients and the NHS that this vital 
recommendation is acted upon at the earliest possible 
opportunity. Given this, our audit intends to investigate whether 
these recommendations have been up taken by Acute NHS 
Trusts.

To help us with the audit I would be grateful if you would 
take the time to complete the attached short questionnaire 
and please return it by 28th September 2007 to the APPTG 
secretariat. 

I thank you in advance for your support with this survey which 
will be invaluable to the campaign to prevent further avoidable 
deaths from thrombosis in hospital.

Yours faithfully,

 

John Smith MP
Chairman, All-Party Parliamentary Thrombosis Group
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Survey into the uptake of CMO & NICE guidance into the prevention of 
venous thromboembolism in hospitalised patients

Name:

Position:

NHS Trust: 

1. Is your NHS Trust aware of the Chief Medical Officer’s (CMO) 
recommendations on the prevention of venous thromboembolism (VTE) 
published on 19 April 2007? 

Yes   No 

2. Is your NHS Trust aware of NICE clinical guideline 46 ‘Venous
thromboembolism: Reducing the risk of venous thromboembolism (deep 
vein thrombosis and pulmonary embolism) in inpatients undergoing 
surgery’, also published on 19 April 2007? 

Yes   No 

3. Who in your NHS Trust (position) is responsible for ensuring your clinical 
staff are made aware of these recommendations and guidelines? 

____________________________________________
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4. Does your trust undertake a documented mandatory risk assessment of 
every hospital patient on admission, as recommended in the CMO 
recommendations and NICE guidelines? 

Yes   No  
If not, why not: 

  Cost 

  Lack of risk-assessment tool 

  Staff Training 

  Other  ______________________________________________

   ______________________________________________

   
5. What type of risk-assessment method is used? 

   Individualised opt-in approach 

   Group specific opt-out approach 

   Other _________________________________________

6. Does your trust have in place a multi-disciplinary thrombosis committee/ 
team responsible for the management of patients with VTE? 

Yes   No 
If not, why not: 

  Lack of clinical leadership/champion within trust 

  Lack of managerial support 

  Time/schedule constraints 

  Cost 

  Other  ______________________________________________
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7. Does your trust employ a thrombosis and/or anti-coagulation nurse 
specialist?

Yes   No 

8. Does your trust offer programmes of education to pharmacists, medical and 
nursing staff regarding thromboprophylaxis? 

Yes   No 

9. Does your trust use any of the following methods of thromboprophylaxis? 

  Pharmacological prophylaxis  

(If so, what types: _________________________________________

________________________________________________________

________________________________________________________)

  Intermittent pneumatic compression 

  Anti-embolism stockings 

  Other  _____________________________________________

If your answer is no, please state why: 

If your answer is no, please state why: 
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10. Does your trust currently audit uptake of risk-assessment and 
implementation of thromboprophylaxis in patients? 

Yes   No 

11.  Does your trust currently audit thromboprophylaxis across different 
specialities within the trust? 

Yes   No 

12.  How many patients in your trust have died from VTE in each year? 

2004/5
   

2006/7

   
     Data not available 

If your answer is no, please state why: 

If your answer is no, please state why: 
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13. Does your anticoagulant clinic record instances of VTE on a venous 
thromboembolism registry? 

Yes   No 

14. Do you offer patients information on risks of VTE on admission? 

Yes   No 

15. Do you offer patients information on risks of VTE on discharge? 

Yes   No 

If your answer is no, please state why: 

If your answer is no, please state why: 
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16. What central government assistance would help your trust reduce the 
incidence of VTE in hospitalised patients? (please state below) 

Thank you for taking the time to complete this survey. Please fax this survey to the All-
Party Parliamentary Thrombosis Group Secretariat at 

020 7824 1851 

Or post it to: 

All Party Parliamentary Thrombosis Group  
Secretariat
C/o Insight PA 
The Garden House
6 Eccleston Place 
London
SW1W 9NE 

Thank you for taking the time to complete this survey. Please fax this survey to the All-Party 
Parliamentary Thrombosis Group Secretariat at

0�0 ���� 1��1

Or post it to:

All Party Parliamentary Thrombosis Group 
Secretariat
C/o Insight PA
The Garden House 
� Eccleston Place
London
SW1W �NE
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Appendix 2

Acute hoSPitAl nhS truStS reSPonSe

Aintree University Hospitals NHS Foundation Trust YES

Airedale NHS Trust YES

Ashford and St Peter’s Hospitals NHS Trust YES

Barking, Havering and Redbridge Hospitals NHS Trust YES

Barnet and Chase Farm Hospitals NHS Trust YES

Barnsley Hospital NHS Foundation Trust YES

Barts and The London NHS Trust YES

Basildon and Thurrock University Hospitals NHS Foundation 
Trust

YES

Basingstoke and North Hampshire NHS Foundation Trust YES

Bedford Hospital NHS Trust YES

Birmingham Children’s Hospital NHS Foundation Trust YES

Birmingham Women’s Health Care NHS Trust YES

Blackpool, Fylde and Wyre Hospitals NHS Trust YES

Bradford Teaching Hospitals NHS Foundation Trust YES

Brighton and Sussex University Hospitals NHS Trust NO

Bromley Hospitals NHS Trust NO

Buckinghamshire Hospitals NHS Trust YES

Burton Hospitals NHS Trust YES

Calderdale and Huddersfield NHS Foundation Trust NO

Cambridge University Hospitals NHS Foundation Trust YES

Central Manchester and Manchester Children’s University Hos-
pitals NHS Trust

NO

Chelsea and Westminster Hospital NHS Foundation Trust NO

Chesterfield Royal Hospital NHS Foundation Trust YES

Christie Hospital NHS Foundation Trust YES

City Hospitals Sunderland NHS Foundation Trust YES

City Hospitals Sunderland NHS Foundation Trust YES

Countess Of Chester Hospital NHS Foundation Trust YES

County Durham and Darlington NHS Foundation Trust YES

Dartford and Gravesham NHS Trust YES

Derby Hospitals NHS Foundation Trust YES

Doncaster and Bassetlaw Hospitals NHS Foundation Trust YES

Dorset County Hospital NHS Foundation Trust YES

Dudley Group Of Hospitals NHS Trust YES

Ealing Hospital NHS Trust YES

East and North Hertfordshire NHS Trust YES

East Cheshire NHS Trust YES

East Kent Hospitals NHS Trust YES

East Lancashire Hospitals NHS Trust YES

East Sussex Hospitals NHS Trust YES

Epsom and St Helier University Hospitals NHS Trust NO

liSt of Acute nhS hoSPitAl truStS And whether they re-
SPonded to the APPtG Survey
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Essex Rivers Healthcare NHS Trust YES

Frimley Park Hospital NHS Foundation Trust YES

Gateshead Health NHS Foundation Trust NO

George Eliot Hospital NHS Trust YES

Gloucestershire Hospitals NHS Foundation Trust NO

Great Ormond Street Hospital For Children NHS Trust NO

Guy’s and St Thomas’ NHS Foundation Trust YES

Hammersmith Hospitals NHS Trust NO

Harrogate and District NHS Foundation Trust NO

Heart Of England NHS Foundation Trust NO

Heatherwood and Wexham Park Hospitals NHS Foundation 
Trust

YES

Hereford Hospitals NHS Trust YES

Hereford Hospitals NHS Trust YES

Homerton University Hospital NHS Foundation Trust YES

Hull and East Yorkshire Hospitals NHS Trust YES

Imperial College Healthcare Trust YES

Ipswich Hospital NHS Trust YES

Isle Of Wight NHS PCT YES

James Paget University Hospitals NHS Foundation Trust YES

Kettering General Hospital NHS Trust YES

King’s College Hospital NHS Foundation Trust YES

Kingston Hospital NHS Trust YES

Lancashire Teaching Hospitals NHS Foundation Trust YES

Leeds Teaching Hospitals NHS Trust NO

Liverpool Women’s NHS Foundation Trust YES

Luton and Dunstable Hospital NHS Foundation Trust YES

Maidstone and Tunbridge Wells NHS Trust NO

Mayday Healthcare NHS Trust YES

Medway NHS Trust YES

Mid Cheshire Hospitals NHS Trust YES

Mid Essex Hospital Services NHS Trust YES

Mid Staffordshire General Hospitals NHS Trust YES

Mid Yorkshire Hospitals NHS Trust YES

Milton Keynes General Hospital NHS Trust YES

Moorfields Eye Hospital NHS Foundation Trust YES

Newcastle Upon Tyne Hospitals NHS Foundation Trust YES

Newham University Hospital NHS Trust YES

Norfolk and Norwich University Hospital NHS Trust YES

North Bristol NHS Trust YES

North Cheshire Hospitals NHS Trust NO

North Cumbria Acute Hospitals NHS Trust YES

North Middlesex University Hospital NHS Trust YES

North Tees and Hartlepool NHS Trust YES

North West London Hospitals NHS Trust NO

Northampton General Hospital NHS Trust YES
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Northern Devon Healthcare NHS Trust YES

Northern Lincolnshire and Goole Hospitals NHS Foundation 
Trust

NO

Northumbria Healthcare NHS Foundation Trust YES

Nottingham University Hospitals NHS Trust YES

Nuffield Orthopaedic Centre NHS Trust YES

Oxford Radcliffe Hospitals NHS Trust YES

Papworth Hospital NHS Foundation Trust NO

Pennine Acute Hospitals NHS Trust YES

Pennine Acute Hospitals NHS Trust YES

Plymouth Hospitals NHS Trust YES

Poole Hospital NHS Trust YES

Portsmouth Hospitals NHS Trust YES

Queen Elizabeth Hospital NHS Trust YES

Queen Mary’s Sidcup NHS Trust YES

Queen Victoria Hospital NHS Foundation Trust YES

Robert Jones and Agnes Hunt Orthopaedic and District Hospi-
tal NHS Trust

YES

Royal Berkshire NHS Foundation Trust YES

Royal Bolton Hospitals NHS Trust YES

Royal Brompton and Harefield NHS Trust YES

Royal Cornwall Hospitals NHS Trust YES

Royal Devon and Exeter NHS Foundation Trust YES

Royal Free Hampstead NHS Trust YES

Royal Liverpool and Broadgreen University Hospitals NHS Trust NO

Royal Liverpool Childrens NHS Trust NO

Royal National Hospital For Rheumatic Diseases NHS Founda-
tion Trust

YES

Royal National Orthopaedic Hospital NHS Trust YES

Royal Surrey County Hospital NHS Trust YES

Royal United Hospital Bath NHS Trust YES

Royal West Sussex NHS Trust YES

Salford Royal NHS Foundation Trust YES

Salisbury NHS Foundation Trust YES

Sandwell and West Birmingham Hospitals NHS Trust YES

Scarborough and North East Yorkshire Health Care NHS Trust YES

Sheffield Childrens NHS Foundation Trust YES

Sheffield Teaching Hospitals NHS Foundation Trust YES

Sherwood Forest Hospitals NHS Foundation Trust NO

Shrewsbury and Telford Hospital NHS Trust YES

South Devon Healthcare NHS Foundation Trust YES

South Downs Healthcare Trust NO

South Tees Hospitals NHS Trust YES

South Tyneside NHS Foundation Trust NO

South Warwickshire General Hospitals NHS Trust YES

Southampton University Hospitals NHS Trust YES

Southend University Hospital NHS Foundation Trust YES
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Southport and Ormskirk Hospital NHS Trust NO

St George’s Healthcare NHS Trust YES

St Helens and Knowsley Hospitals NHS Trust YES

St Mary’s NHS Trust NO

Stockport NHS Foundation Trust YES

Surrey and Sussex Healthcare NHS Trust NO

Swindon and Marlborough NHS Trust YES

Tameside and Glossop Acute Services NHS Trust YES

Taunton and Somerset NHS Trust YES

The Cardiothoracic Centre - Liverpool NHS Trust NO

The Hillingdon Hospital NHS Trust YES

The Lewisham Hospital NHS Trust NO

The Princess Alexandra Hospital NHS Trust YES

The Queen Elizabeth Hospital King’s Lynn NHS Trust YES

The Rotherham NHS Foundation Trust YES

The Royal Bournemouth and Christchurch Hospitals NHS 
Foundation Trust

YES

The Royal Marsden NHS Foundation Trust YES

The Royal Orthopaedic Hospital NHS Foundation Trust YES

The Royal Wolverhampton Hospitals NHS Trust YES

The Whittington Hospital NHS Trust YES

Trafford Healthcare NHS Trust YES

United Bristol Healthcare NHS Trust YES

United Lincolnshire Hospitals NHS Trust YES

University College London Hospitals NHS Foundation Trust YES

University Hospital Birmingham NHS Foundation Trust YES

University Hospital Of North Staffordshire NHS Trust YES

University Hospital Of North Staffordshire NHS Trust YES

University Hospitals Coventry and Warwickshire NHS Trust NO

University Hospitals Of Leicester NHS Trust YES

University Hospitals Of Morecambe Bay NHS Trust YES

Walsall Hospitals NHS Trust YES

Walton Centre For Neurology and Neurosurgery NHS Trust YES

West Hertfordshire Hospitals NHS Trust YES

West Hertfordshire Hospitals NHS Trust YES

West Suffolk Hospitals NHS Trust YES

Weston Area Health NHS Trust YES

Weston Area Health NHS Trust YES

Winchester and Eastleigh Healthcare NHS Trust YES

Wirral University Teaching Hospital NHS Foundation Trust NO

Worcestershire Acute Hospitals NHS Trust YES

Worthing and Southlands Hospitals NHS Trust YES

Wrightington, Wigan and Leigh NHS Trust YES

Yeovil District Hospital NHS Foundation Trust NO

York Hospitals NHS Foundation Trust YES
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