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Foreword

November 2011

 

Dear Colleague,

As the Chair and Vice Chair of the All-Party Parliamentary Thrombosis Group (APPTG), we 

are delighted to launch the findings of the Group’s fifth annual report. This report is based 

on the responses to a freedom of information request sent to all NHS Hospital Trusts in 

August 2011, which asked them to demonstrate their Trust’s compliance with national 

venous thromboembolism (VTE) prevention best practice and policy. 

VTE – blood clots – is manifested as deep vein thrombosis and pulmonary embolism. It is 

a well-established fact that VTE risk assessment coupled with the provision of appropriate 

prophylaxis saves lives as well as money. The Health Select Committee in the House of 

Commons accepted as far back as 2005 that approximately 25,000 patients die from 

avoidable hospital acquired blood clots in England and Wales every year. This is far too 

many.

The APPTG therefore welcomed the announcement earlier this year that VTE prevention 

would remain a national clinical priority for the NHS for the second year running. We 

supported the continuation of the headline national CQUIN VTE goal, which provides a 

financial incentive for Trusts that can demonstrate they have undertaken a risk assessment 

of 90% of patients on admission for VTE. It is clear that the national CQIUN VTE goal 

has acted as an effective catalyst for change at the local level. In the latest publication of 

national VTE risk assessment data, we were most encouraged to see that 84% of adult 

patients were risk assessed for VTE on admission between April and June 2011, while 

almost two thirds of Trusts met the national CQUIN VTE goal.

This is a commendable achievement indeed, given that VTE prevention became a priority 

for the Department of Health as recently as 2009 when organising the first VTE Prevention 

Leadership Summit in conjunction with the APPTG, and of course given that the national 

CQUIN VTE goal was introduced just over a year ago, in April 2010. We are delighted 

to say that this improvement has been recognised at a global level. In July this year, the 

APPTG was asked to share its experience alongside the VTE prevention team in the 
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Department of Health about how the issue can be successfully prioritised across a national health system during the inaugural meeting of the Global VTE Prevention Forum, held during the 23rd Congress of the International Society on Thrombosis and Haemostasis, in Kyoto, Japan.

With this policy backdrop, numerous Trusts reiterated in their responses that we must make the most of this unique opportunity, now that VTE prevention is front of mind and risk assessment rates are continuing to rise. Trusts emphasised that the national focus of VTE prevention must develop from VTE risk assessment alone, towards policy and incentives that are focussed on improving VTE outcomes. Almost 90% of Trusts that responded supported a national CQUIN goal measuring delivery of appropriate prophylaxis as well as VTE risk assessment for next year. In addition, Trusts also called for an effective national measure of VTE incidence, to demonstrate improved outcomes as a result of the National VTE Prevention Programme. For this reason, our priority recommendations for the NHS VTE Board this year include a progression to an outcomes-focussed CQUIN goal in 2012/13; a mechanism measure VTE incidence in the 2012 NHS Outcomes Framework; and a national, web-based registry of hospital acquired VTE. 
This suite of national actions must be complemented by a rigorous systems-wide approach of clinical and systems guidance, assurance and monitoring. National commissioning guidance must be developed for commissioners on VTE, and the four new sub-national commissioning sector SHAs must fulfil their responsibility in assuring local CQUIN schemes. The NHS Litigation Authority and Care Quality Commission must monitor Trusts against VTE prevention best practice in line with NICE clinical guideline 92 and the NICE quality standard on VTE prevention – and hold Trusts to account where they fail to meet these basic standards.

We are in a period of significant proposed NHS reform. It is essential that the good progress made to date is not lost during this time. Those responsible for commissioning care – whether existing PCTs or emerging Clinical Commissioning Groups – must ensure they continue to review local compliance with commissioning and contracting requirements around VTE prevention. Our results have demonstrated this year that commissioners, while very focussed on the CQUIN goal, have failed to prioritise and monitor the reporting requirements on prophylaxis and root cause analysis. Compliance with the VTE provisions in the Standard Contract for Acute Services is unacceptably poor – less than half of all 
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Trusts report the results of monthly audits of prophylaxis to local commissioners, while 

only one quarter send reports of the results of root cause analysis of confirmed cases 

of hospital acquired VTE. Compliance with these provisions is vital as not only does it 

deliver an outcomes-focussed measure of VTE prevention related to tariff value, it also 

ensures that any failings are learnt from in order to improve practice in the future. For this 

reason, one of our priority recommendations this year is for the VTE Board to ensure that 

commissioners are properly educated about commissioning effective VTE prevention, and 

are monitored on an ongoing basis. 

It goes without saying that VTE prevention improves patient outcomes. Yet astonishingly, 

as demonstrated by a separate Freedom of Information request undertaken last year by 

the APPTG to Medical Schools across England, we know that education on VTE prevention 

in Medical School curricula is set locally and disparate as a result. It came as no surprise 

that 96% of Trusts that responded called for a core syllabus on VTE prevention to be 

mandatory across undergraduate training for the healthcare disciplines. Trusts also called 

for VTE prevention to be a core part of professional revalidation, as well as a mandatory 

component of staff induction procedures. Quality VTE education is essential if we are to 

ensure that a legacy of high quality VTE prevention is maintained in the long term. The gap 

in education on VTE was deemed a priority for redress by the Health Select Committee 

back in 2005, and it seems that little has improved since. Our recommendations this year 

therefore call for professional leadership from the Royal Colleges and Societies to remedy 

this immediately. 

Trusts also emphasised their need for appropriate practical resources to be made available 

to support the local delivery of VTE prevention on the ward, including an electronic risk 

assessment tool as well as ring-fenced funding for VTE prevention and a dedicated VTE 

prevention lead. Most interesting were those comments that drew a comparison between 

resources received by Trusts for infection control and blood transfusion teams. As one 

respondent stated, “It is surprising the hospital acquired VTE kills more people than 

hospital acquired infections and unsafe and inappropriate blood transfusion – but VTE 

prevention has none of the staffing requirements that these do”. While resource allocation 

is a matter for local determination, we must query why this is the case. We urge the NHS 

VTE Board to provide guidance to Trusts to ensure they allocate the necessary resources 

to achieve the goals set by the National VTE Prevention Programme. In this respect we 
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congratulate the work of the National VTE Exemplar Centre Network in sharing best practice to support local delivery – and urge all those who asked for root cause analysis guidance and patient information to access this website and make use of existing solutions to practical challenges. 

The APPTG remains committed to listening to and representing the views of NHS practitioners who are charged with delivering VTE prevention on the ground. We look forward to working with the new National Clinical Director for VTE, Dr Mike Durkin, to ensure that VTE prevention becomes embedded an as essential standard of care throughout the NHS, so that no patients die avoidably from hospital acquired VTE in our hospitals.

Yours faithfully, 

Andrew Gwynne MP Michael McCann MP Chair,  
Vice-Chair,  All-Party Parliamentary Thrombosis Group All-Party Parliamentary Thrombosis Group

All-Party Parliamentary Thrombosis Group
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Executive summary
This report forms the output of a freedom of information request sent to all NHS 

Acute and Foundation Trusts in August 2011. With a response rate of 85% (twenty 

six Trusts did not submit their responses within six weeks of the request), we are 

confident our results represent an accurate portrayal of Trusts’ compliance with 

national VTE best practice and policy.

Compliance with VTE prevention best practice from NICE

 z Most Trusts have a written VTE prevention policy in place which contains the 

VTE and bleeding risk criteria and prophylaxis recommendations in line with 

NICE clinical guideline 92.

 z Of the seven statements of best practice outlined in the NICE quality standard 

on VTE, the two which a large number of Trust have yet to incorporate into their 

local VTE prevention policies are: the need to re-assess patients’ risk for VTE 

and bleeding after 24 hours, and the need to provide both written and verbal 

information on admission and discharge.

Compliance with the 2011/12 national CQUIN VTE goal

 z Overall, clinicians continue to welcome the national prioritisation of VTE 

prevention in the NHS through the CQUIN payment framework.

 z Trusts are demonstrating significant improvements in VTE risk assessment 

rates since the scheme was introduced, both in the percentage of patients risk 

assessed on admission, as well as the number of Trusts meeting the CQUIN 

goal to risk assess 90% of adult admissions.

 z Trusts are calling for national guidance on the cohort approach to risk 

assessment for the purpose of data collection and reporting.

 z Trusts are also calling for the national CQUIN VTE goal to become more 

outcomes-focussed, based on the percentage of at-risk patients receiving 

prophylaxis.

Uptake of the 2011/12 exemplar CQUIN VTE goals

 z Almost half of all Trusts are required to report monthly audits of appropriate 

prophylaxis under their local CQUIN scheme.

 z Only one tenth of Trusts are required to measure and report on the provision of 

VTE patient information under their local CQUIN scheme.

Compliance with the 2011/12 Standard Contract for Acute Services 

 z Compliance with the VTE provisions of the Standard Contact for Acute Services 

is poor across England.

 z Fewer than half of Trusts are providing the results of monthly audits of 

appropriate prophylaxis.
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 z Only one quarter of Trusts are reporting on root cause analysis of confirmed 

cases of hospital acquired VTE. 

Local clinical audit of prophylaxis and root cause analysis

 z Half of all Trusts audit appropriate thromboprophylaxis rates. Of these, only half 

are doing so at regular monthly intervals, the remainder are undertaking audits 

but at irregular intervals.

 z Of those Trusts that reported their audit rates, more than 60% reported 

administering appropriate prophylaxis to, on average, over 90% of patients 

since the beginning of the financial year.

 z Over 40% of Trusts are performing root cause analysis every month when 

confirmed cases of hospital acquired VTE are identified. 

 z Of the completed reviews of cases of hospital acquired VTE submitted since 

April 2011, 16% were found to be preventable.

Local VTE incidence data

 z Obtaining accurate statistics on incidence and death from hospital acquired VTE 

continues to be a challenge.

 z A national VTE registry was suggested as a useful resource to obtain accurate 

incidence data as well as to develop understanding about the assessment, 

treatment and outcomes in cases of expected and confirmed hospital acquired 

VTE.

National support to implement VTE prevention best practice  
and policy

 z Trusts stated that a continuation of the national CQUIN goal focussed on risk 

assessment and prophylaxis would be the most useful initiative to improve local 

delivery of VTE prevention.

 z Trusts also called for a national measure of VTE incidence to demonstrate the 

impact of the National VTE Prevention Programme.

 z The majority of Trusts called for improved VTE prevention education for 

undergraduates and medical professionals.

 z  The majority of Trusts called for a national recommendation on the need for 

a Specialist VTE Nurse, with many going further and calling for ring-fenced 

financial resources to employ a VTE Lead.

 z Responses were divided on the utility of a national electronic VTE risk 

assessment and data collection tool.
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Recommendations
Through the findings of our survey and following correspondence with 

healthcare professionals across the country, the APPTG has developed a series 

of recommendations to support clinicians in their efforts to prevent hospital 

acquired VTE.

The APPTG recommends that the Department of Health undertakes the 

following five actions as a priority in order to deliver improvements in the 

standard of VTE prevention in the NHS:

1. The national CQUIN goal on reducing the impact of VTE should continue 

in 2012/13, with an outcomes-focussed goal on the percentage of 

patients identified as being at risk of VTE who receive appropriate 

prophylaxis.

2. The VTE prevention provisions on local audit of prophylaxis and root 

cause analysis should continue within the 2012/13 Standard Contract for 

Acute Services. 

3. The NHS Commissioning Board should develop national guidance for 

commissioners – including existing PCTs as well as emerging Clinical 

Commissioning Groups – about commissioning for VTE prevention, 

including the VTE provisions in the Standard Contract for Acute 

Services.

4. The NHS Outcomes Framework should be used to set a minimum 

standard for VTE prevention with an indicator on the overall incidence of 

confirmed cases of hospital acquired VTE.

5. The NHS VTE Board should explore the possibility of developing a 

national, web-based registry of hospital acquired VTE. 

In addition to these five priorities, the APPTG recommends that the Department 

of Health considers the following:

6. The NHS VTE Board should ensure that the patient information leaflet, 

developed as part of its work stream, is widely signposted to all NHS Trusts 

as a template for use on admission and discharge.  

7. The NHS VTE Board should work with NHS Connecting for Health to develop 

a CQUIN compliant electronic VTE risk assessment and data collection tool.

8. The NHS VTE Board should investigate, through SHA CQUIN assurance, 

whether CQUIN money related to the national VTE goal is being provided 

appropriately. 

9. The NHS VTE Board should work with individual medical Royal Colleges 

and Societies to develop a national list of day case procedures and pre-

determined cohorts of patients at low-risk of VTE to be assessed by their 

cohort as ‘at low risk of VTE’ for the purposes of CQUIN data collection. 
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10. As part of a wider review of undergraduate education, all relevant Royal 

Colleges and Societies should establish a core syllabus for VTE prevention 

for undergraduate students across the medical and healthcare disciplines. 

11. Individual Royal Colleges and Societies should develop a core syllabus on 

VTE prevention for the revalidation of medical and healthcare professionals.

12. All NHS Trusts should ensure that local policies on VTE risk assessment and 

prophylaxis are included within their protocols for staff induction across the 

disciplines.

13. The Department of Health should consider a national public awareness 

raising campaign about the risks of VTE in hospital.

14. The NHS VTE Board should publish recommendations for NHS Trust 

Management emphasising the need to maintain sufficient resources for VTE 

prevention, including the role of a specialist VTE nurse. 

15. GPs should be incentivised to manage the ongoing monitoring and 

prophylaxis of patients discharged with, or at high risk of, VTE, perhaps as 

part of the Quality and Outcomes Framework.



All-Party Parliamentary Thrombosis Group
“Awareness, Assessment, Management and Prevention”

12

R
es

ul
ts

 1

1) Written VTE prevention policies

All Trusts that responded indicated they already have written VTE prevention 

policies in place, or are in the process of ratifying draft policies internally. 

Figure 1.1: Trusts with a written VTE prevention policy in place

Overview
This section of the survey examined whether Trusts have incorporated the best 

practice recommendations contained within NICE clinical guideline 92 and the 

NICE quality standard for VTE prevention into their local VTE prevention policies. 

The key findings are as follows:

zz Most Trusts have a written VTE prevention policy in place which contains the 

VTE and bleeding risk criteria, and thromboprophylaxis recommendations in 

line with NICE clinical guideline 92. 

zz Of the seven statements of best practice outlined in the NICE quality 

standard on VTE, the two which a large number of Trust have yet to 

incorporate into their local VTE prevention policies are: the need to re-assess 

patients’ risk for VTE and bleeding after 24 hours, and the need to provide 

both written and verbal information on admission and discharge. 

The APPTG recognises that a measure of compliance of local VTE prevention 

policies with national best practice does not accurately reflect daily compliance 

with these policies on the ward. This issue is addressed in the following 

chapters.

Written VTE prevention policy 
in place

Draft written VTE prevention 
policy being ratified

No written VTE prevention 
policy in place or in draft

No response83%

16%

1%

Results 1: Best Practice
Compliance of local VTE prevention policies with national VTE 
prevention best practice contained in NICE clinical guideline 92 
and the NICE quality standard for VTE prevention
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2) Risk assessment of VTE and bleeding risk on admission  
using the clinical criteria set out in the national tool

All Trusts that responded indicated that they have incorporated the VTE risk 

assessment and bleeding criteria contained within the national VTE risk assessment 

tool into their local risk assessment forms for use during inpatient admission. This is 

necessary in order to demonstrate compliance with national VTE prevention policy 

as well as the national CQUIN VTE goal.

Figure 1.2: Trusts incorporating clinical criteria from the national VTE risk 

assessment tool into local VTE risk assessment forms 

3) Fitting and monitoring anti-embolism stockings, and offering 
VTE pharmacological prophylaxis, in accordance with NICE 
clinical guideline 92

While the majority of Trusts have updated their anti-embolism stockings policy in 

line with NICE clinical guideline 92, a small minority have not yet done so.  

Figure 1.3.1:  Trusts incorporating NICE clinical guideline 92 recommendations on 

fitting and monitoring anti-embolism stockings into local VTE prevention 

policies

Only the smallest minority of Trusts (1%) indicated that they are yet to update their 

pharmacological prophylaxis policies in line with the most recent best practice from 

NICE. 

National clinical criteria 
incorporated into local tool

National clinical criteria not 
incorporated into local tool

No response

84%

16%

Stockings policy in line with 
NICE clinical guideline 92

Stockings policy not in line with
NICE clinical guideline 92

No response

82%

16%

2%
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Figure 1.3.2:  Trusts incorporating NICE clinical guideline 92 recommendations on VTE 

prophylaxis into local VTE prevention policies

The APPTG emphasises that the Trusts that have yet to update their mechanical 
and pharmacological prophylaxis policies in line with NICE clinical guideline 
92 are placing patients at increased risk of VTE, as patients may be offered 
prophylaxis which falls short of the current recommended best practice based 
on the most up to date clinical evidence. It is essential that Trusts ensure their 
prophylaxis policies are updated in line with NICE clinical guideline 92, since 
appropriate prophylaxis is vital to preventing VTE and ultimately, improving the 
quality of patient care and patient outcomes.

4) Verbal and written information about VTE prevention for 
patients / carers on admission and discharge

The percentage of Trusts requiring both written and verbal information to be 

provided to patients on both admission and discharge has shown a modest (5%) 

increase from last year. Approximately three quarters of Trusts require both verbal 

and written information to be provided on both admission and discharge. 

Some Trusts stated that their policies stipulate that only one of written or verbal 

information must be provided, while others outlined that information is required on 

only one of admission or discharge.

These Trusts therefore continue to contravene the NICE quality standard on VTE, 

which sets out that both written and verbal information must be provided on both 

admission and discharge.

Prophylaxis policy in line 
with NICE clinical guideline 92

Prophylaxis policy not in line 
with NICE clinical guideline 92

No response

83%

16%

1%
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Figure 1.4:  Trusts that require verbal and written information for patients/carers to 

be provided on both admission and discharge 

Given the low awareness amongst the general public about the risks of VTE in 
hospital, patient information is vital to ensuring patients are aware of their risk 
profile, and more importantly, what steps they can take in hospital and once 
discharged to prevent their risk of developing VTE. An oft-repeated challenge 
outlined by respondents about patient information is the time associated with 
developing a Trust-wide standard information leaflet – alongside a lack of buy-
in from some colleagues about the need to provide both verbal and written 
information to patients too.

The APPTG recommends that the Department of Health VTE Board ensures that 
the patient information leaflet, developed as part of its work stream, is widely 
signposted to all Trusts as a template for use on admission and discharge. 

5) Re-assessing patients within 24 hours of admission for risk of 
VTE and bleeding

73% of Trusts indicated that their VTE prevention policy requires them to re-assess 

patients for VTE and bleeding within 24 hours of admission. This demonstrates a fall 

from last year, when 88% of Trusts indicated this was a requirement. 

Of the 10% of Trusts that this year stated they are not required to re-assess within 

24 hours, a number clarified that their policy stipulates re-assessment at 48 hours 

after admission or whenever the clinical condition changes. 

The drop in number of Trusts required to reassess at 24 hours from last year 

suggests that Trusts have amended their policies in light of experience about the 

utility or practicality of maintaining a 24 hour timeframe for reassessment. While the 

majority of Trusts are therefore required to review the risk of VTE and bleeding for a 

patient during the course of their hospital stay, a number have chosen to contravene 

NICE clinical guideline 92 by removing the 24 hour timeline. 

Both written and 
oral information 

required

Only one of written 
or oral information 

required

No response

Admission

Percentage of Trusts

Discharge

0

10

20

30

40

50

60

70

80 77%
73%

7%
10%

16% 17%
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Figure 1.5:  Trusts required to re-assess patients for risk of VTE and bleeding within 

24 hours of admission 

6) Offering patients extended VTE prophylaxis in accordance 
with NICE clinical guideline 92

Encouragingly, almost 80% of Trusts have already updated their policy on extended 

prophylaxis in line with NICE clinical guideline 92 and the NICE quality standard on 

VTE prevention.  

Figure 1.6:  Trusts with extended prophylaxis policies in line with NICE clinical 

guideline 92

Trusts required to re-assess 
within 24 hours and whenever 
clinical situation changes

Trusts not required to re-assess 
within 24 hours and whenever 
clinical situation changes

No response73%

17%

10%

Extended prophylaxis offered 
in accordance with NICE clinical 
guideline 92

Extended prophylaxis not offered 
in accordance with NICE clinical 
guideline 92

No response79%

17%

4%
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The NICE quality standard for VTE prevention sets out a set of seven concise 

statements representing high quality care throughout the patient pathway.

Quality Standard for VTE – prevention

The quality standard for VTE – prevention applies to part of the care pathway 

for the prevention and management of VTE. Services across the care pathway 

should be commissioned from and coordinated across all relevant agencies. 

An integrated approach to provision of services is fundamental to the delivery 

of high-quality care to patients for preventing and managing VTE.

No. Quality Statements

 1 All patients, on admission, receive an assessment of VTE and bleeding risk 

using the clinical risk assessment criteria described in the national tool.

 2 Patients/carers are offered verbal and written information on VTE 

prevention as part of the admission process.

 3 Patients provided with anti-embolism stockings have them fitted and 

monitored in accordance with NICE guidance.

 4 Patients are re-assessed within 24 hours of admission for risk of VTE and 

bleeding.

 5 Patients assessed to be at risk of VTE are offered VTE prophylaxis in 

accordance with NICE guidance.

 6 Patients/carers are offered verbal and written information on VTE 

prevention as part of the discharge process.

 7 Patients are offered extended (post hospital) VTE prophylaxis in 

accordance with NICE guidance.

SOURCE: National Institute for Health and Clinical Excellence
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1) Compliance with the national CQUIN VTE goal  
since April 2010

Quarter 1 2011/12 data returns for VTE risk assessment, published by the 

Department of Health, demonstrate on-going improvements in the risk assessment 

rates in NHS providers since the CQUIN scheme was introduced in April 2010 (and 

implemented from July 2010).

 z 84% of adult patients were risk assessed for VTE on admission in Q1 2011/12. 

This represents a small increase from Q4 2010/11, when 81% of patients were 

risk assessed. This is almost double the number of patients who were risk 

assessed when mandatory data collection began in Q2 2010/11, when 47% of 

patients were risk assessed for VTE.

 z Almost two-thirds of Trusts (63%) risk assessed 90% of patients for VTE 

between April and June 2011, meeting the CQUIN goal. This represents an 

increase from Q4 2010/11, when 61% of Trusts met the CQUIN VTE goal to risk 

assess 90% of patients for VTE.

 z All 163 Acute Trusts except for one returned their data collection. In Q4 2010/11, 

three Trusts did not respond. 

Overview

This section of the survey asked Trusts about the progress they are making 

towards achieving the national CQUIN goal to reduce the impact of VTE. In 

order to access the CQUIN money related to VTE, the national goal requires 

90% of patients to be risk assessed for VTE on admission to hospital using the 

risk factors for VTE and bleeding set out in the national VTE risk assessment 

tool. Monthly census results are to be reported to the Department of Health on a 

quarterly basis.

 

The key findings are as follows:

zz Overall, clinicians continue to welcome the national prioritisation of VTE 

prevention in the NHS through the CQUIN payment framework.

zz Trusts are demonstrating significant improvements in VTE risk assessment 

rates since the scheme was introduced, both in the percentage of patients 

risk assessed on admission, as well as the number of Trusts meeting the 

CQUIN goal to risk assess 90% of adult admissions.

zz Trusts are calling for national guidance on the cohort approach to VTE risk 

assessment for the purpose of data collection and reporting.

zz Trusts are also calling for the national CQUIN VTE goal to become more 

outcomes-focussed, based on the percentage of at-risk patients receiving 

prophylaxis.

Results 2: National VTE CQUIN Goal
Compliance with the national goal to reduce avoidable death, 
disability and chronic ill health from VTE in the Commissioning 
for Quality and Innovation (CQUIN) payment framework
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 z Three Acute Trusts continue to submit nil returns (submitting sampling data 

rather than census data). In Q4 2010/11, four Trusts failed to provide census 

data.

The graph below, produced by the Department of Health, illustrates the significant 

improvement in VTE prevention rates since the introduction of the CQUIN scheme:

Figure 2.1: National VTE risk assessment rates, July 2010 – June 2011 

Adapted from Department of Health data

While a couple of Trusts emphasised the burdensome nature of census data 

collection, many Trusts commented that the national CQUIN goal should be 

retained next year, taking an outcomes-focus by measuring and rewarding 

appropriate prophylaxis.

“ Our Trust performs well against the CQUIN goal but this is 

just scratching the surface of what good VTE prevention 

should look like.”

Consultant Haematologist,  

NHS Yorkshire and the Humber

“ The national CQUIN goal should change next year to reflect 

more in depth monitoring of compliance with the NICE VTE 

quality standard.”

Consultant Haematologist,  

NHS North West
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The APPTG is greatly encouraged by the progress that Trusts have been 
making in improving VTE risk assessment rates since the CQUIN scheme was 
introduced. It is clear that CQUIN has been an effective catalyst for change at a 
local level.
Moving forward, the challenge remains ensuring that VTE risk assessment rates 
continue to improve and that VTE risk assessment on admission becomes 
embedded practice in NHS care. Importantly, Trusts must also focus on 
improving VTE outcomes, by administering appropriate thromboprophylaxis to 
patients identified as being at risk of VTE. This is essential if we are to deliver 
improved quality of patient care and patient outcomes.

The APPTG recommends as a priority that the national CQUIN goal on reducing 
the impact of VTE continues in 2012/13, with an outcomes-focussed goal on the 
percentage of patients at risk of VTE who receive appropriate prophylaxis.

2) The cohort approach to VTE risk assessment

Almost all Trusts outlined the day case procedures and patient cohorts deemed by 

their Trust and SHA Medical Directors to have a similar low-risk VTE profile, who 

can be assessed as a group as being at low risk of VTE using the risk assessment 

criteria in the national tool, rather than individually. 

It is clear from the lists provided by Trusts that there is nationwide variation in these 

patient cohorts deemed as being at low risk of VTE. A number of responses called 

for national guidance on these patient groups and day case procedures which 

can be assessed by cohort as opposed to individually, given that CQUIN data is 

collected and published nationally.

“ We need absolute central instruction on patient cohorts at low-

risk of VTE, so we are all measuring against the same criteria.”

Consultant Haematologist and Medical Director,  

NHS Trust, NHS East Midlands

The APPTG recommends that the Department of Health VTE Board works with 
individual medical Royal Colleges and Societies to develop a national list of day 
case procedures and pre-determined cohorts of patients at low-risk of VTE to be 
assessed by their cohort as ‘at low risk of VTE’ for the purposes of CQUIN data 
collection. 

3) The financial value of the national VTE CQUIN goal to Trusts

As a proportion of provider income, the value of the national CQUIN VTE goal differs 

significantly from Trust to Trust. For some Trusts, the value of CQUIN money which 

is accessed upon achieving the national VTE goal was estimated to be in excess of 

£1 million. 

“ Money is the biggest motivator in making this a high priority 

for Trusts. It ensures commitment and support from the 

hospital Board who have to be signed up to ensure this 

development is a success.”

Consultant Haematologist and Medical Director,  

NHS Trust, NHS East Midlands
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4) Frequency of CQUIN VTE payments 

Almost half of all Trusts that responded indicated that their commissioners have 

incorporated the Department of Health suggestion to make CQUIN VTE payments 

available monthly, rather than quarterly. 

Figure 2.2: Frequency of Trusts’ national CQUIN VTE goal payments 

The APPTG welcomes the suggestion by the Department of Health that CQUIN 
payments be made monthly rather than quarterly. The aim is to incentivise 
monthly 90% VTE risk assessment rates rather than quarterly averages of 90%, 
and thus thoroughly embed VTE risk assessment across the NHS.
However, the APPTG is concerned about anecdotal evidence suggesting that 
some Trusts are yet to access CQUIN money despite regularly meeting the 
CQUIN VTE goal in their data returns. More concerning still is anecdotal evidence 
that some Trusts have received CQUIN money despite submitting sample data 
for VTE risk assessments.

The APPTG recommends that the Department of Health VTE Board investigates, 
through SHA CQUIN Assurance, whether CQUIN money related to the national 
VTE goal is being provided appropriately. 

National CQUIN goal to reduce avoidable death, disability and chronic ill health 

from Venous-thromboembolism (VTE)

Achievement of this goal will be measured using the quality indicator: 

% of all adult inpatients who have had a VTE risk assessment on 

admission to hospital, using the national tool

And payment will be triggered by achieving 90% or more.

SOURCE: Department of Health

Monthly

Quarterly

No response

47%

21%

32%
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1) Exemplar CQUIN VTE goal on appropriate prophylaxis 

Just less than half of all Trusts indicated that their local CQUIN schemes have 

incorporated the exemplar goal on appropriate prophylaxis. 

Figure 3.1: Trusts incorporating exemplar CQUIN VTE goal on measuring 

appropriate prophylaxis into local CQUIN schemes

By being required to report to local commissioners on monthly audit results of 
appropriate thromboprophylaxis, the APPTG is encouraged that Trusts are taking 
an increasingly outcomes-focussed approach to VTE prevention above and 
beyond the national CQUIN goal focussed on risk assessment. This focus must 
be mandated in the national CQUIN goal in 2012/13 in order to prevent VTE and 
ultimately deliver improved patient outcomes. 

Overview

This section asked Trusts about the uptake of the voluntary, exemplar CQUIN 

VTE goals on appropriate thromboprophylaxis (with CQUIN money released 

upon administering appropriate prophylaxis to 90% of patients) and for patient 

information (with CQUIN payment released upon 60% of patients receiving 

information on VTE on admission and discharge.) Monthly results are reported to 

the local commissioner if these goals are included in local CQUIN agreements. 

The key findings are as follows:

zz Almost half of all Trusts are required to report monthly audits of appropriate 

prophylaxis under their local CQUIN scheme.

zz Only one tenth of Trusts are required to measure and report on the provision 

of VTE patient information under their local CQUIN scheme.

Results 3: Exemplar VTE CQUIN Goals
Uptake of the exemplar goals to reduce avoidable death, 
disability and chronic ill health from VTE in the Commissioning 
for Quality and Innovation (CQUIN) payment framework

Trusts incorporating CQUIN goal 
on appropriate prophylaxis

Trusts not incorporating CQUIN 
goal on appropriate prophylaxis

No response

44%

18%

38%
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2) Exemplar CQUIN VTE goal on patient information

Only one tenth of Trusts indicated that their local CQUIN schemes have 

incorporated the exemplar goal on patient information on admission and discharge. 

Figure 3.2: Trusts incorporating exemplar CQUIN VTE goal on measuring patient 

information on admission and discharge into local CQUIN schemes

If Trusts are to be measured against this exemplar CQUIN goal of providing 
information on VTE to 60% of patients, national support in developing a patient 
information leaflet is essential. Historically, patient information has been a 
challenge and comments from section one reiterate that leaving the development 
of patient information to a local level has done little to improve national 
compliance with the NICE quality standard on VTE.

Trusts incorporating CQUIN goal
on patient information

Trusts not incorporating CQUIN
goal on patient information

No response

12%20%

68%

Exemplar CQUIN goals to reduce avoidable death, disability and chronic ill 

health from VTE

Appropriate thromboprophylaxis

Description 
of indicator

% of audited adult inpatients having a documented VTE risk 
assessment on admission to hospital who receive appropriate 
prophylaxis based on national guidance.

What does “good” look like against this indicator?

Appropriate prophylaxis should automatically follow assessment of VTE risk; 
it is the provision of appropriate prophylaxis that saves lives.  A 90-95% 
return would look good against this indicator.

Patient Information on admission and discharge

Description 
of indicator

All patients identified following VTE risk assessment as at risk 
of VTE and requiring prophylaxis are offered, with their carers, 
verbal and written information on VTE prevention as part of the 
admission and discharge processes.

What does “good” look like against this indicator?

The NHS is in the early stages of developing a comprehensive approach 
to patient information on risk and prevention as set out in the NICE VTE 
Prevention Quality Standard.  Early data from providers already collecting 
suggest a target of around 60% is a “good” indicator in the first year of this 
CQUIN goal.

SOURCE: NHS Institute for Innovation and Improvement
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1) Reports to commissioners on monthly audits of appropriate 
prophylaxis 

Fewer than half of all Trusts indicated that they provide the results of monthly audits 

of appropriate thromboprophylaxis to local commissioners, as per clause 4.23.2 of 

the 2011/12 NHS Standard Contract for Acute Services. 

The majority of Trusts which are not reporting audit results are therefore in breach 

of the Contract, for which commissioners can withhold a percentage of provider 

income. 

Figure 4.1: Trusts reporting monthly audits of appropriate thromboprophylaxis to 

commissioners under 2011/12 Standard Contract for Acute Services 

Overview

This section of the survey asked Trusts about their compliance with the VTE 

prevention provisions contained within the 2011/12 NHS Standard Contract 

for Acute Services. Under the Contract, Trusts are required to provide monthly 

reports of root cause analysis undertaken on any confirmed cases of hospital 

acquired VTE, as well as monthly audits of appropriate prophylaxis. Failure to 

report in accordance with the Contract can lead to up to 1% of the monthly 

Contract value being withheld by commissioners until the reports are provided.

The key findings are as follows:

zz Compliance with the VTE provisions of the Standard Contact for Acute 

Services is poor across England.

zz Fewer than half of Trusts are providing the results of monthly audits of 

appropriate prophylaxis.

zz Only one quarter of Trusts are reporting on root cause analysis of confirmed 

cases of hospital acquired VTE. 

Results 4: Standard Contract for 
Acute Services

Compliance with VTE clinical audit in accordance with the 
2011/12 NHS Standard Contract for Acute Services

Monthly audits of prophylaxis
provided

No monthly audits of prophylaxis
provided

No response

48%

20%

32%



Fifth Annual Audit of Acute NHS Trusts’ VTE Policies
November 2011

25

R
esults 4

2) Reports to commissioners on monthly outcomes from root 
cause analysis of confirmed cases of hospital acquired VTE

Just one quarter of Trusts confirmed that they provide monthly reports of root cause 

analysis of confirmed cases of hospital acquired VTE to local commissioners,  as 

per clause 4.23.1 of the 2010/11 NHS Standard Contract for Acute Services. 

The large majority of Trusts which are not providing reports are therefore in breach 

of the Contract, for which commissioners can withhold a percentage of provider 

income. 

Figure 4.2: Trusts providing monthly reports of confirmed cases of hospital acquired 

VTE to local commissioners under 2011/12 Standard Contract for Acute 

Services 

The APPTG is extremely concerned that local commissioners are failing 
to implement the mandatory reporting requirements on appropriate 
thromboprophylaxis and root cause analysis as per the 2011/12 Standard 
Contract for Acute Services. 
These provisions are essential to improving VTE outcomes, by measuring the 
number of people who receive appropriate prophylaxis and ensuring that any 
failings may be learnt from, and change practice in the future. It is vital that 
these provisions remain in the 2012/13 Standard Contract to complement 
an outcomes-focussed national CQUIN goal, and that importantly, local 
commissioners are educated about the significance of these provisions so that 
they are not lost at a time of NHS structural reform.

The APPTG recommends as a priority that the VTE prevention provisions on local 
audit of prophylaxis and root cause analysis should continue within the 2012/13 
Standard Contract for Acute Services. 

 

The APPTG recommends as a priority that the NHS Commissioning Board 
should develop national guidance for commissioners – including existing PCTs 
as well as emerging Clinical Commissioning Groups – about commissioning for 
VTE prevention, including the VTE provisions in the Standard Contract for Acute 
Services.

Monthly reports of root cause 
analysis provided

No monthly reports of root cause 
analysis provided

No response

27%
22%

51%
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VTE provisions within the 2011/12 Standard Contract for Acute Services

Venous Thromboembolism

4.23 The Provider shall perform

4.23.1 root cause analyses of all confirmed cases of pulmonary 

embolism and deep vein thrombosis acquired by Patients 

whilst in hospital (including those cases arising during 

current hospital stay and those cases where there is a 

history of hospital admission within the last three months, 

but not including Patients admitted to hospital with a 

confirmed venous thromboembolism with no history of an 

admission to hospital within the last three months); and

4.23.1 where required by the Co-ordinating Commissioner, local 

audits of Patients at risk of venous thromboembolism,

and the Provider shall report the results of such root cause analyses 

and audits in accordance with clause 29 (Information Requirements) 

and Schedule 5 Part 2 (National Requirements Reported Locally)

Source: Department of Health
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Results 5: Local Clinical Audit

1) Local audits on the percentage of patients at risk of VTE who 
receive appropriate prophylaxis 

Almost half of all Trusts did not respond to this question – providing no audit data 

since the beginning of this financial year. 

Approximately one quarter of Trusts provided monthly audit data for appropriate 

prophylaxis for each month between April 2011 and August 2011 inclusive. A 

further quarter of Trusts provided data for some of the months between April and 

August 2011. 

The majority of Trusts that undertake audit of prophylaxis rates do so using a 

sample of patient records, rather than as a census-based exercise.

Overview

This section of the survey aimed to determine how many Trusts are undertaking 

monthly audits of appropriate prophylaxis and root cause analysis – whether 

required under their local CQUIN scheme; or in order to comply with the 

reporting requirements of the Standard Contract for Acute Services; or as a local 

initiative to deliver best practice VTE prevention. The survey also asked for the 

results of these audits.

The key findings are as follows:

zz Half of all Trusts audit appropriate thromboprophylaxis rates. Of these, only 

half are doing so at regular monthly intervals, the remainder are undertaking 

audits but at irregular intervals.

zz Of the Trusts that reported their audit rates, more than 60% reported 

administering appropriate prophylaxis to, on average, over 90% of patients 

since the beginning of the financial year, April 2011.

zz Over 40% of Trusts are performing root cause analysis every month when 

confirmed cases of hospital acquired VTE are identified. 

zz Of the completed reviews of cases of hospital acquired VTE submitted since 

April 2011, 16% were found to be preventable.

Local clinical audit data on appropriate prophylaxis and root 
cause analysis of hospital acquired VTE
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Figure 5.1.1: Trusts undertaking audits of patients at risk of VTE who receive 

appropriate prophylaxis, April 2011 – August 2011

Of the Trusts that submitted audit data for the months April to August 2011, more 

than 60% reported administering appropriate prophylaxis to, on average, over 

90% of patients over the period. A further 20% reported administering appropriate 

prophylaxis to between 80% and 89% of patients.

Figure 5.1.2: Results of audits of appropriate prophylaxis undertaken by Trusts, April 

2011 to August 2011

2) Root cause analysis of confirmed cases of hospital  
acquired VTE

Data was provided by 60% of Trusts on the number of cases of hospital acquired 

VTE submitted for root cause analysis between April 2011 and August 2011. 40% 

of Trusts provided data for each month between April and August 2011, a further 

20% per cent provided data for some, but not all, the months between April and 

August 2011.
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Figure 5.2.1: Trusts submitting confirmed cases of hospital acquired VTE for root 

cause analysis, April 2011 – August 2011

The table below sets out the total number of cases submitted for root cause 

analysis by the 60% of Trusts that provided information, as well as the total number 

for which root cause analysis has been completed, and the results of the analysis:

Figure 5.2.2: Number of cases of hospital acquired VTE submitted for root cause 

analysis, April 2011 – August 2011

Total number of cases of confirmed hospital acquired VTE 
submitted for root cause analysis across 60% of Trusts 
between April and August 2011

1640

Total number of completed cases of root cause analysis to 
date, April to August 2011 for the same 60% of Trusts

1050

Total number of cases found to be preventable 170

Of the completed reviews of cases of hospital acquired VTE submitted since April 

2011 by the 60% of Trusts that provided information in this section, 16% of cases 

of hospital acquired VTE were found to be preventable.

Figure 5.2.3: Cases of hospital acquired VTE found to be preventable following root 

cause analysis, April 2011 – August 2011

Root cause analysis performed 
regularly each month, April – 
August 2011

Root cause analysis performed 
intermittently, April – August 2011

No response

42%41%

17%

 

Cases of hospital acquired VTE 
found to be preventable

Cases of hospital acquired VTE 
not preventable

16%

84%
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Results 6: Local Incidence Data

1) Non-fatal hospital acquired DVT or PE 

Obtaining accurate data on VTE incidence continues to be a challenge.

Most Trusts were able to give some statistics on VTE incidence using clinical 

coding, where VTE appears as either a primary or secondary diagnosis. However, 

all Trusts that provided this data were unable to confirm whether each incident was 

truly hospital acquired. 

Clinical coding is unable to distinguish between patients admitted with a VTE 

diagnosis as a pre-existing condition without a prior hospital stay, and VTE 

episodes acquired either during an inpatient stay or in the three months following 

discharge from a hospital stay. Trusts stated that performing a clinical audit of 

patient notes to determine the cause of the VTE would be a time intensive exercise. 

As such, no Trust was able to provide robust and accurate data on VTE incidence. 

“ A national ICD code for hospital acquired VTE must be 

developed.”

Consultant Haematologist,  

NHS South Central

Overview

This section asked Trusts about their local statistics on hospital acquired VTE 

incidence and deaths. Hospital acquired VTE was defined as arising either as 

a new event during the course of a current hospital stay where patients were 

admitted to hospital without a confirmed VTE, or where patients were admitted 

to hospital with a confirmed VTE where the patient had a history of admission to 

hospital within the last three months. This section therefore excluded community 

acquired VTE, where patients had a confirmed VTE on admission to hospital 

but no history of admission to hospital within the last three months, as well as 

patients presenting with VTE in an outpatient setting.  

The key findings are as follows:

zz Obtaining accurate statistics on incidence and death from hospital acquired 

VTE continues to be a challenge.

zz A national VTE registry was suggested as a useful resource to obtain 

accurate incidence data as well as to develop understanding about the 

assessment, treatment and outcomes in cases of expected and confirmed 

hospital acquired VTE.

Collecting data on incidence and death  
from hospital acquired VTE
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2) Fatal hospital acquired PE 

As with statistics on VTE incidence, obtaining accurate data on deaths from VTE 

continues to be a challenge.

Most Trusts were able to provide statistics on patients who had died with VTE as 

a diagnosis. However, as these Trusts explained, confirming whether VTE was the 

cause of death or simply a co-morbidity is impossible without a full review of patient 

notes. This complication is in addition to that described by Trusts in obtaining data 

on VTE incidence: the clinical codes for VTE do not themselves determine whether 

the VTE was hospital acquired. 

As some trusts stated, the difficulty with accurately determining the number of local 

deaths from VTE is exacerbated by the national fall in post mortems. 

Some Trusts suggested that a national database of hospital acquired VTE would be 

a useful resource to obtain national statistics on incidence and statistics, as well as 

to develop understanding on the assessment, treatment and outcomes in cases of 

expected and confirmed hospital acquired VTE.

“ We need a national database that records hospital acquired 

VTE and shares learning from root cause analysis.”

Consultant Haematologist,  

NHS London

The APPTG recommends as a priority that the Department of Health VTE Board 
should explore the possibility of developing a national, web-based registry of 
hospital acquired VTE. 
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Results 7: National Support

1) Continued national prioritisation of VTE prevention in the NHS 
with a greater focus on outcomes

i.  National CQUIN goal measuring VTE risk assessment and appropriate 

prophylaxis

Trusts made clear that a continuation of the national CQUIN goal focussed on risk 

assessment and prophylaxis would be the most useful initiative to improve local 

delivery of VTE prevention. 

Repeating some of the observations made in section two, many Trusts noted 

the impact the financial attachment to VTE prevention had made on improved 

standards within their Trust. They emphasised again that a national outcomes-

focussed goal focussed on the percentage of patients at risk of VTE who receive 

appropriate prophylaxis is necessary to improving VTE outcomes.

Overview

This section asked Trusts to indicate what national support would most 

effectively help them implement national VTE prevention policy and best practice 

more thoroughly and consistently at a a local level.

The key findings are as follows:

zz Trusts stated that a continuation of the national CQUIN goal focussed on risk 

assessment and prophylaxis would be the most useful initiative to improve 

local delivery of VTE prevention.

zz Trusts also called for a national measure of VTE incidence to demonstrate 

the impact of the National VTE Prevention Programme.

zz The majority of Trusts called for improved VTE prevention education for 

undergraduates and medical professionals.

zz The majority of Trusts called for a national recommendation on the need for 

a Specialist VTE Nurse, with many going further and calling for ring-fenced 

financial resources to employ a VTE Lead.

zz Responses were divided on the utility of a national electronic VTE risk 

assessment and data collection tool.

National action to support implementation of VTE prevention 
best practice and policy
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Figure 7.1: 

Support for CQUIN 

goal focussed on VTE 

risk assessment and 

appropriate prophylaxis

The APPTG recommends as a priority that the national CQUIN goal on reducing 
the impact of VTE should continue in 2012/13, with an outcomes-focussed goal 
on the percentage of patients identified as being at risk of VTE who receive 
appropriate prophylaxis.

ii. National measure of VTE incidence

In addition to the national CQUIN goal focussing on prophylaxis rates, Trusts also 

called for a national measure of VTE incidence to demonstrate the impact of the 

National VTE Prevention Programme.

“ It is essential that we can demonstrate a reduction in the 

incidence and death rate from VTE following the national 

campaign.” 

Director of Nursing, NHS Trust,  

NHS East of England

The APPTG recommends as a priority that the NHS Outcomes Framework 
should be used to set a minimum standard for VTE prevention with an indicator 
on the overall incidence of confirmed cases of hospital acquired VTE.

The APPTG recommends as a priority that the Department of Health VTE Board 
should explore the possibility of developing a national, web-based registry of 
hospital acquired VTE. 

2) Practical measures and initiatives to support VTE prevention 
best practice

i.  Mandatory education on key criteria of VTE prevention for medical 

undergraduates and professionals

Three quarters of all Trusts indicated that nationally set VTE education criteria for 

medical undergraduates, professional revalidation, and new staff induction would be 
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useful for improving local compliance with VTE prevention best practice.

“ Medical and health professional undergraduate and post 

graduate VTE education requires improvement. There are 

no standardised modules. It very much depends on the 

University / Deanery / Trust to provide this.”

Clinical Governance Coordinator,  

NHS Trust, NHS East Midlands

“ Nationally improved education on VTE prevention would be 

excellent.”

Consultant Haematologist,  

NHS Trust, NHS North West

“ We need an absolute assurance that new medical graduates 

and new NHS doctors on induction are able to risk assess and 

document prophylaxis consistently with national criteria in 

patients that they clerk as the clinician of first contact.”

Medical Director,  

NHS Trust, NHS South West

“ VTE prevention and audit should be a mandatory part of a 

strengthened medical appraisal process used to support 

revalidation for medical practitioners.”

Medical Director and Patient Safety Lead,  

NHS Trust, NHS South Central

Figure 7.2.1: 

Support for mandatory 

education on VTE 

prevention for 

undergraduates and 

postgraduates 

 

It is significant that Trusts are continuing to call for education around VTE 
prevention given that over five years have passed since the House of Commons 
Health Select Committee’s Inquiry into VTE prevention recommended that VTE 
education be given more prominence.
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Health Select Committee Recommendation 44 on VTE education, 2005

“ We recommend that VTE and its prevention, including the implementation 
of, and adherence to, guidelines relating to thromboprophylaxis, counselling 
and risk assessment, be given more prominence in undergraduate medical 
education, Continuing Professional Development (CPD), and other relevant 
aspects of medical and paramedical training. We further recommend that 
the Royal Colleges bring forward proposals to this end as well as to raise 
awareness of the problems of VTE. In addition, NHS Trusts should ensure that 
all physicians and surgeons receive training about the subject.”

SOURCE: Health Committee Publications

The APPTG recommends that as part of a wider review of undergraduate 
education, all relevant Royal Colleges and Societies establish a core syllabus for 
VTE prevention for undergraduate students across the medical and healthcare 
disciplines. 

The APPTG recommends that the individual Royal Colleges and Societies 
develop a core syllabus on VTE prevention for the revalidation of medical and 
healthcare professionals.

The APPTG recommends that all Trusts ensure that local policies on VTE risk 
assessment and prophylaxis are included within their protocols for staff induction 
across the disciplines.

ii. Electronic risk assessment and data collection tools

Responses were divided on the utility of a national electronic VTE risk assessment 

and data collection tool. The majority of Trusts (63%) would find such a tool useful, 

given the time-intensive nature of data collection for the national CQUIN VTE goal. 

However, others emphasised that they had already developed their own, local 

electronic tool and did not desire a centrally imposed or developed solution. These 

Trusts also made clear that electronic solutions would only be useful if they linked to 

electronic patient records and e-prescribing.

Figure 7.2.2: 

Support for an 

electronic risk 

assessment and data 

collection tool
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The APPTG recommends that the Department of Health VTE Board works with 
NHS Connecting for Health to develop a CQUIN compliant electronic VTE risk 
assessment and data collection tool.

iii.  Government-led VTE public awareness campaign

A majority of Trusts noted that with the continued low general awareness of VTE, 

more must be done centrally to improve awareness and understanding of the 

condition amongst the public.

“ A public health strategy to raise general awareness about the 

risk of developing VTE whilst in hospital is a necessity. The 

general public still think you only get blood clots from long-

haul flights. Most people prior to coming into hospital will 

not be aware that being put into a hospital bed significantly 

increases their risk for developing a blood clot.”

Clinical Governance Coordinator,  

NHS Trust, NHS East Midlands

Figure 7.2.3: 

Support for a national 

hospital acquired VTE 

awareness raising 

campaign

The APPTG recommends that the Department of Health considers a national 
public awareness raising campaign about the risks of VTE in hospital.

iv.  Ring-fenced resources / national guidance for a core VTE prevention team

Many Trusts expressed a need for more resources to be able to consistently deliver 

high quality VTE prevention on the wards.

Drawing on the Department of Health circulars for Better Blood Transfusion as well 

as its approach to hospital acquired infections, a large number of comments called 

for national guidance about a mandatory VTE practitioner / specialist VTE nurse – 

with many going further and calling for ring-fenced financial resources to employ a 

VTE Lead. 
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They stated that this is essential to achieve compliance with all statements in the 

NICE quality standard on VTE prevention, while also linking back to comments 

made in relation to the data collection requirements of CQUIN, the provisions of the 

2011/12 NHS Standard Contract for Acute Services, and the time-consuming nature 

of root cause analysis of hospital acquired VTE.

“ It is surprising that hospital acquired VTE kills more 

people than hospital acquired infections and unsafe and 

inappropriate blood transfusion – but VTE prevention has 

none of the staffing requirements that these do.”

Consultant Haematologist,  

NHS Trust, NHS London

“ We need a national recommendation on the role of a 

VTE practitioner, as happened for a Hospital Transfusion 

Practitioner in Better Blood Transfusion health circulars.”

Consultant Haematologist,  

NHS Trust, NHS North East

“ There needs to be mandatory funding for a VTE Specialist 

Nurse to educate, audit and collect accurate data – in the 

same way that funding is received by a hospital acquired 

infection control team.”

Chief Medical Officer,  

NHS Trust, NHS East of England

“ Trusts should be forced to reinvest the VTE CQUIN money 

into appointing a VTE Lead. This would help a great deal in 

maintaining this important initiative.”

Medical Director and VTE Lead,  

NHS Trust, NHS West Midlands

The APPTG recommends that the Department of Health VTE Board publishes 
recommendations for Trust Management emphasising the need to maintain 
sufficient resources for VTE prevention, including the role of a Specialist VTE 
Nurse. 

v. A greater role for primary care

A small number of Trusts noted the role primary care can play in delivering a 

truly joined up, systematic approach to VTE prevention. Respondents called for 

incentives for GPs to manage the prophylaxis of patients discharged with VTE, 

where they receive notification that a patient has been discharged with prophylaxis. 

“ GPs must be accountable and own some responsibility for 

the process.”

Consultant Haematologist,  

NHS Trust, NHS Yorkshire and The Humber

The APPTG recommends that GPs are incentivised to manage the ongoing 
monitoring and prophylaxis of patients discharged with, or at high risk of, VTE.
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This year’s survey demonstrates that the NHS continues to make encouraging 

progress in implementing best practice VTE prevention on the wards – but key 

challenges continue for which both national and shared, local solutions are 

necessary.

Trusts clearly continue to support the national prioritisation of VTE prevention in 

the NHS. Retaining the national CQUIN VTE goal this year has ensured that VTE 

prevention continues to receive the focus and importance within NHS Trusts that it 

deserves. Trusts are taking steps to ensure that their written VTE prevention policies 

are in line with the most recent recommendations of best practice set out in NICE 

clinical guideline 92, as many have recognised the financial impact this has on 

reducing insurance premiums when their procedures are deemed exemplary by the 

NHS Litigation Authority. It is essential that this focus continues in the longer-term.

Looking to the future, the results emphasise the appetite for continued guidance on 

VTE prevention nationally. With processes in place to improve VTE risk assessment 

of all patients on admission, there is now a real desire to build on this momentum 

in order to deliver genuine reductions in the rates of hospital acquired VTE in the 

long term. Trusts have argued that VTE prevention must remain a national priority 

under CQUIN, with the national goal shifting focus to the percentage of patients at 

risk of VTE who receive appropriate prophylaxis. Trusts recognise that a financial 

attachment to an outcomes-focussed goal will drive behaviour change that will 

ultimately save lives.

Trusts have also made it clear that practical support is essential if they are to 

effectively deliver national VTE prevention policy and best practice requirements 

on a local level. Support is needed within Trusts themselves: there were calls for 

additional, ring-fenced resources to be allocated in response to the demands of 

local audits and root cause analysis. Trusts have also called for guidance and tools 

to comply with national requirements, including a national, clinically-defined list of 

day case procedures and low-risk cohorts who do not need to be risk assessed 

individually for VTE on admission, as well as electronic tools to aid risk assessment 

and data collection. Finally, despite VTE prevention being an essential standard of 

safe care, there is overwhelming evidence that VTE risk assessment and prevention 

is not being adequately taught to healthcare professionals at an undergraduate and 

postgraduate level. Trusts have called for this to be remedied immediately to ensure 

the risks of VTE are recognised and understood by all professionals.

Ultimately, the message that Trusts have delivered in this survey is that VTE 

prevention must be prioritised in the long-term in the NHS by focussing on VTE 

outcomes. This is essential if we are to deliver the improvements in quality, safety 

and cost efficiency that VTE prevention so clearly provides.

Conclusion
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Further information
National policy

Department of Health quarterly publications of VTE CQUIN goal data returns 

(search for ‘VTE data’) 

http://www.dh.gov.uk/health/category/publications/

Using the Commissioning for Quality and Innovation (CQUIN) payment 

framework – guidance on national goals for 2011/12, April 2011 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/

PublicationsPolicyAndGuidance/DH_091443

2011/11 NHS Standard Contract for Acute Services, April 2011 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/

PublicationsPolicyAndGuidance/DH_124324

NHS Outcomes Framework 2011/12 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/

PublicationsPolicyAndGuidance/DH_122944

‘Dear Colleague’ letter from NHS Medical Director and National Clinical Lead 

for VTE clarifying mandatory data collection, May 2010 

http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/

Dearcolleagueletters/DH_116317

‘Dear Colleague’ letter from Chief Medical Officer and NHS Medical Director 

on national VTE risk assessment tool, March 2010 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/

digitalasset/dh_114570.pdf

National VTE risk assessment tool, March 2010 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/

PublicationsPolicyAndGuidance/DH_088215

National best practice 

NICE quality standard on VTE prevention, June 2010 

http://www.nice.org.uk/aboutnice/qualitystandards/vteprevention/

‘Reducing the risk of venous thromboembolism (deep vein thrombosis 

and pulmonary embolism) in patients admitted to hospital’ – NICE clinical 

guideline 92 

http://www.nice.org.uk/CG92

NICE cost saving guidance 

http://www.nice.org.uk/usingguidance/benefitsofimplementation/

costsavingguidance.jsp
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Education and best practice resources 

Lifeblood: The Thrombosis Charity 

http://www.thrombosis-charity.org.uk/cms/index.php

VTE Exemplar Centre Network 

http://www.kingsthrombosiscentre.org.uk/cgi-bin/kings/index.pl

National Nursing and Midwifery Network (NNMN) 

http://kingsthrombosiscenter.org.uk/cgi-bin/nnmn/index.pl

UK Clinical Pharmacy Association: Haemostasis, Anticoagulation and 

Thrombosis (UKCPA HAT)  

http://www.kingsthrombosiscentre.org.uk/cgi-bin/kingsthrombosis/hat.pl

VTE Exemplar Centre E-Learning Resource (free) 

http://www.kingsthrombosiscentre.org.uk/cgi-bin/kingsthrombosis/elearningdetail.

pl?_default_siteObject_siteObjectID=246806

RCN E-learning tool: NICE care – preventing VTE 

http://www.rcn.org.uk/development/practice/cpd_online_learning/nice_care_

preventing_venousthromboembolism

‘VTE prevention – a guide for delivering the CQUIN goal’, April 2010 

http://www.kingsthrombosiscentre.org.uk/cgi-bin/kings/update.pl
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All-Party Parliamentary Thrombosis Group

Andrew Gwynne MP 

Chair 

All-Party Parliamentary Thrombosis Group 

House of Commons 

London 

SW1A 0AA 

T: 020 7219 4652 

E: gwynnea@parliament.uk 

Michael McCann MP 

Vice Chair 

All-Party Parliamentary Thrombosis Group 

House of Commons 

London  

SW1A 0AA 

T: 020 7219 7058 

E: michael.mccann.mp@parliament.uk

All-Party Parliamentary Thrombosis Group Secretariat

Poonam Arora 

Secretariat 

All-Party Parliamentary Thrombosis Group 

c/o Insight PA 

52 Grosvenor Gardens 

London 

SW1W 0AU 

T: 020 7824 1867 

E: poonam@insightpa.com

Insight Public Affairs is supported by Bayer Plc, Boehringer Ingelheim,  

Sanofi, Leo Pharma and Pfizer (in association with Bristol-Myers Squibb)  

by way of a grant to provide secretariat and administrative services to the APPTG.

Contact details
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Under the Freedom of Information Act 2000, the All-Party Parliamentary Thrombosis Group writes to 
request the following information:

SECTION ONE
Compliance with VTE best practice (NICE clinical guideline 92 

and NICE VTE quality standard)

1. Does your Trust have a written policy in place for preventing and managing the risks of VTE for adult hospital 

admissions? 

2. Does your VTE prevention policy require that all adult patients, on admission, receive an assessment of VTE 

and bleeding risk using the clinical risk assessment criteria set out in the national tool? 

3. Does your VTE prevention policy require that patients / carers are offered verbal AND written information on 

VTE prevention as part of the admission process? 

4. Does your VTE prevention policy require that patients provided with anti-embolism stockings have them fitted 

and monitored in accordance with NICE clinical guideline 92?

5. Does your VTE prevention policy require that patients are re-assessed within 24 hours of admission for risk of 

VTE and bleeding?

6. Does your VTE prevention policy require that patients assessed to be at risk of VTE are offered VTE 

prophylaxis in accordance with NICE clinical guideline 92? 

7. Does your VTE prevention policy require that patients / carers are offered verbal AND written information on 

VTE prevention as part of the discharge process?

8. Does your VTE prevention policy require that patients / carers are offered extended VTE prophylaxis in 

accordance with NICE clinical guideline 92? 

SECTION TWO
Compliance with the national and exemplar VTE Commissioning for Quality and 

Innovation (CQUIN) payment framework goal

9. What is the estimated total value to your Trust of CQUIN money related to the VTE goal in 2011/12, payment 

of which is triggered if your Trust meets the national goal requiring 90% of patients to be risk assessed?

10. Does your Trust receive its CQUIN money related to the VTE indicator upon achievement of the VTE goal to 

risk assess 90% of patients for VTE every month or every quarter? 

11. What percentage of adult inpatients had a risk assessment for VTE on admission to hospital using the clinical 

risk assessment criteria set out in the national tool, in July and August 2011, as per the Trust’s 2011/12 

CQUIN data returns?

12. Which cohorts of patients at low-risk of VTE have been agreed by your SHA Medical Director to be assessed 

by cohort rather than individually for CQUIN data?

Appendix 1: Freedom of Information Request
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14. Does your Trust’s local CQUIN scheme for 2011/12 include either of the following exemplar CQUIN VTE 

goals?

•	 Appropriate thromboprophylaxis – whereby 90% of audited adult inpatients having a documented VTE risk 

assessment on admission to hospital then receive appropriate prophylaxis based on national guidance.

•	 Patient information on admission and discharge – whereby 60% of patients identified through VTE risk 

assessment as being at risk of VTE and requiring prophylaxis are offered, with their carers, verbal and 

written information on VTE prevention as part of the admission and discharge processes. 

SECTION THREE 
VTE Clinical Audit Data within Contract for Acute Services

15. Does your Trust’s 2011/12 Contract for Acute Services require monthly reports for local Commissioners on 

either of the following VTE provisions, as per the 2011/12 Standard Contract for Acute Services? 

•	 Appropriate thromboprophylaxis – whereby the results of monthly local audits on the percentage of patients 

risk assessed for VTE who went on to receive the appropriate prophylaxis, where both the risk assessment 

criteria and prophylaxis are based on national guidance, are reported to commissioners every month.

•	 Root cause analysis – whereby the reports of root cause analysis undertaken on confirmed cases of hospital 

acquired pulmonary embolism and deep vein thrombosis, are reported to commissioners every month.  

(i.e. those arising during a current stay or new events arising where there is a history of admission to hospital 

within the last three months, but not including patients admitted to hospital with a confirmed VTE with no 

history of an admission to hospital within the last three months.)

 

SECTION FOUR
Local clinical audit and root cause analysis

16. If your Trust undertakes clinical audit of appropriate thromboprophylaxis, what percentage of patients 

identified as being at risk of VTE received appropriate thromboprophylaxis in each the months between April 

and August 2011? Please also indicate whether this is sample or census data.

17. How many cases of hospital acquired VTE have been submitted in the Trust for root cause analysis in each of 

the months between April and August 2011, and how many of these were related to inadequate prevention? 

SECTION FIVE
Litigation around VTE Prevention your Trust

18. What is the total number of clinical claims created against the Trust around the inadequate prevention and / 

or management of VTE acquired in hospital in each of the years 2006/07 to 2010/11?

19. What is the total value of payments (paid and outstanding) made by the Trust for successful clinical cases 

related to the inadequate prevention and / or management of VTE acquired in hospital in each of the years 

2006/07 to 2010/11?
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SECTION SIX
VTE Incidence

Please use following ICD-10 codes to complete the following two questions:

1. I80.0 (Phlebitis and thrombophlebitis of superficial vessels of lower extremities) 

2. I80.1 (Phlebitis and thrombophlebitis of femoral vein) 

3. I80.2 (Phlebitis and thrombophlebitis of other deep vessels of lower extremities)

4. I80.3 (Phlebitis and thrombophlebitis of lower extremities, unspecified) 

5. I80.8 (Phlebitis and thrombophlebitis of other sites) 

6. I80.9 (Phlebitis and thrombophlebitis of unspecified site) 

7. O22.2 (Superficial thrombophlebitis in pregnancy) 

8. O22.3 (Deep phlebothrombosis in pregnancy) 

9. O87.0 (Superficial thrombophlebitis in the puerperium) 

10. O87.1 (Deep phlebothrombosis in the puerperium) 

11. I26.0 (Pulmonary embolism with mention of acute cor pulmonale) 

12. I26.9 (Pulmonary embolism without mention of acute cor pulmonale)

19. In the year 2010/11, how many patients in your Trust suffered a NON-FATAL deep vein thrombosis or 

pulmonary embolism arising: 

•	 as a new event during the course of a current hospital stay where patients were admitted to hospital 

without a confirmed VTE

•	 on admission to hospital with a confirmed VTE where there is a history of admission to hospital within the 

last three months?

 (This question does not include patients with a confirmed VTE on admission to hospital but no history of an 

admission to hospital within the last three months.)

20. In the year 2010/11, how many patients in your Trust suffered a FATAL deep vein thrombosis or pulmonary 

embolism arising: 

•	 as a new event during the course of a current hospital stay where patients were admitted to hospital 

without a confirmed VTE

•	 on admission to hospital with a confirmed VTE where there is a history of admission to hospital within the 

last three months?

 (This question does not include patients with a confirmed VTE on admission to hospital but no history of an 

admission to hospital within the last three months.)
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SECTION SEVEN
Improving VTE Prevention in your Trust

19. What steps, if any, has your Trust taken to educate clinical staff to ensure they are able to risk assess patients 

for VTE, record the outcome, prescribe and administer appropriate prophylaxis?

20. What, if any, innovative measures has your Trust introduced to implement your VTE prevention and 

management policy more effectively in your Trust?

21. What national action would enable the Trust Medical Director / Thrombosis Committee to more effectively and 

thoroughly implement VTE prevention best practice? (Please rank where more than one of the following may 

apply.

ACTION Rank

Mandatory minimum standard and financial penalty / reward related to risk assessment 
and thromboprophylaxis (such as continuation of CQUIN scheme)

Provision of an electronic risk assessment and data collection tool

Government-led VTE public awareness campaign

Consistent national education for undergraduates and healthcare professionals 

Other (please detail)

SECTION EIGHT
Please use this section if you wish to add any additional comments
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NHS ACUTE HOSPITAL TRUST RESPONSE

Aintree University Hospitals NHS Foundation Trust YES

Airedale NHS Trust NO

Ashford and St Peter’s Hospitals NHS Trust YES

Barking, Havering and Redbridge University Hospitals NHS Trust YES

Barnet and Chase Farm Hospitals NHS Trust YES

Barnsley Hospital NHS Foundation Trust YES

Barts and the London NHS Trust NO

Basildon and Thurrock University Hospitals NHS Foundation Trust YES

Basingstoke and North Hampshire NHS Foundation Trust YES

Bedford Hospital NHS Trust YES

Birmingham Women’s NHS Foundation Trust YES

Blackpool, Fylde and Wyre Hospitals NHS Foundation Trust YES

Bradford Teaching Hospitals NHS Foundation Trust YES

Brighton and Sussex University Hospitals NHS Trust YES

Buckinghamshire Hospitals NHS Trust YES

Burton Hospitals NHS Foundation Trust YES

Calderdale and Huddersfield NHS Foundation Trust YES

Cambridge University Hospitals NHS Foundation Trust YES

Central Manchester University Hospitals NHS Foundation Trust YES

Chelsea and Westminster Hospital NHS Foundation Trust YES

Chesterfield Royal Hospital NHS Foundation Trust YES

City Hospitals Sunderland NHS Foundation Trust YES

Clatterbridge Centre for Oncology NHS Foundation Trust YES

Colchester Hospital University NHS Foundation Trust NO

Countess of Chester Hospital NHS Foundation Trust YES

County Durham and Darlington NHS Foundation Trust YES

Croydon Health Services NHS Trust YES

Dartford and Gravesham NHS Trust NO

Derby Hospitals NHS Foundation Trust YES

Doncaster and Bassetlaw Hospitals NHS Foundation Trust YES

Dorset County Hospital NHS Foundation Trust YES

Ealing Hospital NHS Trust YES

East and North Hertfordshire NHS Trust NO

East Cheshire NHS Trust NO

East Kent Hospitals University NHS Foundation Trust YES

East Lancashire Hospitals NHS Trust YES

East Sussex Hospitals NHS Trust YES

Epsom and St Helier University Hospitals 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 YES

Great Western Hospitals NHS Foundation Trust YES

Guy’s and St Thomas’ NHS Foundation Trust YES

Harrogate and District NHS Foundation Trust YES

Heart of England NHS Foundation Trust YES

Appendix 2: List of respondent and  
non-respondent Hospital Trusts
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Heatherwood and Wexham Park Hospitals NHS Foundation Trust YES

Hinchingbrooke Health Care NHS Trust YES

Homerton University Hospital NHS Foundation Trust NO

Hull and East Yorkshire Hospitals NHS Trust YES

Imperial College Healthcare NHS Trust NO

Ipswich Hospital NHS Trust YES

James Paget University Hospitals NHS Foundation Trust YES

Kettering General Hospital NHS Foundation 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 YES

Liverpool Heart and Chest NHS Foudation Trust YES

Liverpool Women’s NHS Foundation Trust YES

Luton and Dunstable Hospital NHS Foundation Trust YES

Maidstone and Tunbridge Wells NHS Trust NO

Medway NHS Foundation Trust YES

Mid Cheshire Hospitals NHS Foundation Trust YES

Mid Essex Hospital Services NHS Trust YES

Mid Staffordshire NHS Foundation Trust YES

Mid Yorkshire Hospitals NHS Trust NO

Milton Keynes Hospital NHS Foundation Trust YES

Moorfields Eye Hospital NHS Foundation Trust YES

Newham University Hospital NHS Trust YES

Norfolk and Norwich University Hospitals NHS Foundation Trust YES

North Bristol NHS Trust YES

North Cumbria University Hospitals NHS Trust NO

North Middlesex University Hospital NHS Trust YES

North Tees and Hartlepool NHS Foundation Trust YES

North West London Hospitals NHS Trust YES

Northampton General Hospital NHS Trust YES

Northern Devon Healthcare NHS Trust YES

Northern Lincolnshire and Goole Hospitals NHS Foundation Trust YES

Northumbria Healthcare NHS Foundation Trust YES

Nottingham University Hospitals NHS Trust YES

Nuffield Orthopaedic Centre NHS Trust NO

Oxford Radcliffe Hospitals NHS Trust YES

Papworth Hospital NHS Foundation Trust YES

Pennine Acute Hospitals NHS Trust YES

Peterborough and Stamford Hospitals NHS Foundation Trust YES

Plymouth Hospitals NHS Trust NO

Poole Hospital NHS Foundation Trust YES

Portsmouth Hospitals NHS Trust NO

Queen Victoria Hospital NHS Foundation Trust YES

Robert Jones and Agnes Hunt Orthopaedic and District Hospital NHS Trust YES

Royal Berkshire NHS Foundation Trust YES

Royal Bolton Hospital NHS Foundation Trust NO

Royal Brompton & Harefield NHS Foundation Trust YES

Royal Cornwall Hospitals NHS Trust NO

Royal Devon and Exeter NHS Foundation Trust YES

Royal Free Hampstead NHS Trust YES
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Royal Liverpool and Broadgreen University Hospitals NHS Trust YES

Royal National Hospital for Rheumatic Diseases NHS Foundation Trust YES

Royal National Orthopaedic Hospital NHS Trust YES

Royal Surrey County Hospital NHS Foundation Trust NO

Royal United Hospital Bath 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 Healthcare NHS Trust YES

Sheffield Teaching Hospitals NHS Foundation Trust YES

Sherwood Forest Hospitals NHS Foundation Trust YES

Shrewsbury and Telford Hospital NHS Trust YES

South Devon Healthcare NHS Foundation Trust YES

South London Healthcare NHS Trust YES

South Staffordshire and Shropshire Healthcare NHS Foundation Trust YES

South Tees Hospitals NHS Foundation Trust YES

South Tyneside NHS Foundation Trust YES

South Warwickshire NHS Foundation Trust YES

Southampton University Hospitals NHS Trust YES

Southend University Hospital NHS Foundation Trust NO

Southport and Ormskirk Hospital NHS Trust YES

St George’s Healthcare NHS Trust YES

St Helens and Knowsley Teaching Hospitals NHS Trust YES

Stockport NHS Foundation Trust YES

Surrey and Sussex Healthcare NHS Trust YES

Tameside Hospital NHS Foundation Trust NO

Taunton and Somerset NHS Foundation Trust YES

The Christie NHS Foundation Trust YES

The Dudley Group of Hospitals NHS Foundation Trust YES

The Hillingdon Hospital NHS Trust YES

The Lewisham Hospital NHS Trust NO

The Newcastle upon Tyne Hospitals NHS Foundation Trust YES

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 Walton Centre NHS Foundation Trust YES

The Whittington Hospital NHS Trust YES

Trafford 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 NO

University Hospital of South Manchester NHS Foundation Trust YES

University Hospitals Bristol NHS Foundation Trust YES

University Hospitals Coventry and Warwickshire NHS Trust YES

University Hospitals of Leicester NHS Trust YES

University Hospitals of Morecambe Bay NHS Trust NO
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Walsall Hospitals NHS Trust YES

Warrington and Halton Hospitals NHS Foundation Trust YES

West Hertfordshire Hospitals NHS Trust YES

West Middlesex University Hospital NHS Trust NO

West Suffolk Hospitals NHS Trust YES

Western Sussex Hospitals NHS Trust YES

Weston Area Health NHS Trust NO

Whipps Cross University Hospital NHS Trust YES

Winchester and Eastleigh Healthcare NHS Trust YES

Wirral University Teaching Hospital NHS Foundation Trust YES

Worcestershire Acute Hospitals NHS Trust YES

Wrightington, Wigan and Leigh NHS Foundation Trust YES

Wye Valley NHS Trust YES

Yeovil District Hospital NHS Foundation Trust YES

York Hospitals NHS Foundation Trust YES
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