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FOREWORD
Dear Colleague,
On behalf of the All-Party Parliamentary
Thrombosis Group (APPTG) and the NHS England
Patient Safety Directorate, we are pleased to
introduce the following commissioners’ guide to
VTE prevention, ‘VTE: What does it mean for me
as a commissioner?’.
Last year saw major structural changes in the
NHS, with two tiers of new commissioning
organisations assuming their statutory duties
as part of the broader NHS reform. As a
result of this restructure, a large number of
commissioners across the NHS are new to their
posts, having to rapidly familiarize themselves
with vast amounts of information on local
healthcare needs and develop comprehensive
commissioning plans.
Last year also brought significant changes in the
VTE policy landscape. Most notably, the national
VTE CQUIN goal, which was in place since 2010
to encourage system-wide improvements in
VTE risk assessment rates, was discontinued
for 2014/15 and replaced by a National Quality
Requirement with an accompanying sanction
mechanism. In order to be able to hold their
local providers to account for the delivery of
high quality VTE prevention, it is imperative that
commissioners acquire good understanding of
what constitutes best practice in VTE prevention
and are aware of the commissioning levers
available to them in this clinical area.
In 2013, the APPTG together with the National
VTE Prevention Programme, held a series
of VTE regional commissioning workshops
designed to raise awareness of best practice in
commissioning for high quality VTE prevention
amongst commissioners. We used these regional

Andrew Gwynne MP
Chair, All-Party Parliamentary
Thrombosis Group

This commissioners’ guide
has multiple objectives:
- To provide an introduction to VTE and
demonstrate the importance of the
delivery of high quality VTE prevention in
our hospitals;
- To describe what best practice in VTE
prevention entails;
- To demonstrate how improved VTE risk
assessment and thromboprophylaxis can
lead to improved patient outcomes;
- To outline the economic case for VTE
prevention and its potential to help deliver
efficiency savings; and,
- To showcase the current commissioning
levers available to commissioners and offer
advice on how to maximise their potential
in mandating the delivery of best practice
in VTE prevention.
events to listen to commissioners and learn
more about the barriers preventing them from
maximising the potential of the commissioning
tools available to them. To provide
commissioners with answers to their frequently
asked questions and to offer a quick reference
guide to commissioning for VTE prevention, we
decided to develop ‘VTE: What does it mean for
me as a commissioner?’.
We hope that you find this guide useful
and if you have any questions relating to
commissioning for best practice in VTE
prevention, please do not hesitate to
contact the APPTG secretariat.

Dr Mike Durkin
NHS England Patient
Safety Director
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INTRODUCTION
Venous thromboembolism (VTE) is a condition
in which a thrombus – a blood clot – forms in
a vein. Usually, this occurs in the deep veins of
the legs and pelvis and is known as deep vein
thrombosis (DVT). The thrombus or part of it
can break off, travel in the blood system and
eventually block an artery in the lung. This is
known as a pulmonary embolism (PE). VTE is a
collective term for both DVT and PE.
With an estimated incidence rate of 1-2 per
1,000 of the population, VTE is a significant
cause of mortality and disability in England with
thousands of deaths directly attributed to it each
year. One in twenty people will have VTE during
their lifetime and more than half of those events
are associated with prior hospitalisation. At
least two thirds of cases of hospital-associated
thrombosis (HAT) are preventable through
VTE risk assessment and the administration of
appropriate thromboprophylaxis.
Since a great majority of all cases of HAT are
preventable, commissioners must ensure that
high quality VTE prevention underpins the
provision of care across the whole range of
specialties as it applies to both medical and
surgical patients.
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VTE prevention has been identified as the
most important patient safety practice in our
hospitals. It has been recognised as a clinical
priority for the NHS by the National Quality
Board and the NHS Leadership Team. While VTE
prevention cuts across several domains of the
NHS Outcomes Framework, the VTE indicator
itself (5.1 Deaths from venous thromboembolism
(VTE) related events) features in the
improvement area of the ‘reducing the incidence
of avoidable harm’ section of the Framework.
In the new NHS structure, commissioners are in
a unique position to embed VTE prevention as
a standard practice underpinning the delivery
of care by their providers. This guide is designed
to enable commissioners to hold their providers
to account by identifying best practice in VTE
prevention and describing the commissioning
levers that can be used to mandate its delivery.

VTE prevention has been
identified as the most
important patient safety
practice in our hospitals.
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WHY IS VTE PREVENTION IMPORTANT?
Patient Safety and CQC Hospital Inspection Regime
VTE prevention is an international patient safety issue and is firmly embedded in the post-Francis
review patient safety agenda. VTE prevention is one of the patient safety practices assessed by the
reformed Care Quality Commission (CQC) hospital inspection regime. Data on VTE risk assessment
is captured through the Intelligent Monitoring Analysis. VTE risk assessment on admission is one of
more than 150 indicators encompassing the quality and safety of the Trusts’ services as well as patient
and staff experience. The CQC uses this analysis to inform its inspections by highlighting areas of care
that need to be followed up but will not, on its own, use it to make final judgements. Together with
local information from the CQC’s partners and the public, Intelligent Monitoring will help the CQC
decide when, where and what to inspect.

VTE prevention is an international patient safety issue and is firmly
embedded in the post-Francis NHS patient safety agenda.

Patient outcomes
The incidence of VTE is 1-2 per 1,000 of the
population and the risk increases with age.
VTE is a significant cause of mortality, longterm disability and chronic health problems.
Morbidity due to VTE includes not only the
acute presentation with deep vein thrombosis
or pulmonary embolism, but also long-term
sequelae, such as post-thrombotic syndrome
and pulmonary hypertension, affecting a
considerable proportion of patients and
compromising quality of life.
The majority of VTE events are associated
with prior hospitalisation. Given that more
than two thirds of VTE cases can be prevented
through the delivery of timely VTE risk
assessment and the provision of appropriate
thromboprophylaxis, it is the commissioner’s
duty to ensure that healthcare services in their
area are underpinned by high quality VTE
prevention.

Research capturing real life data at King’s
College Hospital NHS Foundation Trust was
published in 2013 by the CHEST Journal. The
study found that mandatory VTE risk assessment
can significantly reduce preventable HAT and
thereby improve health outcomes. A significant
reduction in the incidence of HAT was observed
following sustained achievement of 90%
risk assessment (RR 0.88, 95% CI 0.74 – 0.98;
P=0.014). The proportion of HAT attributable to
inadequate thromboprophylaxis fell significantly
from 37.5% to 22.4% (P=0.005).
Recently released Office for National Statistics
mortality data further demonstrates the
potential of VTE prevention to improve patient
health outcomes. The data shows that the
introduction of mandatory VTE risk assessment
on admission, as mandated by the national VTE
CQUIN goal in 2010, translated to a 9 per cent
reduction in deaths from VTE the following year,
equating to more than 400 lives saved.

More than two thirds of VTE cases can be prevented. It is the
commissioner’s duty to ensure that healthcare services in their
area are underpinned by high quality VTE prevention.
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Duty of Candour
The Francis Inquiry found that there appears to
be an almost universal agreement that candour
is an essential component in high quality
healthcare; however, openness, transparency
and candour were frequently not observed in
the NHS. It is therefore proposed that a Duty
of Candour is embedded in the NHS’ standard
operating procedures by the implementation of
the following measures:

be essential to fulfil providers’ responsibilities
under Duty of Candour. Mechanisms will need
to be developed to determine ways in which
patients and their families should be informed,
in a timely and sensitive manner, if their case of
VTE might have been prevented and whether
the care that they received might have diverged
from best practice in VTE prevention.

- healthcare providers should be under a
statutory Duty of Candour to inform the
patient, or other duly authorised person as
soon as practicable, when they believe or
suspect that treatment or care it provided has
caused death or serious injury to that patient,
and thereafter provide such information and
explanation as the patient reasonably may
request;
- there should be a statutory Duty of Candour on
registered healthcare professionals to inform
their employer where they believe or suspect
that treatment has caused death or serious
injury, and;
- it should be a criminal offence for any
registered medical practitioner, nurse or allied
health professional or director of an authorised
or registered healthcare organisation to
knowingly obstruct another in the performance
of these statutory duties, provide information
to a patient or nearest relative with the intent
to mislead them about such an incident or
dishonestly make an untruthful statement
to a commissioner or regulator, knowing or
believing that they are likely to rely on the
statement in the performance of their duties.
Once the relevant legislation is enacted, it will
be the responsibility of commissioners to assure
themselves that their providers comply with the
terms of the new transparency regime. High
quality VTE prevention is one of the central
pillars of the NHS’ patient safety agenda,
and universal and consistent undertaking of
Root Cause Analysis of all cases of HAT will
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It will be the responsibility
of commissioners to assure
themselves that their providers
comply with the terms of the
new transparency regime.
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Costs of VTE and litigation
It has been estimated that the management
of HAT costs the NHS millions of pounds every
year in diagnostic testing, VTE treatment and
long-term hospital stay. In addition, HAT costs
the NHS millions of pounds every year in clinical
negligence claims against Hospital Trusts.
High quality VTE prevention not only improves
health outcomes and saves the NHS money
through the avoidance of clinical negligence
payments but also enables individual Trusts
to save money through the securing of more
favourable insurance premiums. Acute Trusts
were formally assessed annually against risk
management standards developed by the
NHS Litigation Authority (NHSLA). These
standards were designed to reflect the issues
which arise most often in the negligence claims
reported to the NHSLA.

Since April 2014, the NHSLA has discontinued
its system of risk management standards, and
now bases premiums on the number and value
of successful negligence claims made against an
Acute Trust and the risk profile of the services
it carries out. The standards will continue to be
available on the NHSLA’s website as a guide for
Trusts on how to avoid negligence claims. Standard
5.9 on VTE requires organisations providing acute
and community services and non-NHS services to
have an approved documented process for the
prevention and management of VTE.

HAT costs the NHS millions
of pounds every year in
clinical negligence claims
against Hospital Trusts.

WHAT DOES HIGH QUALITY VTE PREVENTION LOOK LIKE?
Best practice in VTE prevention has been captured in a series of statements outlined by NICE Quality
Standard 3 (Venous Thromboembolism Prevention Quality Standard). The delivery of the quality
statements included in the VTE prevention NICE Quality Standard is not likely to increase a provider’s
costs. As far as possible, quality standards are designed to be resource neutral. It is anticipated that
the cost of meeting the quality standard should be contained within the tariff for care provided and
the benefit from avoiding VTE events.

NICE Quality Standard 3: VTE Prevention
Statement 1

All patients, on admission, receive an assessment of VTE and bleeding risk using the clinical
risk assessment criteria described in the national tool.

Statement 2

Patients/carers are offered verbal and written information on VTE prevention as
part of the admission process.

Statement 3

Patients provided with anti-embolism stockings have them fitted and monitored in
accordance with NICE guidance.

Statement 4

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

Statement 5

Patients assessed to be at risk of VTE are offered VTE prophylaxis in accordance
with NICE guidance.

Statement 6

Patients/carers are offered verbal and written information on VTE prevention as part of the
discharge process.

Statement 7

Patients are offered extended (post hospital) VTE prophylaxis in accordance
with NICE guidance.
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VTE risk assessment and re-assessment
VTE risk assessment is the trigger in the
VTE prevention pathway, identifying
patients for whom appropriate preventative
treatment should be provided. Even after the
discontinuation of the national VTE CQUIN
goal, data on the proportion of admitted adult
patients in England who have been risk-assessed
for VTE is subject to mandatory collection. This
data is publically available here:
http://www.england.nhs.uk/statistics/statisticalwork-areas/vte/
Best practice in VTE risk assessment is captured
in the National VTE risk assessment tool,
developed by the Department of Health
and hosted on the National VTE Prevention
Programme website. The tool reflects NICE
guidance in stipulating that all patients should
be assessed for their risk of VTE on admission to
hospital and then reassessed within 24 hours.

The risk assessment typically includes
three steps:
1. Patients should be assessed for their level of
mobility;
2. P
 atient-related factors should be reviewed
against thrombosis risk; and,
3. P
 atient-related factors should be reviewed
against bleeding risk.
The National Risk Assessment tool, containing
the full list of patient-related risk factors can be
downloaded here:
http://www.vteprevention-nhsengland.org.
uk/images/downloads/National%20Risk%20
Assessment%20Tool.pdf

The delivery of the quality statements included in the VTE prevention
NICE Quality Standard is not likely to increase a provider’s costs.
Appropriate thromboprophylaxis
It has to be noted that VTE risk assessment
represents only one element of an effective
VTE prevention strategy and needs to be
accompanied by the administration of
appropriate thromboprophylaxis in order
to deliver optimal benefits to patients.
Commissioners must ensure that their providers
initiate suitable thromboprophylaxis in all
patients for whom this is deemed appropriate by
the national VTE risk assessment tool (unless this
treatment is contraindicated or not appropriate
to the individual’s circumstances).
NICE Clinical Guideline 92: Reducing the Risk of
VTE in Patients Admitted to Hospital stipulates
that pharmacological VTE prophylaxis should
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be started in appropriate patients as soon as
possible after risk assessment and should be
continued until the patient is no longer at risk
of VTE. The choice of pharmacological VTE
agents should be based on NICE guidance and
individual patient factors. The guideline also
describes best practice in the use of mechanical
VTE prophylaxis, including anti-embolism
stockings, foot impulse devices, and intermittent
pneumatic compression devices.
The full NICE Clinical Guideline 92 can be
downloaded here:
http://www.nice.org.uk/nicemedia/
live/12695/47195/47195.pdf
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Verbal and written information on
admission and discharge
Commissioning high quality care for patients
at risk of VTE requires that attention is paid
not only to the quality of VTE prevention
services themselves but also to the experience
of patients. The expert opinion within the
NICE Quality Standard on VTE prevention
recommends that patients identified as at risk of
VTE and requiring thromboprophylaxis should
be offered verbal and written information on
VTE prevention as part of the admission and
discharge processes. Patients should be made
aware of the VTE risks associated with admission
to hospital but also of the increased risk that
they face following their discharge.
It is known that most cases of hospitalassociated thrombosis (HAT) occur only after
discharge from hospital, with average DVT
after surgery occurring on day seven and the
average PE on day 21. Furthermore, anecdotal
evidence suggests that information about
the requirements of patients on extended
thromboprophylaxis following their discharge
from hospital might not always be clearly
communicated to primary care staff, and
patients receiving this treatment may be suboptimally managed upon their return to the
community. Information on how to mitigate
their risk of VTE following their discharge is
therefore of paramount importance to patients.
A suite of patient information resources is
available to download from the National VTE
Prevention Programme website:
http://www.vteprevention-nhsengland.org.uk/
patient-information

Patients should be made
aware of the VTE risks
associated with admission
to hospital but also of the
increased risk that they face
following their discharge.
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RCAs are an essential driver of service improvement
and their reporting to commissioners instils
accountability between providers and purchasers.
Root cause analysis of all cases of HAT
Root cause analyses (RCAs) are an essential
driver of service improvement. The undertaking
of RCA on all cases of HAT is central to best
practice in VTE prevention. HAT is defined as
any new episode of VTE diagnosed during
hospitalisation or within 90 days of discharge
following an inpatient stay of at least twentyfour hours, or following a surgical procedure
under general or regional anaesthesia.
RCAs can help providers to determine the
proportion of potentially preventable events;
enable learning from individual episodes of HAT;
identify common themes; and, promote local
and national solutions to cases of inadequate
VTE prevention.
As part of best practice in conducting (RCAs),
the investigating practitioner needs to
undertake a structured analysis of why the VTE
event occurred and identify lessons to be learnt
from this experience. As part of this exercise,
the investigator needs to consider a series of
questions which could lead to the identification
of local service short-comings:
• Was a VTE risk assessment and re-assessment
undertaken as per NICE guidance?
- If yes, was increased risk of VTE
appropriately recognised and acted
on during index admission?
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• Was thromboprophylaxis prescribed and given
in accordance with NICE guidance?
- If not, why did this episode of care deviate
from best practice?
•Could this episode of VTE have been
prevented?
- If so, how?
•What changes could be implemented to
prevent VTE in this situation in the future.
The reporting of RCA results to local
commissioners instils accountability between
purchasers and providers. Commissioners should
use the common themes of the RCAs to mandate
service improvements.
Template paper-based tools for both conducting
and reporting of RCAs have been developed by
the National VTE Prevention Programme and can
be found in the appendix of the Commissioning
Toolkit (Commissioning Services That Deliver
High Quality VTE Prevention):
http://www.vteprevention-nhsengland.org.uk/
images/vte-prev-guide-may2013.pdf
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WHAT CAN I DO TO MANDATE THE DELIVERY OF HIGH
QUALITY VTE PREVENTION FROM MY PROVIDERS?
It is important to note that commissioners are not required to commission VTE prevention services
in isolation. Instead, the delivery of high quality VTE prevention should automatically underpin the
majority of admissions due to medical illness or surgery as part of providers’ duty to deliver care in
a safe environment. Commissioners should ensure that this duty is clearly mandated through local
service contracts. Below we present an overview of the commissioning levers that your CCG may wish
to use in mandating the delivery of high quality VTE prevention from your local providers. We do
not expect that mandating best practice in VTE prevention will be associated with increased costs for
your CCG.
While it is possible that your providers may encounter higher costs as a result of needing to
implement new processes and deliver additional professional education to their staff, these
additional provider costs are likely to be offset by savings that could be achieved from VTE events or
deaths avoided as a result of thromboprophylaxis. Savings are also to be expected through avoided
re-admissions and the decrease in the length of stay in hospital. Costing analysis of NICE Clinical
Guideline 92 estimated that provision of thromboprophylaxis to hospitalised patients at risk of VTE
would deliver savings of £12,000 per population of 100,000.

Embedding best practice in VTE prevention
in provider contracts will NOT be associated
with increased costs for your CCG.

NHS Standard Contract 2014/15
Until its discontinuation this April, VTE
prevention was one of the national CQUIN goals.
As part of the national VTE CQUIN goal in place
for 2013/14, Trusts were required to ensure that
95 per cent of all adult inpatients receive a VTE
risk assessment on admission to hospital. In
addition, this goal required Trusts to achieve a
locally agreed quarterly target of Root Cause
Analyses to be reported to commissioners. If
either of the CQUIN goal components was not
met, commissioners had the right to withhold a
proportion of the provider’s income.
In the absence of the national VTE CQUIN goal,
commissioners continue to have alternative
means of ensuring high rates of VTE risk
assessment and root cause analysis reporting.

The newly introduced National Quality
Requirement incentivises providers to maintain
VTE risk assessment rates above 95 per cent,
while Service Condition 20 (SC 20) enables
commissioners to monitor their providers’
performance in terms of Root Cause Analysis and
prescribing of appropriate thromboprophylaxis.
- National Quality Requirement and sanctions
The VTE risk assessment National Quality
Requirement stipulates that Trusts need to
risk-assess at least 95 per cent of all inpatient
service users. Should the provider fail to deliver
the minimal risk assessment threshold, they will
be subject to sanctions imposed by the local
commissioning body.

In the absence of the national VTE CQUIN goal, commissioners
have alternative means of ensuring high rates of VTE
risk assessment and root cause analysis reporting.
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National Quality
Requirement

Threshold
(2014/15)

Method of
Measurement
(2014/15)

Consequence of
breach

Applicable
Service
Category

Category

All inpatient
Service Users
undergoing risk
assessment for
VTE, as defined
in Contract
Technical
Guidance

95%

Review of
monthly
Service Quality
Performance
Report

Where the
number of
breaches in the
month exceeds
the tolerance
permitted by
the threshold,
£200 in respect
of each excess
breach above
that threshold

Monthly

Acute

*NHS England, 2014/15 NHS Standard Contract, Particulars, B. National Quality Requirements, p.48-49

In order to maximise the potential of the
sanction to encourage compliance with best
practice in VTE prevention, commissioners
should have detailed knowledge of the sanction
and should be able to impose it if their providers
are not meeting the required thresholds on VTE
risk assessment.
National Quality Requirement:
How Does the Sanction Work?
“If the provider has 2000 actual patients in a
month for whom VTE risk assessment should
be carried out, then the 95% threshold for
that month would be at 1900. If the provider
actually only does risk assessment for 1700
in that month, that equates to 200 breaches
beyond the tolerance level. The sanction
of £200 applies for each of these excess
breaches, i.e. £200 x 200 excess breaches =
£40k sanction for the month. This is then
implemented as a payment adjustment
between provider and commissioner(s).”
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- Service Condition 20 (SC 20)
NHS Standard Contract Service Condition 20
compels the provider to comply with NICE
guidance on VTE, perform Root Cause Analysis
of all confirmed cases of HAT, and perform
local audits of appropriate thromboprophylaxis
prescribing. Given that SC 20 is a part of the NHS
Standard Contract 2014/15, all providers should
already be performing Root Cause Analysis on
all confirmed cases of HAT and conducting local
audit of thromboprophylaxis. Unfortunately, this
part of the contract appears to be frequently
breeched by providers. The APPTG Annual
Survey 2013 found that only 36 per cent of Trusts
submitted monthly reports on the outcome of all
RCAs performed pursuant to Service Condition
20 of the NHS Standard Contract 2013/14 and
were able to provide details of recent reports to
demonstrate this.
In order to deliver the optimal preventative
effect, VTE risk assessment has to be
followed up with the provision of appropriate
thromboprophylaxis in those patients for
whom this is recommended. Unfortunately,
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Commissioners should exercise their right to
request regular reports on both Root Cause
Analysis and appropriate thromboprophylaxis.
in 2012 the APPTG Annual Survey found that
only 58 per cent of Trusts indicated that they
undertake regular clinical audit of appropriate
thromboprophylaxis and were able to provide
regular audit data for 2011/12 to demonstrate
this.
Given that both Root Cause Analysis
of HAT cases and audits of appropriate
thromboprophylaxis are already requirements
of the NHS Standard Contract, providers should
already be delivering on both of these measures.

Commissioners must reserve the right to see
evidence of good clinical practice. In order to
ensure that providers are compliant with SC
20 commissioners should exercise their right
to request regular reports on both Root Cause
Analysis and appropriate thromboprophylaxis.

Commissioners must reserve
the right to see evidence
of good clinical practice.

SC20 Venous Thromboembolism
20.1 The Provider must:
20.1.1 comply with Guidance (including NICE Guidance) in relation to venous thromboembolism;
2
 0.1.2 perform Root Cause Analysis of all confirmed cases of pulmonary embolism and deep vein
thrombosis acquired by Service Users while in hospital (both arising during a current hospital stay
and where there is a history of hospital admission within the last 3 months, but not in respect of
Service Users admitted to hospital with a confirmed venous thromboembolism but no history of
an admission to hospital within the previous 3 months); and
2
 0.1.3 if required by the Co-ordinating Commissioner, perform local audits of Service Users’
risk of venous thromboembolism and of the percentage of Service Users assessed for venous
thromboembolism who receive the appropriate prophylaxis, and the Provider must report the
results of those Root Cause Analyses and audits to the Co-ordinating Commissioner on request.
*NHS England, 2014/15 NHS Standard Contract, Service Conditions, p.16

Local CQUIN Goals
While the national VTE CQUIN goal has been discontinued in 2014/15, commissioners are encouraged
to make the most of the opportunities offered by local VTE CQUIN goals. In 2014/15 at least 2 per
cent of a provider’s total contract outturn will be available for local CQUIN schemes, agreed between
commissioners and providers.
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FURTHER INFORMATION
All-Party Parliamentary Thrombosis Group:

VTE Exemplar Centres Network

http://apptg.org.uk/

http://www.vteprevention-nhsengland.org.uk/
vte-exemplar-centres

National VTE Prevention Programme:
http://www.vteprevention-nhsengland.org.uk/
Commissioning Services That Deliver High
Quality VTE Prevention: Guidance for
Commissioners:
http://www.england.nhs.uk/wp-content/
uploads/2013/05/vte-prev-guide-may2013.pdf
AntiCoagulation Europe
http://www.anticoagulationeurope.org/
Lifeblood: The Thrombosis Charity
http://www.thrombosis-charity.org.uk/
Care Quality Commission - Intelligent
Monitoring Reports
http://www.cqc.org.uk/public/hospitalintelligent-monitoring
NHS England - VTE Risk Assessment Data
http://www.england.nhs.uk/statistics/
statistical-work-areas/vte/

NICE Clinical Guideline 92 - Reducing the risk
of VTE in patients admitted to hospital
http://guidance.nice.org.uk/CG92
NICE Clinical Guideline 144 - Venous
thromboembolic diseases: the management of
venous thromboembolic diseases and the role
of thrombophilia testing
http://guidance.nice.org.uk/CG144
NICE Quality Standard 3 – VTE Prevention
http://guidance.nice.org.uk/QS3
NICE Quality Standard 29 - Diagnosis and
management of venous thromboembolic
diseases
http://guidance.nice.org.uk/QS29
NICE Support for Commissioning:
Anticoagulation Therapy
http://publications.nice.org.uk/support-forcommissioning-anticoagulation-therapycmg49#close

CONTACT THE APPTG
All-Party Parliamentary Thrombosis Group Officers
Andrew Gwynne MP (Chair)
Michael McCann MP (Vice Chair)
All-Party Parliamentary Thrombosis Group Contact
All-Party Parliamentary Thrombosis Group Secretariat
c/o Insight PA, 52 Grosvenor Gardens, London, SW1W 0AU
T: 020 7054 9967 E: jameslg@insightpa.com
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Insight Public Affairs (a consultancy) is employed
by AntiCoagulation Europe, a patient group,
which is funded by Bayer PLC and Pfizer (in
association with Bristol-Myers Squibb) by way
of an unrestricted grant to provide secretariat
services to the group.
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VTE PREVENTION CHECKLIST FOR COMMISSIONERS
VTE: What does it mean for me as a commissioner?
Familiarisation with the standards of best practice in VTE prevention can save both lives and money.
The following checklist outlines the measures that commissioners should take to ensure these
standards are upheld within their locality. Inability to meet a majority of these points means that
your area is at risk of increased litigation if VTE-related failures occur.

Am I commissioning for best practice in VTE prevention?
Tick if yes

Question
Have you clearly mandated in your providers’ service contracts that failure to
comply with best practice in VTE prevention will result in sanctions imposed by
your CCG?
(Best practice in VTE Prevention as defined by NICE Quality Standard 3: VTE
Prevention, NICE Clinical Guideline 92, the VTE risk assessment National Quality
Requirement, and NHS Standard Contract Service Condition 20)
Have you reviewed your hospitals’ monthly service quality performance reports
to ensure that 95 per cent of all adult inpatients are receiving a VTE risk
assessment on admission?
Have you demanded your secondary care providers to demonstrate that
patients are being risk assessed for VTE upon admission and that at-risk
patients are prescribed appropriate thromboprophylaxis both in hospital and
after discharge in accordance with NICE Guidance?
Have you imposed sanctions (e.g. percentage reductions in tariff payments) on
secondary care providers that fail to risk assess at least 95 per cent of all adult
inpatients?
Have you ensured on a monthly basis that your secondary care providers
are submitting Root Cause Analysis reports for all cases of hospital acquired
thrombosis (HAT)?
Have you set a locally agreed CQUIN goal for VTE prevention?

©All-Party Parliamentary Thrombosis Group
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