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Response to the Welsh Assembly Government Health and Social Care Committee: 
call for evidence on venous thrombo-embolism prevention 

 

The Velindre Cancer Centre (VCC) ‘Hospital Acquired Thrombosis (HAT) Working 
Group’ was formed in June 2010 in response to the 1000 Lives Plus aim to reduce the 
risk of inpatients developing HAT. The working group is multidisciplinary and meets 
quarterly to review all aspects of Velindre’s commitment to reducing the risk of venous 
thrombo-embolism (VTE) in patients admitted to VCC.  

The VCC HAT Working Group’s role is to develop and oversee the implementation of 

guidelines for both the prevention and treatment of hospital associated venous 

thromboembolism within the trust. 

Key contacts for this group are: 

 Usman Malik, Principal Pharmacist  

 Carol Jordan, Clinical Change Facilitator  

 Dr Rosie Stevens, Consultant Clinical Oncologist 

 

Background  

As the largest non surgical cancer centre in Wales, Velindre recognises the particular 

risks and challenges of VTE that faces patients with cancer. In addition to hospitalisation 

increasing the risk of VTE, our patient group have an increased risk due to the cancer 

itself, the use of cancer treatments such as chemotherapy and radiotherapy and 

complications of the cancer such as spinal cord compression. Also population data 

demonstrates that the presence of a VTE in cancer patients worsens their prognosis and 

shortens long time survival. The treatment of VTE in cancer patients is also more 

complicated (and expensive) than in non cancer patients with an increase rate of 



recurrent thrombosis and bleeding complications when compared to the general 

population. For this reason, the prevention of VTE is of utmost importance. 

The nationally agreed Risk Assessment Tool (RAT) risk stratifies all non-ambulant 

inpatients; if an inpatient is over 60 year then they are considered high risk and would 

warrant thromboprophylaxis. Those inpatients who are under 60 years are risk assessed 

to ascertain whether they are classified as high enough risk to warrant 

thromboprophylaxis. As one of the risk categories for patients under 60 year is either 

having cancer or being on cancer treatments, effectively all Velindre non-ambulant 

inpatients would be classed as high risk and would therefore require thromboprophylaxis 

provided there are no contra-indications to treatment. 

The treatment of choice at Velindre Cancer Centre (VCC) is dalteparin as this is the one 

heparin agent which has good evidence and is licensed for patients with solid tumours. 

 

Implementation of NICE Guidance 

NICE clinical guideline 92 ‘Venous thrombo-embolism: reducing the risk’ published in 
January 2012 forms the basis of the work streams of the VCC HAT Working Group. 
These include: 

 assessing the risks of VTE and bleeding 

 reducing the risk of VTE  

 outcome measurement 

 patient information and planning for discharge 
 

 

VCC Risk Assessment Tool 

In January 2011, Velindre cancer centre adopted the All Wales Risk Assessment Tool 

(RAT – appendix 1) and implemented the tool onto the three wards. In July 2011, after 

feedback from the junior medical staff, the RAT was then redesigned to make it more 

user friendly, the intention being a higher usage uptake. Finally in September 2011, 

Velindre started to pilot a standard clerking proforma, and incorporated into this was the 

HAT RAT (appendix 2). The main advantage of this is that the HAT RAT is more visible 

at the point of clerking. 

Nurses on each ward with designated responsibility for patient safety (Patient Safety 
Champions) routinely assess compliance with the risk assessment tool and results are 
reported to the HAT working Group and local Quality and Safety Committee.  



Prophylaxis guidelines have been produced to compliment the risk assessment tool and 
are provided in appendix 3 of this document.  

 

 

 

Process measurement 

As part of our ongoing monthly audit of our practice, the Patient Safety Champions are 
collecting measurements to ensure that we maintain the high standards we have 
achieved to date, namely: 

 Compliance rates with our RAT 

 Percentage of high risk patients being prescribed appropriate prophylaxis   

The graphs below show our current compliance with the two measurements:  

In figure 1 it is clear that risk assessment compliance dropped in January 2012, the 
patient safety champions were asked to investigate why this may have happened.  

A new rotation of junior medical staff are introduced to the hospital in January. It is their 
responsibility to complete the risk assessment when the patient is admitted to hospital. 
The induction programme this year did not include information on the HAT risk 
assessment process. This has since been addressed. Figure 2 suggests that at risk 
patients continued to be treated appropriately during this time.  

VCC Thromboprophylaxis risk assessment compliance 
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Fig.1  



% of eligible patients receiving thromboprophylaxis 
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Fig 2 

Outcome measurement  

A better indicator of how well trusts are preventing HAT is to calculate a ‘HAT rate’.   

The ‘HAT rate’ is calculated based on the methodology presented by Mel Baker – 
Clinical Information Analyst at Betsi Cadwaladr University Health Board (BCUHB) – at a 
1000 Lives event on HAT. Results were presented to the Inpatient Team at VCC and 
published on the 1000Lives extranet.  

However our calculated ‘HAT rate’ is not an accurate reflection of our ‘true HAT rate’ and 
therefore should not be used for comparison with local health boards for the following 
reasons: 

 Nature of our patients – there is an increased incidence of venous 

thromboembolism (VTE) in cancer patients compared to non-cancer patient. Also, 

the incidence of VTE in cancer patients increases with disease progression and it 

can be argued that the patients who are admitted to the two supportive wards 

(Active Support Unit and First Floor wards) may generally be those patients 

whose disease has progressed and have been admitted for supportive measures.  

 As part of routine scanning of our patients, we are identifying and including 

patients with non-symptomatic VTE’s in our HAT rate, whereas other trusts only 

report back on symptomatic patients.  

 Velindre is not a typical District General Hospital (DGH), it is a tertiary treatment 

centre and as such, many patients who have previously been admitted to VCC 

may be presenting at the local DGH with thromboembolisms. Similarly, we may 



also be picking up thromboembolisms in patients who may have been admitted 

elsewhere within the previous 3 months.  

 

The graph below represents our calculated ‘HAT rate’ so far:  

Velindre Cancer Centre HAT rate 
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Root Cause Analysis  

To provide more information about VCC patient identified with a HAT, the working group 
has commenced undertaking Root Cause Analysis (RCA) on all VCC HAT’s using a tool 
adapted from the Kings Thrombosis Centre. (Appendix 4) 

The RCA will be used to identify whether those patients who develop a HAT are being 

risk assessed and treated appropriately during their previous admissions, along with 

other areas of good and bad practice if any. This analysis can also be used to identify 

whether there are any trends of particular cancers or chemotherapy treatments / 

regimens which are more commonly associated with the development of HAT.     

 

Patient information and planning for discharge 

A local Patient Information Leaflet (PIL) has been designed and is now routinely given to 
all patients admitted to VCC as part of their admission packs. The PIL not only gives 
background information on the importance of the assessment and treatment of HAT 
along with the risks and benefits of treatment, but also the typical signs and symptoms of 
potential VTE’s for patients to be aware of post discharge (appendix 5).  

 

 



Areas of Concern 

 

Obtaining a true HAT rate 

A ‘true HAT rate’ is considered to be the gold standard outcome measurement used to 
assess the success against preventing HAT, and although it may be argued that you can 
never completely eliminate HAT, appropriate thromboprophylaxis in every patient 
admitted into hospital will reduce its incidence. As VCC is a tertiary referral centre which 
spans across several different health boards, many patients diagnosed with a thrombus 
at VCC may have had hospital admissions elsewhere within the preceding 3 month 
period. Similarly, many patients previously admitted to VCC may have had a thrombus 
diagnosed elsewhere, both scenarios resulting in an inaccurate HAT rate for both VCC 
and other health boards.  

Therefore, for accurate measurements to be obtained and to assess how much of an 
impact thromboprophylaxis is achieving, a ‘national HAT rate’ needs to be a priority for 
Wales to achieve. It is also ideal for the different health boards and VCC to have the 
ability to ascertain their own HAT rates from the national rate.     

Sustainability  

The work of the original 1000 Lives Campaign and the 1000 Lives Plus has been a key 
driving factor for all the excellent work done not only in VCC but across Wales. In today’s 
environment where our workload demands are high and resources are scarce, it is 
important that all available resources are used appropriately.  

 

Summary  

Velindre Cancer Centre has taken giant strides forward in the battle against Hospital 
Acquired Thrombosis. Unlike other trusts, we are diagnosing non-symptomatic 
thromboembolisms along with undertaking Root Cause Analysis on all HATs to identify 
areas of both good and bad practice.  

However, to accurately assess our success, we need to ascertain a ‘true HAT rate’, 
which will only be achieved if the different Health Boards and Velindre pool our data to 
achieve a national ‘HAT rate’.      

We recognise the importance of risk assessment and thromboprophylaxis in our 
hospitalised patients and would support initiatives to standardise practice across the 
principality.



Appendix 1 

HAT risk assessment version 1 attached to prescription charts 

 

 



Appendix 2 

HAT risk assessment version 3 included in the standard medical clerking proforma 

 



Appendix 3 

Guidelines for venous thromboembolism prevention  

 

 



 

 

 

 



 

 

 

 



 

 

 

 



 





Appendix 4 

Hospital Acquired Thrombosis - Route Cause Analysis Form 

Patient details 

 
 
 
Patient details  
 
 
 

 
 
 

 
Patient Label 

 
 

 
 
 

Date first diagnosed with thrombus /embolus 
(date of scan) 

 
 

Asymptomatic or symptomatic  
 

 
 
 

 

Hospital admission details (prior to diagnostic scan within 85 days) 

 Admission 1 Admission 2 Admission 3 

Hospital    

Ward 
 

   

Consultant 
 

   

Primary diagnosis 
  

   

Admission date 
 

   

Discharge date 
 

   

Reason for admission Elective 
Emergency  

Elective 
Emergency 

Elective 
Emergency 

Treatment regime  
 

   

 

Thromboprophylaxis  

Was a HAT Risk 
Assessment Tool (RAT) 
completed? 

 
YES / NO 

 
YES / NO 

 
YES / NO 

Was the patient 
ambulant and well?  
(at the time of risk 
assessment) 

 
 
 
 

  

Risk factors present  
(See table below) 

 
 
 

  



Contra-indications  
(see Table below) 

 
 
 

  

Was chemical 
prophylaxis prescribed?  

YES / NO YES / NO YES / NO 

Which drug / dose 
prescribed?? 

   

Date treatment 
commenced 

   

Date treatment stopped 
 

   

Any missed doses? 
(If YES explain why)  

 
 
 

  

Evidence of 48 hour       
re-assessment performed  

YES / NO YES / NO YES / NO 

 

Risk Factors Contra-indications 

 Active cancer or cancer treatment                                          

 Critical care admission (e.g. Neutropenic 

sepsis)                   

 Suspected or confirmed Spinal Cord 

Compression                

 Dehydration                                                                             

 Known thrombophilias                                                            

 Obesity (BMI > 30kg/m
2
)                                               

 Personal or  first degree relative with 

history of VTE              

 Pregnancy or <6 weeks post partum 

(also see NICE CG68)     

 Use of hormone replacement therapy                                    

 Use of oestrogen-containing 

contraception therapy               

 Varicose veins with phlebitis                                                   

 One or more significant co-morbidities 

(heart, endocrine, metabolic, respiratory, 

infectious or inflammatory disease)    

 Admitted for terminal care  

 Platelet count <70x109 

 Bradytherapy or Selectron within last 6 

hours  

 Planned procedure within 24 hours 

 On therapeutic Anticoagulation (NOT 

Aspirin/Clopidogrel)  

 Active bleeding or at risk of bleeding 

 New onset stroke or known haemorrhagic 

stroke 

 Uncontrolled hypertension (systolic 

>180mmHg) 

 Bacterial 

Endocarditis/pericarditis/thoracic 

aneurysm  

 Haemophilia or other bleeding disorder 

 Severe Liver Disease  

 Surgery expected within 24 hours 

 Surgery within last 48hours  

 Any spinal intervention 

 Known heparin allergy 

 



 

Summary 

 Failure to Recognize 

Comments:          

            

           

 Failure to Plan 

Comments:          

           

            

 Failure to Communicate 

Comments:  

 
 
 

 

 

General comments / areas of good or bad practice not commented upon above 

 
 
 
 
 
 
 
 
 



Appendix 5 

Patient Information Leaflet 

 

Hospital Acquired Thrombosis  

H.A.T 

Preventing a Deep Vein Thrombosis (DVT) in 

Hospital 

Introduction 

Any patient admitted to hospital is potentially at risk of 

developing a Deep Vein Thrombosis (DVT). This leaflet 

will explain what a DVT is, who is most at risk of getting 

one and what you can do to help reduce your risk. It will 

also tell you what symptoms might suggest the presence 

of a DVT and what you should do if you experience any 

of them.  

 

A contact telephone number and details of how to obtain 

further information are given at the end of the leaflet. 

 

What is a DVT? 

A DVT is a blood clot which forms in a deep vein, 

usually in the leg. Deep veins are large veins which 

transport blood to the heart. When a blood clot occurs, it 

forms a plug that can interrupt this blood flow. 



 

Is a DVT serious? 

A DVT may cause pain and swelling in the leg, which 

usually resolves with treatment. However, in some 

cases problems may develop as a result of poor blood 

flow through the legs such as pain, swelling and ulcers 

of the lower leg.  

In many cases, the initial DVT is ‘silent’ and does not 

cause any symptoms in the leg, causing problems only 

when a portion of the blood clot breaks off and travels 

through the blood stream and becomes lodged in the 

lungs. This is known as a Pulmonary Embolism (PE). 

A PE usually causes chest pain, shortness of breath and 

coughing, sometimes with bloody phlegm, and sudden 

collapse. 

In rare cases, a PE is fatal, and if you develop any of the 

above symptoms you should seek immediate medical 

attention. 

Are you at risk of DVT?      

Many people think that going on a long aeroplane flight 

is a big risk factor for DVT development. Unfortunately 

the risk of developing a DVT following admission to 

hospital is far greater.  

 

 

 



Can a DVT be prevented? 

The good news is that the development of a DVT 

following as admission to hospital can be prevented in 

the majority of cases with safe and effective treatments. 

If any of the following risk factors apply to you, you 

should discuss DVT prevention with your doctor. You 

will then be assessed as to whether any treatments 

should be given in your particular case. 

 

Risk factors for developing a DVT 

 

 You are immobile 

 You are over 60 years of age  

 You have cancer or are receiving treatment for 
cancer  

 You are taking hormone replacement therapy or a 
contraceptive that contains oestrogen 

 You are pregnant or have had a baby in the past 6 
weeks 

 You are obese  

 You are going on a long-distance flight (more than 6 
hours) following discharge from hospital 

 You have had a previous DVT or PE 

 You have a family history of DVT or PE 

 You have had surgery in the past 3 months 
 

 

 

 



Your right to a DVT risk assessment 

The Department of Health recommends that all adults 

who are admitted to hospital should be assessed for 

their risk of developing a DVT. If it is felt that the risk is 

increased then appropriate treatments should be 

prescribed.  

At Velindre, the treatment most commonly prescribed is 

one called dalteparin.  

 

What is Dalteparin? 

Dalteparin is a blood thinning injection which helps 

prevent the formation of a DVT. It is a single, once daily, 

subcutaneous injection (which means it is injected 

beneath the skin). It is usually injected into a skin fold in 

your abdomen (stomach), or the upper part of your 

thigh. 

Its main side effect is bruising at the site of injection.        

Discharge from hospital 

The risk of developing a blood clot may persist for 

several months following discharge form hospital. It is 

important that you follow advice given to you upon 

discharge from hospital to reduce the risk of DVT 

occurring at a later stage.  

 If you develop any symptoms that suggest you might 

have a DVT or PE, please seek immediate medical 

attention.  



 

Contact telephone numbers 

If you would like any more information about dalteparin 

please speak to your doctor or pharmacist. 

  

Pharmacy department   029 2061 5888 ext 6223 

Monday – Friday 9am – 5pm for queries about your 
medicines 
 

Additional information can be obtained from 

Lifeblood the Thrombosis charity at 

www.thrombosis-charity.org.uk 

 

 

 

This leaflet was written by health professionals.  The 

information contained in this leaflet is evidence based.  It 

has been approved by doctors, nurses and patients.  It 

is reviewed and updated annually. 

 

 

Prepared March 2011             

 


