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1.0 Introduction 
 
Pulmonary embolism remains a leading cause of maternal death in the UK.  Pregnancy is a 
risk factor for venous thromboembolism (VTE) and is associated with a four- to six-fold 
increase in risk compared to the non-pregnant state.  The postpartum risk of VTE is 
increased further.  There has been a significant fall in the maternal mortality rate from 
pulmonary embolism (PE) from 1.56 per 100000 maternities in 2003-5 to 0.70 per 100000 
maternities in 2006-8, due largely to reductions in deaths from antenatal VTE and deaths 
from VTE after vaginal delivery following the RCOG guideline published in 2004. 1 

 
NICE estimates that low-molecular weight heparin (LMWH) reduces VTE risk in medical and 
surgical patients by 60% and 70% respectively, therefore it is reasonable to presume LMWH 
may reduce the risk of VTE in pregnancy and the puerperium.  A Scandinavian study found 
a relative risk reduction of VTE of 88% in obstetric patients with one previous VTE given 
LMWH.2   
 

 
2.0 Scope 
 
This guideline aims to summarise new RCOG guidance on thromboprophylaxis in pregnancy 
and the puerperium and the relevant parts of NICE guidance NG89 relating to patients had a 
miscarriage or termination of pregnancy. It will serve as a framework for assessment and 
management of women at risk of venous thromboembolism (VTE) during pregnancy and 
following delivery, irrespective of mode of delivery. 
 
 

3.0 Definitions 
 
Venous thromboembolism (VTE) encompasses two related conditions – deep vein 
thrombosis (DVT) and pulmonary embolism (PE). VTE is confirmed by objective 
investigations including Doppler ultrasound and CT pulmonary angiograms.  
 
The diagnosis of past VTE can be assumed if the woman gives a good history and received 
prolonged (6-12 weeks) therapeutic anticoagulation. 
 
Antiphospholipid syndrome (APS) is defined as the presence of lupus anticoagulant and/or 
anticardiolipin antibodies and/or β2-glycoprotein 1 antibodies of medium to high titre on two 
occasions 12 weeks apart, found in association with a history of thrombosis (arterial or 
venous) or adverse pregnancy outcome (three or more unexplained miscarriages before ten 
weeks gestation, a fetal death after ten weeks of gestation or a premature birth (<35 weeks) 
due to severe pre-eclampsia or intrauterine growth restriction). 
 
A thrombophilia is a heritable condition causing an increased risk of VTE diagnosed on 
blood testing outside of pregnancy.  
 
 

4.0 Development process  
 
These guidelines have been developed based on the recommendations of the updated 
RCOG Green Top Guideline published in 2015. 

 
 

5.0 Roles and Responsibilities  
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 All midwives, doctors and nurses involved in the antenatal and postnatal care of 
the pregnant woman, are responsible for VTE assessment and ensuring 
adequate management where appropriate.  

 

6.0 Practice recommendations 

 

6.1.1 Risk Assessment in maternity care 
All women should undergo assessment of risk factors for VTE  
pre-conceptually or in early pregnancy, at the antenatal booking visit and at the 
26 week midwifery appointment. Appropriate thromboprophylaxis should be 
recommended and the reasons clearly explained to the woman.  
 

 The VTE assessment should be repeated again at the following times: At any 
admission and then repeated again during each 24 hour period that the woman 
remains an inpatient. In addition to the daily VTE assessment, it should be 
repeated as the clinical condition changes, in the intrapartum period and 
immediately postpartum. All VTE assessments should be recorded on EPR.  

 For women at high risk of VTE (e.g. previous VTE and/or thrombophilia, multiple 
risk factors) pre-pregnancy counselling should be offered to formulate a 
maternity care plan in conjunction with the Haematology team. 

 

 

Risk assessment for venous thromboembolism (VTE) 1 

 

• If total score ≥ 4 antenatally, consider thromboprophylaxis from the first trimester. 
 
• If total score 3 antenatally, consider thromboprophylaxis from 28 weeks. 
 
• If total score 2 or 3 postnatally, consider thromboprophylaxis for 10 days. 
 
• If total score ≥4 postnatally, consider thromboprophylaxis for 6 weeks. 
 
• If the patient was on antenatal LMWH, consider thromboprophylaxis for  

6 weeks postnatally after risk assessment. 
 
• If admitted to the  hospital antenatally, consider thromboprophylaxis. 
 
• If prolonged admission (≥ 3 days) or readmission to hospital within the 

puerperium consider thromboprophylaxis 
 

 
For patients with an identified bleeding risk, the balance of risks of bleeding and 

thrombosis should be discussed in consultation with a haematologist with 

expertise in thrombosis and bleeding in pregnancy. 
 

 
 

 

 
 

 
 
6.1.2 Risk Assessment in Early Pregnancy and Abortion Care 
Women who present to the Early Pregnancy Assessment Unit or to the Abortion Care 
Service (ACS), where antenatal booking has not yet been arranged and who have an 
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ongoing pregnancy should be assessed and thromboprophylaxis should be 
prescribed by the gynaecology/ACS team if VTE score 4 or more.  
 
Medical abortion is not recommended for women who are on treatment 
anticoagulation4.  Management of their anticoagulation preparation for surgical 
uterine evacuation should be planned with guidance from the haematologist and a 
senior anaesthetist. 
 
If total score ≥ 4, consider starting thromboprophylaxis immediately whilst awaiting 
uterine evacuation procedure/treatment or further review.  Consider this if not actively 
bleeding – and uterine evacuation procedure/treatment is not imminent.  
 
Advise patient on action if bleeding commences – i.e. stop thrombophylaxis 
Plan post-pregnancy prophylaxis if indicated.  
 
For patients with an identified bleeding risk, the balance of risks of bleeding and 
thrombosis should be discussed in consultation with a haematologist with expertise in 
thrombosis and bleeding in pregnancy. 

  

 
6.2 Additional Notes 
 For asymptomatic thrombophilia, there are different recommendations because 

the absolute risk depends on the specific thrombophilia and whether there is a 
family history of VTE 1.  Certain classes of thrombophilia, such as antithrombin 
deficiency and combined factor V Leiden / Prothrombin gene mutation, confer 
particularly high risk (see Appendix for more information). 

 Women with antiphospholipid syndrome with no previous VTE and no other risk 
factors or fetal indications for LMWH may be managed with close observation 
antenatally but should be considered for LMWH for 10 days postpartum. 

 Women with recurrent VTE and/or with a known thrombophilia e.g. antithrombin 
deficiency (particularly type 1) are likely to be on long-term anticoagulation with 
warfarin.  Such women are at high risk of recurrence in pregnancy, they may 
require intermediate or treatment dose LMWH throughout pregnancy and in 
the postpartum period for a minimum of 6 weeks or until they have been 
reconverted to warfarin (normally after day 5 postpartum). 

 Women on warfarin should be counselled about the risk of warfarin to the fetus 
and advised to stop warfarin and change to LMWH as soon as pregnancy is 
confirmed (ideally within 2 weeks of missed period and before 6th week of 
pregnancy). 

 Women admitted with hyperemesis should be considered for thromboprophylaxis 
which can be discontinued when the hyperemesis resolves. 

 Women with ovarian hyperstimulation syndrome should be considered for 
thromboprophylaxis with LMWH in the first trimester. 

 VTE risk assessment should be completed for admitted gynaecology patients 
(see EPR adhoc) and appropriate thromboprophyaxis considered.  

 Any woman who has had an elective caesarean section, in the absence of 
additional risk factor should be considered for LMWH whilst inpatient and for 10 
days postpartum when discharged. This is to ensure consistency. 

 
 
 

6.3 Agents for thromboprophylaxis 
 The prinicipal agents available for thromboprophylaxis are unfractionated 

heparin, low molecular weight heparin (LMWH) and warfarin. 
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 LMWH has at least as good a safety profile as unfractionated heparin with the 
advantage of once daily dosing for prophylaxis. Therefore, it is the most 
convenient and suitable agent for prophylaxis in the vast majority of women.  

 LMWH does not cross the placenta in significant quantities and is safe in 
breastfeeding. 

 Monitoring Factor Xa levels is not required when LMWH is used for 
thromboprophylaxis 

 The recommended LMWH used at Homerton Hospital NHS Trust is Enoxaparin 
(Clexane). The recommended dosage for prophylaxis, based on the booking or 
most recent weight is: 

 

Weight (Kg) Enoxaparin (Clexane) 

<50 20mg daily 

50-90 40mg daily 

91-130 60mg daily* 

131-170 80mg daily* 

>170 0.6mg/Kg/day* 

Treatment dose 1mg/kg/12 hourly antenatal 
1.5mg/kg/daily postnatal 

 

 *May be given in two divided doses (RCOG green top guideline 37a) 

 Occasionally women at very high risk (especially those usually on long-term oral 
anticoagulant due to previous recurrent VTE or a thrombophilia) or those with 
very high BMI may warrant a higher prophylactic (intermediate) or treatment 
dose of LMWH. Liaison with haematology colleagues is recommended in these 
circumstances. 

 Warfarin has significant teratogenic potential, crosses the placenta and is 
therefore reserved for very limited circumstances in the antenatal period – 
principally for women with mechanical prosthetic heart valves.  It is however a 
useful alternative to low molecular weight heparin for prophylaxis in the 
postpartum period and is safe to use when breastfeeding. 
 

 Aspirin is not recommended for thromboprophylaxis in obstetric patients. 
Women on aspirin, irrespective of the indication, should be offered LMWH 
if they meet the requirement for pharmacologic thromboprophylaxis. 

 
6.4 Contraindications/Cautions with LMWH prophylaxis: 

 Active/abnormal antenatal or postpartum bleeding 

 Increased risk of major haemorrhage (e.g placenta praevia) 

 Coagulopathy (e.g. von Willebrand’s disease, haemophilia) 

 Severe liver  / renal disease – liaise with Haematology as dose of LMWH may 
need to be reduced 

 Thrombocytopenia - if platelets count  less than 75 x 109, liaise with the 
Haematologist 

 Acute stroke in last 4 weeks (ischaemic or haemorrhagic) 

 Allergy to LMWH - consider using an alternative anticoagulant  

 Previous history of heparin induced thrombocytopenia 

 Thrombocytopenia is a rare complication and monitoring platelet counts in not 
routinely recommended when LMWH is used.  

 
 

6.5 Thrombo-embolic deterrent (TED) stockings/Intermittent Pneumatic 
Compression devices (Flowtrons) 
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 Properly applied TED stockings are recommended for: 

 All hospitalised obstetric and gynaecology patients 

 Women who have a contraindication to LMWH 

 All women post-Caesarean Section (combined with LMWH) and those vaginally 
delivered women at increased risk of VTE (see Appendix) 

 Outpatients with prior VTE (usually combined with LMWH) 

 Pregnant women travelling a long distance (> 4 hours)   

 Pregnant women or postpartum women who are immobile 

 Flowtrons are recommended for women in the high dependency unit (Room 5 on 
delivery suite) especially when they are immobile. 

  
 

6.6 Timing of thromboprophylaxis 
 
6.6.1 Timing for early pregnancy and abortion care 
 Because most VTE occurs in the first trimester, where indicated  prophylaxis 

should start early in pregnancy as soon as possible and continue post –
treatment as indicated  and post delivery (unless the risk factor has been 
removed e.g. resolution of ovarian hyperstimulation syndrome).  

 Remember TED stockings, hydration and early mobilisation.  

 Where uterine evacuation may involve use of spinal/regional anaesthesia see 
below for actions to prevent or reduce the risk of haematoma.On the day of 
uterine evacuation, any morning dose of LMWH should be omitted (and the 
procedure performed that morning). Commence/re-commence prophylactic 
LMWH 4 - 8 hours postoperatively (and minimum of 4 hours after spinal 
anaesthesia) unless there is concern regarding the amount of bleeding. Continue 
prophylactic LMWH for a minimum of 7 days after surgical evacuation.
 



6.6.2 Timing for maternity 
 Women on antenatal thromboprophylaxis should be advised about its 

implications for regional anaesthesia and analgesia. 

 To prevent or reduce the risk of spinal/epidural haematoma: 

 Regional techniques should not be used until 12 hours (at least) after the 
last prophylactic dose of LMWH. 

 When on therapeutic dose of LMWH, regional techniques should only be 
used after 24 hours since the last dose of LMWH. 

 LMWH should not be given for 4 hours after use of spinal anaesthesia or 
after the epidural catheter has been removed; the cannula should only be 
removed after 10-12 hours of the most recent injection 

 Women should be advised not to inject any more heparin once labour 
commences and to come to delivery suite for assessment. 

 If regional anaesthesia or analgesia is needed in women on antenatal 
LMWH, discuss with a senior anaesthetist. 

 For delivery by elective caesarean section, women on antenatal prophylactic 
LMWH should receive the dose the day before delivery. On the day of delivery, 
any morning dose should be omitted and the operation performed that morning. 
Commence prophylactic LMWH 4 hours postoperatively or 4 hours after removal 
of epidural catheter. 

 If induction is proposed, LMWH must be omitted in the 24 hours prior to induction 
commencing.  Women on higher doses of LMWH must reduce the dose to a 
prophylactic level on the day prior to induction of labour and where appropriate, 
continued on this low dose during labour. If LMWH is omitted then full length 
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TED stockings must be fitted. Avoidance of dehydration and attempts to keep 
mobile are essential. 

 Postpartum prophylaxis should commence as soon as practicable after delivery if 
there is no postpartum haemorrhage. If regional anaesthesia/analgesia was 
used, see advice above. 
 

 
7.0 Thromboprophylaxis in Covid-19 positive pregnant and postpartum women 

(RCOG/NICE advice) 3, 4 
 
Pregnancy is widely recognised as a hypercoagulable state. There is emerging evidence 
suggesting that individuals admitted to hospital with COVID-19 are also hypercoagulable. 
Infection with SARS-CoV-2 is likely to be associated with an increased risk of maternal VTE. 
This is likely to be multifactorial, including the reduced mobility, resulting from self-isolation 
at home or hospital admission, and other associated obstetric maternal morbidity. Start VTE 
prophylaxis as soon as possible and within 14 hours of admission and continue for the 
duration of the hospital stay. For patients who are already having anticoagulation treatment 
for another condition when admitted to hospital continue their current therapeutic dose of 
anticoagulation unless contraindicated by a change in clinical circumstances. Consider 
switching to LMWH if their current anticoagulation is not LMWH and their clinical condition is 
deteriorating. 
 

 Women who are self-isolating at home should stay well hydrated and mobile 
throughout isolation. 

 Women should have a venous thromboembolism (VTE) risk assessment performed 
during their pregnancy as per RCOG Green-top Guideline No 37a. Consider infection 
with SARS-CoV-2 as a transient risk factor and trigger reassessment. 

 Where normally indicated, thromboprophylaxis should still be offered and 
administered as prescribed during the COVID-19 pandemic. 

 If healthcare professionals are concerned about the risk of VTE during a period of 
self-isolation, a clinical VTE risk assessment (in person or by virtual means) should 
be performed, and thromboprophylaxis considered and prescribed on a case-by-case 
basis. 

 Follow local procedures to ensure women are supplied with low molecular weight 
heparin (LMWH), particularly where they cannot attend hospital during periods of 
self-isolation. 

 Continue thromboprophylaxis commenced for pregnant women who are self-isolating 
until they have recovered from the acute illness (between 7 and 14 days). Seek 
advice from a clinician with expertise in VTE for women with ongoing morbidity and 
limited mobility. 

 All pregnant women admitted with confirmed or suspected COVID-19 should be 
offered prophylactic LMWH, unless birth is expected within 12 hours. For women with 
severe complications of COVID-19, discuss the appropriate dosing regimen of 
LMWH with a multidisciplinary team (MDT), including a senior obstetrician or clinician 
with expertise in managing VTE in pregnancy. 

 All pregnant women who have been hospitalised and have had confirmed COVID-19 
should be offered thromboprophylaxis for 10 days following hospital discharge. 
Consider a longer duration of thromboprophylaxis for women with persistent 
morbidity. 

 If women are admitted with confirmed or suspected COVID-19 within 6 weeks 
postpartum, they should be offered thromboprophylaxis for the duration of their 
admission and for at least 10 days after discharge. Consider extending this until 6 
weeks postpartum for women with significant ongoing morbidity. 
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8.0 Review 
 
This guideline will be reviewed in 3 years time in light of any new recommendations.  
 

 
 

9.0 Monitoring/Audit 
 
Measurable Policy 
Objective 

Frequency of 
monitoring/audit 

Responsibility 
for performing 
the monitoring 

Monitoring reported to which 
groups/committees, inc 
responsibility for reviewing 
action plans 

Risk assessment at 
booking, antenatal 
admission(s) and after 
delivery 
 

Six monthly 
registered audit 

 Department of 
women’s health 

 Presented at Women’s health 
audit meeting 

Feedback to Labour Ward 
forum and Maternity Risk 
Management Meeting and 
Gynaecology Governance 
Meeting 

Women at high risk of 
VTE antenatally had 
given appropriate 
dose 
thromboprophylaxis   

   

Appropriate referral of 
women at high risk of 
VTE to haematology 
team/thrombosis 
expert.  

   

Women at high risk of 
VTE postnatally 
prescribed 6 weeks of 
prophylactic LMWH 
postpartum.  

   

Correct dose of 
LMWH (based on 
booking weight) 
prescribed antenatally 
and postpartum 

   

All women with BMI > 
40 prescribed LMWH 
for 10 days postnatally  

   

Documentation of 
Management Plans in 
the notes 

   

Management of life 
threatening pulmonary 
thromboembolism in 
pregnancy 
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Appropriate postnatal 
appointment for 
women with an 
appropriate clinician to 
all women who have 
been diagnosed with 
VTE during pregnancy 
or the postnatal 
period. 
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Appendix 1 - Pre-existing risk factors 

see https://www.nice.org.uk/guidance/ng89/resources/royal-college-of-obstetricians-and-

gynaecologists-risk-assessment-tool-pdf-4787150509  

 Tick Score 
1.  

Previous VTE (except a single event related to major surgery) 4 

Previous VTE provoked by major surgery 3 

Known high-risk thrombophilia 3 

Medical comorbidities e.g. cancer, heart failure; active systemic lupus 3 
erythematosus, inflammatory polyarthropathy or inflammatory bowel disease;  
nephrotic syndrome; type I diabetes mellitus with nephropathy; sickle cell disease;  
current intravenous drug user  
Family history of unprovoked or estrogen-related VTE in first-degree relative 1 

Known low-risk thrombophilia (no VTE) 1a 

Age (> 35 years) 1 

Obesity 1 or 2b
 

Parity ≥ 3 1 

Smoker 1 

Gross varicose veins 1 

Obstetric risk factors 
2.  

Pre-eclampsia in current pregnancy 1 

ART/IVF (antenatal only) 1 

Multiple pregnancy 1 

Caesarean section in labour 2 

Elective caesarean section 1 

Mid-cavity or rotational operative delivery 1 

Prolonged labour (> 24 hours) 1 

PPH (> 1 litre or transfusion) 1 

Preterm birth < 37+0 weeks in current pregnancy 1 

Stillbirth in current pregnancy 1 

Transient risk factors 
3.  

Any surgical procedure in pregnancy or puerperium except immediate repair of the 

perineum, e.g. appendicectomy, postpartum sterilisation 

3 

Hyperemesis 3 

OHSS (first trimester only) 4 

Current systemic infection 1 

Immobility, dehydration 1 

TOTAL 
 
 
Abbreviations: ART assisted reproductive technology; IVF in vitro fertilisation; OHSS ovarian 
hyperstimulation syndrome; VTE venous thromboembolism. 
 
a If the known low-risk thrombophilia is in a woman with a family history of VTE in a first-degree relative 
postpartum thromboprophylaxis should be continued for 6 weeks. 
 
b BMI ≥ 30 = 1; BMI ≥ 40 = 2 

 

https://www.nice.org.uk/guidance/ng89/resources/royal-college-of-obstetricians-and-gynaecologists-risk-assessment-tool-pdf-4787150509
https://www.nice.org.uk/guidance/ng89/resources/royal-college-of-obstetricians-and-gynaecologists-risk-assessment-tool-pdf-4787150509
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Appendix 2 - VTE risk assessment and management antenatally 

  
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Hospital admission 
Single previous VTE related to 
surgery 
High risk thrombophilia + no VTE 
Medical co-morbidities 
Surgical procedure 
OHSS 

Any previous VTE except single 
event related to major surgery 
Recurrent VTE 
VTE with antiphospholipid syndrome 
VTE with antithrombin deficiency 

 
 

BMI >30kg/m2 
Age >35 
Parity >3 
Smoker 
Gross varicose veins 
Pre-eclampsia 
Immobility 
FH of VTE 
Low risk thrombophilia 
Multiple pregnancy 
IVF/ART 
Transient risk factors: dehydration, 
hyperemesis, infection, travel 

HIGH RISK 
Requires LMWH from first trimester 
Refer to Consultant ANC +/- Haematology 

 

FOUR OR MORE RISK FACTORS: 
Thromboprophylaxis from first trimester: refer 
to Consultant ANC as soon as possible 
 
THREE RISK FACTORS: 
Thromboprophylaxis from 28 weeks 
 
1-2 RISK FACTORS: 
Mobilisation and avoidance of dehydration 

INTERMEDIATE RISK 
Consider antenatal LMWH 
 
If more than 1 intermediate risk factor, 
consider LMWH from first trimester  
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Appendix 3 - Postnatal assessment and management (to be assessed at delivery and daily whilst inpatient) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 

Any previous VTE 
Anyone requiring antenatal LMWH 
High risk thrombophilia 
Low risk thrombophilia +FH 

Caesarean Section 
BMI >40 kg/m2 
Readmission or prolonged admission (>3 days) in 
puerperium 
Surgical procedure except immediate perineal repair 
Medical co-morbidities  
 

Age >35 
BMI >30kg/m2 
Parity >3 
Smoker 
Family history of  VTE 
Low risk thrombophilia 
Gross varicose veins 
Systemic infection 
Immobility/hospital admission 
Pre-eclampsia 
Multiple pregnancy 
Preterm delivery 
Stillbirth 
Operative delivery 
Prolonged labour (>24 hours) 
PPH >1 litre or blood transfusion 

HIGH RISK 

At least 6 weeks of LMWH 

INTERMEDIATE RISK 
At least 10 days LMWH 
 
If more than 1 intermediate risk 
factor, consider 6 weeks LMWH 

0-1 risk factor Early mobilisation and 
avoid dehydration 
 

FOUR OR MORE RISK FACTORS: 
Thromboprophylaxis for 6 weeks  
 
TWO OR THREE RISK FACTORS: 
Thromboprophylaxis for 10 days  
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Appendix 4: Summary of guideline for thromboprophylaxis in women with previous 
VTE and/or thrombophilia1  
 
 

Very high risk Previous VTE on long-

term oral anticoagulant 

therapy 
 
 
 

Antithrombin deficiency 
Antiphospholipid syndrome 

with previous VTE 

 

Recommend antenatal high-dose 
LMWH and at least 6 weeks’ 
postnatal LMWH or until switched 
back to oral anticoagulant therapy 
 
 
These women require 

specialist management by 
experts in haemostasis and 

pregnancy 

High risk Any previous VTE (except a 
single VTE related to major 

surgery) 

Recommend antenatal and 6 
weeks’ postnatal prophylactic 

LMWH 

Intermediate 
risk 

Asymptomatic high-risk 
thrombophilia homozygous 

factor V Leiden/compound 
heterozygote Protein C or S 

deficiency 
 
 

Single previous VTE 
associated with major 

surgery without 
thrombophilia, family history 

or other risk factors 

Refer to local 
expert Consider 

antenatal LMWH 
Recommend postnatal 

prophylactic LMWH for 6 
weeks 
 
 
Consider antenatal LMWH (but 

not routinely recommended) 
Recommend LMWH from 

28 weeks of gestation and 

6 weeks’ postnatal 
prophylactic LMWH 

Low risk Asymptomatic low-risk 

thrombophilia (prothrombin 
gene mutation or 

factor V Leiden heterozygous) 

Consider as a risk factor 

and score appropriately 
(see Appendix III) 

Recommend 10 days’ if 

other risk factor 
postpartum (or 6 weeks’ if 

significant 
family history) postnatal 
prophylactic LMWH 
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Appendix 5: VTE Assessment and actions for EPAU and ACS clients 
 

Very High Risk - Refer to local expert for guidance. 
 
High Risk - Consider starting thromboprophylaxis immediately whilst awaiting uterine 
evacuation procedure/treatment or further review (unless bleeding). Continue prophylactic 
LMWH for a minimum of 7 days after evacuation under general/regional anaesthesia. 
 
Intermediate Risk - Refer to local expert for guidance. 
 
Low Risk - calculate score and consider at least prophylactic LMWH for a minimum of 7 
days. 
 
 
Client not booked for antenatal attends - > Complete a VTE assessment. 
 
Option1 
Where pregnancy already ended or abortion is imminent AND no indication for 7 days (or 
more) of post-pregnancy LMWH no other action is required. 
 
OR 
 
Option 2  
Where there is an ongoing pregnancy/possible on-going pregnancy  
Complete an VTE assessment and record on EPR (under adhoc - obstetric VTE 
assessment). 
 
If VTE score of 4 or more:  
Offer LMWH to be started immediately. 
 
If client agrees: prescribe for up to 4 weeks (Dose dependent on weight: see page 5) 
Inform GP - and/or Abortion Care Service to expedite care - as appropriate. If ongoing 
pregnancy – advise client to book with Antenatal Clinic as soon as possible.  
 
If VTE score of 3 or less:  LMWH not indicated. 
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Consultation List  

 
First and second consultation 

Consultant Obstetricians 

& Gynaecologists 

Consultant Anaesthetists 

Maternity Risk Management Team 

EPAU CNSs 

Abortion Care doctors and nurses 

All Midwives  

Homerton SpR 

All Trainee Doctors SWSH 

   

 

 

Final Consultation  

Consultant Obstetrics and Gynaecology  

All Midwives  

Maternity Risk management Team 

All Trainee Doctors SWSH 

EPAU CNS 

Abortion care doctors and nurses 
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Equalities Impact Assessment 

 
This checklist should be completed for all new Corporate Policies and procedures to 
understand their potential impact on equalities and assure equality in service delivery and 
employment. 

 
Policy/Service Name: Venous Thromboembolism Risk assessment and 

Thromboprophylaxis in Obstetrics and Gynaecology 

Authors: Johnbosco E Mamah – Obstetric Clinical fellow 
Sandra J Watson - Consultant Obstetrician Gynaecologist 

Directorate: SWSH 

Date March 2021 

 

Equalities Impact 
Assessment Question 

Yes No Comment 

1. How does the attached 
policy/service fit into the trusts 
overall aims? 

 
Complies with NICE, RCOG 
recommendations  

2. How will the policy/service be 
implemented? 

 

Via email, S drive, Intranet  

3. What outcomes are intended 
by implementing the 
policy/delivering the service?  

 
The guideline is intended as a framework 
for assessment and management of 
women at risk of venous thromboembolism 
(VTE) during pregnancy and following 
delivery, irrespective of mode of delivery.  

4. How will the above outcomes 
be measured? 

 

Please see 8.0 Monitoring/Audits , Page 9 

5. Who are they key stakeholders 
in respect of this policy/service 
and how have they been 
involved?  

 

Please see Consultation List, Page 16 

6. Does this policy/service impact 
on other policies or services 
and is that impact understood?  

Yes  

 

7. Does this policy/service impact 
on other agencies and is that 
impact understood? 

 No 
 

 

8. Is there any data on the policy 
or service that will help inform 
the EqIA?  

Yes  

Electronic monitoring  
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9. Are there are information gaps, 
and how will they be 
addressed/what additional 
information is required? 

 No 

 

Equalities Impact Assessment 
Question 

Yes No Comment 

10. Does the policy or service 
development have an 
adverse impact on any 
particular group? 

 No 

 

11. Could the way the policy is 
carried out have an adverse 
impact on equality of 
opportunity or good relations 
between different groups? 

 No 

 

12. Where an adverse impact has 
been identified can changes 
be made to minimise it? 

 No 

 

13. Is the policy directly or 
indirectly discriminatory, and 
can the latter be justified? 

 No 

 

14. Is the policy intended to 
increase equality of 
opportunity by permitting 
Positive Action or 
Reasonable Adjustment? If 
so is this lawful? 

 No 

 

 

 
EQUALITIES IMPACT ASSESSMENT 
FOR POLICIES AND PROCEDURES 

 
1. If any of the questions are answered ‘yes’, then the proposed policy is likely to be 

relevant to the Trust’s responsibilities under the equalities duties.  Please provide the 
ratifying Committee with information (the ‘form’) on why ‘yes’ answers were given and 
whether or not this is justifiable for clinical reasons. The author should consult with 
the Director of Workforce & Education to develop a more detailed assessment of the 
Policy’s impact and, where appropriate, design monitoring and reporting systems if 
there is any uncertainty. 
 

2. A copy of the completed form should be submitted to the ratifying committee when 
submitting the document for ratification. The Committee will inform you if they 
perceive the impact to be sufficient that a more detailed assessment is required.  In 
this instance, the result of this impact assessment and any further work should be 
summarised in the body of the Policy and support will be given to ensure that the 
policy promotes equality. 
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Policy Submission Form 

 
To be completed and attached to any policy or procedure submitted to the Trust Policy 
Group 

 
1 Details of policy  

1.1 Title of Policy: Venous Thromboembolism Risk assessment and 
Thromboprophylaxis in Obstetrics and 
Gynaecology  

1.2 Lead Executive Director  

1.3 Authors/Title Johnbosco E Mamah – Obstetric Clinical fellow 
Sandra J Watson - Consultant Obstetrician 
Gynaecologist 

1.4 Lead Sub Committee  

1.5 Reason for Policy To ensure all staff working within the maternity 
services  

1.6  Who does policy affect? All Maternity Staff  

1.7 Are national guidelines/codes of 
practice incorporated? 

Yes  

1.8 Has an Equality Impact 
Assessment been carried out? 

Yes 

2 Information Collation  

2.1 Where was Policy information 
obtained from? 

NICE,RCOG, PHE 

3 Policy Management  

3.1 Is there a requirement for a new or 
revised management structure if 
the policy is implemented? 

No 

3.2 If YES attach a copy to this form  

3.3 If NO explain why  

4 Consultation Process  

4.1 Was there internal/external 
consultation? 

Yes  

4.2 List groups/Persons involved See Consultation List, page 16 

4.3 Have internal/external comments 
been duly considered? 

Yes  
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4.4 Date approved by relevant Sub-
committee 

19.03.2021 

4.5 Signature of Subcommittee chair 
 

 

5 Implementation  

5.1 How and to whom will the policy 
be distributed? 

Via email  

5.2 If there is implementation 
requirements such as training 
please detail? 

Midwifery training weeks and Doctors  

5.3 What is the cost of implementation 
and how will this be funded? 

N/A 

6 Monitoring  

6.1 List the key performance 
indicators e.g. core standards 

See Monitoring/Audit, Page 9 

6.2 How will this be monitored and/or 
audited? 

See Monitoring/Audit, Page 9 

6.3 Frequency of monitoring/audit 3 years or before if necessary 

 
Date policy approved by Trust Policy Group: 
 
………………………………………………………………………………… 
 
Signature of Trust Board Group chair: 
 
…………………………………………………………………………………. 
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These guidelines have been signed off by the Maternity Risk Management Group 
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