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COMMISSIONING FOR BEST PRACTICE 

IN VTE PREVENTION 
Questions Frequently Asked by Commissioners 

 
 
1) Why is commissioning for best practice in VTE prevention important to me as a local 

commissioner? 
 
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 attributable to it every year. One in 
twenty people will have VTE during their lifetime. 
 
More than half of all VTE events are associated with prior hospitalisation. Since more than two thirds of 
all cases of hospital-acquired thrombosis (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.   
 
VTE prevention has been recognised as a clinical priority for the NHS by the National Quality Board and 
the NHS Leadership Team. It has been identified as the most important patient safety practice in our 
hospitals, and VTE-specific indicators feature in both the NHS Outcomes Framework and the CCG 
Outcomes Indicator Set.  
 
2) What constitutes best practice in VTE prevention? 
 
Best practice in VTE prevention has been captured in a series of statements included in NICE Quality 
Standard 3 (Venous Thromboembolism Prevention Quality Standard): 
 

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. 

 
NHS policy requires commissioners to undertake root cause analysis of all cases of hospital-acquired 
VTE, in line with the National CQUIN goal 2013/14, to enable commissioners to address gaps in service 
provision. Population-based studies and a pilot project within the National VTE Exemplar Centres 
Network suggest that annual HAT numbers might approximate to around half the total number of cases 
of VTE identified within the Trusts. 
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The NICE Quality Standard together with the CQUIN requirement to undertake root cause analysis of all 
hospital-acquired VTE cases provide commissioners with a baseline against which improvements can be 
measured and rewarded. 

 
3) What is the impact of high quality VTE prevention on health outcomes in my local population? 
 
The incidence of VTE is 1-2 per 1,000 of the population and the risk increases with age. It is a significant 
cause of mortality, long-term disability and chronic ill-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 by the delivery of timely VTE risk assessment and the provision of 
appropriate thromboprophylaxis, it is the commissioners’ duty to ensure that healthcare services in 
their area are underpinned by high quality VTE prevention.  
 
Recent research published by the CHEST Journal, capturing real life data at King’s College Hospital NHS 
Foundation Trust, found that mandatory VTE risk assessment can significantly reduce preventable HAT 
and thereby improve patient safety. 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). More real-life data capturing the potential of high quality VTE prevention to improve patient 
outcomes is due to be published shortly by the University of Birmingham. 
 
4) What is the impact of high quality VTE prevention on my commissioning budget?   
 
Local commissioners are not required to commission VTE prevention services in isolation and, as such, 
prioritisation of VTE within local Joint Strategic Needs Assessment would be unlikely to impact VTE 
rates, given the plethora of risk factors. Instead, the delivery of high quality VTE prevention should 
automatically underpin the majority of admissions due to medical illness or surgery as part of the 
providers’ duty to deliver care in a safe environment. Commissioners should ensure that this duty is 
clearly mandated through local service contracts.  
 
From the providers’ perspective, the delivery of the quality statements included in the VTE prevention 
NICE Quality Standard is not likely to increase their 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 equally the benefit from avoiding VTE events. 
 
Those additional provider costs that might arise as a result of implementing new processes and the 
provision of professional education to staff are very 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 saving of £12,000 per 100,000 of population. 
 
The NHS could also benefit from significant savings through the avoidance of clinical negligence claims 
made against it as a result of its failure to implement best practice in VTE prevention. In 2011, it was 
estimated that since 2005 the NHS had spent over £112m in clinical negligence claims against Hospital 
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Trusts that failed to follow national thrombosis prevention guidelines or failed to administer appropriate 
medication to prevent the condition.  
 
5) What commissioning levers are available to me to ensure the delivery of high quality VTE 

prevention by my local healthcare providers?  
 

There are a number of levers available to commissioners to ensure that their providers’ patient safety 
practices in relation to VTE prevention. First and foremost, local commissioners should make certain 
that they fully utilise the provider payment incentives provided by the national VTE CQUIN Goal 
2013/14. This year, there are two indicators that must be met in order to qualify for a single provider 
payment:  
 
1) Proportion of all adult inpatients that have been assessed for risk of VTE on admission to hospital 

must be at least 95%. The commissioners can access the quarterly collected and publicly available 
data on the number and proportion of VTE risk assessments carried out by providers and withhold 
payment if the threshold is not met. 
 

2) Root cause analysis should be carried out on all cases of hospital-acquired VTE. The proportion of 
cases subject to root cause analysis necessary to trigger the CQUIN payment is to be determined 
locally.  

 
Commissioners should make sure that the local thresholds agreed for CQUIN payments incentivise 
improvements and should monitor providers’ compliance with this measure.  

 
Commissioners should seek to commission healthcare services, which are underpinned by the delivery 
of high quality VTE prevention in line with the VTE Prevention NICE Quality Standard and NICE Clinical 
Guideline 92. As such, commissioners should ensure that these requirements are woven into their local 
provider contracts and levers such as CQUIN (national or local) are used only to reward care that can 
demonstrate that VTE prevention best practice has been delivered. 
 
Commissioners are in a unique position to embed VTE prevention best practice as a standard NHS policy 
that is expected by service users. 

 
6) Where can I find more information about VTE prevention? 
 
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 
 
All-Party Parliamentary Thrombosis Group: 
http://apptg.org.uk/ 
 
VTE Assess Prevent – A National Staff Communications Campaign 
http://www.vteprevention-nhsengland.org.uk/resources/vte-assess-prevent 
 
Lifeblood: The Thrombosis Charity 
http://www.thrombosis-charity.org.uk/ 

http://www.vteprevention-nhsengland.org.uk/
http://www.england.nhs.uk/wp-content/uploads/2013/05/vte-prev-guide-may2013.pdf
http://apptg.org.uk/
http://www.vteprevention-nhsengland.org.uk/resources/vte-assess-prevent
http://www.thrombosis-charity.org.uk/

