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VTE Prophylaxis - Orthopaedic - Summary Clinical Guideline 
 

Reference no.: CG-ORTHOP/2016/001 

 

 

All patients must have a VTE risk assessment as per hospital guidelines. 

Within orthopaedics the risks of VTE and the potential risks of chemical prophylaxis will vary 

depending on the site and nature of surgery. 

 

When possible regional anaesthesia is preferred as it has been shown to lower the risk of 
VTE. 
 

Mechanical prophylaxis 

 Flowtron calf garments to be used in operating theatre for all but minor local 

anaesthetic procedures. 

 Major procedures where risk assessed as Standard or High Risk of VTE: AV impulse 
boots until mobile, early mobilisation, TED stockings if legs suitable and no arterial 
disease. 

 
Chemical prophylaxis 
For those patients ‘at risk’ of VTE the decision on which form of chemical prophylaxis should 
be informed on the individual’s level of risk.  One or more of the following counts as high risk: 
 

 Personal or 1st degree relative family history of VTE 

 Known thrombophilia / hypercoagulable state: Factor V Leiden deficiency, 
Protein C or S deficiency etc – These patients are very high risk and it may be 
worth discussing with Haematology whether should be considered for an IVC 
filter. 

 Active cancer or history of non-cutaneous malignancy 

 Pulmonary hypertension 
 
 

 

 

 

 
Chemical Prophylaxis 
Hip and knee arthroplasty, major osteotomy  

 Standard risk:  Aspirin 150mg once a day for 6 weeks, to be given within 6 hours of 
surgery.  

 High risk:  Consider a more potent anti-coagulant such as Apixaban (2.5mg BD PO 
to be started 12 to 24 hours after surgery), a LMWH such as enoxaparin (start within 
6 hours of surgery) or warfarin – for a minimum of 28 days. 

Consider using VTE estimator App;  
https://itunes.apple.com/us/app/vte-calculator/id730418540?mt=8 
 

 

 

Standard Risk (do not 

have any of the “High 

Risk” factors) then Aspirin 

150mg OD (unless contra-

indicated). Consider 

adding proton pump 

inhibitor cover if history of 

acid reflux. 

High Risk (one or more 

risk factors) should be 

considered for an 

alternative anti-coagulant 

drug such as a factor Xa 

inhibitor (Apixaban 2.5mg 

BD), LMWH (Enoxaparin) 

or Warfarin.   

 

Low risk (do not require 

chemical prophylaxis) 

require early mobilisation 

&/or mechanical 

prophylaxis only 

https://itunes.apple.com/us/app/vte-calculator/id730418540?mt=8


Reference no.: CG-ORTHOP/2016/001 

Suitable for printing to guide individual patient management but not for storage        Expiry date: Oct 19  

Page 2 of 2 

 

Hip Fracture surgery 

 LMWH but if mobile on discharge and not contra-indicated convert to aspirin 150mg; 

28 days in total. 

Other major lower limb surgery or pelvic fractures 

 Low risk & early mobilisation: mechanical only (this will include most arthroscopic 
procedures.) 

 Standard risk: aspirin 150mg once a day for 6 weeks. 

 High risk:  Apixaban, LMWH or warfarin for a minimum of 4 weeks. 
 

Spinal surgery 

 Early mobilisation anticipated: No chemical thromboprophylaxis as risks outweigh 

benefits 

 Delayed mobilisation:  Individual risk assessments but consider LMWH after 24 

hours. 

 

Upper limb surgery:   
As per British Society for Surgery of the Hand guidelines  
http://www.bssh.ac.uk/professionals/vte_guidelines.aspx 
 
Foot and ankle surgery 

 Forefoot procedures: early mobilisation. 

 Hind foot /ankle:  
Standard risk: Aspirin 150mg OD starting within 6 hours of surgery for 6 weeks.   
High risk: consider an alternative more potent anticoagulant for 6 weeks. 

 Achilles tendon ruptures:  Evidence (British Orthopaedic Foot & Ankle Society) 
suggests these patients are higher risk; consider Aspirin 150mg OD for the duration 
of immobilisation and an alternative if they have one of the high risk factors. 
http://www.bofas.org.uk/Patient-Information/Achilles-Tendon 
 

Paediatric surgery   

 No chemical prophylaxis unless patient identified as particularly high risk. 
 

Patients in lower limb cast 

 There is no clear evidence on the use of chemical prophylaxis in this group.  Patients 
should be risk assessed on an individual basis. 
 

Patients on Warfarin  
Please consult the Trust guidelines on the peri-operative management of Warfarin for 
elective procedures (section 6 of the Guidelines for managing Warfarin in in-patients: 
http://flo/documents-forms/clinical-guidelines/haematology/). 
 
 

http://www.bofas.org.uk/Patient-Information/Achilles-Tendon
http://flo/documents-forms/clinical-guidelines/haematology/

