
Directorate Governance Approval_ Thromboprophylaxis during pregnancy, delivery, and puerperium_V2_2021 
 Page 1 of 24 

 
 

Title: 
Thromboprophylaxis during pregnancy, 

delivery, and puerperium 

Policy Author(s) 
Dr Mary Molloy, Consultant Anaesthetist 
Mary.Molloy@belfasttrust.hscni.net 
Dr Yasmin Nawaz, Consultant Anaesthetist  
Tel: 028 906 34006, Yasmin.Nawaz@belfasttrust.hscni.net  
Dr Mary Murnaghan, Clinical Director, Maternity Services 
Tel: 028 950 47284 Mary.Murnaghan@belfasttrust.hscni.net  
Dr Gary Benson, Consultant, Haematology 
Tel: 028 950 47977 Gary.Benson@belfasttrust.hscni.net  

Responsible 
Director: 

Heather Jackson, Interim Director for Trauma, Orthopaedics, Rehab 
Services, Maternity, Dental ENT and Sexual Health 

Policy Type: 
(tick as 
appropriate) 

*Directorate Specific 
 

Clinical Trust Wide 
 

Non Clinical Trust Wide
 

If policy type is confirmed as *Directorate Specific please list the name and date of the 
local Committee/Group that policy was approved  

Directorate Governance approval 
01/11/2021 

Approval 
process: 

Standards and Guidelines Committee  
Executive Team Meeting 

Approval 
date: 

07/06/2022 
29/06/2022 

Operational 
Date: 

June 2022 Review 
Date: 

June 2027 

Version No.  3 Supercedes V2 – March 2015 – March 2018 

Key Words: BHSCT Venous Thromboembolism in over 16s: reducing the risk of 
hospital-acquired deep vein thrombosis or pulmonary embolism 
(2020) SG 09/20 

Links to other 
policies 

Thromboprophylaxis, pregnancy, venous thromboembolism 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Policy Code: BHSCT/SHWH/Mat (18) 

mailto:Mary.Molloy@belfasttrust.hscni.net
mailto:Yasmin.Nawaz@belfasttrust.hscni.net
mailto:Mary.Murnaghan@belfasttrust.hscni.net
mailto:Gary.Benson@belfasttrust.hscni.net
http://intranet.belfasttrust.local/policies/Documents/Venous%20thromboembolism%20in%20over%2016s%20-%20Reducing%20the%20risk%20of%20Hospital%20acquired%20deep%20vein%20thrombosis%20or%20pulmonary%20embolism.pdf
http://intranet.belfasttrust.local/policies/Documents/Venous%20thromboembolism%20in%20over%2016s%20-%20Reducing%20the%20risk%20of%20Hospital%20acquired%20deep%20vein%20thrombosis%20or%20pulmonary%20embolism.pdf
http://intranet.belfasttrust.local/policies/Documents/Venous%20thromboembolism%20in%20over%2016s%20-%20Reducing%20the%20risk%20of%20Hospital%20acquired%20deep%20vein%20thrombosis%20or%20pulmonary%20embolism.pdf


Directorate Governance Approval_ Thromboprophylaxis during pregnancy, delivery, and puerperium_V2_2021 
 Page 2 of 24 

 
 
1.0 INTRODUCTION / SUMMARY OF POLICY 
 
1.1 Background 

Surveillance data on maternal deaths 2016-2018 from the 2020 MBRRACE-UK report 
show that maternal deaths due to pulmonary embolism (PE) and venous 
thromboembolism (VTE) remains the leading direct cause and second in all causes of 
death in pregnancy and within 42 days of the end of pregnancy¹.  
 
Systematic review by the Royal College of Obstetrics and Gynaecology (RCOG) states 
that the relative risk of VTE in pregnancy is increased four to six fold but the absolute 
risk is low with an overall incidence of VTE in pregnancy and the puerperium of 1-2 per 
1000².  
 

However, maternal mortality rate from thrombosis and thromboembolism has remained 
unchanged since the 1985-1987 triennial report. Morbidity from VTE is much higher as 
50 women survive PE during pregnancy for every woman that dies¹. 

 
  Factors that may underlie static rate include:  
 

1. Increased prevalence of risk factors for VTE in the maternity population.  
2. Need for re-assessment of risk factors after initial booking assessment to ensure 

adjustment for any additional risks factors that may arise during the antenatal, 
intrapartum and post-partum periods.  

3. Midwifery staff and doctors have found scoring systems for VTE risk assessment 
difficult to apply consistently in practice. 

4. Gaps may occur in treatment with Low Molecular Weight Heparin (LMWH) around 
the time of birth for patients on antenatal prophylactic or therapeutic dose LMWH or 
delays in initiating LMWH postnatally.  

5. Failure to reassess VTE risk after miscarriage or ectopic pregnancy, to consider 
whether thromboprophylaxis is required, is as important as reassessment of risk 
after giving birth and may be missed. 

 
Overall, there is a need to improve the following: 
 

1. The literature suggests even the best prediction model for VTE risk screening 
identifies only 2/3 of women with VTE³. Identifiable risks are missed. It is clear we 
need to improve detection and prevention of risks for VTE through education on risk 
assessment, formal risk assessment with use of numerical scoring, and governance 
to ensure timely implementation of thromboprophylaxis and LMWH during 
pregnancy and puerperium.  

2. Greater prioritisation and attention to timing of LMWH for women on prophylactic or 
therapeutic LMWH antenally, for induction of labour or planned operative delivery to 
reduce the time not receiving LMWH. 

3. Ensure that management plans are followed for women on prophylactic and 
treatment dose anticoagulation particularly around time of delivery to minimise gaps 
in treatment. 

4. To ensure treatment with LMWH is initiated where indicated as soon as possible 
after delivery with consideration for regional anaesthesia and risk of haemorrhage .  
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1.2  Purpose and scope 

Aim is to ensure a structured management plan of risk assessment, timing and 
appropriate treatment and dosage of LMWH to guide practitioners during antenatal, 
intrapartum and post-partum period.  

 

 Updating current policy with revised key recommendations from RCOG green top 
guideline 37a (2015) on reducing the risk of thrombosis and embolism during 
pregnancy and puerperium. 

 Including recommendations from MBRRACE-UK Dec 2020 report, Saving Lives, 
Improving Mothers Care. Lessons learned to inform maternity care from the UK and 
Ireland Confidential Enquiries into Maternal Deaths and Morbidity 2016-18 

 Updating current policy with National Institute of Health and Clinical Excellence 
(NICE CG 92, 2010)  

 Reviewing relevant literature to ensure up to date and good practice.  
 
This policy document and accompanying antenatal and postnatal risk assessment 
tools aims to promote awareness of and adherence to the guidance provided, 
implementation in practice and a reduction in the incidence of VTE.  

 
1.3  Objectives of this policy 

 To improve risk assessment and use of risk scoring systems in identifying those at 
risk for VTE in pregnancy and the puerperium. 

 Ensure appropriate dosage of LMWH according to most recent weight. 

 Advise on timing of LMWH around time of birth to minimise gaps in treatment. 

 Ensure the appropriate duration of treatment of LMWH antenatally and postnatally 
according to risk assessment. 

 
 

2.0 SCOPE OF THE POLICY  
 
Obstetricians, anaesthetists and midwives involved in the care of pregnant women in 
the antenatal, intrapartum and postnatal setting, should use this guideline and 
appropriate risk assessment forms to guide their practice. 
 
 

3.0    ROLES AND RESPONSIBILTIES 
 
Obstetricians, anaesthetists and midwives individually and collectively must refer to this 
guideline when involved in the management and care of pregnant women regarding 
their risk and prevention of VTE.  
 
The guidance stresses the importance of risk assessment, discussion with women, 
planning when to start and stop LMWH to minimise the risk of bleeding and / or gaps in 
thromboprophylactic treatment 
 
 
 
 

4.0 CONSULTATION  
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This guideline will be widely circulated amongst Excellence and Clinical Governance, 
Supervisors of Midwives and all key workers 

 
 

5.0 POLICY STATEMENT/IMPLEMENTATION 
 
5.1 Key Policy Statements 

Every woman should have a stage-appropriate risk assessment tool completed for VTE.  
 
It is vital to identify, recognise and act upon any change of risk factors during antenatal, 
intrapartum and postnatal periods that may require specific treatment with LMWH. 
 
VTE assessment to be undertaken:  
 

 pre-conceptually if possible (Appendix I) 

 antenatal booking appointment (Appendix I & II )  

 each antenatal admission to hospital (Appendix I & III) 

 Immediately postpartum in all birth settings (Appendix I & IV) 

 before discharge (Appendix IV) 

The risk factors for VTE during pregnancy and the puerperium and the level of risk of 
VTE should be assigned to an individual using the risk assessment tools and risk 
scoring based on RCOG Green top Guideline No.37a recommendations.  

 
VTE risk and bleeding risk should be re-assessed 24 hours after and/or whenever 
clinical condition changes for the duration of admission in order to:  

 

 Ensure that the methods of VTE prophylaxis being used are suitable  

 Ensure that VTE prophylaxis is being used correctly  

 Identify any adverse events resulting from VTE prophylaxis. 

 
5.2 Policy Principles 
5.2.1 Risk Assessment for venous thromboembolism (VTE)  

 
1. Women with previous VTE (except single provoked VTE) or thrombophilia, inherited 

or acquired, should be offered LMWH throughout antenatal period and continued 
for 6 weeks postnatal. These patients should be referred to Dr Gary Benson 
“Bleeding Disorders in pregnancy” clinic, RJMH. Waiting for referral acceptance and 
review should not delay initiation of treatment with LMWH. 

2. Women with 4 or more risk factors (other than previous VTE or thrombophilia) 
should be considered for prophylactic LMWH as soon as possible in their 
pregnancy and usually continued for 6 weeks postnatal.  

3. Women with 3 risk factors (other than previous VTE or thrombophilia) should be 
considered for LMWH from 28 weeks pregnancy and usually continued for 6 weeks 
postnatal.  

4. Women with 2 risk factors should be considered for prophylactic LMWH for at least 
10 days postpartum. 
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5. Any women admitted to hospital when pregnant (including hyperemesis or ovarian 
hyperstimulation syndrome) should be assessed and offered thromboprophylaxis 
with LMWH unless specific contraindication, risk of labour, in labour, or bleeding. 

6. Women with previous provoked VTE in relation to major surgery with full recovery 
and no additional risks should consider for LMWH from 28 wks.  

 
  Please seek advice from Dr Gary Benson or other member of the obstetric 

haematology team if unsure of need for initiation of LMWH in antenatally. 
“Bleeding Disorders in pregnancy” clinic led by Dr Benson is held on alternate Tuesday 
mornings in RJMH antenatal clinic suite, Ground Floor, RJMH. 

 
5.2.2 Pharmacological thromboprophylaxis 

 
Enoxaparin is a low molecular weight heparin (LMWH) given by subcutaneous injection. 
It is the drug of choice for antenatal pharmacolgical thromboprophylaxis in Royal 
Jubilee Maternity Hospital and the Belfast Trust. 
 
The prophylactic dose regime for enoxaparin is based on the patient’s booking weight 
(table 1). However, adjustment of the dose may be needed according to the most 
recent weight assessment as pregnancy progresses or during the peripartum period. If 
a patient weight increases significantly during pregnancy, the dose of LMWH should be 
increased as recommended in table 1. 
 
Table 1 : Enoxaparin dose by weight. 

 
 
 
 
 
 
 
 
 
 
Reduced dose of 20mg enoxaparin once daily for: 

 
1. Women with renal failure (GFR < 30ml/min) 
2. low body weight (<50kg)  

 
 

5.2.3 Altenative pharmacological thromboprophylaxis to Enpxaparin 
 
Enoxparin may not be an acceptable option for some women due to the presence of 
porcine derivative in formula.  
Fondaparinux 2.5mg once daily may be used as an alternative LMWH.  
 
Some women may be allergic or resistant to LMWH.  
Unfractionated heparin 5000iu bd can used as alternative pharmacological 
thromboprophylaxis in such cases.  
 

Early pregnancy weight (kg) 

 < 50  51–90  91–130  131 -170 
 

>170 

Enoxaparin 
(SC 
injection)  

20 
mg 
once 
daily  

40 mg 
once 
daily  

60 mg 
once 
daily  

80mg once 
daily or 
40mg twice 
daily 
 

0.6 mg/kg/day 
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Advice should be sought from pharmacy and specialist in haematology if either above 
indicated regarding treatment plan and monitoring. 
 

5.2.4  LMWH in clinical practice  
 

It is important to assess the risks and benefits of the LMWH and discuss these with the 
patient with full documentation in patient’s notes.  
 
Patients should receive information on: 
 

 how to reduce risk of VTE  

 risks and consequences of VTE 

 importance of VTE prophylaxis and possible side effects 

 the correct use of VTE prophylaxis  

 

5.2.5 Contraintraindication for thromboprophylaxis with LMWH. 
 

If a patient is at risk of bleeding, LMWH should be avoided, or treatment with LMWH 
postponed or discontinued. 
 

5.2.6  Medical conditions contraindication for thromboprophylaxis with LMWH.  
 
Pre-exisitng or newly diagnosed medical conditions may be a contraindication to 
thromboprophylaxis with LMWH in pregnancy. Patients with following conditions need 
to be reviewed for individualised management with haematology and medical specialty 
advice sought: 
 

 Haemophilia or other known bleeding disorder (eg. Von Willebrand’s disease or 
acquired coagulopathy) 

 Thrombocytopenia (platelet count < 75 × 109 ) 

 Uncontrolled hypertension (BP systolic >200 mmHg / diastolic>120 mmHg). 

 Severe renal disease (GFR < 30 mls/minute/1.73m2) 

 Acute stroke in previous 4 weeks (haemorrhagic or ischaemic) 

 Severe liver disease (raised prothrombin time or oesophageal varices) 

 Allergy to LMWH. 
 
5.2.7 Woman requiring LMWH at home during antenatal or postnatal period 

 
All women must receive verbal and written information on: (Appendix V) 
 

 dose, timing and duration of use of LMWH at home 

 the signs and symptoms of adverse events related to LMWH  

 importance of seeking medical help or advice if needed 

 who to contact if signs or symptoms of DVT or PE or if another adverse event is 
suspected.  
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Women should be taught to administer LMWH (Appendix V). If they cannot self-
administer, arrangements must be made for a family member or community midwife or 
nurse to administer LMWH.  
 
Completion of the ‘Authorisation form for drugs prescribed by a hospital prescriber for 
administration by community nurses in a community setting’ is required (see Appendix 
VI). 

 
5.2.8 Essential information for women on prophylactic LMWH regarding bleeding and 

onset of labour. 
 

1. Women receiving antenatal LMWH should be advised that in the event of vaginal 
bleeding they should avoid any further LMWH.  
They will be assessed on admission to hospital. Medical staff will advise and 
prescribe in-patient LMWH as indicated. 

2. Women should be advised they should not inject any further dose of LMWH at the 
onset of labour.  

3. LMWH should not be given to any women in labour. 
 

5.2.9 Management of women on antenatal LMWH during the intrapartum phase 
(induction, labour, vaginal delivery, post partum) 

 
Multidisciplinary discussion and plan to minimise bleeding, allow planning for epidural 
analgesia and avoid prolonged gaps in thrombopropylaxis. 
 
1. Women receiving antenatal LMWH undergoing planned induction of labour to 

receive clear instruction on timing of last dose of LMWH.  
2. Women receiving antenatal LMWH undergoing planned induction of labour to be 

prioritised for induction, early on the day of, by midwifery staff and obstetric staff.  
3. Attention needed to avoid delays in induction and resumption of LMWH after 

delivery to minimise the time without pharmacological thromboprophylaxis.  
 
5.2.10 Risk assessment after vaginal delivery. 
 

Women should be risk assessed after vaginal delivery to evaluate if additional risk 
factors have occurred (eg pre-eclampsia, sepsis, mid-cavity rotational forceps delivery, 
PPH > 1L) and if prophylactic LMWH needs to be initiated. (Appendix IV) 
Risk assessment to be completed before discharge from labour ward.  
The first dose of prophylactic LMWH to be prescribed and administered within 4-6 
hours after vaginal delivery (in the absence of ongoing bleeding) 
 

5.2.11 Management of prophylactic LMWH after delivery by elective or emergency 
caesarean section for women not already receiving antenatal LMWH: 

 
Women delivered by elective caesarean section have at least double the postpartum 
risk of VTE compared with vaginal birth. The risk of postpartum VTE after an 
emergency caesarean section is four times that after vaginal birth¹.  
All women should receive LMWH after emergency caesarean section regardless of risk 
assessment. It has been locally agreed that all woman should receive LMWH after 
elective caesarean section as well.  
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The timing of administration of first dose of prophylactic LMWH post operative delivery 
should be prescribed as soon as possible as pregnancy associated prothrombotic 
changes are maximal immediately after operative delivery and greater than after vaginal 
delivery.  
 
However, the timing is also dependent on the clinical setting ie absence of bleeding, 
use of regional anaesthesia or attempted regional anaesthesia, and may be delayed 
accordingly: 

 
Initiation of LMWH after caesarean section can be given: 

 
1. 2 hours after general anaesthesia. 
2. 4 hours after spinal anaesthesia or removal of epidural catheter.  

 
5.2.12 Management of LMWH for delivery by elective caesarean section in women  

already receiving antenatal LMWH. 
 

1. Women on prophylactic LMWH during the antenatal period should receive their 
usual dose the day before planned caesarean section by 6pm. 

2. Women on therapeutic LMWH, the last full dose therapeutic dose should be at least 
24 hours before surgery. If women take usual full dose LMWH in the evening, this 
should be reduced to prophylactic dose given by 6pm the day before surgery 

3. Women on LMWH treatment should not receive any dose on the morning of 
surgery.  

4. Surgery should ideally be performed early in the day to minimise prolonged break in 
LMWH treatment.  

5. Women should receive the next prophylactic treatment with LMWH post-delivery 
and can receive next dose 4 hours after regional anaesthesia. 

6. Women on therapeutic LMWH should receive prophylactic dose on evening after 
surgery, 24hours after last dose.  
Therapeutic dose of LMWH should resume the following day after surgery. 

 
There is a small increased risk of bleeding or wound haematoma following caesarean 
section with both therapeutic and prophylactic LMWH of around 2%. The risk is likely to 
be less than 2% with prophylactic LMWH².  
 

5.2.13 Neuroaxial interventions (spinal, epidural or CSE). 
 

It is important to discuss the implications of treatment with LMWH for regional 
anaesthesia and analgesia with women who are on antenatal LMWH before labour or 
caesarean section. Neuroaxial anaesthesia or analgesia can be sited after 
recommended time has elapsed since last dose of LMWH to avoid the risk of epidural 
haematoma⁴: 

 

 Prophylactic dose of LMWH - regional techniques should not be employed until at 
least 12 hours after the last dose.  

 Therapeutic dose of LMWH - regional techniques should not be employed for at 
least 24 hours after the last dose of LMWH 
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 LMWH should not be given before 4 hours after use of spinal anaesthesia or 
removal of epidural catheter 

 An epidural catheter should not be removed until after 10–12 hours following the 
most recent administration of LMWH. 

 
Despite good planning some women may require delivery at short notice after a more 
recent dose of LMWH. The above recommendations are a guidance. A risk-benefit 
comparison should be undertaken when deciding to withhold neuroaxial block 
particularly if general anaesthesia exposes patient to greater risk. The risk for epidural 
haematoma is highest within 6 hours of last dose for therapeutic or prophylactic LMWH. 
Ongoing monitoring of neurological function is essential if decision is to proceed with 
neuraxial block sooner recommended times⁵.  

 
5.2.14 Duration of treatment with LMWH postpartum. 
  

Treatment with LMWH maybe for the period of immobilisation, for 10 days or for 6 
weeks post-delivery depending on risk assessment and agreed treatment plan.  

 
5.2.15 Mechanical thromboprophylaxis 
  

Additional mechanical prophylaxis should be considered for women who are likely to be 
immobilised, including operative delivery or significantly reduced mobility and continued 
until the woman is mobile or discharged from hospital.  
Intermittent pneumatic compression should be used as the first-line option and 
graduated anti-embolism stockings as an alternative⁶. 

 
5.2.16 Monitoring while on LMWH. 

 
Excess blood loss and blood transfusion is a risk factor for VTE. Thromboprophylaxis 
with LMWH should be started or resumed as soon as the risk of haemorrhage is 
reduced and platelet count is greater than 75 × 109.  

 
LMWH should be withheld if the platelet count is less than 75 × 109. 
 
Routine platelet count monitoring should not be carried out unless the patient is 
bleeding or there is suspicion, risk, or history of thrombocytopenia.  
If a woman is prescribed unfractionated heparin, rather than LMWH, the platelet count 
should be monitored due to risk of heparin-induced thrombocytopenia. 
 
Anti-Xa levels are not required as a routine monitor with either prophylactic or 
therapeutic LMWH 

 
5.2.17 LMWH is safe in pregnancy and with breastfeeding 
 

LMWH does not cross the placenta therefore is safe if pregnancy and not at risk of 
causing fetal coagulopathy. LMWH is also safe with breastfeeding. 

 
 
 
5.2.18 Useful phone numbers: 
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Contact details: 
Admissions Unit, Royal Jubilee Maternity Hospital:  
Telephone 028 961 50956 / 02896151037 
 
Anaesthetics: 
028 902 40513: Bleep number 2740; Ask for anaesthetist for labour ward. 
 
Haematology: 
028 902 63737; Ask for Dr Gary Benson or coagulation registrar 
Out of hours, bank holidays etc. contact on-call haematology specialty registrar via 
Belfast City Hospital switchboard. 

 
5.3 Dissemination 

Following consultation with all Obstetric Staff, obstetric anaesthetists and Midwifery 
Staff and once ratified by the Standards and Guidelines Committee this guideline will be 
published on the Belfast Trust Intranet site in the Policies and Guidelines section. 
 

5.4 Resources 
Awareness will be delivered through monthly governance meeting, dissemination to 
midwife educators, and update to all staff medical and midwifery in RJMH . Audit after 
implementation and training to ensure adherence to updates. Responsibility of testing 
documentation should lie with authors of document.  

 
5.5 Exceptions 

This policy is to apply to women during pregnancy, delivery and puerperium in Royal 
Jubilee Maternity Hospital and in the Belfast Trust.  
 

 
6.0 MONITORING AND REVIEW 
 

This guideline contains the current evidenced based thinking on this topic,  
However, data and statistics are routinely collected and correlated and should the need 
arise the guideline will be updated. 

 
 
7.0 EVIDENCE BASE / REFERENCES 
 

1. Saving Lives, Improving Mothers Care. Lessons learned to inform maternity care 
from the UK and Ireland Confidential Enquiries into Maternal Deaths and Morbidity 
2016-18 MBBRACE-UK Dec 2020 report  

 
2. Reducing the risk of thrombosis and embolism during pregnancy and the 

puerperium. Royal College of Obstetricians and Gynaecologists Green Top 
Guideline 37a (2015)  

 
3. Development and validation of risk prediction model for venous thromboembolism 

in postpartum women: multinational cohort study. Sultan et al. BMJ 2016;355:i6253 
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4. Regional anaesthesia and patients with abnormalities of coagulation: Working 
party, the Association of anaesthetists of Great Britain and Ireland the Obstetric 
Anaesthetists Association, Regional Anaesthesia UK. Anaesthesia 2013; 68:966-
972 

 
5. Venous thromboembolism in pregnancy – diagnosis, management and treatment. R 

Keasley G Stocks BJA Education: Volume 21, issue 3. P117-123, March 2021 
 
6. Venous thromboembolism: Reducing the risk. National Institute of Health and 

Clinical Excellence Clinical guideline 92 (2010). Available online from: 
www.nice.org.uk/guidance/CG92 

 
 
8.0 APPENDICES  
 

Appendix I Antenatal Venous thromboembolism (VTE) risk assessment / risk 
stratification and score at booking or pre conception 

Appendix II Antenatal Venous thromboembolism (VTE) risk assessment at booking. 
Appendix III Antenatal Venous thromboembolism (VTE) risk assessment for EVERY 

hospitalisation 
Appendix IV Postnatal Venous thromboembolism (VTE) risk assessment for immediate 

postpartum or prior to discharge 
Appendix V Patient information leaflet on Enoxaparin 
Appendix VI Authorisation form for drugs prescribed by a hospital prescriber for 

administration by community nurses in a community setting’ 
  
 
9.0 NURSING AND MIDWIFERY STUDENTS 
 

Nursing and/or Midwifery students on pre-registration education programmes, approved 
under relevant 2018/2019 NMC education standards, must be given the opportunity to 
have experience of and become proficient in Thromboprophylaxis during 
pregnancy, delivery, and puerperium, where required by the student’s programme. 
This experience must be under the appropriate supervision of a registered nurse, 
registered midwife or registered health and social care professional who is adequately 
experienced in this skill and who will be accountable for determining the required level 
of direct or indirect supervision and responsible for signing/countersigning 
documentation.  

 
Direct and indirect supervision  

● Direct supervision means that the supervising registered nurse, registered 
midwife or registered health and social care professional is actually present and 
works alongside the student when they are undertaking a delegated role or 
activity.  

● Indirect supervision occurs when the registered nurse, registered midwife or 
registered health and social care professional does not directly observe the 
student undertaking a delegated role or activity. (NIPEC, 2020) 
 

This policy has been developed in accordance with the above statement. 
Wording within this section must not be removed. 
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10.0 EQUALITY IMPACT ASSESSMENT 
 

The Trust has legal responsibilities in terms of equality (Section 75 of the Northern 
Ireland Act 1998), disability discrimination and human rights to undertake a screening 
exercise to ascertain if the policy has potential impact and if it must be subject to a 
full impact assessment. The process is the responsibility of the Policy Author. The 
template to be complete by the Policy Author and guidance are available on the Trust 
Intranet or via this link. 

 
All policies (apart from those regionally adopted) must complete the template and 
submit with a copy of the policy to the Equality & Planning Team via the generic email 
address equalityscreenings@belfasttrust.hscni.net  

 
 The outcome of the equality screening for the policy is: 
 
 Major impact   
 Minor impact   
 No impact     
 

Wording within this section must not be removed 
 
 
11.0 DATA PROTECTION IMPACT ASSESSMENT 
 

New activities involving collecting and using personal data can result in privacy risks. In 
line with requirements of the General Data Protection Regulation and the Data 
Protection Act 2018 the Trust considers the impact on the privacy of individuals and 
ways to militate against any risks. A screening exercise must be carried out by the 
Policy Author to ascertain if the policy must be subject to a full assessment. Guidance 
is available on the Trust Intranet or via this link. 

 
If a full impact assessment is required, the Policy Author must carry out the process. 
They can contact colleagues in the Information Governance  Department for advice on 
Tel: 028 950 46576 

 
Completed Data Protection Impact Assessment forms must be returned to the Equality 
& Planning Team via the generic email address 
equalityscreenings@belfasttrust.hscni.net 

The outcome of the Data Protection Impact Assessment screening for the policy 
is:  

 Not necessary – no personal data involved     
 A full data protection impact assessment is required   
 A full data protection impact assessment is not required  
 

Wording within this section must not be removed. 
 
  
 

http://intranet.belfasttrust.local/policies/Pages/Equality-Screening.aspx
mailto:equalityscreenings@belfasttrust.hscni.net
http://intranet.belfasttrust.local/policies/Documents/Data%20Protection%20Impact%20Assessments%20-%20guidance%20and%20screening%20questions.docx
mailto:equalityscreenings@belfasttrust.hscni.net
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12.0 RURAL NEEDS IMPACT ASSESSMENT 
  

The Trust has a legal responsibility to have due regard to rural needs when developing, 
adopting, implementing or revising policies, and when designing and delivering public 
services. A screening exercise should be carried out by the Policy Author to ascertain if 
the policy must be subject to a full assessment. Guidance is available on the Trust 
Intranet or via this link. 

 
If a full assessment is required the Policy Author must complete the shortened rural 
needs assessment template on the Trust Intranet. Each Directorate has a Rural Needs 
Champion who can provide support/assistance.  

 
Completed Rural Impact Assessment forms must be returned to the Equality & 
Planning Team via the generic email address  
equalityscreenings@belfasttrust.hscni.net 

 
Wording within this section must not be removed. 

 
 
13.0 REASONABLE ADJUSTMENT ASSESSMENT 

 
Under the Disability Discrimination Act 1995 (as amended) (DDA), all staff/ service 
providers have a duty to make Reasonable Adjustments to any barrier a person with a 
disability faces when accessing or using goods, facilities and services, in order to 
remove or reduce such barriers. E.g. physical access, communicating with people who 
have a disability, producing information such as leaflets or letters in accessible 
alternative formats. E.g. easy read, braille, or audio or being flexible regarding 
appointments. This is a non-delegable duty.  
 
The policy has been developed in accordance with the Trust’s legal duty to consider the 
need to make reasonable adjustments under the DDA. 
 
Wording within this section must not be removed. 

 
SIGNATORIES  
(Policy – Guidance should be signed off by the author of the policy and the identified 
responsible director). 
 

                    01/11/2021 
________________________________  Date: ____________ 
Policy Author 

  

                                             01/11/2021 
________________________________  Date: ______________ 
Director 
 

http://intranet.belfasttrust.local/policies/Documents/Rural%20Needs%20Act%202018%20-%20Guide%20to%20the.docx
mailto:equalityscreenings@belfasttrust.hscni.net
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Appendix I Antenatal Venous thromboembolism (VTE) risk assessment / risk stratification 
and scoring at booking or pre conception 
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Appendix II Antenatal Venous thromboembolism (VTE) risk assessment at booking. 
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Appendix III Antenatal Venous thromboembolism (VTE) risk assessment for EVERY 
hospitalisation 
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Appendix IV  

Postnatal Venous thromboembolism (VTE) risk assessment for immediate postpartum or prior 

to discharge 
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Appendix V  Patient information leaflet on Enoxaparin 

What is Enoxaparin: 

Enoxaparin is a medication to prevent blood clots forming. Enoxaparin comes as a clear 

solution in a glass pre-filled syringe fitted with injection needle and needle cap. 

Why do you need Enoxaparin: 
 
Blood clots are more common during pregnancy and can be life-threatening.  
You have been assessed as being higher risk of developing blood clots during or after this 
pregnancy and therefore need to take enoxaparin to reduce this risk. 

 
It is important that you get receive the recommended dose of Enoxaparin, calculate according 
to your weight, at the right time for the duration of time prescribed.  
 

Looking after your Enoaparin: 
 

 If taking Enoxaparin at home, your midwife will teach you how to give it yourself by an 
injection into the skin of your tummy.  

 Keep Enoxaparin in the original container with instructions. 

 Do not use if the packaging or medicine appears to have been tampered with. 

 Store at room temperature. Do not store in a fridge or freezer or above 25ºC. 

 Use the sharps bin provided for disposal of used Clexane syringes. 

 Do not use the medicine after the expiry date shown on the packaging.  

 Make sure that it is out of the sight and reach of children.  
o If a child accidently swallows or injects Clexane, take them straight to a hospital emergency department. 

 If you have any unused medicine remaining at end of treatment, return to your 
pharmacist who will dispose of it safely. 

 

Frequently Asked Questions: 
What should I do if I have had more Clexane than I should? 

If you have had too much or too little Clexane, tell your doctor, nurse or pharmacist 
immediately, even if you have no signs of a problem.  

 
What should I do if I forget to use Clexane? 

If you forget a dose, have it as soon as you remember. Do not give yourself a double dose 
on the same day to make up for a forgotten dose. Keeping a diary will help to make sure 
that you do not miss a dose. 

 
What should I do if I stop using Clexane? 

It is important to take Clexane injections for the recommended duration of treatment as 
advised by your doctor. If you stop without medical advice, you could get a blood clot which 
can be life threatening. 

 
What should I do if I go into labour or experience vaginal bleeding? 

If you think you are in labour or experience vaginal bleeding, you should not inject any more 
Clexane. You should contact the admissions unit in RJMH. 
  

What should I do if I need to have a blood test? 
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If you need to have a blood test, tell the doctor or nurse that you are taking Clexane as it 
may affect the result of certain blood tests 

 
What should I do if I think I have developed a blood clot? 

A blood clot in the leg can cause symptoms including pain, tenderness, swelling or redness 
in the calf or leg. A blood clot can travel to the lungs causing chest pain, shortness of 
breath, coughing blood. If experience any of these symptoms seek medical advice 
immediately.  

 
Potential side effects: 

Clexane can cause side-effects on occasion. If you feel unwell or if you have concerns 
about a side effect, you will need to seek advice from your nurse, doctor or pharmacist. If 
you feel very ill, get medical help straight away.  

 
Tell a nurse or doctor or go to the hospital straight away if you notice any of the 
following side-effects:  
Very common: More than 1 in 10 people who have Clexane 

 Bleeding around a wound. 
Common: More than 1 in 100 people who have Clexane 

 A painful rash or dark red spots under the skin, which do not go away when you put 
pressure on them. These are more likely to appear in the area you have been injected 
with Clexane and essentially are bruises. 

Uncommon: More than 1 in 1000 people who have Clexane 
 Sudden severe headache. This could be a sign of bleeding in the brain. 
 A feeling of tenderness and swelling in your stomach due to bleeding in your stomach. 

Rare: More than 1 in 10,000 people who have Clexane 
 Allergic (anaphylactic) reaction. The signs may include a rash, swallowing or breathing 

problems, swelling of your lips, face, throat or tongue. 
 Bleeding in the spine after having a spinal injection. Symptoms include numbness or 

weakness in the lower part of the body and legs, loss of control of bowel or bladder or 
back pain. You must seek medical advice immediately.  

  
Tell a nurse or doctor as soon as possible if you notice any of the following: 
Common: More than 1 in 100 people who have Clexane 

 You bruise more easily. This may be due to low platelets levels in the blood. 

 You have pain, swelling or irritation in the area you have been injected with Clexane. 
This normally gets better after a few days. 

 
Other side effects that you should discuss with your nurse or doctor if you are 
concerned about them: 
Very common: More than 1 in 10 people who have Clexane 

 Changes in the results of blood tests done to check how your liver function. These 
usually go back to normal after you stop having Clexane. 

Rare: More than 1 in 10,000 people who have Clexane 

 Changes in potassium levels in the blood. This is more likely to happen with kidney 
problems or diabetes. Your doctor will check this with a blood test. 

Frequency unknown 

 If Clexane is used for a long period of time, it may increase the risk of you called 
‘osteoporosis’. Osteoporosis increase risk of bones breaking.  

How to give yourself injection with Clexane 
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1) Wash your hands and the area you will inject with soap and water. Dry them. 
 

2) Sit or lie in a comfortable position. Make sure you can see the place you are going to inject. 
 

3) Choose an area on the left or right side of your stomach. This should be at least 5 cm away from your 
belly button out towards your side. 

 
 

4) Carefully remove the needle protection cap from the Clexane syringe. Throw away the cap. The syringe 
is pre-filled and ready to use. 

 
 

5) Pinch a fold of the skin you are going to inject between your thumb and index finger and hold it until the 
injection is all given. 
 

 
6) Hold the syringe with the needle pointing downwards. Insert the full length of the needle into the skin fold 

at a 90 0 angle to the skin. Press down gently but firmly on the plunger until it can’t go any further. 

 
 

7) Remove the needle by pulling it straight out. A protective shield will automatically cover the needle. You 
can now let go of the skin fold. 
 

   
8) Drop the whole syringe straight into the sharps bin that you have been given. Close the container lid 

tightly and place it out of reach of children. Your doctor or nurse will tell you what to do with the sharps 
bin when it is full. Do not throw it away in your household rubbish. 

9) APPENDIX VI 

Before you inject yourself with Clexane: 

 Check the expiry date on the medicine. Do not use if the date has passed 

 Check the syringe is not damaged and the medicine in it is a clear solution. If not, use 
another syringe 

Remember: Do not inject around existing scars or 
bruises. Alternate the site you inject between the left 
and right sides of your stomach 

 

Remember: Don’t bend the needle. Don’t press on 
the plunger to remove any air bubbles as this will 
lead to a loss of some medicine. Once the cap is 
removed, don’t let the needle touch anything so it 
remains sterile 

 

Remember: The protective shield can only be 
activated when the syringe has been emptied fully by 
pressing the plunger all the way down. To avoid 
bruising, do not rub the injection site after you have 
injected yourself 
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