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Aim
•	 Evaluate	concordance	of	VTE	prophylaxis	prescribing	following	caesarean	
	 section	with	State-wide	and	Local	guidelines.
•	 Ascertain	the	readmission	rate	with	embolic	complications	in	this	patient		 	
	 population.

Methods
•	 Retrospective	chart	review
   o Weight
	 	 	 o	 Risk	Factors	for	VTE
	 	 	 o	 Prophylaxis	prescribed	(chemical	+/-	mechanical)
	 	 	 o	 Representation(s)	within	90	days

Results
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Figure 1:	Current	Queensland	Clinical	Guideline	for	VTE	
Prophylaxis	in	the	Puerperium	

Poster	produced	by	Patient	Safety	&	Quality	Unit,	Princess	Alexandra	Hospital,	2018

Inclusion Criteria                                                      Exclusion Criteria
	Admitted	between	March	–	June	2017	 									Non-caesarean	birth
 Birth via caesarean section                              Incomplete medical record 
																																																																																										(e.g.	no	weight)

100%	(n=298)
Caesareans

29%	(n=86)
Excluded

71%	(n=212)
Included

Commenced	
within	4-6	hrs

Adequate dose,
frequency

76%	(n=161)
Concordant

24%	(n=51)
Non-Concordant

1.4%	(n=3)
Concordant

98.6%	(n=209)
Non-Concordant
(mean	9	hrs)

•	 Majority	of	non-concordance	with	recommended	dose/frequency		amongst		 	
	 women	at	extremes	of	bodyweight	(underweight	and	obese)	
•	 90-day	all-cause	readmission	rate	17%	(n	=	51	/	298)
•	 90-day	VTE	readmission	rate	0.3%	(n	=	1	/	298)
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Postnatal assessment and management of VTE prophylaxis 

High Risk Factors
• Antenatal LMWH prophylaxis (refer to

antenatal VTE prophylaxis flow chart)
• Any previous personal history of VTE (not

current pregnancy#)

Postnatal VTE assessment and management
• Evidence correlating risk factors and the occurrence of VTE is limited
• Assess each woman individually for VTE risk. The flowchart does not replace clinical judgement
• Assess risk at birth and if there is a change in clinical circumstances
• Assess the risks associated with VTE prophylaxis (guideline section 1.4)
• Discuss options for VTE prophylaxis with the woman
• Document a plan of care
• Liaise with a team experienced in prophylactic assessment/management as required
• Refer to the full text of the guideline for detailed prophylaxis assessment and management

High Risk
• GCS
• #LMWH prophylaxis for

6 weeks
• Consider IPC if

hospitalised

Lower Risk
• Discuss GCS
• Consider #LMWH

prophylaxis until
discharge or fully
mobile

Queensland Clinical Guideline: Venous thromboembolism (VTE) prophylaxis in pregnancy and the puerperium. Guideline No: MN14.9-V5-R19

Moderate Risk
• Discuss GCS
• #LMWH prophylaxis for

5 days
• Consider IPC if

hospitalised

Antenatal therapeutic anticoagulation Postnatal therapeutic 
anticoagulation

Socio-demographic
• Age ≥ 35 years
• BMI ≥ 30 kg/m2

• Cigarette smoker
(>10/day)

Medical history
• Asymptomatic

thrombophilia
(inherited or
acquired)

• Family history VTE +
weak thrombophilia

• Systemic lupus
erythematosus

• Cardiac or lung
disease

• Sickle cell disease
• Gross varicose veins
• Inflammatory

conditions
• Nephrotic syndrome
• Cancer
• Pre-existing diabetes
• Antiphospholipid

antibodies

Birth
• Emergency CS in

labour
• Elective CS
• Prolonged labour (>

24 hrs)
• Operative vaginal birth
• Stillbirth
• Preterm birth
• Postpartum

haemorrhage (> 1L)

Postpartum
• Immobility (long

distance travel,
prolonged bed rest)

• Preeclampsia/
eclampsia

• Gestational diabetes
• Infection
• Any surgical

procedure

Known Risk Factors

 All Risk
• Clinical surveillance
• Early mobilisation
• Avoid dehydration

Abbreviations: CS: Caesarean section GCS: Graduated compression stockings HIT: Heparin induced thrombocytopenia 
IPC: Intermittent pneumatic compression  LMWH: Low molecular weight heparin ≥: Greater than or equal to >: Greater than

Emergency
CS in labour

≥ 3 risk 
factors

1-2 risk
factors

No risk 
factors

#  Determine dose (standard, intermediate or therapeutic) based on individual assessment
    Refer to full guideline -  Section 5: Specific patient groups and Appendix A: Drug information.

Case
•	 32-year-old	woman,	G2P1
•	 Risk	factors	
	 	 	 o	 Emergency	caesarean	–	fetal	bradycardia	
	 	 	 o	 Family	history	of	VTE	
	 	 	 o	 Suspected	infection	post-operatively
•	 Additionally
   o Prolonged operating time 
	 	 	 o	 Requirement	for	surgical	drain
•	 Management
	 	 	 o	 Mechanical	prophylaxis	immediately	post-op	
	 	 	 o	 Chemical	prophylaxis	delayed	15	hrs	due	to	drain		
	 	 	 o	 Chemical	prophylaxis	provided	until	discharge	(48	hrs)
•	 Follow-up
	 	 	 o	 Representation	13	days	post-emergency	caesarean	
	 	 	 o	 Extensive	DVT	identified	in	iliac	extending	to	femoral	vein
	 	 	 o	 Managed	with	TEDs	and	weight	adjusted	LMWH	for	6	months	
	 	 	 o	 Negative	thrombophilia	screen	

Take home messages
•	 Majority	of	women	undergoing	caesarean	section	at	our	site	were
	 	prescribed	an	appropriate	agent	and	dose	for	VTE	prophylaxis.
•	 Reducing	time	to	first-dose	of	chemical	prophylaxis	and	optimizing	dosage		 	
	 in		women	with	extremes	of	bodyweight	were	two	key	areas	identified	for
	 improvement	in	our	facility.		

A Weighty Issue
•	 Lack	of	established	guidance	regarding	weight	to	
	 LMWH	in	post-partum	period
	 	 	 o	 Pre-pregnancy?	How	to	account	for	weight	
	 	 	 	 gain	(in	addition	to	infant)?
	 	 	 o	 Post-partum?	How	soon?	How	to	account	for	blood	loss,	crystalliod?
	 	 	 o	 Admission	Weight?	How	to	account	for	infant	size?	
•	 Women	seen	in	our	service	generally	have	high	BMI	pre-conception		


