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Venous thromboembolism (VTE) is a big problem, and it is big problem that has a large 
iatrogenic and preventable component: it is estimated that 25,000 people in the UK die from 
preventable hospital-acquired venous thromboembolism (VTE) every year1. This includes 
patients admitted to hospital for medical care of all types and for surgery, and is many times 
more than deaths from methicilin resistant staphylococcus aureus infection, for example. The 
inconsistent use of prophylactic measures for VTE in hospital patients has also been widely 
reported2. However, there is a paucity of data specifically related to patients with psychiatric 
disorders. NICE have recently issued evidence-based guidance on VTE prevention for all adult 
hospital in-patients in England and Wales3. This guidance applies equally to psychiatric units and 
day surgery units, although it does not specifically mention them as a separate group.. At the 
heart of the new guidance is the requirement to assess all patients on admission and again within 
24 hours4. This recommendation also forms the key element of the new Commissioning for 
Quality and Innovation (CQUIN) targets for Hospital Trusts in England and Wales and VTE 
prevention has now been declared one of two key priorities for the NHS over the coming year5.  
 
It has been known for many years that immobility is a major potential cause of venous 
thromboembolism (VTE). Immobility decreases lower limb venous flow by abolishing the calf 
muscle pump and immobility in the sitting position is likely to be worse than lying down due the 
pooling effects of gravity in the lower limb veins. Likewise, endothelial perturbation from 
surgery or trauma also increases the risk. Other key risk factors include dehydration, cancer, 
increasing age and weight and a prior history of Deep Vein Thrombosis (DVT) or Pulmonary 

Deleted: Would suggest adding 

something about excessive sedation and 

sitting in a chair all day as being of 

concern as well¶
¶

Deleted:  due to a lack of data

Page 1 of 3

International Journal of Clinical Practice

International Journal of Clinical Practice

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

mailto:Gerard.stansby@nuth.nhs.uk


For Peer Review
 O

nly

 2 

Embolism (PE). The U.K. Department of Health (DH) have recently developed a simple risk 
factor score which balances the risks of VTE against any bleeding risks for hospital patients6. 
Non- surgical patients are considered at high risk if they are expected to have ongoing reduced 
mobility relative to their normal state and have one or more other stated risk factors6. Of interest 
in psychiatry is the fact that electro-convulsive therapy and antipsychotic drugs can also increase 
the risk of thrombotic disorders, including VTE, the latter probably by a mechanism involving 
platelet activation7-9. Physical restraints themselves may increase thrombogenicity especially if the 
process is traumatic10. Psychiatric patients receiving physical restraint may therefore have a 
number of risk factors indicating an increased VTE risk, including sedation and prolonged 
immobility in the sitting position. The case reports of VTE and even death following physical 
restraint show that this is of more than just academic interest11-12. However, this risk appears to 
be poorly appreciated and under-researched- physical restraint is not mentioned as a specific risk 
factor in the U.K. DH risk assessment tool and there is little data on the magnitude of risk in 
patients receiving it in the published literature 
 
For these reasons the article by Hert et al in the current issue is very timely. This study presents 
data on 679 Belgian patients with schizophrenia of whom 170 had been secluded. 
Pharmacological VTE prevention was used in 38% of these secluded patients but Hert et al 
found no evidence that non-pharmacological interventions had been attempted, either before or 
in combination with pharmacological prophylaxis in any patient. Whilst it is reassuring that 
prevention is used in some patients, and that no cases of DVT occurred, these findings raise a 
number of important issues for psychiatric practice. Most strikingly, they suggest that patients 
receiving seclusion are not receiving the least invasive interventions, and that the majority receive 
no preventive intervention whatsoever. Given that in this study, and in general, most seclusions 
are against the patients’ will, this is exposing the patient to an iatrogenic and preventable risk to 
which they have not consented. In view of this it is clearly of paramount importance that both 
the risks associated with them and the invasiveness of the procedure are minimised. Risk 
assessment should be the first step, factoring in the degree of restraint and immobility of the 
patients and the known risk factors discussed above. Further work is clearly needed to define 
specific risks in this group of patients and appropriate measures to combat it, although the data 
reported by Hert et al indicate that the use of non-pharmacological interventions needs to be 
increased.  There is likely to be considerable variation in practice between different units and 
units should be aware of their own protocols and audit their usage probably through a local 
thrombosis committee. It is also important to offer patients and/or their families or carers verbal 
and written information on the signs and symptoms of deep vein thrombosis and pulmonary 
embolism, and the importance of seeking medical help and who to contact if DVT, PE or 
another adverse event is suspected. 
 
The message is that further research is needed. However, at the present time it seems 
appropriate to individually risk assess all admitted psychiatric patients for VTE and bleeding risk 
and consider physical restraint and the use of antipsychotic therapy as additional risk factors 
mandating prophylaxis.  

Gerry Stansby, Simon Noble, Oliver Howes.  
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