
Confirmed VTE Treatment Pathway 

                     VTE Risk Factors 

High risk: systolic BP <90mmHg, 
syncope. 
Intermediate-high risk: RV strain & 
+ve trop and deteriorating. 

Thrombophilia testing (d/w or refer to Haematology clinic): 
1. Acquired thrombophilia screen in all patients with unprovoked 
VTE (having excluded malignancy).  2. Inherited thrombophilia 
screen in patients <45 years with unprovoked VTE + 1st degree 
family hx of unprovoked VTE age <45 yrs. 3. Oestrogen-provoked 
VTE age <45 yrs: acquired screen (& antithrombin if +ve family hx 
of unprovoked VTE <45 yrs). 
Refer to Thrombophilia testing guidelines. 

Anticoagulant options*/contraindications** 
Stat dose when PE/DVT suspected: 
LMWH if potential CVS instability, 

otherwise can start immediate DOAC. If 
CKD CrCl <15mL/min: IV heparin infusion 

Assess risk vs 
benefit of Rx:  

If treating: 
DOAC x 6/52.  
If not treating: 
repeat leg uss 

in 1/52. 
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Surgically 
provoked: 
<3% risk of 
recurrence 

Stat dose IV Heparin*** 5000 
units  while confirming 

diagnosis with stat CTPA or 
Echo. 

Confirmed Pulmonary Embolism Confirmed Deep Vein Thrombosis 

Alteplase: If Peri-arrest/arrest 
in good prognosis case: 50mg 
IV stat,  2nd 50mg dose either 
stat or 2 hour infusion (if 
ROSC). Weight <65kg: total 
1.5mg/kg. National shortage 
of drug so otherwise use: 
Streptokinase: 1.5Mu 
infusion in 100mL saline over 
1 hour (slow to 2 hrs if 
worsening hypotension or 
bradycardia). Ineffective if 
recent Strep infection. 
RSCH: consider referral for 
thrombectomy. 

Commence IV heparin*** 
infusion (no bolus) (see UFH 
infusion protocol) at the end 
of alteplase or streptokinase 
infusion. Change to LMWH 
after 24 hrs if not bleeding.  

Intermediate-low risk: 
consider admission. 
Low risk: sPESI=0: 

consider ambulatory Rx. 

Popliteal or 
Femoral 

DVT 

Iliac 
DVT 

Below knee (calf) 
DVT (for 

thrombophlebitis: 
see SVTP guideline) 

Consider for 
directed 

thrombolysis: 
if appropriate = 

liaise with 
vascular 

surgeons. 

Cancer 
related:  

15% risk of 
recurrence 

Other 
transient 
provoking 

factor:  
3-9% risk of 
recurrence 

Unprovoked 
or previous 

VTE:  
>9% risk of 
recurrence 

DOAC for 
3/12, unless 
PE with RV 
strain or iliac 
DVT then 
6/12. 

LMWH/ 
DOAC 
(caution 
DOAC in GI 
and UGT 
cancer as 
risk of 
mucosal 
bleeding). 
Consider 
chemo drug 
interactions 
(flag to 
oncology). 

DOAC 
for 

6/12. 

Advise life-long 
DOAC. Consider 
reducing dose 
after 6/12 
treatment unless  
>120kg/ BMI >40. 

Malignancy screening:  
(by hospital team) 

Thorough history for 
‘red flag’ symptoms 
(weight loss / abdo 

pain / change in 
bowels / haemoptysis/ 

pv/pr/pu bleeding); 
examine abdomen and 
♀ breasts; FBC, U+E, 

LFT, Ca2+, PSA in ♂ ≥50 
yrs, CXR (unless had 

CTPA), dipstick. 
Further tests only in 

response to 
abnormalities in the 

screen above. 

Anticoag counselling:  
(Refer to counselling 
resource on intranet) 

Benefits of Anticaog 
Bleeding Risk 

Drug + food interactions 
Anticoag Alert Card 

Dental Visits + Surgery  
Future pregnancy? 

Contact Sports?  
Travel advice. 

*Anticoagulant options: need baseline FBC, U&E, LFT, coag. 
LMWH sc Dalteparin: UHS-West: 200 units/kg  OD (see weight 
range to select syringe strength); if >120kg: 100 units/kg BD 
Cancer-VTE: dose drops to 150 units/kg/day after a month.  
LMWH sc Enoxaparin: UHS-East: 1.5mg/kg OD (to nearest 0.1 mL 
increment). 1mg/kg BD in massive PE (see intranet protocol). 
DOAC po Apixaban: 10mg BD x 1/52, then 5mg BD x 3-6/12; if 
life-long: 2.5mg BD after 6/12 
DOAC po Rivaroxaban: with food: 15mg BD x 3/52, then 20mg 
OD x 3-6/12; if life-long: consider 10mg OD after 6/12 
Warfarin po: if CKD with CrCl <15mL/min, cover with IV heparin 
infusion (≥ 5/7) whilst loading till INR >2.0 for 24 hrs. 

For Thrombolysis? (d/w senior) 

Yes 

No 

*** no IV 
heparin if 
already had 
full dose 
LMWH/ 
DOAC 

**Anticoag C/Ix (see BNF 
and Trust guidelines) 
DOAC: e.g. breast feeding, 
CrCl <15mL/min, weight 
>150kg, short gut, triple +ve 
APS. 
LMWH: CrCl<30 mL/min. 

Proximal DVT: consider 
elasticated stocking 
ankle  if significant 

oedema >2/52 post 
Anticoag Rx. 

Large volume PE: 
consider Echo if still 

dyspnoeic after 6/12 - 
?pulmonary HTN. 

Pregnancy/ 
post partum: 
3-9% risk of 
recurrence 

Once daily 
LMWH dose 
based on 
booking-in 
weight. 
Liaise with 
local 
Obstetric 
team eg 
UHS-West 
recommend 
BD dosing 
after 34/40. 


