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Washington DC VA Medical Center (DCVAMC)  
“Flagship of VA Health Care” 

•  Tertiary care, complexity level IA facility 
•  Comprehensive primary and specialty care in 

medicine, surgery, neurology and psychiatry 
–  171-bed Acute Care Hospital 
–  30-bed Psychosocial Residential Rehabilitation 

Treatment Program (PRRTP) 
–  Adjacent 120-bed Community Living Center (CLC) 
–  4 Community Based Outpatient Clinics (CBOCs)  

•  Teaching hospital affiliated with colleges and 
universities in the Metropolitan DC area 
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Fully integrated Electronic Medical Record (EMR) called 
Computerized Patient Record System (CPRS) 

Electronic Medical Record-Demo 
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2007    2008    2009    2010 

Spring 2007: 
Recognize VTE 
Prophylaxis As 

Quality 
Improvement 

Initiative  

Fall 2007: 
 Risk 

Assessment  
Study 

July 2008:  
Order Set  

Goes Live At 
DC VAMC 

Fall 2008: 
Order Set 

Implementation 
Study 

Fall 2009: 
Education  

Intervention 
Study 

Winter 2010: 
VTE Audit Tool 
Implemented 

Summer 
2007: 

Mentorship 
Collaborative 
Program With 

Society Of 
Hospital 
Medicine 

(SHM) 

Winter/ 
Spring 2008: 

 Order Set 
Built Through 

SHM-FAC 
Collaborative 

Fall 2008: 
National VA IPEC 

Independently 
Looking At VTE 

Prophylaxis 

National VA 
Recognize  
Order Set 

As Solution 

Spring 2009: 
Presented   

Order Set  to  
National Quality 
Management & 
Chief Medical  
Officers Call 

Adoption By VA’s 
Nationally  

Timeline of Development/Implementation 

Summer/ 
Fall 2007: 
Dayton &  
Iowa City  

 VAs Joined 
 the SHM  

Collaborative 

Winter 2010: 
VA /SHM 

Collaborative 
Working to 

 Deploy 
 Audit tool 
Nationally 

Fall 2007:  
Partnered 
With VHA 
Hospitalist 

Field Advisory 
Committee 

(FAC) 
& 

Additional  
VAs Joined 
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Table 1. Research completed within the Washington DC VAMC that evaluated the VTE prophylaxis order set 

Author Objective Results Conclusion 
2007-Maples et al 

“Analysis of the 
venous 
thromboembolism 
(VTE) prophylaxis 
protocol at the 
Washington, DC 
Veterans Affairs 
Medical Center”  

Assess the number 
of HAVTE 
occurrences before 
and after the 
implementation of the 
protocol & to 
determine the overall 
cost effectiveness of 
the VTE prophylaxis 
protocol 

Pre-Protocol 

VTE Occurrence  
• Overall: 36 Cases [13 PE & 26 DVT] 
• HAVTE: 9 Cases [4 PE & 5 DVT] 
• Preventable HAVTE: 4 Cases [2 PE & 2 DVT] 

Estimated Total Cost 
• VTE: $83,597 
• Preventable HAVTE: $38,298 
• PE: $24,296 
• DVT: $14,002 

Post-Protocol 

Due to order set not being deployed by end of study no results 
were obtained 

• Pre-protocol 
data shows 
potential need for 
VTE prophylaxis 
protocol &  
$40,000 savings 
potential from 
preventable 
HAVTE 

• Post data 
unable to be 
collected due to 
the order set not 
being deployed 
by completion of 
study 

2008- Wildman et al 

“Effect of 
thromboprophylaxi
s protocol on the 
incidence of 
hospital acquired 
venous 
thromboembolism 
(HAVTE) at the 
Washington, DC 
Veterans Medical 
Center” 

Evaluate the 
effectiveness and 
appropriate usage of 
the VTE order set 
among the various 
services at the 
medical center over 4 
month period in the 
first year of 
deployment  

How many people received prophylaxis and how did they 
get it? (P<0.0001) 

–  73.5% with the order set  
–  33.7% without the order set 

How many people received appropriate prophylaxis? 

–  72% with appropriate prophylaxis 
–  28% without appropriate prophylaxis 

How many people received appropriate prophylaxis 
through order set usage? 

–  50 +/- 7% 

The rate of VTE 
prophylaxis in 
services that 
used the order 
was more than 
double the rate of 
services that did 
not use the order 
set 
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“Quality Assurance Pharmacist Educational Intervention:  
Improving Compliance of the Thromboprophylaxis Protocol at the  

Veterans Affairs Medical Center, Washington, D.C.”  

•  Objectives 
–  Primary  

•  Evaluate internal medicine physicians’ use of the VTE 
prophylaxis order set for internal medicine patients pre & post 
the implementation of a pharmacist’s driven educational 
intervention in the 2nd year of deployment 

–  Secondary 
•  Assess appropriate VTE prophylaxis selection based on the 

patient’s risk factors 

•  Baseline data 
–  27% of patients in medicine service received prophylaxis by 

the use of the order set 

•  Data Collection 
–  Chart Review and VTE Prophylaxis Audit Tool 
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7-Step Process 

1.  Select High/Intermediate/Low Risk Group 

2.  Educate patient order (automatic) 

3.  Contraindications (No/Yes/Relative) 

4.  Select prophylaxis drug/device 

5.  Accept order for drug/device 

6.  If additional prophylactic method needed 

7.  Click “Done” 

8 



4/30/10 

5 

9 

10 

10 



4/30/10 

6 

11 

12 



4/30/10 

7 

13 

14 

Intermediate Risk Patient with  
No contraindications 
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Intermediate Risk Patient with  
No contraindications 
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Order Completed and Documented in Medical Record 
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“Quality Assurance Pharmacist Educational Intervention:  
Improving Compliance of the Thromboprophylaxis Protocol at the  

Veterans Affairs Medical Center, Washington, D.C 

•  Results 
–  Post-pharmacist driven educational intervention in medicine 

service 
–  Pre-intervention: 27% usage of the order set  
–  Post-intervention: 53.2% usage of the order set 
–  26.2% increase from baseline (P<0.001) 

–  % of patients who received appropriate prophylaxis pending 

•  Conclusion 
–  Anticipate that this study will demonstrate that a pharmacist-driven 

educational intervention will increase the usage of the 
thromboprophylaxis order set and that patients will receive 
appropriate prophylaxis 

•  Discussion 
–  We believe that the usage decreased in the 2nd year compared to 

the 2008 study due to our facility being an academic institution with 
constantly rotating house staff who primary users of the order set 
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VTE Prophylaxis Audit Tool 

•  Real-time monitoring tool 
•  Daily reports completed by clinical nurse 

leaders and case managers 
•  Engage this staff to become future 

educators 
•  Ultimate goal 

–  Increase VTE risk assessments and appropriate 
prophylaxis through the use of the VTE order set 
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Collaborative Current Projects 

•  Collaborative Current Goals 
–  VTE order set to be formally recognized as a 

national solution 
–  Adoption by VA’s nationally 

•  Bronze level:  VTE prophylaxis order set utilized 
•  Silver level: VTE prophylaxis order set and audit tool 

utilized 
•  Gold level: Main facilities, participate in conference calls, 

utilize order set and audit tool 

–  Perfecting audit tool so it can deployed nationally 
•  Conjunction with National VA Inpatient Evaluation Center 

(IPEC) 
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Protocol Champions 

Divya Shroff, M.D., Associate Chief of Staff, Informatics 

Donna Calliari, RN, MN, Clinical Applications Coordinator Developer 

Ira Laster, Pharmacy ADP Coordinator 

Ivan P. Cephas, Pharm.D., Emergency Pharmacy Specialist, Residency Program 
Director 

Jibril Abdus-Samad, Pharm.D., Anticoagulation Clinical Pharmacy Specialist 

Jovonne H. Jones, Pharm.D., Pharmacy Practice Resident 

Michelle Wildman, Pharm.D., Pharmacy Practice Resident 

Paula C. Maples, Pharm.D., Pharmacy Practice Resident 

Steven Vance, IRM Service Supervisor Software Section 

Wade Chi, Pharm.D., Automated Data Processing Application Coordinator, Pharmacy 
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Thank You! 

Jovonne H. Jones, Pharm.D. 
Pharmacy Practice Resident 

Washington DC VAMC  
Jovonne.Jones@va.gov 


