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How to Use the 
VTE Resource Kit 

 

The Translating VTE Guidelines Into Practice Resource Kit (VTE Resource Kit) was developed 
by Health Services Advisory Group, Inc. (HSAG) as part of a project supported by sanofi-
aventis, U.S. During the project, staff from HSAG identified references, developed resources, 
and documented processes that facilitated VTE risk assessment and appropriate prophylaxis for 
medical patients at a pilot hospital in Arizona. The processes are described in an Implementation 
Plan, which in turn is linked to appropriate references and resources at each implementation 
stage. 
 
The Implementation Plan (marked in bold red letters in the bookmarks section of the PDF 
version) is structured according to “Who, Will Do What, By When.” It is intended to be a 
guideline (though not a blueprint) for implementing a hospital-based VTE risk-assessment 
process for medical patients.  
 
“Who” describes the role of the person who will be accountable and responsible for the task. 
“Will Do What” is the suggested task. “By When” is divided into time segments of the first 30 
days, the second 30 days, etc. Teams may find it useful to reconfigure the due dates and establish 
their own timelines to more easily manage the tasks. 
 
Throughout the Implementation Plan, references are made to materials located elsewhere in the 
VTE Resource Kit that support the particular item being discussed. In the electronic (PDF) 
version of the VTE Resource Kit, each referenced item in the Implementation Plan is in red text, 
indicating that it is an internal hyperlink (blue text indicates a hyperlink to a Web site or an 
online document). Clicking on the red text will jump you to that place in the Resource Kit where 
the supportive material is located. Click on the Back (Left) Arrow (in the blue circle) in your 
Acrobat Reader navigation bar to return to your original place in the Implementation Plan. 
 
The “Resources” section of the VTE Resource Kit contains documents, presentations, and other 
tools that hospital VTE teams may want to modify for their own use. To facilitate this, the VTE 
Resource Kit CD-ROM has a folder that contains native-format (MS Word, MS Excel, MS 
Access, or MS PowerPoint) versions of the files. These native-format files are also embedded in 
the PDF version of the toolkit: they can be accessed by double-clicking on the icon found on that 
document’s PDF page. Whether accessed from the CD-ROM or the PDF, after opening the 
native-format file save it to your computer hard disk before attempting to make changes. 
 
About the CD-ROM 
The VTE Resource Kit CD-ROM is available from HSAG (go to www.hsag.com/vte).  

The CD-ROM has been designed to work in an MS Windows-based computer. After placing the 
CD in your computer’s CD drive it will self-launch, opening a menu in MS Internet Explorer. 
(You may be prompted to allow a pop-up before the menu can launch. If the menu does not 
launch within a minute, go to the files on the CD [using MS Windows Explorer] and 
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Title Type Format 
Ref # 
and Link 
to File  

• s-a: 2007 DVT Awareness Program—Know Your 
Risk 

Presentation PowerPoint 6-E 

• s-a: Know the Risks for Deep Vein Thrombosis Handout PDF 6-F 
7. Risk-Assessment Tools 
Note: Additional Risk-Assessment Tools are available (via Web link) in the References section of the 
VTE Resource Kit 
• HSAG: Sample Risk-Assessment Form Form Word 7-A 
• Joseph Caprini/Northwestern University: VTE 

Risk Factor Assessment 
Form PDF 7-B 

• s-a: DVT Safety Zone: Risk Assessment Form Word 7-C 
• Thrombosis Risk Factor Assessment in Surgical 

Patients  
Tool Software 

Application 
7-D 

8. Physician Order Samples 
Note: Physician Order Samples are available (via Web link) in the References section of the VTE 
Resource Kit. 
• s-a: DVT Safety Zone: Physician Orders for 

Medical 
Form Word 8-A 

• Carilion: VTE Prophylaxis Orders  Form Word 8-B 
• UCSF: Adult VTE Prophylaxis Order Form  Form Word 8-C 
9. Pharmaceutical Interventions 
• s-a: Lovenox—Dosing and Administration 

Guidelines 
Handout PDF 9-A 

• s-a: Lovenox—Reimbursement Services and 
Patient Assistance Program 

Handout PDF 9-B 

• s-a: Lovenox—Reimbursement Assistance Card Handout PDF 9-C 
10. Data Collection 
• HSAG: Data Abstraction Form Form Word 10-A 
• HSAG: Data Entry Tool Tool Access 10-B 
11. General Quality Improvement 
• Society of Hospital Medicine: QI Theory—Quality 

Improvement in the Hospital  
Presentation PowerPoint 11-A 

12. Web Resources 
• HSAG: Translating VTE Guidelines Into Practice Web www.hsag.com/vte 
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VTE Prevention Snapshot 
(Eventually, the Only Document You Really Need) 

 
 
Introduction. Essential First Steps 
3. Clarify key stakeholders, reporting hierarchy, and approval process 

 
IIddeennttiiffyy  kkeeyy  ssttaakkeehhoollddeerrss  tthhaatt  nneeeedd  ttoo  bbee  aawwaarree  ooff  yyoouurr  eeffffoorrttss  ttoo  iimmpprroovvee  VVTTEE  
pprroopphhyyllaaxxiiss.. 
 
Stakeholders: 
 
 
 
 
Individuals: 
 
 
 
 
Committees: 
 
 
 
 
Services: 
 
 
 
 
Training Programs: 
 
 
 
 
Related Initiatives: 
 
 
 
 
Departments: 
 
 
 
 

  

lcooper
Download

lcooper
Typewritten Text
01-A
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CCllaarriiffyy  tthhee  rreeppoorrttiinngg  hhiieerraarrcchhyy  ((eessppeecciiaallllyy  ttoo  wwhhoomm//wwhheerree  tthhee  tteeaamm  wwiillll  rreeppoorrtt))..  
  

Reporting structure and frequency: 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
  
CCllaarriiffyy  tthhee  aapppprroovvaall  pprroocceessss  ffoorr  eeaacchh  ooff  tthhee  ffoolllloowwiinngg::    
  
Order set revisions (and frequency): 
 
 
 
 
Data collection support: 
 
 
 
 
Health information system modifications: 
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Introduction. Essential First Steps 
 
4. Assemble an effective team 

 
VTE Prevention Team Roster 

 
Team Leader Name  Email 

 Phone Pager 

  
Team QI Facilitator Name Email 

 Phone Pager 

  
Content Expert Name Email 

 Phone Pager 

  
Executive Sponsor Name Email 

 Phone Pager 

  
Pharmacist Name Email 

 Phone Pager 

  
Director of Nursing Name Email 

 Phone Pager 

  
Nursing Leader Name Email 

 Phone Pager 

  
Nurse Name Email 

 Phone Pager 

  
QI Staff Name Email 

 Phone Pager 

  
Information System Name Email 

 Phone Pager 
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Data Collection Name Email 

 Phone Pager 

  
Patient Name Email 

 Phone Pager 

  
ICU Physician Name Email 

 Phone Pager 

  
Surgeon Name Email 

 Phone Pager 

  
MPC Liaison Name Email 

(for order set revisions) Phone Pager 

  
Medical Records Name Email 

 Phone Pager 

  
Other Name Email 

 Phone Pager 

  
Other Name Email 

 Phone Pager 

  
Other Name Email 

 Phone Pager 
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Introduction. Essential First Steps 
 
5. Set general goals and a timeline  
 
WWrriittee  yyoouurr  ggeenneerraall  ggooaall  aanndd  ttiimmeelliinnee  bbeellooww..  
  

General goals and timeline: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
Note: You will revise this into an official aim statement in Section III. (In particular you will replace the 
outcome measure of “hospital-acquired VTE” with a process measure.)   
 
 



 6

Section 1: Lay Out the Evidence  
    
3. Construct your VTE protocol  
 
KKeeeepp  yyoouurr  VVTTEE  pprroottooccooll  ddiissppllaayyeedd  iinn  tthhiiss  sseeccttiioonn  ooff  tthhee  VVTTEE  PPrreevveennttiioonn  SSnnaappsshhoott  bbyy  
ccooppyyiinngg//ppaassttiinngg  iitt  bbeellooww..    
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Section 2: Analyze Care Delivery 
 
2. Quantitative analysis: analyze care delivery to identify the rate-limiting steps   
 
UUssiinngg  aa  cchhaarrtt  aauuddiitt,,  rreeccoorrdd  tthhee  rreellaattiivvee  ffrreeqquueennccyy  ooff  ffaaiilluurree  mmooddeess  oonn  tthhee  ccaarree  ddeelliivveerryy  
ddiiaaggrraamm  bbeellooww..  FFoolllloowwiinngg  mmaajjoorr  iinntteerrvveennttiioonnss,,  ccoonnssiiddeerr  rreeppeeaattiinngg  tthhiiss  aannaallyyssiiss  ((ttoo  
ffaacciilliittaattee  ssuucchh  ppoosstt--iinntteerrvveennttiioonn  aannaallyyssiiss,,  ccooppyy//ppaassttee  tthhiiss  ddiiaaggrraamm  aass  oofftteenn  aass  nneeeeddeedd  
iinnttoo  tthhiiss  sseeccttiioonn  ooff  yyoouurr  VVTTEE  PPrreevveennttiioonn  SSnnaappsshhoott))..  
 
 

Patient admitted to hospital

No VTE at 
discharge

MD performs VTE risk 
assessment

Clinical Support Services 
assess patient

Clinical Support Services 
deliver appropriate VTE 

prophylaxis…

A
dm

is
si

on
R

eg
ul

ar
 In

pa
tie

nt
  E

va
lu

at
io

n
D

is
ch

ar
ge

Is the patient on 
appropriate VTE 

prophylaxis here?

HA-VTE

Change in patient’s VTE risk 
level, contraindications, or 

site/unit of care

Clinical Support Services = Nursing, Pharmacy, etc 

HA-VTE = Hospital Acquired VTE

Care Delivery: 
Prevention of HA-VTE

MD links patient’s VTE 
risk level to menu of 

appropriate VTE 
prophylaxis options

MD orders appropriate VTE 
prophylaxis at admission

 

____% of failures 
____% of failures 

____% of failures 

____% of failures 
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Section 3: Performance Tracking (selecting and reporting metrics) 
 
1. Key metric #1: appropriate VTE prophylaxis 
4.   Data reporting using run charts 
 
DDooccuummeenntt  yyoouurr  bbaasseelliinnee  pprroopphhyyllaaxxiiss  rraattee  bbyy  uussiinngg  sspprreeaaddsshheeeett  ssooffttwwaarree  ttoo  ccrreeaattee  aa  rruunn  
cchhaarrtt..  TTuurrnn  tthhee  rruunn  cchhaarrtt  iinnttoo  aa  PPoowweerrPPooiinntt©©  sslliiddee..  YYoouu  sshhoouulldd  aallssoo  pplloott  ppoosstt--iinntteerrvveennttiioonn  
rraatteess  ooff  aapppprroopprriiaattee  pprroopphhyyllaaxxiiss  oonn  tthhee  ssaammee  rruunn  cchhaarrtt..    
  
RRuunn  CChhaarrtt::  
  
RRaattee  ooff  AApppprroopprriiaattee  PPrroopphhyyllaaxxiiss  ((ppaassttee  PPoowweerrPPooiinntt  sslliiddee  wwiitthh  mmoosstt  rreecceenntt  ddaattaa  bbeellooww))  
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QI Theory:
Quality Improvement in the Hospital

Goals for this Primer
• Understand fundamental concepts in 

quality improvement 
• Identify the environment and key steps for 

a successful quality improvement project 
• Become familiar with several quality 

improvement tools and their use 

Quality Improvement: 
Bridging the Implementation Gap

Patient care

Pr
og

re
ss

Time

How good is American healthcare?

Quality Improvement: 
Bridging the Implementation Gap

Patient care

Pr
og

re
ss

Time

We get it right 54% of the time.
-Brent James, MD, MStat
Executive Director, Intermountain Health Care

Quality Improvement: 
Bridging the Implementation Gap

Implementation 
Gap

Scientific 
understanding

Patient care

Pr
og

re
ss

Time

Hospitalists and Quality Improvement

• Complex process problems need multidisciplinary 
solutions

• We are at the frontlines seeing system failures,  
process errors, and performance gaps with our 
own eyes -- which is our competitive advantage

• Improved quality delivers:
better patient care…
at lower costs…
with potentially higher reimbursements (pay-for-
performance)…

And it can make our jobs more interesting, fun, and 
rewarding.

Section I:

Quality Improvement and Change
in the Hospital Atmosphere
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The Driving Force for Change:
The Multidisciplinary Team

Consensus…
• definition: finding a solution acceptable enough 

that all members can support it; no member 
opposes it

• It is not:
A unanimous vote (consensus may not represent 
everyone’s first priorities)
A majority vote (in a majority vote, only the majority 
gets something they are happy with; people in the 
minority may get something they don’t want at all, 
which is not what consensus is all about)
Everyone totally satisfied

The Driving Force for Change:
The Multidisciplinary Team

Three types of team members…
1) Team Leader
2) Team Facilitator
3) Process Owners (members with operational, hands-on 

fundamental knowledge of the process)

The Driving Force for Change:
The Multidisciplinary Team

Team Leader…
• schedules and chairs team meetings
• sets the agenda (printed at each meeting)
• records team activities (working documents in 

binder)
• reports to management (Steering Team)
• often a member of Steering Team

The Driving Force for Change:
The Multidisciplinary Team

Team Facilitator…
• owns the team process (enforces ground rules)
• technical expert on QI theory and tools
• assists Team Leader
• teaches while doing, within team

The Driving Force for Change:
The Multidisciplinary Team

Process Owners…
• chosen for fundamental knowledge
• will help implement
• should become leaders (so choose wisely)

The Driving Force for Change:
The Multidisciplinary Team

Team Ground Rules…
• All team members and opinions are equal
• Team members will speak freely and in turn

We will listen attentively to others
Each must be heard
No one may dominate

• Problems will be discussed, analyzed, or attacked (not people)
• All agreements are kept unless renegotiated
• Once we agree, we will speak with "One Voice" (especially after leaving the meeting)
• Honesty before cohesiveness
• Consensus vs. democracy: each gets his say, not his way
• Silence equals agreement
• Members will attend regularly
• Meetings will start and end on time



6

A Brief Digression into Quality 
Improvement Theory

Defining an Approach to Change

worse betterQuality

After

Before

Quality Assurance
Bell Curve:
Inpatient Population

Tail

Will the team target ‘all’ patients in the 
inpatient bell curve, or just a sub-group 
considered ‘at-risk’ (depicted in the 
outlying tail)? Is the quality of inpatient 
care which is not in the tail somehow 
‘acceptable?’

Defining an Approach to Change

worse betterQuality

After

Before

worse betterQuality

After

Quality
Quality Assurance

Bell Curve:
Inpatient Population

Tail

If the team can identify and define an inpatient sub-group 
‘at-risk,’ then improvement efforts could conceivably 
focus just on these ‘at-risk’ patients - this is similar to 
traditional Quality Assurance. Note that even if tail 
events are eliminated, the quality of care for the rest of 
the inpatient population (depicted by the unchanged 
position and shape of the bell curve) does not improve at 
all. While the mean does move toward better care, this is 
due only to eliminating statistical outliers. 

Defining an Approach to Change

worse better

worse betterQuality

Quality

After

Before

Quality

worse betterQuality

After

Quality
Quality Assurance

Quality Improvement

Bell Curve:
Inpatient Population

Tail

betterbetter

If the team identifies a performance gap applicable to a 
wider patient population, the team may design changes in 
processes with the potential for dramatic effect: 
improvement and standardization in processes reduces 
variation (narrows the curve) and raises quality of care for 
all (shifts entire curve toward better care). This radical 
change is what defines Quality Improvement.

Section III:

Tools for Engineering Change

Engineering Change 

• Hospitals have two dynamic levels impacting 
performance:
1) Processes

• tasks performed in series or in parallel, impacting patient care
and potentially patient outcomes

2) Personnel 
• skilled people with hearts and minds, with variable levels of 

attention, time, and expertise
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Engineering Change: 
What Variables Impact Quality Outcomes of Care?

Structure Processes Outcomes of Care

Inputs Steps Outputs

•Patients
•Equipment
•Supplies
•Training
•Environment

•Inventory Methods
•Coordination
•Physician orders
•Nursing Care
•Ancillary staff
•Housekeeping
•Transport

•Physiologic 
parameters

•Functional status
•Satisfaction
•Cost

Engineering Change: 
What Variables Impact Quality Outcomes of Care?

Processes

Steps

•Inventory Methods
•Coordination
•Physician orders
•Nursing Care
•Ancillary staff
•Housekeeping
•Transport

The two most dynamic levels impacting performance

Personnel

Engineering Change 

• Processes
all those affecting relevant aspects of patient 
care 

• clinical decision making, order writing, admission 
intake, medication delivery, direct patient care, 
discharge planning, PCP communication, 
discharge follow-up, etc

Engineering Change 

• Personnel
anybody who touches the patient or a relevant 
process in the system

• departments, physicians, clerks, pharmacy, 
nursing, RT, PT/OT/ST, care technicians, 
phlebotomist, patient transport, administration

Engineering Change: 
The Multidisicplinary Team Asks “What?”

• What?
is the right thing to do?
will make the system more effective?

Engineering Change: 
The Multidisicplinary Team Asks 

“Where?”
• Where?

are the processes to improve?
• Brainstorming
• Multivoting & nominal group technique
• Affinity grouping

do we start? (dissect and understand the processes)
• Cause and effect diagrams (Ishikawa or ‘fishbone’ diagrams) 
• Tally sheets
• Pareto charts
• Flow (conceptual flow, decision flow) charts
• Run charts
• SPC charts
• Scatter charts




