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prophylaxis section

Rationale
Venous thromboembolism (VTE) which comprises 
pulmonary embolism (PE) and deep vein thrombosis 
(DVT) is a major source of morbidity and mortality for 
surgical and medical patients in hospital. 

In 2008, it was estimated that there were over 14,700 
cases of VTE and approximately 5,000 deaths due to 
VTE in Australia. The estimated financial cost of VTE was 
in excess of AUD $1.7 billion, with 80% of these costs 
due to lost productivity as a result of premature death.1

Most hospitalised patients have one or more risk 
factors for VTE. Surgery is a well established VTE 
risk factor and the use of thromboprophylaxis is 
generally higher among surgical patients than medical 
patients2 however VTE cases in acute care are equally 
attributable to medical and surgical admissions.3

Studies show that pharmacological prophylaxis (i.e. 
low dose heparin to all patients above 40-45 years) for 
patients undergoing most types of surgery is more cost 
effective than no prophylaxis and results in a reduction 
in the frequency of fatal pulmonary embolisms.4

Despite the frequency with which VTE occurs in 
hospitalised patients and the well-established efficacy 
and safety of preventative measures, prophylaxis is 
often underused or used sub-optimally. 

The use of a VTE prophylaxis section in the 
medication chart to encourage documentation of a 
VTE risk assessment and ordering of VTE prophylaxis, 
combined with education, has been shown to increase 
prescribing of VTE prophylaxis.

Why have a VTE prophylaxis section in the NIMC?
The VTE prophylaxis section has been developed to 
prompt:

 z VTE risk assessment

 z VTE pharmacological prophylaxis prescribing

 z VTE mechanical ordering.

The section has been placed above the warfarin section 
to assist with the recognition of patients who are already 
receiving therapeutic anticoagulation and do not require 
additional VTE prophylaxis.

Who should document the patient’s VTE risk?
Whoever has responsibility in your hospital for 
assessing the patient’s VTE risk should sign and 
date the NIMC which notes that the assessment has 
been done. In some hospitals this will be done by the 
admitting medical officer, in others it will be done by the 
nursing staff. The risk assessment should be completed 
consistent with local hospital policy.

NIMC User Guide
The Commission has developed a user guide to the 
NIMC that explains all sections of the chart including 
information on how to use the VTE section. The NIMC 
user guide is available at: 
www.safetyandquality.gov.au/publications/national-
inpatient-medication-chart-user-guide-including-
paediatric-versions/

Your guide to 
the NIMC VTE 
prophylaxis section
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Using the VTE prophylaxis section on the NIMC

Tick this box to indicate 
VTE risk assessment has 
been done

Order mechanical 
prophylaxis if required

Tick this box if VTE risk 
assessment has been done 
and VTE prophylaxis is NOT 
required

Document mechanical 
prophylaxis checks

Tick this box if VTE prophylaxis 
is contraindicated and 
document contraindication in 
medical record

Document administration of 
medication

Sign and date 
to indicate risk 
assessment is complete

Document discharge 
medication

Step-by-step guide
Step I: Document patient’s VTE risk assessment  
1. Authorised clinician to assess individual patient’s risk for 

VTE based on their risk factors including the reason for 
hospitalisation utilising local hospital policy.

2. Assess patient’s risk of bleeding or contraindications to 
VTE prophylaxis

3. Formulate an overall risk assessment - risks versus the 
benefits of VTE prophylaxis 

4. Document if VTE prophylaxis is NOT required or 
is contraindicated by ticking the appropriate box. 
Document any contraindications to VTE prophylaxis in 
the medical record.

5. Document the assessment has been done by ticking the 
VTE risk assessed box and signing and dating in the 
field provided.

Step 2: Order pharmacological VTE prophylaxis 
1. Prescriber to select an appropriate agent if indicated  

and specify: 

 z Route 

 z Dose

 z Frequency, and

 z Administration times.

2. Nurse to document the dose given and sign immediately 
after administration. 

Step 3: Order mechanical VTE prophylaxis 
1. Clinician (nurse or doctor) to order mechanical 

prophylaxis where appropriate (e.g. compression 
stockings). Nursing staff may have responsibility for 
ordering mechanical prophylaxis depending on local 
hospital policy.

2. Nurse to sign that mechanical prophylaxis is applied and 
checked.

For more information refer to: 
 z Your local hospital policy on VTE prophylaxis, or 

 z National Health Medical Research Council.  
Clinical practice guideline for the prevention of venous 
thromboembolism in patients admitted to Australian 
hospitals. Melbourne: National Health Medical Research 
Council; 2009.

www.nhmrc.gov.au/guidelines/publications/cp115

Cut off section

Attach ADR sticker

Regular medicines
Year 20 Date and month 

Co
nt

in
ue

 o
n 

di
sc

ha
rg

e?
 

Ye
s 

/ N
o

Di
sp

en
se

? 
Ye

s 
/ N

o
Du

ra
tio

n:
da

ys
 Q

ty
:

P
re

sc
rib

er
’s

 s
ig

na
tu

re
: 

 P
rin

t 
yo

ur
 n

am
e:

 
 D

at
e:

 
 P

ha
rm

ac
is

t:
 

 D
at

e:
 

DOCTORS MUST ENTER administration times
Date Medicine (print generic name)

Route Dose Frequency and NOW enter times

Indication Pharmacy

Prescriber signature Print your name Contact

Date Medicine (print generic name)

Co
nt

in
ue

 o
n 

di
sc

ha
rg

e?
 

Ye
s 

/ N
o

Di
sp

en
se

? 
Ye

s 
/ N

o
Du

ra
tio

n:
da

ys
 Q

ty
:Route Dose Frequency and NOW enter times

Indication Pharmacy

Prescriber signature Print your name Contact

Date Medicine (print generic name)

Co
nt

in
ue

 o
n 

di
sc

ha
rg

e?
 

Ye
s 

/ N
o

Di
sp

en
se

? 
Ye

s 
/ N

o
Du

ra
tio

n:
da

ys
 Q

ty
:Route Dose Frequency and NOW enter times

Indication Pharmacy

Prescriber signature Print your name Contact

Date Medicine (print generic name)

Co
nt

in
ue

 o
n 

di
sc

ha
rg

e?
 

Ye
s 

/ N
o

Di
sp

en
se

? 
Ye

s 
/ N

o
Du

ra
tio

n:
da

ys
 Q

ty
:Route Dose Frequency and NOW enter times

Indication Pharmacy

Prescriber signature Print your name Contact

Date Medicine (print generic name)

Co
nt

in
ue

 o
n 

di
sc

ha
rg

e?
 

Ye
s 

/ N
o

Di
sp

en
se

? 
Ye

s 
/ N

o
Du

ra
tio

n:
da

ys
 Q

ty
:Route Dose Frequency and NOW enter times

Indication Pharmacy

Prescriber signature Print your name Contact

Date Medicine (print generic name)

Co
nt

in
ue

 o
n 

di
sc

ha
rg

e?
 

Ye
s 

/ N
o

Di
sp

en
se

? 
Ye

s 
/ N

o
Du

ra
tio

n:
da

ys
 Q

ty
:

Route Dose Frequency and NOW enter times

Indication Pharmacy

Prescriber signature Print your name Contact

Pharmaceutical review:

Tick if  
slow 

release

Tick if  
slow 

release

Tick if  
slow 

release

Tick if  
slow 

release

Tick if  
slow 

release

Tick if  
slow 

release

Regular medicines

Co
nt

in
ue

 o
n 

di
sc

ha
rg

e?
 

Ye
s 

/ N
o

Di
sp

en
se

? 
Ye

s 
/ N

o
Du

ra
tio

n:
da

ys
 Q

ty
:

P
re

sc
rib

er
’s

 s
ig

na
tu

re
: 

 P
rin

t 
yo

ur
 n

am
e:

 
 D

at
e:

 
 P

ha
rm

ac
is

t:
 

 D
at

e:
 

Year 20 Date and month    
Variable dose medicine Drug level

Date Medicine (print generic name) Time level taken

Dose
Route Frequency

Prescriber to enter dose times and individual dose
Prescriber

Indication Pharmacy Time to be given:

......................

Prescriber signature Print your name  Contact
Time given

VTE risk assessed:  Yes  Prophylaxis not required  Contraindicated  Signature:  Date:
Date Medicine (print generic name)

Route Dose Frequency and NOW enter times 

Indication
VTE prophylaxis

Pharmacy

Prescriber signature Print your name Contact

Mechanical prophylaxis

Prescriber/NI signature Print your name Contact

Co
nt

in
ue

 o
n 

di
sc

ha
rg

e?
 

Ye
s 

/ N
o

Di
sp

en
se

? 
Ye

s 
/ N

o
Du

ra
tio

n:
da

ys
 Q

ty
:

AM  
check

PM  
check

Date
 Warfarin  Marevan / Coumadin                          

select brand

Route Prescriber to enter 
individual doses

Target INR Range

Indication Pharmacy

Prescriber signature Print your name  Contact

DOCTORS MUST ENTER administration times

INR 
Result

Co
nt

in
ue

 o
n 

di
sc

ha
rg

e?
 

Ye
s 

/ N
o

Di
sp

en
se

? 
Ye

s 
/ N

o
Du

ra
tio

n:
da

ys
 Q

ty
:Dose mg mg mg mg mg mg mg mg mg mg mg

Prescriber

1600
(Nurse 1)

Nurse 2

Date Medicine (print generic name)

Co
nt

in
ue

 o
n 

di
sc

ha
rg

e?
 Y

es
 / 

No
Di

sp
en

se
? 

Ye
s 

/ N
o

Du
ra

tio
n:

da
ys

 Q
ty

:

Route Dose Frequency and NOW enter times

Indication Pharmacy

Prescriber signature Print your name Contact

Date Medicine (print generic name)

Co
nt

in
ue

 o
n 

di
sc

ha
rg

e?
 Y

es
 / 

No
Di

sp
en

se
? 

Ye
s 

/ N
o

Du
ra

tio
n:

da
ys

 Q
ty

:

Route Dose Frequency and NOW enter times

Indication Pharmacy

Prescriber signature Print your name Contact

Date Medicine (print generic name)

Co
nt

in
ue

 o
n 

di
sc

ha
rg

e?
 

Ye
s 

/ N
o

Di
sp

en
se

? 
Ye

s 
/ N

o
Du

ra
tio

n:
da

ys
 Q

ty
:

Route Dose Frequency and NOW enter times

Indication Pharmacy

Prescriber signature Print your name Contact

Pharmaceutical review:

Recommended
administration times

Guidelines only

Morning Mane 0800

Night Nocte 1800 or 2000

Twice 
a day BD 0800 2000

Three times 
a day TDS 0800 1400 2000

Regular 
6 hourly 6 hrly 0600 1200 1800 2400

Regular 
8 hourly 8 hrly 0600 1400 2200

Four times 
a day QID 0600 1200 1800 2200

Reason for nurse 
not administering
Codes MUST be circled

Absent

Fasting

Refused – notify Dr

Vomiting

On leave

Not available – obtain supply 
or contact Dr

Withheld – enter reason in 
clinical record

Self administered

Warfarin education record

Patient educated by: .............................

Sign: .....................................................................

Date: .....................................................................

Given warfarin book: .............................

Sign: .....................................................................

Date: .....................................................................

SR = Sustained, modified 
or controlled release 
formulation.  

If scored tablet, then half 
can be given.  

Dose must be swallowed 
without crushing.

Tick if 
slow 

release

URN:

Family name:

Given names:

Address:

Date of birth:  Sex: M   F 

Not a valid
prescription unless 
identifiers present

Affix patient identification label here and overleaf

Allergies and adverse drug reactions (ADR)
 Nil known   Unknown (tick appropriate box or complete details below)

Medicine (or other) Reaction / type / date Initials

Sign  Print  Date 

1st prescriber to print patient 
name and check label correct: Weight (kg):  Height (cm): 

B. Jones

B. Jones

B. Jones 12 /5 / 13

12 /5 / 13 ENOXAPARIN
Subcut

Brian Jones

Brian Jones
TED STOCKINGS

PD

PD
PD

PD

PD

40mg 0800

984 7

984 7

Morning
Order pharmacological 
prophylaxis if indicated: 
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