
This study demonstrates that investment in hospital VTE stewardship using 
eCDS is associated with significant improvements in clinical processes and 
outcomes at a relatively minor cost per patient

• ↑ Risk-appropriate VTE prophylaxis 
• ↑ VTE risk assessment using electronic clinical decision support 

(eCDS) tool, the VTE PowerPlan, Cerner®, Figure 1.
• ↑ Any documented risk assessment
• ↓ Incidence of hospital acquired VTE (HA-VTE)

• Venous thromboembolism (VTE) is a leading cause of preventable death
• Despite recommendations, many hospitalised patients do not receive VTE

risk assessment and are not prescribed appropriate VTE prophylaxis1

• This is the first Australian study to explore the effectiveness of a VTE
stewardship program to provide oversight of initiatives to prevent VTE
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• 78% → 88%
• p =0.004

Appropriate VTE-
Prophylaxis

• 20% → 87% 
• p <0.001

eCDS Use

• 71% → 93%
• p <0.001

VTE Risk Assessment

• 7.88 → 6.99 events per 10,000 episodes 
of care, p=0.43HA-VTE

• $0.82 per patientMean Cost

Interventions (Figure 2.)

2 x VTE stewardship pharmacists 
leading multidisciplinary team

Stage 1 (0-3 months): multidisciplinary 
education, daily medication chart 

auditing and weekly clinician 
performance feedback

Stage 2 (3-6 months): health promotion, 
gamification

Audit

Cross-sectional audit of 400 electronic 
medical records at baseline, 3 and 6 

months across four hospitals

Using modified version of the New 
South Wales Clinical Excellence 

Commission VTE Prevention Audit 
Questionnaire2

Review of annual HA-VTE events pre-
and post-intervention
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• Now a permanently funded program
• VTE stewardship provides for expansion of pharmacist role
• Electronic force function for risk assessment NOT implemented
• Prioritisation of positive engagement and culture change
• Future research: reasons for inappropriate prophylaxis

eCDS use associated with prescription of risk-appropriate VTE 
prophylaxis (p<0.001) Figure 1. VTE Risk Assessment eCDS tool: The VTE PowerPlan

Figure 2. VTE stewardship design including Strategic Plan and Business Case 

Table 1. Results

High-Risk 
Medicines


