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Prevention: It’s easy as 1-2-3!

Laura Kern, RN, BSN T
Co-author: Karen Adams, RN T
GOAL: To disseminate best practices.in.evidence-based, interprofessional, and patient-
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to: all medical staff, residents, midlevel providers,
pharmacy staff, nursing staff, quality department, : V-T-E ... (prohylaxis!)
clinical transformation, physical and occupational

therapy staff, hospital administration, and select board It's easy as 1-2-31 ... (prevention!) \/

average in one year's time.

Implications for Practice
Clinical practice changes resulted. By collaborating with others

members. The education included a PowerPoint It's up to you and me, and working together_ we were able to transform the culture at
presentation and the auditory 'sing along' "VTE, It's DMC's HVSH! Our rigorous éffort to supply data served a
VTE! 1-2-3! practical purpose - we identifled changes In process to

Easy and 1,2,3.” The catchy VTE jingle reinforced

Improve quality of care and reduce costs.
prevention and prophylactic interventions. Patient, you and me! Yeah! P quality

Knowledge and understanding related to the prevalence of
VTE and importance of prophylactic measures, as well as
contraindications, improved nursing care. RNs provide patient
education related to VTE prevention resulting in improved

(Sung to the tune of "ABC” by the Jackson Five)

Clinical process improvements included: better
utilization of the electronic medical record (EMR) to
facilitate ordering prophylaxis or documenting Disclosure

A L compliance.
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