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ROLE OF INPATIENT PHARMACISTS AND PACT PHARMACISTS 

Although patients with TIA and stroke can present to the facility in many ways (e.g., through the Emergency Department, new 

events occurring while a patient is admitted for other reasons, etc.), this clinical program was developed with the following 

clinical flow in mind. 

Pharmacy staff who are working in the in-patient setting: 

1. Identify Veterans with a TIA or ischemic stroke. The patient identification tool that accompanies this protocol lists the patient ’s

name, their primary care provider and their team: this information should facilitate the identification of the patient as well as

the PACT pharmacist for that patient. Please see page 24 for access to the patient identification tool.

2. Implement the clinical program in collaboration with the rest of the in-patient care team.  The goal is to provide guideline-

concordant care as soon as possible after admission to eligible patients.

3. Alert the PACT pharmacist early after admission that the patient is likely to require timely follow-up care.  The goal is to

ensure that patients who need timely PACT pharmacist follow-up should have that appointment already made prior to

discharge (seeking to avoid delays that may occur if patients are discharged with a plan for a visit but without having a

specific date/time assigned).  Having the PACT pharmacist co-sign an addendum to an in-patient note is the preferred

mechanism for this communication.

Pharmacy staff who are working with PACT teams: 

4. Acknowledge the hand-off from the in-patient pharmacy staff and specifically identify the outstanding clinical issues that

require follow-up.

5. Schedule the patient for an outpatient PACT pharmacist appointment and communicate this appointment information to the

inpatient team to ensure that the patient is aware of this appointment.

6. Documentation: please see page 26 for use of the template to document your work.
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HYPERTENSION 
ASSESSMENT SITUATIONS POSSIBLE ACTIONS 

Question 1: 
 

Did patient have evidence of 
well-controlled blood 
pressure in the 6-12 months 
prior to the TIA/minor stroke? 

Generally BP <130/80 mm Hg Go to Question 2 

Generally BP 
≥130/80 mm Hg  

Medication non-adherence Usual medication non-adherence protocol 

Clinical inertia (e.g., BP 
≥130/80 mm Hg without 
change in regimen) 

• Consider antihypertensive medication intensification AND  

• Ensure follow-up with PACT pharmacist within 2 weeks of 
discharge who should manage to goal of <130/80 mm Hg 

Severe disease (e.g., ≥3 
antihypertensive 
medications one of which 
is a diuretic) 

• Consider hypertension clinic consultation (If stage 4 or 5 
CKD referral to renal otherwise referral to endocrine) AND 

• Consider evaluation for secondary hypertension 

No data Provide home BP cuff if patient did not have one 
 

Question 2:  
 

Has the patient had well-controlled blood 
pressure during the inpatient period but after 
the first day after symptom onset?  (Focusing on 
the most recent blood pressure values) * 

Generally BP <130/80 mm Hg 
Continue current regimen into the outpatient 
setting 

Generally BP ≥130/80 mm Hg Go to Question 3 

 

Question 3: 
 

Were the usual outpatient 
antihypertensive medications held 
during the inpatient period? 

YES 
Consider restarting usual antihypertensive medications after the first 72 hours for patients 

who have a preexisting hypertension diagnosis and who are neurologically stable 

NO 
• Consider antihypertensive medication intensification AND 
• Ensure adequate follow-up with PACT pharmacist 

 

Question 4: 
 

Was the blood pressure at goal (<130/80 
mmHg) upon discharge? 

YES Continue current regimen 

NO 

• Consider antihypertensive medication intensification AND  

• Ensure follow-up with PACT pharmacist within 2 weeks of discharge who should 
manage to goal of <130/80 mm Hg AND 

• Provide blood pressure cuff for home measurement if needed 
 

Question 5: 
 

Was the blood pressure at goal (<130/80 
mmHg) after discharge? 

YES Continue current regimen 

NO 

• Consider antihypertensive medication intensification  

• Consider medication non-adherence 

• If severe disease (e.g., ≥3 antihypertensive medications one of which is a diuretic): 
consider evaluation for secondary hypertension AND hypertension clinic consultation 
(if stage 4 or 5 CKD referral to renal otherwise referral to endocrine) 

• Consider nutrition consultation 

• Provide blood pressure cuff for home measurement if needed 
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HYPERTENSION INFORMATION 

Importance of Hypertension Control for Patients with TIA:  According to the AHA/ASA Guidelines for the Prevention of Stroke in Patients with Stroke and 
Transient Ischemic Attack1 “treatment of hypertension is possibly the most important intervention for secondary prevention of ischemic stroke.”  This statement is 
made on the robust evidence which demonstrates that hypertension is very common, and that lowering blood pressure reduces stroke risk.  Hypertension is 
present in approximately 70-75% of patients with TIA and ischemic stroke.  A meta-analysis of 10 trials of anti-hypertensive medications demonstrated a significant 
reduction in the risk of recurrent stroke (0.78, 95%CI 0.68-0.90).  Larger reductions in systolic blood pressure tended to be associated with greater reduction in risk 
of recurrent stroke.  Note: poorly controlled hypertension and diabetes are common causes of lacunar cerebrovascular events, therefore, patients identified as 
having a lacunar event should have specific attention paid to these two cerebrovascular risk factors. 

Evolution of the Recommendations and the Current Goal of <130/80 mmHg: The 2014 AHA/ASA Guidelines for the Prevention of Stroke in Patients with 
Stroke and Transient Ischemic Attack1 recommended targeting a goal of <140/90 mm Hg. The 2014 JNC82 guideline recommended pharmacologic treatment for 
≥150/90 in the “general population” and included the following language in their report: “the panel was unable to reach unanimity on the recommendation of a goal 
SBP of lower than 150 mm Hg in high-risk groups, such as black persons, those with CVD including stroke, and those with multiple risk factors.” The evidence 
supporting the 140/90 mm Hg target for high risk patients is based on the data that vascular risk increases with increasing age.3  The VA Evidence Synthesis 
report found that for patients with TIA or stroke, pooled analyses of two trials found that targeting systolic blood pressures below 130-140 mmHg compared to 
higher targets reduced recurrent stroke and cardiovascular events.4,5   

Most recently, the 2017 ACC/AHA Guidelines for the Prevention, Detection, Evaluation, and Management of High Blood Pressure in Adults6 recommended a goal 
of <130/80 mm Hg for patients who are at least 72 hours after ischemic stroke or TIA.6  This recent guideline recommends a target of <130/80 mg for hypertension 
control but also emphasizes the importance of measuring blood pressure properly (after a period of rest, etc…) and focusing on both lifestyle modification and 
medication management.6 

*Permissive Hypertension: according to the AHA/ASA Guidelines for the Prevention of Stroke in Patients with Stroke and Transient Ischemic Attack1 the benefits
of treating hypertension within 24 hours of neurological symptom onset are uncertain but restarting antihypertensive therapy is reasonable after the first 24 hours

for patients who have preexisting hypertension and who are neurologically stable. When to 
resume the outpatient antihypertensive regimen is a topic of some clinical controversy.  
The 2013 AHA/ASA Guidelines for the Early Management of Patients with Acute Ischemic 
Stroke described an approach to hypertension management in the acute stroke period with 
specific suggestions regarding treatment to reduce the blood pressure for patients 
receiving thrombolytic therapy and for patients with a blood pressure of >220/120 mm Hg 
during the first 24 hours after stroke onset.  For other patients the guidelines state: “It is 
reasonable to temporarily discontinue or reduce (to prevent the rare occurrence of 
antihypertensive withdrawal syndrome, primarily seen in β-blocker discontinuation) 
premorbid antihypertensive medications at the onset of acute ischemic stroke, because 
swallowing is often impaired, and responses to the medications may be less predictable 
during the acute stress. The optimal time after the onset of acute ischemic stroke to restart 
or start long-term antihypertensive therapy has not been established. The optimal time may 
depend on various patient and stroke characteristics. Nonetheless, it is reasonable to 
initiate long-term antihypertensive therapy after the initial 24 hours from stroke onset in 
most patients.”7  

The 2017 ACC/AHA Guidelines for the Prevention, Detection, Evaluation, and 
Management of High Blood Pressure in Adults6 recommends the approach depicted in 
Figure 8 (taken from page 113 of the guideline statement) for patients with acute ischemic 
stroke.6  This, the most recent of the national guideline statements, identifies the first 48-72 
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hours after symptom onset as the acute period during which blood pressures of ≤220/110 mm Hg should be watched without initiation of anti-hypertensive 
medications (red box in Figure 8). 
 
Medication Classes: according to the AHA/ASA Guidelines for the Prevention of Stroke in Patients with Stroke and Transient Ischemic Attack1 the available data 
indicate that diuretics or the combination of diuretics and an ACEI is useful. 
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HYPERLIPIDEMIA 

ASSESSMENT SITUATIONS POSSIBLE ACTIONS 

Question 1:  
 
Was the patient on a 

statin prior to the 
TIA event?  

NO Go to Question 2 

YES 

Evidence that the LDL had been reduced 
by ≥50% 

Go to Question 2 

No evidence that the LDL had been 
reduced by ≥50 

Based on patient specific factors, consider increasing 
statin dose if not already on high-intensity therapy 

 

Question 2:  
 
What is the patient’s 

age and clinical 
history? 

≤75 years 

No prior history of 
intolerance 

High-intensity statin and lifestyle modification 

Prior intolerance to high-
intensity statin 

Moderate-intensity statin and lifestyle modification 

Prior intolerance to 
moderate-intensity statin 

Low-intensity statin and lifestyle modification 

Prior intolerance to low-
intensity statin 

• Document statin intolerance in medical record,* AND 

• Consider non-statin cholesterol lowering therapy, AND 

• Emphasize lifestyle modification, AND 

• Consider nutrition consultation, AND 

• Consider endocrine consultation 

>75 years; ESRD; LDL ≤40 
mg/dl; intracranial 
hemorrhage; or 
comorbidities or 
medications that increase 
the risk of high-intensity 
statin therapy  

No prior history of 
intolerance 

Moderate-intensity statin and lifestyle modification 

Prior intolerance to 
moderate-intensity statin 

Low-intensity statin and lifestyle modification 

Prior intolerance to low-
intensity statin 

• Document statin intolerance in medical record,* AND 
• Consider non-statin cholesterol lowering therapy, AND 

• Emphasize lifestyle modification, AND 

• Consider nutrition consultation, AND 

• Consider endocrine consultation 
 

Question 3: 
 
Is a new statin or a 

change in statin 
dose being 
ordered? 

NO  -- 

YES 

• Consider obtaining baseline fasting lipid panel and liver 
enzyme panel, AND 

• Ensure follow-up with PACT pharmacist in 
approximately 8-12 weeks 
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HYPERLIPIDEMIA INFORMATION 

Guideline Recommendations for Statin Therapy after a TIA: The AHA/ASA Guidelines for the Prevention of Stroke in Patients with 

Stroke and Transient Ischemic Attack1 recommends statin therapy with intensive lipid-lowering effects for patients with ischemic stroke and 

TIA of presumed atherosclerotic origin and an LDL level ≥100 mg/dl. The 2013 ACC/AHA Guideline on the Treatment of Blood Cholesterol 

to Reduce Atherosclerotic Cardiovascular Risk in Adults8 recommends statin therapy for patients with clinical ASCVD (acute coronary 

syndrome, MI, stable or unstable angina, coronary or other arterial revascularization, stroke, TIA, or peripheral arterial disease of 

atherosclerotic origin). 

*Statin Intolerance: For patients with statin-associated muscle symptoms, document the specific symptoms and their history, including 

muscle groups affected and whether symptoms resolved with discontinuation of the statin. Look for recent medication changes or recent 

increase in physical activity that may have precipitated the symptoms. Statins should be held for at least 4 weeks before trying a new 

statin. Patients with statin-associated muscle symptoms should be educated on the benefits of statins. One definition of statin associated 

muscle symptoms is consistent symptoms on at least 3 different statins.9 Patients who do not tolerate 3 statins may be referred to the 

Endocrine Service. 

Statin-intensity categories: The 2013 ACC/AHA Guideline on the Treatment of Blood Cholesterol to Reduce Atherosclerotic 

Cardiovascular Risk in Adults8 

describes the evidence for 

classification of statin intensity 

“high-intensity statin therapy on 

average lowers LDL-C by 

approximately ≥50%, moderate-

intensity statin therapy on 

average lowers LDL-C by 

approximately 30% to <50%, and 

lower-intensity statin therapy 

lowers LDL-C by <30%.” The 

table is taken directly from the 

guideline document.8 

Clinical uncertainty exists for the rare patients with an isolated cardioembolic event with no other indication for statin therapy and with a 

low LDL. Clinical uncertainty also exists for patients with a history of intracranial hemorrhage because of higher risk of hemorrhagic stroke 

with statin therapy.1
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ANTITHROMBOTIC THERAPY: 

(ANTI-PLATELET OR ANTICOAGULANT AGENT) 

 

  

ASSESSMENT SITUATIONS POSSIBLE ACTIONS 

Question 1:  
 
Is patient on antiplatelet agent? 

YES 

Continue antiplatelet agent 
Clinical decision making required regarding: 

• Aspirin dosing* 
• 90-days of dual anti-platelet therapy for patients with recent stroke or TIA* in 

which case the stop date for the dual therapy should be documented  

• Management of patients on concomitant clopidogrel and PPI  

NO Go to Question 2 
 

Question 2: 
 
Is patient on an anticoagulant? 

YES 
Clinical decision making required regarding risks/benefits of anti-platelet therapy in 
addition to anticoagulant therapy for patients after acute coronary syndrome or stent 
placement§ 

NO 

• Begin anti-platelet agent as soon as possible after presentation for index TIA 
• For patients who are being started on anticoagulant therapy, please see page 

12 for a discussion of anticoagulation therapy and see below§ regarding clinical 
decision making for special circumstances relevant to dual antiplatelet and 
anticoagulant therapy 

 

Excluded Populations: 
 
• Comfort measures only  
• Patients with IV OR IA thrombolytic (t-PA) therapy require special consideration for their anticoagulant and antiplatelet 

management 
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ANTITHROMBOTIC (ANTIPLATELET OR ANTICOAGULANT) MEDICATION INFORMATION 

 

*Aspirin dosing: The  AHA/ASA Guidelines for the Prevention of Stroke in Patients with Stroke and Transient Ischemic Attack1 
recommends the following:  

• Aspirin (50-325 mg/d) monotherapy or the combination of aspirin 25 mg and extended-release dipyridamole 200 mg twice a day 
is indicated as initial therapy after TIA or ischemic stroke for prevention of future stroke; 

• Clopidogrel 75 mg/day is a reasonable option for secondary prevention of stroke in place of aspirin or combination 
aspirin/dipyridamole (including for patients who are allergic to aspirin); 

• For patients with a stroke or TIA caused by 50% to 99% stenosis of a major intracranial artery: aspirin 325 mg/day;  

• For patients with a stroke or TIA within the prior 30 days, the addition of clopidogrel 75 mg/d to aspirin with initiation within 24 
hours of symptom onset and continuation for 90 days might be considered. The combination of aspirin and clopidogrel, when 
initiated days to years after a minor stroke or TIA and continued for 2 to 3 years, increases the risk of hemorrhage relative to 
either agent alone and is not recommended for routine long-term secondary prevention after ischemic stroke or TIA. 

Changing anti-platelet agents:  It is a common practice to change the antiplatelet agent for patients who have a TIA or stroke while 
taking a given anti-platelet medication.  The  AHA/ASA Guidelines for the Prevention of Stroke in Patients with Stroke and Transient 
Ischemic Attack1 states that “Although alternative antiplatelet agents are often considered, no single agent or combination has been 
adequately studied in patients who have had an event while receiving aspirin.” 

§Anti-platelet agents in combination with Anticoagulation medications:  The  AHA/ASA Guidelines for the Prevention of Stroke 
in Patients with Stroke and Transient Ischemic Attack1 states that for patients with ischemic stroke or TIA, atrial fibrillation and 
coronary artery disease, the usefulness of adding antiplatelet therapy to vitamin K antagonist therapy is uncertain for purposes of 
reducing the risk of ischemic cardiovascular and cerebrovascular events.  Unstable angina and coronary artery stenting represent 
special circumstances in which management may warrant combination therapy. 

This process of care is one of the Joint Commission Stroke Measures details of which can be found here: 
https://manual.jointcommission.org/releases/TJC2016A/DataElem0191.html  Medications which are considered antithrombotic for the purpose of the Joint 
Commission quality metric are included in the table below. https://manual.jointcommission.org/releases/TJC2016A/AppendixCTJC.html 

Abciximab Aspirin Certoparin Dabigatran Edoxaban Hirudin Reviparin Tinzaparin 

Apixaban Bemiparin Clopidogrel Dalteparin Enoxaparin Nadroparin Rivaroxaban Tirofiban 

Argatroban Bivalirudin Coumadin Dipyridamole Eptifibatide Parnaparin Ticlopidine Warfarin 
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ANTICOAGULATION FOR ATRIAL FIBRILLATION 

ASSESSMENT SITUATIONS POSSIBLE ACTIONS 

Does the patient have atrial 

fibrillation or atrial flutter? 

NO 
Consideration for screening for these conditions with 

telemetry, Holter monitor, or cardiac event monitor 
where the preference is for a 30-day monitor 

YES 

On anticoagulant therapy  
Monitoring per facility protocol with an INR target goal of 

2.5 (range 2.0-3.0) for patients on warfarin 

Not on anticoagulant 
therapy 

Assess risk benefit ratio (consider using the CHA2DS2-
VASc and HASBLED tools provided below) and if 
clinically indicated, begin anticoagulation with 
monitoring per facility practice with a goal of being 
prescribed anticoagulation therapy by the time of 
hospital discharge for patients who were admitted  

If patient has contraindication to anticoagulant therapy, 
please ensure that this is documented in the medical 
record 
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ANTICOAGULATION FOR ATRIAL FIBRILLATION INFORMATION 

Evidence Supporting Anticoagulation for Patients with Atrial Fibrillation: In the United States, atrial fibrillation may be 

responsible for more than 70,000 ischemic stroke events each year (constituting 10-15% of all ischemic strokes).1  The risk of stroke 

among patients with atrial fibrillation can be assessed using the CHA2DS2-VASc prediction system however,10 both CHADS2 and 

CHA2DS2-VASc are thought to underestimate the stroke risk for patients with a recent stroke or TIA which is estimated at 7-10% per 

year.1  Meta-analysis of warfarin therapy trials demonstrated a consistent and very large primary stroke risk reduction of 68% (95%CI 

50-79%). The European Atrial Fibrillation Trial demonstrated the efficacy of warfarin for secondary vascular event prevention. The 

Guidelines for the Management of Atrial Fibrillation11 describe the elevated risk of death, stroke, hospitalizations and cognitive 

dysfunction among patients with atrial fibrillation and emphasize that the risk of stroke is equivalent among patients with paroxysmal 

versus persistent atrial fibrillation. The Guidelines for the Management of Atrial Fibrillation11 state that given that “patients aged >75 
years with atrial fibrillation have an individual yearly risk of thromboembolism >4%, a level above which prescription of a vitamin K 

antagonist is preferred unless there is too high a bleeding risk. Of the individual components of the CHADS2 score, age ≥75 years 

carries a worse prognosis for stroke and mortality, over hypertension, diabetes, or heart failure.”  These guidelines recommend using 
a HAS-BLED12 score of 0-2 to identify patients at “low risk of bleeding.”11  Although the risk of injurious falls is often cited as a reason 

for withholding anticoagulation therapy, in general, the risk of recurrent cerebrovascular event is higher than the risk of falls among 

elderly patients with a history of stroke or TIA. 
 

Screening for Atrial Fibrillation among Patients with Cryptogenic Stroke:  Randomized controlled trials have demonstrated the 

diagnostic benefit of using a 30-day event monitor as opposed to shorter term monitoring with either telemetry or ECG for the 

detection of clinically meaningful atrial fibrillation among patients with a recent ischemic stroke.13,14 For example, the EMBRACE trial 

demonstrated that a 30-day monitor increased the detection of atrial fibrillation five-fold and doubled the rate of anticoagulation.15 
 

This process of care is a Joint Commission Stroke measure, details of which can be found here: 

https://manual.jointcommission.org/releases/TJC2016A/DataElem0191.html  Medications which are considered anticoagulant for the 

purpose of the Joint Commission quality metric are included in the table below. 

https://manual.jointcommission.org/releases/TJC2016A/AppendixCTJC.html  Note: heparin flushes, SQ heparin and heparin-locks do 

not constitute anticoagulant therapy. 

Acova  Coumadin Edoxaban Fragmin  Jantoven Refludan 

Apixaban  Dabigatran Enoxaparin Heparin I.V.  Lepirudin Rivaroxaban  

Argatroban  Dalteparin Fondaparinux Hirudin  Lovenox  Warfarin  
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DIABETES 

ASSESSMENT SITUATIONS POSSIBLE ACTIONS 

Question 1:  

 

Does the patient have a 

diagnosis of diabetes 

mellitus? 

NO 
Order HbA1c to screen for occult diabetes IF no HbA1c measurement 

is available from the prior 6 months 

YES Go to Question 2 

 

Question 2:  

 

Is there a HbA1c upon 

admission or from the 

prior 6 months? 

NO 
Order HbA1c and ensure PACT pharmacy follow-up within 2 weeks of 

discharge 

YES Go To Question 3 

 

Question 3: 

 

What was the most recent 

HbA1c? 

≥7.5% if age <70 or 
≥8% if age ≥70 years 

• Assess patient’s self-management practices (e.g., home glucose 
monitoring), AND 

• Document a patient-tailored HbA1c goal on the basis of age and co-
morbidities, AND 

• Consider medication intensification if above goal and ensure follow-
up with PACT pharmacist within 2 weeks of discharge 

Consider telehealth  

Assess for medication non-adherence 

Consider nutrition consult 

<7.5% if age <70 or 

<8% if age ≥70 years 
None 

 

Guideline Recommendations Regarding Diabetes after TIA: The AHA/ASA Guidelines for the Prevention of Stroke in Patients 

with Stroke and Transient Ischemic Attack1 recommends that all patients with TIA or ischemic stroke be screened for diabetes 

mellitus and that patients who have diabetes should American Diabetes Association (ADA) recommended glycemic management. 
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TOBACCO CESSATION 

 
ASSESSMENT SITUATIONS POSSIBLE ACTIONS 

Is the patient a cigarette smoker? 

NO -- 

YES 
• Strongly advise the patient to stop smoking  

• Offer nicotine replacement therapy 

• Offer tobacco cessation counselling   

Excluded Population: 

• Patients with comfort measures only documented on day of or day after hospital arrival  

 

 

Guideline Recommendations Regarding Smoking Cessation after TIA: The AHA/ASA Guidelines for the Primary Prevention of 

Stroke describes the robust evidence that cigarette smoking is an important independent risk factor for first ischemic stroke.16 The 

AHA/ASA Guidelines for the Prevention of Stroke in Patients with Stroke and Transient Ischemic Attack describes the data 

demonstrating that both smoking and environmental (“secondhand”) tobacco smoke exposure increases risk for recurrent stroke.1 

Joint Commission: The Joint Commission Stroke Measure Set includes documentation that the patient and caregiver received 

educational materials that address risk factors for stroke. This measure specifically includes tobacco smoking. Details about this 

quality measure are provided here: https://manual.jointcommission.org/releases/TJC2016A/DataElem0209.html  
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DVT PROPHYLAXIS 

IN-PATIENT ELEMENT OF CARE 

 
ASSESSMENT SITUATIONS POSSIBLE ACTIONS 

Is the patient receiving DVT 
prophylaxis? 

YES -- 

NO 

• Begin DVT prophylaxis 

• Assessments regarding medication-based prophylaxis versus 
mechanical approaches are based on patient characteristics however 
subcutaneous administration of anticoagulants is recommended for 
treatment of immobilized patients 

• If mechanical approaches (e.g., sequential compression devices) are 
being used, please ensure documentation that are in place 

• If the patient is not receiving DVT prophylaxis because they are 
ambulatory, then please ensure documentation that DVT prophylaxis 
is not required 

Excluded Populations: 

• Patients with comfort measures only documented on day of or day after hospital arrival  

• Patients admitted for elective carotid intervention  
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DVT PROPHYLAXIS INFORMATION 
 

Guideline Recommendations Regarding DVT and PE Prophylaxis: The AHA/ASA Guidelines for the Prevention of Stroke in Patients 

with Stroke and Transient Ischemic Attack describes the evidence that pulmonary embolism is a relatively common and preventable 

cause of death among patients with stroke, accounting for 10% of deaths after stroke.1  Although mechanical approaches are available, 

the highest level of recommendation (Class I, Level A) is made to provide subcutaneous administration of anticoagulants for treatment of 

immobilized patients to prevent DVT. 

This process of care is a Joint Commission Stroke measure, details of which can be found here: 
https://manual.jointcommission.org/releases/TJC2016A/MIF0126.html  To pass the Joint Commission measure documentation must include that the 
medication or mechanical device was administered to the patient (not just a plan that it will be given).   
Medications which are considered appropriate for venous thromboembolism prophylaxis for the purpose of the Joint Commission quality 
metric are included in the table below. https://manual.jointcommission.org/releases/TJC2016A/AppendixHTJC.html#A_42Table_2.1_VTE_Prophylaxis_Inclusion_Table_42 

Note: heparin flushes, SQ heparin and heparin-locks do not constitute DVT prophylaxis. 
 

VTE Prophylaxis Inclusion Table  

Category  Specific Elements  Category  Specific Elements  

Coumadin/Warfarin  
Coumadin  
Jantoven  
Warfarin  

Factor Xa Inhibitor  
Arixtra  
Fondaparinux sodium  

Oral Factor Xa Inhibitor  

Apixaban  
Edoxaban  
Eliquis  
Rivaroxaban  
Savaysa  
Xarelto  

Venous Foot Pump (VFP)  

AE pumps-foot only  
Foot pump  
Plantar venous plexus pump-foot only  
SCD boots-foot only  
Venous foot pump  

Low Dose Unfractionated 
Heparin (LDUH)  
- Include only Heparin given 
by the subcutaneous (SQ, 
Subcu, SC, SubQ) route  

Heparin Sodium  

Intermittent Pneumatic 
Compression Device (IPC)  

AE pumps (anti-embolic pumps)-calf/thigh  
DVT boots-calf/thigh  
EPC cuffs/ stockings-External pneumatic compression-
calf/thigh  
Intermittent pneumatic compression stockings  
Intermittent compression device  
Leg pumpers  
Pneumatic intermittent impulse compression device  
Rapid inflation asymmetrical compression (RIAC) devices  
Sequential compression device  
Sequential pneumatic hose  
Thrombus pumps-calf/thigh  

Low Molecular Weight 
Heparin (LMWH)  

Dalteparin  
Enoxaparin  
Fragmin  
Innohep  
Lovenox  
Tinzaparin  
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PACT-PHARMACIST DOCUMENTATION 

 

1. Begin your note as usual. 

2. Go to the Templates section: 

 

 

Within the Templates: go to the RESEARCH folder and then to the TIA DISCHARGE 

CHECKLIST. 
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3. Click on the BOTTOM button of the screen: 

 

4. If the patient is at goal for a given process of care, then this will be documented for you.  

No action is needed on your part.  For example, this patient has met the target blood 

pressure goal of <140/90 mm Hg. ****PLEASE NOTE: this template was developed in 

the pre-2017 period, when 140/90 mm Hg was the blood pressure target, this is currently 

in the process of being revised.*** 

 

 

5. If the patient is NOT at goal for a given process of care, then the tool will identify 

possible actions for your to take.  For example, this patient has not met the hypertension 

goal and so you are offered the ability to click on consults that might be appropriate. 
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6. At the end of the template, all of the orders will be generated from the 

boxes you have clicked.  These orders will be listed in a pop-up menu.  

Some of these orders may take you to other screens.  For example, the 

telehealth order will take you to the main telehealth consult screen.  

 

7. The text will be saved into your note when you have completed the 

orders.   
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