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Summary
Background While national guidelines recommend Venous Thromboembolism (VTE) risk assessment in cancer
outpatients and consideration of pharmacologic prophylaxis in high-risk patients, prophylaxis rates are low in
community oncology practices. A successful model for guideline implementation (the Vermont Model, VM) is
validated in an academic tertiary oncology setting. We undertook an implementation study to determine the
success of this model in a multi-site community oncology practice. The study objectives were to: 1) adapt the VM
to the community practice setting; 2) implement the adapted VM into practice; and 3) evaluate clinical and
implementation outcomes.

Methods The study was carried out in three phases: (1) Pre-implementation, a multidisciplinary team addressed the
need to adapt the VM to the local context including electronic medical record (EMR) optimisation and clinician
education; (2) implementation of the strategies adapted to the local context, informed by VM and adapted based
on stakeholder feedback; (3) prospective evaluation of clinical and implementation outcomes at six months after
implementation.

Findings Following creation of a comprehensive initiation roadmap for the adaptation of VM program to the community
practice, 302 cancer outpatients initiating new treatment met inclusion criteria over a 6 month implementation period.
VTE risk education was provided to 100% of patients, and 98% (296) of patients received a VTE risk assessment. Of 52
patients (18%) who scored as high risk based on a modified Khorana (Protecht) score, 14 (27%) initiated prophylaxis.
Barriers to program adaptation included EMR optimization challenges and practice-level responsibility assignment,
time constraints, concern about potential drug interactions, and financial & insurance issues.

Interpretation Implementation of a multidisciplinary VTE prevention model in the community-based oncology
setting successfully increased VTE education and risk assessment rates. AC prophylaxis rates were modestly
increased, highlighting the need to understand and address barriers to anticoagulant prophylaxis prescribing in
this setting.
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Introduction
Venous thromboembolism (VTE) is a major cause of
morbidity and mortality, especially in certain high-risk
cancer populations. It is estimated that 5–20% of can-
cer patients develop a VTE, and this risk can be miti-
gated by using prophylactic anticoagulation.1 Several
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professional organisations have issued recommenda-
tions for consideration of prophylactic anticoagulant
(AC) use in cancer patients at high risk of VTE.1–5

Recently, both oral apixaban and rivaroxaban have
been studied in cancer patients at high risk of VTE and
found to be safe and effective in reducing VTE rates.6,7
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Research in context

Evidence before this study
Venous thromboembolism (VTE) is a major cause of
morbidity and mortality in high-risk cancer populations, and
this risk can be mitigated by using prophylactic
anticoagulation. Despite multiple guideline
recommendations, compliance with anticoagulant (AC)
prophylaxis is poor. One successful guideline implementation
model is available and focuses on the academic practice
environment but it was not known if there were successful
guideline implementation models published for the
community practice setting where most cancer patients
receive treatment in the Unites States.
PubMed and MEDLINE were searched through March 1, 2020
for all studies utilizing the following search terms: venous
thromboembolism, prophylaxis, guideline implementation,
outpatient cancer treatment, and community practice. At the
time, there were no publications meeting these criteria except
for a retrospective, single-center cohort study of patients with
pancreatic and gastric cancers examining rates of prophylactic
anticoagulation prescription for eligible patients at high risk
of VTE based on a validated risk score. Of 437 eligible
patients, 41% were high risk, and none had an
anticoagulation prescription for prophylaxis without an
alternate treatment indication. The study also included a
survey of oncology clinicians at the same institution regarding
practice patterns and knowledge with respect to VTE risk
assessment and primary thromboprophylaxis. Of 34
participating clinicians, two thirds were unfamiliar with the
risk score or guideline recommendations, and 90% reported
never or rarely employing VTE risk assessment. This search
was updated prior to manuscript preparation, revealing a
published online survey delivered to medical oncologists

which reported three risk factors as strong considerations for
initiating prophylaxis including prior VTE history,
immobilisation and cancer type. The authors concluded that
while respondents were aware of the VTE risk of cancer
patients, awareness of current guideline recommendations
was lacking. There are no published models for
implementation of a thromboprophylaxis program in the
community oncology practice setting. In sum, published
evidence found a lack of guideline adherence across academic
and community oncology practices.

Added value of this study
This cohort study is the first prospective guideline
implementation study in a large multisite community
oncology practice. This study captured key adherence and
quality outcomes as well as barriers to implementation.
Implementation successfully increased VTE education and VTE
risk assessment rates, however, the AC prophylaxis rates
remained modest with multiple clinician, patient, and health
system barriers requiring attention to successfully prescribe
anticoagulant prophylaxis in this setting.

Implications of all the available evidence
This study is the first to provide evidence-based guidance on
guideline implementation in the community oncology setting
to close the gap between societal recommendations and
clinical practice. Barriers to successful outpatient
thromboprophylaxis in high-risk cancer patient populations
are emphasized. Future research will be needed to further
validate this model and address barriers improve AC rates in
diverse community oncology practices.
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While there are multiple guidelines on who should
receive AC, including the use of the validated Khorana
score,8 there have been hurdles in implementing the use
of AC prophylaxis in clinical practice.9 Based on a large
cohort study at the University of Vermont, a thrombo-
prophylaxis program (The Vermont Model) was created
to increase the rate of prophylactic AC use in high VTE
risk cancer patients through education of all patients,
identification of high-risk individuals, and multi-
disciplinary involvement of stakeholders including
haematologists, advanced-practice professionals, nurses,
and pharmacists.10 Key successes of the VM were the
significant increase in outpatient VTE education to 95%,
and 94% of high-risk individuals receiving VTE pro-
phylaxis (Table 1). Other organisations have developed
similar programs in both Canada and Turkey.11–13

The goal of this study is to implement and evaluate
the VM in a new setting, namely, a community oncology
practice setting, at which no formal VTE prevention
program was previously in place. Specific aims include
1) adapt the VM to the community practice setting; 2)
implement the adapted VM into practice with evaluation
of implementation outcomes; 3) assess for barriers to
successful implementation.
Methods
Study design
This prospective cohort study was designed as a
research collaboration between the investigator team at
the University of Vermont and collaborators at New
England Cancer Specialists (NECS), a community
oncology practice comprising 13 physicians, 20 nurses,
2 pharmacists, and 14 nurse practitioners at four sepa-
rate sites in Southern Maine. Institutional Review Board
approval was obtained with consent waiver prior to
study initiation.

During a six-month pre-implementation phase,
stakeholders including physicians, pharmacists, and
advanced practice professionals from NECS met with
www.thelancet.com Vol 38 October, 2024
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Academic model (Vermont Model) Community oncology practice model

Clinical components Structure Key personnel Clinical components Structure Key
personnel

Assessment of
thrombosis & bleeding
risk

EMR-based risk
assessment tool

Nursing APP assessment of
thrombosis & bleeding
risk

EMR-based risk
assessment tool

APP

VTE education for all
patients

Templated VTE
education guide and
EMR documentation

Nursing VTE education for all
patients

Templated VTE
education guide and
EMR documentation

APP

Referral of patients at
high risk for VTE to
thrombosis specialist

Standardized electronic
referral process

Nursing Same or subsequent
day VTE Prevention
High Risk Visit

VTE Prevention High
Risk Note

APP

Pharmacy evaluation Formal Drug interaction
assessment

Pharmacist Not implemented Not implemented

Consultation with
thrombosis specialist:
decision regarding
prophylactic
anticoagulation start

Thrombosis Action Plan
template for patients
initiating prophylaxis

Hematologist,
Hematology APP or
Pharmacist Clinician

VTE Prevention High
Risk Visit: decision
regarding prophylactic
anticoagulation start

VTE Prevention High
Risk Note

APP

Ongoing monitoring for
VTE and bleeding

Follow-up clinical
encounters

Oncologist or APP Ongoing monitoring
for VTE and Bleeding

Follow up clinical
encounters

Oncologist or
APP

APP, Advanced Practice Professional; VTE, Venous thromboembolism; EMR, Electronic medical record.

Table 1: Comparison of the Vermont Model10 for guideline implementation to prevent cancer-associated venous thromboembolism in the ambulatory
setting with adapted community oncology practice model selected for NECS.

Articles
the VM investigator leadership team to adapt the VM to
the practice infrastructure already in place at NECS
sites. This large community oncology practice did not
have a formal AC prophylaxis program and practicing
clinicians confirmed that this was not standard practice.
An initiation roadmap for the application and integra-
tion of VM program at NECS was developed, which
included a detailed flow algorithm for clinician
Fig. 1: Process of introduction (pre-implementation) & implementation
AC, anticoagulant.
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education, how to perform VTE risk assessment, pro-
phylaxis evidence review for decision-making around
AC, and prescription where appropriate (Fig. 1). Oper-
ational elements were also addressed including esti-
mates of added workload, ownership of educational
elements, optimization of the EMR and note template
creation with discrete fields to capture the various pro-
cess elements. VTE prophylaxis clinical decision support
of Vermont Model at NECS. NECS, New England Cancer Specialists;
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was incorporated into the local EMR, including the
addition of VTE prevention patient education within the
standard Treatment Education Note, creation of a new
High-Risk VTE Note template, AC options, and an EMR
flowsheet to follow AC administration over time.

Modifications to the VM patient flow algorithm
specific to the setting included creating a document with
specific VM tasks and the persons or systems to address
them at NECS (Fig. 2). The roadmap also included
creation of additional resources needed to successfully
implement the program at NECS practice sites such as
clinician-facing educational materials, EMR elements
and training sessions. Table 1 contrasts the VM with
adapted NECS Community Oncology Model that we
developed during the pre-implementation phase.

The adapted implementation strategy was initiated
and prospective data was collected for six months. Data
was captured by chart review by the NECS clinical team
and entered into a secure database without identifiers,
Fig. 2: Detailed implementation flow algorithm for target NECS patie
points. AC, anticoagulant; VTE, venous thromboembolism; VM, Vermont
including patient age, sex, cancer type, individual com-
ponents of the Protecht score (see section 3 of methods),
bleeding events resulting in discontinuation of prophy-
laxis, need for an additional visit to complete education
and risk assessment, and documentation of rationale for
not initiating high-risk patients on AC. Implementation
outcomes (Outcomes & Analysis section below) were
captured directly from EMR review including modified
templates, or clinicians on site who cared for this cohort.

Target population
Patients eligible to initiate the adapted VM were those
with histologic confirmation of cancer requiring initia-
tion of cancer directed therapy, as determined by the
treating oncologist. Participants were included across all
NECS practice sites during a six-month study period.
Inclusion criteria were outpatients receiving initial sys-
temic therapy for all malignancy types including, but not
limited to lung, breast, head and neck, renal, pancreatic,
nt population. * modified Khorana (Protecht) score. ** Protecht ≥3
Model; NECS, New England Cancer Specialists.
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upper and lower GI, gynaecologic, lymphoma, and
urologic cancer. Exclusion criteria were those patients
with brain tumours, leukaemia, those receiving radia-
tion or hormonal therapy alone, those with a confirmed
diagnosis of VTE at the time of risk assessment, and
those who were receiving AC for another medical
reason (e.g., atrial fibrillation). Anti-platelet therapy was
allowed.

Risk assessment and AC management
Risk assessment was based on the Protecht score. The
Protecht score consists of a modification of the Khorana
score with addition 1 point for gemcitabine chemo-
therapy and platinum-based chemotherapy, respec-
tively.14 The Khorana score is a point-based risk score
used to estimate the risk of incident VTE in ambulatory
cancer patients. Points are attributed according to can-
cer type (stomach or pancreas [2 points], lung, lym-
phoma, gynaecologic, bladder, or testicular cancer [1
point]), platelet count ≥350 × 109/L (1 point), haemo-
globin level <10 g/dL or using erythrocyte growth factors
(1 point), leukocyte count >11 × 109/L (1 point), and
body mass index ≥35 kg/m2 (1 point). Laboratory values
were pretreatment values obtained prior to medical
cancer treatment. The high risk of VTE during treat-
ment was defined as ≥3 points.15

While the EMR was leveraged to capture requisite
risk assessment data elements as able, the blood count
elements ultimately had to be entered manually, and the
Protecht score had to be manually calculated at the point
of care during the Treatment Education Visit with the
APP as the local EMR wouldn’t support those functions.
The assessment tool providing guidance on score
calculation and risk stratification was embedded into the
Treatment Education Note template.

During Treatment Education Visits, which were tar-
geted to take place within an existing oncology
appointment, clinicians provided information to pa-
tients about preventing and recognising VTE. In addi-
tion to educational intervention and risk assessment,
Treatment Education Visits involved the identification
of patients at high risk for VTE (Protecht score ≥3). For
high-risk patients, educating providers were granted the
flexibility to provide AC education either during the
initial Treatment Education Visit, or preferably during a
separate VTE Prevention High-Risk visit appointment.
This preference for a separate VTE Prevention High-
Risk visit acknowledges the complexity for patients of
adding another medication with a narrow therapeutic
index to a medication list that also now includes cancer
directed and supportive care agents.

High-risk patients were offered prophylaxis with
prophylactic dose apixaban (2.5 mg po twice daily),
rivaroxaban (10 mg po daily), or low molecular weight
heparin (40 mg SC daily) per the VM and according to
national recommendations. Prophylaxis was recom-
mended for the duration of systemic therapy. A manual
www.thelancet.com Vol 38 October, 2024
chart of all prescriptions by one of the investigators (YR)
included capture of adherence as well as dosage verifi-
cation. Reasons for failure to initiate AC prophylaxis for
high-risk score patients including refusal were captured
based on manual chart review and aggregated. When
AC was stopped, the reason for discontinuation was
captured by manual chart review.

All risk scores were manually reviewed for accuracy
on a monthly basis during the implementation period.
These audits were not part of the screening process it-
self but served to address the fact that risk calculation
was subject to human error. Errors were classified based
on whether or not they led to inaccurate risk categori-
zation with confirmation if the error led to inappropriate
treatment.

Outcomes & Analysis
The primary outcome was VTE risk assessment per-
formed on eligible patients (adoption). Secondary out-
comes were: 1) patient VTE education rates, 2) AC
prophylaxis rates for high VTE risk patients (effective-
ness), 3) rates of AC discontinuation, 4) % of incorrect
scores (fidelity), (5) barriers to implementation.

We set a target threshold to consider the successful
implementation of the program at NECS, with target
thresholds of: 1) VTE education rates >60% of eligible
patients, 2) VTE risk assessments >60% of eligible pa-
tients, 3) VTE prophylaxis rates >25% in patients at high
risk of VTE. Capturing thrombosis and bleeding events
outside of those leading to AC discontinuation was
considered outside the aims and scope of this study.

Regular meetings of team members from both sites
were conducted as part of an iterative Plan-Do-Study-Act
process continued throughout the project including
aggregated dashboard metrics to inform the investigator
team in real time of implementation successes and
barriers. Post-implementation barriers were collected
based on manual chart review with clarification from the
treating clinician where necessary. They were group into
system, provider and patient level categories. The study
used descriptive statistics to analyse aggregated data.

Role of funding source
The Northern New England Clinical Oncology Society
had no role in study design, data collection, data anal-
ysis, interpretation, or writing of the report.
Results
The six-month pre-implementation phase was success-
ful with the development of a detailed flow algorithm
covering operational aspects of implementation
including clinician education, VTE risk assessment and
prophylaxis options, and EMR and workflow optimisa-
tion (Fig. 1, Table 1).

Over a six-month period from November 2020 to
May 2021, 765 consecutive patients initiating a new
5
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systemic therapy at NECS completed Treatment Edu-
cation Visits (Fig. 2). Fig. 3 is a flow diagram for the
educational intervention, risk assessment, identification
and prophylactic treatment of patients at high-risk for
VTE. Of those, 302 (39.5%) patients met VM enrolment
criteria. The mean age was 66 years and 154 (52%) were
males (Table 2). Of 463 excluded patients, 401 (87%)
were not receiving initial treatment and 62 (13%) initi-
ated hormonal therapy alone (Fig. 3). As would be ex-
pected in a community oncology practice setting, the
most prevalent malignancy types were non-small cell
lung cancer (57, 19%) and breast (47, 16%). The highest
VTE risk score contributors in this cohort included
presence of high-risk disease state and platinum or
gemcitabine based treatment (110, 37% each), and
elevated white blood cell and platelet counts (47, 16%
each).

Table 3 summarises the key outcomes. Adoption was
assessed based on the completion of risk assessments
which were documented in the EMR in 296 (98%) of
eligible patients. 52 patients (18%) were categorised as
high risk (Risk Score ≥ 3). Fidelity was assessed based
on the accuracy of the Protecht Score classification. 18%
of calculated scores did not match those calculated by
the study team. In only three (1%) and nine (3%) cases
did the risk score miscalculation lead to inaccurate high-
risk or lower risk (<3) categorizations, respectively. In
none of the three inaccurately calculated high-risk cases
Fig. 3: Flow diagram for a patient at NECS with respect to ed-
ucation, risk assessment, and anticoagulation prescription. NECS,
New England Cancer Specialists.
was AC inappropriately prescribed. Twenty patients
(38.5%) required an additional separate high-risk VTE
prevention clinic visit to address prophylaxis.

Of the 52 high-risk patients, 14 (27%) initiated AC
prophylaxis, including five pancreatic cancer, five
non-small cell lung cancer and four bladder cancer
patients. Average time from treatment start date to
initiation of AC prophylaxis was 5.2 days (0–20 days).
Rivaroxaban (10 mg daily) and apixaban (2.5 mg twice
daily) were prescribed for ten patients and four patients,
respectively. Five patients were reported as subsequently
discontinuing AC due to clinically relevant non-major
bleeding events for a total of nine patients on
continued AC at the time of study closure.

Barriers
Barriers to implementation were identified during both
pre-implementation and post-implementation. During
pre-implementation, the main barriers included
decision-making around who will provide the treatment
education and when, as well as limits to the adaptability
of the EMR with respect to automation of the risk
calculation. There was also confusion regarding which
cancers were considered high-risk (e.g., upper tract
versus bladder cancer, gastroesophageal junction cancer
versus gastric cancer), and expected duration of
prophylaxis.

Post-implementation system level barriers included
the requirement for ongoing EMR risk scoring tab
optimization, higher than anticipated miscalculation
rate in the VTE risk score identified by chart audit, and
financial considerations that arose (insurance denial,
expensive co-pays of AC).

Provider reasons for not starting AC for high-risk
patients included concern for concomitant medications
that increase risk of bleeding (e.g., aspirin/clopidogrel),
current bleeding or high risk of bleed, planned pro-
cedures, provider preference or discomfort with a new
supportive care paradigm, patient frailty or compliance
concern, and clinician time constraints. Common rea-
sons for patients not accepting prophylaxis included
being overwhelmed at the time of offer, insurance
denial or cost of medication, and personal preference.
Excluding those with reasonable to absolute contrain-
dications to AC (bleeding lesions or symptoms, concern
regarding compliance, high fall risk), 37 high-risk pa-
tients (71%) were candidates for prophylactic AC with
resulting AC prescription rate of 38% (14/37).
Discussion
In this study, we designed and implemented an
adapted VM into a community oncology practice
setting targeted to increase VTE prevention in-
terventions in oncology practice, consisting of VTE
risk-assessment for all patients starting systemic ther-
apy, and starting prophylactic AC for high-risk patients.
www.thelancet.com Vol 38 October, 2024
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All included
patients

High risk
patients
protecht
Score: 3+

Intermediate
risk patients
protecht
Score: 1-2

Low risk
patients
protecht
Score: 0

Total # of patients 302a 52 (18%) 164 (55%) 80 (27%)

Mean age (years) 66.3 65.8 67.7 63.9

Male sex (%) 154 (52%) 31 (60%) 91 (55%) 30 (38%)

Cancer type prevalence
(>5% of cohort)

• NSCLC: 57
• Breast: 47
• Non-Hodgkin

Lymphoma: 20
• Bladder: 19
• Pancreatic: 15
• Head and Neck:

15

• Pancreatic: 13
• NSCLC: 12
• Bladder: 9
• Gastric: 4
• Esophageal: 3

• NSCLC: 43
• Breast: 14
• NHL: 13
• Head and

Neck: 12
• CLL: 9
• Colorectal: 9

• Breast: 32
• Melanoma:

7
• Multiple

Myeloma: 5
• Colorectal: 5
• NHL: 4
• Prostate: 4

NSCLC, non-small cell lung cancer; CLL, chronic lymphocytic leukemia. aRisk subset numbers add up to 296
overall and 152 male sex, representing the number eligible patients who had completed risk assessments with
score calculations.

Table 2: Cohort demographics and risk assessment.

Assessed metric Number of events
N (%)

Total cohort VTE Education Rate (%) 765 (100)

VTE education rate (%) in eligible patients 302 (100)

VTE risk assessment (%) in eligible patients 296 (98)

i) Incorrect risk score 53 (17.9)

ii) Corrected scores leading to new high risk
patients

10 (3.4)

iii) Corrected scores removing high risk patients 3 (1.0)

iv) Corrected scores not changing risk category 40 (13.5)

High risk VTE prevention visit rate (% of eligible
high risk patients)

20/52 (38.5)

Initiated on anticoagulation (% of eligible
patients)

14/52 (26.9)

VTE, venous thromboembolism.

Table 3: Captured implementation metrics regarding education, risk
assessment, and prophylactic anticoagulation.

Articles
We successfully completed a comprehensive pre-
implementation planning phase. Following imple-
mentation, we saw successful 98% adoption of the
intervention to conduct VTE risk-assessment. 27% %
of high-risk patients were prescribed AC, and 17%
remained on AC at the end of the study period. When
accounting for patient exclusions from anticoagulation
due to provider identified contraindications, the
adjusted AC rate increased to 38%.

While multiple practice guidelines exist for the pre-
vention of VTE in the ambulatory cancer patient popu-
lation,16 driven by increased incidence and high cost of
VTE in this setting including decreased quality of life,
increased bleeding, and higher risk of early mortal-
ity,17,18 there is limited guidance on how best to imple-
ment these recommendations into practice.10 Adoption
of current guidelines to oncology practices remains
elusive with limited published evidence, and studies
reporting a large gap between recommendations and
academic practice.19–21 Even fewer data, if any, are
available for implementation into community-based
practice.

Our study demonstrated important barriers to uptake
in a different practice setting. First, risk assessment in
this study was challenging due to the inability to accu-
rately auto-populate all the requisite data elements for a
modified Khorana (Protecht) score into the local EMR,
resulting in an erroneous risk calculation rate
approaching one in five patients. Despite this, only a
small fraction of the calculation errors would have
impacted the decision-making around AC prophylaxis.
Future validated risk stratification tools will benefit from
simplicity to optimise accurate integration into practice.
Other barriers identified included financial consider-
ations, time constraints impacting productivity and
clinic flow, and provider hesitancy despite pre-
implementation training. We hypothesize that this
may have reflected a lack of knowledge of how to assess
or manage risk with concurrent anti-platelet agents and
lack of familiarity with DOAC options and dosing. The
challenge was further complicated by guideline idio-
syncrasies with respect to risk calculation and absence
of formal bleeding risk assessment guidance at the point
of care. Importantly, current guidelines do not
adequately address the duration of prophylaxis.9

Our approach was to adapt a successful academic
model for risk-assessment and prophylaxis in cancer
patients at high risk of VTE into a large community
oncology practice setting. We conducted the pre-
implementation phase to elicit necessary adaptations
to the community-based setting. However, despite
similar features of clinician education, outpatient iden-
tification of eligible patients for risk assessment, calcu-
lated risk-scores, and selection of a high-risk subset for
timely AC prophylaxis, our rates of AC prophylaxis
(27%) were far lower than the academic practice (94%).
A critical difference in the adaptation of VM to the
www.thelancet.com Vol 38 October, 2024
NECS community oncology practice setting was the
elimination of haematology consultation to address VTE
prophylaxis in high-risk patients. In the original study,
71% of patients identified as high-risk were referred for
a haematology consultation for prophylaxis assessment,
which resulted in much higher rates of prophylaxis.10

We hypothesise that many clinician barriers, such as
uncertainty in AC dosing or use of concurrent anti-
platelet medications, were overcome by the involvement
of a haematologist in the decision-making, a key
element to the VM that cannot be easily replicated in
non-academic settings. Additional challenges in the
NECS community implementation strategy compared
with the academic VM included a lack of prospective
pharmacy review for potential drug interactions and
challenges to the application of electronic data capture
elements across different EMR platforms (EPIC to
7
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Flatiron OncoEMR in this case). The NECS intervention
was primarily carried out by APP, but we are unable to
determine the effect of this versus an oncologist and
haematologist-driven VM.

Study limitations include a modest sample size of
high-risk patients despite the use of the modified
Khorana (Protecht) score which awards additional
points for the type of systemic therapy, use of prophy-
lactic anticoagulation prescription status in the chart as
a proxy for adherence, and unstructured assessment of
barriers based on chart review and direct communica-
tion with clinicians only in instances of nonadherence.
It was outside of the study scope to capture the duration
of prophylactic anticoagulation treatment and we did not
evaluate low-risk patients to ensure they were not
inappropriately prescribed anticoagulation.

In conclusion, despite significant strides in the
establishment of best practices around the identification
of ambulatory cancer patients at high-risk for VTE and
availability of safe AC options in the outpatient setting,
guideline implementation in practice remains chal-
lenging outside of large academic institutions with
thrombosis and bleeding expertise. Efforts will need to
focus on risk score simplification, increased guideline
clarity on the duration of prophylactic AC, incorporation
of medication-related bleeding risk assessment, devel-
opment of patient-focused decision-making resources,
and ultimately the development of dynamic risk scores
to address the growing number of patients living with
cancer as a chronic disease.
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