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Innovation Series 2007

Traditional efforts to detect adverse events have focused on voluntary reporting and tracking of
errors. However, public health researchers have established that only 10 to 20 percent of errors are
ever reported and, of those, 90 to 95 percent cause no harm to patients. Hospitals need a more
effective way to identify events that do cause harm to patients in order to quantify the degree and
severity of harm, and to select and test changes to reduce harm.
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The IHI Global Trigger Tool for Measuring Adverse Events provides an easy-to-use method for
accurately identifying adverse events (harm) and measuring the rate of adverse events over time.
Tracking adverse events over time is a useful way to tell if changes being made are improving the
safety of the care processes. The Trigger Tool methodology includes a retrospective review of a
random sample of patient records using “triggers” (or clues) to identify possible adverse events.
Many hospitals have used this tool to identify adverse events, to measure the level of harm from
each adverse event, and to identify areas for improvement in their organizations. It is important to
note, however, that the IHI Global Trigger Tool is not meant to identify every single adverse event
in a patient record. The recommended time limitation for review and the random selection of
records are designed to produce a sampling approach that is sufficient for the design of safety work
in the hospital.

1

Background: History

1974 1SudN1540 trigger 31 1TAUKT AE annLigseiden
1999 IHI shanldAunn ADE wazsanzenalug AE sudu 9

Conventional attempts to quantify adverse events have included voluntary incident reports,
retrospective or concurrent record reviews (sometimes supplemented by “bedside”
surveillance), and abstraction of events from observational databases. The concept of a
“trigger” (or clue) to identify adverse events in the medical record was introduced by Jick
in 1974. Classen refined and automated the approach by using electronic triggers with an
integrated hospital information system to identify patient records and review the same
records for adverse events. The use of triggers with manual record reviews was initially
developed by the Institute for Healthcare Improvement (IHI) in 1999 to identify only
adverse medication events; adaptation of the methodology for other areas of the hospital,
such as intensive care, followed. Recent publications describe the use and development of
the Trigger Tool. Subsequently, IHI developed the IHI Global Trigger Tool for Measuring
Adverse Events to identify adverse events, with some exclusions, throughout the hospital.
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Harm & Error
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The overall goal of improved safety in health care is to reduce patient injury or harm, which
underscores the importance of distinguishing between errors and harm. Although detection
and analysis of errors is important in understanding failure-prone aspects of health care
delivery systems and designing strategies to prevent and mitigate these failures, there is
special value in quantifying actual harm. Medical errors are failures in processes of care and,
while they have the potential to be harmful, numerous reports have shown they are often
not linked to the injury of the patient. Because events of harm are clear clinical outcomes,
they are particularly likely to engage both clinicians and administrators in a thorough

review of the system factors that led to the adverse event, with a clear focus on improving
patient outcomes. By concentrating on the events actually experienced by patients, a
hospital can begin to foster a culture of safety that shifts from individual blame for errors

to comprehensive system redesign that reduces patient suffering. To address the clear need
to quantify adverse patient outcomes, the IHI Global Trigger Tool focuses on the
identification of harm or injury to the patient.
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Adverse Event & Error
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Definition of Adverse Events

SHARAIY WHO NMHRUAAIINKN18299 ADE

Any effort to identify harm requires a clear definition of an adverse event. The World Health
Organization (WHO) Collaborating Centers for International Drug Monitoring defines an
adverse drug event as follows:

“Noxious and unintended and occurs at doses used in man for
prophylaxis, diagnosis, therapy, or modification of physiologic
functions.”

IHI 2818 ldRsaungamnauasIansatuanIsal lsifoUszaon
ALN82999NU medical care NIRNA

The IHI Global Trigger Tool includes these types of events, but goes beyond medications
to include any noxious or unintended event occurring in association with medical care.
In the IHI Global Trigger Tool, the definition used for harm is as follows:

Unintended physical injury resulting from or contributed to by
medical care that requires additional monitoring, treatment or
hospitalization, or that results in death.

19

WHO Patient Safety Glossary

Harm from
nature of
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Incident
& Harm
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without
Harm

(Near Miss)

Harm=physical or
functional impairment,
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death

'3 o
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An adverse event is an incident which results in harm to a patient. Harm
implies impairment of structure or function of the body and/or any deleterious
effect arising therefrom. Harm includes disease, injury, suffering, disability and
death and may thus be physical, social or psychological. A near miss is an
incident that did not cause harm (also known as a close call).

pAY)

WHO International Classification for Patient Safety (ICPS) 2007
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Commission versus Omission

IHI a1 AE fiiimanmisnseaindilsignaas laiwmanzaa wazlal
LU AE ﬁLﬁﬂmnmsami’un'ﬁnszﬁmwnﬁ@Ltaﬁmsazﬁ]u
Thai HA ABUARYN AE 919310 error of commission k&g error of

omission

The IHI Global Trigger Tool focuses on and includes only those adverse events related

to the active delivery of care (commission) and excludes, as much as possible, issues related
to substandard care (omission). While adverse events due to omission of evidence-based
treatments commonly occur and should be a focus in quality improvement efforts, they are
not the focus of measurement with the IHI Global Trigger Tool. For example, a patient not
appropriately treated for hypertension who subsequently experienced a stroke certainly has
had a medical catastrophe related to poor care, but would not be considered to have
suffered an adverse event using the IHI Global Trigger Tool definition because the event is
related to omission of evidence-based care. However, a patient to whom anticoagulants were
administered who subsequently suffered a stroke from an intra-cerebral bleed would be
considered to have suffered an adverse event with the IHI Global Trigger Tool because the
use of the anticoagulant (commission) caused the event.

22
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Preventability
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The IHI Global Trigger Tool includes all adverse events, whether preventable or not. There
should be no attempt by the reviewers to determine preventability unless it is done outside
of the IHI Global Trigger Tool. If an adverse event occurred it is, by definition, harm. One
could argue that today’s “unpreventable events” are only an innovation away from being
preventable. The IHI Global Trigger Tool is designed to be a method for measuring harm
over time. If the definition of included events constantly changed depending on what was
preventable, the measure over time would become meaningless.

23

Severity Ratings

IHI Uszgneild NCC MERP Index Tun1358yAI18guLL392a9 AE
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The IHI Global Trigger Tool adapts the National Coordinating Council for Medication
Error Reporting and Prevention (NCC MERP) Index for Categorizing Errors.

Although originally developed for categorizing medication errors, these definitions can be
easily applied to any type of error or adverse event.

The IHI Global Trigger Tool counts only adverse events: harm to the patient (as defined
above), whether or not the result of an error. Accordingly, the tool excludes the following
categories in the NCC MERP Index because these categories describe medication errors
that do not cause harm: A, B, C, D.

This tool includes categories E, F, G, H, and | of the NCC MERP Index because these
categories describe errors that do cause harm. (Note that NCC MERP’s “An error that
contributed to or resulted in...” has been deleted because this tool is designed to find
harm, whether or not it was the result of an error.)

24

1/30/2009

12



SLAUVDIDWAIY

o = a ) o a ° v A

anaINg (Harm) Lt EaE30] ﬂ']igfyLaﬂtﬂsaai’]ﬂﬁiaﬂ’]igmLaﬂﬂ']?‘n’]ﬁ%']ﬂ
' A A 2 & a < -~ [

?ladi’ldﬂ’ltlﬂiaﬁl@l‘l% “ﬁ\‘.la”ﬁ)Lﬂ%ﬂ'li‘giyLﬁﬂ‘ﬁ’)ﬂi’n‘nﬁaﬂ’l’limﬂ

SLAUAWAII18A1HN NCC MERP Index

o < o A @ ) 0o o o

E: suasezaasnalhadineslinmsindasnmw
> q'/ 1 U é v % ~ o v

F: owasezinsaegihediaasinw lulssnenuansarilinen
TsananuamIndin

G: awAEANIRBKLIY

H: Aa9Sun1stindasnE Nz I8ZIM

I: Aiededia

Category E: Temporary harm to the patient and required intervention

Category F: Temporary harm to the patient and required initial or prolonged hospitalization
Category G: Permanent patient harm

Category H: Intervention required to sustain life

Category I: Patient death
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IHI: The review team should consist of, at a minimum, three people:

each person brings unique expertise.

questions the record reviewers have aboutfindings in a specific record.

1) Two record reviewers who have clinical backgrounds and knowledge about the contents and layout of the
hospital’s record, as well as about how care is generally provided in the hospital. Hospitals using the IHI Global
Trigger Tool have typically used nurses, pharmacists, and respiratory therapists on their review teams.
Experienced nurses have been the bestreviewers, but other combinations of team members can be used since

2) A physician who does not review the records, but authenticates the consensus of the two record reviewers. The
physician authenticates the findings of the adverse events and the rating of severity, and provides answers to
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The IHI Global Trigger Tool is designed for use with a sampling methodology that utilizes small samples over time. The
recommendation is to sample 10 patient records from the entire population of discharged patients every two weeks and
generating two data points each month. Plotting this data on control charts will give you useful information about trends
and special causes of variation in harm in your organization. (Note that hospitals should use the IHI Global Trigger Tool as
one part of a learning system that includes other component measures, such as voluntarily reported errors, surgical site
infections, and other outcome measures.)

Because readmission within 30 days is a trigger, select records of patients who were discharged more than 30 days prior
to the review date so that readmissions can be checked for the sample.

The selection criteria are:

« Closed and completed record (discharge summary and all coding is finished);

« Length of stay at least 24 hours and formally admitted to the hospital; and

« Patient age 18 years or older.

Because the review is based on sampling to discover adverse events, it is critical to use a truly random process for
selecting the records. If a record selected for review is not available, select the next record in the random list.

If possible, records of hospital visits before and after the index record (i.e., the record selected for review) should be made
available. The team can consult these to determine cause for admission or readmission. An IHI Global Trigger Tool review
should not be done on these records; use them only to investigate the trigger associated with readmission.
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COPD Exacerbation

Recommendation | Current/Actual Desired | Action Plan |
Practice

Practice

Assessment of severity
& investigation

Indication for (ICU) admission

Acute management

Invasive mechanical ventilation

Discharge & follow up
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