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	TITLE

Data Collection Plan – Florida Hospital Global Trigger Tool (based on IHI Global Trigger Tool methodology) 

	Effective Date 

9-01-2008

	
	
	

	PURPOSE:

POLICY:
	To standardize the Florida Hospital data collection process based on the Institute for Healthcare Improvement (IHI) Global Trigger Tools (GTT) methodology (2007 ver).  All reference to Harm or Adverse Events are “IHI defined.”
The data collection process shall be completed twice monthly for each Florida Hospital campus

· “Florida Hospital Global Trigger Tool Worksheet” is a modification of the “IHI Global Trigger Tool Worksheet”.

·  “Florida Hospital Global Trigger Tool Adverse Event Review Summary Sheet” is a modification of the “IHI Global Trigger Tool Adverse Event Review Summary Sheet”.



	DATA SOURCES:


	TrendStar, I-Extend. 
 

	PROCEDURE:


	Follow IHI Global Trigger Tool (2007) White Paper methodology and Florida Hospital process


	Person
	Action - PREWORK

	Strategic Information
	1. Run TrendStar report monthly for each campus.  Report to be run assuring that patients were discharged at least 30 days or more (i.e. if reviewing in December, select patient records from those discharged in October. 

2. Stratify report to include only the following:

a) Closed and completed record (all coding is completed).

b) Length of stay (LOS) at least 24 hours and formally admitted to the hospital as an in-patient.

c) Patient age 18 years or older.

3. Conduct a randomized selection process. See Data Specialist SOP “Random Chart Selection – Global Trigger Tools” 4/19/2007 for Florida Hospital process. 

a) Number of patient records for each audit period :

1. Altamonte – 20

2. Apopka – 20

3. Celebration – 20

4. East Orlando – 20

5. Kissimmee – 20

6. Orlando – 20

b) Additional 2 extra records (total 22) added to original 20 in case discover a chart in sample does not meet criteria at time of review.

4. Verify patients on list meet inclusion criteria. 

5. Send list to System reviewer via e-mail.  

6. Delete the months file that is greater than thirty (30) days old.



	Person
	Action – CHART REVIEW

	Reviewer(s) 
	7. Verify that twenty (20) records from list meet criteria prior to review. 
8. Review all records independently using the Florida Hospital Global Trigger Tool Worksheet as indicated – a minimum of 2 Reviewers.
a) Cares – all records

b) Medication – all records

c) Surgical – as applicable

d) Intensive Care – as applicable (when reviewing a record for a patient who spent any part of the hospital stay in an Intensive Care Unit)
e) Perinatal – as applicable

f) Emergency Department – as applicable

9. Review to look for the presence of triggers (clues).  A maximum of twenty (20) minutes is allowed for each patient review, which includes the prior admission and/or the readmission record(s).  Refer to IHI Global Trigger Tool Guide to determine the presence of a positive trigger and adverse event.  An adverse event (Harm): “Unintended physical injury resulting from or contributed to by medical care that requires additional monitoring, treatment or hospitalization, or that results in death.”  (Institute for Healthcare Improvement, IHI Global Trigger Tool for Measuring Adverse Events, Innovation Series 2007, p 4).  Key portions of record found to be most useful when reviewed in the following order:

a) Discharge codes (particularly infections, complications, or certain diagnoses); E-codes, which are used to note the presence of certain events and complications 
b) Clinical Resume (look for the specifics of assessment and treatment during the hospital stay 
c) Medications ordered from Physician Orders and the MAR  
d) Laboratory results 
e) Operative record 
f) Nursing notes 
g) Physician Progress Notes 
h) If time permits, any other areas of the record (i.e. History & Physical, Consult notes, or Emergency Department notes) 
10. Review relevant portions of the record when a positive trigger is identified. 
a) Documentation that the patient experienced harm from medical care should be present for an adverse event.

b) An adverse event discovered without a trigger should be included when recording findings.
· Triggers identify events that may be a result of harm, however a trigger does not imply harm and/or adverse event occurred. 
· When a trigger is found it is a prompt for the reviewer to research the cause of the trigger and whether harm resulted.. 

· A trigger may be found in the chart without evidence (documentation) of an adverse event/harm to the patient; it would be considered “no harm” and is not categorized.

· More than one trigger may be found in the documentation. Each one should be notated on the worksheet. When harm is associated with the trigger(s), each trigger with harm is to be categorized separately unless the triggers are interrelated for the specified harm.
11. Record information on findings while reviewing chart.
a) Place check in column of Florida Hospital Global Trigger Tool.
b) If adverse event identified note description and Category of Harm E through I adapted from the National Coordinating Council for Medication Error Reporting and Prevention (NCC – MERP) Index in appropriate column of Florida Hospital Global Trigger Tool. 
c) Write summary of case with additional information/notes or questions on back of worksheet for further discussion. 
12. Arrive at consensus after independent chart reviews.
13. Record findings on Florida Hospital Global Trigger Tool IHI Adverse Event Review Summary Sheet that is available to Reviewers during discussion with Physician Authenticator/Arbitrator. 

14. Record “Outside” Category if adverse event occurred prior to admission and related to medical care.

15. Record “ Readmission” if related to adverse event



	Physician Authenticator/Arbitrator
	16. Meet with Reviewers. 

a) Review the consensus report.
1. Summary Sheet, Individual Worksheets, notes and patient record(s) available for reference and clarification.
b) Authenticate the consensus of the two nurse reviewers on harm events and reach a final agreement on type, number and severity of events.
c) Adjust number of adverse events NCC-MERP harm categories if needed.
1. Category E: Temporary harm to the patient and required intervention

2. Category F: Temporary harm to the patient and required initial or prolonged hospitalization

3. Category G: Permanent patient harm

4. Category H: Intervention required to sustain life

5. Category I:   Patient death

	Person
	Action – DATA ENTRY

	Reviewer(s)
	17. Enter data in database.  
18. Notify System Patient Safety Officer of potential Sentinel Events identified during reviews/discussions.

19. Shred all GTT worksheets, Review Summary Sheets and notes related to chart reviews (IHI defined harm is a system level metric that does not require patient or provider identification).


	Person
	Action – Clinical Decision Support

	MIS Analyst
	20. Create Trend Charts – Refer to Key Performance Indicator (KPI) documents for complete description.
a) Adverse events/1000patient days 

b) Adverse events/100 admissions 
c) Percent of admissions with an adverse event 

21. Create other charts, grids, dashboards, etc as requested.
22. Lock down database within 30 days 
23. Save trend charts, dashboards, etc on the Patient Safety Drive in appropriate folder.


	Person
	Action – DATA REPORTING

	Clinical Decision Support Analyst
	24. Analyze data and trends and review all reports.
25. Make recommendations as indicated.

26. Submit data, trend charts and recommendations via e-mail to System Patient Safety Officer


	System Patient Safety Officer
	27. Integrate into System safety report and present to Sr. Patient Care Officer, Chief Operating Officer, Chief Medical Officer, and Senior Medical Leader.



	Campus Patient Safety Officer
	28.  Integrate into Campus safety report and present to Campus Administrator, Chief    Nursing Officer and Division Medical Leader.
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