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Background: Although adverse event reporting has been widely adopted in the NHS, voluntary incident reporting to detect adverse events is a reactive and unreliable way to monitor harm and prioritize improvement efforts; research estimates suggest only around 20% of adverse events are actually reported. Safety critical industries employ proactive methods of looking for potential safety defects. The Institute for Healthcare Improvement and others have tested and taught use of a variety of so-called trigger tools eg for adverse medication events, neonatal intensive care events, and a global trigger tool for measuring all event categories in a hospital. The Trigger Tool methodology includes a retrospective review of a random sample of patient records using “triggers” (or clues) to identify possible adverse events. Only the ‘triggers’ are searched for allowing it to be a time-restricted and therefore repeatable activity to track trends. 
Problem: Approximately 30 to 35 percent of all admissions are found to have adverse events. As part of a kidney quality improvement project we sought to develop a kidneycare-sensitive tool to proactively assess potential harm in our department and identify areas to target for improvement.
Strategy for change: 2 consultants examined independently 10 sets of in-patient kidneycare mortality episodes in detail logging all adverse events and near misses. These data were then used in conjunction with relevant questions from previously published trigger tools to form a Kidneycare Trigger Tool. The tool was then refined by testing on a further 17 sets of patient episodes ending in mortality in order to establish baseline safety themes for the departments quality improvement efforts.
Effect of the Change: We established that previously published trigger tools would have ‘missed’ triggers and therefore potential adverse events that were themes in kidneycare for example around hyperkalaemia, respiratory decompensation, patient inter-hospital transfer issues. 
Conclusion: A Trigger Tool is not meant to identify every single adverse event in a record. The time-restriction on the review and random selection of records are designed to produce a sampling approach that is sufficient for the design of safety work in the hospital. Evaluation of these adverse events can be used to direct resource use for improvement work. Our Kidneycare Trigger Tool has highlighted key local safety themes that we are systematically addressing through quality improvement efforts. 
