Guidance for PCTT
This guidance is set out in a way that matches the PCTT/Audit/Project option in your learning log in the eportfolio. The expectation is that you would complete at least two cycles of the PCTT in at least two domains in your first GP post, as an alternative to an audit or Project.
The Primary Care Trigger Tool was developed and tested by the NHS Institute with GP teams throughout England. The PCTT uses rapid structured casenote review to bring highly sensitive adverse event measurement within reach of every primary care team.  It can be undertaken in 4-5 minutes per patient.  A rapid first pass screen is performed by any member of the practice team, looking for the presence of ‘triggers’ – features in the notes known to indicate vulnerable patients, high risk care or high likelihood of adverse event.  Any patient with a trigger present in the past year is reviewed in more detail to determine if any adverse events or near miss occurred relating to the trigger. Those identified can then be reviewed as per SEA to determine cause and appropriate remedial action to be made.  Repeating the PCTT will hopefully show a reducing rate of events.
Which PCTT domains did you choose?

Describe the PCTT domains you chose and what you hoped to achieve using the PCTT. State the specific question(s) that you were hoping to answer.
What led to this subject being chosen?

Explain why you chose those PCTT domains and how this relates to your work in General Practice. Ensure you use the seven stage SEA analysis tool when discussing the findings at your SEA/critical events MDT meetings.
STEP ONE

Identify using the PCTT significant events for analysis and highlight these at a suitable forum e.g. dedicated SEA or team meetings.  

STEP TWO

Collect and collate as much factual information as possible for an event including written & electronic records, and the thoughts and opinions of those directly and indirectly involved in the event.  This may include patients or relatives or health care professionals based outside the practice.


STEP THREE

Convene a meeting to discuss and analyse the event(s) with all relevant members of the team.  The meeting should be conducted in an open, fair, honest and non-threatening atmosphere. 

 

STEP FOUR

Undertake a structured analysis of the significant events.  The focus of the meeting should be on establishing exactly what happened and why it happened, with the main emphasis being on learning from the event and changing behaviours, practices, or systems, where appropriate. If this is the case, the purpose of the analysis is to minimise or prevent the chances of the event recurring.

One method we suggest of analysing a significant event in a structured manner is by answering in-depth the following four questions: 

1. What happened? 

Gather all the facts relating to the significant event (including relevant dates, times, and people or organisations involved) from those directly and indirectly involved, so you can establish a clear and full picture of what happened.  It is important to also consider what the impact or potential impact was for the patient, the team and/or others.


You should gather as much of this information as possible before the event is discussed at the meeting. But time and staff availability are factors here, and it's not always immediately clear why an event happened, so you may need to tease this out at the meeting.

2. Why did it happen? 

At the meeting, establish all of the main and underlying reasons why the event occurred. Consider, for instance, the professionalism of the team, the lack of a practice system or a failing in an existing system, lack of knowledge or the complexity associated with the event. 

3. What have you learnt? 
Highlight any learning issues you and/or the practice experience.  You should be able to demonstrate that reflection and learning have taken place on an individual or team basis.  For example, it may be related to a training need or to personal learning issues concerned with therapeutics, disease management, or administrative procedures. It could also reflect a learning experience (good or bad) in dealing with patients, colleagues, or other organisations.

4. What have you changed? 

With many significant events, you will need to make a change to improve the provision of care or minimise the risk that a similar event will occur, or both. Consider, for instance, if an existing protocol needs to be updated or a new one developed, or if members of staff require additional training.  If so, you need to ensure that affirmative action is to be taken rather than simply discussing what changes you would like to see implemented or documenting a wish list of actions that have no real prospect of being carried out. A member of staff should be designated to lead on the change and report back on progress at future meetings.

  
On some occasions it may not be possible to implement change. For example, the likelihood of the event happening again may be very small, or change may be out of your control. If so, clearly document why you have not taken action.
STEP FIVE

Monitor progress of all actions that are agreed and implemented by the team.  For example, if the head receptionist agrees to design and introduce a new protocol for taking telephone messages then progress on this new practice development should be reported back as an agenda item at a future meeting.


STEP SIX

Write-up the event analysis once change has been agreed and implemented.  


STEP SEVEN

After implementation of the interventions and an appropriate time period to assess their impact (usually three months) repeat the PCTT process to see if the adverse event rate is reducing and to again explore reasons for the critical events and further remedial actions

What did you learn?

Describe the results of your study and relate them to your own development and to the practice you are working in.

What further learning needs did you identify?

Describe needs for learning and development that come out of the audit. These should be described in terms of knowledge, skills and feelings. The needs should be SMART (i.e. specific, measurable, achievable, realistic, timely). What you write in this section and the next should be transferable to your PDP

How and when will you address these?

The plans should be realistic and fit into your schedule; your response here should be clear not vague.
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