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Global Trigger Tool (GTT)

• Developed by the Institute of Healthcare 
Improvement (IHI) in 2003 to “measure the 
overall level of harm (adverse events) in a 
health care organisation”.

• Based on prior work by David Classen and the 
Harvard Medical Practice Study methodology for 
retrospective chart review.

• GTT originally intended for local hospital use (ie
20 chart reviews per month) but now used in 
wider applications and specialist versions.

Classen et al (2011), IHI



GTT process
• Sample 20 closed medical records (MR) per 

month (or 10 per 2 weeks)
• 2 reviewers review MRs independently initially 

for presence of triggers; then if positive triggers, 
for adverse events (AEs)

• 20 minute time limit set
• 2 reviewers then compare results
• Third reviewer verifies AEs
• Results recorded via a run chart over time; by 

harm; by incident type

Classen et al (2011), IHI



Aims

• Review the variations in methodologies used

• Review the results of the studies



Methodology

• Systematic review and narrative synthesis 

• MEDLINE, EMBASE and CINAHL 

• Up to December 2014

• Studies which used the GTT to collect data 
manually

• 48 studies found



Specialties where it is being used
Specialty n

General inpatients 16

Paediatric 7  

General Practice^ 4 

General Surgical 4 

Cancer 3 

Intensive Care Unit (ICU)* 3 

Paediatric Intensive Care Unit (PICU) 3 

Geriatric¥ 2 

General Medical 1 

General inpatient Death 1 

Paediatric Surgical 1 

Neonatal Intensive Care Unit (NICU) 1 

Orthopaedic 1 

Paediatric Rehabilitation 1 

Total 48 



Countries where studies were undertaken

Country n

USA 18

Sweden 4

England 3

Netherlands 3

Canada 3

Denmark 3

Belgium 2

Australia 2

Korea 1

Norway 1

Scotland 1

Thailand 1

Palestine 1

Finland 1

Total 48

New Zealand 2

Spain 2

Country n



Number of hospitals included

No. of Hospitals n

1 24

2 – 5 8

6 – 10 3

11 – 15 5

>15 4

Total 44



Reasons for undertaking the study

Reason for undertaking the study N %

Measuring AE rates 26 54

Assessing GTT utility 17 35

Characterising AEs 15 31

Developing GTT specialty versions 12 25

Comparing the GTT with other AE data sources 9 19



Methodology findings: Highly varied 
application in:

• Definitions
 1/3 studies described using the IHI definition
 1/4 studies included “omissions of care” 

• Use of reviewers – ¼ used 2 primary and 1 
verifying reviewers



Methodology findings: Highly varied 
application in:

• 58% of studies used a patient safety classification 
to describe what went wrong

• 56% of studies used a preventability scale

• 77% of studies used the NCC MERP as the scale of 
harm



Adverse Event results

• Preventability: 6/9 studies judged average 
preventability 50-63%

• Incident types: Infections, medications, and 
surgical/procedure AEs were consistently the top 
three types reported, comprising 73% of all AEs 
reported. Pressure ulcers were the next most 
frequently reported.  
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Rates of AE variation

• Five-fold difference in AE rates using the GTT 
in general inpatient studies 

• Three studies found similar or even greater 
variations between institutions within their 
studies



Why does the rate vary so much?
Methodological reasons for variations

Completeness of medical records (including between wards)

Documentation layout and structure

Performance of teams changes over time

Experienced teams (collecting 2-3 more AEs)

Use of external or internal teams

Differences in quality assurance activities (such as training, review 

procedures, and performing mock medical record reviews)

Inclusion criteria (such as greater than three days admission instead of the 

standard one day)

Definitional variations

AEs associated with omission of care

Use of different triggers

Differing interpretations by reviewers

Hindsight bias and between professions variation



GTT vs incident reporting

• Eight studies compared AEs detected by 
incident reporting and GTT 

• Incident reporting detects about 4% (range 2 –
8%) of those found in the GTT

• Best practice is to include all available data 
sources as each method captures different 
types of AEs



Discussion

• GTT – highly flexible and modifiable across 

multiple specialties

• Many variations in the methodology

• Use of the MCC MERP is the most stable 

part of its use



Omissions of care

• The GTT definition of an AE excludes 
“omissions of care”. 

• Problems with this approach are: 

 The level of detail in the medical record for 
making a judgement as to whether 
omission and commission were involved, 
and 

 the extent to which the outcome can be 
attributed to the “incident”. 



Omissions of care example

• The GTT frequently detects HAIs, but determining 
whether these are:

 Commissions (applying a wound dressing that 
is not sterile) or

 Omissions (not providing prophylactic 
antibiotics) 

may not be possible from medical records.  

• AEs associated with omissions are noted as an 
important source of learning for improvement 



Recording results via a run chart



Analysis of data using the GTT

• 20 records per month 
• Assuming an AE rate of 30%, six AEs would be detected 

per month
• Based on our findings, these will typically be two HAIs, 

two surgical AEs, one medication, and one “other”
• Gross over-simplification as hundreds of different types 

of sub-categories of these incidents have been 
described

• Is a broad heterogenous measure such as GTT AE rates 
useful to track results over time? 



GTT summary

• Highly flexible tool for use in many specialties
• Given method variability and threshold-sensitive 

nature of medical record review, results should not 
be compared / aggregated across studies 

• Care with considering it as a “measurement” tool 
• Good as another information source for what is 

going wrong
• Classifying incident types is essential to identify 

common risks and to point to remedial strategies
• Relatively resource intensive
• Use it occasionally not constantly 


