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CONTINUING EDUCATION ACTIVITY OUTLINE FORM

Title: Triage 2001: The Five Acuity System
Participant Behavioral Objectives:

1. Discriminate between three and five acuity category systems. 

2. Discuss two primary reasons to consider national standardization utilizing the five acuity system. 

3. Access current literature exploring standardized use of the five acuity system.

Prerequisite for course participants: None

Teaching Methods:  Lecture, Group Participation, Data projector

Content Outline:

Time Frame: 75 minutes

Faculty: Rebecca S. McNair

I. Acuity Categorization

a. Purpose and goals

b. Criteria for defining categories 

c. Three category versus four category versus five category – defined     
15 min
II. Primary reasons to consider national standardization using the five acuity system                                                  

                                                                                                                                 
  5 min
III. Operational Objectives







      
  5 min
IV. Fractile responses 


              



     
  5 min



V. Overview of the Canadian Triage Acuity Scale (CTAS) and the National Triage Scale of Australia

a. Literature review

b. Kyle Martin Coroner’s Inquest




 
   
 20 min
VI. Acuity Categorization Process

a. Changing Acuity Categories

b. Mistriage

c. Acuity Categorization Exercise

d. Implementation of complementary systems  



    
25 min



Triage 2001: The Five Acuity System

Transcript from Lecture given @ ENA Leadership 2001, Reno, NV – February 23
Why is the issue of Acuity Categorization important? The answer becomes apparent when we ask another question. Do we have a need to get the right person to the right level of care and make the right disposition at the right time? Or yet another question…Do we need to be able to draw upon national data to benchmark and appropriately staff our Emergency Departments?  

We must remember that Triage is a process not a place…….It’s an adventure not a job! Many smaller rural hospitals do not have the volume that mandates a Triage Desk per se, but must have in place a process that affords the patients the same level and quality of response as they present to the Emergency Department.

There is yet something else we ED nurses know about our workload and the needed resources…It’s NOT THE VOLUME, IT’S THE ACUITY!!!!!!!!
Our Goals for this discussion are to 1) Understand the criteria for assigning acuity categories, 2) Understand acuity category systems used presently internationally and throughout the United States, 3) Realize the benefits of using Five level triage acuity categorization, and  4) Examine why we should consider standardizing to a national acuity system

Because we staff our departments according to acuity and workload prediction, I would ask, do you think our charts and the acuities assigned accurately predict the true acuity of our patient and workload? Would a chart review present a good picture of what we do and how we should staff triage?  

The Focus in recent studies is on two things: 1) Accuracy of Triage ie: Acuity and Disposition 2) Triage as a means of reducing waiting times

When looking at most earlier studies regarding acuity categorization it is all too apparent that triage acuity assignment is almost always compared with RETROSPECTIVE analysis and categorization by medical staff rather that nursing staff, AND is not symptom led analysis, but diagnostic led and once again I repeat RETROSPECTIVE. NOT taking into consideration the critical thinking skills employed through ascertaining symptom driven chief complaints and considering worse case scenarios without benefit of diagnostic aids, i.e. cat scans, EKGs, ultrasounds. It is NOT the Acuity of the patient overall we are discussing, it is the TRIAGE ACUITY…, which aids in appropriate disposition and proper prioritization of treatment.

Some studies have been performed without having a real understanding of the whole picture of nurse led triage. Some studies use MD triage as the “Gold Standard” when comparing RN triage and computerized triage and MD triage, without ever specifying the reason OR the criteria for using MD triage as this standard.  Therefore traditional understandings AND studies of triage have been at best convoluted and at worst missing vital pieces of the picture. Better studies have been performed and articles written more recently such as the works by Gilboy, Travers and Wuerz published in the JEN this past year. 

As we consider developing a national five acuity system, we must be careful when comparing our triage systems with those in other countries, where Federal mandates and other factors are not considerations.  We must also examine the pitfalls and experiences other countries have had regarding standardizing triage acuity levels, and learn from those mistakes as well as their successes. 

Journal article after article concludes with the statement of the need for education regarding the functions of triage, and yet without ever having fully implemented this education, department after department is willing to throw out the concept of triage itself without having let it mature. 

“The findings of this research reveal that many triage nurses work in organizations that provide no specific triage education. Despite this result, many of the nurses who took part in the study reported frequent participation in a range of complex diagnostic, management and referral decisions.  These findings highlight the need for evaluation of existing practices and education programs.

Also,as census grew in Eds over the last few decades, we began to realize the dangers in having patient’s needs ascertained and evaluated by non-medical personnel such as registration clerks. The triage process is certainly the first assessment performed for the patient seeking care.  Whether the triager is aided by computer driven algorithms, protocols, or not, surely we can only conclude that this is an RN function. 

Systematic triage decision process
4 basic components

1)Across the room assessment

2)The triage history (subjective)

3)The triage physical assessment (objective)

4)The triage decision (acuity and disposition, plan, interventions)

 “Triage decisions are dependent on the knowledge and experiences of emergency nurses and are made after patient information is gathered and evaluated”
 

Therefore an across the board “60 second triage” for ALL patients,  as some Eds are trialing will be, in some cases, really no triage at all.  It is “guessing” acuity and making a disposition based on chief complaint and cursory assessment at best.  While this may be sufficient for the obviously very sick individual, and may be efficient when there are open beds and available care providers, these three components do not represent the typical ED patient/triage scenario overall. Mike Brennan, RN replys to the zero waiting room time concept in a recent JEN managers forum, reminding us that this may be accomplished at a high cost to the functioning of the department itself. Some MDs appear to like this concept, because it lets them see patients faster, but if nursing acuity and bed occupancy are both high, it would serve only to further stress an already stressed environment.  Some nurses working in this type of setup, report inappropriate dispositions and confusion. The bottom line is: IF a 60 second triage can be performed SAFELY, and an appropriate acuity and disposition can be assigned, and a bed and treatment area provider is available, then excellent, otherwise…

This brings us to another question. What criteria do YOU use when defining acuity categories? In our consulting travels across the country it seems many of us use criteria other than that which is agreed upon as acceptable by nursing standards. For example: How busy the ED is. How sick this patient is compared with another patient. What I personally think is an emergency, using my own tolerance to pain and clinical judgment as the standard by which I measure the acuity of my patients. However, ENA has given us a set of criteria, which I consider comprehensive.  

Criteria for Defining Acuity Categories

1) the degree to which the chief complaint is life threatening

2) the risk for short-term complications

3) the amount of patient or family suffering

4) the availability of treatment areas and providers

ENA also sets forth expectations regarding triage in their Standards of Care 

(pg. 213 “Making the Right Decision”)“A rapid, systematic collection of data relevant to each patient’s chief complaint, age, and social situation is conducted to obtain sufficient information to determine patient acuity and any immediate physical, psychosocial, or social needs.”
 

When we think about assigning acuity categories, we are very adept at te physical, but it seems almost all and psychosocial and social needs for the most part either fall by the wayside, are given lip service, or at least assigned lower acuities without much thought. The urge to MEDICALIZE everything is so LARGE.

Ruth Malone, RN has done excellent work in this area, and in my opinion is among the finest nurse researchers in our time, giving us much needed insight into this area. 

While discussing Managed Care strategies, based on certain invalid assumptions, she proves that “At least some of the heaviest utilizers of ED services do not visit the ED primarily to seek acute medical care or even primary medical care., but to seek safety, rest, shelter, comfort, showers, food, clothing, inclusion, and recognition: almshouse needs.

Second, it is not clear that the problems for which the Heavy User patients in this study sought care were always nonemergencies: they were, however, emergencies of a type given a lower priority by clinicians and therefore not legitimized by being treated immediately with technical medical intervention.  Lack of rest, food, and shelter, certainly constitute emergencies in a most basic sense; unaddressed “social” emergencies can and do have severe physiological sequelae and they also may foreshadow serious complications in persons with chronic illnesses, potentially undermining the preventative goals of managed care.”

So this brings us to consider what TOOLS do we use to determine whether or not the patient meets the criteria we set forth for assigning the acuity category…for after all, acuity categrization is ALL about Systematic Decision Making Skills. Therefore, any discussion regarding acuity categorization needs to be based on a thorough understanding of this process. 

Intuition as a tool in decision-making.

Intuition is defined as “The rapid synthesizing of expert knowledge.  Clinical educators state that reflection and decision-making requires practice before registered nurses can engage fully in the process of triaging patients in the ED.  It is essential to experience the process of triage decision making in order to develop an understanding of the clinical information attended to, the sequence in which the information is processed and the rules used to combine information leading to a decision on the triage category for each patient.”
 

 Critical Thinking  is an essential component of clinical decision-making.  Critical thinking in nursing involves rational linear problem solving using methods such as the nursing process.  This logic is integrated with reflective thinking, intuition and imaginative thought processes about nursing problems that defy a single solution.
 

Examining the various scales: Three VS Four VS Five

Three Acuity Scale
Emergent-Urgent-Nonurgent

Four Acuity Scale

Resuscitation-Emergent-Urgent-Nonurgent

Five Acuity Scale

Resuscitation-Emergency-Urgent-Semi-Urgent-Non-Urgent- (CTAS)

Life Threatening – Emergent – Urgent – Non-Urgent – Express (US Hospital)

Simple – Routine – Compromised – Serious – Critical (US Hospital)

Immediate – Very Urgent – Urgent – Standard – Non-Urgent (MTS)

1-2-3-4-5 (ATS) (NTS)

Canada's use of a five-tiered acuity scoring system:

1-Patients who need immediate attention (These are patients who have extremely serious injuries or illnesses and who might die if they are not treated immediately. i.e. cardiac arrest and multiple trauma)   RESUSCITATION

2-Patients who need very urgent treatment (These are patients with serious injuries or illnesses who might deteriorate or suffer long term problems if they do not receive very urgent treatment. i.e.: heart attack, severe bleeding, severe fractures, severe pain)   EMERGENT

3-Patients who need urgent treatment (These are pts who have severe, but not immediately life threatening injuries or illnesses and who need to be treated fairly urgently. i.e.: thigh or leg fractures, moderate asthma, moderate to severe pain)

URGENT

4-Patients who need the skills of our staff, but do not need urgent treatment (These are patients who do not deteriorate if they have to wait for treatment. i.e.: sprains and strains without neurovascular compromise, simple cuts and most ankle or arm fractures)   SEMI-URGENT

5-Patients who do not need our skills, and could possible seek attention from their own general practitioner i.e.: long term problems including second opinions, coughs and colds.   NON-URGENT

CTAS: 

CATEGORY

TIME TO NURSE ASSESSMENT

TIME TO PHYSICIAN ASSESSMENT


1-Resuscitation
Immediate




Immediate


2-Emergent

Immediate




15 minutes

3-Urgent

30 minutes




30 minutes

4-Semi-Urgent
60 minutes




60 minutes

5-Nonurgent

120 minutes




120 minutes


MTS: 

Uses “presentations” and “discriminators” in all cases to define the appropriate category. I.e.: presentation=shortness of breath, adult / wheeze

CATEGORY

DESRIPTION


TARGET TIME TO BE SEEN (MIN)



1- Immediate

patients in immediate need

of attention for preservation

of life






0

2- Very urgent
seriously ill or injured patients

whose lives are not in immediate

danger





10

3- Urgent

patients with serious problems

but apparently stable condition


60

4- Standard

Standard cases without 

immediate danger or distress


120

5- Non-urgent
Patients whose conditions are

not true accidents or 

emergencies





240   

ATS: 

CATEGORY




RESPONSE

1- Immediately life Threatening

Immediate

2- Imminently life threatening


or

     Important time critical treatment


or

     Very severe pain



10 minutes

3-Potentially life threatening


or

    Situational urgency


or

    Humane practice mandates 

    the relief of severe discomfort

     or distress within 30 min.

30 minutes

4-Potentially serious


or

    Situational urgency

    
or

    Significant complexity or severity


or

    Humane practice mandates 

    the relief of discomfort or distress 

     within 1 hour



60 minutes

5-Less Urgent


or

    Clinico-administrative problems
120 minutes

Primary Reasons to consider national standardization of the Five Acuity System

1. Attempts to more accurately define patient’s needs for timely care.

2. Allows Eds to evaluate their acuity level, resource needs and performance against certain operating “objectives.” (“The mix of patients in each triage and acuity level will be the finger print of that ED and is expected to be nearly identical to other hospitals of similar size and designation.”)
  

There is a dialogue out there that nurse triage is and yet should not be an “audit tool” that that is not it’s function.. Well, we know if we want some help with staffing, and benchmarking then we DO need to incorporate data gathering with any actions and documentation that we perform,  whenever it is possible. 

3.  Inability to attain the response objectives achieved elsewhere, becomes a bargaining point or lever for changes to the design, operation, or level of resources.

The variability in levels of education and training required for nurses who perform in the triage role stands out as one overriding factor when considering evaluating triage systems in our country.  Would we evaluate the efficacy of nurse involved advanced cardiac resuscitation without requiring certain nurses to have ACLS certification? Would we evaluate trauma nurse care without requiring TNCC> yet we evaluate triage without first instituting national standards for triage certification or education. 

4.  MOST of the problems associated with a consistent triage performance and outcomes are due to lack of education regarding same. 

“Although there are contrary findings, research has shown that a system of nurse triage can significantly reduce waiting times when performed effectively. Studies that have not shown this, …have been based on a narrow definition of nurse triage and have not included other factors important to an effective system, such as staffing and departmental layout. The whole system within which a triage nurse operates, is crucial to its success.”Keighley & Maycock 1992} 

There should be a combination of National standards and the nursing process (of which most physicians are not well informed, nor do they fully accept the validity of the nurse’s role)

“ED Triage acuity data can be used for quality assurance, resource planning, and research. “

5.  “Studies of triage acuity systems in the US have found poor agreement between triage nurses, whereas the different 5-level triage scales in Australia, Canada and the UK have been reported to have strong inter-rater reliability and validity.”
 

Gilboy, Travers goes on to say that “Whereas the primary goal of triage is to prioritize patients who need immediate care, triage acuity data are also available for many other purposes.  Critical pathways are being implemented in emergency departments to guide care for patients with particular symptoms, physical findings, and acuity levels. A chest pain critical pathway would be most useful if the acuity rating were reliable and valid.  For example, a chest pain pathway for a patient with an acuity level of 2 (high risk) might look very different from a chest  pain pathway for a patient with an acuity level 5 (non urgent).”   

Acuity data have been used for quality assurance , research, and public policy purposes.  The Australian acuity data are used to determine federal funding of emergency departments by providing an objective measure of case mix (the numbers/percent of high and low acuity patients).  Other research has proved that patient acuity  can accurately predict ED resource consumption and outcomes such as admission rates, ED length of stay, mortality rates, and the complexity of ED care.  Accurate acuity data also have the potential to aid in planning for ED operations, such as providing the template for nursing staffing levels, need for new equipment and schedules for equipment maintenance, and ED stocking levels.  

Operational Objectives

The primary objective of the triage scale is for the patient to gain access to appropriate care.  The time responses are ideals (objectives) not established care standards.  These are based on a patient focus (what most of us would want for family members or ourselves) and the need for timely intervention to improve outcome.

Fractile responses (CTAS) or Performance Indicator Thresholds(ATS)

“ In recognition of wide variations in demand for care and that “ideals’ cannot always be achieved without unlimited resources, each triage level is given a “fractile” response objective.  This would mean even though a level II patient should be seen within 15 minutes, it may only occur 95% of the time.  While many level II patients would be seen within 0-5 minutes, occasionally it might be over 30 minutes and still be in compliance with the fractile response objective.  There are many practical reasons for this. If more than I level I patient arrived at the same time or 2 or more level II patients arrived simultaneously.  Although level V patients have been given a time response objective of 2 hours, the fractile of 80% means that patients may wait over 6 hours on 0ccasion. 

The fractile response is a way of describing how often a system operates within its stated objectives.  A “fractile response” is the proportion of patient visits for a given triage level where the patients were seen within the CTAS (Canadian Triage Acuity System) time frame defined for that level.  Fractile response does not deal with whether the absolute delay for an individual is reasonable or acceptable. The fractile response data can be used in a number of ways.  When operating objectives are frequently exceeded, this would imply a need for changes in the process of care, system design or sometimes reconsideration of the validity of the objective.” (Canadian Triage Acuity Scale – download @ www.triagefirst.com
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Overview of CTAS and NTS of Australia and MTS of United Kingdom

Literature Review: (See Bibliography)
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Beveridge r. Ducharme,J. 

Janes

l. Beaulieu S Walter s. 

Reliability of the Canadian Emergency Department 

Triage and Acuity Scale: 

interrater

agreement, ANNALS 

OF EMERGENCY MEDICINE, 1999 Aug; 34(2): 155

-

9

Concludes 

“

The high rate of

interobserver

agreement 

has important conclusions for case mix comparisons and 

suggests that this scale is understood and interpreted in 

a similar fashion by nurses and physicians
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Cooke M. Jinks S. Does the Manchester triage system 

detect the critically ill? JOURNAL OF ACCIDENT & 

EMERGENCY MEDICINE, 1999 May; 16(3): 179

-

81

Concludes that this 

“

is a sensitive tool for detecting 

those who subsequently need critical care and are ill 

upon arrival in the emergency department.  It did fail to 

detect some who deteriorated after arrival in (the 

treatment area).  Most errors were due to training 

problems rather than the system of triage.

”
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Gilboy N. Travers D. Wuerz R. JOURNAL OF EMERGENCY 

NURSING,1999 Dec; 25(6) 468

-

73

Addresses the use of treatment protocols initiated at triage, 

considers the creative use of 

“

Spot Check

”

AND 

“

Comprehensive 

Triage

”

each when appropriate, Anticipates results of ENA

’

s 

DEEDS (Data Elements for Emergency Departments) research of 

triage acuity systems, and an ENA

-

funded study at the University 

of North Carolina comparing the reliability and validity of a 3

-

level 

triage with 5

-

level acuity.  Compares the poor agreement among 

triage nurses in the US with strong reliability among those 

countries using the 5 acuity scales. This article also presents 

the 

use of a simple algorithm called the ESI (Emergency Severity 

Index) devised by Dr Richard

Wuerz

and his colleagues at 

Brigham and Women

’

s Hospital in Boston.



[image: image7.wmf]49

Beveridge R. CAEP Issues. The Canadian Triage and Acuity 

Scale: a new critical element in health care reform. Canadian 

Association of Emergency Physicians. JOURNAL OF 

EMERGENCY MEDICINE 1998 May

-

Jun; 16(3): 507

-

11

Confirms the need, the uses and the development process of their

5

-

acuity scale. 

“

The Scale attempts to address three important 

concepts: Utility, Relevance and Validity.

”

Explains how 

standardized use of the 5 acuity scale can be used for leveragin

g 

for resources, and examining admission criteria, and compliance 

with treatment and admission guidelines.



[image: image8.wmf]50

Richardson D. No relationship between emergency department 

activity and triage categorization. ACADEMY OF EMERGENCY 

MEDICINE 1998 Feb; 5(2): 141

-

5

“

triage categorization according to the Australian NTS 

does not vary with daily activity and has been consistent 

over time

”



[image: image9.wmf]51

Smart D. Pollard C. Walpole B. Mental Health triage in emergency

medicine. AUSTRALIAN NEW ZEALAND JOURNAL OF 

PSYCHIATRY 199 Feb; 33(1): 57

-

66; discussion 67

-

9

Conducted a study to develop a triage scale consistent 

with the NTS for patients with mental health problems 

attending emergency departments

.  
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West T. 

Pitzer 

S. Improving quality while managing costs in 

emergency medicine. JOURNAL OF HEALTH CARE FINANCE 

1997 24(1): 17

-

29

“Examines the consistency in acuity assessments among triage 

staff, primary nurses, and physicians. The article concludes tha

t 

inconsistent acuity assessments result in different treatment fo

r 

patients with similar complaints.  In some cases, this process 

variation will lead to 

impropoer 

procedures, higher risk, and 

excess resource consumption.”  Stating finally, “With more 

accurate and consistent acuity assessments, health care 

managers can improve quality of care while managing costs.”
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Kyle Martin Coroner’s Inquest:

Dean and Joyce Martyn took their feverish son to the crowded emergency room at Credit Valley Hospital on the afternoon of Feb 11, 1998.  The first person they spoke to was a volunteer.  It was about an hour before a nurse assessed the child, and three hours before he finally saw a doctor.  By then Kyle had gone into toxic shock, the result of a streptococcal infection. He was transferred to the hospital for Sick Children, where he died the next morning.  

An inquest followed and a jury made 21 recommendations, most dealing with emergency room procedures. 

Pertinent to this lecture are:

1) That Ontario Hospitals adopt the Canadian Association of Emergency Physicians 5-tier triage system to replace the current 3-tiered system used in most hospitals.

2) That initial triage of patients occur within 15 minutes of arrival and must include vital signs. If triage times extend beyond 15 minutes, an additional nurse should immediately be called. 

3) That hospitals post a pediatric vital signs chart at the triage desk.

4) That hospitals change their current pediatric triaging procedure and flow-sheet to include capillary refill assessments.

5) Under no circumstances should volunteers be situated at the triage desk or involved in obtaining patient complaint information.

6) That triage nurses be required to have undergone a mandatory standardized training every two years.  This course must include pediatric triage and a section on anxious parents and patients.

Must we wait for the death of a child, or a coroner’s inquest before we adopt similar standards and safeguards? If these are adopted as the standards of care in triage, and any facility is unable to meet these standards for a significant percentage, this will provide us with the support we need to rally appropriate resources. 

Changing Acuity Categories: “Triage acuity categorization is a dynamic process. Acuity categorization BEGINS at triage and should never be assumed to remain static, nor should the triage acuity be considered the acuity of the patient throughout the patient’s ED care.”
 

To prevent unfair or unsafe “bumping” of patients with lower triage scores it is reasonable to upgrade the triage level if the time response objective has not been met.  For example, if a level V patient has waited 2 ours they would then need to be advance to a level IV.  This is important because a patient’s status can change while in the ED and the rules will not always accurately separate levels III, IV and V.  Electronic tracking systems are especially suited to this type of operational change to the triage scale.  For data reporting patient acuity can be determined using a combination of triage level, final diagnosis, information about procedures and length of stay.(Canadian Triage Acuity Scale)

________________________________________________________________________
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MISTRIAGE

MISTRIAGE

Lack of education

Inexperience

Empathy Burnout


MISTRIAGE 

Chart reviews in our consultation often reveals that categorization is assigned according to a nurse’s own prejudices and biases, and NOT according to the criteria for assigning acuity.  We find that mistriage occurs due to three major factors: 1) Lack of education 2) Inexperience 3) Empathy burnout
The following exercise is designed to compare the three acuity with the five acuity system. The main point being in the three acuity system, there is too much “grey areas.” Notice we did not say “grey matter!”

In the three acuity category system, nurses find it difficult to place a chest pain with cardiac risk factors in the same category with an ongoing resuscitation or multi-systems trauma. However according to all criteria we have found, at each of the facilities we examined, the Emergent category is exactly the appropriate category for this presentation. What we find is many of these patients are given the lower “Urgent” acuity category. Chart reviews and subsequent graphing of the “Picture of Acuity” that those departments treat, are in fact not accurately portrayed by the assigned triage acuity. However, it is exactly upon that acuity with which triage staffing and operations were determined. 

The following exercises are based on two different U.S. hospital’s definitions of their acuity systems. While the answers can be argued, it is merely to show that it is a clearer picture of acuity by separating the absolutely immediate resuscitative type presentations from those which are Emergent, as well as separating those patients who can clearly wait for treatment from those who certainly do not need our skills and could seek treatment elsewhere, ie. Pregnancy test, or second opinion.
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Categorization exercise

E = emergent           U = urgent        N = nonurgent 

____rash (no fever,> 3 month old pt.)

____abscess with localized symptoms

____fall or injury with medical etiology

____severe pain

____deep 

“

boring

”

eye pain

____abdominal pain less than 36 hrs

____sudden loss of vision

____ sxs of anxiety reaction

____drug screens for workman

’

s comp.

____back or flank pain with fever

____headache in a pt with the presence of a ventricular shunt

____jaw pain in pt with cardiac risk factors

____diarrhea with sxs of dehydration in a pediatric pt.

____

subungal

hematoma

____minor back pain that is localized

____blood in sub conjunctiva without globe pain

____acute onset of testicular pain

____possible overdose of Tricyclic antidepressants

____blistering rash on a child exposed to chicken pox

____grease or paint gum injection into a finger




3 Acuity







     
5 Acuity
E (emergent) U (urgent) N (nonurgent) 


R (resuscitation) E (emergent) U (urgent) 

SU (semi-urgent)
N (nonurgent)

_E__sudden onset unilateral pain below umbilicus with discharge_E__


_E__sudden bilateral/unilateral pain with abnormal bleed and orthostatic vital signs_R__


_U__N/V/D greater than 2 days_U__


_E__N/V/D with abnormal vital signs or orthostatic_E__


_U__Chronic Constipation_SU__


_E__Pediatric-Rapid heart rate, stable without respiratory distress_E__


_E__Pediatric-Rapid heart rate, unstable_R__


_N__Simple burn recheck (includes 1st degree sunburn)_N__


_U__Major burn recheck (includes 2nd degree sunburn)_SU__

_U__Chicken pox, uncomplicated_SU__


_U__Localized infection, Fever > 101F_SU__


_U__> 3 mos. Peds-unidentified source, fever <101F rectal_U__


_U__> 3 mos. Peds-unidentified source,  fever > 101F rectal_SU__


_E__< 3 mos. Peds-any fever_E__


_E__Peds-any fever, changed mental status, seizure_R__


_E__Sore throat/swelling with respiratory compromise_E__


_E__Sore throat/swelling, impending respiratory arrest_R__


_E__Pediatric new onset seizure-still post-ictal_E__


_E__Pediatric status epilepticus_R__

_U__Unilateral facial changes with no other symptoms (consider Bell’s Palsy)_SU__

_U__Place or replace indwelling catheter &/or irrigate bladder – difficulty initiating stream_SU__

_E__Unable to void-severe pain_E__

_E__Chest pain with cardiac risk factors_E__

_E__Abdominal pain, Diabetic female with nausea and near syncope_E__

_E__69 y.o. with weakness and fatigue and cardiac risk factors_E__

_E__Cardiopulmonary arrest_R__

Complementary Systems: 

Goal of rethinking traditional triage systems is to develop Patient Focused –nurse led system.It’s amazing how many different concepts exist, of what triage is and how it is to be performed. Some physicians have a totally different concept, certain biases and really don’t understand nurse led triage. Triage nurses often stick to some rigid program and aren’t flexible and think that they are performing triage.

The difficulty with the National triage scale, The Manchester scale, the Canadian Scale, etc is that they do not take into account patient needs that have nothing to do with or are in direct conflict with the operational effectiveness of the ED and patient throughput.

 But as a Nurse led system, being true to our calling, we MUST examine and hold in serious consideration the effect of these issues and how to integrate them into acuity categorization.  

All studies have either one or the other solution….utilize and standardize the five acuity system, each ED use their own system, or throw out the dominance of categorization altogether. I suggest something altogether different. Take the best of the systems, standardize it nationally and collaboratively with physicians, and incorporate ALL of the criteria for assigning a categorization….not just presenting physical symptoms. Incorporate psychological and social symptomatology as well. 

Also, the formalized programs used in other countries do NOT utilize the subjective/objective method of assessment that we use. The nurses using these systems complain, “All that remains is the Algorithm used, the relevant discriminator, and the category selected.” 

However, with utilizing the best in all systems, ie: Subjective and objective assessment, with the PROPER documentation tools, collaboratively derived protocols, qualified experience nurses obtaining chief complaints, and a well thought out and nationally standardized acuity system, we DO have all the tools needed for an excellent, flexible, ED adaptive (ie census, acuity, rural or urban, etc) system that CAN be taught

IRREDUCIBLE COMPLEXITY: If I just look at the pieces of a mousetrap and talk about them independently of each other, or study their parts independently, of course I will always come up with the idea that what we have is an ineffective system! But if I look at them as an integrated system with all parts working and combined in the proper order, what I have is an extremely efficient machine. INSERT ALL PARTS OF MOUSETRAP.  Of course we can always be looking at ways to make it better, and even at alternate mouse-catching systems, that’s progress, but if we are to examine nurse led triage, then let us examine it as a whole, with all it’s parts combined. What we have failed to do as we developed triage, is to EDUCATE!!!!!!! Then we have dialogue and studies about a system and why it does or does not work and what we should do about it, without assenting to the fact that we have never properly EDUCATED the people involved in how it works. This would be analogous to giving people mousetraps and putting them all over their houses without ever telling them you had to put cheese in the bait trap and pull back the spring.  

The Parts: Physical plant – Documentation tool – Acuity category system – Education regarding triage system – Clinical expertise – Collaboratively derived protocols – Violence prevention and deescalation techniques – Customer service – Synergy among staff –Effective patient throughput

Nurses talk about patients not wanting to tell their stories multiple times, but history tells us that each time the patient tells the story, we get more information, and sometimes radically different information….sometimes better and revealing information. What we discover in our questioning is not the patient’s situation itself…but the Patient exposed to OUR method of questioning. AND the method of questioning at triage in order to ascertain prioritization needs of the patient as well as the department, should be extremely focused and well ordered, whereas the questioning by the primary nurse, should be focused, after reading the triage note, on establishing a rapport and initializing treatment in collaboration with physicians, and the MD’s questioning then is more expansive and integral leading to diagnostic exams, treatment, medical diagnosis, and disposition from the ED. All different but necessary functions. 

I stress again that in reviewing the present 5-acuity systems, all are Nurse Led and yet most time responses deal with time to physician. I propose that our patients and our departments will be better served in a Nurse Led Triage system, utilizing collaboratively derived Protocols, and that the time responses simply be Time for Intervention….regardless of WHO initiates this. I.e.” a Suicide attempt is Emergent because of the need for prompt provision of safety and guarding. The immunocompromised patient is urgent because of the need for isolation. The patient having a Panic Attack is urgent because of the need to intervene and provide calm and reassurance and most likely a treatment room to remove him/her from the triage area. Our current analysis of triage acuity does NOT appropriately reflect what we DO, and if triage acuity is going to be used as a data element, then it should be defined accurately: 

A NURSE LED FIVE TIERED TRIAGE ACUITY CATEGORIZATION SYSTEM, UTILIZING COLLABORATIVELY DERIVED DIAGNOSTIC AND TREATMENT PROTOCOLS!!

OR WE CAN JUST GO TO A TWO ACUITY CATEGORY SYSTEM 

SICK/NOTSICK……
BECAUSE THAT’S WHAT WE REALLY DO.

Rebecca S. McNair, RN, CEN, MICN

Consultant/Educator - Triage First, Inc.
T'is the human touch in this world that counts,

the touch of your hand and mine,

which means far more to the fainting heart

 than shelter and bread and wine;

 

for shelter is gone when the night is over

and bread last only a day, 

but the touch of the hand and the sound of the voice

sing on in the soul always.





Spencer Michael Free
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“Examines the consistency in acuity assessments among triage staff, primary nurses, and physicians. The article concludes that inconsistent acuity assessments result in different treatment for patients with similar complaints.  In some cases, this process variation will lead to impropoer procedures, higher risk, and excess resource consumption.”  Stating finally, “With more accurate and consistent acuity assessments, health care managers can improve quality of care while managing costs.”
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MISTRIAGE

Lack of education

Inexperience

Empathy Burnout



MISTRIAGE 

Chart reviews in our consultation often reveals that categorization is assigned according to a nurse’s own prejudices and biases, and NOT according to the criteria for assigning acuity. 

Also occurs

1- Lack of education

2- Inexperience

3- Empathy burnout 
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Categorization exercise

E = emergent           U = urgent        N = nonurgent 

____rash (no fever,> 3 month old pt.)

____abscess with localized symptoms

____fall or injury with medical etiology

____severe pain

____deep “boring” eye pain

____abdominal pain less than 36 hrs

____sudden loss of vision

____ sxs of anxiety reaction

____drug screens for workman’s comp.

____back or flank pain with fever

____headache in a pt with the presence of a ventricular shunt

____jaw pain in pt with cardiac risk factors

____diarrhea with sxs of dehydration in a pediatric pt.

____subungal hematoma

____minor back pain that is localized

____blood in sub conjunctiva without globe pain

____acute onset of testicular pain

____possible overdose of Tricyclic antidepressants

____blistering rash on a child exposed to chicken pox

____grease or paint gum injection into a finger









E = emergent           U = urgent        N = nonurgent 

N____rash (no fever,> 3 month old pt.)

N____abscess with localized symptoms

E____fall or injury with medical etiology

E____severe pain

E____eye pain

U____abdominal pain less than 36 hrs

E____sudden loss of vision

U____ sxs of anxiety reaction

N____drug screens for workman’s comp.

U____back or flank pain with fever

E____headache in a pt with the presence of a ventricular shunt

E____jaw pain in pt with cardiac risk factors

E____diarrhea with sxs of dehydration in a pediatric pt.

N____subungal hematoma

N____minor back pain that is localized

N____blood in sub conjunctiva without globe pain

E____acute onset of testicular pain

E____possible overdose of Tricyclic antidepressants

U____blistering rash on a child exposed to chicken pox

E____grease or paint gun injection into a finger 
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T'is the human touch in this world that counts,

the touch of your hand and mine,

which means far more to the fainting heart

 than shelter and bread and wine;

 

for shelter is gone when the night is over

and bread last only a day, 

but the touch of the hand and the sound of the voice

sing on in the soul always.
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Must we wait for the death of a child, or a coroner’s inquest before we adopt similar standards and safeguards? If these are adopted as the standards of care in triage, and any facility is unable to meet these standards for a significant percentage, this will provide us with the support we need to rally appropriate resources. 
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Smart D. Pollard C. Walpole B. Mental Health triage in emergency medicine. AUSTRALIAN NEW ZEALAND JOURNAL OF PSYCHIATRY 199 Feb; 33(1): 57-66; discussion 67-9

Conducted a study to develop a triage scale consistent with the NTS for patients with mental health problems attending emergency departments.  

 



Smart D. Pollard C. Walpole B. Mental Health triage in emergency medicine. AUSTRALIAN NEW ZEALAND JOURNAL OF PSYCHIATRY 199 Feb; 33(1): 57-66; discussion 67-9

Conducted a study to develop a triage scale consistent with the NTS for patients with mental health problems attending emergency departments.  



 










_1044118352.ppt


Gilboy N. Travers D. Wuerz R. JOURNAL OF EMERGENCY NURSING,1999 Dec; 25(6) 468-73

Addresses the use of treatment protocols initiated at triage, considers the creative use of “Spot Check” AND “Comprehensive Triage” each when appropriate, Anticipates results of ENA’s DEEDS (Data Elements for Emergency Departments) research of triage acuity systems, and an ENA-funded study at the University of North Carolina comparing the reliability and validity of a 3-level triage with 5-level acuity.  Compares the poor agreement among triage nurses in the US with strong reliability among those countries using the 5 acuity scales. This article also presents the use of a simple algorithm called the ESI (Emergency Severity Index) devised by Dr Richard Wuerz and his colleagues at Brigham and Women’s Hospital in Boston.     
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Beveridge R. CAEP Issues. The Canadian Triage and Acuity Scale: a new critical element in health care reform. Canadian Association of Emergency Physicians. JOURNAL OF EMERGENCY MEDICINE 1998 May-Jun; 16(3): 507-11

Confirms the need, the uses and the development process of their 5- acuity scale. “The Scale attempts to address three important concepts: Utility, Relevance and Validity.”  Explains how standardized use of the 5 acuity scale can be used for leveraging for resources, and examining admission criteria, and compliance with treatment and admission guidelines.
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Cooke M. Jinks S. Does the Manchester triage system detect the critically ill? JOURNAL OF ACCIDENT & EMERGENCY MEDICINE, 1999 May; 16(3): 179-81

 Concludes that this “is a sensitive tool for detecting those who subsequently need critical care and are ill upon arrival in the emergency department.  It did fail to detect some who deteriorated after arrival in (the treatment area).  Most errors were due to training problems rather than the system of triage.”
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		ATS CATEGORY		TREATMENT ACUITY (Maximum waiting time)		PERFORMANCE INDICATOR THRESHOLD

		ATS 1		IMMEDIATE		100%

		ATS 2		10 MINUTES		80%

		ATS 3		30 MINUTES		75%

		ATS 4		60 MINUTES		70%

		ATS 5		120 MINUTES		70%































ATS INDICATOR THRESHOLD TABLE
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		NATIONAL TRIAGE SCALE		TRIAGE CODE		INDICATOR THRESHOLD

		Resuscitation		1		98%

		Emergency		2		95%

		Urgent		3		90%

		Semi-Urgent		4		90%

		Non-Urgent		5		85%



























NTS INDICATOR THRESHOLD TABLE 
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		Triage Level		Level of Acuity		Fractile Response Time		Admission Rate Expected

		1		Resuscitation		98%		70-90%

		2		Emergency		95%		40-70%

		3		Urgent		90%		20-40%

		4		Semi-Urgent		85%		10-20%

		5		Non-Urgent		80%		0-10%





























CAEP TABLE WITH FRACTILE RESPONSE 










