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Echelles de TRI
Tour d’horizon



ODbjectifs du Triage

® Répond a des besoins organisationnels

® Répond a des besoins en terme de
qualité :
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Le TRIAGE cadre legal

® Point de vue normatif - organisation du
service: pas de cadre légal = organisation
en réponse aux besoins locaux

® Point de vue individuel :
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Le TRIAGE : les raisons

® Over-crowding des SUS généralisé en
Belgique mais aussi en Europe

® Développement des compétences
des Infirmier(e)s

® Prise de conscience du management
® Glissement des responsabillites
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NDLR

® Rassurant de voire que le besoin
d’organiser le chaos est une priorité
commune a tout les pays

® Effrayant de voir le manque
d’implication politique en Belgique
® TRl = souvent adaptation locale

® TRl peu étre un outil de gestion
@ 111 EVB 277?71
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Echelles vs Systemes

® Differences d’objectifs

® Différences de performance

® Impact des protocoles

® Adaptations locales ( CMGU, Consult)

® Implémentation dans un cadre déefini,
défini aussi la performance.
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Nous envisagerons

Echelle ou systeme ayant une
distribution large

® ETG
® ES|

® ATS / NTS
® MTS
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Manchester Triage System

Emergency
Triage
Manchester Triage Group

Second Edition
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MTS 7

® 1° version en 1996 a I’'initiative du
Manchester Triage Group

® 2° version en 2006

® Au depart local ( Manchester),
geneéralisé a tout ’UK

® Présence d’un Groupe International

car utilisé dans tout les pays anglo
saxon
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Caracteéristigues MTS

® Evidence Based ( publications multiples )

® Développée essentiellement par des
iInfirmier(e)s spéecialise(e)s

® Se base sur 50 plaintes initiales evaluation de
5 niveau de gravite.

® Adapté au triage téléphonigue

® Discrimination sur base de la gravité mais
aussi de la douleur

® Intégration Enfant / Adulte

® Systeme ouvert s’incluant dans une politique
de changement

BRUGMANN
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[ Abdominal Pain in Adultsj
.

Airway compromisa

Shack

Sevare pain
Pain radiating to the back
Vomiting blood
Passing fresh or altered blood PR
PV blood loss and =20 wesks pragnant
Very hot adult

ORANGE

Shoulder tip pain
Black or redcurrant stools

YELLOW
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Notes Accompanying Abdominal Pain in Adults

See also

Chart notes

Gl bleeding, diarrhoea and
vomiting, pregnancy

This is a presentation defined flow diagram. Abdominal pain
is a common cause of presentation of surgical emergencies. A
number of general discriminators are used including Life
Threat and Pain. Specific discriminators are included in the
ORANGE and YELLOW categories to ensure that the more
severe pathologies are appropriately triaged. In particular
discriminators are included to ensure that patients with
moderate and severe Gl bleeding and those with signs of
retroperitoneal or diaphragmatic irritation are given
sufficiently high categorisation

Specific discriminators

Explanation

Pain radiating to the back

Vomiting blood

Passing fresh or altered
blood PR

PV blood loss and =20

weeks pregnant
Possibly pregnant

Shoulder tip pain

Black stool

Redcurrant stool

History of acutely vomiting
blood

Persistent vomiting

Vomiting

Pain that is also felt in the back either intermittently of
constantly

Vomited blood may be fresh (bright or dark red) or coffee
ground in appearance

In active massive Gl bleeding dark red blood will be passed
PR. As Gl transit time increases this becomes darker,
eventually becoming melaena

Any loss of blood per vaginum in a woman known to be
beyond the 20™ week of pregnancy

Any woman whose normal menstruation has failed to occur
is possibly pregnant. Furthermore any woman of
childbearing age who is having unprotected sex should be
considered to be potentially pregnant

Pain felt in the tip of the shoulder. This often indicates
diaphragmatic irritation

Any blackness fulfils this criterion

A dark red stool classically seen in intersussception

Frank haematemesis, vomiting of altered blood (coffee
ground) or of blood mixed in the vomit within the past

24 hours

Vomiting that is continuous or that occurs without any
respite between episodes

Any emesis fulfils this criterion
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Urgences

Douleur insupportable:

Comportement incontidlable

Douleur insupport able Comportement incontialable

Douleur forte Gigne toutes les activités hebdomadaires

Douleur forte: Géne toutes les activités hebdomadaires

Peakflow diminug ?

Douleur modérée

5302 diminuée Limitations, géne les activités

Dauleur pleuralel

Douleur modénée Limitations, géne les activités

Douleur modérée

Limitations. géne les activités

Douleur [8gére qui pigue Peu de plaintes, presque tous actes possibles
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Douleur [8gére qui pigue Peu de plaintes, presque tous actes possibles

Pas dindication d'une prise ench Pas de doulewr

N

Activités nomales
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MTS

® Discrimination tres fine

® Sensibilité et spécificité EVB

® Renvoi d’information a
chaque items ( bulle d’info )

® Outil Multi-dimentionnel(
physique, psy,...)

® 10’ passages/ an

® Evaluation constante

® Standardisation de la prise
en charge ( Guide)

BRUGMANN

@

Concu par anglo-saxon
donc attention a la
traduction.

Difficulté réévaluation du
patient

Difficulté pour faire
correspondre les plaintes
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Echelle canadienne de Triage
et de Gravité
ou
Canadian Triage & Acuity Scale
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ETG 7

® Créé en 1999 révision en 2005
® Consensus d’un panel d’expert

® Un outil qui s’inscrit dans des lignes
directrices de triage

® Objectif = uniformisation des regles de
trlage
® Soutien Ordre Infirmier Québec

BRUGMANN
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Caracteéristigues ETG

® Pas EVB large, EVB locale

® L'implémentation s’accompagne d’un
Guide de Bonnes Pratigues pour
I’anamnese

® 5 niveaux de Gravité

® Révision de 2004/2008 = Liste des raisons de
consultations (déeémarche MTS)

® 2004/2008 apparition des « modificateurs 1°
et 2° ordre ».

NNNNNNNN
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ETG

Niveaul — Réanimation
Niveau Il — Trés urgent

Niveau lll — Urgent

Niveau IV — Moins urgent
NiveauV — Non urgent

Fig. 1. Codes de couleurs de I'Echelle
canadienne de triage et de gravité
pour les départements d'urgence.
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ET

Tableau 1 Raisons de consultation d'adultes (nouvelles ou révisées)

Catégorie de raisons du
SIGDU

Raison précédente

Raison (nouvelle ou révisée)

Cardiovasculaire
Environnement
Gastro-intestinal
Génito-urinaire

Santé mentale et
problémes psychosociaux

Neuroclogique
Gynéco-Obstétrique
Ophtalmologie

Respiratoire
Tégument (peau)

Membre chaud et rouge : symptomes de TVP
sfo

sfo

Douleur — cedéme scrotal

Dépression ou suicidaire;
hallucinations

comportement violent, homicidaire,
comportement bizarre ou paranoide,
slo

Etourdissement ou vertige
Douleur vaginale ou dyspareunie

Ecoulement oculaire; rougeur ou prurit
oculaire:

cedéme périorbitaire et fiévre

Toux

Ecchymose — antéc. probl. coagulation

Membre chaud et rouge
Quasi-noyade

Corps étranger oral / cesophagien
Douleur scrotale et/ou cedéme scrotal

dépression/suicidaire/automutilation;
hallucinations ou délire

comportement violent ou homicidaire,
comportement bizarre,

Inquiétude face & la sécurité du patient
Vertige

Douleur vaginale ou prurit

Ecoulement oculaire ou rougeur;
cedéme périorbitaire

Toux ou congestion
Ecchymose spontanée

SIGDU = Systeme d'information de gestion des départements d’urgence au Canada; TVP = thrombose veineuse profonde; s/o = sans objet

BRUGMANN

24



BRUGMANN

ETG

Tghleau 2. Modificateurs relatifs a la température
(ETG pour adultes)

Niveau de triage
Température,* age, condition de I'ETG

Adultes = 16 ans (> 38,5 °C)
Immunodéprimet

Apparence septique *

Mauvaise apparence §

Bonne apparencey]

ETG = Echelle canadienne de triage et de gravité pour les
départements d'urgence

*Les modificateurs relatifs a la température peuvent &tre appliqués en
fonction d'antécedents récents documentes de fievre, méme si le
patient est afebrile au triage.

timmunodeprime : patient avec neutropenie (ou suspicion de
neutropénie), en chimiothérapie ou qui prend des
immunosuppresseurs, y compris des stéroides.

+Apparence septique : patient présente des signes d'infection, répond
a 3 critéres du 5IRS (syndrome de réponse inflammatoire systémigue),
ou signes d’état hémodynamique altéré, de détresse respiratoire
modeérée ou d'un &tat de conscience altére.

EMauvaise apparence : patient répond & moins de 3 critéres du SIRS, a
mauvaise mine (c-a-d. rougeur au visage, |éthargique, anxieux ou
agite).

fIBonne apparence : la fievre est le seul critére de 5IRS; patient semble
bien et n'est pas en détresse.
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Tableau 3. Modificateurs de premier et de deuxiéme ordre

(nouveaux ou révisés)

Niveau
de
Raison de consultation Modificateur révisé I'ETG
Douleur thoracique, Autre douleur Il
non cardiaque thoracique importante
(déchirante)*
Blessure au membre Déformation évidentet 1]
supérieur; blessure au
membre inférieur
Nausée et vomissement; Déshydratation sévéret |
diarrhée
Faiblesse générale Déshydratation ]
modérée§
Déshydratation légéref 1]
Potentiel de v

Problémes de grossesse
> 20 semainestt

déshydratation**
Présence de parties
foetales, prolapsus du
cordon ombilical
Saignement vaginal,
3" trimestre

Travail actif
(contractions < 2 min)
Aucun mouvement
foetal ou aucune
fréquence cardiaque
foetale

Céphalée avec ou sans
cedéme, douleur
abdominale ou
hypertension

Probl. post-partum
Travail actif
(contractions > 2 min)
Ecoulement possible du
liquide amniotique

Boite 1. Classification de la gravité des saignements et
modification du niveau de gravité

Saignements importants pouvant entrainer la perte d'un
membre ou de la vie
Niveau Il - modificateur de premier ordre

+ Téte (intracraniens) et cou

* Thorax, abdomen, pelvis, colonne vertébrale

= Hémorragie vaginale massive

* Muscle psoas-iliaque et hanche

* Loges musculaires

* Fractures ou luxations

* Lacérations profondes

* Tout épisode de saignement non contrélé
Saignements légers ou modérés
Niveau lll - modificateur de premier ordre

* Nez (épistaxis)

* Bouche (y compris les gencives)

s Articulations (hémarthrose)

* Ménorragie

* Abrasions et lacérations superficielles

BRUGMANN
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Tableau 4. Raisons de consultation et modificateurs de

deuxiéme ordre relatifs aux troubles mentaux

Niveau
de
Raison de triage
consultation de
(SIGDU) Description I'ETG
Dépression, Tentative de suicide ou plan de 1l
suicide ou suicide précis
automutilation Pensées suicidaires actives 1l
déliberee Risque de fuite ou de sécurité 1l
Idées de suicide, aucun plan 1
Dépression, pas d'idées de v
suicide
Anxiété ou crise Anxiété ou agitation sévére 1l
situationnelle Risque de fuite ou de sécurité 1l
Anxiété ou agitation modérée 1
Anxiété ou agitation légere v
Hallucinations ou  Psychose aigué 1l
delire Anxiété ou agitation sévere 1l
Risque de fuite ou de sécurité 1l
Anxiété ou agitation modérée, 1l
ou avec paranoia
Agitation légeére, stable v
Anxiété ou agitation légére, \%
hallucinations chroniques
Insomnie Aigué v
Chronique \%
Comportement Passage a I’acte imminent — |
violent ou pour lui-méme ou autrui, ou
homicidaire plans précis
Risque de fuite ou de sécurité 1l
Idées violentes ou homicidaires, 1l
aucun plan
Probléme social Abus physique, mental, stress 1
émotionnel intense
Incapable de faire face v
Comportement Etat chronique, non urgent \%
bizarre Non contrélé |
Risque de fuite ou de sécurité 1l
Controlé 1
Inoffensif v
Etat chronique, non urgent \%

SIGDU = Systéme d'information de gestion des départements d'urgence;

ETG = Echelle canadienne de triage et de gravité pour les départements d'urgence.
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CEDIS Presenting Complaint List

CEDIS and CTAS National Working Groups
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CEDIS and CTAS National Wnrlung Gruupﬁ
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ETG

® Tres foulllée ® Mise en ceuvre
® Guide de Bonnes complexe
Pratiques ®* Neécessite formation+++
® Evaluation globale du ® Multiples facteurs
patient influencant le résultat
® S’intégre dans un du TRI
philosophie de triage ® EVB sur de larges séries
au sens large ?
® Francophone ® Focalisé medecins

® Corrélation sur le terrain
? Les items ne sont pas
présents dans tout les
niveau de gravité

BRUGMANN 31



Emergency Severity Index

Emergency Severity Index (ESI)

A Triage Tool for Emergency

Department Care

Version 4

NNNNNNNN
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ESI 7?2

® Créé en 1999, 4° révision

® Développé par un institut de
recherche américain émanation du
gouvernement, focus sur recherche &
gualité

® Panel de spécialiste infirmier et
meédecin

® Soutien de ENA ( Emergency Nursing
Association )

( H U U /[ C
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Caractéristiques ES

® Triage a 5 niveaux

® Implémentation s’accompagne d’un
Guide tres complet.

® Massivement EVB

® Révision en 2012 + 6° chapitre plus
specifigue a la pediatrie

NNNNNNNN
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Figure 2-1a. ESl Triage Algorithm

; ) N A A Immediate life-saving intervention required: airway, emergency medications, or
requires immediate yes i\\ other hemodynamic interventions (IV, supplemental 02, monitor, ECG or labs DO
Iife-sa\ring intervention? ’ NOT count); andfor any of the following clinical conditions: intubated, apneic,
pulseless, severs respiratory distress, SPO2<90, acute mental status changes, or
unresponsive.
no Unresponsiveness is defined as a patient that is either:
(1) nonwerbal and not following commands (acutaly); or
{2) requires noxious stimulus (P or U on AVPU) scale.
N . " PP B
hlgh HSkusrltuatlon' B. High risk situation is a patient you would put in your last open bed.
. . . yes Severe pain/distress is determinad by clinical obsarvation and/or patient rating of
confused/lethargic/disoriented? areater than or equal to 7 on 0-10 pain scale.
or
severe pain/distress? C. Besources: Gount the number of different types of resources, not the individual
tests or x-rays (examples: CBC. electrolytes and coags equals one resource; CBC
i plus chest x-ray equals two rescurces).
C Q Resources Mot Resources
how many different resources are needed? A » Labs (blood, uring] » History & physical fincluding pelvic)
= ECG, ¥rays = Puoint-of-care testing
none one many = CT-MRl-ultrasound-angiography

IV fivids (hydration) Saline or heplock

W or IM or nebulzed medications

PO medications.

i l l Tetanus immunization
5 4 D Prescription refills
danger zone - -
Speciely consultation Phone call to PGP

vitals?

Simple procadure =1 Simple wound care
{lac rapair, foley cath) [dressings, rechack)
Complsx. procadure =2 Grutches, splints, slings
{conscious sedation)

consider

3 m=-3y />160 /=40

=By /=100 />20 D. Danger Zone Vital Signs
Consider upiriage to ESI 2 if any vital sign criterion is exceedad.

1 to 28 days of age: assign at least ES| 2 if temp >38.0 C (100.4F)
noe 1-3 months of age: consider assigning ESI 2 if temp =38.0 C (100.4F)

3 months to 3 yrs of age: consider assigning ESI 3 if: temp =39.0 C (102.2 F),
or incomplete immunizations, or no obvious source of fever

@ © ES| Tage Reseanch Team, 2004 - [Fefer to teaching materals for further cartication)

©ES| Triage Research Team, 2004. Reproduced with permission.
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Figure 2-2. Decision Point A: Is the Patient Dying?

Esl Level 1

Table 2-1. Immediate Life-saving Interventions

Airway/breathing

Life-saving

* BVM ventilation
* |Intubation

= Surgical airway
* Emergent CPAP
* Emergent BiPAP

Not life-saving

Oxygen administration
* nasal cannula
= non-rebreather

requires immediate
life-saving intervention?

Electrical Therapy

* Defibrillation
* Emergent cardioversion
* External pacing

Cardiac Monitor

lna
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Procedures

* Chest needle decampression
» Pericardiocentesis

* Open thoracotomy

* Intraoseous access

Diagnostic Tests
*ECG
* Labs
* Ultrasound
* FAST (Focused abdominal
scan for trauma)

Hemodynamics

= Significant IV fluid resuscitation
* Blood administration
* Control of major bleeding

= |V access
* Saline lock for medications

Medications

* Naloxone
* D50

* Dopamine
* Atropine

* Adenocard

* ASA

* |V nitroglycerin

* Antibiotics

* Heparin

* Pain medications

* Respiratory treatments with
beta agonists
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Figure 2-1a. ESl Triage Algorithm

; ) N A A Immediate life-saving intervention required: airway, emergency medications, or
requires immediate yes i\\ other hemodynamic interventions (IV, supplemental 02, monitor, ECG or labs DO
Iife-sa\ring intervention? ’ NOT count); andfor any of the following clinical conditions: intubated, apneic,
pulseless, severs respiratory distress, SPO2<90, acute mental status changes, or
unresponsive.
no Unresponsiveness is defined as a patient that is either:
(1) nonwerbal and not following commands (acutaly); or
{2) requires noxious stimulus (P or U on AVPU) scale.
N . " PP B
hlgh HSkusrltuatlon' B. High risk situation is a patient you would put in your last open bed.
. . . yes Severe pain/distress is determinad by clinical obsarvation and/or patient rating of
confused/lethargic/disoriented? areater than or equal to 7 on 0-10 pain scale.
or
severe pain/distress? C. Besources: Gount the number of different types of resources, not the individual
tests or x-rays (examples: CBC. electrolytes and coags equals one resource; CBC
i plus chest x-ray equals two rescurces).
C Q Resources Mot Resources
how many different resources are needed? A » Labs (blood, uring] » History & physical fincluding pelvic)
= ECG, ¥rays = Puoint-of-care testing
none one many = CT-MRl-ultrasound-angiography

IV fivids (hydration) Saline or heplock

W or IM or nebulzed medications

PO medications.

i l l Tetanus immunization
5 4 D Prescription refills
danger zone - -
Speciely consultation Phone call to PGP

vitals?

Simple procadure =1 Simple wound care
{lac rapair, foley cath) [dressings, rechack)
Complsx. procadure =2 Grutches, splints, slings
{conscious sedation)

consider

3 m=-3y />160 /=40

=By /=100 />20 D. Danger Zone Vital Signs
Consider upiriage to ESI 2 if any vital sign criterion is exceedad.

1 to 28 days of age: assign at least ES| 2 if temp >38.0 C (100.4F)
noe 1-3 months of age: consider assigning ESI 2 if temp =38.0 C (100.4F)

3 months to 3 yrs of age: consider assigning ESI 3 if: temp =39.0 C (102.2 F),
or incomplete immunizations, or no obvious source of fever

@ © ES| Tage Reseanch Team, 2004 - [Fefer to teaching materals for further cartication)

©ES| Triage Research Team, 2004. Reproduced with permission.
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Esi Level 2 / 4-5

Figure 2-3. Decision Point B: Should the Patient

Wait?

high risk situation?
or
confused/lethargic/disoriented?
or
severe pain/distress?

!
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Resources

Figure 2-4. Resource Prediction

how many different resources are needed?

none one

C

Table 2-3. ESI Resources

Not resources

Labs (blood, urine)

History & physical
(including pelvic)

ECG, X-rays
CT-MRl-ultrasound
angiography

Point-of-care testing

IV fluids (hydration)

Saline or heplock

IV, IM or nebulized
medications

PO medications
Tetanus immunization
Prescription refills

Specialty consultation

Phone call to PCP

Simple procedure = 1
(lac repair, Foley cath)

Complex procedure = 2
(conscious sedation)

Simple wound care
(dressings, recheck)

Crutches, splints,
slings
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Figure 2-1a. ESl Triage Algorithm

; ) N A A Immediate life-saving intervention required: airway, emergency medications, or
requires immediate yes i\\ other hemodynamic interventions (IV, supplemental 02, monitor, ECG or labs DO
Iife-sa\ring intervention? ’ NOT count); andfor any of the following clinical conditions: intubated, apneic,
pulseless, severs respiratory distress, SPO2<90, acute mental status changes, or
unresponsive.
no Unresponsiveness is defined as a patient that is either:
(1) nonwerbal and not following commands (acutaly); or
{2) requires noxious stimulus (P or U on AVPU) scale.
N . " PP B
hlgh HSkusrltuatlon' B. High risk situation is a patient you would put in your last open bed.
. . . yes Severe pain/distress is determinad by clinical obsarvation and/or patient rating of
confused/lethargic/disoriented? areater than or equal to 7 on 0-10 pain scale.
or
severe pain/distress? C. Besources: Gount the number of different types of resources, not the individual
tests or x-rays (examples: CBC. electrolytes and coags equals one resource; CBC
i plus chest x-ray equals two rescurces).
C Q Resources Mot Resources
how many different resources are needed? A » Labs (blood, uring] » History & physical fincluding pelvic)
= ECG, ¥rays = Puoint-of-care testing
none one many = CT-MRl-ultrasound-angiography

IV fivids (hydration) Saline or heplock

W or IM or nebulzed medications

PO medications.

i l l Tetanus immunization
5 4 D Prescription refills
danger zone - -
Speciely consultation Phone call to PGP

vitals?

Simple procadure =1 Simple wound care
{lac rapair, foley cath) [dressings, rechack)
Complsx. procadure =2 Grutches, splints, slings
{conscious sedation)

consider

3 m=-3y />160 /=40

=By /=100 />20 D. Danger Zone Vital Signs
Consider upiriage to ESI 2 if any vital sign criterion is exceedad.

1 to 28 days of age: assign at least ES| 2 if temp >38.0 C (100.4F)
noe 1-3 months of age: consider assigning ESI 2 if temp =38.0 C (100.4F)

3 months to 3 yrs of age: consider assigning ESI 3 if: temp =39.0 C (102.2 F),
or incomplete immunizations, or no obvious source of fever

@ © ES| Tage Reseanch Team, 2004 - [Fefer to teaching materals for further cartication)

©ES| Triage Research Team, 2004. Reproduced with permission.
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Esi Level 3

Figure 2-5. Danger Zone Vital Signs

D
danger zone

vitals?

<3 m/>180 />50 /| consider

3 m=3y />160 />40
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Figure 2-1a. ESl Triage Algorithm

; ) N A A Immediate life-saving intervention required: airway, emergency medications, or
requires immediate yes i\\ other hemodynamic interventions (IV, supplemental 02, monitor, ECG or labs DO
Iife-sa\ring intervention? ’ NOT count); andfor any of the following clinical conditions: intubated, apneic,
pulseless, severs respiratory distress, SPO2<90, acute mental status changes, or
unresponsive.
no Unresponsiveness is defined as a patient that is either:
(1) nonwerbal and not following commands (acutaly); or
{2) requires noxious stimulus (P or U on AVPU) scale.
N . " PP B
hlgh HSkusrltuatlon' B. High risk situation is a patient you would put in your last open bed.
. . . yes Severe pain/distress is determinad by clinical obsarvation and/or patient rating of
confused/lethargic/disoriented? areater than or equal to 7 on 0-10 pain scale.
or
severe pain/distress? C. Besources: Gount the number of different types of resources, not the individual
tests or x-rays (examples: CBC. electrolytes and coags equals one resource; CBC
i plus chest x-ray equals two rescurces).
C Q Resources Mot Resources
how many different resources are needed? A » Labs (blood, uring] » History & physical fincluding pelvic)
= ECG, ¥rays = Puoint-of-care testing
none one many = CT-MRl-ultrasound-angiography

IV fivids (hydration) Saline or heplock

W or IM or nebulzed medications

PO medications.

i l l Tetanus immunization
5 4 D Prescription refills
danger zone - -
Speciely consultation Phone call to PGP

vitals?

Simple procadure =1 Simple wound care
{lac rapair, foley cath) [dressings, rechack)
Complsx. procadure =2 Grutches, splints, slings
{conscious sedation)

consider

3 m=-3y />160 /=40

=By /=100 />20 D. Danger Zone Vital Signs
Consider upiriage to ESI 2 if any vital sign criterion is exceedad.

1 to 28 days of age: assign at least ES| 2 if temp >38.0 C (100.4F)
noe 1-3 months of age: consider assigning ESI 2 if temp =38.0 C (100.4F)

3 months to 3 yrs of age: consider assigning ESI 3 if: temp =39.0 C (102.2 F),
or incomplete immunizations, or no obvious source of fever

@ © ES| Tage Reseanch Team, 2004 - [Fefer to teaching materals for further cartication)

©ES| Triage Research Team, 2004. Reproduced with permission.
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Esi Level 2 le plus difficile a
evaluer

Table 3-1. Examples of Possible High-risk Situations

System

Demaographics, Chief Complaint

ESl 2:Yes/No
Rationale

Abdomen

88-year-old famale with severe right lower
quadrant abdominal pain, vital signs stable.

22-year-old male with generalized abdominal
pain, nausea, vomiting, and diarrhea for 3
days, vital signs stable.

45-year-old female who has been vomiting
blood and is tachycardic.

22- yearold female noticed a spot of blood
on toilet paper this a.m. after having a
bowel movemnent. Has a history of
hemorrhoids.

Yos. High risk for acute abdominal
emergency which is associated with a
high mortality in the elderly.

No. Symptoms are more indicative of
gastroenteritis than an acute surgical
emergency. Patient is stable to wait.

Yes. High risk for gastrointestinal
bleeding and patient can deteriorate
rapidly.

No.This patient most likely has a
hemorrhoid and this is not a high-risk
situation.

Cardiovascular

35-year-old famale with a sudden onset of
palpitations, anxious, heart rate of 160,
blood prassure of 120/70.

35-year-old famale with sudden onset of
palpitations, anxious, heart rate of 90,
blood pressure of 120/70.

65-year-old female with sudden onset of
shortness of breath and discomfaort in
chest for 3 hours.

45-year-old male with generalized fatigue,
chest pain when coughing, praductive cough
with green sputum, fever and chills for 4 days.

62-year-old male with sudden onset of pain to
left foot, a history of diabetes requiring insulin
therapy; left foot is cold to touch, and the
nurse is unable to palpate a pulse in the foot.

Yes. High risk for possible
supraventricular tachycardia.

No.This patient may be having an
anxiety attack.

Yes. High risk for possible myocardial
ischemia.

MNo. This patient has classic non-cardiac
symptoms, despite having chest pain.

Yes. High risk for acute arterial
occlusion.

Eye, ENT

65-year-old female with sudden onset of
loss of vision.

22-year-old male patient with trauma to eye
in a bar fight, unable to open eye.

Yes. All complaints with sudden loss
of vision are high-risk.

Yes. High risk for globe rupture or
other trauma.

General

medicine

BRUGMANN

40-year-old female diabetic with vomiting
for 2 days.

69-year-old male who is weak and dizzy, and
undergoes regular kidney dialysis.

29-year-old famale with a recent history of
headaches, blood pressure of 210/120, and
no known history of HTN.

55-year-old male with a laceration to the
thumb. Blood pressure of 204/102, known
history of HTN and admits to skipping a few
doses of blood pressure medication, denies

other complaints.

Yes. At high risk for diabetic
ketoacidosis which requires rapid
evaluation and management.

Yes. High risk for hyperkalemia and
other electrolyte imbalances.

Yes. High risk for hypertensive
amergency.

No. Patient will not require emergent
treatment of his blood pressure, but

will require re-evaluation of his anti-

hypertensive dose and agents.
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ES

® Simple & concis 8

® Algorithme clair

® S’integre dans une
philosophie globale de
triage

®* EVB .

BRUGMANN

Pratigue américaine
trés cadrée <> Europe
plus « boheme »

Formation +++
necessaire

Ressources difficilement
accessible

Catégorisation sur base
de plaintes ??77?
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Australian Triage Scale
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ATS 7?

® Déeveloppé en 2001 ( Australie )

® Evolution du NTS ( National Triage
Scale ) 1993

® Impléementée sur tout le continent
® Outil Agence Fedérale de Santé

® Soutien Associations infirmiere /
meédecin

BRUGMANN

45



Caractéristiques ATS

® Echelle a 5 niveaux comparable CTAS
® Triage téeléphonique possible

® Implémentation demande formation
+++

® Inclus gestion de la douleur et triage
maladie mentale

® Spécificité pediatrique / Gynéco

NNNNNNNN
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Table 2.1: ATS categories for treatment acuity and performance thresholds'

ATS category

L% I - Y R

BRUGMANN

Treatment acuity
(maximum waiting time)

Immediate
10 minutes
30 minutes
60 minutes

120 minutes

indicator (%)
100
80
75

70
70
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Algorithme

n Patient presents for triage ~ Safety hazards are considered above all I

I

Assess the following:

Yes
” Quick Evaluation ~ Is patient stable? I

r

* Chief complaint » Disability

+ General Appearance « Environment

« Airway * Limited History
» Breathing * Co-morbidities
* Circulation

l No

Differentiate predictors of poor outcome from other
data collected during the triage assessment

l +
> Assign an appropriate ATS category in re-
sponse to clinical assessment data

{

F Allocate staff to patient, including brief I

Identify patients who have evidence of or are at
high risk of physiological instability

handover to allocated staff member/s

!

ﬂ ED model of care proceeds I
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Table 4.1: Summary of adult physiological predictors for the ATS

Category | Category 2 Category 3 Category 4 Category 5
Immediate 10 minutes 30 minutes 60 minutes 120 minutes

Obstructed/ Patent Patent Patent Patent
partially
obstructed

Breathing Severe Moderate Mild respiratory = No respiratory No respiratory
respiratory respiratory distress distress distress
distress/absent distress
respiration/

hypoventilation

Circulation Severe Moderate Mild No No
haemodynamic haemodynamic haemodynamic haemodynamic haemodynamic
compromise/ compromise compromise compromise compromise

absent circulation

Uncontrolled
haemorrhage

Disability GCS <9 GCS 9-12 GCS >(2 Normal GCS Normal GCS
Risk factors for serious illnessfinjury — age, high risk history, high risk mechanism of injury, cardiac risk factors, effects of drugs or alcohol,

rash and alterations in body temperature — should be considered in the light of history of events and physiological data. Multiple risk factors
= increased risk of serious injurylillness. Presence of one or more risk factors may result in allocation to a triage category of higher acuity.

BRUGMANN
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Table 4.2. Australasian Triage Scale categories

ATS Description of Category Response
Category
1 Immediately life-threatening Immediate
2 Imminently life-threatening or Assessment and treatment within 10
minutes

important time-critical treatment or

Very severe pain

3 Potentially life-threatening or Assessment and treatment start within 30

. . minutes
situational urgency or

human practice mandates the relief of severe discomfort
or distress within 30 minutes

4 Potentially life-serious or Assessment and treatment start within 60
N minutes
situational urgency or
significant complexity or severity or

human practice mandates the relief of severe discomfort
or distress within 60 minutes

] Less urgent or Assessment and treatment start within

- o . 120 minutes
clinico-administrative problems
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Table 4.2: Summary of ophthalmic emergency predictors for the ATS

Category | Category 2 Category 3 Category 4 Category 5
Immediate | 0 minutes 30 minutes 60 minutes 120 minutes

* Penetrating * Sudden * Normal vision + Normal

eye injury abnormal Mi . vision
. . * Mild eye pain,
vision with or re P

» Chemical injury i e.g. * No eye pain
— blunt eye
* Sudden loss o
- ; * Moderate injury
of vision with ) flash b
. eye pain, e.g. — flash burns
. — blunt eye — foreign body
injury i
* Sudden onset — flash burns
severe eye pain — foreign body
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ATS

* Pratiqgue
® S’intégre dans une australienne tres
philosophie globale ~ cadree <> Europe
de triage plus « boheme »
* Consensus d’expert * Formation +++
» EVE nécessaire

® Algorithme multiple

® Categorisation sur

base de plaintes
27?7
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Emergency Department Triage Scales and Their Components: A
Systematic Review of the Scientific Evidence

Nasim Farrohknial*, Maaret Castrén?, Anna Ehrenberg?, Lars Lind%, Sven Oredsson2, Hakan Jonsson?, Kjell

Asplund’ and Katarina E Géransson®’

Abstracts identified
through database

geaching
2776 Abstracts excluded
by relevance
2 608
Artides studied
in full text
168 Atticles excluded
Articles identified through by relevance,
other sources study design and
1 non-sufficient
Articles included in systematic eligibility
review 149
20
Low quality Medium quality High quality
11 9 0
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Evaluation en utilisant GRADE

@ La reproductibilité du TRI
@ La validité des echelles de triage en

regard de la mortalité
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Our systematic review shows that when adjudicated by standard criteria for study
guality and scientific evidence, the triage scales used in EDs are supported, at best, by
limited evidence. Often, the evidence is weaker, not above insufficient by the GRADE
criteria. The ability of the individual vital signs included in the different scales to predict
outcome has seldom, or never, been studied in the ED setting. The scientific evidence
for assessing interrater agreement (reproducibility) was limited for one triage scale
(Brillman) whereas it was insufficient or lacking for all other scales. Two of the scales
(CTAS and ATS) offered limited scientific evidence, and the scientific evidence for one
scale (METTS) was insufficient to assess the risk of early death or hospitalization in
patients assigned to the two lowest triage levels in 5-level scales; the studies showed
the risk of death to be low, but a need for inpatient care was not excluded (about 5%
hospital admission rate on average). Studies on validity of the triage scales across all
levels, i.e. their ability to distinguish the urgency in patients assigned the five different
levels, were generally of low quality. Consequently, evidence was insufficient to assess
the validity of the scales.
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MTS and eCTAS include the chief complaint leading to the ED visit,
but we did not find any studies that analyzed which of the chief
complaints are important predictors of mortality early after triage. It
appeatrs likely that in the construction of triage scales, much of the
Information was deduced from studies performed in settings other

than EDs.
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Conclusion
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Echelle et EVB 77?7

Importance de I'adaptation locale
Echelle = outil

On soigne des patients pas un flowchart
Importance de la démarche clinique

@ Etat du patient est dynamique donc importance
de la rééevaluation.

@ Soigner I'implémentation, besoin en formation
+++
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