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,FIRST COME, FIRST SERVED"“
PROC TENTO PRINCIP NA UP NEMUZEME PQUZIT?

 Mnoho prichozich, malo
(zdvazné) nemocnych
* Nutna identifikace
zavaznych stavi, ale i
odsunuti méne zavaznych
napyr. privezenych Z2ZS
-mm kdo dFiv pFijde/pFijede,
ten (nékdy) driv nemele....
* Pretizeni UP:
* sniZeni bezpecnosti pacientt
* riziko zavazné chyby




HISTORIE?

* Tridéni a nasledny rychly transport
mimo oblast frontovych boju + dalsi
stupen tridéni na obvazisti

 Dominique Jean Larrey (1766-1842)
— napoleonské valky

* John Wilson, britsky namorni lékar

* Nikolaj Ivanovic Pirogov (1810-
1881) — rusky valec¢ny chirurg




TRIDENIV
CIVILNICH
PODMINKACH

od 60. let 20. stoleti na oddélenich
typu EMERGENCY

USA, Velka Britanie, Australie,
Kanada

pozdéjii asijské zemeé, které
prevzaly americky systém PNP a
UP

Richard Weinerman, Robert
Rutzen, David Pearson — Effects of
Medical , Triage” in Hospital
Emergency Service (1965)

Yale Studies in Ambulatory Medical Care

Effects of Medical “Triage’ in Hospital

Emergency Service

E. RICHARD WEINERMAN, M.D., S. ROBERT RUTZEN, B.A., and DAVID A. PEARSON, M.P.H.

‘WO DECISIVE trends have characterized

hospital emergency services in recent years:
sharply rising patient loads and disproportion-
ate increases in numbers of nonemergency cases.
Visits to emergency rooms thronghout the coun-
try have risen far out of proportion to increases
in clinic attendance or inpatient hospital admis-
sions (I-9). At the same time, recent studies
of utilization patterns indicate that one-third to
one-half of emergency service cases can be clas-
sified as nonurgent (3-5).

Recent studies at the Yale-New Haven Medi-
cal Center have documented these general
trends for this institution and are reported else-
where (10-18). Findings to date suggest that
a large proportion of persons using the emer-
gency facilities for general health conditions
are from the low economic status, urban core
segment of the community.

The search for causes of these trends leads
directly to the community at large and to in-
volvement with the basic socioeconomic and

The authors are with the departments of medicine
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School of Medicine and the Grace-New Haven Com-
munity Hospital, New Haven, Conn. Dr. Weiner-
man is professor of medicine and public health and
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This paper represents the second in a projected
series of research reports on ambulatory care. The
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medical care issues of the day. Two factors
appear to be most significant: the inadequacy
of general health services for the economically
depressed population in the central areas
around large urban hospitals and the pattern
of solo and specialized private medical practice
which limits the physician’s ability to satisfy
sudden and off-hour service demands. The
emergency rooms have provided, thus, a re-
search laboratory of great value, not only as
the basis for program planning within the
hospital but also as a source of information
about the medical care needs of the general
community.

The cumulative pressures, both quantitative
and qualitative, have placed emergency stations
under severe strain. Corrective measures have
included expansion of facilities {without modi-
fication of the traditional model), restrictive
admission policies, and development of alterna-
tive treatment facilities elsewhere in the eom-
munity. As a result of the previous Yale-New
Haven studies, however, a new program has
been developed to deal directly with the major
finding, that of the inereasing amount of in-
appropriate use of this complex and expensive
service. The new system is called medical “tri-
age,” a French term introduced in military
medicine, which referred originally to the sort-
ing of mass casualties for priority of treatment.
It was instituted on July 1, 1963, in the emer-
gency service of the affiliated Grace-New Haven
Community Hospital.

The Triage Program

The experimental triage program is designed
to provide each emergency service patient with
brief medical evaluation, decision regarding



EFFECTS OF MEDICAL ,TRIAGE” IN HOSPITAL

EMERGENCY SERVICE, 1965

e Studie z roku 1963v New Haven Community Hospital

* reakce na:

» ZvysSovani poctu pacientt

 Disproporcni rozloZeni — prevaha neurgentnich stavti
 ,vojenska” terminologie — tfidici dustojnik, tridici stanice

* Rezidenti z oboru interna, chirurgie a pediatrie a se zkusenosti prace na
UP + zkusena sestra

e Od 10do 22 hod. denné



EEFFECTS OF MEDICAL ,,TRIAGE® IN HOSPITAL EMERGENCY SERVICE,

1965FEFFECTS OF MEDICAL ,,TRIAGE® IN HOSPITAL EMERGENCY SERVICE, 1965
EMERGENCY SERVICE, 1965

VYSLEDEK TRIDENI (Zadny pacient nesmél odejit, aniz by byl vysetien lékafem):

1. Propusténi po osetreni na UP

2. Dojednani terminu u specialisty v nemocnici
3. Predani do soukromé ambulantni péce

4. Prijem na nemocnicni oddéleni
5

Predani do jiného zarizeni (vc. psychiatrické, zubni péce, policii, zachytnou
stanici, socidlniho zarizeni atd.)

6. Jinéreseni



SYSTEMY TRIAZE A JEJICH ADAPTACE

Emergency Severity Index (ESI) — 5 stupnii (4 stupné);
Manchester Triage System (MTS) — 5 stupiu;
Pediatric Early Warning System (PEWS) — 5 stupn;

Australasian Triage Scale (ATS) — 5 stupnu;

Canadian Triage and Acuity Scale a paedCTAS pro déti — 5 stupid, retriage povinné podle doby cekani

Simple Triage nad Rapid Treatment (START) a JUMP-STARTpro déti — 4 stupné, pro MU
South African Triage Scale (SATS) — 4 stupné;
Care Flight Triage Algorithm — 3 stupné, pro paramediky pri MU;

Triage Sieve Algorithm — 3 stupné;

Pediatric Triage Tape (PTT) — 3 stupné, détska modifikace predchoziho algoritmu




OVERENE A VALIDIZOVANE SYSTEMY TRIAZE

e Emergency Severity
Index (ESI)

e Manchester Triage
Scale (MTS)

* PEWS (Paediatric
Emergency Warning
System)

e Canadian Triage and
Acuity Scale

e Australian Triage Scale

e Simple Triage and
Rapid Treatment
(START) — JUMP-START

e South African Triage
Scale

e Care Flight Triage
Algorithm
e Pediatric Triage Tape

e vlastni modifikace na
nékterych uvrgentnl'ch
prijmech v CR



requires immediate yes £ 1\

life-saving intervention? =\ 1)

lno
high risk situation?
or

confused/lethargic/disoriented?
or |
severe pain/distress?

v (2)
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Red

Resuscitation (Omin)

Obstructed airway Threatened airway

Stridor

SpO, < 80
RR>350r<8

SpO,: 80-89
RR: 31 - 35

RR: 26 - 30

Sp0, 2 95
RR: 8 - 25

HR > 130
BP,,, <80

HR: 121 - 130
HR < 40
BT,,,: 80 -89

HR: 111 -120
HR: 40 - 49

HR: 50 - 110

GCS =8

GCS:9-13

Tp: 38.1 -40.0
Tp:32-34

Tp: 341 -38.0




YES
i:l;‘ ;0 SECONDARY TRIAGE*

k Using the JS algorithm,

evaluate first all children who
BREATHING did not walk under their own
Breathlng? NO POSITION UPPER AIRWAY pOWer.
APNEC

+ PULSE

5 RESCUE BREATHS

BREATHING

>30ADULT
<15 OR >15 PEDI

Respiratory Rate

<30ADULT

15-45 PEDI

_ CR> 2sec (ADULT)
Perfusion NeTiFABLE PULSE (PEDI)

“P" (INAPPROPRIATE) POSTURING OR "U"
YES (PEDIATRIC)

Mental status y2QESN'T OBEY COMMANDS
(ADULT)

OBEYS COMMANDS (ADULT)

“X","V" OR "P" (APPROPRIATE) (PEDIATRIC)

©Lou Romig MD,2002
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Piloha 2

Pfiklad skarovaciho systému pro véasnou detekci zhorsujiciho se stavu pacienta

2

* spaveé gi » driidivé
L mmateng
Chovani « snifend reakce
na bolest
* mramorai » sedéfoyanoticke
# CRTSs =« CRT4s
Krevniobéh * mm * tachvkardie
* >30 /min nad >20 /min nad
normu normu
+ bradykardie
o Df > 5 /min « Df > 10 /min nad
pod normu + normu
mtahuje & * zapojeni
grunting pomocnych
Dychani » HFNO > 50% O svall
€i0:>81/min | e zatahuje
* HFNO > 40% O
& 0; > 6 [/min

kyslilu

SYSTEM VCASNEHO VAROVANI — PACIENTI DO 12 LET
PEDIATRIC EARLY WARNING SCORE CARD (PEWS)

» piiméreng,
hraje si

» riZové nebo

CRT=<2s

» normalni,
nezatahuje

CRT — kapildrni navrat (Capillary Refill Time), Df — dechova frekvence, Fid: — inspiraéni frakce

Tepova frekvence [min™]

Dechova frekvence [min™]

novarozenec (<1 mésic)

100-180

40-60

Batole (1-3 roky) 70-110 25-30
Predskolak (4-6 let) 70-110 21-23
Skolni vék (7-12 let) 70-110 18-21

TRlAZo U ZAVAZNYCH
STAVU

« URAZY

* Véstnik MZ 2015, c¢astka 15, s.2-20; Centra vysoce
specializované traumatologické péce a Centra
vysoce specializované péce o pacienty s
popaleninami

POPALENINY

* Veéstnik MZ 2019, ¢astka 5, s. 74-75; Triaz
popalenych dospélych a déti

Iv2E§EI\’II' §TAVl’°J HBOZI'CI'HO NEBO NAHLE VZNIKLEHO
SELHANI VITALNICH FUNKCIi (MET tymy)

* Veéstnik Mz 2019, castka 11, s. 76-84; Metodicky
pokyn — Reseni stavi hroziciho nebo nahle
vzniklého selhani zakladnich zivotnich funkci




ZPUSOBY ZLEPSEN| PRUCHODNOSTI UP

Funkcni triaz na vstupu

Sledovani funkénich parametru kvality prace UP
« Cekaci doba (waiting time)
« Cas do kontaktu s Iékafem (time to be seen by a doctor)
* Pocet pacientu, ktefi nevyckali osSetreni

Vytvoreni oddélenych tras (,,fast track” versus ,,low priority cases”)

Tymova tridz — se zapojenim lékare — navrat zpét ke koreniim?

V pripadé kritického nedostatku IliZzek v nemocnici — ,,reverse triage”

* |ldentifikace pacientt, které je mozné propustit nebo prelozit, u kterych nehrozi
riziko potreby narocné lékarské péce v nasledujicich 96 hodinach



Reverse triage: more than just another method

Gwen Pollaris and Marc Sabbe
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Can a reverse triage clinical decision support tool create
sufficient surge capacity and reduce emergency department

crowding?

Frieda De Bondt, Gwen Pollaris and Marc B. Sabbe

Eerapcan Jourml of ooy Modices BEPL BT
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Mass casualry incidents (MCls) such as terrorist attacks
i Brussals, 22 March 2014 Paris, 13 November 20150
or the present COVID-1% pandemic, can no longer be
igmeaed in today’s seciety |1,Z) In addition, daily mes-
gency depantment (ED) crowding also leads o unex-
peciet and sudden increzses @ patient wolumes. This
major influx due to MCls or ED crowding can easity
overwhelm an 13 and subsequently the entire ]mq:i.
12l caparity @ its resowrces. In the search for copi
stratefies, trizge systems and new nschmlnpu
been studied |3-5). A healthcane system’s shility to rap-
dly expand its noemal capacity tn meet the increzse in
demand is called supe capacity. If fall surge capacity is
ot achieved in time, ED crowding will cccur, leading to
an overall lower quakity of patient care and 2 potential
imcrease in morbidity and mortality |5-9).

The reverse iriage method is cm the basis of the prin-
ciple thai patienis with the least need for medical
care should be the first i be assessed for early hos-
pital discharge. Reverse irige & 2 process to rapidly
Create inpaisent surge capacity by identifying hos-
pitalized patients who do not require major medical
assistance for at beast %6 b As 2 result, these patients
have anly a small risk of sericas comglications in case
of early discharge. Conversely, it offers the possibility
o pricaitize disaster victims who are in greater need of
huspital care and rescurces, Low.risk patients can be
discharged home or to lees acute-care fadlities soch as
nursing homes, public health contingency staticns or
an onsite nursing facility {9,10]. Although never stud-
ied before, the reversa triage principle could als be
appliesd to reduce the dzily phenomenon of K1 crowd.
ing. By simultnecusly prigritizing EID patients whe
need urgent medical attention and pricritiEng inpa-
tients raady for discharge, a daily hospital surge capac-
ity eould be achieved.

As suted by Hudson o il |3, it is of mere value o foous
on predicting the cutflow of admitted patients rather
than predicting the influs, 25 the outflow is 2 mone critical
influencer of KL crowding.
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Howeyer, choices have to be made a5 executing revemse
triage protecols, in caszof MC1sor ED'erowding, requires
madical persomnel whe are simubtanscasly nesded
previde care. Thesefors, a clinical decision support tool
i Facilitste the outflow of sdmittad pasients, on the basis
of the revene tiage principle. was pilsted in 1 previ-
s monocentric saady within the University Hospitals
of Lewven. This spplication, the Reverse Triape Tool
Leuven, was able o detect hospittized paticnts who
undeniaby could not be dischaed early in czse of 3
MUCL As such, the number of inpatients to be clinically
evaluzted for potential early dischape in MCls was
reduced by 65% [11)

In contrast to MCls where 2 certain degree of risk will
be corsidered acceptable, this weuld net b tolerable in
the case of EID crowding. Therefore, the cut-off values
of reverse trizgge in case of MCI to ndicate mpatients
whe are ot ready for hospital discharpe, potentially need
in be reconsidered when it comes to EI cowding. In
onder o sedefine the definitions and cut-off values for
daity EID crowding, as well o update and reassess the
undserlying American framewark, an & Delphi study with
2 European expent panel, i currently in progress [12]. n
addition, the renewed definitions will be validsted in sev.
eral Flemish hospitals that use the same health elecoonic
reccad (HER) platform.

Finally, validation in other Ewsopean couninies and in
hospitals wing a different HER platfors &

Following the rocovery of the cwment COVID-9 pan-
demic, we all have io fwther refine patient flows of
unplanned case in 2 healthcare system that & mainty ori-
ented to planned admdssions, not only @ case of 2 MCI
but zlso in case of ED crowding. Thersfore, an imterma-
ticnal consortium has to be set up t search for funding
and to execute this innovative project. This i zn open call
for thoss interested to participate in such a comsortinm.
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EUSEM QUALITY INDICATOR PROJECT

Structure/ system:
Documentation

Ability to actively record
signs that indicate vital
(life sustaining) function
both at triage and monitor
through ED visit.

Demonstrate (A) the ability to record signs (body temperature,
pulse rate, blood pressure, oxygen saturation, respiratory rate) in
the patients record (digital or otherwise) and demonstrate (B)
that this ability is being used greather than X% of patientsin a
selected period of time. (Potentially X =95) (C) that this
measurement is ongoing through ED visit rather than only at
triage for those who's vitals are either abnormal or patients at
risk of deterioration.

Structure/ system:
Documentation

Ability to actively record
patient’s reason for
attending emergency
department (complaint/
symptom) and precipitating
factor (accident, illness,

injury )

Demonstrate (A) the ability to record this in the patients record
either digitally or otherwise, demonstrate (B) where this ability
is being used greater than X% of patients in a selected period of
time. (Potentially X=95)

Structure/ system: Time
related elements of
patient trajectorny:

Time to be seen by doctor
depending on triage
category

Understanding that triage systems in use vary between regions,
demonstrate the ability to measure time to doctor review for a
given set of patient visits and demonstrate that these




EUSEM QUALITY INDICATOR PROJECT

Structure/ system: Ability to actively record Demonstrate (A) the ability to record triage category in the

Documentation triage category patients record (digital or otherwise) and demonstrate (B) that
this ability is being used greather than X% of patientsin a
selected period of time. (Potentially X =95)

Structure/ system: Triage system in place Demonstrate that a system is in place to assign degrees of

Triage urgency and assign order of assessment and treatment to

patients presenting to the ED. Describe this system including any
local modifications to standardised systems.




NA CO PRI TRIDENI NEZAPOMINAT?

* Technika (procesy, kvantifikace) versus filosofie (etické ospravedinéni)
e Zalozeno na distributivni spravedinosti

* Tridéni = systematicka alokace benefitli zdravotni péce versus odepreni
nebo odlozeni péce jinym
* Systém tridéni podporuje
* hodnoty lidského Zivota a zdravi, efektivni vyuziti zdroji a
spravedinost (ve smyslu ,fairness”)

e potlacuje autonomii



TRIDEN[JAKO
AKTIVITA MENICI
CHAQS V SYSTEM...
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