Rationale and key points
This ‘How to’ article explores the necessary preparation for triage and explains the steps to be taken when triaging a patient. Triaging can be a complicated process, with multiple modes of assessment taking place simultaneously, and nurses need to be confident and competent in their assessment skills.
· Triage requires a targeted patient examination, using both clinical judgement and triage tools to decide acuity scores.
· Differences between acuity scales exist, so clear communication of assigned triage categories is essential.
· A structured approach to patient assessment helps guide decision-making and identify problems.
· Although diagnostic tests can be used to facilitate the triage process, care needs to be taken to ensure the triage process isn’t overly drawn-out by their use.
Reflective activity
‘How to’ articles can help to update your practice and ensure it remains evidence-based. Apply this article to your practice. Reflect on and write a short account of:
» How this article might improve your practice when assessing the acuity of patients in triage.
» How you could use this information to educate nursing students or your colleagues on the appropriate technique and evidence base surrounding the triaging of patients in emergency departments.
Preparation and equipment
· Nurses need to ensure their triage knowledge and skills are current before undertaking triage assessments. Undertaking preparatory courses as provided by your department and accessing any other resources that may be available will help to improve triage decisions.
· Access to a triage algorithm is needed to facilitate assessments, and familiarity with the use of the system will help to guide your decisions. Most emergency departments use a set algorithm, make sure you are aware of which your department uses and understand how to use it.
· Identify a suitable environment to assess patients. Ideally, a separate room with an adjustable examination couch would be used, to enable patient privacy and facilitate a thorough assessment process. If a patient is arriving by ambulance, a specific triage area may be set up.
· Diagnostic equipment can be used to aid your assessments, with different equipment required depending on the presentation of your patients. Useful equipment to have to hand may include:
· Equipment for checking vital signs, typically including a manual or automatic blood pressure cuff, a saturation probe and a thermometer.
· A stethoscope for checking air entry and auscultating lungs, abdomens and arteries.
· An electrocardiogram (ECG) machine to examine cardiac rhythm and activity.
· Point-of-care blood testing devices, such as glucometers or arterial blood gas machines to get rapid biochemical results, and a sharps bin for waste disposal.
· A pen torch and tendon hammer for assessing neurological responses
· You may have a healthcare support worker to aid you in the triage process. Knowing what tasks you expect of them and checking they are able to perform these tasks will help to avoid confusion and ensure an efficient triage process.
· Some patients presenting to the emergency department can rapidly deteriorate, so nearby equipment (emergency call bell, resuscitation trolley, defibrillator, emergency drugs, oxygen) for dealing with emergencies is vital and should be checked for functionality regularly.
· Infection control can be difficult in emergency departments but is a necessary part of any healthcare encounter. Check the availability of relevant equipment (i.e. gloves, apron, soap and water) and familiarity with its use.
· Recording the outcomes of the triage encounters, results of any diagnostics performed, and reasoning for any decisions made is necessary to ensure suitable treatment is received in a timely manner and tests are not unnecessarily repeated later. Make sure you know how to record these, whether handwritten or digitally.
Procedure
1. Prepare assessment area and ensure availability and sufficient stock of equipment.
2. Take any infection control measures necessary before the engagement of the patient.
3. Read any notes about the patient that you will be assessing, if available.
4. Call the patient from the waiting area into your assessment space, assisting them if needed. Make note of any difficulties the patient has mobilising to the assessment space, if these are acute they may inform your assessment. If present, consider asking the ambulance staff about any changes to mobility.
5. Introduce yourself and any colleagues present to the patient, explaining what you will be doing and why.
6. Discuss the patient’s reasons for presenting to the emergency department with them, as well as any symptoms they might have. You might also want to explore their medical history, any medications they are taking, or other pertinent questions dependent on their presentation. If ambulance staff are present, they may provide some details if the patient is unable.
7. Whilst talking to the patient, perform a physical assessment if able to without interrupting them. If not wait for them to finish. This assessment may include:
a. Comprehensive overview of the patient, using a structured approach.
b. Taking vital signs, which can be assessed using the NEWS2 system. This should include a pain score.
c. Auscultation of any systems relevant to the presenting complaint or symptoms.
d. Examination of any injuries or wounds.
e. Neurological assessments, both physical and verbal i.e., GCS, muscle power assessments.
f. An ECG.
g. Some baseline blood tests including point-of-care testing.
Note that time in triage is limited, and you may need to select the most relevant and necessary tests for the patient, with others being taken at a later point in the emergency department, as per departmental guidelines.
8. To complement your assessment, consider any visual cues you identify in the patient, such as pallor, ease of movement or difficulty talking.
9. Consult your department’s triage algorithms, using all your gathered information to inform your assessment of the patient’s acuity, and identify the suitable acuity category.
10. Record this category in the appropriate places for your department, as well as the results of your assessments and your reasoning, and if necessary, verbally communicate the acuity score to relevant staff.
11. Explain to the patient what the next steps for them are, and how long they can expect to wait before their next interaction with healthcare staff, although make it clear that this is only an approximate guide.
12. Transfer the patient to the next area, whether back to the waiting room or into a different section of the department.
13. Clean down the assessment area and any equipment that you have used, wash your hands, and check stocks of single-use equipment.
14. Where possible, quickly reflect on your decisions and interactions.
Evidence base
What is triage?
Triage is the sorting of patients based on acuity to establish who is most in need of treatment. It is establishing which patients are the sickest, who are most at risk of deterioration, and who needs to receive treatment most urgently.
Triage needs to be undertaken within fifteen minutes of a patient’s arrival at an emergency department, by a registered professional who has received training in triage, and require less than five minutes of contact (The Royal College of Emergency Medicine, 2017).
 Triage Algorithms
Triage algorithms are tools designed to standardise assessments and provide categories that patients are assigned to (Christ et al., 2010). In the UK, Manchester Triage System (Mackway-Jones et al., 2014) is the most commonly used, although the Emergency Severity Index (ENA, 2020) also has significant usage (NHS England, 2022).
Triage sorts patients into different acuity categories, which often have an attached maximum time to be evaluated by a member of the clinical team (which may be a  physician, an advanced clinical practitioner, a physician’s associate or another member of the medical team), although these times and the colours assigned vary between different triage algorithms (Christ et al., 2010), so nurses need to familiarise themselves with which applies to their department (Table 1.). It is also important to note how the colours differ between scales, so clarity in communication of categories assigned is needed to avoid confusion (i.e., say category 1 instead of red).
	Table 1. Acuity Category Times and Colours in Minutes of Different Triage Scales

	Category
	Manchester Triage System
	Australasian Triage Scale
	Canadian Triage and Acuity Scale
	Emergency Severity Index

	1 
	0 (Red)
	0 (Red)
	0 (Blue)
	Immediately (Red)

	2 
	10 (Orange)
	10 (Orange)
	15 (Red)
	As soon as possible (Orange)

	3 
	60 (Yellow)
	30 (Green)
	30 (Yellow)
	No attached time (Yellow)

	4 
	120 (Green)
	60 (Blue)
	60 (Green)
	 No attached time (Green)

	5 
	240 (Blue)
	120 (White)
	120 (White)
	 No attached time (Blue)



Triage algorithms use a flowchart design, whether based on presenting complaints, vital signs, or resources necessary, and guide the user to a specific acuity category. Ensuring familiarity with the functioning of the algorithm in use through regular training is essential for nurses performing triage (Tam et al., 2018). However, it is also important to consider how nurses’ clinical judgement can contribute to the triage process, and how physical assessments are vital to accurately intuiting an acuity score (Veldhuis et al., 2022).
Patient Assessment
Nurses consider comprehensive hands-on assessments as vital to their triaging process, enabling them to gain a full picture of the patient (Jones et al., 2015). These hands-on assessments should be a systematic review of the patient pertinent to their presenting complaint, with evidence showing that a structured approach improves patient care and identification of any problems, meaning acuity can be more accurately ascertained (Munroe et al., 2016). Patient assessment needs to be a concentrated exploration of specific systems, with the ABCDE approach recommended for nurses due to its comprehensive overview and prioritising examination of higher-risk systems first (Tan et al., 2021), whilst also being able to provide a brief targeted assessment that identifies life threatening conditions. Wolf et al. (2023) have recently published an exploration of the questions that are used at triage and their importance, which may be of use to the reader.
Diagnostic Tests
There are several diagnostic tests that can complement the triage process. Taking the patient’s vital signs is important, as part of the triage algorithms, for an overall perspective of their health and to establish a baseline. NEWS2 is the recommended system for assessing vital signs in the UK, although it should be used to supplement decisions, not solely as a triage algorithm (The Royal College of Emergency Medicine, 2017).
Certain point-of-care diagnostic tests may also benefit assessments of acuity. An ECG can help for identifying any cardiac issues that may arise, with a recent observational study finding that triage nurses can accurately interpret these to identify high-risk cardiovascular patients (Sibilio et al., 2023). Point-of-care blood testing has also been found to help detect hidden complaints which may influence acuity, with triage nurses feeling that it significantly improved their ability to accurately assess acuity levels (Abualenain et al., 2018).
However, care needs to be taken to avoid over-testing in triage, with waiting times for triage and times to treatments potentially being negatively impacted by an over-long triage process (Kienbacher et al., 2022). Triage nurses need to identify which tests are vital for categorising patient acuity, and which can be delayed to a later time without causing patient harm.
Infection Control
Maintaining proper infection control can be difficult in emergency departments, a recent paper by Curr and Baker (2023) provides guidance on how to do so.
How can you improve your triage abilities?
A practice question is available from Emergency Nurse exploring this, which gives advice and directs to suitable resources (Gorick, 2023).
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