PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

TRIAGE
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Definition

Triage comes from the French and means “to sort, sift or pick out”.  Specifically it means, the sorting of and allocation of treatment to patients.

Indications

Medical (usually traumatic) emergency involving more than one patient, interaction between

different agencies, and the need to make choices regarding treatment.

Priorities
1. Park vehicle in safe location.

2. Do initial assessment of scene.  Proceed only when safe to rescuer.

3. Rapidly estimate number of victims and severity of injuries (DO NOT PROVIDE TREATMENT).

4. Establish communications and request necessary assistance.  Provide initial estimate of number and types of injuries.  Notify hospitals.

5. Designate or ensure designation of:

a. Medical command -- the person with the most medical training and experience.  That person should:

i. Coordinate medical resources with patient needs. Maintain communications with involved agencies.

ii. Select stabilization area that is safe, close, and has good access for drive-through of multiple emergency vehicles.

iii. Appoint triage team if not already organized.

iv. Select recorder to assist with written log of patients -- age, sex, category and where transported.

v. Direct, with Incident Command (overall scene commander), flow of ambulances to and from scene.

vi. Oversee patient flow to ambulances and hospitals such that:

vii. Critical patients are transported first when possible.

viii. Distribution of critical patients to hospitals is balanced with bed supply and hospital resources.

b. Triage team:  Use the START Triage System and MET Tags.
i. Categorize and tag patients after brief assessment.

ii. Update categorizations and provide transport to stabilization area as able.

iii. Initiate medical stabilization to patients awaiting transport after triage duties completed.

c. Transport team (if necessary):

i. Transport patients in order of priority from field to stabilization area.

ii. Establish IVs or perform other stabilization procedures as needed in support of triage team.

Precautions
1. Identification of medical charge personnel is extremely important and often overlooked.  Use vests, hats, or other labeled equipment.  Keep a kit in each vehicle.

2. Location of stabilization area is very important.  It should fulfill the following criteria:

a. Away from objective dangers of scene.

b. Close enough for access from scene for stretchers.

c. Accessible by multiple rescue vehicles, both in and out.

d. Near communications and other command personnel for coordination of evacuation.

3. Attach triage tags to patient, not clothing.  Triage tags should be uniform in each region so they are readily recognized by all responders.  There should be a way to record vital signs, findings, problems list, medications given, etc. on the tags.  The tags should also reflect the status of the patients.

i. Red - I 

Critical; requiring care within 30-60 minutes.

ii. Yellow - II
Urgent; care within 60-120 minutes.

iii. Green - III
Delayed; care within 12 hours.

iv. Black - IV
Dead (or near dead).

4. Triage assessment and management differs from single patient assessment.  Certain problems recur in major disasters and should be avoided:

a. Do not use up ambulance space initially transporting "green" patients before more serious injuries have been transported.

b. Do not delay transport to treat patients at the scene.

c. Reassess patients when able and correct tags to reflect your new assessment.  Triage is a continuous process.

d. Disaster scenes may have many talented medical persons; only one can be "Chief."  Be sure that person is well-identified, and be a good "Indian" if that is your role.

Special Notes
1. Multiple-patient scenes will always be a challenge to prehospital planning and ingenuity.  Disaster drills can be very worthwhile and practice does help.  Small simulations involving 4-6 patients often teach much to the segment of the system doing the exercise, and allow more frequent practice for "the big one."

2. A "mini-disaster" plan which allows appropriate mobilization of extra personnel to accommodate 4-6 patients without unnecessarily activating large numbers of people is very useful.  This can be coordinated both within a hospital or within a region for more efficient back-up when resources are stretched.

3. The Incident Command (IC) structure developed and disseminated by the National Interagency Incident Management System (NIIMS) and Federal Emergency Management Agency (FEMA) provides an excellent overall approach to disaster management.  The structure is designed to allow flexibility and local differences, as well as incorporate different training levels (physician, nurse, paramedic, EMT) within medical control at the scene.

4. Patients who have sustained multi-system trauma with no vital signs on arrival of rescue personnel have a very poor chance of survival even if they are the only victim.  If there are additional victims with any signs of life, attention will be better spent with the living.

2.40_Triage

1 of 3

[image: image1.png][image: image2.jpg]