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e START: Simple Triage And Rapid Treatment



Figure 1: START Triage Flowchart
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ESI triage system:
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mmnicmav wo& mociorEOGo:HnDO
NOT countj; Mor.vyolﬂnblomrg clinical conditions: intubated, apneic,
puiseless, severe respiratory distress, SPO,<90, acute mental status changes. or

is defined as a patient that is edther:
(1) nonverbal and not commands (acutely); or
(2) requires noxious stimulus (P or U on AVPU) scale.

B. High risk situation is a patient you would put in your last open bed.
Severe pain/distress is determined by clinical observation and/or patient rating of
greater than or equal to 7 on 0-10 pain scale.

C. Besources: Count the number of different types of resources, not the individual

tests or x-rays (examples: CBC, electrolytes and coags equals one resource; CBC
plus chest x-ray equais two resources).

Resources Not Rescurces
* Labs (iood, urine) * Hatory & ptysical nchading pehic)
* ECG, Xrays * Point.of.care tosting
o CTAMSS-ultrasound-angography
o IV fuscs Prydrationy = Saling or hapiock
o IV or M or nebulized medications * PO medicatona
o Tolanus smenunizaton
o Proscrigton rofils
* Spociaity corsultation * Phone call 1o PCP
* Simple procedure =1 * Simpie wound care
fac ropair, fokey cath) [dressings, recheck)
o Complex procedure =2 = Crutchas, spints, sings
(conscioun sedaton)

D. Danger Zone Vital Signs
Consider uptriage to ESI 2 if any vital sign critenion s exceeded.

Pediatric Fever Considerations
1 to 28 days of age: assign at least ESI 2 f temp >38.0 C (100.4F)
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 faver
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