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Prehospital mass-casualty and disaster triage tools designed to save maximal lives utilize a

concept that, despite decades of research and training, has proven to be difficult, elusive,

and arguably, of limited pragmatic value.! Despite this, there have been many triage sys-
Professor Critical Care Medicine, University e implemented world-wide, often without addressing the many limitations inherent
of Melbourne, Melbourne, Australia in them.?

2. Department of Emergency Medicine and Several attempts have been made to standardize or refine various triage systems,’ yet
EMS, Sundsvall County Hospital, many are not supported by robust evidence-based research and lack scientific and methodo-
Sundsvall, Sweden logical bases.*® A recent study done on the Dutch Field Triage protocol has shown poor

3. Fellow, BIDMC Disaster Medicine accuracy, significant under- and over-triage rates, and was deemed to be of little value in the
Fellowship, Department of Emergency field.”

Medicine, Beth Isracl Deaconess Medical The vast majority of the more commonly used systems also do not take into consideration
Center and Harvard Medical School, the surrounding medical resources available, or the magnitude of the mass-casualty inci-
Boston, Massachusetts USA dents. Both of these factors are critical in determining how much resources can be dedicated

4. Director, BIDMC Disaster Medicine to the critically injured, and whether they should be prioritized or de-prioritized.®
Fellowship, Department of Emergency Additionally, triage systems often do not differentiate between the mechanisms of injury,
Medicine, Beth Israel Deaconess Medical age, and baseline physiology of each patient, all of which are important prognostic factors
Center; Associate Professor, Harvard that should be considered when determining transport or treatment priorities.” Of the triage
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Sh tools specifically designed for pediatric or elderly patients, no conclusive evidence has been
U

shown in terms of accuracy or net clinical benefits.>!°
The goal of effective prehospital triage is that it can be easily taught, quick to perform
Correspondence: under duress, and has high sensitivity and specificity backed by robust evidence in its effi-
Derrick Tin cacy, while taking into account the resources available in each incident. To date, no preho-
Faculty, BIDMC Disaster Medicine spital triage system has come close to achieving these goals, and triage systems have often
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perational logistics aside, all triage systems also have an ethical aspect to consider. At
Boston, Massachusetts USA their core, all triage systems rely on an intentional prioritization and de-prioritization of a
Associate Professor Critical Care Medicine certain population cohort as determined by the system. This in itself can be problematic as
University of Melbourne we strive for equitable distribution of health resources.!? The ethical ramifications of triage
Melbourne, Australia. choices impact not only patients, but also triage providers, often many of whom are the least
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By continually appraising our prehospital triage, care, and transport capabilities, several
questions should come to the forefront: how do the operational or clinical benefits of current
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under high-stress situations negate the benefits of these tools as a whole, or can new emerg-
Keywords: disaster triage; mass-casualty ing technologies such as artificial intelligence finally help overcome some of the hurdles of
incidents; triage tools the pas‘c?”’14 Should the focus instead be on life-saving, on-scene interventions and the

rapid transfer of patients to higher levels of care? While it is undisputed that matching
the right patient to the right care facility is of benefit to all, is the pursuit of an optimum
triage system merely an academic indulgence with little operational value? Finally, would
more robust pre-disaster local transport surge capacity, patient distribution plans, and
the reliance on experienced first responders’ judgment to facilitate the rapid transfer of
patients to a better resourced environment achieve better outcomes?'®

As we pivot into an era of evidence-based medicine and emerging technologies, old con-
cepts and practices with little in the way of evidence should be rethought from the ground
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edieme up. Given the amount of time, effort, academic resources, training, and education that goes
into the search of a universal system that will likely forever remain elusive, it may be time to
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de-emphasize the search for an all-encompassing prehospital triage
system and focus our resources on evidence-based interventions
that have proven to impact patient prognosis. Of course, technol-
ogy and evidence-based medicine are not without their limitations,

especially in the world of disasters, but with little scientific or anec-
dotal success as a mass-casualty tool, disaster medicine specialists
and prehospital operators need to perhaps rethink the need and
method for mass-casualty triage.
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