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TRIAGE 
 

Patient Triage  

Although all patients require early assessment and preparation, this does not mean that all patients 
require the same complexity of clinic-based  preparation.  Many patients can be appropriately 
prepared without clinic attendance.  Patients should not be expected to waste their own time and 
resources on unnecessary clinic visits if these can be avoided by assessment by questionnaire, 
telephone, and by gathering patient information from the General Practitioner or other health care 
providers, and past hospital records. Apart from resource issues, it also frustrating for staff to waste 
time assessing patients in clinic unnecessarily.   
 
For those patients who are required to attend the clinic, assessment may be of varying complexity.  
For some patients, assessment & preparation may be able to be provided by a single trained nurse 
or other clinician, with assistance as required.  Complex patients will require prolonged assessment 
by a multidisciplinary team.  Patients coming from geographically distant locations may be prepared 
by their GP, or by ‘satellite’ clinics, with distant supervision by the hospital-based service.  A triage 
process is necessary to guide decision-making on these issues.  
 
Triage will primarily consider patient health co-morbidities and the complexity of the planned 
procedure. Patient factors and social issues that may affect preoperative preparation or discharge 
planning must also be considered. The travel requirements imposed on patients by the preparation 
process may also be relevant. Systems for ‘long-distance’ preparation of patients are required, 
especially in tertiary referral and rural settings.  
 
Triage decision-making can be assisted by guidelines.  A set of guidelines based on two axes of 
complexity of surgery and patient health (e.g. ASA score) can be developed. An example is shown 
(Fig 5). These must always be regarded as guidelines to be used by trained, and experienced, staff 
working under supervision in a system. A clear process for ‘escalating’ triage decision making to a 
more senior clinician should be established when triage guidelines are developed.  
 
Perceptions of the appropriate level of triage of patients (i.e. what proportion need to be assessed 
face-to-face in the clinic) vary:- In general, nurses advocate a high attendance, and anaesthetists a 
lower proportion.  The appropriate proportion of patients who need to attend for face-to-face clinic 
assessment is dependent on the surgical casemix, the average level of comorbidities and other 
complexities, and other local health service factors.  In the author’s experience, a well-functioning 
service will require 10% or less of day-stay patients and 25-35% of inpatients to attend for face-to-
face preparation. 
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(Fig 5) 
 
 
Ongoing development of shared protocols and guidelines, and continuing review of problems that 
are identified, is required to maintain the quality of the triage process. All triage processes have an 
unavoidable failure rate manifest as ‘missed’ patients and ‘over-triage’.  It is inevitable that there will 
be occasional delays & cancellations on the day of surgery, or unnecessary patient visits as a result.  
These ‘failures’ should be monitored as a Key Performance Indicator, and seen as a marker of the 
quality of the triage process.  It must be accepted that they cannot be eliminated altogether.  
Development of trust and respect between clinicians to develop confidence in shared preoperative 
assessment has been problematical in some centres, but is fundamental to the ongoing function of a 
high-quality preoperative preparation service. 
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