CENNZ-NZNO Position Statement: Triaging Away
Endorsed at the 2007 CENNZ-NZNO 2007 Annual General Meeting
The College of Emergency Nurses believes that health care should not be denied
to any patient requesting care from an emergency department. The College of
Emergency Nurses does not support the practice of triaging away.

Definition. Triaging away refers either to a refusal to provide further care in the emergency
department, or advice to the patient that they do not need care in the emergency department,
based solely on the outcome of the triage interview.
Rationale. People present to emergency departments with a variety of conditions of varying severity,
including health care needs that could be provided in a primary health care setting. Although the
Ministry of Health states that the primary role of emergency departments is to provide emergency
care the Ministry also states that care should not be denied to anyone who seeks it (Ministry of
Health and District Health Boards of New Zealand, 2002). The Australasian Triage Scale assesses
clinical urgency (ACEM, 2006) and is not intended as a tool to deny treatment (ACEM, 2004 a). Any
intent to deny care on the basis of the triage interview creates a risk for the patient, the nurse, and
the organisation. There is no provision in statements by the Ministry of Health or by the Australasian
College of Emergency Medicine for utilising the triage interview and the triage decision to restrict
access to the Emergency Department. There is no support in the health care literature for the
practice of ‘triaging away’.

Background to this position statement

The triage interview is a prospective assessment of clinical urgency (ACEM, 2006). Hospital
EDs in New Zealand are required to use the Australasian Triage Scale (ATS) developed by
the Australasian College for Emergency Medicine, and ‘all patients presenting to an
emergency department must be triaged on arrival by a suitably experienced and trained
registered nurse or medical practitioner’ (Ministry of Health and District Health Boards of New
Zealand, 2002, p3).

Evidence to evaluate the safety and effectiveness of triage and discharge is scarce. A review of the
literature identified a limited number of papers which investigated the effectiveness of triage as a
means of reducing `unnecessary’ emergency department attendances. The overall conclusion was
that triage was an ineffective means of reducing these attendances, although the quality of the
evidence was poor (New Zealand Health Technology Assessment, 1998). In one study, 5.5% of
patients triaged as ‘non-urgent’ subsequently required hospitalisation (Young, Wagner, Kellerman,
Ellis, & Bouley, 1996). A study of primary care in the ED utilised a modified triage process which
classified patients into ‘primary care’ or ‘accident and emergency’ categories, finding that a significant
proportion of the primary care group were referred to a specialist inpatient team or the fracture clinic.
This implies that had triage been used to refer patients elsewhere, a significant proportion would have
had to return to the hospital (Dale, Green, Reid, & Glucksman, 1995). ACEM (2004 b) states “that
there has never been any

scientific research to support the contention that Australasian Triage Scale (ATS) 4 and 5
patients can be described as GP patients” (p12).

The College of Emergency Nurses draft policy statement clarifies the purpose of the triage
interview and assignment of a triage code as a means of determining clinical urgency, and
nothing else. Assigning a triage code of 4 or 5 does not mean that it is safe to decline or defer
care, or to refer the patient to another health care provider.
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