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ABSTRACT
Background Emergency triage systems are used 
globally to prioritise care based on patients’ needs. These 
systems are commonly based on patient complaints, 
while the need for timely interventions on regular 
hospital wards is usually assessed with early warning 
scores (EWS). We aim to directly compare the ability of 
currently used triage scales and EWS scores to recognise 
patients in need of urgent care in the ED.
Methods We performed a retrospective, single- centre 
study on all patients who presented to the ED of a Dutch 
Level 1 trauma centre, between 1 September 2018 and 
24 June 2020 and for whom a Netherlands Triage System 
(NTS) score as well as a Modified Early Warning Score 
(MEWS) was recorded. The performance of these scores 
was assessed using surrogate markers for true urgency 
and presented using bar charts, cross tables and a paired 
area under the curve (AUC).
Results We identified 12 317 unique patient visits 
where NTS and MEWS scores were documented during 
triage. A paired comparison of the AUC of these scores 
showed that the MEWS score had a significantly better 
AUC than the NTS for predicting the need for hospital 
admission (0.65 vs 0.60; p<0.001) or 30- day all- cause 
mortality (0.70 vs 0.60; p<0.001). Furthermore, when 
non- urgent MEWS scores co- occur with urgent NTS 
scores, the MEWS score seems to more accurately 
capture the urgency level that is warranted.
Conclusions The results of this study suggest that 
EWSs could potentially be used to replace the current 
emergency triage systems.

INTRODUCTION
Over the past decades, ED presentation rates have 
increased worldwide.1 At times of supply and 
demand mismatches, medical resources should be 
allocated based on the patients’ needs to ensure 
patient safety.1 2 Emergency triage systems are used 
globally to assess these specific needs.

The performance of any emergency triage 
system is dependent on the environment in which 
it is used. Therefore, most countries use modified 
international triage systems to fit their particular 
situation. Commonly known triage scales include 
the internationally used Emergency Severity Index 
(ESI), the UK- based Manchester Triage Scale (MTS) 
and the Canadian Triage and Acuity Scales (CTAS).3 
In Holland, the Netherlands Triage System (NTS) 
is used, which is a modified version of the MTS.4 
A common theme among all triage systems is that 
these are decision trees based on patient complaints. 
Specific symptoms or high pain scores will result in 

higher urgency levels. Recently, two large systematic 
reviews have shown that the performance of triage 
scores varies considerably and that a significant 
part of the population may not be designated to the 
appropriate acuity group.5 6 Furthermore, there has 
been debate over the impractical complexity of the 
current triage systems and the need to rethink ED 
triage.7

The complaint- based approach during emer-
gency triage is noticeably different from the simple 
early warning scores (EWS) used to detect clinical 
deterioration and the need for timely intervention 
in patients admitted to in- hospital wards. In the 
Netherlands, the Modified Early Warning Score 
(MEWS) is used in this regard.8 The EWS scores can 
accurately detect patients at high risk of deteriora-
tion and have been studied in numerous settings.9–14 
Although EWS scores have been extensively studied 
for use in ED triage, they were never specifically 
developed to be triage tools.15–22 Furthermore, EWS 
scores and triage scales have not been compared 
head- to- head.

Key messages

What is already known on this topic
 ⇒ Complaint- based triage scales are the norm 
in ED triage. However, their performance 
has shown to be highly variable and their 
practicality has been questioned due to their 
complexity.

 ⇒ Early warning scores have been shown to 
have good predictive value for admission and 
hospital outcome.

What this study adds
 ⇒ In this retrospective, single- centre study 
comparing a complaint- based triage scale 
with an early warning score, we found that an 
early warning score was a better discriminator 
for admission and 30- day mortality than the 
Netherlands Triage Score.

 ⇒ In cases where these approaches yield strikingly 
different urgency scores, the early warning 
score was a better predictor.

How this study might affect research, practice 
or policy

 ⇒ This study suggests that early warning scores 
could potentially replace current emergency 
triage systems.
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In this study, we aim to compare the ability of currently used 
triage scales and EWS scores to recognise patients in need of 
urgent care in the ED. These two approaches will be repre-
sented by the NTS and MEWS scores, respectively, as they are 
commonly used in the Netherlands.

METHODS AND STUDY DESIGN
Study setting
A retrospective, single- centre study was performed using data 
from the electronic health records (EHRs) of the Amsterdam 
UMC, location Vrije Universiteit Medical Center (VUmc). Data 
recorded between 1 September 2018 and 24 June 2020 were 
extracted. Data from before September 2018 could not be used 
since the storage of the NTS form was outsourced until this 
point in time. The VUmc is a Level 1 trauma centre and teaching 
hospital with an estimated 29 000 ED presentations annually. 
The study adheres to the ‘Standards for Reporting Diagnostic 
Accuracy’ (STARD) guideline.23

Patient selection
We included all patients who presented to the ED of Amsterdam 
UMC, location VUmc, and for whom an NTS score as well as 
a MEWS score was documented. Patients under the age of 18 
were excluded, as were patients with an NTS score of 0. The 
NTS score of 0 indicates that the patient was being resuscitated 
on arrival, which makes triage redundant.

NTS and MEWS measurements
All patients in the VUmc are triaged by a triage nurse who 
documents an NTS score. The NTS is a standardised five- level 
protocol with questions regarding patient complaints and pain 
levels. Lower numbered urgency levels (eg, NTS 1 or 2) indicate 
higher urgency4 (online supplemental table 1).

The MEWS score is also frequently documented as part of the 
initial work- up in our hospital’s ED, but is not used to decide on 
the urgency level and is therefore not mandatory. The MEWS is 
derived from seven parameters (systolic BP, HR, RR, tempera-
ture, peripheral oxygen saturation, level of consciousness and 
urine production).24 Also, an additional point may be scored 
when the nurse is particularly worried (online supplemental 
table 2). The higher the MEWS scores, the more likely a patient 
is to deteriorate. Prior studies report that MEWS scores of 5 or 
higher are critical and indicate a high likelihood of deterioration, 
while Dutch hospitals are prompted to use a cut- off of 3.8 24 25

Outcome measures
Surrogate outcomes for high urgency were used, as is frequently 
done with the development and assessment of triage tools, since 
no gold standard for urgency exist.26 The outcomes we studied 
were admission rates and 30- day all- cause mortality, since they 
were clearly defined in the EHR data and are among the most 
studied surrogates in this regard.4 26

Statistical analysis
The characteristics of the study population are presented with 
descriptive statistics. Categorical variables are presented as 
counts and percentages. Normality of the data is assessed using 
histograms and Q- Q plots. Non- normally distributed continuous 
data are presented with medians and IQRs. NTS and MEWS 
scores are presented using bar charts and cross- tables. To assess 
for selection bias, we determined the distribution of NTS scores 
in the population studied as well as the entire adult population 
seen in the ED during the study period

The predictive performance of both scores for the primary 
outcomes are visualised using receiver operating characteristics 
(ROC) curves and corresponding areas under the curve (AUCs). 
To compare the NTS and MEWS scores, we use the DeLong’s 
test for the comparison of AUCs of two correlated ROC curves.

Data analysis was performed using R V.3.6.3 (R Foundation 
of Statistical Computing, Vienna, Austria).27 The figures were 
created using the ‘ggplot2’ package,28 and the paired AUC anal-
ysis was done using the ‘pROC’ package.29

Patient and public involvement
No patient involved.

RESULTS
Baseline characteristics
We identified 55 086 ED visits by 39 907 unique adult patients 
between 1 September 2018 and 24 June 2020. In 53 106 of these 
visits, the NTS triage score was recorded. Of these patients, 
12 452 patients had a documented MEWS score. After exclusion 
of patients with an NTS score of 0, the final study population 
consisted of 12 317 unique visits. Table 1 shows the baseline 
characteristics of this study population.

Frequency distributions of NTS and MEWS scores
In figure 1A, we present the absolute counts of the various NTS 
scores. Notably, the NTS scores do not seem to follow any partic-
ular distribution; the majority of patients are assigned levels 
2 and 3, and the NTS score of 4 is infrequently given. Similar 
results were seen in the complete population before excluding 
any patient (online supplemental figure 1). The MEWS scores 
follow a clear right- skewed distribution (figure 1B).

Comparison of NTS and MEWS scores
Generally, the proportion of lower (more urgent) NTS scores 
increases with increasing (more urgent) MEWS scores (figure 2). 
In table 2, we present the counts of the different combinations 
of NTS and MEWS scores assigned. Notably, high NTS scores 
(non- urgent) never co- occur with high (urgent) MEWS scores, 
while low (more urgent) NTS scores do co- occur with low (non- 
urgent) MEWS scores. For example, the combination of NTS 
1/MEWS 0 is reported in 120/12 317 (1%) instances and the 
combination of NTS 1/MEWS 2 in 388/12.317 (3.2%).

In tables 3 and 4, we demonstrate the outcomes of patients 
with each combination of NTS and MEWS scores. Where the 
NTS was notably more urgent than the MEWS, the admission 

Table 1 Baseline characteristics of the study population

Characteristic Total (n=12 317)

Age (years, median (IQR)) 60 (41–73)

Female, n (%) 5847 (47.5)

Chief complaint*, n (%)

  Stomach aches 1313 (10.7)

  General malaise 1143 (9.3)

  Shortness of breath 757 (6.1)

  Chest pain 670 (5.4)

  Neurological deficit 601 (4.9)

ED length of stay (hours, median (IQR)) 3.8 (2.6–5.3)

Admitted, n (%) 5004 (40.6)

30- day mortality, n (%) 476 (3.9)

*Only complaints with a frequency over 500 are presented.

https://dx.doi.org/10.1136/emermed-2021-211544
https://dx.doi.org/10.1136/emermed-2021-211544
https://dx.doi.org/10.1136/emermed-2021-211544
https://dx.doi.org/10.1136/emermed-2021-211544
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and mortality rates are lower than the average in the population. 
In the above example of an NTS 1 of 1 and MEWS of 0, the 
admission rate (34%) and mortality rate (2%) are lower than 
the average admission rate of 40.6% and mortality rate of 3.9%.

Further, for any NTS score, the admission and mortality 
ranges can vary greatly for different MEWS scores in those 
same patients. For example, for patients with an NTS score of 2 
the admission rate ranged from 29% to 83% depending on the 
MEWS score.

Paired AUC analysis
The ROC curves are presented in figure 3. Figure 3A shows the 
MEWS score has a higher AUC for predicting 30- day all- cause 
mortality (0.70; 95% CI=0.67 to 0.72), compared with the NTS 

score (0.60; 95% CI=0.57 to 0.62) (p<0.001). In figure 3B, we 
see that the MEWS score also has a higher AUC for hospital 
admission (0.65; 95% CI=0.65 to 0.66), compared with the 
NTS score (0.60; 95% CI=0.60 to 0.61). (p<0.001).

DISCUSSION
We compared a traditional complaint- based triage scale and an 
EWS, represented by the NTS and MEWS score, respectively, 
on their ability to recognise patients in need of urgent care. The 
predictive performance of the MEWS score was significantly 
better than that of the NTS for 30- day mortality (0.70 vs 0.60; 
p<0.001) and hospital admission (0.65 vs 0.60; p<0.001), 
which are both well- studied surrogate markers for the urgent 
need of care. Furthermore, in instances with a particularly large 
discrepancy between the scores, the MEWS score seems to more 
accurately capture the urgency level that is warranted. Notably, 
neither tool reaches an excellent performance. While the MEWS 
reaches a fair (0.7–0.8) performance for 30- day mortality, all 
other AUCs can be considered poor (0.6–0.7).9

Complaint- based emergency triage scales such as the ESI, 
MTS and CTAS have been validated in at least 14 studies.26 A 
major challenge with the validation of these triage systems is the 

Figure 1 A bar chart of the absolute counts of the various Netherlands Triage System (NTS) scores (A) and Modified Early Warning Scores (MEWS) 
(B) in the study population.

Figure 2 Modified Early Warning Scores (MEWS) and Netherlands 
Triage System (NTS) scores compared.

Table 2 Frequencies of patients with all different Modified Early 
Warning Score (MEWS) and Netherlands Triage System (NTS) 
combination

MEWS

NTS

1 2 3 4 5 Total

0 120 539 765 108 401 1933

1 366 1271 1482 151 651 3921

2 388 1168 932 92 341 2921

3 272 761 428 37 107 1605

4 179 451 212 9 31 882

5 142 262 74 5 18 501

6 83 137 30 2 5 257

7 78 67 11 0 0 156

8 or above 92 46 3 0 0 141

Total 1720 4702 3937 404 1554 12 317
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determination of an appropriate reference standard. The lack 
of a consensus definition about which patients actually require 
urgent care makes research in this field inherently difficult and 
limited in the ability to draw firm conclusions. In general, crite-
rion validity and construct validity are the two main methodolo-
gies used to validate triage systems.

With criterion validity methods, performance of a triage 
system is compared with a reference standard, which is usually 
an expert panel.26 30 These studies report the validity of the 
triage scale as a function of the inter- rater agreement between 
the triagists and the expert panel and generally show fair agree-
ment.26 30 Specifically for the NTS score, a recent study showed 
good agreement between triagists and an expert panel for 41 
written cases.31

Although criterion validity methods could potentially detect 
true urgency best, they are labour intensive and cannot capture 
the full spectrum of clinical scenarios as seen in the ED.26 Given 
these limitations, and the fact that there is still significant subjec-
tivity involved, researchers have usually opted for a method 
based on construct validity to validate triage tools, as we also 
did.26

With construct validity, surrogate markers that are deemed 
fair proxies for high urgency are used as outcome measures.26 
These surrogates include but are not limited to admission rates, 

resource use, ED length of stay, overall costs and mortality 
rates. In the absence of a gold standard, construct validity 
methods have been named the ‘silver standard’ when it comes 
to validating triage systems.30 Studies generally show that the 
complaint- based triage scales like ESI, MTS and CTAS are asso-
ciated with the surrogate markers for urgency. The most studied 
marker is hospital admission.26 The original validation study for 
the NTS score also showed significant associations of the NTS 
scores with hospital admission and resource use.4 MEWS scores 
and other EWS tools based on vital signs are actually created to 
detect the outcomes used as surrogate outcomes for urgent care 
needs. It is therefore no surprise that these models have good to 
excellent accuracy for detecting these outcomes.9–14

Our study adds to literature suggesting that EWS tools may 
have added clinical value in ED triage, either by augmenting or 
by replacing the current complaint- based triage scales. Several 
studies have explored the stand- alone use of EWS in ED triage, 
with the same surrogate endpoints we used.9 18 20–22 For example, 
Spencer and colleagues found AUCs of EWS scores for hospital 
admission ranging from 0.54 to 0.70 and Lee et al found AUCs 
of the MEWS for 30- day mortality of 0.779.18 20McCabe and 
colleagues specifically studied the use of an EWS in conjunction 
with the MTS.19 The study showed the EWS addition led to a 
more risk- adverse triage, but increased the overall ED length of 
stay, suggesting that these tools may work better separately.

The current study performed a direct comparison between a 
complaint- based triage scale and EWS, represented by the MEWS 
and NTS scores. Generally, these scores have much overlap and 
high NTS scores (non- urgent) never co- occur with high (urgent) 
MEWS. However, more urgent NTS scores do occur in combi-
nation with non- urgent MEWS scores. In these situations, the 
MEWS score seems to be more reflective of the urgency since 
the admission and mortality rates are lower than average in this 
group. Furthermore, the AUCs of the MEWS were significantly 
higher than those of the NTS for surrogate markers of urgent 
care needs.

Besides the performance of these scores, we believe the 
MEWS score is less complex and easier to use during triage since 
it consists of just eight items. Furthermore, from the distribution 
of the MEWS and NTS scores it appears that MEWS is better 
able to separate patients with lower from higher urgency. In our 
study, most needed, nearly half of the patients had an NTS score 
of 1 or 2, indicating the highest urgency. On the other hand, 
the right- skewed distribution of MEWS score found that most 
urgent cases are relatively rare and could be distinguished from 
lower urgency cases. Finally, using the MEWS score during triage 
will facilitate a continuous and comparable assessment over the 
course of hospital stay since it is also used in the hospital.

One aspect that favours the complaint- based approaches such 
as NTS is that they can be used to recognise specific conditions, 
such as acute angle- closure glaucoma or compartment syndrome, 
in which a short time- to- treatment is especially beneficial. In 
these situations, the urgency is not always reflected in a higher 
MEWS score as vital signs can be normal. However, currently 
used complaint- based triage systems have rarely been developed 
or validated in ways to show that these scores actually perform 
this function.

Strengths and limitations
Our study has several strengths that distinguish this work from 
what has been published before. Through the use of deidentified 
EHR data, we were able to study a large population of patients 
which reflects a wide variety of clinical scenarios. The recorded 

Table 3 Fraction of patients admitted to the hospital stratified based 
on their Modified Early Warning Score (MEWS) and Netherlands Triage 
System (NTS) score

MEWS

NTS

1 2 3 4 5 Average

0 0.34 0.29 0.25 0.21 0.19 0.25

1 0.35 0.34 0.34 0.23 0.19 0.31

2 0.46 0.45 0.41 0.30 0.23 0.41

3 0.52 0.53 0.50 0.35 0.30 0.50

4 0.63 0.64 0.56 0.56 0.20 0.60

5 0.73 0.66 0.65 0.80 0.44 0.67

6 0.80 0.78 0.57 1.00 0.60 0.76

7 0.82 0.78 0.64 NA NA 0.79

8 or above 0.78 0.83 1.00 NA NA 0.80

Average 0.53 0.46 0.38 0.27 0.21 0.41

NA, not available.

Table 4 Fraction of patients who died within 30 days stratified based 
on their Modified Early Warning Score (MEWS) and Netherlands Triage 
System (NTS) score

MEWS

NTS

1 2 3 4 5 Average

0 0.02 0.01 0.02 0.01 0.01 0.01

1 0.02 0.03 0.02 0.03 0.01 0.02

2 0.02 0.03 0.04 0.04 0.03 0.03

3 0.03 0.05 0.05 0.03 0.04 0.05

4 0.10 0.06 0.05 0.11 0.06 0.07

5 0.11 0.09 0.07 0.20 0.06 0.09

6 0.23 0.07 0.07 0.00 0.20 0.12

7 0.18 0.16 0.09 NA NA 0.17

8 or above 0.23 0.28 0.34 NA NA 0.25

Average 0.07 0.04 0.03 0.03 0.02 0.04

NA, not available.
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MEWS and NTS scores were measured in the same patients at 
the same time, which lowers the chance that these results were 
biased. Other studies have often calculated clinical scores based 
on separate measurements, while our analysis is based on a struc-
tured data field that included a fully recorded MEWS score at 
the moment of triage.

Several limitations of the current study need to be addressed. 
As noted above, studies on triage urgency, including this one, are 
inherently limited by that fact that there is no gold standard for 
acuity. Our study used surrogate outcomes for urgent need of 
care, which are more reflective of severity of disease than urgent 
care needs. Since EWS tools are specifically created to detect 
poor outcomes, they may do better when we associate them 
with these surrogate markers rather than with ‘true’ urgency as 
assessed by an expert panel through criterion validity methods. 
Nevertheless, the criterion validity approach also has its limita-
tions and subjectivity, as addressed in previous paragraphs.

Another limitation of our study is that it is a retrospective 
study with potential for selection bias. We only examined situ-
ations when both MEWS and NTS score were available, which 
may have resulted in more urgent patients being included. While 
we had documented NTS scores for 53 106 patients, we only had 
MEWS scores for 12 452 of those patients. However, we show 
that the distribution of NTS scores is similar in the complete 
population compared with the study population of patients 
who have both scores, indicating that missing MEWS scores 
occur across the spectrum of disease severity according to NTS. 
Furthermore, the overall distribution of MEWS scores in our 
population resembles the distribution in other cohorts.14 20

CONCLUSION
We conclude that EWSs outperform currently used ED triage 
scales based on patient complaints regarding hospitalisation and 
30- day mortality. In cases where these approaches yield partic-
ularly different urgency scores, the EWS, represented by the 
MEWS in our study, seems to assess the need for urgent care 
better than the complaint based NTS score. The results of this 
study suggest that EWSs could potentially replace the current 
emergency triage systems.
Contributors MS and FH conceived the study. MS and LB were responsible for the 
database, and FH was responsible for the study supervision. MS, LB and LIV analysed 
the data. MS, LB, LIV, MLR and FH interpreted the data. MS, LB, LIV, MLR and FH 
drafted the manuscript. All authors read, revised and approved the final manuscript. 

FH is the guarantor of the study and controlled the final decision to publish the 
manuscript.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in 
the design, conduct, reporting or dissemination plans of this research.

Patient consent for publication Not required.

Ethics approval The study protocol was approved by the local Medical Ethics 
Review Committee (institutional review board no: IRB00002991; case: 19.449), and 
the need for informed consent was waived.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available on reasonable request.

Supplemental material This content has been supplied by the author(s). It 
has not been vetted by BMJ Publishing Group Limited (BMJ) and may not have 
been peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/ 
licenses/by/4.0/.

ORCID iDs
Michiel Schinkel http://orcid.org/0000-0002-9357-9917
Lars Ingmar Veldhuis http://orcid.org/0000-0002-9568-0138
Milan L Ridderikhof http://orcid.org/0000-0002-1561-7252

REFERENCES
 1 Pines JM, Hilton JA, Weber EJ, et al. International perspectives on emergency 

department crowding. Acad Emerg Med 2011;18:1358–70.
 2 Edwards M. Triage. Lancet 2009;373:1515.
 3 Lähdet EF, Suserud B- O, Jonsson A, et al. Analysis of triage worldwide. Emerg Nurse 

2009;17:16–19.
 4 van Ierland Y, van Veen M, Huibers L, et al. Validity of telephone and physical triage in 

emergency care: the Netherlands triage system. Fam Pract 2011;28:334–41.
 5 Hinson JS, Martinez DA, Cabral S, et al. Triage performance in emergency medicine: a 

systematic review. Ann Emerg Med 2019;74:140–52.
 6 Zachariasse JM, van der Hagen V, Seiger N, et al. Performance of triage systems in 

emergency care: a systematic review and meta- analysis. BMJ Open 2019;9:e026471.
 7 Weber EJ. Triage: making the simple complex? Emerg Med J 2019;36:64–5.

Figure 3 The receiver operator characteristics (ROC) curves and corresponding area under the curve (AUC) for both the Modified Early Warning 
Score (MEWS) and Netherlands Triage System (NTS) regarding 30- day mortality (A) or hospital admission (B).

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-9357-9917
http://orcid.org/0000-0002-9568-0138
http://orcid.org/0000-0002-1561-7252
http://dx.doi.org/10.1111/j.1553-2712.2011.01235.x
http://dx.doi.org/10.1016/S0140-6736(09)60843-6
http://dx.doi.org/10.7748/en2009.07.17.4.16.c7122
http://dx.doi.org/10.1093/fampra/cmq097
http://dx.doi.org/10.1016/j.annemergmed.2018.09.022
http://dx.doi.org/10.1136/bmjopen-2018-026471
http://dx.doi.org/10.1136/emermed-2018-207659


696 Schinkel M, et al. Emerg Med J 2022;39:691–696. doi:10.1136/emermed-2021-211544

Original research

 8 VMS MEWS. Available: https://www.vmszorg.nl/wp-content/uploads/2017/11/web_ 
2009.0100_praktijkgids_vitaalbedreigdpatient.pdf [Accessed 17 Mar 2021].

 9 Nannan Panday RS, Minderhoud TC, Alam N, et al. Prognostic value of early warning 
scores in the emergency department (ED) and acute medical unit (AMU): a narrative 
review. Eur J Intern Med 2017;45:20–31.

 10 Cooksley T, Kitlowski E, Haji- Michael P. Effectiveness of modified early warning score 
in predicting outcomes in oncology patients. QJM 2012;105:1083–8.

 11 Liu VX, Lu Y, Carey KA, et al. Comparison of early warning scoring systems for 
hospitalized patients with and without infection at risk for in- hospital mortality and 
transfer to the intensive care unit. JAMA Netw Open 2020;3:e205191.

 12 Jayasundera R, Neilly M, Smith TO, et al. Are early warning scores useful predictors for 
mortality and morbidity in hospitalised acutely Unwell older patients? A systematic 
review. J Clin Med 2018;7. doi:10.3390/jcm7100309. [Epub ahead of print: 28 09 
2018].

 13 Delgado- Hurtado JJ, Berger A, Bansal AB. Emergency department modified early 
warning score association with admission, admission disposition, mortality, and 
length of stay. J Community Hosp Intern Med Perspect 2016;6:31456.

 14 Burch VC, Tarr G, Morroni C. Modified early warning score predicts the need for 
hospital admission and inhospital mortality. Emerg Med J 2008;25:674–8.

 15 Thomas B, Goodacre S, Lee E, et al. Prognostic accuracy of emergency department 
triage tools for adults with suspected COVID- 19: the PRIEST observational cohort 
study. Emerg Med J 2021;38:587–93.

 16 Veldhuis L, Ridderikhof ML, Schinkel M, et al. Early warning scores to assess the 
probability of critical illness in patients with COVID- 19. Emerg Med J 2021;38:901–5.

 17 Sabir L, Ramlakhan S, Goodacre S. Comparison of qSOFA and hospital early warning 
scores for prognosis in suspected sepsis in emergency department patients: a 
systematic review. Emerg Med J 2022;39:284–94.

 18 Spencer W, Smith J, Date P, et al. Determination of the best early warning scores to 
predict clinical outcomes of patients in the emergency department. Emerg Med J 
2019;36:716–21.

 19 McCabe C, O’Brien M, Quirke MB. The introduction of the early warning score in the 
emergency department: a retrospective cohort study. Int Emerg Nurs 2019;45:31–5.

 20 Lee SB, Kim DH, Kim T, et al. Emergency department triage early warning score 
(TREWS) predicts in- hospital mortality in the emergency department. Am J Emerg 
Med 2020;38:203–10.

 21 Christensen D, Jensen NM, Maaløe R, et al. Nurse- administered early warning 
score system can be used for emergency department triage. Dan Med Bull 
2011;58:A4221.

 22 Alam N, Vegting IL, Houben E, et al. Exploring the performance of the National 
early warning score (news) in a European emergency department. Resuscitation 
2015;90:111–5.

 23 Bossuyt PM, Reitsma JB, Bruns DE, et al. STARD 2015: an updated list of essential 
items for reporting diagnostic accuracy studies. BMJ 2015;351:h5527.

 24 Subbe CP, Kruger M, Rutherford P, et al. Validation of a modified early warning score 
in medical admissions. QJM 2001;94:521–6.

 25 van Galen LS, Dijkstra CC, Ludikhuize J, et al. A Protocolised once a day modified 
early warning score (MEWS) measurement is an appropriate screening tool for major 
adverse events in a general Hospital population. 2016.

 26 Kuriyama A, Urushidani S, Nakayama T. Five- level emergency triage systems: variation 
in assessment of validity. Emerg Med J 2017;34:703–10.

 27 R: the R project for statistical computing. Available: https://www.r-project.org/ 
[Accessed 25 May 2020].

 28 Wickham H. Ggplot2: elegant graphics for data analysis. New York: Springer- Verlag, 
2016. https://ggplot2.tidyverse.org

 29 Robin X. Type package title display and analyze ROC curves. CRAN. 2018.
 30 Moll HA. Challenges in the validation of triage systems at emergency departments. J 

Clin Epidemiol 2010;63:384–8.
 31 Eindrapport NTS Bij Volwassenen. Available: https://de-nts.nl/wp-content/uploads/ 

2021/03/Eindrapport-NTS-bij-volwassenen-2.pdf [Accessed 28 May 2020].

IMAGE CHALLENGE

A man with fever and rash

For question see page 661

ANSWER: C
Diagnosis: Pneumococcal overwhelming post- splenectomy 
infection (OPSI) with purpura fulminans.

Figure 1 shows retiform purpura and L- shaped surgical scars 
on the patient’s left upper quadrant; the latter is characteristic 
of an open splenectomy.1 The patient later reported he had had 
a splenectomy as part of management of lymphoma. He had 
not subsequently been vaccinated. A pneumococcal antigen test 
using urine samples was positive. Subsequently, Streptococcus 
pneumoniae was found in blood cultures. The patient presented 
therefore with purpura fulminans due to OPSI. In the ED, prior 
to the bacteriological diagnosis, the patient was immediately 
treated with empirical antibiotics and fluid resuscitation, and 
intubated. Despite antibiotics, kidney replacement therapy and 
debridement, he ultimately died due to multiple organ dysfunc-
tion syndrome secondary to systemic skin necrosis and persistent 
bacteraemia about 2 months later.

Recent traumatic injuries to the skin are presumed to be risk 
factors for Staphylococcus aureus bacteraemia possibly contrib-
uting to the development of infective endocarditis and purpura 
fulminans;2 this patient had no wound of skin and underlying 
heart diseases. In severe drug eruption, symptoms develop over 
several days; this patient deteriorated by the hour. Exposure to 
ticks causes rickettsial disease, especially Japanese spotted fever, 
and scrub typhus. A tick bite eschar is commonly observed3; this 
patient had no history of activities in wooded or grassy areas, 
and there was no evidence of eschar, therefore exposure to ticks 
was less considered.

Yuki Nakanishi   ,1 Hirokazu Toyoshima,1 Hiromu Takeda2

1Infectious Diseases, Japanese Red Cross Ise Hospital, Ise, Japan
2General Medicine, Nabari City Hospital, Nabari, Japan

Correspondence to Dr Yuki Nakanishi, Infectious Diseases, Japanese Red Cross Ise 
Hospital, Ise 516- 8512, Japan;  y. naka. 127. 327@ gmail. com

Contributors YN: Involved in designing the project and writing the manuscript. 
H Toyoshima and H Takeda: Involved in manuscript writing and editing. All authors 
have read and approved the final manuscript.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in 
the design, or conduct, or reporting or dissemination plans of this research.

Patient consent for publication Consent obtained from next of kin.

Ethics approval This manuscript was approved by the institutional review board 
and ethics committee of the Japanese Red Cross Ise Hospital (Permission number: 
ER2020- 95).

Provenance and peer review Not commissioned; internally peer reviewed.

© Author(s) (or their employer(s)) 2022. No commercial re- use. See rights and 
permissions. Published by BMJ.

To cite Nakanishi Y, Toyoshima H, Takeda H. Emerg Med J 2022;39:696.

Accepted 28 November 2021

Emerg Med J 2022;39:696.
doi:10.1136/emermed-2021-212096

ORCID iD
Yuki Nakanishi http://orcid.org/0000-0002-8210-3083

REFERENCES
 1 Gent L, Blackie P. The spleen. BJA Educ 2017;17:214–20.
 2 Shenoy R, Nanjappa S, Eaton K. Purpura fulminans: a case report and review of all 

causes. Infect Dis Clin Pract 2017;25:100–4.
 3 Sando E, Suzuki M, Katoh S, et al. Distinguishing Japanese spotted fever and scrub 

typhus, central Japan, 2004- 2015. Emerg Infect Dis 2018;24:1633–41.

https://www.vmszorg.nl/wp-content/uploads/2017/11/web_2009.0100_praktijkgids_vitaalbedreigdpatient.pdf
https://www.vmszorg.nl/wp-content/uploads/2017/11/web_2009.0100_praktijkgids_vitaalbedreigdpatient.pdf
http://dx.doi.org/10.1016/j.ejim.2017.09.027
http://dx.doi.org/10.1093/qjmed/hcs138
http://dx.doi.org/10.1001/jamanetworkopen.2020.5191
http://dx.doi.org/10.3390/jcm7100309
http://dx.doi.org/10.3402/jchimp.v6.31456
http://dx.doi.org/10.1136/emj.2007.057661
http://dx.doi.org/10.1136/emermed-2020-210783
http://dx.doi.org/10.1136/emermed-2020-211054
http://dx.doi.org/10.1136/emermed-2020-210416
http://dx.doi.org/10.1136/emermed-2019-208622
http://dx.doi.org/10.1016/j.ienj.2019.03.002
http://dx.doi.org/10.1016/j.ajem.2019.02.004
http://dx.doi.org/10.1016/j.ajem.2019.02.004
http://www.ncbi.nlm.nih.gov/pubmed/21651873
http://dx.doi.org/10.1016/j.resuscitation.2015.02.011
http://dx.doi.org/10.1136/bmj.h5527
http://dx.doi.org/10.1093/qjmed/94.10.521
http://dx.doi.org/10.1136/emermed-2016-206295
https://www.r-project.org/
https://ggplot2.tidyverse.org
http://dx.doi.org/10.1016/j.jclinepi.2009.07.009
http://dx.doi.org/10.1016/j.jclinepi.2009.07.009
https://de-nts.nl/wp-content/uploads/2021/03/Eindrapport-NTS-bij-volwassenen-2.pdf
https://de-nts.nl/wp-content/uploads/2021/03/Eindrapport-NTS-bij-volwassenen-2.pdf
http://orcid.org/0000-0002-8210-3083
http://orcid.org/0000-0002-8210-3083
http://dx.doi.org/10.1093/bjaed/mkw072
http://dx.doi.org/10.3201/eid2409.171436

	Comparing complaint-based triage scales and early warning scores for emergency department triage
	Abstract
	Introduction
	Methods and study design
	Study setting
	Patient selection
	NTS and MEWS measurements
	Outcome measures
	Statistical analysis
	Patient and public involvement

	Results
	Baseline characteristics
	Frequency distributions of NTS and MEWS scores
	Comparison of NTS and MEWS scores
	Paired AUC analysis

	Discussion
	Strengths and limitations

	Conclusion
	References
	Answer: C
	References


