CAN SHOCK INDEX REPLACE THE TRIAGE-REVISED TRAUMA SCORE?
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INTRODUCTION
Shock Index (SI) has been associated with trauma severity,
morbidity, utilization of hospital resources and mortality in
trauma patients.
The mechanism to triage traumatized patients was
standardized by the American College of Surgery, which
established a four steps guideline for field triage injured
patients.
Comparably, shock index has not been validated to determine
the requirement of a level I trauma center attention in trauma
victims.
OBJECTIVES
We sought out to compare the triage capabilities of the SI
versus the established Triage Revised Trauma Score (tRTS)
and the proposed triage steps by the American College of
Surgeons (ACS).
METHODS

RESULTS
Data of 9847 patients were analyzed, 66.7%
male, median age 32 years, (RIQ 24 – 45),
26.7% penetrating trauma. ISS was ≥9 in 1385
subjects (14.1%). Patients with ISS ≥9 were
older, had a higher proportion of penetrating
trauma and lower tRTS, with a p value <0.001.
Mortality in patients with ISS ≥9 was higher,
compared with those with ISS <9 (16.0% vs.
0.15%), p<0.001. tRTS <11 had a low sensitivity
and high specificity (table). When combined with
the ACS steps it reached good discriminative
ability. Balance between sensitivity and
specificity of SI was poor. SI sensitivity
improved after the addition of the
complementary ACS criteria, but its specificity
worsened, without reaching as good
performance as ACS system.

Patients >15 years, evaluated between January, 2012 and
December, 2014 at our Regional Level I Trauma Center were
included. The ability to discriminate patients with an Injury
Severity Score (ISS) ≥9 was our cutoff point to evaluate triage
tools. Sensitivity, specificity and AUROC curves were used to
statically analyze each cutoff point.
Discrete variables are presented as proportions. Continuous as
mean and standard deviation or nedian and interquartile rank,
according to normality. Analises were performed at different
cut-points of SI, combined with the rules of triage of the ACS as
well as RTS and the result of the triage, made with the ACS
system. Analysis of the data was performed with STATA 12.1.

CONCLUSIONS

SI showed inferior discriminative ability to identify candidates for Trauma Center
compared to the tRTS and the proposed triage steps by the American College of
Surgeons.
Shock index should not replace tRTS as a triage tool.
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