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Chapter 30 
Saskatoon Regional Health Authority—Triaging 
Emergency Department Patients 

1.0 MAIN POINTS 

As part of its mandate, Saskatoon Regional Health Authority (Saskatoon RHA) provides 
emergency healthcare services to residents of Saskatoon RHA through its emergency 
departments. Emergency departments must prioritize (triage) patients quickly and 
appropriately in order to provide immediate care to patients experiencing life-threatening 
medical conditions and timely care to other patients. Lack of effective processes to 
provide services in emergency departments could undermine public confidence in the 
healthcare system. 

This audit examined the effectiveness of Saskatoon RHA’s processes to triage patients 
in its three City of Saskatoon hospital emergency departments. We examined processes 
to treat patients from their arrival in emergency to when they are first seen by an 
emergency department physician for the 12-month period ending August 31, 2013.  

In Saskatoon RHA, effective triaging of emergency patients is impacted by factors 
outside the control of the emergency department. These factors include patients with 
less-urgent or non-urgent conditions seeking services, the use of emergency 
departments for specialist consultations, and acute care bed availability. 

To address these factors, Saskatoon RHA needs to establish a process to achieve its 
goal of reducing less-urgent and non-urgent patient visits to its emergency departments, 
provide consultant care for less-urgent or non-urgent patients outside of its emergency 
departments, and establish an integrated process to manage beds for emergency 
departments, acute care and long-term care. 

Saskatoon RHA did not have effective processes to triage patients from the time they 
arrive at the emergency department to when they see a physician for the first time in its 
three city hospital emergency departments. It needs to give better directions to 
emergency patients, follow established processes when triaging those patients, and 
periodically review its triage process. 

We make eight recommendations to help Saskatoon RHA achieve its five-year outcome 
goals that no patient will wait for emergency care, and patients seeking non-emergency 
care in the emergency department will have access to more appropriate care settings. 

We encourage other regional health authorities to use the criteria in this chapter to 
assess the effectiveness of their own processes to triage patients in their hospital 
emergency departments. 
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2.0 INTRODUCTION 

Under The Regional Health Services Act, regional health authorities are responsible for 
the delivery and operation of healthcare services in Saskatchewan. As such, they are 
responsible for emergency healthcare services provided in hospitals in their regions. 

Saskatoon RHA is the largest health region in the province, with a population of over 
323,000 residents.1 As shown in Figure 1, it has 10 hospitals. The three hospitals in the 
City of Saskatoon all have full-service emergency departments.2 Royal University 
Hospital and St. Paul’s Hospital operate their emergency departments 24 hours a day, 
seven days a week. City Hospital operates its emergency department 12 hours a day, 
seven days a week. 

This chapter sets out the results of our audit of the processes to triage emergency 
patients in the three hospital emergency departments in the City of Saskatoon. The 
processes we examined were from patient arrival in emergency to when they are first 
seen by an emergency department physician. 

Figure 1—Hospital Facilities in Saskatoon RHA 

Facility Community 

Royal University Hospital Saskatoon 

Saskatoon City Hospital Saskatoon 

St. Paul’s Hospital Saskatoon 

Lanigan Hospital Lanigan 

Rosthern Hospital Rosthern 

Humboldt District Hospital Humboldt 

Wadena Hospital Wadena 

Watrous Hospital Watrous 

Wynyard Hospital Wynyard  

Wakaw Hospital Wakaw  

Source: Saskatoon Health Region Facilities/Hospitals; www.saskatoonhealthregion.ca 

3.0 BACKGROUND 

Emergency departments are critical components of the healthcare system that affect 
patient safety and public confidence in the healthcare system. Hospital emergency 
departments are highly visible access points into the healthcare system. Delays and 
overcrowding in emergency departments are frequent subjects of media reports. Lack of 
effective processes in emergency departments could undermine public confidence in 
the healthcare system. 

                                                      
1 Saskatchewan Ministry of Health, Covered Population 2012, (2012). 
2 The Facility Designation Regulations require all hospitals in the region to provide emergency stabilization services. The three 
hospitals in the City of Saskatoon also provide emergency and trauma services. 
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Emergency departments often handle large volumes of patients each day. They must 
prioritize patients quickly and appropriately in order to provide immediate care to those 
patients experiencing life-threatening medical incidents and timely care to other patients 
– this is called triaging.3 Lack of timely and appropriate medical care could result in 
complications adversely affecting the health of a patient and possibly resulting in an 
additional financial burden on the healthcare system. 

Widely-accepted best practices exist for quickly prioritizing patients based on urgency. 
The Canadian Association of Emergency Physicians, National Emergency Nurses 
Affiliation of Canada, and L’association des medicins d’urgence du Quebec have 
endorsed a tool for prioritizing emergency patients – the Canadian Triage and Acuity 
Scale (CTAS).4 Saskatoon RHA uses these standards. 

The CTAS and its accompanying implementation guidelines5 provide health 
professionals in Canadian emergency departments with guidance to triage patients into 
five levels. These levels range from the least serious conditions (CTAS V), which include, 
for example, sore throats and mild abdominal pain to the most serious (CTAS I), which 
include such conditions as unconsciousness or cardiac arrest.6 

In addition to these levels, the CTAS guidelines provide: 

 Time goals (i.e., the length of time patients at each level wait to see a physician once 
they have entered the emergency department). As shown in Figure 2, CTAS time 
goals vary by level (e.g., immediate care for CTAS I to about two hours for CTAS V) 

 Documentation requirements 

 Standards for reassessment of waiting patients (i.e., how often patients waiting to be 
assessed by a physician should be reassessed by a triage nurse) 

 Guidelines for triage audits (i.e., mechanisms for reviewing assessments to ensure 
levels are assigned appropriately) 

Figure 2—CTAS Levels and Time Goals 

CTAS Level Severity of Condition Goal to be seen by physician 

CTAS I Resuscitation Immediate 

CTAS II Emergent 15 minutes 

CTAS IIII Urgent 30 minutes 

CTAS IV Less-Urgent 60 minutes 

CTAS V Non-Urgent 120 minutes 

Source: CTAS Implementation Guidelines 

Saskatoon RHA has set five-year outcome goals which state that by March 31, 2017: 

 No patient will wait for emergency department care 

                                                      
3 Triage is a system where by patients are evaluated and categorized according to the seriousness of their injuries or illnesses 
with a view to prioritizing treatment and other resources. www.oxfordreference.com (10 October 2013).  
4 www.caep.ca/resources/ctas (28 August 2013). 
5 www.caep.ca/resources/ctas/implementation-guidelines (28 August 2013). 
6 Ibid. 
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 Patients seeking non-emergency care in the emergency department will have access 
to more appropriate care settings7 

For the year ended March 31, 2013, the three hospital emergency departments in 
Saskatoon had 117,481 patient visits. Figure 3 shows the volume and percentage of the 
2012-13 patient visits handled by each of the three emergency departments. 

Figure 3—Volume and Percentage of Patient Visits in each Saskatoon Hospital Emergency 
Department for the year ended March 31, 2013 

 
Source: Saskatoon Regional Health Authority Strategic Health Information and Performance Supports (SHIPS) 

Figure 4 shows the basic process for patients from the time they arrive at an emergency 
department to when they see a physician for the first time. In Saskatoon, patients 
arriving by ambulance may or may not go through the normal triage process, depending 
on the severity of their condition. When ambulatory patients8 enter an emergency 
department, they are usually asked to wait in a queue for their turn to be triaged by a 
triage nurse and registered by a hospital registration clerk.  

After being triaged and registered, patients are either directed immediately to the 
emergency department’s assessment and treatment area where they are monitored by 
nurses and ultimately seen by a physician, or to the waiting room to wait until a space in 
the assessment and treatment area becomes available. 

                                                      
7 Saskatoon Regional Health Authority, 2012-13 Annual Report, (2013). 
8 Ambulatory patients are capable of walking. 
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Figure 4—Emergency Department Process 

 

Source: Adapted from material provided by Saskatoon Regional Health Authority Kaizen Operational Team 

Based on the examination, the physician determines the treatment plan for the patient 
(e.g., orders and reviews the results of diagnostic tests such as x-rays), prescribes 
specific treatments (e.g., prescription medication), and either admits the patient into the 
hospital’s acute care9 wards for continued monitoring and treatment or discharges the 
patient.  

3.1 Bottlenecks to Effective Triage 

In Saskatoon RHA, effective triage of patients in an emergency department setting is 
seriously impacted by other factors. Many of these factors are outside the control of the 
emergency department; however, those factors need to be described to better 
understand the issues impacting the delivery of services. 

3.1.1 Lack of Alternate Care 

Demand on emergency departments can be challenging when patients with less-urgent 
or non-urgent conditions seek health services from emergency instead of medical 
clinics, or seek health service from emergency during evenings and weekends when 
medical clinics are closed or not readily available. Management also indicated that 
people with chronic conditions or serious but less-urgent health problems frequently 
come to the emergency department because they cannot obtain community support, 
long-term care, palliative care or access to specialists on a timely basis. Some of these 
patients could be treated more cost effectively elsewhere if such services were more 
readily available. 

As shown in Figure 5, 30% of the patients that visit a Saskatoon emergency department 
are triaged as a Level V (i.e., non-urgent). 

                                                      
9 Acute care is where a patient receives necessary treatment for a disease or severe episode of illness for a short period of 
time. www.cihi.ca (10 October 2013). 

Patient arrives in 
emergency 

department by 
ambulance or 

under own power 

Patient waits in 
queue to be 
triaged and 
registered 

Patient is triaged 
by nurse (i.e., 
assessed at a 

CTAS level) and 
registered by 

registration clerk

Patient is seen by 
a physician based 

on assessed 
CTAS level 

Patient waits in 
waiting room 



 
 

 

 224 

Fi
M

So

A
4
b
o

S
em
p

3.1.2 U
C

S
at
of
sp
tw

 

 

   
10 
Co

igure 5—Volum
March 31, 2013

ource: Saskatoon R

Approximately
:00 p.m. and
ecause of th
peration). 

askatoon RH
mergency de
lans or estab

Use of Em
Consulta

askatoon RH
t emergency 
f all of Saska
pecialist cons
wo ways: 

First, given
before see
emergency
time for oth

Second, th
and treatme
emergency

                     
Saskatoon Region
omplex Care – Eme

1. We reco
process
patient v

me and Perce
3 

Regional Health Au

y 40% of the 
 12:00 a.m., 

heir longer ho

HA has set a g
epartments by
lished proces

mergency
tions 

HA allows spe
departments
atoon’s eme
sultations ne

n that all pat
eing a physic
y with the sole
her patients w

he consultatio
ent areas tha

y for immediat
                    

al Health Authority
ergency – In Patien

39
3

28,190
24%

3

ommend tha
to achieve

visits to its e

201

entage of Patie

uthority Strategic H

visits to Sas
with most vi

ours of oper

goal to reduce
y 25% for 20
sses to achiev

y Depart

ecialist physic
s for consulta
rgency depa

egatively affec

tients who vi
cian, triage n
e purpose of 

who may need

ons taking pla
at could be us
te care of mo
          

y, 2013-14 Future S
nt, (2013). 

13,
11

9,803
34%

35,215
30%

at Saskatoo
e its goal o
mergency de

3 Report – Volume

ent Visits by C

ealth Information a

skatoon emer
isits at Royal
ration (see S

e the less-urg
13-14.10 How
ve this goal.

tments f

cians (consul
ations. These 
rtment visits.
cts triage an

isit emergenc
nurses spend
meeting with

d more urgen

ace in emerg
sed to assess
ore urgent con

State Value Stream 

825
1%

448
1%

n Regional 
of reducing 
epartments.

e 2

CTAS Level for

and Performance S

rgency depar
l University a

Section 2.0 f

gent and non
wever, it has n

for Speci

tants) to ask 
consultations
. The use of 

nd emergency

cy must be 
d time with 
h a consultant
t care. 

gency departm
s and treat pa
nditions. 

Map and Kaizen P

CTAS

CTAS

CTAS

CTAS

CTAS

Health Auth
less-urgent

Provincial Aud

r the year end

Supports (SHIPS) 

rtments occu
and St. Paul’s
for details on

-urgent patie
not yet identi

ialist 

k patients to m
s represent a
f emergency 
y patient wa

triaged and 
patients who
t. This extend

ments use as
atients who ha

Plan – Acute Medic

S I-resuscitat

S II-emergent

S III-urgent

S IV-less-urge

S V-non-urge

hority estab
t and non-u

ditor Saskatchewan

ded 

 

ur between 
s hospitals 
n hours of 

ent visits to 
fied action 

meet them 
about 17% 
rooms for 

ait times in 

registered 
o arrive at 
ds the wait 

ssessment 
ave visited 

cine and 

ion

t

ent

ent

lish a 
urgent 

n 

 



 
 

 

  Provincial A

3

Auditor Saskatchew

Manag
signific
reduce
Howev
goal. 

3.1.3 Acut

When 
an acu
time in
acute 
emerg
of othe

For th
emerg
the av
approx
patien
admit 
emerg

In Aug
setting
availab

Also, S
the av
depart
manag
wing, t
limitat

Saskat
care b
identif

 

          
11 Ibid. 
12 Ibid. 

2. W
c
e

wan 

gement ackno
cant bottlene
e patients see
ver, it has no

te Care B

an emergenc
ute care bed 
n an emergen
care bed. T

gency beds m
er emergency

he year ende
gency departm
verage length
ximately 12 h
ts waited mo
them. During

gency room b

gust 2013, ma
gs in the regi
bility of acute

Saskatoon em
vailability of 
tment system
gement syste
the emergenc
ion of the sof

toon RHA ha
bed in emerg
ied action pla

                    

We recomm
consultant c
emergency d

owledges tha
eck within em
en by consul

ot yet identifie

Bed Avai

cy departmen
and there is 

ncy departme
The number o
means that tho
y patients, ad

ed March 31
ment stayed 
h of stay in 
hours. In Apr
ore than 18 ho
g our period 
eds occupied

anagement in
ion for long-t

e care beds ne

mergency dep
acute beds 

m, see Sectio
em. As such, 
cy departmen
ftware. 

as set a goal 
gency depart
ans or establi

                    

mend that S
care for less
departments

2013 Report – Vol

at the use of
mergency dep

ltants in eme
ed action plan

ilability

nt physician 
no such bed

ent assessme
of emergenc
ose beds can
ding to wait t

, 2013, 63%
longer than s
emergency 

ril, May, and 
ours for an ac
of observatio

d by patients 

ndicated that 
term care be
eeded for em

partments ma
as the Sun

on 5.2.1) doe
when an acu
nt is not auto

to reduce the
tments by 25
shed process

  

Saskatoon 
s-urgent or 
. 

lume 2 

emergency r
artments. Sa

ergency depa
ns or establis

decides that 
d available, th
ent and treat
cy patients w
nnot be used
times. 

% of the patie
six hours. At
for a patient
June 2013, 

cute care bed
on, one hosp
waiting for an

over 90 patie
eds to becom
mergency patie

ay experienc
nrise Clinical 
es not interfa
ute care bed b
omatically not

e time that pa
5% for 2013
ses to achiev

Regional H
non-urgent

Chapte

rooms for con
askatoon RHA
artments by 2
shed process

a patient mu
he patient can
ment bed be

waiting for ac
d for assessm

ents who vis
t the Royal U
t waiting to 
10% of Sask

d after the ph
pital had mor
n acute care 

ents were wa
me available. 

ents and othe

ce delays in b
Manager sy

ace with Sask
becomes ava
tified. Staff in

atients are w
-14.12 Howev
e this goal. 

Health Autho
t patients o

er 30 

nsultants cau
A has set a g
25% for 2013
ses to achiev

ust be admitt
n wait a signi
efore moving 
cute care be

ment and trea

sited a Sask
University Hos

be admitted
katoon emerg

hysician decid
re than 40% 
bed. 

aiting in acute
This impacte
er patients. 

becoming awa
ystem (emerg
katoon RHA’s
ailable in a me
ndicated this w

waiting for an 
ver, it has no

ority provid
outside of it

225

uses a 
oal to 

3-14.11 
ve this 

 

ted to 
ificant 
to an 

eds in 
atment 

katoon 
spital, 
d was 
gency 
ded to 

of its 

e care 
ed the 

are of 
gency 
s bed 
edical 
was a 

acute 
ot yet 

e 
ts 



 
 

 

 226 

3.1.4 P

A
em
se
p
p
w
id

A
20

4.0 A

T
p
d
w
A

W
em
S

To
in
us
ag

Fi

T
R

1

2

Physical 

As described 
mergency de
ervices. The 
atients than 
atients arrive

waiting room 
dentified. 

A new Royal U
017. 

AUDIT OB

he objective 
rocesses to 
epartments. W

when they are
August 31, 201

We examined
mergency pa
askatoon RH

o conduct th
n the CPA Can
sed criteria b
greed with th

igure 6—Audit

To have effective
Regional Health 

1. Plan for the
1.1 Set sta
1.2 Set pro
1.3 Assign
1.4 Set pe
1.5 Comm

2. Triage eme
2.1 Condu
2.2 Reass
2.3 Have p

3. We reco
integrate
care and

Design 

later in Secti
epartment pos

department 
current volu

e through the
from the tria

University Ho

BJECTIVE,

of this aud
triage patie

We examined
e first seen b
13. 

d Saskatoon 
atients. We in
HA, and tested

is audit, we f
nada Handbo

based in part o
e criteria (see

t Criteria 

e processes to tr
Authority should

e effective triag
andards for triag
ocedures for foll
n appropriate sta
erformance meas
municate standar

ergency departm
uct and documen
ess patients bas
patients examine

ommend tha
ed process 
d long-term c

201

on 5.2.2, the
ses significan
was designe

umes. Patien
e same doors
age desks. T

spital emerge

, SCOPE, C

dit was to a
ents in its t
d processes t
by an emerge

RHA’s polic
terviewed ma
d a sample of

followed the s
ook - Assuran
on the CTAS
e Figure 6). 

riage patients in 
d: 

ge of emergency
e of emergency 
owing standards

aff to emergency 
sures and targets
ds and procedur

ment patients in
nt triage assessm
sed on standards
ed by a physician

at Saskatoon
to manage 
care. 

3 Report – Volume

e physical lay
nt barriers to 
ed to handle
nts on amb
s. Nursing st
The triage lin

ency departm

CRITERIA

assess the e
three City o
o treat patien
ency physicia

cies and pr
anagement a
f triage docum

standards for
nce. To evalua

and guidelin

its three city hos

y department pa
department pati

s 
departments 

s for assessing e
res 

n an appropriate
ments on patient
s and document 
n within set time 

n Regional H
beds for em

e 2

yout of the Ro
the effective

e considerab
ulance stretc
taff cannot o
ne is in a co

ment is sched

A, AND CO

effectiveness 
of Saskatoon
nts from their 
an for the 12

rocedures th
nd staff, revie
ments. 

r assurance e
ate Saskatoo
es. Managem

spital emergency

atients 
ients 

emergency depa

e and timely ma
ts 
reassessments
 standards 

Health Autho
mergency de

Provincial Aud

oyal Universit
e delivery of e
bly smaller v
chers and a
observe patie
orridor and is

duled for com

ONCLUSIO

 of Saskato
n hospital e
arrival in eme

2-month peri

hat relate to 
ewed data pr

engagements
n RHA’s proc

ment of Saska

y departments, S

artment patients 

anner 

ority establis
epartments, 

ditor Saskatchewan

ty Hospital 
emergency 
volumes of 
ambulatory 
ents in the 
s not well 

mpletion by 

ON 

oon RHA’s 
emergency 
ergency to 
od ending 

triage of 
rovided by 

 published 
cesses, we 
atoon RHA 

Saskatoon 

sh an 
acute 

n 

 



 
 

 

Chapter 30 

  Provincial Auditor Saskatchewan 2013 Report – Volume 2 227

3. Monitor performance 
3.1 Regularly audit triage documentation to determine if triage is being properly conducted 
3.2 Collect information on performance 
3.3 Analyze collected information 
3.4 Track and address complaints and critical incidents 
3.5 Report on performance to senior management and the public 

We concluded that for the period of September 1, 2012 to August 31, 2013, 
Saskatoon RHA did not have effective processes to triage patients in its three city 
hospital emergency departments. It needs to: 

 Give better directions to emergency patients 

 Follow established standards and processes when triaging emergency patients 

 Periodically review the triage process for emergency patients 

We make five recommendations to help improve Saskatoon RHA’s processes to triage 
emergency department patients. These recommendations, along with the three 
recommendations in Section 3.1 that address bottlenecks to effective triage, would help 
Saskatoon RHA achieve its five-year outcome goals that no patient will wait for 
emergency department care and patients seeking non-emergency care in the 
emergency department will have access to more appropriate care settings. 

5.0 KEY FINDINGS AND RECOMMENDATIONS 

In this section, we set out our key findings by criterion along with the related 
recommendations. 

5.1 Standards and Procedures in Place 

5.1.1 Standards in Place 

Saskatoon RHA has adopted the CTAS and guidelines, as described in Section 3.0, as 
its standard for delivery of services in its emergency departments. Also, it makes 
available to its staff the extensive literature of the Canadian Association of Emergency 
Physicians and the National Emergency Nurses Affiliation of Canada. The use of this 
literature helps staff understand and follow national best practice standards. 

Also, Saskatoon RHA maintains regional policies and procedures for the delivery of 
health services including the provision of services in emergency departments. These 
emergency department policies include the role of triage nurses, medical directives,13 
and criteria to determine when patients already assigned a CTAS level should be further 
classified as trauma patients and to determine the severity of the trauma.14 

                                                      
13 Medical directives give nurses the authority to perform basic medical interventions on patients who present with specific 
symptoms and who are waiting to see a physician. 
14 Saskatoon Regional Health Authority categorizes emergency patients with trauma as Level 1 - requiring the surgeon on call 
to be the lead physician, or Level 2 - an emergency physician is to be the lead physician. 



 
 

 

 2013 Report – Volume 2 Provincial Auditor Saskatchewan 228 

5.1.2 Guidance in Place 

Saskatoon RHA provides staff with guidance on meeting the standards set out in its 
policies. For example, guidance includes how to register patients at their bedside when 
they have been sent directly to the assessment and treatment area of the emergency 
department, and procedures for re-contacting patients who were triaged but left without 
seeing an emergency physician. 

Triaging standards and procedures are readily available to staff - they are kept in binders 
at triage stations within each emergency department and on the region’s intranet. Triage 
nurses can also access the professional guidelines of the National Emergency Nurses 
Affiliation on Saskatoon RHA’s intranet. 

Additionally, Saskatoon RHA is currently participating in the provincial healthcare 
system’s LEAN quality improvement process (LEAN).15 During the audit period, it 
identified 13 areas for improvement and has initiated and/or completed work on eight 
areas in its emergency departments. 

For each of its LEAN initiatives, Saskatoon RHA develops and implements a series of 
procedures, or “work standards” for staff providing very detailed instructions (e.g., how 
many seconds it should take to perform a specific task). For example, in 2012 
Saskatoon RHA implemented a parallel registration and triage process, whereby 
patients are simultaneously triaged by a nurse and registered in the hospital by a 
registration clerk. It has set out specific guidance for both the nurse and the registration 
clerk, such as how long (measured in seconds and minutes) it should take to greet 
patients and ask them specific questions. This new process reduced the 
triage/registration time significantly. 

These work standards are also readily available to staff in a designated place within 
each emergency department and on the region’s intranet. Emergency department 
managers ensure all staff members receive training on new work standards implemented 
so that work is done consistently and that recently implemented procedures are 
followed by all staff. 

5.1.3 Appropriate Staff Assigned 

Most physicians working in Saskatoon’s emergency departments have the CCFP-EM 
designation (a “two plus one” certification meaning that they practice family medicine for 
two years and then train as an emergency specialist for one year), or the FRCP-EM 
designation (certification requiring a five-year residency in an emergency department 
setting). 

Also, emergency departments in Saskatoon are staffed by nurses who have additional 
training specific to the skills needed to work in an emergency environment. Saskatoon 
RHA uses a “staged” training process for emergency nurses. This training process 
includes various formal training courses and on-the-job training. Before experienced 
emergency nurses can triage patients, they must receive further training. Formal 
classroom teaching educates new triage nurses to assign CTAS levels, carry out 
procedures for triaging and registering patients, and conduct customer service. On-the-
                                                      
15 LEAN is a quality improvement methodology currently being used by the Ministry of Health, RHAs, and the Saskatchewan 
Cancer Agency to identify and reduce inefficiencies in service delivery. 
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job training includes “buddy shifts” with experienced triage nurses to supplement formal 
education. 

Triage nursing stations in emergency departments are staffed according to patient 
volume. During peak volume times (typically between 12:00 p.m. and 12:00 a.m.), two 
triage nurses work; during other periods of the day, which typically have lower patient 
volume, one triage nurse works. 

5.1.4 Measures and Targets Set 

Saskatoon RHA has set five-year outcome goals as described in Section 3.0. These 
outcome goals are consistent with those set by the Ministry of Health as part of its 
provincial Health System Plan.16 As part of these outcome goals, Saskatoon RHA has 
identified the following improvement targets: 

 By March 2014, improve patient flow and efficiencies to achieve a 50% reduction in 
the number of patients waiting in the emergency department for an acute care bed 

 By March 2015, reduce wait times for emergency department care by 50% 

 By March 2015, achieve a 100% reduction in the number of patients waiting in the 
emergency department for an acute care bed17 

Saskatoon RHA uses various measures to assess the performance of its emergency 
departments and its progress toward meeting its improvement targets and five-year 
outcome goals. Each of its performance measures has an associated target. For 
example, daily performance measures include: 

 The number of patients who are triaged as CTAS II who see a physician within the 
CTAS-recommended timeframe of 15 minutes 

 The number of patients who leave the emergency waiting room before seeing an 
emergency department physician 

 The number of patients in the emergency department waiting for an acute care bed 
to become available in the hospital 

 Incidents of harm to patients or staff 

 The average time emergency patients wait to be admitted into the hospital 

Saskatoon RHA has also identified a number of LEAN-specific performance measures 
(as further described in Section 5.3.2). For each of its LEAN initiatives, the LEAN project 
team identifies a number of performance measures, and management selects two for 
ongoing monitoring. Saskatoon RHA measures its progress at 30-, 60-, 90- and 180-day 
intervals. When it meets and sustains a LEAN initiative’s target at one of its facilities, it 
introduces and implements those new processes at its other facilities. 

                                                      
16 Saskatchewan Ministry of Health, 2013-14 Health System Plan, (2013), p. 10. 
17 Saskatoon Regional Health Authority, 2012-13 Annual Report, (2013). 
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5.1.5 Standards and Procedures Communicated to Staff and 
Patients 

Saskatoon RHA trains its nursing staff on its policies and procedures during their initial 
orientation and training. Emergency department orientation includes procedures for 
following policies, medical directives, and the standards associated with CTAS scoring. 

Each morning, nurse managers address their emergency department staff. In these team 
“huddles”, nurse managers communicate statistics and performance measures from the 
previous day and any issues arising. For example, we observed a nurse manager 
pointing out to staff that a documentation policy was not being regularly followed and 
reminded them to follow procedures. 

Since August 2013, Saskatoon RHA has made available to patients a guidance 
pamphlet of basic emergency department information. It developed this pamphlet in 
conjunction with the Emergency Department Patient and Advisory Council. We also 
observed signs within the emergency departments advising patients that they will be 
seen based on the urgency of their condition (i.e., those with more serious medical 
issues are seen first). 

5.2 Need to Triage Emergency Department Patients in 
a Timely Manner 

5.2.1 Processes to Assign Triage Levels are Adequate 

In 2011, Saskatoon RHA adopted and implemented the Sunrise Clinical Manager (SCM) 
system. Use of SCM reduces the subjectivity of staff in determining a patient’s CTAS 
level during the triage process. SCM is a software program that coordinates patient flow 
and tracks information in emergency departments from triage to treatment to admission 
or discharge. It includes an automated triage mechanism that requires triage nurses to 
enter specific patient information in the system to automatically generate a CTAS level 
based on the primary complaint (e.g., abdominal pain, head injury, vertigo) and objective 
patient information (e.g., vital signs such as blood pressure). 

Nurses can increase but not reduce this CTAS level when they assess that the patient’s 
needs are more severe than SCM has determined. For example, SCM may prioritize a 
patient presenting with abdominal pain as a CTAS IV or V, whereas an experienced 
triage nurse may observe that the patient is in significant discomfort or recognize 
something in the patient’s history that indicates that SCM’s level is too low. We found 
that in 47% of files we examined, the triage nurses had overridden the SCM-generated 
CTAS level and increased the level. 

Not allowing triage nurses to lower a SCM-generated CTAS level (i.e., a patient who has 
been prioritized as a CTAS II cannot be lowered to a CTAS III) reduces the risk that 
patients may be “under-triaged.” 

Patients with very serious conditions (e.g., CTAS I, which includes unconscious patients 
or those experiencing a heart attack) are taken immediately to the assessment and 
treatment areas. Staff register and triage them at bedside once they have been 



 
 

 

  Provincial A

5

5

Auditor Saskatchew

stabiliz
visits t

5.2.2 Dire

We n
depart
depart
triaged
depart
patien
able to
that it 
withou

Also, i
canno
are no
waiting
deterio

5.2.3 Pati

Both C
“reass
standa
to see
reasse
Manag
expect

Reass
worse
CTAS 
reasse
triage 

If triag
condit
physic

4. W
p
a

wan 

zed. These p
to emergency

ection for

noted that p
tments conf
tment before
d and regist
tments, the t
ts sit in order
o be triaged a
would be pos

ut being asses

in the Royal 
t directly see

ot being reass
g room witho
orate without 

ients Not

CTAS best pr
sessed” by a
ards expect t
e physicians 
essed by a 
gement indica
t nurses to do

essments en
ns (i.e., a pat
II). When we

ess previously
nurses seldo

ge nurses do 
tion may dete
cian. 

We recomme
process to d
appropriate a

atients typica
y departments

r Patien

patients fou
fusing, resul
 seeing a tri
tered but be
triage waiting
r of arrival, mo
and registered
ssible for a p
ssed by a tria

University H
e into the wai
sessed in wa

out being see
being notice

t being R

actice standa
a triage nurse
hese reasses
(see Figure 
triage nurse

ated that nur
ocument all th

nsure patient
tient prioritize
 observed wa
y-triaged pat
m have time 

not regularly 
eriorate after 

end that Sa
direct patien
areas for ass

2013 Report – Vol

ally arrive in a
s in Saskatoo

nts Needs

nd the phy
ting in frus
age nurse an
efore seeing
g lines are c
oving down t
d. These triag
atient to miss

age nurse. 

ospital emer
ting room. B

aiting rooms, 
en for a signif
d. 

Reassess

ards and Sas
e between b

ssments to oc
2). For exam

e every 15 
rses should b
he reassessm

ts receive pr
ed as a CTAS
aiting rooms,
ients in waitin
to leave the t

reassess pat
being triaged

skatoon Reg
nts entering
sessment an

lume 2 

an ambulanc
on are CTAS 

s Improv

ysical layout
stration and 
nd being reg
 a physician

configured wi
the line when 
ge lines are n
s the triage lin

rgency depar
ecause, as n
there is a ris

ficant length 

sed in Wa

katoon RHA’
being triaged
ccur within th
mple, a waiti
minutes unt

be doing the
ments. 

rompt medic
S III may det
 nurses did n
ng rooms. M
triage stations

tients, it incre
d without bei

gional Healt
g its emerge
nd reassessm

Chapte

e. Only abou
I. 

vement 

t of Saskat
some pati

gistered, or le
n. In Saskat
ith a series o
the next pati

not well identi
ne and wait in

rtment, staff 
noted in Sect
sk that patien
of time or the

aiting Ro

s policies exp
d and seeing
he CTAS time
ing CTAS II 
til the physi

ese reassessm

cal attention 
eriorate to th
not leave thei
anagement a
s to do reass

eases the risk
ng detected,

th Authority 
ency departm
ment. 

er 30 

ut 1% of all p

oon’s emerg
ients leaving
eaving after 
toon’s emerg
of chairs in w
ient in the que
ified. We obs
n the waiting 

at the triage 
tion 5.2.3, pa
nts could sit 
eir condition 

oom 

pect patients 
 a physician

e goals for pa
patient shou
ician assess
ments, but di

if their con
he point of be
r triage statio

acknowledged
essments. 

k that the pat
 before they 

implement 
ments to th

231

patient 

gency 
g the 
being 
gency 
which 
eue is 

served 
room 

 desk 
atients 
in the 
could 

 

to be 
n. The 
atients 
uld be 
sment. 
id not 

ndition 
eing a 
ons to 
d that 

tients’ 
see a 

a 
e 



 
 

 

 232 

O
p

5.2.4 P
T

O
p
d
(s

In
p
A
C
tim
em
in

T
tr
es
em
p
d
w
go
an

To
em
it 
tim
m

On the positiv
hysician once

Physician
Time Goa

Of the triage f
hysician with
ifficulties mee

see Section 5

n its annual re
atients being

Although Sask
CTAS time goa
me patients 
mergency de

nclude how lo

he length of 
riage can be
stimates that
mergency ho
atient to see 
epartment. H

within the time
oal has not a
nd patients n

o more accu
mergency de
takes patien

mes. This wo
managed. 

5. We reco
reassess
that thei

6. We reco
measure
into its e

ve side, we o
e they were m

ns Not S
als 

files we revie
hin the CTAS 
eting the CTA
5.3.2) to addre

eports, Saska
g seen by a p
katoon RHA in
als, we found
at each CTA
epartment. H
ong patients w

time patient
e significant.
t patients wa
ours may wa
a physician i

However, a C
e goal might h
ctually been 
ot being seen

urately meas
epartments, S
nts to be triag
ould reduce th

ommend that
s patients in
ir conditions

ommend tha
e and report 
emergency d

201

observed tha
moved to the 

eeing Pa

wed, 48% of
time goals. M

AS time goals
ess these diff

atoon RHA rep
physician with
ndicates that 
d that it does 
AS level wait 
However, Sas
wait between 

ts wait betw
 In one of 
it on average

ait over an ho
is 15 minutes
TAS II patien
have waited 2
met. Exclusio
n by physician

ure the leng
Saskatoon RH
ged and put 
he risk that p

t Saskatoon
n emergency
 have not de

at Saskatoo
the total wa

departments 

3 Report – Volume

at patients ha
assessment a

atients w

f patients (CT
Management

s and has star
ficulties. 

ported how o
hin 15 minute
it collects an
not. The CTA
to see a phy

skatoon RHA
arriving at em

ween arriving 
its emergen

e at least 25 
our. For exa
s from when 
nt that is repo
25 minutes ju
on of this wait
ns within CTA

th of time p
HA must syst

processes in
patients are n

 Regional H
y department
eteriorated. 

on Regional 
ait time, star
until the tim

e 2

ad a very sh
and treatmen

within Es

TAS II-CTAS 
t of Saskatoo
rted or implem

often it meets
es (e.g., 2012
nd reports its 
AS time goals
ysician once 

A’s measurem
mergency, an

at an emerg
ncy departm
minutes to b

ample, the tim
the patient a
orted as bein
ust to be triag
t time results
AS time goals

patients wait 
ematically co
n place to ad

not being app

ealth Author
t waiting roo

Health Aut
rting from th

me they see a

Provincial Aud

hort wait time
nt beds. 

stablishe

V) were not 
on RHA is aw
mented some

 its standard 
2-13: 63% of

performance
s measure the
they have e

ment of time 
d being triage

gency depart
ments, Saskat
be triaged, an
me goal for 
arrives at an e
ng seen by a
ged; therefore
s in inaccurate
s. 

to see a ph
ollect data on
ddress long t

propriately mo

rity staff rou
oms to dete

thority accu
he patients’ a
a physician. 

ditor Saskatchewan

e to see a 

ed 

seen by a 
ware of the 
e initiatives 

of CTAS II 
f the time). 
e using the 
e length of 
ntered the 
does not 

ed. 

tment and 
toon RHA 
nd at peak 
a CTAS II 

emergency 
a physician 
e, the time 
e reporting 

hysician in 
n how long 
triage wait 
onitored or 

utinely 
rmine 

urately 
arrival 

n 

 

 



 
 

 

  Provincial A

5

5

5

Auditor Saskatchew

5.3 Per
Not 

5.3.1 Accu

Post-t
triage 
proble
improv

As des
the SC
primar
nurses
assign
system
lower t

Manag
triage 
autom
triaged

Howev
by the
by rou
scorin
riding 
for futu

5.3.2 Info

Saskat
This d
time th

7. W
i
e

8. W
r
p

wan 

forman
Review

uracy of 

riage audits 
process. An

ems in the pro
ve the proces

scribed in Se
CM software 
ry complaint 
s are unable 
n patients a h
m limits the r
than their con

gement stated
documentatio

mated triaging 
d.” 

ver, 47% of th
 triage nurse.

utinely reviewi
g in emergen
the system s
ure improvem

ormation

toon RHA us
ata includes 
he patient is t

We recomme
n place to e
established t

We recomm
review the tr
patients are 

ce Adeq
wed 

Triage L

should be p
n internal au
ocess. This c
ss. 

ction 5.2.1, t
that automa
and objectiv
to prioritize

higher level if 
risk that patie
nditions woul

d that for this
on to ensure 
system does

he SCM CTA
. Saskatoon R
ing triage not

ncy departme
o frequently. 

ment and furth

n Collecte

ses SCM to 
patient prima
triaged, the t

end that Sas
ensure emerg
time goals. 

end that Sa
riage proces
appropriatel

2013 Report – Vol

quately M

Level Not

erformed to 
udit of triage
could in turn 

the process o
atically assign
ve informatio
patients bel
they feel the

ents may be
d require. 

s reason, Sask
that triage is 

s reduce the r

AS levels in the
RHA should e
es and charts
nts, and revie
Such an asse

her training. 

ed and A

collect a larg
ary complaint
ime the patie

skatoon Reg
gency depar

askatoon Re
ss to determ
ly categorize

lume 2 

Monitor

t Regula

assess the a
e could iden
be used to e

of triaging em
ns CTAS lev
on such as v
low the SCM

e patient pres
“under-triage

katoon RHA d
being done a

risk that emer

e files we exa
ensure that its
s to determin
ewing the tria
essment coul

Analyzed

ge volume of
ts and objecti
ent sees the p

gional Health
rtment patien

egional Heal
mine whethe
ed. 

Chapte

red but A

arly Asse

accuracy and
ntify individua
educate triage

mergency pati
vels to patien
vital signs. A

M-assigned le
sents signs of
ed” and assi

does not con
accurately. Its
rgency patien

amined were 
s system is w
ne the accurac
age nurses’ ra
ld provide us

 

f emergency 
ive informatio
physician, ho

h Authority p
nts see phys

lth Authority
r emergency

er 30 

Accurac

essed 

d adequacy o
al and syste
e nursing staf

ients is done 
nts based on
Additionally, 
evel, but they
f higher need
igned CTAS 

nduct reviews
s current 
nts are “unde

being over-ri
working effect

cy of CTAS 
ationale for ov
eful informati

department 
on, CTAS leve
ow long the p

put processe
sicians withi

y periodicall
y departmen

233

 

cy 

of the 
ematic 
ff and 

using 
n their 
triage 
y can 

d. This 
levels 

s of 

r-

dden 
ively 

ver-
ion 

 

data. 
el, the 

patient 

es 
n 

ly 
nt 



 
 

 

 2013 Report – Volume 2 Provincial Auditor Saskatchewan 234 

waited to get an available acute care bed if required, and if the triaged patient left before 
seeing a physician. 

Saskatoon RHA has a health information analyst who collates the data for performance 
measures, trend analysis, total or average volumes, etc., and provides this information 
as requested to management. Management advised that some measures are tracked 
continuously (e.g., percentage of CTAS ll patients seen within the optimum time), while 
some are specific measures relating to LEAN initiatives and may only be tracked as 
needed. 

Every morning, the management team of Saskatoon’s emergency departments meet to 
discuss the previous day’s performance. Daily performance measures, as described in 
Section 5.1.4, are discussed. If issues that negatively affect performance are identified, 
additional meetings take place to find ways to address the issues. 

As described in Sections 5.1.2 and 5.1.4, Saskatoon RHA is using LEAN to focus on 
addressing identified areas negatively affecting its emergency departments’ processes. 
When such areas have been identified, management and staff prioritize the areas and 
begin quality improvement initiatives18 in one of its emergency departments. 

Saskatoon RHA routinely tracks the progress towards its LEAN initiatives. If the 
performance measures meet the targets set and are sustained, Saskatoon RHA 
implements the new process in its other emergency departments. However, if the 
targets were not reached and sustained, issues and actions required are identified and 
tested. 

5.3.3 Complaints and Incidents Tracked and Addressed 

Legislation requires any incident which causes harm (or has the potential for harm) to 
patients to be reported to the Ministry of Health.19 Saskatoon RHA uses software called 
the Adverse Events Management System (AEMS) to track critical incidents in all of its 
departments, including emergency. 

Further, all serious complaints from emergency patients are tracked manually. 
Department managers retain documentation of individual complaints, investigate and 
document the event in question, and document the resolution to the complaint. For the 
complaint files we examined, resolutions to complaints often included apologies to 
patients, and may have resulted in internal follow-up with staff and management to 
reduce the risk of similar events occurring in the future. 

5.3.4 Performance Reported to Senior Management and the 
Public 

Saskatoon RHA has adopted a real-time reporting strategy where key information on 
performance is reported to senior management on a daily basis. After a daily conference 
call between emergency department management, the directors brief the vice-president 

                                                      
18 Known in LEAN methodology literature as a Rapid Process Improvement Workshop, or Kaizen. An initiative is when an 
organizational process is studied, inefficiencies identified, and solutions implemented. 
19 The Critical Incident Regulations. 
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in charge of emergency care on the previous day’s performance measures, issues, and 
any actions taken to address such issues. 

Saskatoon RHA annually reports publicly on key measures and has reduced emergency 
patient waits times since 2011-12. In its 2011-12 annual report, it reported that it was 
meeting its standard for CTAS II patients being seen by a physician within 15 minutes 
52% of the time.20 In 2012-13, it reported that it had improved and that 63% of CTAS II 
patients were being seen by a physician within that time period. However, as described 
in Section 5.2.4, how Saskatoon RHA measures its time goals does not accurately 
capture the length of time patients actually wait. 

In 2012-13, Saskatoon RHA began to report publicly on the average time it takes for 
emergency patients to be transferred to an acute care bed (i.e.,15,996 patients had to 
wait an average of 6 hours and 43 minutes in emergency after the physician decided to 
admit the patient to acute care).21 Trends in this measure will help the Saskatoon RHA, 
legislators, and the public to assess Saskatoon RHA’s performance on whether it is 
making progress in addressing delays in moving emergency patients into acute care 
beds as needed. 
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