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DISCUSSION

Most of screening tools found in this review recommended conducting screening on

BACKGROUND AND AIM OUTCOMES

While many low- and middle-income countries were relatively spared from high Full-text review resulted in 124 articles for full inclusion and data extraction Articles . . ) . . : :
. . . : . : . . . : : patients using epidemiologic risk factors and symptoms consistent with the case
COVID mortality rates, public health measures to contain the virus have put originated from 27 countries; with the majority published or conducted in China (n=41, . )
. . : . . definition of suspected COVID-19, such as cough and fever. Non-validated use of such
enormous strains on health systems and the ability of countries to care for existing 33:1%), followed by the United States (n=23, 18:5%) and Italy (n=10, 8-1%). . . . L
. L y : . . . . : tools could be problematic for multiple reasons. Firstly, it is well documented that
disease burdens.(1) Early recognition and treatment of acute conditions are integral International recommendations were described in three articles (2:4%). . . . . . o . .
. e . . . there is poor, inaccurate self-reporting of epidemiologic risk factors, including
to reducing general mortality in low resource settings (LRS).(2) Previous evidence , , , ,,
suggests three specific processes - screening, triage, and severity scoring of patients - exposure to other patients and travel history.(4) Compounding this is the fact that a
. . . ' ' . . . R e s I BRSSO RO e RS SRS Wi R e 04 O PR IR substantial portion of COVID-19 cases present atypically, without the commonplace
improve patient outcomes in LRS. (3) The need for screening, triage, and severity Screening tools (n=57) Triage tools (n=23) Severity scoring tools® (n=54) . . .
: . . . : symptoms that providers are screening for using these tools (5). For example, one
scoring tools in real-time may lead to the use of both unvalidated and potentially No.unique inputs % No.unique inputs % No. unique inputs %o .
. . : . . . study of 1099 confirmed COVID-19 cases demonstrated that only 43.8% of COVID-19
ineffective protocols. We aimed to identify proposed and/or implemented methods Total combined Inputst 76 1000 108 100.0 116 100.0 tive cases presented with fever.(6)
of screening, triaging, and severity scoring suspected COVID-19 patients upon initial Lnicel inlarventions mcensc ) e ° .5 ! me POSITIVE P '
presentation to the healthcare system. We also aimed to evaluate the utility of these Il A 4 S 118 . o The general lack of tools, specifically those for severity scoring, has led to the
tools in LRS. T : i: 1: ":'(; : ;ﬁ development of a contextually-appropriate COVID-19 mortality scale for LRSs. (7)
= . Though not included in this study due to initial search parameters, the AFEM-CMS is
Imaging investigations 3 3.9 3 2.8 3 2.6 . ] . ] ] o
[ e 4 24D 43 SEh B 83 a pragmatic tool which makes use of seven demographic, historical, and clinical
M ETH O D S B et § s % y 5% ) % inputs to evaluate potential risk of death in COVID-19 patients; a second tool includes
Signs and symptoms 28 36.8 16 14.8 11 9.5 pulse oximetry.
bt = = = o ki st Limitations: This review is likely missing a number of tools. Almost every health
A systematic search was conducted to identify literature published between 01 T R SRl Y g Yl SO eng W Tk e el ot T L v O R IS piTons. 0 o S e system worldwide maintains some form of screening and triage processes, along with
December, 2019 and 01 April, 2020 describing screening, triage, and severity scoring processes for further decision-making around admission. Risk of bias assessments
practices that f]:.ave been |mplemented or proposed for use W"fh.SUSIOGC'CIGOI CO\QD'19 More than one quarter of tools (n=37, 27-6%) provided validation data supporting their cou.ld not be performed becau§e most a.rticles were in the form of descriptive
patients upog f'rSt prlgs?br}tatlon tc? erlnzr.gency or acute care settings. Relevant data use, with four (3-0%) validated prospectively. Only four screening tools (7-0%) and two reviews, rather than presentations of primary data.
was extracted from eligible texts, including: triage tools (8:7%) had associated validation data, while 29 severity scoring tools
- year of publication, country and setting in which the tool was proposed or (53:7%) did. All of these tools were validated in high-income (n=18, 48-6%) or upper- C O N C LUS I O N
implemented middle-income (n=19, 51:4%) country settings. Of those validated in upper-middle-
. : . : : 20 : o
- status of the tool as proposed or implemented income countries, 16 were validated in Chmz? (84:2%), two in Turkgy (10:5%), and one o | |
. o o o _ . in Mexico (5:3%). Screening tools had a median of four (IQR: 3-7) inputs. Most (n=36, In LRS, where definitive diagnostic tests for COVID-19, such as RT-PCR, may not be
* any tool inputs (e.g. comorbidities, clinical symptoms and findings, and diagnostic 63-2%) included epidemiologic risk factors. Fever was commonly included as a reported available, screening, triage, and severity scoring of potential COVID-19 patients are
and laboratory results). symptom (n=31, 54-4%) or a measured vital sign (n=17, 29-8%). Triage tools had a critical. Rapid identification and prognostication of suspected COVID-19 patients in
median of eight (IQR: 2:5-13-5) inputs. Oxygen saturation was the vital sign most LRS EUs will allow for appropriate precautions and care to be rendered to all patients,
commonly used (n=22, 16-:4%), followed by tachypnoea (n=20, 14-9%). Concurrently resulting in conservation of resources and reductions in morbidity and mortality. At
c - - - diagnosed acute conditions were present in multiple triage tools (n=6, 26-1%). Severity present, no screening, triage, or severity scoring tools have been designed and
) Records identified through Additional records identified through , , .. , : p : C e .
® database searching other sources scoring tools had a median of five inputs (IQR: 1-8-5). The most frequently used inputs validated specifically for LRS. In the face of an enduring pandemic, it is critical that
E‘:‘g (N = 15232) (N =131) in these tools were age (n=22, 40.1%), lactate dehydrogenase (n=11, 20-4%), such tools be developed, validated, and made available, so that limited resources can
§ l l respiratory rate (n=7, 37-0%), and temperature (n=5, 9-:3%). be conserved for those in greatest need and unnecessary loss of life is prevented.
= Number of screening, triage, and severity tools identified
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(N = 11091) compared with number of tools feasible in LRS
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2 20 W Feasible in LRS REFERENCES
Full-text articles assessed 348 full-text articles excluded: g
2 for eligibility »| 1. Notin English language (N = 11) Z 10
E UN =) 2. Does not describe a scoring tool _ _ , _ ,
= (N = 254) (1) Bong C-L, Brasher C, Ch|k.umba E, Mcl?ougall R, Mellin-Olsen J, Enright A. The COVID-19 Pandemic: Effects on Low- and Middle-
T 0 Income Countries. Anesthesia & Analgesia. 2020;131(1).
3. Describes a tool for non- : : : .
e, (2) Reynolds TA, Mfinanga JA, Sawe HR, Runyon MS, Mwafongo V. Emergency care capacity in Africa: a clinical and educational
emergency care use (N = 39) Screenlng Severlty Scorlng trlage initiative in Tanzania. J Public Health Policy. 2012;33 Suppl 1:5126-37.
4. Describes telehealth (N = 4) (3) Dalwai M, Tayler-Smith K, Twomey M, Nasim M, Popal AQ, Hagdost WH, et al. Inter-rater and intrarater reliability of the South
P 5. Describes physical infrastructure African Triage Scale in low-resource settings of Haiti and Afghanistan. Emerg Med J. 2018;35(6):379-83.
for screening or triage (N =4) (4) Smith B, Chu LK, Smith TC, Amoroso PJ, Boyko EJ, Hooper Tl, et al. Challenges of self-reported medical conditions and electronic
- v 5. D(_)es not prc_)vide a description of TOOl inputs that rely on Imaglng and nearly a” Iaboratory testing are Iargely medical records among members of a large military cohort. BMC Med Res Methodol. 2008;8:37.
% Records included tool inputs (N = 23) . . i . . . . (5) Burke R, Killerby M, Newton S, Ashworth C, Berns A, Brennan S, et al. Symptom Profiles of a Convenience Sample of Patients with
= (N = 124) 8. ackeprimany: s =15} impractical for routine use in many frontline EUs in LRS.(7, 8) Screening tools COVID-19 — United States, January—April 2020. MMWR Morb Mortal Wkly Rep. 2020(64):904-8.
£ were prOpOSEd or Implemented In six LMICs - 19 in Ch|na; two In Indla; and one (6) Vilke G, Brennan J, Cronin A, Castillo E. Clinical features of covid-19 patients: is temperature screening useful? J Emerg Med. 2020.
eachin Mexico, Timor-Leste, Tu rkey, and Uganda. Of the 58 tools proposed for (7) Pigoga JL, Omer YO, Wallis LA. Derivation of a Contextually-Appropriate COVID-19 Mortality Scale for Low-Resource Settings. Ann
use in LM ICS, Only 23 _16 for Screening, four for triage, and three fOr Severity Glob Health. 2021 Mar 26;87(1):31. doi: 10.5334/aogh.3278. PMID: 33816136; PMCID: PMC7996452.

scoring — were deemed feasible in LRS.



