British Columbia Obstetric
Triage Acuity Scale Guidance
September 2021

PSBC | Obstetric Triage Acuity Scale - OTAS

British Columbia Obstetric Triage Acuity Scale (OTAS) Guidance
To determine pregnant individual’s primary reason for presentation to hospital, recognize and intervene to
complications and abnormalities, escalate care based on condition, and respond to presenting condition in a timely
manner. To assess uterine contractions and fetal heart rate pattern in labour, recognize abnormalities and respond
appropriately.

Definitions and Abbreviations
MEOWS – The Modified Early Obstetric Warning Score (MEOWS) is a way of formalising measurement of
physiological variables. The values of the observations are then translated into a summary score which
has a critical threshold, above which medical review and intervention is required. It is believed that
small changes in the combined physiological variables measured by MEOWS may pick up deterioration
earlier than an obvious change in an individual variable. Early detection will trigger subsequent prompt
intervention that will either reverse further physiological decline or facilitate timely referral to
appropriate personnel.1
Triage – Triage is a standardized process to determine which patients need to be assessed urgently and
which patients can safely wait. Triage is a process, not a place.
MRP – The Most Responsible Provider, or most responsible practitioner, generally refers to the physician, or
other regulated healthcare professional (i.e., registered midwife), who has overall responsibility for
directing and coordinating the care and management of a patient at a specific point in time.2

Key Practice Points
•

All patients presenting to the obstetric triage area should be triaged according to the OTAS tool.

•

The appropriate OTAS tool should be used, based on presenting patient’s stage of pregnancy.




•

Early Pregnancy (0-20 weeks gestation)
Pregnancy (greater than 20 weeks gestation)
Postpartum

To ensure consistent practice, and help ensure patient safety when triaging, standard questions
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should be asked when determining the woman’s/individual’s presenting complaint.
•

All pregnant and postpartum women/individuals presenting to triage need to have a primary
and secondary OTAS assessment and have a primary and final OTAS score assigned.

•

Secondary assessment shall include the use of four modifiers.
•

hemodynamic stability: colour, blood pressure and pulse

•

respiratory distress: respiratory rate, oxygen saturation, signs of distress

•

fetal well-being – fetal heart rate

•

cervical dilation

•

The final OTAS score shall be assigned following secondary assessment. Modifiers maintain
or increase the original OTAS score.

•

If more than one patient presents to obstetric triage area simultaneously, the OTAS primary
assessment and resulting OTAS score are to be used to sort and prioritize patients for
care/treatment.

•

Clinical judgment may be exercised by the Triage RN when a situation is determined to be
outside the parameters provided in this guideline and/or the regional or site-specific policy. If a
deviation from this guideline is determined to be appropriate or necessary, documentation of
the rationale should be included on the Triage and Assessment record.

Background
The Obstetrical Triage Acuity Scale (OTAS), developed by Watts and Gratton et al., was formed to establish a
national standard around obstetric assessment to evaluate acuity level and set recommendations for timely
care. The three OTAS tools have been “modeled on the 5-category CTAS tool” that is a standard in
emergency rooms across Canada.3,4 All modifiers within each OTAS category are derived from the modified
early obstetric warning system (MEOWS) (London Health Sciences, 2012), which allow for the collection of
specific client data that aid in the assignment of an OTAS score.
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The OTAS system:
•
•
•
•
•
•
•

Standardizes a consistent approach to identify and classify women/pregnant individuals based on
acuity.
Supports the triage of women/pregnant individuals according to the type and severity of their
presenting signs and symptoms.
Prioritizes the care requirement(s) of a woman/pregnant individual by systematically assessing
if/when they are in need of urgent or life-threatening care.
Methodically categorizes and prioritizes women/individuals with less urgent acuity seeking treatment.
Provides guidance regarding ongoing assessment of women/individuals waiting in the triage area.
Provides parameters for speed of notification to the most responsible provider and when a
woman/individual presenting to the obstetric triage area is to be seen and assessed.
Supports team communication, quality and safety of patient care, acuity distribution and bed
utilization.

OTAS Elements
Five (5) Acuity Levels
The OTAS system uses five color coded acuity levels that support triaging of perinatal patients. The 5 acuity
levels include:

Obstetric Triage Acuity Scales
The OTAS bundle is made up of three acuity scales that are based on stages of pregnancy:
1) Early Pregnancy (0-20 weeks gestation)
2) Pregnancy (greater than 20 weeks gestation)
3) Postpartum
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Early Pregnancy (0-20 weeks gestation)
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Pregnancy (greater than 20 weeks gestation)
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Postpartum
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Modifiers
Modifiers are used to support or increase the acuity level, as part of secondary assessment, from that which
would have be assigned based on the presenting complaint alone during primary assessment.
Pregnant woman’s/individual’s vital signs or fetal vital signs (i.e., heart rate) are an important parameter in
determining acuity. Either a descriptive modifier (e.g., shock) or specific vital signs (e.g., systolic BP <90,
heart rate >120 beats/minute) may be used to increase the acuity.
The four acuity modifiers in OTAS are:
•

Hemodynamic stability

•

Respiratory distress

•

Fetal well-being (Fetal Heart Rate)

•

Cervical dilatation

The RN should use the applicable OTAS scale as well as the secondary screening to more accurately triage the
perinatal woman using the MEOWS modifier table.
NOTE: In some cases, additional client data and clinical judgment may also be available and incorporated in

determining the acuity level of care (for example, blood glucose levels).
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Time to Initial Assessment and Reassessment Timing
The time period to initial assessment and when to conduct a reassessment is identified under each level of
acuity in the Obstetric Triage Acuity Scale tables.
The OTAS timing recommendations provide the Triage RN with guidance around when initial assessment needs
to take place for each level of acuity and how frequently reassessment should take place for patients
waiting for care/treatment.
RN performing obstetric triage needs to keep in mind that triage is an active process during which the patient’s
condition may improve or deteriorate between assessments and/or treatment. Reassessment timing assist
to ensure patient status is monitored on a regular basis and changes in patient condition are identified in a
timely manner.

Time to Most Responsible Provider (MRP)
The time to healthcare practitioner/most responsible provider is identified under each level of acuity in the
Obstetric Triage Acuity Scale tables.
The time to healthcare practitioner/MRP indicates the maximum time it should take for the Triaging RN (or
appropriate delegate) to notify the healthcare practitioner of presenting patient’s status, including OTAS
score.

(BC Women’s OTAS Policy – http://policyandorders.cw.bc.ca/resource-gallery/Documents/BC%20Women’s%20Hospital%20%20Fetal%20Maternal%20Newborn/WW.05.02%20Obstetrical%20Triage%20and%20Assessment.pdf )
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Please refer to your regional or site policies for additional information regarding
the triage process specific to your site or region.

RESOURCES
For more information, go to the LearningHub “Obstetrical Triage Acuity Scale (OTAS) course”:
https://learninghub.phsa.ca/Courses/7438/obstetrical-triage-acuity-scale-otas
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