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Conclusion and Recommendations

Conclusions:

The findings of this study show that there is lack in triage knowledge and skills

of newly graduated nurses (NGNs) working in the emergency hospital of Mansoura

University. Therefore it was imperative to establish triage training program based on the

finding of need assessment that helped to establish and improve nurses knowledge and

skills in emergency hospital.

The results of this study reflect that total knowledge score of murses in relation

to triage safety, triage process, across the room assessment, primary and secondary

assessment were very good immediately post triage program implementation, and there

were highly statistical significant differences between the study and control groups. On

the other hand, the total mean competency score of NGNs practice in relation to primary

and secondary assessment and communication process were either poor or quiet good

competent pre program implementation. Where there was an increase competency level

of the study group from poor competency to very good competency immediately post

triage program implementation, also, there were highly statistical significant differences

between the study and control groups.

Recommendations:

Recommendations regarding administration and leadership:

Based on the findings of this study, the following recommendations were

suggested:

• Designing an educational handout about triage process must be provided to

murses to be used as a reference guide in their practice.

• Establishment of an accurate and available documentation system

• The ED should have a standard for facilities, equipment, and care.

• Classifying the emergency rooms according to triage categories and urgency of

the patient's condition.

• Creating a triage algorithm to be applied in clinical practice.
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• Increase ratio of emergency murses working at emergency department.

• Conducting a regular staff meeting and conferences for the discussion of work

problems, and difficulties

• Lmprove and update nurses knowledge and skills about triage I emergenCy

department through attending national and intemnational conferences and

workshops.

• Developing system of periodical nurses evaluation to determine strategies for

updating their knowledge and enhancing their practice.

• Educating and encouraging murses to communicate effectively, mn a more open

manner, with patients, and patients' families' members.

٠;s Specitic practices for triage safety

• Assessment of environmental hazards to maintain safe practice at triage.

• Apply appropriate universal standard precautions when potential exposure to

blood or body fluids.

• Assessment of emergency equipment (bag-valve mask and oygen supply) prior

to triage assessment.

٠;s Speciic practices for triage process

• Prioritizing all patients presenting to the ED according to their urgency as

Resuscitation, Emergency, Urgent, semi urgent or Non urgent categories.

• Developing a formal unit based training program that will prepare the emergency

triage nurse to take the triage role.

• Developing triage policy and guidelines that will be used by emergency staff as a

tool to guide triage assessment and prioritizing of emergency care.

• Triaging all emergency patients presenting to the ED by a competent and skilled

health care professional in a timely efficient manner.
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Specitic practices for critical look٠ي ف

• Assessment airway, breathing, and circulation.

• Training nurses Staff how to identify obvious life threatening condition.

Specific practices for primary and secondary assessment،ف 

• Demonstrating the steps of performing primary and secondary assessment.

• Training nurses staff how to assess pain by visual analog scale (VAS) to measure

pain severity.

Speciic practices for communication process«;ف 

• Emphasizing on the importance of effective communication with the

patients/family/other health stafT for benefits of quality of care served to the

emergency patients.

• Develop a clear evidence based triage system and related policies and procedures

to study the effect of implementing triage training program on nurses knowledge

and practice.

• Further research should focus on evaluating patient outcomes following

appropriate triage implementation.
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Summary

SumnarY

Emergency department (ED) is an integral unit of the hospital, it is designed to

provide immediate care twenty four hours every day to patients who are suffering from

acute injuries as well as patients with life threatening conditions. Worldwide, the

number of patients arriving at ED has increased over the past few years. This raised a

concemn of the need for a system that assessed and classified patients in the order of

urgency. An effective triage system aims to ensure that patients seeking emergency care

receive appropriate attention, in a suitable location, with the requisite degree of urgency

and that emergency care is initiated in response to clinical need rather than order of

arrival (Fathoni et al., 2010 ; Oureshi, 2010; Safari, 2012, Rominski et al., 2014).

The aim ofthis study is carried out to evaluate the effect of implementing triage

training competencies on NGNs working in ED at emergency hospital. The Setting of

this study was conducted in the ED of Emergency Hospital at Mansoura University and

Talkha Hospital. The sample composed of two groups. The first group " study group"

consists of all NGNs who have a bachelor degree in nursing and are involved in

providing direct care for emergency patients in the Emergency Hospital at Mansoura

University and who are willing to participate in the study ( N =50). AS for the control

group, who have a bachelor degree in mursing and are involved in providing direct care

for emergency patients in Talkha Hospital ( N=25).

The data were collected using the following tools:

Tool 1: "Nurse's KnowledgeASSesSmemtCuestionnaire"

This Ouestionnaire adopted from Salem (2006) and modified by the researcher,

it was used to assess and evaluate NGNs knowledge about triage process in the ED and

it used pre, immediately and post program implementation. This tool included 35

multiple- choice questions divided into triage safety, triage process, across the room

assessment, primary assessment, secondary and focused assessment.
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Tool II; "Nurse's Practice Observational checklist"

This tool was developed by the researcher based on reviewing the literature. It

was used to assess and evaluate the competency level of NGNs performance in triage

process. lt cover the following competencies: triage safety competencies, triage process

competencies, across the room assessment competencies, primary and secondary

assessment competencies.

Tool I: "Nurse's Communication and interperSonalrelationships Observational

checklist"

This tool adopted from Salem (2006), Hurme (2007) and modified by the

researcher based on the reviewing of the literature;. lt was used to assess and evaluate

NGNs interpersonal and communication skills when performing triage process.

The current study Was conducted on our phases;_ assessment phase, program

preparation phase, implementation phase and evaluation phase.

Phase one ' Assessment phase''

During this phase, the researcher assessed NGNs knowledge, skills and

communication and interpersonal relationship for the study and control groups

regarding triage process. It was perfommed by using tool l, tool ll, tool HI.

Phase two " program preparation phase''

The researcher designed triage training program, it was composed of 10 sessions

(Theoretical and practical training sessions). Theoretical sessions focused on:

important, principles of triage, triage safety, triage process and systems, importance of

communication, and role of triage murse. Practical sessions focused on: triage

categories, communication skills, critical look, primary assessment, and secondary

assessment. Also a booklet containing the content of the program was designed and

translated into a simple Arabic language by the researcher.
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Phase Three ' Implementation of triage training program"

This program were delivered throughout five weeks periods, every week

involved two sessions, and every session took fifty to sixty minutes approximately

during the working shift. Also the researcher using simple, brief and clear words.

Phase Four 'Evaluation phase''

During this phase, the researcher evaluated NGNs knowledge and skills for the

study and control groups regarding triage process. It was perfommed for both groups in

pre, immediately and two month post program implementation by using tool l, tool ll,

and tool I.

The following are the main results vielded by the studv:

There were highly statistical significant difference between the study and

control groups in relation to NGNs knowledge regarding triage safety, triage process,

across the room assessment, primary and secondary assessment between pre and

immediately post program implementation, and between pre and two months post

program implementation P0.001. While there was no statistical significant difference

between immediately and two months post program implementation.

There were highly statistical significant difference between the study and

control groups in relation to NGNs competencies performance regarding triage safety,

triage procesS, across the room assessment, primary and secondary assessment and

communication interpersonal relationship between pre and immediately post program

implementation, and between pre and two months post program implementation P0.001.

Total triage knowledge score (total score 35) ofthe study and control groups in

relation to NGNs knowledge regarding triage safety, triage process, across the room

assessment, and primary and secondary assessment, it was found that there were very

good knowledge for the study group immediately and two months post program

implementation respectively 32.9±1.73 and 32.6±1.78, while in control group there

were poor knowledge pre, immediately and two months post program implementation

respectively 13.44±1.78 and 13.52±2.04.
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Total competeney score between the stuy group and control group in relation

to NGNs practice regarding triage safety, triage process, across the room assessment,

primary and secondary assessment, it was ound that there were poor competent level

for the study group in pre program implementation 71.46±±6.43. While there were

increase competency level of the study group from poor competent to very good

competency immediately and two months post program implementation respectively

135.5±4.26 and 134.42±2.41.

The followings are the main recommendations vielded by the studv:

• Continuing teaching training program on regular basis to improve the triage

knowledge and skills of NGNs.

• Designing an educational handout about triage process and must be provided for

NGNs to be used as a reference guide in their practice.

• Triaging all emergency patients presenting to the ED by a competent and skilled

health care professional in a timely efficient manner.

• Continuing evaluation of the effectiveness of triage training program on the

perceptions, practice and knowledge of triage nurses.

• Emphasizing on the importance of effEctive communication and interpersonal

relationship with the patients/familylother health staff for benefits of quality of

care served to emergency patients.

• Classifying the emergency rooms according to triage categories and urgency of

the patient's condition.

• Further research should focus on evaluating patient outcomes following

appropriate triage implementation.
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Appendix Il Tool gne
All information of this questiomnaire will be remain confidential: don"t put your name on any
page of the questionnaire. Thank you

"Democraphic and clinical data"

1. Age by years:
30-20 م years ( )
) رyears40-30 م )
) رyears50-40 م )

2 Marital status
Single م ( )
Married م ( )
Divorce م ( )
Widow م ( )

3. Educational level:
Bachelor م in Nursing ( )
Master م in Nursing ( )
Doctorate م in Nursing ( )

4. Job title
Head م nurse ( )
'Staf م nurse ( )

5. Working department
Medical م ( )
Recovery م ( )
Surgical م emergency and trauma ( )
Other م (please specify) .٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠

6. Years of working experience in emergenCy:
4years>-1 م ( )
5years>-4 م ( )
5 م years and ( )

7. Working hours per week:
40>-35 م hours ( 45>-40 م( ( )
45 م hours and» ( )

8. Previous triage training in emergency:
Previous م education. ( )
Practiced م triage in an ED setting. ( )

Emergency University Hospital



Multiple choice questions:
Read the following statements carefully and circle the best answer,
1. Triage principles

1.

2.

3.

Which of the following emergency action principles should you implement
first at the scene of an emergency department?
A. Do a primary assessment.
B. Do a secondary assessment.
C. Call for help.

D. Survey the scene.

Effective triage systems aim to promote patient safety by:
A. Accurate initial assessment.
B. Prioritizing ofpatients according to severity.
C. Lmmediate intervention to patients with life threatening.
D. All ofthe above.

Triage murse is responsible for the following prior to triage assessment:

A. Patient safety.
B. Environmental safety.
C. Safety of the staff.
D. None of the above.
E. A,B,C

4. All patients presenting to the emergency department should be triaged on

arrival according to their urgenCy as.

A. Lmmediately life threatening (Resuscitation).
B. Imminently lifE threatening (Emergency).
C. Potentially life threatening (rgent).
D. Potentially serious (Semi urgent).
E. Less urgent (on urgent).
F. A,B,C,D,E.

Emergency University Fospital



Multiple choice questions:
Read the followingstatementscarefulyand circle the best answer.

5.

6.

7.

8.

9.

Which one of the following is the best definition of triage:
A. Dynamic process involving continuous assessment and reassessment.
B. The check for immediate life-threatening conditions.
C. Something that tells you about how he or she is feeling.
D. A,B.

All patients presenting to the emergency department will be triaged on arrival

by an appropriately skilled.
A. Health care professional
B. Physician
C. Nurse

D. All of the above.

Patient with an obstructed airway and cardiac arrest should be allocated to

A. Category 1 (immediately lifE threatening).
B. Category 2 (imminently life threatening).
C. Category 3 (potentially life threatening).
D. Category 4 (potentially serious).

Triage assessment should take the following time.

Conditions are threat to life and need immediate intervention take the
following colour.
A. Red colour.
B. Green colour.
C. Black colour.
D. White colour.

Emergency University Fospital



Multiple choice questions:
Read the followingstatementsCarefully and circle the best answer.

2. Across the room assessment

10. /The purpose of the across the room assessment is to.

A. Identify obvious life threatening condition.
B. Monitoring changes in the victim's condition.
C. ASSess the scene for hazardous conditions.
D. All of the above

11. /Across the room assessment include the following.

A. Observation of the patients appearance.
B. ASSess work ofbreathing.
C. ASsess circulation to the skin.
D. A,B,C.

3. Primary Assessment.

?Why should you do a primary assessment in every emergeney department12. ا
A. Because it will protect you fiom legal liability.
B. To identify potentially life threatening conditions.
C. To protect the victim fiom dangers at the scene.
D. All of the above

What is your main concern during the primary assessment?13.

14.

A. Identifying life-threatening problems.
B. dentifying all injuries or medical problems.
C. Monitoring changes in the victim's condition.
D. Establishing baseline vital signs and all of the above.

All of the following are signs of airway obstruction in an unconscious patient
include the following except:
A. Obvious trauma or blood.
B. Noisy breathing, such as snoring, bubbling.
C. Extremely shallow or absent breathing.
D. Dilated, fixed pupil.

Emergency University Fospital



Multiple choice questions:
Read the followingstatementsCarefully and circle the best answer.

15.

16.

17.

18.

19.

20.

There are 5 components to the primary assessment, beginning with.
A. Assessing the patients mental status.
B. Assessing the patients airway.
C. Forming a general impression.
D. Evaluating the patient's circulation
Primary assessment should be performed
A. After the secondary assessment.
B. Within 30 minutes for each patient.
C. After airlifiing the patient to a tertiary centre.
D. Within 2-5minutes for each patient
Primary assessment should include:
A. Airway.
B. Breathing.
C. Circulation.
D. All of the above.
The assessment of the patients mental status or responsiveness includes
using the .........scale
A. AVPU.
B. ABC.
C. SAMPLE.
D. BP/DOC
Altered mental status is best defined as a patient who.
A. Is unresponsive.
B. Cannot speak properly.
C. Cannot tell you what days it is.
D. Is not alert or responsive to surrounding.

Cervical spine stabilization is done during the assessment of.
A. Airway.
B. Breathing.
C. Circulation.
D. Disability.

Emergency University Fospital



Multiple choice questions:
Read the followingstatementsCarefully and circle the best answer.
21.

22.

23.

24.

25.

When checking a person's eyes, you notice larger than normal pupils. The
pupils are said to be
A. Constricted.
B. Dilated.
C. Unequal.
D. Unresponsive.

The normal breathing rate for an adult at rest is

A. 5to 10 breaths per minute.
B. 12 to 20 breaths per minute.
C. 16to 24 breaths per minute.

D. 20 t0 32 breaths per minute.

AVPU (Alert, Verbal stimuli, Painful stimuli, Unresponsive) is deals with.
A. Rapid neurological evaluation.
B. Rapid cardiovascular evaluation.
C. Triage.
D. Mass disaster.

Which of the following scale used to assessment of pain at triage.

A. AVPU
B. SAMPLE
C. PORST
D. All of the above

When assessing circulation for a responsive adult patient, you should assess the

A. Distal pulse.
B. Carotid pulse
C. The redial pulse on one side ofthe body.
D. The redial pulse on both sides of the body.

Emergency University Fospital



Multiple choice questions:
Read the following statements carefully and circle the best answer.

4. Secondary assessment and ocused assessment

26.

27.

28.

29.

30.

The purpose of the secondary assessment is to
A. Find injuries that are not immediately life-threatening.
B. Detemmine if the victim is bleeding severely.
C. ASsess the scene for hazardous conditions.
D. Find out if the victim has medical insurance.

Which of the following steps should you include in the secondary assessment?
A. Interviewing the victim.
B. Doing a head-to-toe examination.
C. Looking for hazards around the victim.
D. All of the above.
Which of the following techniques would you use in performing a head to toe
examination?
A. Visually inspect the entire body, starting with the head.
B. Gently run your hands over each arm and leg to feel fiactures.
C. Ask the victim to take a deep breath and exhale.
D. A, B,C
Secondary triage is most similar to:

A. Primary assessment.
B. General assessment.
C. Secondary assessment/focused assessment.
D. Revised trauma score.

Which of the following conditions would you discover in a secondary
assessment?
A. Cardiac arrest.
B. Open fracture with severe bleeding.
C. Allergies to bee stings and penicillin.
D. All of the above

Emergency University Fospital



Multiple choice questions:
Read the following statements carefully and circle the best answer.

31. Which of the following is the pulse point most freauently used to determine
pulse rate and quality during the secondary assessment?
A. Radial artery.
B. Temporal artery.
C. Carotid artery.

D. Popliteal artery.

32. In a SAMPLE history, the letter M represents.

A. Medical signs and symptoms
B. Allergies
C. Medications
D. Medical history

33. The review of systems and head to toe assessment, include:
A. Cardiovascular assessment.
B. Head, ears, nose, eyes, and throat assessment.
C. Neurological assessment.

D. All of the above.

34. Which of the following scale used to obtain the history of present condition
A. AVPU
B. SAMPLE
C. PORST
D. PEARL

35. Focused assessment meaning that :
A. ldentifying life-threatening problems.
B. Establishing baseline vital signs.
C. Detail assessment of any area or system that has an abnommality or injury.

D. All of the above.

Emergency University Fospital



@Pactice 4Toof

Tool Two

Appendir

Nurse's Practice Observational Checllist" For Primary and

Secondary survey Applied ln Emergency Hospital

Patient assessment Done Not
Competent ] lncompetent ] done

A.

MMMEttMM
Patient Safety

Ensure the safety of the patient prior to triage assessment and1. ا

treatment.

2. /Apply all emergency department policy and procedures for

dealing with aggressive behavior ofpatient at triage.

3. / Rapid identification of deterioration of patients for example,

adequate visibility of waiting area.

4. / Ensure provision of emergency equipment (bag-valve mask

and oxygen supply) is available at triage.

Triage Nurse safety

5. / Ensure the safety of the staffprior to triage assessment and

treatment.

6. / Recognize and manage violent and aggressive behavior

appropriately.

Emvironmental safety

7. /Ensure safety of scene prior to triage assessment.

8. / Recognize environmental hazards e.g. toxic substances,

chemical, biological and radiological hazards and blood.

Apply appropriate universal standard precautions when9. ا

potential exposure to blood or body fluids.

10. / ldentify obstacles to rapid patient movement e.g. wheelchairs,

trolleys blocking doorways.
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Patient assessment

 ه دعه
1. ١ Perform triage process for all patients presenting to the

emergency department.

A. Initiate triage system according to their urgency as.2 ا
immediately life threatening, imminently lifE threatening,
potentially life threatening, potentially serious and less
urgent categories.

• Conditions are threat to life and immediate aggressive
intervention (take red colour).

• The patient's condition is serious and threat to life if not
treated within ten minutes of arrival in ED. (take orange
colour).

• Conditions that could potentially progress to a serious
problem requiring emergency intervention. (take green
colour).

• The patient's condition may deteriorate if assessment and
treatment is not commenced within one hour of arrival in
ED. (take blue colour)

• Conditions that may be acute but non-urgent. (take
white colour).

3. / Prioritize care needs for all patients.

4. / ASssess and reassess the patients chief complain and onset of

symptom, take a brief history and assessment risk factors for

serious illness or injuries such as:

• Age>65 years .
• Mechanism of injury such as penetrating injury, ejection

from a vehicle.
• Co-morbidities e.g. cardiovascular disease, renal

diseases, immuno-compromised, poisoning or
respiratory disease.

• The presence ofa rash may also alert to the possibility of
serious illness such as anaphylaxis.

5. / Perform triage process in a timely and efficient manner.

6. / Re- triaged patients in waiting area every 30 min to ensure
patients' status has not worsened.

Appendir

Done
Competent Incompetent ا

Not
done
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Patient assessment Done Not
Competent Incompetent done

7. Triage documentation.

Time of arrival
Patient number, age
Date and time of triage assessment
Patient personal data
Current medications.
Diagnostic procedure initiated.
Assessment ofpain.
lnitial triage category and treatment area allocation
Airway, breathing, circulation, and risk factors
Chief presenting complain
Limited relevant history.
Re triage category and reason for change.
Signature of nurse.

2. Across the room assessment
ldentify obvious life threatening condition through:

Observation of the patient's appearance.
ASsess work of breathing.
Assess circulation to the skin.

3. Primary Assessment.
A ٥ Assess Airway and cervical spine stability.

1. Ensure open airway through head tilt chin lift maneuver or
jaw thrust if neck injury is suspected.

2. ASSeSS the aIrway for partial Or complete occlusion.
(unable to speak, Cyan0S1S, uSIng acCeSSOry muscles,
intercostals retraction).

3. lnitiate interventions to remove any foreign object from the
patient's airway.

4. Assess cervical spine for injury ( neck pain, numbness, loss of
movement and sensation).

5. Ensure appropriate immobilization and stabilization of the
neck and spinal cord.

B ٥ Assess Breathing

1. Check breathing by look, listen, and feel for 10 sec.

2. Expose chest and observe chest wall movement.

3. Assess breathing for rate and rhythm (with effort, tachypnea,
bradypnea, apnea, shallow, deep breathing).

4. lnitiate interventions to maintain spontaneous breathing.
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Patient assessment Done Not
Competent Incompetent done

c ٥ Assessment of Circulation

1. ASSessment circulation for (dysrhythmia, pulse

characteristics, skin condition, temperature, blood pressure,

capillary refill, bleeding).

2. Start CPR if necessary

3. lnitiate interventions to maintain adequate circulation.

4. Control life-threatening hemorrhage with direct pressure.

5. Check the patients for shock manifestations and treat it.

D ٥ Assessment level ofDisability

1. Assess the patients disability by using AVPU framework
Alert ن ي

Verbal stimuli٠ ف

s Painfulstimuli٠ي

٩;٠ [nresponsive

2. Assess the patient's level of consciousness by using

Glasgow Coma Scale (GCs):

٠;٠ A GCS score of<8 may indicate severe coma.
·;٠ AGCS score of9-12 is moderate coma.
·;٠ AGCS score of> 13 is defines minor coma.

A GCS score of 15 is nommalي٠; 
3. ASsess the pupils for abnommal finding by using PEARL

(Pupils Eaual, And Round, Regular in size, Reactive

properly to Light)

4. Initiate interventions for altered neurologic status.

E ٥ Exposure &Environment control& Evaluate.
1. Expose the patient's clothes to allow adequate examination.

2. Environmental control to prevent heat loss.

3. Evaluate and move onto secondary survey.
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Patient assessment

4. SecondayAssessment.

Eull Set of Vital Signs/م 

1. Obtaining a complete set of vital signs
2. Cardiac monitor, perform ECG.
3. Pulse oximeter
4. Urinary catheter if not contraindicated, urinalysis.
5. Gastric tube'
6. Obtain blood and urine for laboratory studies.

G / Give Comfort Measures

1. Provide verbal reassurance.

2. Assessment of pain by using mnemonic OPORST (onset,

provocation, quality, region/ radiation, severity, timing).

3. Administration of analgesia as ordered.

4. Assessment patient for reliefofpain by using Visual

Analogue Scale (VAS):

5. Use a 100 mm line (0- 10)
6. Patient is asked to mark their level of pain on the line

}{------------------- {(أ]

Appendir

Done
 ا ر

Competent lncompetent ا
Not
Done

No pain

٠;٠ 0= Relaxed and comfortable
·3٠ 1-3= Mild pain
٠;s 4-6= Moderate pain
٠٠ 7-10= Severe discomfort/pain

Sever pain

H /History, Head to toe assessment (focused assessment)

A. ١ Obtain the history of the present conditions using
(SAMPLE) scale.

S- Signs and symptoms
A- Allergies
M- Medications
P Past medical history relevant to chief complaint.
L- Last meal
E- Events leading up to the incident.
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Patient assessment
B. \ Head to toe assessment [focused assessment)

Perform detail head to toe assessment of any area or system
that has an abnormality or injury for DCAP-BTLS
(Deformity/Contusion/ Crepitus /Abrasion Puncture
Bruising/Bleeding, Tenderness Laceration Swelling.

• Head and face

1. Inspect and palpate skull (anterior and posterior), face
and neck fOr DCAP-BTLS.

2. Check eyes for: equality and, responsiveness of pupils,
movement and size of pupils, foreign bodies,
discoloration, contact lenses.

3. Check nose and ears for: foreign bodies, fluid, and
blood.

4. Assess oral mucus membrane for colour, hydration,
inflammation and bleeding.

5. Recheck mouth for potential airway obstructions.
Chestه 

1. Inspect and palpate for DCAP-BTLS, scars, implanted
devices (pacemakers), medication patches, chest wall
movement, asymmetry and accessory muscle use.

2. Inspect and palpate for signs of discomfort, asymmetry
and air leak fiom any wound.

3. Auscultation breath sound and heart sound.

• Abdomen

1. Inspect and palpate for DCAP-BTLS, scars,
diaphragmatic breathing and distention

2. Palpation for all four quadrants, tenderness, masses and
rigidity.

• Pelvic/GenitourinarY.
1. Inspect and palpate for DCAP-BTLS, asymmetry, sacral

edema.
2. Palpate and gently compress lateral pelvic for

tenderness, crepitus or instability.

• Shoulder and Extremities.
1. Inspect and palpate for DCAP-BTLS, asymmetry, skin

color, capillary refill, edema, and equality of distal
pulses.

2. Assess sensory and motor function as indicated.

Appendir

Done
Competent lncompetent ا

Not
Done
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Patient assessment

Jnspect posterior surface

1. Maintain cervical spine stabilization and support
injured extremities while the patient is log-rolled.

2. Inspect posterior surfaces for wounds, deformities,
pain and ecchymosis.

3. Palpate posterior surfaces for tenderness and
deformities.

Appendir

Not
done
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Tool Three: Nurse's Communication and interpersonal relationships

Observational checklist

Done Not
Communication and interpersonal relationship Competent lncompetent Done

1. Create triage environment ofwarmth and acceptance.

2 Provide an introduction by addressing the patient by name

and introducing self and role.

3. Be aware of nonverbal cues that are both sent and received

(eye contact, facial expression, body language, use of

hearing to listen for a cough, hoarseness, use of touch to

assess skin temperature and moisture, smell of ketones,

alcohol, or infection.

4. Explain purpose of interaction.

5. Possesses the ability to communicate clearly and effectively

with nurses and other members ofthe hospital team.

6. Use question carefully and appropriately.

7. Ask one question at a time and allow suffient time to

anSWer.

8. Adjust the amount and quality oftime for communication.

9. Uses good listening skills to understand and assess a

patient's mn]ury and communicates In an open and

responsible, professional manner.

10. Encourage the patient to ask for clarification at any time

during the communication.

11. Make fast strong decision making skills when the

emergency room fills up quickly.

12. Communicate verbally and writing all infommation

concemning the patient care status.

13. Focus on understanding the patient and providing feedback.
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Nurse's Communication and interpersonal relationships

Observational checklist

Done Not
Commumication and interpersonal relationship Competent lncompetent Done

14. Summarizes with patient what was discussed during the

interaction.

15. Demonstrates interest, caring in dealing with the patients

and relatives.

16. Clarifies unclear, illegible, or non-specific physician

orders prior to implementation.

17. Utilizes resOurceS available to communicate with

hearing/sight impaired individuals.

18. Participates in the process of patient education, discharge

instructions, and preparation of the patientsignificant

other for discharge or transfer.

19. Cooperates with staff and promote good interpersonal

communication skills.

20. Maintain and document legibly all required reports and

records.
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Appendi

Triage TrginingRrograR forNewly Graduated Nurses Workngln Energency Hospital

Generalobiectives

At the end ofthis program the newly graduated nurses will be able to triage emergency patients based on assessment findings

of the patient's condition and severity ofillness or injury.

Knowledge and understanding

• ldentify the meaning of triage in emergency department.
• List the importance of triage.
• Discuss basic principles of triage.
• Describe categories of triage.
• List the qualifications of triage nurse.
• Bxplain how effective communication among nurses, patients, and family members can facilitate triage process.

hntellectual skillIs

• Classify life threatening conditions in emergency department.
• Prioritize emergency patients according to severity of illness or injury.
• Communicate effectively with the patient and families members .

1
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Professional and practical skills

• Assess the patients conditions and identify obvious life threatening conditions.

• Perform prompt and effective resuscitation for seriously ill or injured patients.

• Demonstrate technical skills in performing primary and secondary assessment techniques.

General and transferable skills

• Communicate effectively with patients and their families.

• Demonstrate decision-making skills in emergency situations.

• Develop leadership skills.

1. Theoretical component:

• Definition of triage
• Importance of triage.

• Principles oftriage.

• Triage process.

2
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• Triage safety.

• Triage categories.

• Importance of across the room assessment

• Component of primary assessment.
• Component ofsecondary and focused assessment

2. Practical and training component:

• Prioritize patients and allocate to the most appropriate treatment area.
• Steps ofperforming the primary assessment techniques.
• Steps of performing the secondary and focused assessment techniques.

Appendi

Educational triage training program was composed of 10 sessions ( theoretical and practical - training sessions) program

was implemented for 5 weeks periods, 2 sessions per week, the duration of each sessions was one hours.

3
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Triage Training Program for Newly Graduated Nurses Working In Emergency Hospital

Appendi

Session Title Objectives Content Session Teaching Audiovisual Evaluation

Duration Method Aids

]° session: At the end of this session Theoretical Content Theoretical
Triage Nurses will be able to: 60 Interactive Slide م Evaluation

Introduction Overview of triage in emergenCy lecture presentation
department Minutes

about triage in
ldentify the meaning of Oral إ questions

emergenCy
 م

department. triage in emergency Definitions م of triage. Group
department.

discussion
List م the importance of triage. Lmportance م of triage.  إ

Describe م different types of Types م oftriage system. Brain
triage system. storming

Discuss م basic principles of Principles م of triage.
triage.

(booklet, page, 4 -6)

Practical Content Practical
Evaluation

4
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Triage Training Program for Newly Graduated Nurses Working In Fmergeney Hospital

Appendi

Session Title Objectives Content Session Teaching Audiovisual Evaluation

Duration Method Aids
2nd session: At the end of this session Triage Theoretical Content Theoretical

Nurses will be able to: Interactive Evaluation
Triage process lecture Slide Oral questionsم Summarize the steps of triage Triage م process.  م م

process. 30 presentation إ Pretest and postم 

Describe م 5 categories of triage Triage م categories. Minutes Group testم Booklet
system discussion

Recognize م the importance of Triage م safety. Role م play
environmental safety at triage.  إ

(booklet, page, 7 -20) Brain storming

At the end of this session Triage Practical Content Practical
Nurses will be able to: Evaluation

Demonstrate م the ability to Triage categories. 30 Training م Demonstration ن Re م demonstrationم 
prioritize patients according to Minutes Observation م
severity ofillness or injury. checklist

Demonstrate ن the skills that Triage م safety.
should be used to maintain
environmental safety.

5
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Triage Training Program for Newly Graduated Nurses Working In Emergeney Hospital

Appendi

Session Title Objectives Content Session Teaching Audiovisual Evaluation

Duration Method Aids
3" session: At the end of this session Triage Theoretical Content Theoretical

Nurses will be able to: Interactive Fvaluation
Appreciate م the importance of lmportance م of communication lecture

Communication communication at triage. at triage. Slide م Oral م questions
Discuss م strategies used to Strategies م used to enhance the 30 -+ presentation Pretest and postم 

enhance the communication communication prOCesS.
process. Minutes Group Booklet م test

Illustrate م the ways of Ways م ofcommunication. discussion Role playcommunication.
 م

Discuss the barriers facing the Health م care provider  م+-

health care provider while communication barrierS.
Brain

communication. (booklet, page, 21) storming
Communication At the end of this session Triage Practical Content Practical

procesS Nurses will be able to: Fvaluation

Demonstrate م communication • Communication skills. 30 Training م Demonstration ن Re م
skills. Minutes Video م demonstration

Demonstrate مObservation م strategies used to • Strategies used to enhance the
enhance the communication checklist

communication prOCeSS.
process.

6
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Triage Training Program for Newly Graduated Nurses Working ln Fmergeney Hospital

Appendi

Session Title Objectives Content Session Teaching Audiovisual Evaluation

Duration Method Aids
4t session: At the end of this session Theoretical Content Theoretical

Triage Nurses will be able to: Interactive Evaluation
Triage nurse lecture
qualifications Describe م / illustrate the roles Role م of the Triage Nurse Slide م Oral م questions

of' the Triage Nurse. 45 -+ presentation Pretest and postم 

List م the qualifications of Triage م nurse qualifications. Minutes Group Booklet م test
triage nurse. discussion

ldentify م the important of Across ن the room assessment -+

critical look (critical look) Brain
(booklet, page, 21 -23) storming

At the end of this session Practical Content Practical
Triage Nurses will be able to: Evaluation

Critical look Demonstrate م the ability to Critical look. 15 Training م Demonstration ن Re م demonstrationم 
identify obvious life .General appearance-ز Minutes Observation م
threatening condition.

- ASsess breathing. checklist

Assess circulationجب 

7
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Appendi

Triage Training Rrogram for Newly Graduated Nurses Working In Fmergeney Hospital
Session Title Objectives Content Session Teaching Audiovisual Evaluation

Duration Method Aids
5t session: At the end of this session Triage Theoretical Content Theoretical

Nurses will be able to: Interactive Slide م Evaluation
Primary Discuss م methods of assessing Methods ن of airway lecture presentation

assessment the airway. assessment. 30 Booklet م إ Oral م questions
State م the signs and symptoms Signs م and symptoms of Minutes Group Role م play Pretest م and post

- Airway of a potential spine injury. spIne InMury. discussion Simple م pictures test
Breathing-م ج Discuss methods of assessing Methods ن of breathing

the breathing. assessment.
List م the signs of inadequate Signs ن and symptoms of

breathing inadequate breathing.
(booklet, page, 24 -26)

At the end of this session Triage Practical Content Practical
Nurses will be able to: Evaluation

Airway Assess م airway. Airway م assessment.
assessment Demonstrate م the steps In Opening م the airway. 30 Training م Demonstration ن Re م demonstration

performing the head-tilt chin- Minutes Video م Observation م
lift and jaw thrust. checklist

Breathing ASsess م breathing Breathing م assessment.
assessment Demonstrate م how to insert an Oropharyngeal م airway

oropharyngeal airway. insertion.
Demonstrate م the techniques of Suction م

suctioning.
Demonstrate م how to artificially Oxygen م administration

ventilate the patient.

8
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Triage Training Rrogram for Newly Graduated Nurses Working ln Emergency Hospital

Appendi

Session Objectives Content Session Teaching Audiovisual Evaluation
Tite Duration Method Aids

6" session: At the end of this session Triage Theoretical Content Theoretical
Nurses will be able to: Interactive Slide م Fvaluation

Primary lecture presentation
assessment Summarize م the reasons for Reasons م for assessing pulse. Oral م questions

assessing pulse. 30 Booklet م إ Pretest and postم 
Circulation Describe م normal and abnormal Normal م and abnormal patient's

patient's skin color, temperature, skin color, temperature, and Minutes Group Simple م pictures test
and capillary refill. capillary refill. discussion

ldentify م symptoms and signs of Symptoms م and signs of
extemnal bleeding. extemnal bleeding.

(booklet, page, 27)

At the end of this session Triage Practical Content Practical
Circulation Nurses will be able to: Fvaluation
assessment Assess م pulse Pulse م assessment.

Demonstrate م the techniques for Capillary م refill, skin color, 30 Training م Demonstration ن Re م
assessing the patient's skin temperature assessment. Minutes Video م demonstration
color, temperature, and Observationcapillary م refill.

checklistم Apply direct pressure over the Bleeding م control.
bleeding site.

Perfomm م prompt and effective Cardiac م compression
resuscitation for seriously ill
patient.

9



@gram
Appendix III

Appendi

Triage Training Program for Newly Graduated Nurses Working In Emergeney Hospital
Session Title Objectives Content Session Teaching Audiovisual Evaluation

Duration Method Aids
t session: At the end of this session Triage Theoretical Content Theoretical

Primary Nurses will be able to: Interactive Slide م Fvaluation
assessment lecture presentationم Discuss methods of assessing altered Methods م of assessing Oral م questions
Neurological mental status. altered mental status. 30 Booklet م إ Pretest and postم 
ASSesSment Aware م of AVPU framework . AVPU م framework

Minutes Group Role م play test
Environmental Describe م the component of Glasgow Glasgow م Coma Scale discussion Simple م pictures

control Coma Scale.
Recognize م the important ofpatient Environmental م control.

warm during physical examination.
(booklet, page, 28-29)

Neurological At the end of this session Triage Practical Content Practical
ASSesSment Nurses will be able to: Fvaluation

Assess patient's mental status.
Glasgow م Coma Scale 30 Training Demonstrationم ن م م ReassesSment.

Minutes Video م demonstration
ASsess م the patients disability by AVPU assessment. Observationم م 

using mnemonic AVPU.
checklist

Assess م body temperature. Body م temperature.

10
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Appendi

Triage Training Rrogram for Newly Graduated Nurses Working In Fmergeney Hospital

Session Title Objectives Content Session Teaching Audiovisual Evaluation

Duration Method Aids

8th ession: At the end of this session Triage Theoretical Content Interactive Theoretical
Nurses will be able to: 30 lecture Slide Fvaluationم 

Secondary -+
Describe م secondary assessment Secondary assessment. Minutes Group presentation Oral م questionsassessment  م

techniques. discussion Booklet Pretest andldentify the components ofvital signs.
 م م

Vital م+- م Signs. post testم Recognize pain severity scale. Brain Role م play
ldentify the components of the Pain م stormingم 

Simple picturesHistory (SAMPLE).  م
SAMPLE history.  م

(booklet, page, 30-31)

Vital م signs At the end of this session Triage Practical Content Practical
assessment Nurses will be able to: 30 Fvaluation

Training م
Pain م Assess م baseline vital signs. Vital signs assessment. Minutes Demonstration ن Video م مRe م

ASSesSment Assess م pain severity scale. Pain م scale assessment. demonstration
Assess م SAMPLE history. History م (SAMPLE)

History ن assesSment. Observationم 

checklist

11
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Triage Training Program for Newly Graduated Nurses Working In Emergency Hospital

Appendi

Session Objectives Content Session Teaching Audiovisual Fvaluation
Tite Duration Method Aids

9th :ession ي At the end of this session Triage Nurses Theoretical Content Theoretical
Secondary will be able to: 30 Interactive Slide Fvaluation

Discuss the components of head to toe ٠;٠ Head to toe assessment.
 م

assessment lecture م
aSsesSment. Head and face Minutes presentation Oral م

-٢
Chest Group Booklet م questions

Head to toe State م the areas of the body that are Abdomen
assessment evaluated during the detailed focused Pelvic/ Genitourinary.

discussion Simple م pictures Pretest م and
examination. Shoulder, Extremities. ٢ post test

Flank, buttocks ,thighs Brain
Posterior surface. storming

(booklet, page, 31-39)
At the end of this session Triage Nurses Practical Content Practical

Head to toe will be able to: 30 Fvaluation
assessment Perform rapid assessment. Training م

٠;٠ Head to toe assessment. Minutes Demonstration ن .Re1 م ASsess the head. Video م
2. Assess the neck. demonstration

3. Assess the chest. Observation4. ASsesS the abdomen.
 م

5. Assess the pelvis. checklist
6. Assess the extremities.
7. ASsess the posterior aspect of the body.

١2
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Triage Training Program for Newly Graduated Nurses Working ln Fmergeney Hospital

Appendi

Session Title Objectives Content Session Teaching Audiovisual Fvaluation
Duration Method Aids

10" session: At the end of this session Triage Theoretical Content Theoretical
Nurses will be able to: 30 Interactive Slide Fvaluationم 

Focused assessment lecture
Describe م focused assessment ·;s Focused assessment Minutes presentation Oral م

techniques. -٢
Group Booklet م questionsم Discuss the reason for performing Head and face

focused assessment. Chest discussion Simple م pictures Pretest م and
State م the areas of the body that are Abdomen ٢ post test

evaluated during the detailed Pelvic/ Genitourinary. Brain storming
focused examination. Shoulder, Extremities.

Flank, buttocks ,thighs
Posterior surface.
(booklet, page, 31-39)

Focused assessment At the end of this session Triage Practical Content Practical
Nurses will be able to:

·;s Focused assessment 30 Fvaluation

Head and face Training م
Demonstrate م the skills involved in Minutes Demonstration ن ReChest م Video م

perfomming the detailed physical Abdomen demonstration
examination. Pelvic/ Genitourinary.

Shoulder, Extremities. Observation م
Flank, buttocks ,thighs checklist
Posterior surface.

13
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،(bbrEviations
٩3٠ ABCDE Airway, Breathing, Circulation, Disability, Exposure

٠3٠ AVPU Alert, Verbal stimuli, Painful stimuli, Unresponsive

·3٠ ALS Advanced Life Support

٩3٠ ATS Australasian Iriage Scale

٩3٠ CT Computed Tomography

٩3٠ CTAS Canadian Triage and Acuity Scale

3٠ CPR Cardio Pulmonary Resuscitation

·3٠ DCAP-BTLS Deformity, Contusion, Crepitus, Abrasion, Puncture, Bruising,

Bleeding, Tenderness Laceration, Swelling

٠3٠ ED Emergency Department

3٠ ESI Emergency Severity lndex

3٠ GCS Glasgow Coma Scale

3٠ MCI Mass Casualty lncidents

٠3٠ MTS Manchester Triage System

٠3٠ NGNs Newly Graduated Nurses

٠3 OPORST Onset, Provocation, Ouality, Region/ Radiation, Severity, Timing

·3٠ PEARL Pupils Equal, And React to Light

٠3٠ START Simple Triage and Rapid Treatment

٠3 TNCC Trauma Nurse Core Course

;٠ VAS Visual Analogue Scale

2
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;s Steps ofperforming the primary assessment techniques. 25-29
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; Steps of performing the secondary and focused assessment 31-39
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Triage is one of the most important and challenging tasks of the

emergency department (ED). Therefore triage needs to be applied in all

ED. Triage is the screening ofpatients according to urgency ofcondition

or complaint. An effective triage system aims to ensure that patients

seeking emergency care receive appropriate attention, in a suitable

location, with the requisite degree of urgency and that emergency care is

initiated in response to clinical need rather than order of arrival. An

effective triage system classifies patients into groups according to acuity

of illness or injury and aims to ensure that the patients with life

threatening illness or injury receive immediate intervention and greatest

resource allocation. Triage is the first pathway to competeney so

improving competence of newly graduated nurses (NGNs) is a major

challenge. There is a significant need for implementing triage training

program for improving the competencies of NGNs working in

emergency department as an important focus for quality improvement.

Therefore, this study was carried out to determine the effect of

implementing triage training competencies on NGNs working mn

emergency department at emergency hospital (Ulrieh and Krozek,

2010; Hammond, and Zimmermann, 2013).

4
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Triage is the process of categorizing ED patients according to their need for

medical care, irrespective of their order of arrival or other factors including sex, age,

socioeconomic status, insurance status, residential status, nationality, race, ethnicity or

religion. Triage involves an assessment to prioritize ED patients in need of immediate

care, in accordance with clinical severity and time urgency, compared with patients

with non urgent illnesses who can wait longer to be seen or who need referral to a

more appropriate health care setting (0ureshi, 2010).

Appendix (IV)

As the triage nurse is responsible for the care of patients and others in
the waiting area, it is also the responsibility of the triage nurse to ensure
a safe environment for those in the waiting area (Gerdt and Palmer,
2009; El-falabamy et al., 2011; Hammond, and Zimmermann, 2013).
This includes:

; Rapidly identify patients with urgent, life threatening conditions.

;٠ ٠ Determine the most appropriate treatment area for patients presenting to the ED.

·; Decrease congestion in emergency treatment areas.

;٠ ٠ Provide ongoing assessment of patients.

;٠ ٠ Ensure that treatment is appropriately and timely.

·; Inereasing the efficiency and effectiveness of the ED.

;٠ ٠ Enhancing patient and family satisfaction,

;٠ ٠ Ensure that patients are treated in the order of their clinical urgency.

٠; Redistributing and reducing waiting times and admission rates.

5

Prevention of falls, for example, removal of obstacles, trolleys6ي 

blocking doorways, access to wheelchairs.

٩s Rapid identification of deterioration of patients, for example,

adequate visibility of waiting area.

«s Ensure provision of emergency equipment (bag-valve mask and

oxygen supply) is available at triage.

This is the irst step to safe practice at triage.

Tdentification and appropriate interventions for the management of·ف 

blood and body fluids, for example, access to gloves, hand washing

facilities, protective eye wear, protective clothing, and management

ofbody fluid spills.

dentification and appropriate interventions for the management of[·ف 

chemical, biological and radiological hazards, for example, access

to protective clothing, knowledge of decontamination procedures.

6
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TriageProcesS

Appendix (IV)

Triage process, is the process of immediate assessment of all patients
presenting to an ED and prioritization ofcare based on actual or potential
severity of illness or inury (lelinek et al., 2009; El-Ealabany et al., 2011).

Stages0fthetriageDrOCess (See Figure (1) Triage Process Algorism)

Ls the first step to safe practice at triage. The triage nurse
mergency equipment (bag-valve mask and oxygen supply) is

Ihe process begins with initial contact between the triage murse and patient.
Triage nurse greets the patient within minutes of arrival and introduce herself
by name and title. This information provides the patient with the confidence as
well as establishing a 1apport and developing trust. The trust gained during the
initial communication encourges the patient to reveal information, making an
accurate assessment which allows the nurse to make informed decisions about
the patient's health.

The triage nurse should listen to the information provided by the patient, or
other healthcare professional. The information, including demographic data,
baseline health information, current symptoms. The assessment process
involves ascertaining the patient's presenting complaint while observing:

• General appearance (quick look)
• Airway
• Breathing.
• Circulation.
• Disability.
• Environmental factors.
• History in relation to the presenting problem.

Triage murse analyze information collected in the assessment phase and
decides whether the patient needs to be seen immediately or can wait safely
for firther assessment. Patients who require immediate care are promptly
taken to the treatment area while stable patients direct to the assessment
nurse.

There are five possible triage categories that can be selected: immediate (0
minutes), very urgent (10 minutes), urgent (30 minutes), semi-urgent (60
minutes) and non-urgent (120 minutes). Nurses apply the category that is
most appropriate to the urgency ofthe patient's condition. Once the priority is
allocated the appropriate pathway ofcare can commence.

Triage nurse should reassess the patient and evaluate the effectiveness of
intervention and expected outcomes based on new or changing patient data.
Triage documentation in emergency department should be clear, accurate,
concise and include the following (El-ialabany et al., 2011):

• Time of arrival
• Patient mumber, age
• Date and time of triage assessment
• Patient personal data
• Current medieations.
• Diagnostic procedure initiated.
• Assessment of pain.
• Initial triage category and treatment area allocation
• Airway, breathing, circulation, and risk faetors
• Chief presenting complain
• Limited relevant history.
• Retriage category and reason for change.
• Signature of nurse.

7 8
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Triage Documentation Tag Figure (2)
Part l: Patient Admission Data Glasgow ا Coma Scale

Patient No: ... ٠٠٠٠ Date: .. 0٠00... Time of Triage...0٠٠0

Age: ٠٠٠٠٠٠٠٠٠

Female .٠٠٠

Patient name: ٠٠٠٠٠٠٠٠٠٠٠٠

Male .٠٠٠Gender

No past history
COPD or lung cancer
CVD-Stroke
Hypertention
Heart diseases
Cancer
Diabetes
Seizures

Signs and symptOms.... ٠٠٠0٠00....
AllergieS....٠٠00000٠٠٠٠٠
Medication(s)..٠٠٠٠000٠٠٠٠٠٠٠٠
Past history of immunization .....
Last meal: 00 .
Event prior to injury.٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠٠

 م
 ع سانر،

( ) Mild pain
( )Severe pain

 لهشا
 «برpنeجو

() Nopain
( ) Moderate painلإرمى 

ht

١ا
 بم
Front زم Back

Is the patient stable?

2. Assess the following:
٤٠ Chief complaint

General appearance (Critical look)
Primary assessment

Airway
Breathing
Cireulation
Disability
Enviromment
Limited history
C- morbidities

No

() Contusion
() Bbruising
() Laceration

Figure (1) Triage process Algorithm
Ouated after Gerdtz and Palmer, (2009)
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Category 2
(10 minutes)

Category 3
(30 minutes)

Category 4
(1 bour)

Category 5
(2 hour)

( ) Patent

( ) Patent

( ) Pawane

( ) Patent

( )Moderete
Respiratory
distress

) Mild
Respiratory
distress

) No resplratory
dkاو res

) No respiratory
distress

11

( ) Moderate
Haemodynamic

compromise

( ) Mild
Haemodynamic
oompromise

() M٥
baemodynamle
compromlee

() No
Haemodynamic
compromise

) GCs9-12
) Severe pain
(VAS 7- 10)

) severe
alteration
in vital signs

) Severe
neurovascular
compromise e.g.:
pulseless, cold
nilsensation,movement
decreasedcapilanyrefill
) GCs > 13
) Moderate pain
(٧AS 4-6)

) Alteration
in vital signs

) Moderate
Neurovascular
compromise e.g.
pulse present
decreased sensation,
movement
decreasedcapianyefl
) Nommal GCs
) Mild paln
(wAs 1-3)

) Alteraton
hn wtاal slgns

) Mld neurovaecular
ompromle e.gن 

pulse present
nomal sensation

nomal movement
momalcaRilaryrel]
) Normal GCS
) Mild pain
(٧AS 1-3)

) No alteration
in vital signs

) No neurovascular
compromise

Triage is a central task in an emergency department. There are various types of

triage scales have been developed to classiy ED patients consistently and to achieve

acceptable health outcomes. Triage scales usually have 3 to 5 categories. Five level

triage system are the gold standard in emergency medicine worldwide. It designed to

identify the most urgent cases to ensure that they receive priority treatment, followed

by the less urgent. lntemnationally, five-tier triage scales have been shown to be a valid

and reliable method for categorizing people in hospital ED when compared with either

three-tier or four-tier triage systems (Christ et al, 2010; Engebretsen et al, 2013).

Australasian Triage Scale (ATS)

Canadian Triage and Acuity Scale (CTAS)

Manchester Triage System (MTS)

Emergency Severity lndex (ESI).

12
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The most commonly used scale is the Australian Triage Scale (ATS), which

has 5 categories with their corresponding level of treatment acuity. The ATS has

been employed in all Australian emergency departments sinee 1994. The ATS is

derived fiom the National Triage Scale for Australasian Emergency Departments

(NTS). The ATS which has 5 categories with their corresponding level of

treatment acuity. The five levels are: level one- immediate life threatening, level

two- Lmminently life-threatening , level three-urgent, level four- semi urgent and

level 5-non urgent. Based on research and expert consensus, each category lists

clinical descriptors or conditions that correspond to a specific severity level.

(Lahdet et al, 2009; Christ et al, 2010). Objective time fiames for physician

evaluation are set for each classification. This time to treatment is the maximum

interval a patient should expect to wait for firther assessment and medical

intervention. The clock starts when a patient first presents to the ED. The triage

nurse selects an ATS category based on his or her response to the statement. Vital

signs are obtained only if they will assist in making the triage severity decision.

Performance thresholds are set for each level and indicate what percent of the time

the ED must comply with time to treatment goals. Research has shown the ATS to

be valid and reliable (Lahdet et al, 2009; Christ et al, 2010; ammond, and

Zimmermann, 2013).

13

Potentiay tife­
treatening

Figure (4) The Australasian 'Triage Scale

Ouated after Hammond, and Zimmemmamn, (2013)
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Examples

• Ainay risk, severe stridor.
.Moderate respiratory distressه 

Moderate haemodynamicه 
compromise.

• GCS9-12
Patient report sever pain (7-10)

• Severe neurovascular
compromise e.g. pulseless,
sensation , nil movement ,

dcreasedcapilanyاlife« 
• Ainway patent
• Mild respiratory distress.

Mid haemodynamic
cmpromise.

• Nommal GCS
• moderate Pain (4-6)

Moderate reurovascularه 
compromise e.g. pulse present
decreased sensation,movement

• Ainway patent
.Norespiratory distressه 

• Nohaemodynamic compromise.
• GCS213
• Mild Pain (1-3)

Noneurovascular compromiseه 



Appendix (IV)Appendix (IV)

The Manchester Triage Scale (MTS) was jointly developed by the Royal

College of Nursing Accident and Emergency Association and the British Association

for Accident and Emergency Medicine. MTS is used in emergency departments in

Great Britain and, in a modified translation, in Cerman emergency departments. The

MTS differs fiom both the ATS and the CTAS in that it is an algorithm based

approach to decision making. The MTS provides clarity about maximum allowed

waiting time for the different levels of urgency: "emergent (red) needs instantaneous

evaluation, "very urgent" (orange) needs evaluation within 10 min, "urgent" (yellow)

within 60 min, "standard" (green) within 120 min and 'non-urgent" (blue) can wait

for up to 240 min. The MTS has predominantly been implemented throughout Europe

(e.g., UK, Lreland, Portugal). The MTS is a reliable system of triage in the ED.

(Roukema et al., 2006; Gerdtz and Ralmer, 2009; Christ et al, 2010).

 ص ص م

Canadian Triage and Acuity Scale (CTAS) is a 5-level system used by ED triage

nurses to classify patients. CTAS was officially included in policy throughout Canada

in 1997. This scale is very similar to the ATS in terms oftime-to-treatment objectives,

with the exception of category 2, which is <15 minutes rather <10 minutes as in the

ATS. Studies have indicated that the CTAS is valid and reliable (Bullard et al., 2008;

Trip et al, 2011).

Figure (5) Canadian Triage and Acuity Scale colour
Ouated after Hammond, and Zimmemmamn, (2013)

Figure (6) Manchester Triage System (MTS)
Ouated after Hammond, and Zimmemmamn, (2013)
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The Emergency Severity lndex (ESI) is a five-level triage algorithm that

was developed in the USA in the late 1990s. The ESl was initially implemented in two

university teaching hospitals in 1999, and then refined and implemented in five

additional hospitals in 2000. The ESL provides a method for categorizing ED patients

by both acuity and resource needs where the trained triage nurse asks specifie

questions. First, patients with life-threatening conditions (ESl levels 1 and 2) are

identified. Unstable patients are typically assigned to ESI triage level 1, e.g., in the

presence of hemodynamic or respiratory instability. Patients with potentially lifE

threatening symptoms, e.g., thoracic pain in acute coronary syndrome or loss of

consciousness, and severe pain, or states of intoxication, are assigned to triage level 2.

The remaining levels (3 to 5) are defined by the expected resource needs and vital

sign. Clinical studies show that ESL also has good validity and reliability in specific

groups of patients such as children and the elderly (ahdet et al., 2009; Christ et al.,

2010; Gilboy et al., 2012).

One benefit of the ESl is the rapid identification of patients that need

immediate attention. The focus of ESI triage is rapid sorting of patients into five

groups. Other benefits o the ESL include determination o which patients do not need

to be seen in the main ED and those who could safely and more efficiently be seen in

a fast-track or urgent care area. Additionally, ESI facilitates communication of patient

acuity more effectively than the three-level triage scales (Travers et al., 2009; Gilboy

et al., 2012).

17
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 )ق

Figure (7) Triage algorithm of the Emergency Severity Index
Ouated after Christ et al., (2010)

18



Appendix (IV)Appendix (IV)

Ht include Emergent category that requires treatment immediately or within

15 to 30 minutes. Examples include cardiac arrest, airway obstruction, seizure,

asthma, acute bleeding or acute pain, depressed level of consciousness. Urgent

category is utilized for serious illness or injury. Examples include a complex long

bone fiacture, acute psychiatric problem. Non Urgent category, is any condition that

can wait more than 2 hours to be seen without the likelihood of deterioration. Ihis

includes problems or conditions such as simple fiacture, minor laceration, rash and ear

or throat pain (Gerdtz and Ralmer, 2009; Veenema, 2013).

Simple triage and rapid treatment (START) has been widely used in the

United States since the 1980s, START is based on the rapid assessment of patients

using the following three criteria: respirations (< or > 30 per minute, perfusion

(Capillary Refll > or <2 seconds), and mental status (Follow simple commands).

Patients are classified into one of four categories and are tagged and with the

denoted color coded tag indicator: immediate (red), delayed (yellow), minor

(green), and deceased (black) (Christian et al, 2007; Keane and Chapman, 2009;

Lee, 2011).
3TA ٣du١٤- م T٢٤ag  ب

With this type of system patients who require immediate care are promptly taken to

treatment area. This system quickly identifies the patient who is not safe to wait. Stable

patients have a patient chart initiated by the first nurse, who documents chief complaint

and then directs these patients to the assessment nurse. This second nurse completes a more

detailed evaluation and may initiate laboratory work and radiographic studies according to

protocols. A two-tiered system has several advantages. The two-tier system's advantages

include the following: A patient with a serious complaint is immediately identified. The

first triage nurse will know every patient in the waiting room and can keep an eye on them

.The first triage nurse can answer any questions, address changes in patient status, and

perform reassessments as appropriate. The detailed assessment performed by the second

triage nurse (Hammond, and Zimmermann, 2013; Veenema, 2013).
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Figure (8) START algorithm
Ouated after Keane and Chapman, (2009).
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Working as a triage nurse can be mentally challenging and
sometimes exhausting. A nurse performing triage must have an
appropriate level of knowledge and skills to perform the triage role.
Ft is important for staff undertaking the triage role to be aware of the
potential barriers to eftective communication in the triage
environment and to minimize their effect on the triage proCcess.
Effective communication encourages the patient to reveal
infommation, making an accurate assessment which allows the nurse
to make informed decisions and apply the category that is most
appropriate to the urgency of the patient's condition. 'Triage nurse
should reassess the patient and evaluate the effectiveness of
intervention and documentation of any treatment administered and
any recommended course of action. Some patients choose to leave
prior to medical assessment. Ifsuch a patient advises the triage nurse
they are not waiting, the triage nurse should document this decision,
as well as any advice or information given to the patient, including
possible adverse outcomes. Additionally, triage murse must maintain
any information that has been provided in confidence to them. Also
has a responsibility to ensure the patient's privacy is respected both
during the triage assessment and while the patient waits in the
waiting room (El-alabany et al., 2011; Ganley and Gloster, 2011;
Hammond, and Zimmermann, 2013).

(Salem, 2006; Hoyt, and

٩; Completion of both a cardiopulmonary resuscitation (CPR) course and
Advaneed Life Support (ALS) course.

Completion of Emergeney Nurse Pediatrie Course (ENPC).

• Completion of Trauma Nurse Core Course (TNCC).

•٠ Strong interpersonal skills.

٠; Diverse knowledge base and strong physical assessment skills

٠;٠ Strong critieal thinking skills and ability to make multitask

٩; Ability to make rapid, accurate decisions

٩; Ability to provide patient education throughout triage process.

٩; Ability to work collaboratively with interdisciplinary team members

• Ability to appropriately delegate responsibilities

; Ahility to work under periods of intense stress

٠; Excellent communication skills.

٠; Addressing the patient by name and introducing self and role.
٠٠ MAke and keep eye contaet with patient at all time.
٠ [se language that the patient can understand.
٩; e careful of what you say about the patient to others.
٠; Re aware of your body language.
٠; Speal slowly and clearly and uses good listening skills.
; Allow time for the patient to answer.
٩; Aet and speak in a calm, confident manner.
٠;٠ Ifthe patient is hearing impaired, speak clearly.
;٠ ٠ Focus on understanding the patient and providing feedback
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Across the room assessment

This rapid, 1- to 2-minute evaluation is designed to identity life

threatening injuries accurately, establish priorities, and provide

simultaneous therapeutic interventions. It composed of "ABCDE"

A is airway with cervical spine immobilization, B is breathing and

ventilation, and C is circulation. D can mean assessment of

neurologic disability. E is exposed, all areas of the body should be

exposed so that injuries are not missed undemneath clothing.

(Pollak et al, 2011; Vankipuram, 2012).

٥r«»y
A patent airway and oxygenation are priority.
Opening the airway through head tilt chin lift maneuver or ]aw
thrust ifneck injury is suspected.

The triage assessment begins when the triage nurse first sees the

patient, the nurse should observe closely, listen for abnommal sounds,

and even be aware of any odors. ln most cases an experienced triage

nurse can take one look at a patient based on general appearance,

decide whether immediate care is required. I at any time the triage

nurse identifies a life threatening airway, breathing, or circulatory

problems, the nurse initiates appropriate intervention immediately and

the patient is transferred to a care area (Hammond, and

Zimmermann, 2013).

Figure (9) Critical Look
Ouated after Hammond, and Zimmemmann, (2013)

Figure (10) Head tilt chin lift maneuver and jaw thrust
Ouated after Morton, and Fontaine (2013)
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[2reating

Assess breathing for rate and rhythm (with effort, tachypnea,
bradypnea, apnea, shallow, deep breathing, depth of chest
movement during respiration and auscultation of breath sounds).
(Pollak et al, 2011; Vankipuram, 2012; Dewit, and Kumagai,
2013).

٥ray

hnitiate interventions to maintain spontaneous breathing e.g.
application of supplemental oxygen with ventilatory assistance,
effective positioning, Arterial blood gas analysis and diagnostie
studies including chest x-ray and chest computed tomography
(CT) imaging may be completed to assist in determining the
effectiveness of specific interventions.

Ensure appropriate immobilization and stabilization of the
neck and spinal cord.

Assess cervical spine for injury (neck pain, numbness, loss of
movement and sensation).
ASsess the airway for partial or complete occlusion. (unable to
speak, cyanosis, using accessory muscles, intercostals
retraction).
hnitiate interventions to remove any foreign object fiom the
patient's airway such as blood, vomitus, by gentle suction.
Nasopharyngeal and oropharyngeal airways are the simplest
artificial airway adjuncts used in patients with spontaneous
respirations and adequate ventilatory effort.
Endotracheal intubation is the definitive nonsurgical airway
management technique and allows for complete control of the
airway.

Mechanical ventilation with 100% oxygen is initiated
immediately after intubation.

Figure (11) Auscultation of breath sounds
Ouated after Pollak et al, (2011)
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[sabiiey

Assess the patient's disability by using AVPU fiamework Alert,

Verbal stimuli, Painful stimuli, Unresponsive. (Dolan and Holt, 2008;

Louis et al., 2008; Pollak et al., 2011).

Assessment circulation for (dysrhythmia, pulse characteristics,
skin condition, temperature, cool and clammy skin, peripheral
cyanosis, blood pressure, capillary refill, bleeding) (Carlson and
Almond, 2009; Pollak et al, 2011; Vankipuram, 2012; Sole
and Mosely, 2013).

Start CPR ifnecessary.

AVPU framework

Assess the pupils for abnommal finding by using PEARL (Pupils are

Equal And React to Light).Figure (12) Cardiac Compression
Ouated after Morton, and Fontaine (2013)

hnitiate interventions to maintain adequate circulation e.g.
applying pressure to control the bleeding, replacing circulatory
volume with crystalloid and blood products, and determining
definitive treatment.

Figure (13) Assessment the pupils
Ouated after Pollak et al, (2011)
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set of vital signs[ق [sabitity

Obtaining a complete set of vital signs (blood pressure BP, heart
rate HR, respiratory rate RR, and temperature T) (ouis et al, 2008;
Carlson and Almond, 2009; Hammond, and Zimmermamn, 2013; Sole
and Mosely, 2013).

ie Comfort Measures

Assess the patient's level of consciousness by using Glasgow

Coma Scale (GCS). The GCS uses parameters that test a patients' eye

opening, best verbal response and motor response, which provide a

numeric score that defines the severity of a patients' brain dysfunction

and prognosis (Dolan and Holt, 2008; Louis et al., 2008; Pollak et al.,

2011; Sole, and Moseley, 2013).

• Assessment of pain by using mnemonic OPORST (Onset,
Provocation, Ouality, Region/ radiation, Severity, Timing).

• Assessment patient for relief of pain by using Visual Analogue Scale
(AS).

٠; A GCSscore of < 8 may indicate severe coma.
;٠ ٠ AGCSscore of9-12 is moderate coma.
;٠ ٠ AGCSscore of> 13 is defines minor coma.
;٠ ٠ GCSscore of 15 is normal.

• Patient is asked to mark their level ofpain on the line
٥ لا----------

Sever painNo pain

rinted5 د ت

4 = ،ofwsed
napproriate3= ا

2 = LrcuonpreEenR#e

cnt0 زbed6 د

5 = Purpedul
= witwaw1

3 = FteriDn

Spntaneg58 ء

3 = To ce

2= To pain

Me=لا 

1 = Bbnetension2= ع

None=ا 

Figure (14) Glasgow Coma Scale (GCS)
Ouated afiter Gerdtz and Palmer, (2009)

٣8sposure
;٠ ٠ Expose the patient's clothes to allow adequate examination.

٠;٠ Environmental control to prevent heat losSs.
Figure (15) Numerical rating scale

Ouated afiter Gerdtz and Palmer, (2009)
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٥٥
Obtain the history of the patient by using (SAMPLE) scale.

;٠ ٠ Examine the eyes and eyelids, checking for redness and for
contact lenses.

 م
Figure (17) Assessment the eyes
Ouated after Pollak et al, (2011)

Palpate the fiont and back ofthe neck for tenderness and defomity
;٠ ٠ Careful examination of the head, scalp, ears, eyes, nose, and

mouth for abrasions, lacerations, and contusions.

Figure (18) Palpate the front and back of the neck
Ouated after Pollak et al, (2011)

Observe, palpate heaAssess the mouth, n0se
Figure (16)

Ouated after Pollak et al, (2011)
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٤

Appendix (IV)

;٠ ٠ Check for foreign objects and/or blood in the anterior chamber of
the eye. Look for bruising or discoloration around the eyes
(raccoon eyes) or behind the ears (Battle's sign), these signs may
be associated with head trauma.

;٠ Look for any fluid drainage or blood, particularly around the
ears and nose, otorrhoea or rhinorrhoea should be noted.

Figure (20) Assessment ears (Battle's sign)
Ouated after Pollak et al, (2011)

Recheck mouth for potential airway obstructions.

Figure (21) Assessment mouth
Ouated after Pollak et al, (2011)

Figure (19) Assessment ear for drainage or blood
Cuated after Pollak et al, (2011)
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• Abdomen

٤٠ The abdomen should be palpate both the fiont and back and
examined for any obvious injury, distension, rigidity, guarding,
contusions, scars and bowel sounds.

;٠ ٠ Palpation for all four quadrants, tenderness, masses and rigidity.

Appendix (IV)

• Chest

Figure (23) Palpate the abdomen
Ouated after Pollak et al, (2011)

lnspect, visualie, and palpate over the chest area for injury or·في 
signs of trauma, including bruising, tenderness, or swelling.
Watch for both sides of the chest to rise and fall together with
nommal breathing.

٩s Observe for abnommal breathing signs, including retractions
(when the skin pulls in around the ribs during inspiration) or
paradoxical motion (when only one section of the chest rises on
inspiration while another area ofthe chest falls) .

.Auscultation breath sound and heart soundي 

Listen to posterior breath soundListen to anterior breath sound

Figure (22)
Ouated after Pollak et al, (2011)
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٥
• Carefully inspect each extremities for any signs of trauma and

using the DCAP-BTLS method.

• Evaluate the distal circulation, sensation, and movement. Check
the distal pulses on the foot and check circulation. Evaluate the
skin color in the hands or feet. For motor function, ask the patient
to wiggle his her fingers or toes. An inability to move a single
extremity can be the result of a bone, muscle, or nerve injury. An
inability to move several extremities may be a sign of a brain
abnormality or spinal cord injury. Also evaluate sensory finction
in the extremity by asking the patient to his or her eyes. Cently
squeeze or pinch a toe, and ask the patient to identify what you
are doing. The inability to feel sensation the extremity may
indicate a local nerve injury. lnability to feel in several
extremities may a sign ofa spinal cord injury.

• Both arms and legs should be examined for contusion or
deformity. Each should be assessed for pain, pallor, paraesthesia
and paralysis.

4 Inspect and palpate for DCAP-BTLS (Deformity, Contusion,

Crepitus, Abrasion, Puncture, Bruising, Bleeding, Tenderness

Laceration, Swelling.

،s Palpate and gently compress lateral pelvic for pain, tenderness,

instability, and crepitus, all may indicate a fiactured pelis and

the potential for shock.

Figure (24) Compress the pelvie from the sides
Cuated after Pollak et al, (2011)

Figure (25) inspect the extremity
Ouated after Pollak et al, (2011)
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٥

Thanl
you

٩; lnspect posterior surfaces for tenderness, wounds, deformities, pain

and ecchymosis.

;٠ ٠ Palpate posterior surfaces for tendemness, deformities and look

under the patients clothing for obvious injuries, including

bruising and bleeding.

Figure (26) inspect the back
Ouated after Pollak et al, (2011)
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+ Highly statistical significant difference (P <0.001) Statistical significant differenee (P <0.05)
P1= Comparing study and control group pre program implementation
P2= Comparing study and control group post program implementation
P3= Comparing study and control group two month post program implementation
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Comparison between two groupS pre, p0st, and two months post program regarding new graduated nurses'
knowledge about triagePrOCeSS.

Significance testN=25
After 2m

ltem
Pre

N= 50
After 2m

P3P2P1%ا NN%N%N
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Correct
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Correct
lncorrect
Correct
lncorrect
Correct
lncorrect

1.Triage principles
 ام

B. Triage process

• All patients triaged
according to urgency

• Definition of triage

<0.001

<0.001

• All patients triaged by

• Patient with cardiac arrest
allocated to

Correct
lncorrect
Correct
lncorrect

• Triage assessment time

• Conditions threat to life
take colour

Statistical significant differenee (P <0.05)(Highly statistical significant difference (P  ي0.001#>
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Comparison between two groups pre, p0st, and two months post program regarding new graduated nurses' knowledge

about across the room assessment.

Significance test

P3P2P1

N=25
After 2m

ltem
Pre

N= 50
After 2m

%NN%N%N

Pre
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2. Across the room assessment
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<0.001+<0.0013
Correct
lncorrect

Purpose of the across the
room assesSment

 م

Correct

lncorrect
Across the room
assessment include

 م

+ Highly statistical significant difference (P <0.001) #Statistical significant differenee (P <0.05)
P1= Comparing study and control group pre program implementation
P2= Comparing study and control group post program implementation
P3= Comparing study and control group two month post program implementation
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Comparison between two groups pre, p0st, and two months post program regarding new graduated nurses' knowledge

about primaryassessment.

Significance testN=25
After 2m

ltem
Pre

N= 50
After 2m

P3P2P1%NN%N%N

Preو-م 

=

Primary assessment

• Why should you do a
primary assessment
 ان

• Main concemn during
primary assessment
 ا«

• Signs ofairway
obstruction
 ان

• 5components to the
primary assessment
Primary assessment shouldه 
be perfommed
Primary assessmentه 
should include
 ان

• Assessment patient's
mental status by using
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Cont . Comparison between two groups pre, p0st, and two months post program regarding new graduated nurses'
knowledge about primaIYaSSeSSnent.

ltem Study group N=50 Control group N=25
Pre Post After 2m Pre Post After 2m Significance test

N % N % N % N % N N ا% % P1 P2 P3
Primary assessment
Altered م mental status is Correct 8 16 45 90 45 90 7 28 6 24 6 24

best defined as lncorrect 42 84 5 10 5 10 18 72 19 76 19 76 0.22 <0.001 <0.001+

Cervical م stabilization is Correct 27 54 48 96 47 94 22 88 21 84 21 84
done during lncorrect 23 46 2 4 3 6 3 12 4 16 4 ١٥ا 0.004 0.09 0.2

When pupils larger than Correct 42 84 48 96 48 96 25 100 25 100 25 100 ا  م،

noImal are said lncorrect 8 16 2 4 2 4 0 0 0 0.034 ا 0.55

Normal م breathing rate for Correct 12 24 45 90 44 88 0 0 0
an adult lncorrect 38 76 5 10 6 12 25 100 25 100 25 100 0.008 <0.001+ <0.001+

Correct 24 48 47 94 45 90 4 16 3 12 3 12
<0.001 AVPU م/ is deals with 0.007lncorrect 26 52 3 6 5 10 21 84 22 88 22 88 <0.0013

Scale used to assess pain
Correct 27 54 48 96 48 96 10 40 10 40 10 40

0.25 م <0.001+
lncorrect 23 46 2 4 2 4 15 60 15 60 15 60 <0.0013

When م assess circulation Correct 15 30 45 90 44 88 7 28 6 24 6 24

you should assess 0.86 <0.0013 <0.001+
lncorrect 35 70 5 10 6 12 18 72 19 76 19 76
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Comparison between two groups pre, p0st, and two months post program regarding new graduated nurses' knowledge

about secondary assessment.

Significance testN=25
After 2m

ltem
Pre

N= 50
After 2m

P3P2P1%NN%N%N

Preو-م 

 يوبر

Secondary assessment

• The purpose of secondary
aSsessment
 ان

• Secondary assessment
include
 ان

• Techniques of head to toe
examination
 ان

• Secondary triage is most
similar to
 ان

• Conditions discover in a
secondary assessment
 ان

• Pulse point used to
determine pulse rate
 ان

• In a SAMPLE history, the
letter M represents
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Comparison between two groups pre, p0st, and two months post program regarding new graduated nurses' knowledge

about secondary assessment.

Significance testltem

P1 P2 ا P3 ا

N=25
After 2mرج ج Nجي#. Pre

 م٦و
Secondary assessment
Head م to toe assessment Correct 29 58 46 92 46 92 16 64 19

19 ء،76 76

include lncorrect 21 42 4 8 4 8 9 36 6 6 24 0.055 ا0.62 0.055

Scale م used to obtain Correct 9 18 46 92 46 92 0 0 0
history lncorrect 41 82 4 8 4 8 25 100 25 100 25 ١0 ١ 0.024 <0.0013 <0.001

Focused م assessment Correct 7 14 46 92 45 90 0 1 4 1 4

meanIng lncorrect 43 86 4 8 5 10 25 100 24 96 24 96 ١ 0.09 <0.0013 <0.001

+ Highly statistical significant difference (P <0.001) #Statistical significant difference (P <0.05)
P1= Comparing study and control group pre program implementation
P2= Comparing study and control group post program implementation
P3= Comparing study and control group two month post program implementation
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Comparison between two groups pre, p0st, and two months post program regarding neW graduated nurses' praCtiCeabout
triagesafety,

Significance test0إrtmgC gr00pN=25Pre Post After 2mStgyg٢0wpN=50Pre Post After 2m
ltem

P3P2P1%N%N%N%NN%/ N١ %

 م بد م[ر،[ يًمي[ ير[بوآ أ[-»ه[ً»هإيآ

 ب##:

Comnetent

TriagePrinciple
A. Triaص 
Patient safety
• Ensure the safety of

the patient

• Apply all ED policy
and procedures

Competemt
lncompetent
Not done

• Rapid identify of
deterioration of
patients
 ان

• Ensure provision of
emergency equipment
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Cont.:- Comparison between two groups pre, p0st, and two months post program regarding new graduated nurses' praCtiCe
abouttriagesafety,

Significance test0إrtmgC growpN=25Pre Post After 2mStu4yg٢0wpN=50Pre Post After 2m
ltem

P3P2P1%N%N%N%NN%/ N١ %

 #ام #او ي سه[ين[ًي{أيً:أ[ز]ا -»»»، أ-ً»»

 تن±إ:،
 -إيججخ;إي/ خ

 اآووا/بم و ي:[غم[ يو ي بي أيم و١٠»١١»<٥٠»٠

 [:[:[و[،٦ [يآآيجآيجآ:إ ه[ [ً» أ-د
 تيا#[:.#،:

Triage nurse safety

• Ensure the safety of
the stafT

• Recognize aggressive
behavior

Fnvironmental safety
• Ensure safety of scene

• Recognize
environmental hazards

• Apply universal
standard precautions

Competent
lncompetent
Not done

• ldentify obstacles to
patient movement
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Comparison between two groups pre, p0st, and two months post program regarding neW graduated nurses' praCtiCeabout
triageProceSS.

ltem Study group N=50 Control group N=25 Significance test
Pre Post After 2m Pre Post After 2m

N % N % N % N % N % N % P1 P2 P3
Triage process

Perform triage process Competent 0 48 96 47 94 0 0  م0
<0.001 <0.001ln competent 38 76 2 4 3 6 13 52 12 48 12 48 0.036for all patients Not done 12 24 0 0 12 48 13 52 13 52

Initiate triage Competent 1 2 49 98 48 96 0 0 0.001> م0 <0.001ln competent 4 8 1 2 2 4 9 36 11 44 11 44 0.009according to urgency Not done 45 90 0 0 16 64 14 56 14 56
Competent 0 45 90 44 88 0 0 Prioritize م0 care needs <0.001 <0.001

for all patients ln competent 37 74 5 10 6 12 16 64 20 80 20 80 0.37
Not done 13 26 0 0 9 36 5 20 5 20
Competent 0 47 94 46 92 0 0 0 ASsess م ه and reassess

0.001> ا<0.001
chief complain ln competent 47 94 3 6 4 8 14 56 21 84 22 88

Not done 3 6 0 0 11 44 4 16 3 12

Perform triage process Competent 0 45 90 43 86 0 0 0  م »ه
ln competent 43 86 5 10 7 14 15 60 20 80 20 80 0.011 <0.001

in a timely manner Not done 7 14 0 0 10 40 5 20 5 20

Re- tiaged patients in Competent 0 40 80 40 80 0 0  م0
<0.001 <0.001ln competent 45 90 10 20 10 20 12 48 13 52 13 52 <0.001waiting area Not done 5 10 0 0 13 52 12 48 12 48

Competent 0 50 100 50 100 0 0 0
Triage م documentation ln competent 48 96 0 0 25 100 24 96 24 96 0.55 <0.001 <0.001

Not done 2 4 0 0 0 1 4 1 4
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Comparison between two groups pre, p0st, and two months post program regarding new graduated murses' practice about
acr0ss the room assessment.

ltem

2. Across the room assessment
• ldentify obvious IiF Con خ أ

threatening condition

+ ighly statistical significant difference (P < 0.001)
P1= Comparing study and control group pre program implementation
P2= Comparing study and control group post program implementation
P3= Comparing study and control group two month post program implementation
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Comparison between two groups pre, p0st, and two months post program regarding ne» graduated nurses' praCtiCeabout
PrimarYassessmcnt,
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Cont. comparison between two groupS pre, p0st, and two months post program regarding new graduated nurses' practice
about primary assessment.
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Cont. comparison between two groupS pre, p0st, and two months post program regarding new graduated nurses' practice
about primary assessment.
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Cont. comparison between two groupS pre, p0st, and two months post program regarding new graduated nurses' practice
about primary assessment.
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Cont. comparison between two groups pre, p0st, and two months post program regarding new graduated purSeS'DractiCe
about DrimarV assessment.

Significance testN=25
After 2m

N= 50-After 2m
ltem

PrePre
P3P2P1%NN%N%N%N

- /0-0-080]40824121
٠"١»-١٠-٠١-٠o-1[فه (جي ي اة آ( ة] ذ: (بإ، ويث ايي( إ 

 ابر[ء ايوي[يوآيإعاو أيبًب٠٠-٠٠١١٠٠٠
±# أبها ر

3. Primary assessment
Exposureم 
• Expose the patient's

clothes

• Emvironment control

• Evaluate the patient

+ Highly statistical significant difference (P <0.001) Statistical significant differenee (P <0.05)
P1= Comparing study and control group pre program implementation
P2= Comparing study and control group post program implementation
P3= Comparing study and control group two month post program implementation
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Comparison between two groups pre, p0st, and two months post program regarding new graduated nurses' practice about
secondary assessment.

ltem Study group N=50 Control group N=25 Significance test
Pre Post After 2m Pre Post After 2m

N % N % N % N % N % N % P1 P2 P3

4. secondary assessment
Full set of vital signs

Obtaining a complete Competent 29 58 45 90 45 90 21 84 3 12 3  م12
ln competent 21 42 5 10 5 10 4 16 22 88 22 88 0.024 <0.001 <0.001

set ofvital signs. Not done 0 0 0 0 0 0
Cardiac م monitor, Competent 37 74 45 90 45 90 15 60 4 16 4 16

perform ECG ln competent 13 26 5 10 5 10 10 40 21 84 21 84 0.2 <0.001 <0.001
Not done 0 0 0 0 0 0

Pulse oximeter Comnetent 36 72 46 92 46 92 15 60 1 4 1 4 0.001ln> م ه competent 12 24 4 8 4 8 9 36 24 96 24 96 0.5
Not done 2 4 0 0 ٨ 4 0 0
Competent 50 100 46 92 46 92 20 80 0 0

Urinary م catheter ln competent 0 4 8 4 8 4 16 25 100 25 100 / 0.005 <0.001 <0.001
Not done 0 0 0 ٨ 4 0 0

Gastric tube' Competent 49 98 48 96 48 96 21 84 0  م0
ln competent 1 2 2 4 0 4 16 25 100 25 100 0.04 <0.001 <0.001
Not done 0 0 2 4 0 0 0
Competent 46 92 46 92 46 92 20 80 0 0

Obtain م blood for ln competent 3 6 4 8 4 8 5 20 25 100 25 100 ا 0.15 <0.001
laboratory studies Not done 1 2 0 0 0 0 0
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Cont. comparison between two groups pre, p0st, and two months post program regarding new graduated murses' practice
about secondary assessment.

ltem Study group N=50 Control group N=25 Significance test
Pre Post After 2m Pre Post After 2m

N % N % N % N % N % N % P1 P2 P3

4. secondary assessment
Give comfort measures

Provide verbal Competent 3 6 49 98 49 98 7 28 2 8 2  م8
<0.001 <0.001ln competent 44 88 1 2 1 2 16 64 20 80 20 80 0.025

reaSSurance Not done 3 6 0 0 2 8 3 12 3 12
Competent 1 2 45 90 44 88 5 20 2 8 2 8 Assessment م ه ofpain ln competent 42 84 5 10 6 12 15 60 22 88 22 88 0.015 <0.001
Not done 7 14 0 0 5 20 1 4 1 4
Competent 25 50 48 96 48 96 2 8 0 Administration م0 of

100 /
<0.001 <0.001

analgesia ln competent 23 46 2 4 2 4 17 68 25 100 25 <0.001
Not done 2 4 0 0 6 24 0 0
Competent 3 6 47 94 47 94 6 24 0 Assessment م0 patient for <0.001 <0.001ln competent 27 54 3 6 3 6 9 36 23 92 23 92 0.06relief of pain Not done 20 40 0 0 10 40 2 8 2 8

Comnetent1 ا 2 44 88 44 88 3 12 0 0
Use م a 100 mm line 29 58 6 12 6 12 14 56 21 84 21 84 0.18 <0.001 <0.001ln competent

20 40 0 0 8 32 4 16 4 16Not done
Competent 2 4 47 94 47 94 2 8 0 0

Ask م patient to mark ln competent 27 54 3 6 3 6 11 44 18 72 18 72 0.6 <0.001 <0.001
their level of pain Not done 21 42 0 0 12 ا- 48 7 28 7  د
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Cont. comparison between two groups pre, p0st, and two months post program regarding new graduated murses' practice
about secondary assessment.

Significance testltem

P1 P2 ا P3 ا

N=25 /
After 2mج N

 يجهي +جم

 بي إًيي[يي[ًيوآبإ.أو"وآيا٠٠ أ»، ج:اينن ا-;:

4. secondary assessment
History, Head to toe assessment
A. Obtain the history Competent3?lي 
B. Perfomm detail head to

toe assessment

+ Highly statistical significant difference (P <0.001) #Statistical significant differenee (P <0.05)
P1= Comparing study and control group pre program implementation
P2= Comparing study and control group post program implementation
P3= Comparing study and control group two month post program implementation
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Cont. comparison between two groups pre, p0st, and two months post program regarding new graduated nurses' practiee
about secondary assessment.

Significance testStdygroup N=50ltem
PrePre Post ا

P3P2P1

ControlgrotP٨=25
N•. ر" جة؟اام

After 2m١% رج N/ %N

4. secondary assessment (head to toe assessment)
Head and face

lnspect and palpate u11EtCLt٢ ة 45 و0 90 44 88 2 8 1 4 1  م4

skull
] In competent ] 44 88 5 10 6 12 13 52 16 64 16 64  ا0.002٣ ا<0.001٣١<0.001

{٠٨٦٨4 دء00 12 ا6 0 0 10 40 8 32 8 32
0 43 86 43 86 0 1 4 1 4

Check م eyes ] ١n competent ] 43 86 7 14 7 14 14 56 16 64 16 64 ] 0.0o40.001>ا<0.00 ا 
7 14 0 0 11 44 8 32 8 32
0 42 84 42 84 0 1 4 1 4

Check م nose and ears 1 I comnetent ] 45 90 8 16 8 16 12 48 16 64 16 64 [<0.004/+<0.001 ا<0.001
5 10 0 0 13 52 8 32 8 32

AssesS oral mucuS ١٠-i4 46 92 46 92 2 8 1 4 1  ا0.001٣ ا<0.00٩٣ ا<0.001 م4
membrane 84 4 8 4 8 11 44 16 64 16 64

·٠٠٠ g 16 0 0 12 48 8 32 8 32

Recheck mouth for )[٧١D٤١E1١ ة١٤ 45 90 45 90 1 4 1 4 1  م4
] In comnetent ] 41airway obstructionS 82 5 10 5 10 12 48 16 64 16 64  ا0.006٣<0.001٣/<0.001

lnne ] 18 اNat ء9 0 0 12 48 8 32 8 32
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Cont. comparison between two groups pre, p0st, and two months post program regarding neW graduated nurses' practice
about secondary assessment.

Significance testControlgrotP٨=25
•. ر" جة؟اام

Stdygroup N=50ltem
PrePre Post ا

P3P2P1N

After 2m١% رج N/ %N

4. secondary assessment (head to toe assessment)
Chest

# هز ب#فجة:ا ي ا;[زاوج إا /جاجاي: بخ ب٠٠١ ا-س» ­ده
• Inspect and palpate for

DCAP-BTLS

• Inspect and palpate for
signs ofdiscomfort

<0.001٣١<0.001 ا<0.001
1

10
14

1
10
14

4
28
68

1
7
17

74
26

37
13
6

Competemt1 2 37 • ثي:ا:ا..؟:74 Auscultation breath
sound

Abdomen

5 ب5 [[و زإء[و او و إيو/7 أ بي1٠٠-/٠ -ب»١ ده­٣  وء.نمهم :أبهم
• Inspect and palpate for

DCAP-BTLS

• Palpation for all four
quadrant
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Cont. comparison between two groups pre, p0st, and two months post program regarding new graduated nurses' practiee
about secondary assessment.

Significance testStdygroup N=50ltem
PrePre Post ا

P3P2P1

ControlgrotP٨=25
N•. ر" جة؟اام

After 2m١% رج N/ %N

4. secondary assessment (head to toe assessment)
Pelvie/ Genitourinary

 لرثهم مهن أ:#في ج:/تزويي ايجإ، يو اج} /ج ز3ي١ بد ا-» ع»
• Inspect and palpate for

DCAP-BTLS

• Palpate pelvic for
tenderness, crepitus

Shoulder and Extremities
909045

3 ا;ا%\٩ا٤ ا١ ايي لإاججاي ر وي1٠٠١-»»٠٥٠٥٠٠١

 ميذق: ذ.اء ب وم "أ•
Comnetent• Inspect and palpate for

DCAP-BTLS

• ASsesS SenSory and
motor function
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Cont. comparison between two groups pre, p0st, and two months post program regarding new graduated nurses' practice
about secondary assessment.

Significance testStdygroup N=50ltem
PrePre Post ا

P3P2P1

ControlgrotP٨=25
N•. ر" جة؟اام

After 2m١% رج N/ %N

4. secondary assessment (head to toe assessment)
lnspectposterior surtace

٥»٥٥١o٥»٠١oيم يب ا يي١»٠[ إي ثي[ غ[:_ i]ؤ] و او] بههزتهم سيية [جة 
• Maintain cervical

spine stabilization

• Inspect posterior
surfaces

<0.001١ <0.001 ١ <0.001٣
0
11
14

0
11
14

4
40
56

1
10
14

86
14

43
7
٥

Competent, 0 - 43 • :]ي: زاي آ86 Palpate posterior
surfaces

+ ighly statistical significant difference (P < 0.001)



ppenr Iم 

Comparison between two groups pre, p0st, and two months post program regarding new graduated murses' practiee
about communication and interpersonal relationship.

Communication and interpersonal Study group N=50 Control group N=25 Significance testrelationship Pre Post After 2m Pre Post After 2m
N % N % N % N % N % N % P1 P2 P3

Create environment of Competent 0 47 94 46 92 92 0  م0
<0.001 <0.001ln competent 41 82 3 6 4 8 8 60 16 64 17 68 0.039٣

acceptance Not done 9 18 0 0 40 9 36 8 32
Competent 0 47 94 46 92 92 0 lntroducing م0 self and 0.5 <0.001 <0.001

role ln competent 30 60 3 6 4 8 8 68 18 72 18 72
Not done 20 40 0 0 32 7 28 7 28
Competent 0 47 94 44 88 88 0 Be م0 aware ofnonverbal

٨ <0.001 <0.001ln competent 40 80 3 6 6 12 12 80 20 80 20 80
CueS Not done 10 20 0 0 20 5 20 5 20

Competent 0 50 100 48 96 96 0 Explain م0 purpose of 0.02 <0.001 <0.001
interaction ln competent 18 36 0 2 4 4 64 16 64 17 68

Not done 32 64 0 0 36 9 36 8 32

Possesses the ability to Competent 0 49 98 48 96 96 0  م0
<0.001 <0.001ln competent 46 92 1 2 2 4 4 72 18 72 18 72 0.02communicate clearly Not done 4 8 0 0 28 7 28 7 28

Competent 0 47 94 45 90 90 0 0
Use م question carefully ln competent 45 90 3 6 5 10 10 64 17 68 17 68 0.006»4 <0.001 <0.001

Not done 5 10 0 0 36 8 32 8 32

Allow suffient time to Competent 0 49 98 49 98 98 0  م0
<0.0013 <0.001ln competent 35 70 1 2 1 2 2 68 17 68 17 68 0.86

anSWer Not done 15 30 0 0 32 8 32 8 32
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Cont. comparison between two groups pre, p0st, and two months post program regarding new graduated murses'
practice about communication and interpersonal relationship.

Communication and interpersonal Study group N=50 Control group N=25 Significance testrelationship Pre Post After 2m Pre Post After 2m
N % N % N % N % N % N % P1 P2 P3

Adjust the amount of Comnetent 0 48 96 47 94 0 0  م0
ln competent 47 94 2 4 3 6 20 80 22 88 22 88 0.06 <0.001 <0.001

time . Not done 3 6 0 0 5 20 3 12 3 12

Uses good listening Competent 0 47 94 47 94 0 0 0.001> م0 <0.001
skills ln competent 44 88 3 6 3 6 20 80 23 92 23 92 0.35

Not done 6 12 0 0 5 20 2 8 2 8

Encourage patient to Comnetent 0 48 96 46 92 0 0 0.001> م0 <0.001ln competent 30 60 2 4 4 8 19 76 18 72 18 72 0.17ask at any time Not done 20 40 0 0 6 24 7 28 7 28

Make fast strong Comnetent 0 48 96 48 96 0 0 0 0.001> م ه
decision making skills ln competent 43 86 2 4 2 4 18 72 18 72 18 72 0.14

Not done 7 14 0 0 7 28 7 28 7 28
Communicate م verbally Competent 0 47 94 46 92 0 0 0

and writing all ln competent 49 98 3 6 4 8 19 76 15 60 15 60 0.005 <0.001 <0.001

information Not done 1 2 0 0 6 24 10 40 10 40

Competent 0 48 96 46 92 0 0 0
Providing م feedback ln competent 34 68 2 4 4 8 16 64 16 64 16 64 0.7 <0.001 <0.001

Not done 16 32 0 0 9 36 9 36 9 36
Summarizes م what was Competent 0 49 98 48 96 0 0 0

discussed during the ln comnetent 34 68 1 2 2 4 18 72 18 72 18 72 0.7 <0.0013 <0.001
interaction Not done 16 32 0 0 7 28 7 28 7 28



ppenr Iم 

Cont. comparison between two groups pre, p0st, and two months post program regarding new graduated murses'
practice about communication and interpersonal relationship.



Appen VI

Correlation between total knowledge score and year of experience.

Control group
-٨٢١-٨«aمد 

No No% ا  تجيم يعي ومج%

24/ 960/ 24/960/ 24/ 960
1 4.0 1 4.0 1 4.0

Knowledge  ا٣
Pre

%

Year of experience

Poor
l « 4years>-1 م م»

5years>-4 م

Very Good

•4years>-1 .ا٠.٠٠ ا50٠٠٠٠٠ ا100.0 ا50 ا100.0,...٠٠٠٠٠٠٠٠٠٠١٠٠٠٠٠١٠٠٠٠٠٠٠ ا....٠

• اs»ه١as ا١ ا"ا ا٠٠٠/١

Correlation between total knowledge score and triage training.

Pre يتهجم
Study group
-٠٢/,a٥Pre

NoNo %/No No%% ا
Knowledge

Previous triage training in emergency department
Poor

45Previous ا2090.0 ا20/80.0 ا80.0 ا80.020 education

55 ا20.0 ا20.0/5 ا20.05 / 10.0Practiced triage in ED

90.0

5/:٣إ10.0٣ 10.0 5

Very Good

Previous education
Practiced triage in an
ED









 العربى الملخص

 الريى الملخص

 المقدمة.

 على الفورية الرعاية لتقديم تصميمه تم المستشفيات، وحدات أهم من الطوارى قسم يعتبر

 المرضى وكذلك حادة إصابات من يعانون الذين للمرضى اليوم فى ساعة وعشرون أربع مدار

 خلال الطوارى قسم إلى يصلون الذين المرضى عدد زاد قد الحياة. تهدد التى المشكلات ذوى

 وتصنيف تقييم لنظام الاحتياج الى ذلك ادى وقد العالم. أنحاء جميع في الماضية القليلة السنوات

 الفرز نظام ويهدف المرضى. تصنيف أو بفرز يعرف ما وهو حالاتهم لخطورة وفقا المرضى

 في المناسب الاهتمام يتلقوا الطوارى حالات في الرعاية عن يبحثون الذين المرضى أن الفعال

 ترتيب عن النظر بغض العلاج في الأولوية وإعطائهم سريع علاجي تدخل مع المناسب المكان

 المستشفى. إلى وصولهم

 الدراسة. هدف

 الممرضات على التدريب كفاءات تطبيق تأثير لتحديد الدراسة هذه أجريت وقد

 الطوارى. مستشفى في المرضى تصنيف على حديثا المتخرجات

 الدراسة مكان

 قسم وكذلك المنصورة جامعة الطوارى بمستشفى الاستقبال بقسم الدراسة هذه أجريت وقد

. المركزى طلخا بمستشفى الطوارى

 الدراسة عينة

 يقدمن اللاتي حديثا المتخرجات الممرضات كل على المجموعة هذه احتوت: الدراسة مجموعة

(.90) عددهم وكان المنصورة جامعة الطوارى بمستشفى للمريض المباشرة الرعاية

 يقدمن اللاتي حديثا المتخرجات الممرضات كل على المجموعة هذه احتوت• الحاكمة المجموعة

(.٢٩) عددهم وكان المركزى طلخا بمستشفى الطوارى قسم فى للمريض المباشرة الرعاية

١٠٠



 العربى الملخص

 بالدراسة الخاصة المعلومات لجمع أدوات ثلاثة استخدم: البحث أدوات

 الباحث بواسطة تطويرها تم:" المرضى تصنيف طريقة لمعرفة "استبيان الأولى: الأداة١

 تشتمل و ، الاستقبال بقسم المرضى تصنيف حول الطوارى ممرضات لتقييم واستخدمت

) مرات ثلاث الأداة هذه استخدمت وقد سؤال٢٥ وعددها متعدد من اختيار أسئلة على

 الأداة .هذه البرنامج( تنفيذ من شهرين بعد ، البرنامج لتنفيذ مباشرة ثم ، البرنامج تنفيذ قبل

 )تأمين الاستقبال قسم في المرضى تصنيف لطريقة رئيسية مجالات خمسة تغطي

 والثانوى(. الاولى ،التقييم التصنيف طريقة ، الحرجة النظرة ، بة المحيطة والبيئة المريض

 انشاء تم المرضى" لتصنيف الفعلية التمريضية الممارسات تقييم "استمارة: الثانية الأداة٢

 قسم في المرضى فرز طريقة حول الطوارى ممرضات كفاءات لقياس الأداة هذه

 لتنفيذ مباشرة ثم ، البرنامج تنفيذ )قبل مرات ثلاث الأداة هذه استخدمت وقد ، الاستقبال

 رئيسية مجالات خمسة تغطي الأداة هذه. البرنامج( تنفيذ من شهرين بعد ، البرنامج

 الاولى ،التقييم التصنيف طريقة ، الحرجة النظرة ، بة المحيطة والبيئة المريض )تأمين

 والثانوى(.

 استخدمت وقد الفرز عملية أثناء الفعال التواصل ممارسات تقييم استمارة الثالثة. الأداة.٣

 من شهرين بعد ، البرنامج لتنفيذ مباشرة ثم ، البرنامج تنفيذ قبل) مرات ثلاث الأداة هذه

 البرنامج( تنفيذ

 الدراسة طريقة

 ممرضات معلومات بتقييم الباحث قام خلالها من والتي: التقييم" "مرحلة الأولى المرحلة

 الممرضات وكفاءات ممارسات تقييم تم وكذلك الأولى. الأداة باستخدام الفرز طريقة عن الاستقبال

 بين الفعال التواصل لطريقة الباحث تقييم وأخيرا الثانية الأداة باستخدام التصنيف طريقة حول

 الثالثة. الأداة باستخدام أجريت والتي وعائلاتهم المرضى

 طريقة عن مصمم برنامج بإعداد الباحث قام المرحلة هذه خلال: الإعداد مرحلة: الثانية المرحلة

 وتم العربية. اللغة إلى الكتيب ترجمة وتم التمريضي للفريق كتيب وعمل الطوارى لمرضى الفرز

 معلومات على البرنامج هذا وركز. التمريض هيئة ثم المستشفى لإدارة الدراسة من الغرض شرح

 مؤهلات ، الفرز أنظمة ، الفرز عملية ،مراحل الفرز أهمية ، الفرز تعريف مثل بالفرز خاصة
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 لمرضى والثانوى الأولى التقييم طريقة على العملية الجلسات ركزت بينما الفرز. ممرضة

 الطوارى. بمستشفى الاستقبال قسم فى الاتصال ومهارات الطوارى

 أسبوع كل جلستين بمعدل أسابيع خمسة في البرنامج هذا تنفيذ تم التنفيذ: مرحلة• الثالثة المرحلة

 الباحث استخدم جلسة كل وخلال. الاسبوع مدار على دقيقة٦٠ إلى٩٠ من تستغرق جلسة وكل

 عليه. وتدريبهم العملي الجزء اجراء وتم وواضحة، موجزة ، بسيطة كلمات

 البرنامج تنفيذ بعد ومباشرة البرنامج تطبيق قبل التقييم تم وقد التقييم: مرحلة: الرابعة المرحلة

. الاستقبال ممرضات معلومات لتقييم الأولى الأداة باستخدام التنفيذ من شهرين مرور وبعد

 الفرز نظام لتطبيق الاستقبال ممرضات وممارسات مهارات لتقييم والثالثة الثانية الأداة واستخدام

 ومقارنته ، مباشرة التنفيذ ببعد البرنامج تنفيذ قبل بالممرضات الخاصة النتائج وبمقارنة للمرضى.

 على حديثا المتخرجات الممرضات على التدريب كفاءات تطبيق تاثير لتقييم بشهرين التنفيذ ببعد

 الطوارى. مستشفى في المرضى تصنيف

 فيما المجموعتين، بين عالية إحصائية دلالة ذات فروق هناك أن الدراسة أوضحت وقد ه

 النظرة ، بة المحيطة والبيئة المريض تأمين حول الاستقبال ممرضات بمعلومات يتعلق

 تطبيق وبعد البرنامج تنفيذ قبل ما والثانوى الاولى التقييم التصنيف، طريقة ، الحرجة

 بشهرين. تطبيقه وبعد البرنامج تنفيذ قبل ما وبين مباشرة البرنامج

 يتعلق فيما المجموعتين بين عالية إحصائية دلالة ذات فروق هناك أن تبين قد وأيضا ه

 النظرة بة، المحيطة والبيئة المريض تأمين حول الاستقبال ممرضات بممارسات

 تطبيق وبعد البرنامج تنفيذ قبل ما والثانوى الاولى ،التقييم التصنيف طريقة الحرجة،

 بشهرين. تطبيقه وبعد البرنامج تنفيذ قبل ما وبين مباشرة البرنامج

 يتعلق فيما المجموعتين بين عالية إحصائية دلالة ذات فروق هناك أن الدراسة أوضحت ه

 هناك ان وجد قد(.٣٥ الكلية )الدرجة الاستقبال ممرضات لمعلومات الكلية بالدرجة

 البرنامج تطبيق بعد ما الفترة في الدراسة لمجموعة بالنسبة المعرفة مستوى فى تحسن

 بالنسبة.32,٦±1,78 و,٣2,٩±1,٧٣ التوالى على بشهرين تطبيقه وبعد مباشرة

 تطبيق بعد ما الفترة في المعرفة مستوى فى قلة هناك ان وجد قد الحاكمة للمجموعة

242,0٣,٥1 .و.٤١٣,٤ ,ا±٧٨ التوالى على بشهرين تطبيقه وبعد مباشرة البرنامج
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 يتعلق فيما المجموعتين بين عالية إحصائية دلالة ذات فروق هناك أن الدراسة أوضحت ه

 الكلية )الدرجة الاستقبال ممرضات وكفاءات مهارات بتقييم الخاصة الكلية بالدرجة

 تنفيذ قبل ما الدراسة لمجموعة بالنسبة التدريب كفاءة فى قلة هناك وجدان قد(.١٤٠

 تطبيق بعد الدراسة لمجموعة بالنسبة الكفاءة درجة زادت بينما.٦٧1,٤±٦,4٣ البرنامج

.2١٣٤,٤±٤١,2 و١٣٥ ±ه,٤,2٦ التوالى على بشهرين التطبيق وبعد مباشرة البرنامج

 التوصيات:

٠٩٤{ ء$٠١٤ هي٨ ، ه ه ه

 وكفاءات مهارات لتحسين وذلك المرضى تصنيف كيفية على الاستقبال ممرضات تدريب ه

 الجودة لتحسين مهما محورا باعتبارها الاستقبال قسم فى الممرضات

 لممرضات أرشادى كدليل أستخدامة ليتم الفرز عملية حول الارشادى الكتيب استخدام ه

 الاستقبال.

 الطوارى. قسم وفعالية كفاءة لزيادة فعالة بطريقة الاستقبال مرضى جميع تصنيف ه

 الاستقبال. ممرضات وممارسات معلومات على التدريبى البرنامج فاعلية تقييم مواصلة ه

 وعائلتهم. والمرضى الطبى الفريق أعضاء بين الفعال التواصل أهمية على التأكيد ه

. حالاتهم لخطورة وفقا المرضى غرف تصنيف ه

 المناسب. الفرز تنفيذ بعد المرضى نتائج تقييم على البحوث من مزيد نركز أن يجب ه
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