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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 nurses 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 

nurses 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 nurses working at emergency department. 

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

problems, and difficulties 

   Recommendations regarding triage education 

 Improve and update nurses knowledge and skills about triage in emergency 

department through attending national and international conferences and 

workshops. 

 Developing system of periodical nurses evaluation to determine strategies for 

updating their knowledge and enhancing their practice.   

 Educating and encouraging nurses to communicate effectively, in a more open 

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

Recommendations regarding clinical practice 

 Specific 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 oxygen supply) prior 

to triage assessment.  

 Specific 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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 Specific practices for critical look 

 Assessment airway, breathing, and circulation. 

 Training nurses staff how to identify obvious life threatening condition. 

 Specific practices for primary and secondary assessment 

 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. 

 Specific practices for communication process 

 Emphasizing on the importance of effective communication with the 

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

emergency patients. 

   Recommendations regarding future research 

  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 

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 

concern 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 ; Qureshi, 2010; Safari, 2012, Rominski et al., 2014).  

The aim of this 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 nursing and are involved in providing direct care 

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

The data were collected using the following tools: 

Tool I: "Nurse's Knowledge Assessment Questionnaire"     

This Questionnaire 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. It cover the following competencies: triage safety competencies, triage process 

competencies, across the room assessment competencies, primary and secondary 

assessment competencies. 

Tool III: "Nurse's Communication and interpersonal relationships   Observational 

checklist"   

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

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

NGNs interpersonal and communication skills when performing triage process.  

The current study was conducted on four 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 performed by using tool I, tool II, tool III.  

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 nurse. 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 performed for both groups in 

pre, immediately and two month post program implementation by using tool I, tool II, 

and tool III.          

   The following are the main results yielded by the study: 

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 P=0.001. 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 P=0.001. 

Total triage knowledge score (total score 35) of the 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 competency score between the study group and control group in relation 

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

primary and secondary assessment, it was found 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 yielded by the study: 

 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/family/other 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. 

o b e i k a n d l . c o m



 

  
  
  
  
  
  
  
  

 

o b e i k a n d l . c o m



References 
 

  
 

‐ 85 ‐

References 

 Aacharya, P.; Gastmans, C.; and Denier, Y.; (2011): Emergency department 

triage: an ethical analysis. Journal of BMC Emergency Medicine; 11(16). p: 2-11.  

 Abd-Elakder, F.; (2013): Effect on using augmented alternative commuinication 

methods on clinical outcomes of intubated patient. M.Sc.N. Thesis. University of 

Mansoura, Faculty of Nursing. p: 4-12. 

 Abdul-Hamid, A.; (2011): level of nurses' knowledge and practice regarding triage 

in emergency care in Ismailia university hospital. M.Sc.N. Thesis.  Port Said 

University, Faculty of Nursing. p: 87-100. 

 Aboneh, T.; (2013): Knowledge Based System For Pre- medical Triage Treatment.  

M.S.N. Thesis.University of Addis Ababa, Asella Hospital. p: 40-3. 

 Acosta, A.; Duro, C.; and Lima, M.; (2012): Activities of the nurse involved in 

triage/risk classification assessment in emergency services: an integrative review; 

33(4):181- 90. 

 Agarwal, A.; Kamath, N.;  and Baliga, S.; (2011): Comparison of Alert-Verbal 

Painful-Unresponsiveness Scale and the Glasgow Coma Score; 48:31-2. 

 Aghababaiiyan, H.; Sedaghat, S.; Taheri, N.; Moghaddam, A.; and Ahvazi, M.; 

(2012):  Study on the level of knowledge and performance of North Khuzestan 

medical emergency 115 personnel on pre-hospital triage. Journal of Critical Care 

Nursing; 5(13): 103-8. 

 Ahmed, H.; (2007): Developing and validating standards for operating rooms at 

Benha University Hospitals. M.Sc.N. Thesis in Nursing Service Administration. 

Banha University. Faculty of Nursing. p: 16-28, and 99-101. 

 Ahmed, H.; (2011):  Development of nursing standards for Management Of 

Organophosphorus Poisoned Patients. M.Sc.N.Thesis. Mansoura University, Faculty 

of Nursing. p:1 and 132-43.   

 Ahmed, N.; (2004): Establishing standards of nursing care for emergent surgical 

patients. Unpublished doctorate thesis in medical-surgical nursing. Zagazig 

University, Faculty of Nursing. P: 6-8. 

o b e i k a n d l . c o m



References 
 

  
 

‐ 86 ‐

 Ali, S.; Taverner, B.; and Ghani, M.; (2013):  Knowledge of triage among nurses 

in emergency units. Institute of Nursing, University of Health Sciences; 29: 240-43.   

 Almada, P.; Carafoli, K.; and Flattery, J.; (2004):  Improving the Retention Rate 

of Newly Graduated Nurses. Journal of Nurses in Staff Development, 20 (6): 266- 

73.   

 Aloyce, R.; Leshabari, S.; and Brysiewicz, P.; (2014): Assessment of knowledge 

and skills of triage amongst nurses working in the emergency department in Dares 

Salaam, Tanzania. African Journal of Emergency Medicine; 4:14-18. 

 Andersson, A.; Omberg, M.; and Svedlund, M.; (2006): Triage in the emergency 

department a qualitative study of the factors which nurses consider when making 

decisions. British Association of Critical Care Nurse, 11, 136- 45. 

 Aronsky, D.; Jones, I.; Lanaghan, K.; and Slovis, C.; (2008): Supporting Patient 

Care in the Emergency Department with a Computerized Whiteboard System 

Journal of the American Medical Informatics Association; 15(2):184-94. 

 Atzema, C.; (2012): Triage: The Unifying first step for all emergency department 

care. 15(1): 26-8.  

 Augustyn, J.; (2006): An investigation into the implementation of an emergency 

unit triage system in a selected private hospital. M.S.N. Thesis. University of South 

Africa, Department of Health Studies. P: 21-9. 

 Australasian College for Emergency medicine.; (2013):  Guidelines on the 

Implementation of the Australasian Triage Scale in Emergency Departments . P: 1-

3. Available on from http://www.acem.org.au. 

 Bach, S.; and Grant, A.; (2009): Communication and Interpersonal Skills for 

Nurses. Learning Matters, Exeter. P: 168-70. 

 Benner, P.; (2004):   Using the Dreyfus model of skill acquisition to describe and 

interpret skill acquisition and clinical judgment in nursing practice and education. 

Bulletin of Science, Technology & Society, 24 (3), 188- 99. 

 Beveridge, R.; Clarke, B.; Janes, L.; Savage, N.; and Thompson, J.;  (1999): 

CTAS: Canadian Emergency department Triage and Acuity Scale implementation 

guidelines. Journal of Emergency Medicine; 3(1), 2-28. 

o b e i k a n d l . c o m



References 
 

  
 

‐ 87 ‐

 Blank, L.; and Coster, J.; (2013): The appropriateness of, and compliance with, 

telephone triage decisions: a systematic review and narrative synthesis. Journal of 

Advanced Nursing; 68(12): 2610-21. 

 Bolin, T.; Peck, D.; and Moore, C.; (2011):   Competency and educational 

requirements: perspective of the rural emergency nurse. Journal of Emergency 

Nursing; 37(1):96-9.  

 Brown, L.; (2011): Emergency Medical Responder. 5th ed. St. Louis: Elsevier 

company. 162-79.  

 Brown, C.; Mursa, R.; Smith, M.; and Halcomb, E.; (2011): Telephone triage in 

practice. Australian Practice Nurses Association. 11(1): 9-10. 

 Brown, J.; Hill, C.; and Benton, G.; (2001): Guidelines for Triage Education and 

Practice. Journal of Emergency Nurses' Association. p:10-34. 

 Broadbent, M.; Moxham, L.; and Dwyer, T.; (2007): The development and use 

of mental health triage scales in Australia. International Journal of Mental Health 

Nursing, 16 (6), 413- 21. 

 Bullard, M.; Unger, B.; and Spence, J.; (2008):  Revisions to the Canadian 

Emergency Department Triage and Acuity Scale (CTAS) adult guidelines. CJEM; 

(10): 136–51. 

 Carlson, K.; and Almond, J.; (2009): AACN Advanced Critical Care Nursing. 3rd  

ed. St. Louis: Elsevier company. p:1155-59. 

 Carrion, J.; (2011): Development and Implementation of a New Graduate Nurse 

Mentorship Program for the Medical Surgical Specialty. P:221.  

 Carter, A.; (2007): A systematic review of the impact of nurse practitioners on 

cost, quality of care, satisfaction and wait times in the emergency department. 

Canadian journal of emergency medicine; 9:286–95. 

 Cheung, W.; Myburgh, J.; Seppelt, L.; Parr, M.; and Blackwell, N.; (2012): A 

multicentre evaluation of two intensive care unit triage protocols for use in an 

influenza pandemic. MJA; 197(3):178-82. 

 Christ, M.; Grossmann, F.; and Winter, D.; (2010):  Modern Triage in the 

Emergency Department. 107(50): 892–8. 

o b e i k a n d l . c o m



References 
 

  
 

‐ 88 ‐

 Christian, M.; Kennedy, K.; Aghababian, R.; and Gans, L.; (2007): Disaster 

Triage and Allocation of Scarce Resources fundamental Disaster Management. 

Journal of Ann Emergency Medicine; 49(3): 275-81. 

 College of  Emergency Nursing Australasian.; (2012): Position statement- Triage 

and the Australasian Triage Scale. P:1-5. Available on from http://www.cena.org.au. 

 Cone, D.; Serra, J.; Burns, K.; MacMillan, D.; Kurland, L.; and Gelder, C.; 

(2009): Pilot test of the SALT Mass Casualty Triage System. Pre –hosp Emergency 

Care.,13(4):536 - 40. 

 Considine, J.; Botti, M.; and Thomas, S.; (2007): Do Knowledge and Experience 

Have Specific Roles in Triage Decision-making?  Society for Academic Emergency 

Medicine; 14:722-26. 

 Croskerry, P.; Cosby, K.; Schenkel, S.; and Wears, R.; (2009): Patient safety in 

emergency. 2nd  ed. Philadelphia: Lippincott Williams & Wilkins company. P: 148-

49. 

 Davis, C.; (2012): Benefits of Mentoring For Retention of New Graduate Nurses. 

M.S.N. Thesis. Ball State University. Muncie, Indiana. P:2-4. 

 De Lacy, J.; (2011):  Improving the Assessment and Triage of Patients with Mental 

Illness attending the Emergency Department. M.S.N. Thesis.  Royal College of 

Surgeons in Ireland. P: 8-10. 

 Delamare, F.; and Winterton, J.; (2005):  What is competence? Human Resource 

Development International, 8 (1): 27- 46. 

 Derlet, R.; and Richards, J.; (2008): Ten solutions for emergency department 

crowding. West Journal Emergency Med., 9: 24-7. 

 Dewit, S.; and Kumagai, C.; (2013): Medical Surgical Nursing. 2nd  ed. St. Louis: 

Elsevier company. 

 Dolan, B.; and Holt, L.; (2008):  Accident &Emergency. 2nd  ed. St. Louis: 

Elsevier company.p: 28-34. 

 Duchscher, J.; (2008):  A Process of Becoming: The Stages of New Nursing 

Graduate Professional Role Transition  Journal of Continuing Education in Nursing; 

39(10): 441-50. 

o b e i k a n d l . c o m



References 
 

  
 

‐ 89 ‐

 Ebara, Y.; Nabuchi, T.; and Sakamoto, N.; (2006):  Study on Eye-to-Eye Contact 

by Multi-Viewpoint Videos Merging System; 2(6): 647-54. 

 Ehlers, V.; Hattingh, S.; and Augustyn, G.; (2007): An investigation into the 

implementation of an emergency unit. Africa Journal of Nursing and Midwifery; 

9(2): 12-33. 

 Eitel, D.; Travers, D.; and Rosenau, A.; (2003): The Emergency Severity Index 

Triage Algorithm Is Reliable and Valid ACAD Emergency Medicine; 10 (10):1070-

80. 

 El-Gamal, S.; (2007): Impact of triage management protocol on complications and 

hospital stay among patients with blunt abdominal trauma, Elkasr Elaini hospital. 

M.S.N. Thesis. Cairo University, Faculty of Nursing.p: 33-35. 

 Elliott, D.; Aitken, L.; and Chaboyer, W.; (2012): Australian College of Critical 

Care Nurses (ACCCNs). Critical Care Nursing. 2nd  ed. St. Louis: Elsevier 

company. P 581-85. 

 El-Sayed, L.; Ahmed, T.; Rady, M.; and Hegazy, S.; (2012): Avoiding Pitfalls in 

Trauma Triage: Effect of Nursing Staff Development. Life Science Journal; 

9(1):1006-14. 

 El-Zalabany, M.; Omar, T.; Dowidar, N.; Ibrahim, A.; and Amer, Y.; (2011):  

Alexandria Main University Hospital‘s Triage and Acuity Scale Implementation 

Guidelines.  Center for Evidence-Based Clinical Practice Guidelines in Association 

with Emergency Department Alexandria University Faculty of Medicine.P: 20-92.  

 Engebretsen, S.; Roise, O.; and Ribu, L.; (2013): Triage in Norwegian emergency 

departments. Journal of the Norwegian Medical Association; 133(3): 285-9. 

 Fathoni, M.; Sangchan, H.; and Songwatthana, P.; (2010): Triage skill and 

related factors among Emergency Nurses in East Java Province. International 

Conference on Humanities and Social Sciences. Faculty of Liberal Arts, Prince of 

Songkla University. P: 2-9.       

 Forsman, B.; Carlstrom, D.; and Forgren, S.; (2009): Working with Manchester 

triage. Job satisfaction in nursing. International Emergency Nursing. 17, 226-32. 

o b e i k a n d l . c o m



References 
 

  
 

‐ 90 ‐

 Fultz, J.; and Stuit, P.; (2005): Emergency nursing reference. 3rd ed. St. Louis: 

Elsevier Mosby company.p: 89-97. 

 Ganley, L.; and Gloster, A.; (2011):  An overview of triage in the emergency 

department. Nursing Standard. 26(12): 49-56.  

 Gerdtz, M.; and Palmer, D.; (2009): Emergency triage education kit. Australian 

Government Department of Health and Ageing. Department of Health and Aging. p: 

4-23. 

 Gilboy, N.; Tanabe, P.;  and Travers, D.; (2012): Emergency Severity Index 

(ESI) A Triage Tool for Emergency Department Care, Version 4: Implementation 

Handbook (AHRQ Publication No. 12-0014). p: 1-10. 

 Gray, J.; and Gavin, C.; (2005): Assessment and management of neurological 

problems. Emergency Medicine Journal.22: 440-45. 

 Grouse, A.; Bishop, R.; and Bannon, A.; (2009): The Manchester Triage System 

provides good reliability in an Australian emergency department. Journal of 

Emergecy Medicine; 26(7): 484-6.  

 Hammond, B.; and Zimmermann, P.; (2013): Emergency care book, Emergency   

Nurses Association. 7th  ed. St. Louis: Elsevier Mosby company. p: 61-72. 

 Happ, M.; Tuite, P.; and Thomas, D.; (2004):   Communication ability, methods 

and content among nonspeaking non surviving patients treated with mechanical 

ventilation in the intensive care unit. American journal of critical care; 13(2):210-

20. 

 Harding, A.; Campos, J.; and Stapleton, S.; (2013): A framework  for creating 

and evaluating competencies  for emergency nurses. Journal of Emergency Nursing; 

39(3):252-64. 

 Hegazy, S.; Hassan, M.; El-Sayed, L.; and Mosbeh, A.; (2010): Enhancing 

nurses'competency to maintain technologic devices at critical care units. The New 

Egyptian Journal of Medicine. 43 (5): 7-16. 

 Hoffman, J.; (2012): Increasing Labor and Delivery Nurse Knowledge of Triaging 

Non-Obstetrical Medical Emergencies in Pregnant Women Through the Use of 

Simulation. M.Sc.N. Thesis. University of Nevada. P: 9-22. 

o b e i k a n d l . c o m



References 
 

  
 

‐ 91 ‐

 Hogan, J.; (2006): Why Dont Nurses Monitor the Respiratory Rates of Patients?. 

Britich Journal of Nurses. 15 (9): 489-92. 

 Hood, L.; and Leddy, S.; (2003): Leddy and Pepper's conceptual basis of 

professional nursing. 5th ed. Tokyo: Lippincott Williams; p: 236-331. 

 Hoyt, K.; and Thomas, J.; (2007): Emergency nursing core curriculum. 6th  ed. 

St.: Elsevier company.p: 29-34. 

 Hurme, E.; (2007):  Competencies for rural nursing practice. M.S.N. Thesis. 

University of Louisiana, Agricultural and Mechanical College. p: 100-4. 

 Inampudi, V.; (2011):  Areal Time Web Based Electronic Triage, Resource  

Allocation And Hospital  Dispatch  System  For Emergency Response. Department 

of Electrical and Computer Engineering. M.S.N. Thesis. University of 

Massachusetts Amherst.p:8-12. 

 Innes, K.; Plummer,V.; and Considine, J.; (2011): Nurses’ perceptions of their 

preparation for triage. Australasian Emergency Nursing Journal;14:81-6. 

 Iserson, K.; and Moskop, G.; (2007): Triage in Medicine, Concept, History, and 

Types. Annals of Emergency Medicine. 49(3): 75-81. 

 Jane, C.; (2003): Care of the patient in surgery. 12th ed . USA: Mosby, Inc. p: 36-
37. 

 Janssen, M.; Adriaansen, M.; and Kampshoff, C.; (2011):  Adherence to the 

guideline 'Triage in emergency departments': a survey of Dutch emergency 

departments. Journal of Clinical Nurses; 20 (17): 2458-68. 

 Jelinek, G.; Scott, D.; and Gerdtz, M.; (2009): Emergency department triage 

revisited. Emergency Medicine Journal; 27(2): 86-92. 

 Jenkins, J.; Sauer, L.; Green, G.; and Stuart, S.; (2008): Mass-casualty triage: 

Time for an Evidence- Based Approach. Prehospital Disaster Med. 23(1):3-8. 

 Johansen, M.; and Forberg, J.; (2011): Nurses’ evaluation of a new formalized 

triage system in the emergency department  a qualitative study. Danish Medical 

Bulletin. 58(10): 4311. 

 Jones, L.; Toulson, K.; and McConnell, L.; (2009): Responding to trauma: your 

priorities in the first hour. Critical Care Nursing Journal,4(1):35-41. 

o b e i k a n d l . c o m



References 
 

  
 

‐ 92 ‐

 Juan, C.; (2009):  A study of the professional competence of the baccalaureate 

nurses in Viet Nam. M.Sc. N. Thesis. Graduate Institute of Health Care.p: 60-73. 

 Judd, D.; Sitzman, K.; and Davis, G.; (2010): A History of American Nursing: 

Trends and Eras. Sudbury. P:37-48. 

 Kahn, CA.;  Schultz, CH.; Miller, KT.; and Anderson, CL.; (2009):  Does 

START Triage Work? An Outcomes Assessment After a Disaster. Journal Annals 

of Emergency Medicine; 54(3): 424-30. 

 Kamel, S.; and Fakhry, S.; (2011): Self-assessment competency tool for nurses 

working in critical care units: development and psychometric evaluation. Journal of 

Life Science; 8(3):156-64.  

 Kantonen, J.; Menezes, R.; and Mattila, K.; (2012):  Impact of the ABCDE 

Triage in  Primary Care Emergency Department on the Number of Patient Visits to 

Different Parts of the Health Care System in Espoo City. BMC Emergency 

Med.12(2). P:1-12. 

 Keane, C.; and Chapman, R.; (2008): Evaluating nurses’ knowledge and skills in 

the detection of child abuse in the Emergency Department International Emergency 

Nursing.(16): 5-13.  

 Kriengsoontornkij, W.; Homcheon, B.; Chomchai, C.; and Neamsomboon, W.; 

(2010): Accuracy of pediatric triage at Siriraj Hospital, Bangkok, Thailand. J Med 

Assoc. Thai;93(10):1172-6. 

 Kuhn, L.; Rolley, G.; and Carter, L.; (2014): Effect of patient sex on triage for 

ischaemic heart disease and treatment onset times: A retrospective analysis of 

Australian emergency department data International Emergency Nursing; 22(2): 88-

93. 

 Lahdet, E.; Lundberg, L.; and Jonsson, A.; (2009): Analysis of triage worldwide. 

Journal of Emergency Nurse; 17(4): 16-19. 

 Lambert, C.; Ellis, D.; and Shirley, P.; (2006): ATLS secondary survey 

mnemonic: Has My Critical Care Assessed Patient’s Priorities or Next Management 

Decision?  Emergency Medicine Journal; 23:661- 63. 

o b e i k a n d l . c o m



References 
 

  
 

‐ 93 ‐

 Lee, C.; (2010): Disaster and mass casuality triage. Virtual Mentor, June, 12 (6): 

466-70. 

 Lee, C.; (2011): Disaster and Mass Casualty Triage. An overview of disaster and 

mass casualty triage, the philosophies that have shaped current triage strategies, and 

the two most common triage systems in the U.S., SALT (Sort-Assess-Lifesaving 

Interventions-Treatment/Transport) and START (Simple Triage and Rapid 

Transport). 12(6): 466-70. 

 Lerner, E.; Schwartz, R.; Coule, P.; and Pirrallo, R.; (2010): Use of SALT 

triage in a simulated mass-casualty incident. Pre - hosp Emerg Care,14(1):21-25. 

 Lim, G.; Wee, F.; and Seow, E.; (2006): Pain management in the emergency 

department. Hong Kong Journal of Emergency Medicine; 13(1):38-45. 

 Louis, C.;  Beaumont, C.; Femandez B.; Reyero, D.; and Belzunegui, T.; 

(2008): Prehospital Managment of Trauma Patients. 16(3):38-54.  

 Mahmoud, M.; (2007): Establishment basic standards for nursing management of 

neonates with respiratory distress syndrome. Unpublished doctorate thesis in 

Pediatric Nursing. Alexandria University, Faculty of Nursing. p: 17-19.      

 Manias, E.; and Bullock, S.; (2002):  The educational preparation of undergraduate 

nursing students in pharmacology: clinical nurses’ perceptions and experiences of 

graduate nurses’ medication knowledge. International Journal of Nursing Studies; 

39: 773-84. 

 Mansour, H.; (2010): Develop nursing care guidelines for patients undergoing 

cardiac catheterization based on their needs. M.S.N. Thesis. Alexandria University, 

Faculty of Nursing. p:55. 

 Mast, M.; (2007):  Importance of nonverbal communication in the physician-patient 

interaction. Patient education and counseling; 67(3) :315-18. 

 Mc Bride, J.; Knight, D.; and Smith, G.; (2005): Long term effectof introducing 

an early warning score on respiratory rate charting on general wards resusitation, 

65(1):41-44.  

o b e i k a n d l . c o m



References 
 

  
 

‐ 94 ‐

 Mcbrien, B.; (2009): Translating change: The development of a person centered 

triage training  program for emergency nurses International Emergency 

Nursing.(17): 31-7. 

 Mc Cabe, C.; and Timmins, F.; (2013): Communication Skills for Nursing 

Practice Book. 2nd  ed. New York, NY.10010: Palgrave Macmillan company.71-82.    

 McGee, L.; and Kaplan, L.; (2007): Factors Influencing the Decision to Use Nurse 

Practitioners in the Emergency Department. Journal of Emergency Nursing; 33(5): 

441-6. 

 Mckenna, L.; and Jennifer, M.; (2008):  After the graduate year: a 

phenomenological exploration of how new nurses develop their knowledge and skill 

over the first 18 months following graduation. Australian Journal of Advanced 

Nursing; 25(4): 8-15.  

 Meng, A.; (2007):  Manpower  Staffing, Emergency Department Access and 

Consequences on Patient Outcomes. M.S.N. Thesis. National University of 

Singapore.p: 5-14. 

 Meretoja, R.; and Isoaho, H.; (2004): Nurse Competence Scale: development and 

psychometric testing. Journal of Advanced Nursing, 37(2): 124-33. 

 Middleton, R.; (2010): What emergency nurse consider the reason possible primary 

care patients presented to an emergency department for treatment. . M.S.N. Thesis. 

Faculty of health& behavioral sciences. University of willongon. P: 13-15.  

 Miller, P.; (2011): An Assessment of Emergency Department Staff Knowledge of 

Emergency Preparedness. M.S.N. Thesis. Science in Nursing. Northern Kentucky 

University. P: 2-30.  

 Mirhaghi, AH.; and Roudbari, M.; (2010):  A Survey on Knowledge Level of the 

Nurses about Hospital Triage. Iranian Journal of Critical Care Nursing; 3(4):167-74. 

 Mitchelhill,  M.; Verma, R.; and Comerford, R.; (2011): Australian Triage 

Process Review project Health Policy Priorities Principal Committee 150-57.   

 Mitchell, A.; (2011): Development of a new graduate nurse program evaluation. 

University of Victoria.p: 8-27. 

o b e i k a n d l . c o m



References 
 

  
 

‐ 95 ‐

 Molyneux, E.; Ahmad, S.; and Robertson, A.; (2005):  Improved triage and 

emergency care for children reduces inpatient mortality in a resource-constrained 

setting. Bulletin of the World Health Organization, 84(4), 314-19.  

 Morrish, S.; (2012): Streaming in the emergency department an innovative care 

delivery design. M.S.N. Thesis. University of British Columbia, Faculty of Graduate 

Studies. 

 Morton, P.; and Fontaine, D.; (2013): Essentials of Critical Care Nursing. 9th ed. 

Philadelphia: Lippincott Williams & Wilkins company. 

 Nestor, P.; (2003): Triage history. Journal of Emergency Primary Health Care; 1 

(3-4): 1-7.  Avaliable at:   hƩp://www.jephc.co./uploads/990004.pdf Accessed 15 

November 2004. 

 Othman, S.; (2008):  Effect of implementing weaning guidelines on clinical 

outcome among mechancically ventilated patient. M.Sc.N.Thesis. Alexandria 

University, Faculty of Nursing.  

 Parenti, N.;  Reggiani, L.; Sangiorgi, D.; and Serventi, V.; (2013):   Effect of a 

triage course on quality of rating triage codes in a group of university nursing 

students: a before-after observational study. World Journal Emergency Medicine; 

4(1):20-5. 

 Patel, L.; Gutnik, L.; and Daniel, R.; (2008): Calibrating urgency: triage decision-

making in a pediatric emergency department. Journal of Advance in Health Science 

Education; 13(4):503-20. 

 Patterson, B.; Bayley, E.; Burnell, K.; and Rhoads, J.; (2010): Orientation to 

Emergency Nursing: Perceptions of New Graduate Nurses. Journal of Emergency 

Nursing; 36(3): 203-11. 

 Petruniak, L.; (2013): Emergency Department Triage Acuity Assignment in 

Patients with Sepsis at an Academic Tertiary Care Centre. M.S.N. Thesis. Predictors 

and Outcomes. Faculty of Nursing. University of Windsor. P: 20-35. 

 Plaines, L.; Giloyn, N.; and Travers, D.; (2007): Emergency Nurses Association, 

Emergency nursing core curriculum. 6th ed. St. Louis: Elsevier Mosby company.P: 

28-37.  

o b e i k a n d l . c o m



References 
 

  
 

‐ 96 ‐

 Pollak, A.; Barnes, L.; Gulli, B.; and Ciotola, J.; (2011): Emergency care and 

transportation of the sick and injured. 10th  ed. Singapore company. American 

Academy of Orthopaedic Surgeons. 253-06. 

 Qureshi, N.; (2010):Triage systems: a review of the literature with reference to 

Saudi Arabia Eastern Mediterranean Health Journal; 16(6). p:690-6. 

 Rahmati, H.; Azmoon, M.; Kalantari, M.; and Zare, N.; (2013): 	 Effects of 

Triage Education on Knowledge, Practice and Qualitative Index of Emergency 

Room Staff: A Quasi-Interventional Study. Bull Emergency Trauma;1(2):69-75. 

 Rankin, JA.; Then, KL.; and Atack, L.; (2013): Can Emergency Nurses Triage 

Skills be Improved by Online Learning?. Journal of Emergency Nursing; 39(1):20-

6. 

 Rautava, V.; Palomaki, E.; Innamaa, T.; Perttu, M.; Lehto, P.; and Palomaki, 

A.; (2013): Improvement in self-reported confidence in nurses' professional skills in 

the emergency department. Scand J Trauma Resusc Emerg Med; 21:16. 

 Richards, ME.; (2004): Simple triage and rapid treatment: Does it predict 

transportation and referral needs in patients evaluated by disaster medical assistance 

teams?. 44 (4) :33-34. 

 Rominski, S.; Bell, S.; Oduro, G.; Ampong, P.; Oteng, R.; and Donkor, P.; 

(2014): The implementation of the South African Triage Score (SATS) in an urban 

teaching hospital, Ghana, African Joural Emergency Medicine. p:1-5. 

http://dx.doi.org/10.1016/j.afjem.2013.11.001.  

 Ropert, A.; (2010): Assessment of kowledge and skills of triaging among nurses 

working in the emergency departments in Dar Essalaam Hospitals. M.S.N. Thesis. 

Muhimbili University of Health and Allied Sciences. 

 Roukema, J.; Steyerberg, E.; Ruige, M.; and Moll, H.; (2006): Validity of the 

Manchester Triage System in paediatric emergency care. Emergency Med Journal, 

23(12), 906-10. 

 Rutto, J.; Mwaura, J.; Chepchirchir, A.; and Odero, T.; (2010): Nurse’s 

knowledge, attitude and practice on the initial management of acute poisoning 

o b e i k a n d l . c o m



References 
 

  
 

‐ 97 ‐

among adult casualties: Study at Kenyatta National Hospital, Kenya. Journal of 

Nursing;  2, 149-56. 

 Safari, S.; (2012):  Perceptions and Challenges of Using Emergency Triage 

Assessment Treatment Guideline in Emergency Department at Muhimbili National 

Hospital, Tanzania. M.S.N. Thesis. University of Health and Allied Sciences.p:1:12. 

 Saker, N.; (2007): Nursing competence in caring for cancer patients undergoing  

chemotherapy. Unpublished master thesis in Adult Nursing. Alexandria University, 

Faculty of Nursing. p: 30-39. 

 Saleh, L.; (2007): Developing of standards for emergency school health nursing 

practice in Alexandria. M.Sc.N. Thesis in Community Nursing. Alexandria 

University, Faculty of Nursing. p: 50-5, 147-49, and 161-65. 

 Salem, A.; (2006): Development of Nursing Practices Standards for Emergency 

Trauma patients. M.Sc.N. Thesis. Alexandria University, Faculty of Nursing.p: 83-

92. 

 Sammons, S.; (2012):  Accuracy of Emergency Department Nurse Triage Level 

Designation and Delay in Care of Patients with Symptoms Suggestive of Acute 

Myocardial Infarction. M.Sc.N. Thesis. School of Nursing and Health 

Professions.Georgia State University.p: 2-28. 

 Sands, N.; (2007): Emergency Triage. Australasian Emergency Nursing Journal; 

(10) 4:161-63.  

 Schoessler, M.; and Waldo, M.; (2006): Organizational infrastructure to support 

development of newly graduated nurses. Journal for Nurses in Staff Development, 

22(6), 286 –293. 

 Schrijvers, A.; (2008): Reliability and validity of the Manchester Triage System in 

a general emergency department patient population in the Netherlands: results of a 

simulation study. Emergency Medicine Journal, 25(7), 431-34.  

 Shepherd, I.; Kelly, C.; Skene, F.; and White, K.; (2007): Enhancing Graduate 

Nurses’ Health Assessment Knowledge and Skills Using Low-fidelity Adult Human 

Simulation Healthcare 2(1): 16–24. 

o b e i k a n d l . c o m



References 
 

  
 

‐ 98 ‐

 Sims, C.; Cowin, L.; Eagar, S.; Gregory, L.; and Andrew, S.; (2008):  Relating 

new graduate nurse competence to frequency of use. Journal Royal College of   

Nursing; 15 (2): 69-76. 

 Sole, M.; and Moseley, M.; (2013): Introduction to Critical Care Nursing. 6th ed. 

St. Louis: Elsevier company. P: 591-602.  

 Taboulet, P.; Moreira, V.; Hass, L.; Porcher, R.; Braganca, A.; and Fontaine, 

J.; (2009): Triage with the French Emergency Nurses Classification in Hospital 

scale: reliability and validity. European Journal of Emergency Medicine; 16(6): 61-

7.   

 Tantawy, N.; (2004): Development of nursing standards for emergency surgical 

patients. Unpublished doctorate thesis in Nursing Administration. Ain Shams 

university, Faculty of Nursing. p: 109-13, 116-19, and 121-22. 

 Thim, T.; Krarup, N.; Grove, E.; and Rohde, C.; (2012): Initial assessment and 

treatment with the Airway, Breathing, Circulation, Disability, Exposure   (ABCDE) 

approach.  Int J Gen Med ; 5: 117-21.  

 Timby, B.; and Smith, N.; (2003): Introductory medical surgical nursing. 8th  ed. 

Philadelphia: Lippincott Williams and Wilkins, p: 294-96.  

 Timothy, L.; and Mega, J.; (2011): Building evidence for legal decision making in 

real time: legal triage in public health emergencies. Disaster Medicine and Public 

Health Preparedness, 5: 242- 51. 

 Travers, D.; Waller, A.; Katznelson, J.; and Agans, R.; (2009): Reliability and 

Validity of the Emergency Severity Index for Pediatric Triage. Journal of ACAD 

Emergency Medicine; 16(9): 844-9. 

 Trip, K.; Boloorchi, A.; and Berman, H.; (2011): Utilizing the Canadian 

Emergency Department Triage and Acuity Scale (CTAS) in an oncology urgent care 

clinic: the university health network experience. Journal of Canadian Oncology 

Nurse; 21(1):52-7.  

o b e i k a n d l . c o m



References 
 

  
 

‐ 99 ‐

 Ulrich, B.; and Krozek, C.; (2010):  Improving Retention, Confidence, and 

Competence of New Graduate Nurses. Journal of Nurses in Staff Development; 

28(6): 363-75.  

 Vankipuram, M.; (2012): Understanding Adaptive Behaviors in Complex Clinical 

Environments. M.Sc.N. Thesis. Arizona State University. 

 Veenema, T.; (2013): Disaster Nursing and Emergency Preparedness Book. 3rd  ed. 

New York, NY.10063-8002: Springer company.200-7. 

 Wahhabi, S.; (2010): Comparison of triage training and lectures on the method of 

virtual learning for nurses Care. Journal of Intensive Care; 3:32-8. 

 Warren, D.; Jarvis, A.; LeBlanc, L.; and Gravel, J.; (2008): Revisions to the 

Canadian Triage and Acuity Scale Paediatric Guidelines (PaedCTAS). Canadian 

Journal of Emergency Medicine; 10(3):224-32. 

 Wesley, K.; and Bizjak, G.; (2012):  First on scene. 9th ed. St. Louis: Pearson 

Education company. 587-92. 

 Wilkinson, C.; (2013): Competency Assessment Tools for Registered Nurses: An 

Integrative Review. Journal of Continuing Education in Nursing; 44 (1):31-7. 

 Wilson, J.; (2008): The effect of nurse initiated paracetamol on emergency patients 

with pain from low acuity injury. M.S.N. Thesis Faculty of Computing, Health and 

Science. Edith Cowan University. P: 1-20. 

 Wyer, P.; Rowe, B.; Lang, E.; Brown, M.; Houry, D.; and Newman, D.; (2011):  

Evidence-based Emergency Medicine Book. 2nd  ed. New York, Wiley Blackwell. 

P: 30-45.  

o b e i k a n d l . c o m



 

  
  
  
  
  
  
  
  

 

o b e i k a n d l . c o m



o b e i k a n d l . c o m



 

  
  
  
  
  
  
  
  

 

o b e i k a n d l . c o m



                                                                                                                                                                                                              

Appendix        Knowledge Tool 
  

                                                                 Tool one   Appendix II         

   Emergency University Hospital                                          

All information of this questionnaire will be remain confidential: don’t put your name on any 
page of the questionnaire.  Thank you   

 "Demographic and clinical data" 

1. Age by years: 

 20-30 years  
 ›30- 40 years 
 ›40- 50 years                 

     
     
     (       )  
     (       )  
     (       ) 

2. Marital status 

 Single                                      
 Married 
 Divorce  
 Widow                    

     
 
     (       )  
     (       )  
     (       )  
     (       )      

3. Educational level: 

 Bachelor in Nursing                    
 Master in Nursing 
 Doctorate in Nursing 

 
 
     (       )     
     (       ) 
     (       ) 

4. Job title 

 Head nurse 
 Staff nurse 

 
      
     (       )     
     (       ) 

5. Working department 

 Medical 
 Recovery 
 Surgical emergency and trauma    
 Other (please specify) …………………..              

 
 
     (       )     
     (       ) 
     (       )       

6. Years of working experience in emergency: 

 1 - < 4 years                 
 4 - < 5 years                               
 5  years and › 

 
 
     (       )  
     (       )  
     (       )  

7. Working hours per week:   

 35 - < 40 hours             
 40 - < 45                       
 45 hours and › 

 
 
     (       )  
     (       )  
     (       ) 

8. Previous triage training in emergency: 

 Previous education. 
 Practiced triage in an ED setting. 

 
 
     (       )  
     (       ) 
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   Emergency University Hospital                                          
  

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

1. Triage principles 

A. Ensure safety of the staff and patients prior to clinical assessment and 
treatment 

 1. 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.   

 2.  Effective triage systems aim to promote patient safety by:  

A.  Accurate initial assessment.  

B.  Prioritizing of patients according to severity. 

C. Immediate intervention to patients with life threatening.  

D. All of the above.               

   3. Triage nurse 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 

B. Triage process 

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

arrival according to their urgency as.  

A. Immediately life threatening (Resuscitation).   
B. Imminently life threatening (Emergency). 

C. Potentially life threatening (Urgent). 

D. Potentially serious (Semi urgent). 

E. Less urgent (Non urgent).  

F. A,B,C,D,E. 
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Multiple choice questions:  
Read the following statements carefully and circle the best  answer.    

5. 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. 

6. 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.             

  7. 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).         

  8. Triage assessment should take the following time. 

A. 5-10 min. 

B. 15-20 min. 

C. 2-5 min. 

D. 20-30 min. 

 9. 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. 
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Multiple choice questions:  

Read the following statements carefully 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 patient’s appearance. 

B. Assess work of breathing. 

C. Assess circulation to  the skin. 

D. A,B,C. 

3. Primary Assessment. 
12. Why should you do a primary assessment in every emergency department?  

A. Because it will protect you from legal liability.  

B. To identify potentially life threatening conditions. 

C. To protect the victim from dangers at the scene. 

D.  All of the above 

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

A. Identifying life-threatening problems.  

B. Identifying all injuries or medical problems.  

C. Monitoring changes in the victim's condition.  

D. Establishing baseline vital signs and all of the above.  

14. 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.  
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Multiple choice questions:  

Read the following statements carefully and circle the best answer.    

15. There are 5 components to the primary assessment, beginning with. 

A. Assessing the patient’s mental status.  

B. Assessing the patient’s airway.  

C. Forming a general impression. 

D. Evaluating the patient’s circulation 

16. Primary assessment should be performed 
A. After the secondary assessment. 

B. Within 30 minutes for each patient. 

C. After airlifting the patient to a tertiary centre. 

D. Within 2-5minutes for each patient 
17. Primary  assessment should include: 

A. Airway. 

B. Breathing.   

C. Circulation. 

D. All of the above. 
  18. The assessment of  the patient’s mental status or responsiveness includes 

using the ………scale 
A. AVPU. 

B. ABC.   

C. SAMPLE. 

D. BP/ DOC 

  19. 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. 

    20. Cervical spine stabilization is done during the assessment of. 
A. Airway. 

B. Breathing. 

C. Circulation. 

D. Disability. 
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Multiple choice questions:  

Read the following statements carefully and circle the best answer.    

21. 

 

 

 

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. 

22. The normal breathing rate for an adult at rest is  

A. 5 to 10 breaths per minute.  

B. 12 to 20 breaths per minute.  

C. 16 to 24 breaths per minute.  

D. 20 to 32 breaths per minute. 

23. AVPU (Alert, Verbal stimuli, Painful stimuli, Unresponsive)  is deals with. 

A. Rapid neurological evaluation. 

B. Rapid cardiovascular evaluation. 

C. Triage. 

D. Mass disaster. 

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

A. AVPU 

B. SAMPLE 

C.  PQRST 

D. All of the above     

25. 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 of the body. 

D. The redial pulse on both sides of the body.   
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Multiple choice questions:  

Read the following statements carefully and circle the best answer. 

4. Secondary assessment and focused assessment 

26. The purpose of the secondary assessment is to  

A. Find injuries that are not immediately life-threatening.  

B. Determine if the victim is bleeding severely.  

C. Assess the scene for hazardous conditions.  

D. Find out if the victim has medical insurance. 

27. 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. 

28. 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 fractures.  

C. Ask the victim to take a deep breath and exhale.  

D. A, B,C     

29. Secondary triage is most similar to:
 
A.  Primary assessment. 

B.   General assessment. 

C.  Secondary assessment/focused assessment. 

D.  Revised trauma score. 

30. 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 
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Multiple choice questions:  

Read the following statements carefully and circle the best answer.    

31. Which of the following is the pulse point most frequently 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. PQRST 

D. PEARL    

35. Focused assessment meaning that : 

A. Identifying life-threatening problems. 

B. Establishing baseline vital signs. 

C. Detail assessment of any area or system that has an abnormality or injury. 

D. All of the above. 
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Tool Two  

Nurse's Practice Observational Checklist" For Primary and  

             Secondary survey Applied In Emergency Hospital   

Not 
done 

 Done   Patient assessment                                   

Incompetent   Competent 

      1. Triage principles  

      Ensure safety of the staff and patients prior to 
treatment.clinical assessment and  

A. 

      Patient Safety

      Ensure the safety of the patient prior to triage assessment and 

treatment.

1. 

      Apply all emergency department policy and procedures for 

dealing with aggressive behavior of patient at triage.

2. 

      Rapid identification of deterioration of patients for example, 

adequate visibility of waiting area. 

3. 

      Ensure provision of emergency equipment (bag-valve mask 

and oxygen supply) is available at triage.

4. 

      Triage Nurse safety   

      Ensure the safety of the staff prior to triage assessment and 

treatment.

5. 

      Recognize and manage violent and aggressive behavior 

appropriately. 

6.  

      Environmental safety  

      Ensure safety of scene  prior to triage assessment. 7. 

      Recognize environmental hazards e.g. toxic substances, 

chemical, biological and radiological hazards and  blood. 

8.  

      Apply appropriate universal standard precautions when 

potential exposure to blood or body fluids. 

9. 

      Identify obstacles to rapid patient movement e.g.  wheelchairs,

trolleys blocking doorways. 

10. 
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Not 
done 

 Done   Patient assessment       

Incompetent   Competent 

      Triage process B. 

      Perform triage process for all patients presenting to the 

emergency department. 

1. 

      A. Initiate triage system according to their urgency as  
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). 
 

2. 

      Prioritize care needs for all patients. 3. 

      Assess 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 of a rash may also alert to the possibility of 
serious illness such as anaphylaxis. 
 

4. 

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

      Re- triaged patients in waiting area every 30 min to ensure 

patients‘ status has not worsened.  

 

6. 
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Not 
done 

 Done   Patient assessment       

Incompetent   Competent 

      Triage documentation. 
 
 Time of arrival  
  Patient number, age  
 Date and time of triage assessment  
 Patient personal data  
 Current medications. 
 Diagnostic procedure initiated. 
 Assessment of pain. 
 Initial 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. 

7. 

      assessment2. Across the room  

      Identify  obvious life threatening condition through:  

 Observation of the patient’s appearance. 
 Assess work of breathing. 
 Assess circulation to  the skin. 

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

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

1. 

      Assess the airway for partial or complete occlusion. 
(unable to speak, cyanosis, using accessory muscles, 
intercostals retraction). 

2. 

      Initiate interventions to remove any foreign object from the  
patient’s airway. 

3. 

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

4. 

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

5. 

       Assess Breathing B 

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

      Expose chest and observe chest wall movement. 2. 

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

3. 

      Initiate interventions to maintain spontaneous breathing. 4. 
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Not 
done 

 Done Patient assessment    

Incompetent   Competent 

       Assessment of Circulation C  

      Assessment circulation for (dysrhythmia, pulse 

characteristics, skin condition, temperature, blood pressure, 

capillary refill, bleeding). 

1. 

      Start CPR if necessary 2. 

      Initiate interventions to maintain adequate circulation. 3. 

      Control life-threatening hemorrhage with direct pressure. 4. 

      Check the patients for shock manifestations and treat it. 

 

5. 

       Assessment level of Disability D 

      Assess the patient’s disability by using AVPU framework  

 Alert 

 Verbal stimuli 

 Painful stimuli 

 Unresponsive 

1. 

      Assess the patient’s level of consciousness by using 

Glasgow Coma Scale (GCS): 

 A GCS score of ≤ 8  may indicate severe coma.  
 A GCS score of 9-12 is moderate coma. 
 A GCS score of ≥ 13 is defines minor coma. 
 A GCS score of 15 is normal 

2. 

      Assess the pupils for abnormal finding by using PEARL 

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

properly to Light) 

3. 

      Initiate interventions for altered neurologic status. 4. 

       Exposure &Environment control& Evaluate. 

Expose the patient's clothes to allow adequate examination. 

Environmental control to prevent heat loss.  

Evaluate  and move onto secondary survey.       

E 

1. 

2. 

3. 
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Not
 Done 

Done   Patient assessment    

Incompetent   Competent 

      Assessment.ary 4. Second 

       
Full Set of Vital Signs. 
 
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.  

  
F  

       
 Give Comfort Measures  
 
1. Provide verbal reassurance. 

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

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

3. Administration of analgesia as ordered. 

4. Assessment patient for relief of pain 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 

         0  ---------------------------------- 10 
           No pain                                              Sever pain 
 

 0= Relaxed and comfortable  
 1-3= Mild pain  
 4-6= Moderate pain 
 7-10= Severe discomfort/pain    

 

 
G 

      History, Head to toe assessment (focused assessment) 
  
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. 

 

H
  
A. 
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Not
 Done 

Done    
                      Patient assessment Incompetent   Competent 

      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. 
 

B. 

       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. 
       Chest 

 
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 from 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. 
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Not 
done 

Done   Patient assessment    

Incompetent   Competent 

      Inspect 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. 
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   Tool Three:  Nurse's Communication and interpersonal relationships 

Observational checklist  

 
              Communication and interpersonal relationship 

  

Done Not 
Done Competent  

  
Incompetent

  

1. Create  triage environment of warmth 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 of the 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 of time for communication.    

9. Uses good listening skills to understand and assess a 

patient's injury 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 information 

concerning 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 

 

 
 
 
 
 
  

  

 
              Communication and interpersonal relationship 

  

Done Not 
Done Competent   

  
Incompetent

  
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 patient/significant 

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.    

   

o b e i k a n d l . c o m



 

  
  
  
  
  
  
  
  

 


















o b e i k a n d l . c o m



Appendix       Program  

Appendix III 

1 

 

                            Triage Training Program for Newly Graduated Nurses Working In Emergency Hospital  

General objectives 

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

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

Intended Learning Outcomes:- 

     Knowledge and understanding  

 Identify 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. 

 Explain how effective communication among nurses, patients, and family members can facilitate triage process. 

 
Intellectual skills 
 
 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 . 
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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. 

 

Content of the triage program 

1. Theoretical component: 

 Definition of triage 

 Importance of triage. 

 Principles of triage. 

 Triage process. 
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 Triage safety. 

 Triage categories. 

 Importance of across the room assessment 

 Component of primary assessment. 

 Component of secondary and focused assessment 

2. Practical and training component: 

 Prioritize patients and allocate to the most appropriate treatment area. 

 Steps of performing the primary assessment techniques. 

 Steps of performing the secondary and focused assessment techniques. 

 

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

Session Title Objectives Content Session 

Duration 

Teaching 

Method 

Audiovisual 

Aids 

Evaluation 

1st session: 

 

Introduction 

about triage in 

emergency 

department. 

At the end of this session 

Triage Nurses will be able to: 

 

 
 Identify the meaning of 

triage in emergency 

department. 

 

 List the importance of triage. 

 

 Describe different types of 

triage system. 

 Discuss basic principles of 

triage. 

 

Theoretical Content 

 
Overview of  triage in emergency 

department 

 
   Definitions of triage. 

 

 

 Importance of triage. 

 

   Types of triage system. 

 

 Principles of triage. 

     (booklet, page, 4 -6) 

     

     60   

  Minutes 

     

Interactive       

lecture 

+ 

Group   

discussion 

+ 

Brain 

storming 

 

 Slide 

presentation 

 

Theoretical 

Evaluation 

 

 

  Oral questions 

 

 

  Practical Content 

 

 

 

   

 

 
 

Practical 

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

Session Title Objectives Content Session 

Duration 

Teaching 

Method 

Audiovisual 

Aids 

Evaluation 

2nd    session: 

 

Triage process 

 

At the end of this session Triage 

Nurses will be able to: 

 
 Summarize the steps of triage 

process.  

 Describe 5 categories of triage 

system 

 Recognize the importance of 

environmental safety at triage. 

Theoretical Content 

 

 
 Triage process. 

 

 Triage categories. 

 

 Triage safety. 

 

(booklet, page, 7 -20) 

 

     

 

 

     30   

  Minutes 

     

Interactive       

lecture 

+ 

Group   

discussion 

+ 

Brain storming 

 

 

 

 Slide 

presentation 

 Booklet 

 Role play 

 

 

Theoretical 

Evaluation 

 

 Oral questions 

 Pretest and post 

test 

 

 

 

 At the end of this session Triage 

Nurses will be able to: 

 

 Demonstrate the ability to 

prioritize patients according to 

severity of illness or injury. 

 

 Demonstrate the skills that 

should be used to maintain 

environmental safety. 

Practical Content 

 

 
 Triage categories. 

 

 

 Triage safety. 

 

    

 

     30   

  Minutes 

     

 

 

 Training 

 

 

 

 

 

 

 
 
 
 Demonstration 

Practical 

Evaluation 

 
 Re demonstration 

 Observation 

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

Session Title Objectives Content Session 

Duration 

Teaching 

Method 

Audiovisual 

Aids 

Evaluation 

3rd  session: 

 

 

Communication  

  

 

 

At the end of this session Triage 

Nurses will be able to: 

 Appreciate the importance of 

communication at triage. 

 Discuss strategies used to 

enhance the communication 

process. 

 Illustrate the  ways of 

communication. 

   Discuss the barriers facing  the 

  health care provider while 

  communication. 

Theoretical Content 

 
 Importance of communication 

at triage.  

 Strategies used to enhance the 

communication process. 

 

   Ways of communication. 

   Health care provider 

communication barriers.  

  (booklet, page, 21) 

     

 

 

     30   

  Minutes 

     

Interactive       

lecture 

+ 

Group   

discussion 

+ 

Brain 

storming 

 

 

 

 Slide 

presentation 

 Booklet 

 Role play 

 

 

Theoretical 

Evaluation 

 

 Oral questions 

 Pretest and post 

test 

 

 

 

Communication  

     process  

 

At the end of this session Triage 

Nurses will be able to: 

 

 Demonstrate communication 

skills. 

 

 Demonstrate strategies used to 

enhance the communication 

process. 

Practical Content 

 

 
 Communication skills. 

 

 Strategies used to enhance the 

communication process. 

    

 

     30   

  Minutes 

     

 

 

 Training 

 Video  

 

 

 

 

 
 
 
 Demonstration 

Practical 

Evaluation 

 
      Re 

demonstration 

 Observation 

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

Session Title Objectives Content Session 

Duration 

Teaching 

Method 

Audiovisual 

Aids 

Evaluation 

4th   session: 

 

Triage nurse 

qualifications 

 

 

 

 

At the end of this session 

Triage Nurses will be able to: 

 

 Describe / illustrate the roles 

of the Triage Nurse. 

 

 List the qualifications of 

triage nurse. 

 

 Identify the important of 

critical look 

Theoretical Content 

 

 Role of the Triage Nurse 

 

 Triage nurse qualifications. 

 

 

 Across the room assessment 

       (critical look)   

   (booklet, page, 21 -23) 

     

 

 

    45   

  Minutes 

     

Interactive       

lecture 

+ 

Group   

discussion 

+ 

Brain 

storming 

 

 

 

 Slide 

presentation 

 Booklet 

 

 

 

Theoretical 

Evaluation 

 

 Oral questions 

 Pretest and post 

test 

 

 

 

 

 

 

Critical look 

 

At the end of this session 

Triage Nurses will be able to: 

 

 Demonstrate the ability to 

identify obvious life 

threatening condition. 

Practical Content 

 

 
 Critical look. 

 General appearance. 

 Assess breathing. 

 Assess circulation 

 

    

 

     15   

  Minutes 

     

 

 

 Training 

 

 

 

 

 

 
 
 
 Demonstration 

Practical 

Evaluation 

 
 Re demonstration 

 Observation 

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

Session Title Objectives Content Session 

Duration 

Teaching 

Method 

Audiovisual 

Aids 

Evaluation 

5th  session: 

 

   Primary 

assessment 

 

 Airway 

 Breathing 

 

 

At the end of this session Triage 

Nurses will be able to: 

 Discuss methods of assessing 

the airway. 

 State the signs and symptoms 

of a potential spine injury. 

  Discuss methods of assessing 

the breathing. 

 List the signs of inadequate 

breathing 

Theoretical Content 
 

 Methods of airway 

assessment. 

 Signs and symptoms of 

spine injury. 

 Methods of breathing 

assessment. 

 Signs and symptoms of 

inadequate breathing. 

(booklet, page, 24 -26) 

     

 

 

     30   

  Minutes 

     

Interactive       

lecture 

+ 
Group   

discussion 

 

 

 Slide 

presentation 

 Booklet 

 Role play 

 Simple pictures 

Theoretical 

Evaluation 

 

 Oral questions 

 Pretest and post 

test 

 

   

 

 Airway 

assessment 

 

 

Breathing  

assessment 

 

 

At the end of this session Triage 

Nurses will be able to: 

  Assess  airway. 

 Demonstrate the steps in 

performing the head-tilt chin-

lift and jaw thrust. 

 Assess  breathing 

 Demonstrate how to insert an 

oropharyngeal  airway. 

 Demonstrate the techniques of 

suctioning. 

 Demonstrate how to artificially 

ventilate the  patient. 

Practical Content 

 

  Airway  assessment. 

 Opening the airway. 

 

 

 Breathing  assessment. 

 Oropharyngeal  airway 

insertion. 

 Suction 

 

 Oxygen administration 

    

 

 

     30   

  Minutes 

     

 

 

 Training 

 Video  

 

 

 

 

 
 
 
 Demonstration 

Practical 

Evaluation 

 
 Re demonstration 

 Observation 

checklist 

o b e i k a n d l . c o m



Appendix       Program  

Appendix III 

9 

 

         Triage Training Program for Newly Graduated Nurses Working In Emergency Hospital  

Session 

Title 

Objectives Content Session 

Duration 

Teaching 

Method 

Audiovisual 

Aids 

Evaluation 

6th  session: 

 

   Primary 

assessment 

 

Circulation 

At the end of this session Triage 

Nurses will be able to: 

 

 Summarize the reasons for 

assessing pulse. 

 Describe normal and abnormal 

patient's skin color, temperature, 

and capillary refill.  
 Identify symptoms and signs of 

external bleeding. 

Theoretical Content 

 

 

 Reasons for assessing pulse. 

 

 Normal and abnormal patient's 

skin color, temperature, and 

capillary refill. 

 Symptoms and signs of 

external bleeding. 

 

(booklet, page, 27) 

     

 

 

     30   

  Minutes 

     

Interactive       

lecture 

+ 

Group   

discussion 

 

 

    Slide 

presentation 

 Booklet 

 Simple pictures 

Theoretical 

Evaluation 

 

 Oral questions 

 Pretest and post 

test 

 

  

Circulation 

assessment 

 

At the end of this session Triage 

Nurses will be able to: 

 Assess pulse 

 Demonstrate the techniques for 

assessing the patient's skin 

color, temperature, and 

capillary refill. 

 Apply direct pressure over the 

bleeding site. 

  Perform prompt and effective 

resuscitation for seriously ill 

patient. 

Practical Content 

 

 Pulse assessment. 

 Capillary refill, skin color, 

temperature assessment. 

 

 Bleeding control. 

 

 Cardiac compression 

 

    

 

     30   

  Minutes 

     

 

 

 Training 

 Video  

 

 

 

 

 
 
 
 Demonstration 

Practical 

Evaluation 

 
       Re 

demonstration 

 Observation 

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

Session Title Objectives Content Session 

Duration 

Teaching 

Method 

Audiovisual 

Aids 

Evaluation 

7th  session: 

   Primary 

assessment 

 

Neurological 

Assessment 

 

Environmental  

   control 

 

 

At the end of this session Triage 

Nurses will be able to: 

 

 Discuss methods of assessing altered 

mental status. 

 Aware of AVPU framework . 

 

 Describe the component of Glasgow 

Coma Scale. 

 Recognize the important of patient 

warm during physical examination. 

Theoretical Content 

 

 

 Methods of assessing 

altered mental status. 

 AVPU framework  

 

 Glasgow Coma Scale 
 

 Environmental  control. 

      (booklet, page, 28-29) 

 

     

 

 

     30   

  Minutes 

     

Interactive       

lecture 

+ 

Group   

discussion 

 

 

    Slide 

presentation 

 Booklet 

 Role play 

 Simple pictures 

Theoretical 

Evaluation 

 

 Oral questions 

 Pretest and post 

test 

 

Neurological 

Assessment 

 

 

 

At the end of this session Triage 

Nurses will be able to: 

 

 Assess patient's mental status. 

 

 Assess the patient’s disability by 

using  mnemonic AVPU. 

 

 Assess body temperature. 

 

Practical Content 

 

 Glasgow Coma Scale 

assessment. 

 

 AVPU assessment. 

 

 Body temperature. 

 

    

 

     30   

  Minutes 

     

 

 

 Training 

 Video  

 

 

 

 

 
 
 
 Demonstration 

Practical 

Evaluation 

 
       Re 

demonstration 

 Observation 

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

 

Session Title Objectives Content Session 

Duration 

Teaching 

Method 

Audiovisual 

Aids 

Evaluation 

8th  session: 

 

Secondary 

assessment 

At the end of this session Triage 

Nurses will be able to: 

 

 Describe secondary assessment 

techniques.  

 Identify the components of vital signs. 

 Recognize pain severity scale.  

 Identify the components of the 

SAMPLE history. 

Theoretical Content 
 

 

 Secondary assessment. 

 

 Vital Signs. 

 Pain 

 History (SAMPLE).  

    (booklet, page, 30-31) 

 

     

      30   

  Minutes  

 

 

 

 

 

Interactive       

lecture 

+ 
Group   

discussion 

+ 
Brain 

storming 

 

    Slide 

presentation 

 Booklet 

 Role play 

 Simple pictures 

Theoretical 

Evaluation 

 

 Oral questions 

 Pretest and 

post test 

 Vital signs 

assessment 

 

    Pain 

Assessment 

 

 History 

At the end of this session Triage 

Nurses will be able to: 

 

 Assess baseline vital signs. 

 Assess pain severity scale. 

 Assess SAMPLE history. 

Practical Content 

 

 

 Vital signs assessment. 

 Pain scale assessment. 

 History (SAMPLE) 

assessment. 

     

      30   

  Minutes  

 

 

 Training 

 Video  

 

 

 

 Demonstration  

Practical 

Evaluation 

 
       Re 

demonstration 

 

 Observation 

checklist 

o b e i k a n d l . c o m
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       Triage Training Program for Newly Graduated Nurses Working In Emergency Hospital  

Session 

Title 

Objectives Content Session 

Duration 

Teaching 

Method 

Audiovisual 

Aids 

Evaluation 

9th  session: 

Secondary 

assessment  

 

 

Head to toe 

assessment 

 

 

At the end of this session Triage Nurses 

will be able to: 

 Discuss the components of head to toe 

assessment.  

 

 State the areas of the body that are 

evaluated during the detailed focused 

examination. 

Theoretical Content 

 

 Head to toe assessment. 

  Head and face 

 Chest 

 Abdomen 

 Pelvic/ Genitourinary. 

 Shoulder,  Extremities. 

 Flank, buttocks ,thighs 

 Posterior surface. 

  (booklet, page, 31-39) 

     

      30   

  Minutes  

 

 

 

 

 

 

Interactive       

lecture 

+ 

Group   

discussion 

+ 

Brain 

storming 

 

    Slide 

presentation 

 Booklet 

 Simple pictures 

Theoretical 

Evaluation 

 

     Oral 

questions 

 Pretest and 

post test 

 

Head to toe 

assessment 

 

At the end of this session Triage Nurses 

will be able to: 

Perform rapid assessment. 

1. Assess the head. 

2. Assess the neck. 

3. Assess the chest. 

4. Assess the abdomen. 

5. Assess the pelvis. 

6. Assess the extremities. 

7. Assess the posterior aspect of the body. 

Practical Content 

 

 

 Head to toe assessment. 

 

 

     

      30   

  Minutes  

 

 

 Training 

 Video  

 

 

 

 Demonstration  

Practical 

Evaluation 

 
   Re 

demonstration 

 

 Observation 

checklist 

         

o b e i k a n d l . c o m
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 Triage Training Program for Newly Graduated Nurses Working In Emergency Hospital  

Session Title Objectives Content Session 

Duration 

Teaching 

Method 

Audiovisual 

Aids 

Evaluation 

10th  session: 

 

Focused assessment 

 

 

 

At the end of this session Triage 

Nurses will be able to: 

 

    Describe focused assessment 

techniques.  

    Discuss the reason for performing 

focused assessment.  

    State the areas of the body that are 

evaluated during the detailed 

focused examination. 

  Theoretical Content 

 

 

 Focused assessment 

 

 Head and face 

 Chest 

 Abdomen 

 Pelvic/ Genitourinary. 

 Shoulder, Extremities. 

 Flank, buttocks ,thighs 

 Posterior surface. 

(booklet, page, 31-39) 

     

      30   

  Minutes  

 

 

 

 

 

 

Interactive       

lecture 

+ 

Group   

discussion 

+ 

Brain storming 

 

    Slide 

presentation 

 Booklet 

 Simple pictures 

Theoretical 

Evaluation 

 

     Oral 

questions 

 Pretest and 

post test 

Focused assessment 

 

 

  

At the end of this session Triage 

Nurses will be able to: 

 

 Demonstrate the skills involved in 

performing the detailed physical 

examination. 

 

Practical Content 

 Focused assessment 

 Head and face 

 Chest 

 Abdomen 

 Pelvic/ Genitourinary. 

 Shoulder, Extremities. 

 Flank, buttocks ,thighs 

 Posterior surface. 

     

      30   

  Minutes  

 

 

 Training 

 Video  

 

 

 

 Demonstration  

Practical 

Evaluation 

 
   Re 

demonstration 

 

 Observation 

checklist 

 

o b e i k a n d l . c o m



 

  
  
  
  
  
  
  
  

 

o b e i k a n d l . c o m



                           Under supervision 

Prepared By

o b e i k a n d l . c o m



o b e i k a n d l . c o m



Gerdtz and Palmer, 
2009; El-Zalabany et al., 2011; Hammond, and Zimmermann, 2013

o b e i k a n d l . c o m



Triage process

(Jelinek et al., 2009; El-Zalabany et al., 2011

El-Zalabany et al., 2011

o b e i k a n d l . c o m



 

Patient No: .......   Date: .........  Time of Triage……. 

Patient name: ............       Age: ......... 

Gender          Male ....         Female .... 

 

 

 

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

Signs and symptoms……………. 
Allergies................ 
Medication(s)................. 
Past history of immunization…… 
Last meal:……………  
Event prior to injury…………………          

.......................... 

 

                   

          

Front                             Back   

( ) Deformity    ( ) Contusion         ( ) Crepitus     
( ) Abrasion      ( ) Bbruising          ( ) Bleeding 
( ) Tenderness  ( ) Laceration         ( ) Swelling 
( ) Fracture        

o b e i k a n d l . c o m



Level Airway Breathing Circulation Disability 

   Category 1 
(Immediate)      

(   )Obstructed  (   )   Absent  
       respiration 
(   )   Severe  
      respiratory 
       distress   

 (   )   Absent  
       Circulation 
 (   )  Severe 
   Haemodynamic 
      compromise 

  (   )  GCS  8 

 ( )      
(   )  Patent (   ) Moderete 

   Respiratory    
     distress   

(    )  Moderate 
   Haemodynamic 
      compromise

(   )  GCS 9 – 12 
(   )  Severe pain 
      (VAS 7- 10) 
(   )   severe  
      alteration 
      in vital signs 
(   )     Severe  
     neurovascular 
      compromise e.g.:  
- pulseless, cold  
- nilsensation,movement  
- decreased capillary refill 

 ( )      
 (   )  Patent (   )    Mild  

    Respiratory 
      distress   

(   )  Mild 
Haemodynamic 
compromise 

(   )  GCS  13 
(   ) Moderate pain 
      (VAS 4- 6) 
(   )  Alteration 
      in vital signs 
(   )    Moderate 
     Neurovascular 
      compromise  e.g.  
- pulse present  
- decreased sensation,  
- movement  
- decreased capillary refill  

  ( )      
(   )  Patent (   ) No respiratory 

       distress   
(   )     No 
   Haemodynamic 
     compromise 

(   )  Normal GCS 
(   )  Mild pain 
      (VAS 1-3) 
(   )  Alteration 
      in vital signs  
(   )  Mild neurovascular  
        compromise e.g 
-  pulse present  
-  normal  sensation  
- normal movement  
- normal capillary refill 

( )      
 (   )  Patent (   ) No respiratory 

        distress  
(   )     No 
Haemodynamic 
  compromise 

(   ) Normal GCS 
(   )   Mild pain 
      (VAS 1-3) 
(   ) No  alteration 
      in vital signs 
(   )  No neurovascular  
        compromise  
 

o b e i k a n d l . c o m



(Lahdet et al, 2009; Christ et al, 2010)

(Lahdet et al, 2009; Christ et al, 2010; Hammond, and 

Zimmermann, 2013). 

o b e i k a n d l . c o m



(Bullard et al., 2008; 

Trip et al, 2011). 

 Christ et al, 2010

o b e i k a n d l . c o m



o b e i k a n d l . c o m



o b e i k a n d l . c o m



o b e i k a n d l . c o m



A B

C D

E

o b e i k a n d l . c o m



o b e i k a n d l . c o m



o b e i k a n d l . c o m



o b e i k a n d l . c o m



SAMPLE scale

 Signs and symptoms
A Allergies
M Medications
P Past medical history
L Last meal 
E Events leading up to the incident 

o b e i k a n d l . c o m



o b e i k a n d l . c o m



o b e i k a n d l . c o m



o b e i k a n d l . c o m



and look 

under the patient’s clothing for obvious injuries, including 

bruising and bleeding.

o b e i k a n d l . c o m
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Comparison between two groups pre, post, and two months post program regarding new graduated nurses' knowledge about 

triage safety. 

 

Item          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 

1.Triage principles 

A. Triage safety  

 First emergency action 

should you implement 

Correct 22 44 49 98 48 96 15 60 15 60 14 56 
0.19 

 

<0.001** 

 

<0.001** 

Incorrect 28 56 1 2 2 4 10 40 10 40 11 44 

 Effective triage systems aim 
Correct 6 12 45 90 45 90 0 - 2 8 3 12 

0.17 
 

<0.001** <0.001** 
Incorrect 44 88 5 10 5 10 25 100 23 92 22 88 

 Triage nurse responsible 

prior to triage assessment 

Correct 36 72 47 94 46 92 25 100 19 76 18 72 

0.003* 0.024 0.02* 
Incorrect 14 28 3 6 4 8 0 - 6 24 7 28 

 

** 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       

o b e i k a n d l . c o m
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Comparison between two groups pre, post, and two months post program regarding new graduated nurses' 

knowledge about triage process.   

 
** 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       

Item          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 

1.Triage principles 

B. Triage process  

 All patients triaged 

according to urgency 

Correct 31 62 48 96 46 92 15 60 9 36 9 36 
0.87 

 
<0.001** <0.001** 

Incorrect 19 38 2 4 4 8 10 40 16 64 16 64 

 Definition of triage 
Correct 14 28 47 94 46 92 12 48 11 44 11 44 0.09 

 
<0.001** <0.001** 

Incorrect 36 72 3 6 4 8 13 52 14 56 14 56 

 All patients triaged by 
Correct 37 74 49 98 49 98 25 100 23 92 23 92 0.005 0.26 0.25 
Incorrect 13 26 1 2 1 2 0 - 2 8 2 8 

 Patient with cardiac arrest 

allocated to 

Correct 22 44 46 92 45 90 14 56 13 52 13 52 
0.33 

 
<0.001** <0.001** 

Incorrect 28 56 4 8 5 10 11 44 12 48 12 48 

 Triage assessment time 
Correct 9 18 47 94 47 94 6 24 4 16 4 16 0.54 

 
<0.001** <0.001** 

Incorrect 41 82 3 6 3 6 19 76 21 84 21 84 

 Conditions threat to life 

take colour 

Correct 24 48 46 92 46 92 19 76 19 76 18 72 
0.02 0.055 0.02 

Incorrect 26 52 4 8 4 8 6 24 6 24 7 28 

o b e i k a n d l . c o m
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Comparison between two groups pre, post, and two months post program regarding new graduated nurses' knowledge 

about across the room assessment.    

 
** 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       

 

 

 

 

 

 

Item          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 

2. Across the room assessment 

 Purpose of the across the 

room assessment 

Correct 9 18 46 92 44 88 0 - 1 4 1 4 
0.024 

 
<0.001** <0.001** 

Incorrect 41 82 4 8 6 12 25 100 24 96 24 96 

 Across the room 

assessment include 

Correct 35 70 50 100 50 100 19 76 19 76 19 76 

0.58 

 
<0.001** <0.001** 

Incorrect 15 30 0 - 0 - 6 24 6 24 6 24 

o b e i k a n d l . c o m
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Comparison between two groups pre, post, and two months post program regarding new graduated nurses' knowledge 

about primary assessment. 

Item          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 

Primary assessment 

 Why should you do a 

primary assessment  

Correct 9 18 48 96 47 94 0 - 0 - 0 - 
0.024 

 
<0.001** <0.001** 

Incorrect 41 82 2 4 3 6 25 100 25 100 25 100 

 Main concern during 

primary assessment 

Correct 11 22 47 94 47 94 1 4 0 - 0 - 
0.045 

 
<0.001** <0.001** 

Incorrect 39 78 3 6 3 6 24 96 25 100 25 100 

 Signs of airway 

obstruction 

Correct 15 30 45 90 44 88 9 36 8 32 8 32 
0.6 

 
<0.001** <0.001** 

Incorrect 35 70 5 10 6 12 16 64 17 68 17 68 

 5 components to the 

primary assessment 

Correct 39 78 47 94 47 94 21 84 22 88 22 88 
0.54 0.39 0.39 

Incorrect 11 22 3 6 3 6 4 16 3 12 3 12 

 Primary assessment should 

be performed 

Correct 15 30 46 92 46 92 0 - 0 - 0 - 
0.002 

 
<0.001** <0.001** 

Incorrect 35 70 4 8 4 8 25 100 25 100 25 100 

 Primary  assessment 

should include 

Correct 44 88 47 94 47 94 22 88 22 88 22 88 
1 0.39 0.39 

Incorrect 6 12 3 6 3 6 3 12 3 12 3 12 

 Assessment patient’s 

mental status by using 

Correct 16 32 45 90 44 88 0 - 0 - 0 - 
0.001** <0.001** <0.001** 

Incorrect 34 68 5 10 6 12 25 100 25 100 25 100 

o b e i k a n d l . c o m
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Cont . Comparison between two groups pre, post, and two months post program regarding new graduated nurses' 

knowledge about primary assessment.   

Item          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 

Primary assessment   

 Altered  mental status is 

best defined as 

Correct 8 16 45 90 45 90 7 28 6 24 6 24 
0.22 

 
<0.001** <0.001** 

Incorrect 42 84 5 10 5 10 18 72 19 76 19 76 

 Cervical stabilization is 

done during  

Correct 27 54 48 96 47 94 22 88 21 84 21 84 
0.004 0.09 0.2 

Incorrect 23 46 2 4 3 6 3 12 4 16 4 16 

 When pupils larger than 

normal are said  

Correct 42 84 48 96 48 96 25 100 25 100 25 100 

0.034 0.55 0.5 
Incorrect 8 16 2 4 2 4 0 - 0 - 0 - 

 Normal breathing rate for 

an adult 

Correct 12 24 45 90 44 88 0 - 0 - 0 - 
0.008 

 
<0.001** <0.001** 

Incorrect 38 76 5 10 6 12 25 100 25 100 25 100 

 AVPU is deals with 
Correct 24 48 47 94 45 90 4 16 3 12 3 12 

0.007 
 

<0.001** <0.001** 
Incorrect 26 52 3 6 5 10 21 84 22 88 22 88 

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

0.25 
 

<0.001** <0.001** 
Incorrect 23 46 2 4 2 4 15 60 15 60 15 60 

 When assess circulation 

you should assess 

Correct 15 30 45 90 44 88 7 28 6 24 6 24 
0.86 

 
<0.001** <0.001** 

Incorrect 35 70 5 10 6 12 18 72 19 76 19 76 

o b e i k a n d l . c o m
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Comparison between two groups pre, post, and two months post program regarding new graduated nurses' knowledge 

about secondary assessment. 

Item          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 

Secondary assessment  

 The purpose of secondary 

assessment 

Correct 7 14 50 100 50 100 5 20 4 16 4 16 
0.5 

 
<0.001** <0.001** 

Incorrect 43 86 0 - 0 - 20 80 21 84 21 84 

 Secondary assessment 

include 

Correct 9 18 47 94 47 94 0 - 1 4 1 4 
0.024 

 
<0.001** <0.001** 

Incorrect 41 82 3 6 3 6 25 100 24 96 24 96 

 Techniques of  head to toe 

examination 

Correct 33 66 45 90 45 90 20 80 20 80 20 80 
0.21 0.23 0.2 

Incorrect 17 34 5 10 5 10 5 20 5 20 5 20 

 Secondary triage is most 

similar to 

Correct 25 50 50 100 49 98 13 52 12 48 12 48 
0.87 

 
<0.001** <0.001** 

Incorrect 25 50 0 - 1 2 12 48 13 52 13 52 

 Conditions discover in a 

secondary assessment  

Correct 5 10 46 92 45 90 5 20 5 20 5 20 
0.23 

 
<0.001** <0.001** 

Incorrect 45 90 4 8 5 10 20 80 20 80 20 80 

 Pulse point used to 

determine pulse  rate 

Correct 9 18 47 94 46 92 0 - 0 - 0 - 
0.024 

 
<0.001** <0.001** 

Incorrect 41 82 3 6 4 8 25 100 25 100 25 100 

 In a SAMPLE history, the 

letter M represents  

Correct 30 60 47 94 46 92 11 44 10 40 10 40 
0.19 

 
<0.001** <0.001** 

Incorrect 20 40 3 6 4 8 14 56 15 60 15 60 

o b e i k a n d l . c o m
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Comparison between two groups pre, post, and two months post program regarding new graduated nurses' knowledge 

about secondary assessment.  

 
 ** 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       

Item          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 

Secondary assessment  

 Head to toe assessment 

include 

Correct 29 58 46 92 46 92 16 64 19 76 19 76 
0.62 0.055 0.055 

Incorrect 21 42 4 8 4 8 9 36 6 24 6 24 

 Scale used to obtain 

history  

Correct 9 18 46 92 46 92 0 - 0 - 0 - 
0.024 

 

<0.001** 

 

<0.001** Incorrect 41 82 4 8 4 8 25 100 25 100 25 100 

 Focused assessment 

meaning 

Correct 7 14 46 92 45 90 0 - 1 4 1 4 
0.09 

 

<0.001** 

 

<0.001** Incorrect 43 86 4 8 5 10 25 100 24 96 24 96 

o b e i k a n d l . c o m
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Comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice about 

triage safety. 

Item          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 principle 

A. Triage  safety  

Patient safety  

 Ensure the safety of 

the patient 

Competent 0 - 48 96 47 94 1 4 0 - 0 - 

0.36 

 
<0.001** <0.001** In competent 43 86 2 4 3 6 21 84 21 84 22 88 

Not done 7 14 0 - 0 - 3 12 4 16 3 12 

 Apply all ED policy 

and procedures 

Competent 1 2 45 90 45 90 2 8 0 - 0 - 

<0.001** 

 

<0.001** 

 

<0.001** In competent 49 98 5 10 5 10 15 60 13 52 15 60 

Not done 0 - 0 - 0 - 8 32 12 48 10 40 

 Rapid identify of 

deterioration of 

patients 

Competent 1 2 43 86 42 84 3 12 0 - 0 - 

<0.001** 

 

<0.001** 

 

<0.001** In competent 47 94 7 14 8 16 14 56 14 56 14 56 

Not done 2 4 0 - 0 - 8 32 11 44 11 44 

 Ensure provision of 

emergency equipment 

Competent 9 18 49 98 48 96 3 12 1 4 1 4 

0.03 <0.001** <0.001** In competent 39 78 1 2 2 4 16 64 18 72 18 72 

Not done 2 4 0 - 0 - 6 24 6 24 6 24 

o b e i k a n d l . c o m
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Cont.:- Comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice 

about triage safety.   

Item          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 nurse  safety 

 Ensure the safety of 

the staff 

Competent 1 2 45 90 42 84 6 24 0 - 0 - 

0.005 

 

<0.001** 
 

 
<0.001** 

 
In competent 49 98 5 10 8 16 19 76 6 24 6 24 

Not done 0 - 0 - 0  0 - 19 76 19 76 

 Recognize aggressive 

behavior 

Competent 7 14. 43 86 43 86 4 16 1 4 1 4 

0.025 

 

<0.001** 

 

<0.001** In competent 41 82 7 14 7 14 15 60 15 60 15 60 

Not done 2 4 0 - 0 - 6 24 9 36 9 36 

Environmental safety 

 Ensure safety of scene   Competent 1 2 48 96 46 92 2 8 1 4 1 4 

0.34 
 

<0.001** 
 

 

 
<0.001** In competent 47 94 2 4 4 8 21 84 21 84 21 84 

Not done 2 4 0 - 0  2 8 3 12 3 12 

 Recognize 

environmental hazards  

Competent 0 - 45 90 45 90 4 16 0 - 0 -  

<0.001** 

 

<0.001** 

 

<0.001** In competent 49 98 5 10 5 10 12 48 12 48 13 52 

Not done 1 2 0 - 0 - 9 36 13 52 12 48 

 Apply universal 

standard precautions  

Competent 2 4 46 92 44 88 1 4 0 - 0 - 

0.025 

 

<0.001** 

 

<0.001** In competent 47 94 4 8 6 12 19 76 20 80 20 80 

Not done 1 2 0 - 0  5 20 5 20 5 20 

 Identify obstacles to  

patient movement 

Competent 1 2 44 88 44 88 5 20 3 12 3 12 

<0.001** 

 

<0.001** 

 

<0.001** In competent 49 98 6 12 6 12 13 52 15 60 15 60 

Not done 0 - 0 - 0 - 7 28 7 28 7 28 

o b e i k a n d l . c o m
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Comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice about 

triage process.   

Item          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 

for all patients 

Competent 0 - 84 69 47 94 0 - 0 - 0 - 

0.036 

 

<0.001** 
 

 
<0.001** 

 
In competent 38 76 2 8 3 6 13 52 12 48 12 48 

Not done 12 24 0 - 0 - 12 48 13 52 13 52 

 Initiate triage  

according to urgency 

Competent 1 2 49 98 48 96 0 - 0 - 0 - 

0.009 

 

<0.001** 

 

<0.001** In competent 4 8 1 2 2 4 9 36 11 44 11 44 

Not done 45 90 0 - 0  16 64 14 56 14 56 

 Prioritize care needs 

for all patients 

Competent 0 - 45 90 44 88 0 - 0 - 0 - 

0.37 

 
<0.001** 

 
<0.001** In competent 37 74 5 10 6 12 16 64 20 80 20 80 

Not done 13 26 0 - 0  9 36 5 20 5 20 

 Assess and reassess 

chief complain 

Competent 0 - 47 94 46 92 0 - 0 - 0 - 

<0.001** 

 

<0.001** 

 

<0.001** In competent 47 94 3 6 4 8 48 69 21 84 22 88 

Not done 3 6 0 - 0 - 44 88 4 16 3 12 

 Perform triage process 

in a timely manner 

Competent 0 - 45 90 43 86 0 - 0 - 0 - 

0.011 
 

<0.001** 

 

<0.001** In competent 84 49 5 10 7 14 15 60 20 80 20 80 

Not done 7 48 0 - 0 - 10 40 5 20 5 20 

 Re- triaged patients in 

waiting area  

Competent 0 - 40 80 40 80 0 - 0 - 0 - 

<0.001** 

 

<0.001** 

 

<0.001** In competent 86 60 10 20 10 20 12 48 13 52 13 52 

Not done 6 40 0 - 0 - 13 52 12 48 12 48 

 Triage documentation 

Competent 0 - 50 100 50 100 0 - 0 - 0 - 

0.55 
 

<0.001** 

 

<0.001** In competent 48 96 0 - 0 - 25 100 24 96 24 96 

Not done 2 4 0 - 0 - 0 - 1 4 1 4 

o b e i k a n d l . c o m
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Comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice about 

across the room assessment. 

 

 
** Highly 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       

 

 

 

 

 

 

Item          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 

 2. Across the room assessment 

 Identify  obvious life 

threatening condition  

Competent 0 - 47 94 46 92 0 - 0 - 0 - 

0.33 

 

<0.001** 

 

<0.001** In competent 48 96 3 6 4 8 22 88 23 92 23 92 

Not done 2 4 0 - 0 - 3 12 2 8 2 8 

o b e i k a n d l . c o m
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Comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice about 

primary assessment.  

  

Item          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 

3. Primary assessment 

Airway 

 Ensure open airway 
Competent 9 18 46 92 43 86 2 8 2 8 2 8 

0.2 

 

<0.001** 

 

 

<0.001** 

 
In competent 41 82 4 8 7 14 22 88 23 92 23 92 

Not done 0 - 0 - 0 - 1 4 0 - 0 - 

 Assess the airway 

Competent 2 4 45 90 45 90 7 28 1 4 1 4 

<0.001** 

 

<0.001** 

 

<0.001** In competent 48 96 5 10 5 10 12 48 19 76 19 76 

Not done 0 - 0 - 0 - 6 24 5 20 5 20 

 Initiate interventions 

to remove foreign 

object 

Competent 1 2 43 86 43 86 0 - 0 - 0 - 

0.012 

 

<0.001** 

 

<0.001** In competent 49 98 7 14 7 14 21 84 23 92 23 92 

Not done 0 - 0 - 0 - 4 16 2 8 2 8 

 Assess cervical spine 

for injury 

Competent 0 - 42 84 42 84 1 4 0 - 0 - 

0.003 

 

<0.001** 

 

<0.001** In competent 49 98 8 16 8 16 18 72 18 72 19 76 

Not done 1 2 0 - 0 - 6 24 7 28 6 24 

 Ensure stabilization 

of the neck and 

spinal cord 

Competent 1 2 46 92 45 90 3 12 0 - 0 - 
0.026 

 

<0.001** 

 

<0.001** In competent 46 92 4 8 5 10 17 68 20 80 20 80 

Not done 3 6 0 - 0 - 5 20 5 20 5 20 

o b e i k a n d l . c o m



Appendix  VI            

 

 

Cont. comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice 

about primary assessment.   

  

Item          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 

3. Primary assessment 

Breathing 

 Check breathing  Competent 5 10 44 88 43 86 4 16 0 - 0 - 

0.26 

 

<0.001** 

 

 

<0.001** 

 
In competent 45 90 6 12 7 14 20 80 25 100 25 100 

Not done 0 - 0 - 0 - 1 4 0 - 0 - 

 Expose chest and 

observe chest wall 

movement 

Competent 1 2 46 92 45 90 3 12 1 4 1 4 
0.004 

 

<0.001** 

 

<0.001** In competent 46 92 4 8 5 10 15 60 24 96 24 96 

Not done 3 6 0 - 0 - 7 28 0 - 0 - 

 Assess breathing for 

rate and rhythm  

 

Competent 0 - 47 94 46 92 1 4 1 4 1 4 
0.003 

 

<0.001** 

 

<0.001** In competent 46 92 3 6 4 8 15 60 23 92 23 92 

Not done 4 8 0 - 0 - 9 36 1 4 1 4 

 Initiate interventions Competent 0 - 46 92 46 92 0 - 0 - 0 - 

<0.001** 

 

<0.001** 

 

<0.001** In competent 50 100 4 8 4 8 11 44 15 60 15 60 

Not done 0 - 0 1 0 - 14 56 10 40 10 40 

o b e i k a n d l . c o m
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Cont. comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice 

about primary assessment.   

  

Item          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 

3. Primary assessment 

Circulation 

 Assessment circulation 
Competent 0 - 48 96 48 96 0 - 0 - 0 - 

0009 

 

<0.001** 

 

 

<0.001** 

 
In competent 47 94 2 4 2 4 20 40 24 96 24 96 

Not done 3 6 0 - 0 - 6 20 1 4 1 4 

 Start CPR  

Competent 6 12 45 90 44 88 4 8 0 - 0 - 

<0.001** 

 

<0.001** 

 

<0.001** In competent 44 88 5 10 6 12 46 90 18 72 18 72 

Not done 0 - 0 - 0 - 6 49 7 28 7 28 

 Initiate interventions 

Competent 0 - 46 92 46 92 0 - 0 - 0 - 

0.001** 

 

<0.001** 

 

<0.001** In competent 49 98 4 8 4 8 44 72 21 84 21 84 

Not done 1 2 0 - 0 - 7 28 4 16 4 16 

 Control hemorrhage 

Competent 0 - 45 90 45 90 0 - 0 - 0 - 

<0.001** 

 

<0.001** 

 

<0.001** In competent 49 98 5 10 5 10 17 68 21 84 21 84 

Not done 1 2 0 - 0 - 8 32 4 16 4 16 

 Check patients for 

shock manifestations 

Competent 16 32 44 88 44 88 1 8 0 - 0 - 

0.001** 

 

<0.001** 

 

<0.001** In competent 33 66 6 12 6 12 18 72 20 80 20 80 

Not done 1 2 0 - 0 - 6 24 5 20 5 20 

o b e i k a n d l . c o m
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Cont. comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice 

about primary assessment.   

  

 
** 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       

 

 

Item          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 

3. Primary assessment 

Disability 

 Assess the patient’s 

disability 

Competent 0 - 50 100 50 100 3 12 3 12 3 12 

0.04 

 

<0.001** 

 

 

<0.001** 

 
In competent 84 69 0 - 0 - 21 84 22 88 22 88 

Not done 2 8 0 - 0 - 1 4 0 - 0 - 

 Assess the patient’s 

level of consciousness 

Competent 20 80 48 96 47 94 5 20 3 12 3 12 

0.13 

 

<0.001** 

 

<0.001** In competent 27 68 2 4 3 6 16 64 17 68 17 68 

Not done 3 9 0 - 0 - 4 16 5 20 5 20 

 Assess the pupils for 

abnormal finding 

Competent 2 8 47 94 47 94 1 4 1 4 1 4 

<0.001** 

 

<0.001** 

 

<0.001** In competent 46 40 3 6 3 6 22 88 22 88 22 88 

Not done 44 99 0 - 0 - 2 8 2 8 2 8 

 Initiate interventions 

Competent 1 2 49 98 49 98 1 4 1 4 1 4 

0.57 

 

<0.001** 

 

<0.001** In competent 46 92 1 2 1 2 21 84 22 88 22 88 

Not done 3 6 0 - 0 - 3 12 2 8 2 8 

o b e i k a n d l . c o m
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Cont. comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice 

about primary assessment.   

  

 
** 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       

 

 

Item          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 

3. Primary assessment 

Exposure 

 Expose the patient's 

clothes 

Competent 1 2 41 82 40 80 0 - 0 - 0 -  

<0.001** 

 

 

<0.001** 

 

 

<0.001** 

 
In competent 48 96 9 18 10 20 12 48 20 80 20 80 

Not done 1 2 0 - 0 - 13 52 5 20 5 20 

 Environment control 

Competent 2 4 32 64 32 64 0 - 0 - 0 -  

<0.001** 

 

<0.001** 

 

<0.001** In competent 47 94 18 36 18 36 13 52 20 80 20 80 

Not done 1 2 0 - 0 - 12 48 5 20 5 20 

 Evaluate the patient 

Competent 1 2 42 84 42 84 0 - 0 - 0 -  

<0.001** 

 

<0.001** 

 

<0.001** In competent 48 96 8 16 8 16 16 64 20 80 20 80 

Not done 1 2 0 - 0 - 9 36 5 20 5 20 

o b e i k a n d l . c o m
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Comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice about 

secondary assessment.   

Item          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 

set of vital signs. 

Competent 29 58 45 90 45 90 21 84 3 12 3 12 

0.024 

 

<0.001** 
 

 
<0.001** 

 
In competent 21 42 5 10 5 10 4 16 22 88 22 88 

Not done 0 - 0 - 0 - 0 - 0 - 0 - 

 Cardiac monitor, 

perform ECG 

 

Competent 37 74 45 90 45 90 15 60 4 16 4 16 

0.2 

 

<0.001** 

 

<0.001** In competent 13 26 5 10 5 10 10 40 21 84 21 84 

Not done 0 - 0 - 0 - 0 - 0 - 0 - 

 Pulse oximeter 

 

Competent 36 72 46 92 46 92 15 60 1 4 1 4 

0.5 

 
<0.001** 

 
<0.001** In competent 12 24 4 8 4 8 9 36 24 96 24 96 

Not done 2 4 0 - 0 - 1 4 0 - 0 - 

 Urinary catheter  

Competent 50 100 46 92 46 92 20 80 0 - 0 - 

0.005 

 

<0.001** 

 

<0.001** In competent 0 - 4 8 4 8 4 16 25 100 25 100 

Not done 0 - 0 - 0 - 1 4 0 - 0 - 

 Gastric tube' 

 

Competent 49 98 48 96 48 96 21 84 0 - 0 - 

0.04 

 

<0.001** 

 

<0.001** In competent 1 2 2 4 0 - 4 16 25 100 25 100 

Not done 0 - 0 - 2 4 0 - 0 - 0 - 

 Obtain blood for 

laboratory studies 

Competent 46 92 46 92 46 92 20 80 0 - 0 - 
0.15  

 

<0.001** 

 

<0.001** In competent 3 6 4 8 4 8 5 20 25 100 25 100 

Not done 1 2 0 - 0 - 0 - 0 - 0 - 

o b e i k a n d l . c o m
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Cont. comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice 

about secondary assessment.   

Item          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 

reassurance 

Competent 3 6 49 98 49 98 7 28 2 8 2 8 

0.025 

 

<0.001** 
 

 
<0.001** 

 
In competent 44 88 1 2 1 2 16 64 20 80 20 80 

Not done 3 6 0 - 0 - 2 8 3 12 3 12 

 Assessment of pain 

Competent 1 2 45 90 44 88 5 20 2 8 2 8 

0.015 

 

<0.001** 

 

<0.001** In competent 42 84 5 10 6 12 15 60 22 88 22 88 

Not done 7 14 0 - 0  5 20 1 4 1 4 

 Administration of 

analgesia 

Competent 25 50 48 96 48 96 2 8 0 - 0 - 

<0.001 

 
<0.001** 

 
<0.001** In competent 23 46 2 4 2 4 17 68 25 100 25 100 

Not done 2 4 0 - 0  6 24 0 - 0 - 

 Assessment patient for 

relief of pain 

Competent 3 6 47 94 47 94 6 24 0 - 0 - 

0.06 

 

<0.001** 

 

<0.001** In competent 27 54 3 6 3 6 9 36 23 92 23 92 

Not done 20 40 0 - 0 - 10 40 2 8 2 8 

 Use a 100 mm line 
Competent 1 2 44 88 44 88 3 12 0 - 0 - 

0.18 

 

<0.001** 

 

<0.001** In competent 29 58 6 12 6 12 14 56 21 84 21 84 

Not done 20 40 0 - 0 - 8 32 4 16 4 16 

 Ask patient to mark 

their level of pain 

Competent 2 4 47 94 47 94 2 8 0 - 0 - 
0.6 

 

<0.001** 

 

<0.001** In competent 27 54 3 6 3 6 11 44 18 72 18 72 

Not done 21 42 0 - 0 - 12 48 7 28 7 28 

o b e i k a n d l . c o m
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Cont. comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice 

about secondary assessment.   

 
** 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       

 

 

  

 

 

 

 

Item          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 

History, Head to toe assessment 

A. Obtain the history 

using (SAMPLE) 

scale 

Competent 0 - 50 100 46 92 0 - 0 - 0 - 
<0.001** 

 

 

<0.001** 
 

 
<0.001** 

 
In competent 46 92 0 - 4 8 14 56 22 88 22 88 

Not done 4 8 0 - 0  11 44 3 12 3 12 

B. Perform detail head to 

toe assessment 

Competent 0 - 50 100 50 100 1 4 0 - 0 - 

0.018 

 

<0.001** 

 

<0.001** In competent 45 90 0 - 0 - 16 64 15 60 15 60 

Not done 5 10 0 - 0 - 8 32 10 40 10 40 

o b e i k a n d l . c o m
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Cont. comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice 

about secondary assessment.   

Item          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  ( head to toe assessment) 

Head and face 

 Inspect and palpate 

skull 

Competent 0 - 45 90 44 88 2 8 1 4 1 4 

0.002** 

 

<0.001** 
 

 
<0.001** 

 
In competent 44 88 5 10 6 12 13 52 16 64 16 64 

Not done 6 12 0 - 0 - 10 40 8 32 8 32 

 Check eyes 

Competent 0 - 43 86 43 86 0 - 1 4 1 4 

0.004** 

 

<0.001** 

 

<0.001** In competent 43 86 7 14 7 14 14 56 16 64 16 64 

Not done 7 14 0 - 0 - 11 44 8 32 8 32 

 Check nose and ears 

Competent 0 - 42 84 42 84 0 - 1 4 1 4 

<0.001** 

 
<0.001** 

 
<0.001** In competent 45 90 8 16 8 16 12 48 16 64 16 64 

Not done 5 10 0 - 0 - 13 52 8 32 8 32 

 Assess oral mucus 

membrane 

Competent 0 - 46 92 46 92 2 8 1 4 1 4 

0.001** 

 

<0.001** 

 

<0.001** In competent 42 84 4 8 4 8 11 44 16 64 16 64 

Not done 8 16 0 - 0 - 12 48 8 32 8 32 

 Recheck mouth for  

airway obstructions 

Competent 0 - 45 90 45 90 1 4 1 4 1 4 

0.006** 

 

<0.001** 

 

<0.001** In competent 41 82 5 10 5 10 12 48 16 64 16 64 

Not done 9 18 0 - 0 - 12 48 8 32 8 32 

o b e i k a n d l . c o m
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Cont. comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice 

about secondary assessment.   

Item          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  ( head to toe assessment) 

Chest 

 Inspect and palpate for 

DCAP-BTLS 

Competent 0 - 44 88 42 84 1 4 1 4 1 4 

0.12 

 

<0.001** 
 

 
<0.001** 

 
In competent 47 94 6 12 8 16 20 80 20 80 20 80 

Not done 3 6 0 - 0 - 4 16 4 8 4 8 

 Inspect and palpate for 

signs of discomfort 

Competent 0 - 41 82 41 82 2 8 1 4 1 4  
<0.001** 

 

<0.001** 

 

<0.001** In competent 45 90 9 18 9 18 10 40 11 44 11 44 

Not done 5 10 0 - 0 - 13 52 13 52 13 52 

 Auscultation breath 

sound 

Competent 1 2 37 74 37 74 1 4 1 4 1 4  
<0.001** 

 
<0.001** 

 
<0.001** In competent 41 82 13 26 13 26 7 28 10 40 10 40 

Not done 8 16 0 - 0 - 17 68 14 56 14 56 

Abdomen 

 Inspect and palpate for 

DCAP-BTLS 

Competent 0 - 47 94 47 94 0 - 0 - 0 -  
<0.001** 

 

<0.001** 

 

<0.001** In competent 48 96 3 6 3 6 15 60 16 64 16 64 

Not done 2 4 0 - 0 - 10 40 9 36 9 36 

 Palpation for all four 

quadrant 

Competent 0 - 45 90 45 90 1 4 0 - 0 -  
<0.001** 

 

<0.001** 

 

<0.001** In competent 43 86 5 10 5 10 8 32 16 64 16 64 

Not done 7 14 0 - 0 - 16 64 9 36 9 36 

o b e i k a n d l . c o m
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Cont. comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice 

about secondary assessment.   

Item          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  ( head to toe assessment) 

Pelvic/ Genitourinary 

 Inspect and palpate for 

DCAP-BTLS 

Competent 0 - 46 92 46 92 0 - 0 - 0 - 

0.037 

 

<0.001** 
 

 
<0.001** 

 
In competent 48 96 4 8 4 8 20 80 20 80 20 80 

Not done 2 4 0 - 0 - 5 20 5 20 5 20 

 Palpate pelvic for 

tenderness, crepitus  

Competent 0 - 42 84 42 84 1 4 1 4 1 4 

0.001** 

 

<0.001** 

 

<0.001** In competent 43 86 8 16 8 16 11 44 19 76 19 76 

Not done 7 14 0 - 0 - 13 52 5 20 5 20 

Shoulder and Extremities 

 Inspect and palpate for 

DCAP-BTLS 

Competent 0 - 45 90 45 90 0 - 0 - 0 - 

<0.001** 

 
<0.001** 

 
<0.001** In competent 49 98 5 10 5 10 13 52 18 72 19 76 

Not done 1 2 0 - 0 - 12 48 7 28 6 24 

 Assess sensory and 

motor function  

Competent 0 - 42 84 42 84 0 - 0 - 0 - 

0.005** 

 

<0.001** 

 

<0.001** In competent 44 88 8 16 8 16 15 60 18 72 19 76 

Not done 6 12 0 - 0 - 10 40 7 28 6 24 

o b e i k a n d l . c o m
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Cont. comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice 

about secondary assessment.   

** Highly statistical significant difference (P ≤ 0.001)      

 

  

 

Item          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  ( head to toe assessment) 

Inspect posterior surface 

 Maintain cervical 

spine stabilization 

Competent 0 - 42 84 41 82 0 - 0 - 0 -  

<0.001** 
 

 

<0.001** 
 

 
<0.001** 

 
In competent 46 92 8 16 9 18 12 48 13 52 13 52 

Not done 4 8 0 - 0 - 13 52 12 48 12 48 

 Inspect posterior 

surfaces 

Competent 0 - 44 88 44 88 0 - 0 - 0 -  

0.001** 

 

<0.001** 

 

<0.001** In competent 40 80 6 12 6 12 10 40 16 64 16 64 

Not done 10 20 0 - 0 - 15 60 9 36 9 36 

 Palpate posterior 

surfaces 

Competent 0 - 43 86 43 86 1 4 0 - 0 -  
<0.001** 

 
<0.001** 

 
<0.001** In competent 43 86 7 14 7 14 10 40 11 44 11 44 

Not done 7 14 0 - 0 - 14 56 14 56 14 56 

o b e i k a n d l . c o m
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Comparison between two groups pre, post, and two months post program regarding new graduated nurses' practice 

about communication and interpersonal relationship.   

Communication and interpersonal 

relationship 

         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 

 Create  environment of 

acceptance 

Competent 0 - 47 94 46 92 92 - 0 - 0 - 

**030.0 

 

<0.001** 
 

 
<0.001** 

 
In competent 41 82 3 6 4 8 8 60 16 64 47 68 

Not done 9 18 0 - 0 - - 40 9 36 4 32 

 Introducing self and 

role 

Competent 0 - 47 94 46 92 92 - 0 - 0 - 

030 

 

<0.001** 

 

<0.001** In competent 30 60 3 6 4 8 8 68 18 72 44 72 

Not done 20 40 0 - 0 - - 32 7 28 7 28 

 Be aware of nonverbal 

cues 

Competent 0 - 47 94 44 88 88 - 0 - 0 - 

1 

 
<0.001** 

 
<0.001** In competent 40 80 3 6 6 12 12 80 20 80 20 80 

Not done 10 20 0 - 0 - - 20 5 20 6 20 

 Explain purpose of 

interaction 

Competent 0 - 50 100 48 96 96 - 0 - 0 - 

0000 

 

<0.001** 

 

<0.001** In competent 18 36 0 - 2 4 4 64 16 64 47 68 

Not done 32 64 0 - 0 - - 36 9 36 4 32 

 Possesses the ability to 

communicate clearly 

Competent 0 - 49 98 48 96 96 - 0 - 0 - 

0300 

 

<0.001** 

 

<0.001** In competent 46 92 1 2 2 4 4 72 18 72 44 72 

Not done 4 8 0 - 0 - - 28 7 28 7 28 

 Use question carefully 
Competent 0 - 47 94 45 90 90 - 0 - 0 - 

**03000  

 

<0.001** 

 

<0.001** In competent 45 90 3 6 5 10 10 64 17 68 47 68 

Not done 5 10 0 - 0 - - 36 8 42 4 32 

 Allow suffient time to 

answer 

Competent 0 - 49 98 49 98 98 - 0 - 0 - 

03.0  

 
<0.001** 

 
<0.001** In competent 35 70 1 2 1 2 2 68 17 68 47 68 

Not done 15 30 0 - 0 - - 32 8 32 4 32 

o b e i k a n d l . c o m
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Cont. comparison between two groups pre, post, and two months post program regarding new graduated nurses' 

practice about communication and interpersonal relationship.   

Communication and interpersonal 

relationship 

         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 

 Adjust the amount of 

time . 

Competent 0 - 48 96 47 94 0 - 0 - 0 - 

0300 

 

<0.001** 
 

 
<0.001** 

 
In competent 47 94 2 4 3 6 20 80 22 44 22 44 

Not done 3 6 0 - 0 - 5 20 3 42 4 42 

 Uses good listening 

skills 

Competent 0 - 47 94 47 94 0 - 0 - 0 - 

03.0 

 

<0.001** 

 

<0.001** In competent 44 88 3 6 3 6 20 80 23 62 24 62 

Not done 6 12 0 - 0 - 5 20 2 4 2 4 

 Encourage patient to 

ask at any time  

Competent 0 - 48 96 46 92 0 - 0 - 0 - 

0310 

 
<0.001** 

 
<0.001** In competent 30 60 2 4 4 8 19 79 18 72 44 72 

Not done 20 40 0 - 0 - 6 28 7 28 7 28 

 Make fast strong 

decision making skills 

Competent 0 - 48 96 48 96 0 - 0 - 0 - 

0310 

 

<0.001** 

 

<0.001** In competent 43 86 2 4 2 4 18 72 18 72 44 72 

Not done 7 14 0 - 0 - 7 28 7 28 7 28 

 Communicate verbally 

and writing all 

information 

Competent 0 - 47 94 46 92 0 - 0 - 0 - 

03000 

 

<0.001** 

 

<0.001** In competent 49 98 3 6 4 8 19 79 15 90 46 90 

Not done 1 2 0 - 0 - 6 28 10 80 40 80 

 Providing feedback 
Competent 0 - 48 96 46 92 0 - 0 - 0 - 

030 

 

<0.001** 

 

<0.001** In competent 34 68 2 4 4 8 16 98 16 64 49 64 

Not done 16 32 0 - 0 - 9 49 9 36 6 36 

 Summarizes  what was 

discussed during the 

interaction 

Competent 0 - 49 98 48 96 0 - 0 - 0 - 

030 

 
<0.001** 

 
<0.001** In competent 34 68 1 2 2 4 18 72 18 72 44 72 

Not done 16 32 0 - 0 - 7 28 7 28 7 28 

o b e i k a n d l . c o m
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Cont. comparison between two groups pre, post, and two months post program regarding new graduated nurses' 

practice about communication and interpersonal relationship.   

Communication and interpersonal 

relationship 

         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 

 Demonstrates interest  

with the patients  

Competent 0 - 48 96 47 94 0 - 0 - 0 - 

030 

 

<0.001** 
 

 
<0.001** 

 
In competent 42 84 2 4 3 6 18 72 18 72 44 72 

Not done 8 16 0 - 0 - 7 28 7 28 7 28 

 Clarifies unclear 

physician orders  

Competent 0 - 47 94 47 94 0 - 0 - 0 - 

0300 

 

<0.001** 

 

<0.001** In competent 46 92 3 6 3 6 19 79 18 72 44 72 

Not done 4 8 0 - 0 - 6 28 7 28 7 28 

 Utilizes resources 

available with hearing 

impaired individuals 

Competent 0 - 49 98 49 98 0 - 0 - 0 - 

0.001** 

 
<0.001** 

 
<0.001** In competent 5 10 1 2 1 2 11 88 11 88 44 88 

Not done 45 90 0 - 0 - 14 69 14 69 48 69 

 Participates in the 

process of patient 

education 

Competent 0 - 47 94 47 94 0 - 0 - 0 - 

0300 

 

<0.001** 

 

<0.001** In competent 47 94 3 6 3 6 20 80 20 80 20 80 

Not done 3 6 0 - 0 - 5 20 5 20 6 20 

 Promote good  

communication skills 

Competent 0 - 46 92 45 90 0 - 0 - 0 - 

03010 

 

<0.001** 

 

<0.001** In competent 49 98 4 8 5 10 20 80 20 80 20 80 

Not done 1 2 0 - 0 - 5 20 5 20 6 20 

 Document all reports 

and records 

Competent 0 - 47 94 46 92 0 - 0 - 0 - 

0300 

 

<0.001** 

 

<0.001** In competent 48 96 3 6 4 8 21 48 20 80 20 80 

Not done 2 4 0 - 0 - 4 49 5 20 6 20 
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Correlation between total knowledge score and year of experience.   

 

 

 

 

Correlation between total knowledge score and triage training. 

 

 

 

 

 

Knowledge 

Study group Control group 

Pre  Post After 2m Pre  Post After 2m 

No % No % No % 

 

No % No % No % 

Year of experience   

Poor             

 1-<4years 50 100.0 ….. ….. ….. ….. 24 96.0 24 96.0 24 96.0 

 4-<5years ….. ….. ….. ….. ….. ….. 1 4.0 4 4.0 4 4.0 

Very Good    ….. ….. …..       

 1-<4years ….. ….. 50 100.0 50 100.0 ….. ….. ….. ….. ….. ….. 

 4-<5years ….. ….. ….. ….. ….. ….. ….. ….. ….. ….. ….. ….. 

Knowledge 

Study group Control group 

Pre  Post After 2m Pre  Post After 2m 

No % No % No % 

 

No % No % No % 

Previous triage training in emergency department 

Poor             

Previous education 45 90.0 ….

. 
….. ….. ….. 20 80.0 20 80.0 20 80.0 

Practiced triage in ED  5 10.0 ….

. 
….. ….. ….. 5 20.0 5 20.0 5 20.0 

Very  Good             

Previous education ….. ….. 45 90.0 45 90.0 ….. ….. … ….. …. ….. 

Practiced triage in an 

ED 

….. ….. 5 10.0 5 10.0 ….. ….. … ….. …. ….. 
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 الملخص العربى

 المقدمة:

الد  تقدديم الراايدا الفوريدا تم تصميمه ل ,اتالمستشفيمن أهم وحدات  قسم الطوارئيعتبر 

يدو  للمرىد  الد ين يعدامون مدن ت دابات حداك  ومد ل  المرىد  ال فد ن سدااا أربع واشدرومدار 

خددت  رئ  قسددم الطددوا تلدد زاك ادددك المرىدد  الدد ين يصدلون  قدد الحيددا  ذوى المشدلاتت التدد  ت دددك 

لنظدا  تقيديم وتصدني  قدد اكى ذلد  الد  ايحتيدا  و  فد  مميدع أمحدال العدالم السنوات القليلا الماىيا

  وي دد  مظددا  الفددرز فدرز أو تصددني  المرىدد وهددو مدا يعددر  ب المرىد  وفقددا لرطدور  حددايت م

سد  فد  الفعا  أن المرىد  الد ين يبحندون ادن الراايدا فد  حدايت الطدوارئ يتلقدوا ايهتمدا  المنا

الملاان المناس  مع تددخ  اتمد  سدريع وتاطداا م ايولويدا فد  العدت  بردع النظدر ادن ترتيد  

  و ول م تل  المستشف  

 الدراسة: هدف

لتحديدددد تدددطبير تطبيدددا مفدددالات التددددري  الددد  الممرىدددات  هددد ل الدراسدددا أمريددد وقدددد  

 . المتررمات حدينا ال  تصني  المرى  ف  مستشف  الطوارئ

 ةمكان الدراس

قسم   وم ل  المنصورمامعا –ايستقبا  بمستشف  الطوارئ بقسم  وقد أمري  ه ل الدراسا

  الطوارئ بمستشف  طلرا المرمزى 

 عينة الدراسة

  يقددمن التتدا الد  مد  الممرىدات المتررمدات حددينا احتوت ه ل المجمواد : لدراسةامجموعة 

 (  01ومان ادكهم ) نصور  مامعا الم–بمستشف  الطوارئ  المباشر  للمريع الراايا

  يقددمن التتداحتوت ه ل المجمواا ال  م  الممرىدات المتررمدات حددينا  : المجموعة الحاكمة

 (  50ومان ادكهم ) ف  قسم الطوارئ بمستشف  طلرا المرمزىالراايا المباشر  للمريع 
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 استرد  بتبا أكوات لجمع المعلومات الرا ا بالدراسا : أدوات البحث

تم تطويرها بواسطا الباحد  :  " المرضى طريقة تصنيفاستبيان لمعرفة " الأولى: ةالأدا  0

و تشدتم  ,  ايسدتقبا  قسدمب  تصني  المرىد حو   ممرىات الطوارئواستردم  لتقييم 

وقدد اسدتردم  هد ل ايكا  بدتا مدرات )  سداا  50واددكها   متعددكمدن اختيار أسئلا ال  

 هد ل ايكا لتنفي  البرمامج , بعد ش رين من تنفيد  البرمدامج(  , بم مباشر   قب  تنفي  البرمامج

تددطمين )  ايسددتقبا قسددم   فدد  تصددني  المرىدد طريقددا لمجددايت رايسدديا  خمسددا ترطدد 

  (التقييم ايول  والناموى,طريقا التصني  , النظر  الحرما , المريع والبيئا المحيطا با 

 امشالتم  "لتصنيف المرضى الفعلية التمريضية ممارساتالاستمارة تقييم " : الثانية الأداة  5

قسدددم   فددد  المرىددد  طريقدددا فدددرز حدددو ممرىدددات الطدددوارئ ايكا  لقيددداف مفدددالات  هددد ل

, بدم مباشدر  لتنفيد   قبد  تنفيد  البرمدامج, وقد استردم  ه ل ايكا  بدتا مدرات )  ايستقبا 

  مجددايت رايسدديا اخمسدد ترطدد  هدد ل ايكا  , بعددد شدد رين مددن تنفيدد  البرمددامج(   البرمددامج

,التقيديم ايولد  طريقدا التصدني  , النظدر  الحرمدا تطمين المريع والبيئدا المحيطدا بدا , )

  (والناموى

أبندال امليدا الفدرز وقدد اسدتردم   استمارة تقييم ممارساات التوالاا الفعاا  الثالثة: الأداة .3

رمدامج , بعدد شد رين مدن , بدم مباشدر  لتنفيد  الب قب  تنفي  البرمامجه ل ايكا  بتا مرات ) 

 تنفي  البرمامج(

 طريقة الدراسة

 تم إجراء هذه الدراسة على أربع مراحا:

تقيدديم معلومددات ممرىددات قددا  الباحدد  ب : والتدد  مددن ختل ددا "مرحلااة التقياايم"المرحلااة الأولااى 

ىدات الممر ومفالاتممارسات تقييم تم م ل  باستردا  ايكا  ايول    و طريقا الفرزان  ايستقبا 

توا دد  الفعددا  بددين لطريقددا ال أخيددرا تقيدديم الباحدد و ايكا  الناميددا باسددتردا  طريقددا التصددني حددو  

  النالنا ايكا   باستردا  أمري والت  لمرى  واااتت م ا

طريقدا خت  ه ل المرحلا قا  الباح  بإاداك برمامج مصمم ادن :  : مرحلة الإعداد المرحلة الثانية

وام  متي  للفريا التمريض  وتم ترمما اللاتي  تلد  اللردا العربيدا  وتدم  لمرى  الطوارئ الفرز

الد  معلومدات  ورمز ه ا البرمامج  هيئا التمريع شرح الررض من الدراسا لإكار  المستشف  بم 

خا ا بدالفرز مند  تعريد  الفدرز , أهميدا الفدرز ,مراحد  امليدا الفدرز , أمظمدا الفدرز , مداهتت 
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التقيدديم ايولدد  والندداموى لمرىدد  طريقددا   بينمددا رمددزت الجلسددات العمليددا الدد  ممرىددا الفددرز

 الطوارئ بمستشف   ايستقبا ف  قسم وم ارات ايتصا   الطوارئ

مد  أسدبو   أسابيع بمعد  ملسدتين خمساتم تنفي  ه ا البرمامج ف  : مرحلة التنفيذ:  المرحلة الثالثة

  وخدت  مد  ملسدا اسدترد  الباحد     مدار ايسدبو كقيقا ال 61تل   01وم  ملسا تستررق من 

 الجزل العمل  وتدريب م اليه  امرالوتم  ,, مومز  وواىحا ملمات بسيطا

البرمدامج  تنفيد  قبد  تطبيدا البرمدامج ومباشدر  بعددوقد تم التقييم : مرحلة التقييم:  المرحلة الرابعة 

  ايسددتقبا  لتقيدديم معلومددات ممرىددات وبعددد مددرور شدد رين مددن التنفيدد  باسددتردا  ايكا  ايولدد  

 مظدا  الفدرزلتطبيدا ممرىات ايسدتقبا  لتقييم م ارات وممارسات  والنالنا  واستردا  ايكا  الناميا

, ومقارمتده    وبمقارما النتااج الرا ا بالممرىات قب  تنفي  البرمامج ببعدد التنفيد  مباشدر للمرى 

مفدالات التددري  الد  الممرىدات المتررمدات حددينا الد   تطبيدا تطبير لتقييم ببعد التنفي  بش رين

 . تصني  المرى  ف  مستشف  الطوارئ

 أسفرت النتائج على ما يلي: وقد .1

 فيمدا     ,وقد أوىح  الدراسا أن هناك فدروق ذات كيلدا تحصداايا االيدا بدين المجمدواتين

النظدر  بدا ,  تدطمين المدريع والبيئدا المحيطدا يتعلا بمعلومات ممرىات ايستقبا  حدو  

مددا قبدد  تنفيدد  البرمددامج وبعددد تطبيددا  التقيدديم ايولدد  والندداموى ,طريقددا التصددني , الحرمددا 

 البرمامج مباشر  وبين ما قب  تنفي  البرمامج وبعد تطبيقه بش رين  

 فيمددا يتعلددا بددين المجمددواتين   االيددا فددروق ذات كيلددا تحصدداايا وأيضددا قددد تبددين أن هندداك

النظدددر  تدددطمين المدددريع والبيئدددا المحيطدددا بدددا ,  تقبا  حدددو  بممارسدددات ممرىدددات ايسددد

مددا قبدد  تنفيدد  البرمددامج وبعددد تطبيددا  ,التقيدديم ايولدد  والندداموىطريقددا التصددني  , الحرمددا

  البرمامج مباشر  وبين ما قب  تنفي  البرمامج وبعد تطبيقه بش رين 

  فيمدا يتعلدا واتينبدين المجمد االيدا فدروق ذات كيلدا تحصدااياأوىح  الدراسا أن هناك 

ومددد ان هندداك قددد  . (33)الدرجااة الكليااة  لمعلومددات ممرىددات ايسددتقبا  الدرمددا اللاليدداب

بعدد تطبيدا البرمدامج مدا فد  الفتدر    بالنسدبا لمجموادا الدراسدا تحسن ف  مستوى المعرفدا

بالنسددبا   ,1.23±37.1.و 1.23±37.1 التددوال الدد   وبعددد تطبيقدده بشدد رين باشددر م

فدد  الفتددر  مددا بعددد تطبيددا   ومددد ان هندداك قلددا فدد  مسددتوى المعرفدداقددد ممددا للمجمواددا الحا

 .±7.3±13.37 و 1.23±±±.13 .   التوالال  البرمامج مباشر  وبعد تطبيقه بش رين 
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  فيمدا يتعلدا بدين المجمدواتين االيدا فدروق ذات كيلدا تحصدااياأوىح  الدراسا أن هناك 

)الدرجااة الكليااة  ممرىددات ايسددتقبا لات بتقيدديم م ددارات ومفددا الرا ددا الدرمددا اللاليدداب

مدا قبد  تنفيد   بالنسدبا لمجموادا الدراسدا ومدد ان هنداك قلدا فد  مفدال  التددري قد  . (1±3

بعد تطبيا  بالنسبا لمجمواا الدراسا  بينما زاكت كرما اللافال  3±.1±1±.21.البرمامج 

   1±.7±7±.±13 و 71.±±133.3 البرمامج مباشر  وبعد التطبيا بش رين ال  التوال  

 التوليات:

 :وفيما يلي التوليات الرئيسية التي تولى بها الدراسة

  تدري  ممرىات ايستقبا  ال  ميفيا تصني  المرى  وذل  لتحسدين م دارات ومفدالات

 بااتبارها محورا م ما لتحسين الجوك  ايستقبا الممرىات ف  قسم 

   أسددترداما مدددلي  أرشدداكى لممرىددات  رشدداكى حددو  امليددا الفددرز ليددتمايلاتيدد  ال اسددتردا

 ايستقبا  

  تصني  مميع مرى  ايستقبا  بطريقا فعالا لزياك  مفال  وفعاليا قسم الطوارئ 

  موا لا تقييم فااليا البرمامج التدريب  ال  معلومات وممارسات ممرىات ايستقبا. 

   وااالت موالمرى   بين أاضال الفريا الطب التطميد ال  أهميا التوا   الفعا  

    تصني  غر  المرى  وفقا لرطور  حايت م 

  رمز مزيد من البحوا ال  تقييم متااج المرى  بعد تنفي  الفرز المناس  ميج  أن 
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