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AIANOIH

= AIANOTH (TRIAGE): armo to yaAAwko pripa Trier mou onuaivel SLaAEYyw — Ta&LVouw

» 2TO XWPO TNG Lyelac €xeL TNV €vvola tn¢ dtadkaoiog kabBopLlopol TNE MPOTEPALOTNTOG
QVTLLETWTILONG KoL Beparmeiag moAAwv aoBevwy, oL omtoiol {NTouv ppovtida TavToxpova

» Alodikaoia agloAdynong, LE CUYKEKPLUEVEC KALOKEC TTou Bacilovtal otnv aéloAoynon
(WTLKWV TIOPAUETPWY KOl OUUTTTWUATWY, Ttou StaBadpuilel mpotepaloTNTEC Kol TAELVOUEL
TOouC aloBeveic cUUPwWvA PE TN coBapPOTNTA TOU TPAULATIOMOU N TNG VOOOU, TNG
NPOYVWONC Kat TNC SLaBeouotnTag TV Mopwv

Get the right patient to the right place at the right time with the right care provider




I2TOPIA

Larrev’'s “Flving \mbulance”



I2TOPIA

* O John Wilson, x/6¢ tou Bpetavikou
VOUTLKOU, ETINPEACHEVOC ATIO TNV
EUTELPLO TOU OTNV Vo payiot Tou
NaBapivou to 1827, cuvelocedepe
oTtnv Lotopia tn¢ StaAoyncg to 1846
KOTATAOOOVTOC TOUC TPAULLOTLEC O€
TPELC Katnyopiec: eAadpad — BapEwg
— Oviiokovteg, Btovtac tn Bdaon yla
TIEPOALTEPW OLOXWPLOUO 0TO cUCTNUOL
SLaAoyNn¢
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2TOPIA

Effects of Medical "Triage" in Hospital Emergency Service:
Yale Studies in Ambulatory Medical Care
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he triage system was first implemented i
hospitals in 1965 when Weinerman et al
published a systematic interpretation of
civilian emergency departments using
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NEPIEXOMENA

EOHMEPIZ THZ KYBEPNHZEQZ ANO®AZEIZ

THS EAAHNIKHS AHMOKPATIAS Dp?c&vm@, TPOMoOC _?':EITDLJ pyilac kat :::rTEJ:?xé}{mmq TWWV
Tunuatwyv Emeswyovtwy MNMepioTtatikwy (T.ETL) Twwv
TEYXOXZ AEYTEPO Ap. ®UAAou 874 -
50 Map~ion 2012 MNOCOKOMELWWY TOU E. Y e et e e s mevn s e s e e

3. H xwpotaéia tou TEM e€aptatal amno tov aplOpod twv acBevwyv Toug omoiloug eEUTINPETEL, TG NUEPEC ednUEpLOC
TOU, TO TIPOCWTILKO TIOU aTtAloXOAEL, TOV EEOTTALOUO TIou SLaBETEL, TNV opyavwTkA Tou doun Kot Suvatotnteg. Q¢
£K TOUTOU O BAOLKOG XWPOTAELKOG oXeSLoAC¢ kKaOe TEM mepldapPavel (xwplc va rmeplopiletal og auTa):

e Yrtoboxn — MNpappateia - Atahoyn

e AiBouoa avapovnc - Xwpog EVUEPWONEC CUYYEVWV

e AiBouoa Avalwoyovnong

e E¢staotnpla — AiBouoa yuou

e AlBouoa eAdcoovoc TpalaToC (LKPO XELpoupyELD)

* OaAapol Bpaxeioac voonAeiag

* XwpocC amopovwong LOAUCUATIKWY a.oBevwv

e AKTIVOAOYLKO Kall BlortaBoAoywko Epyaotriplo

* Xwpoc¢ amoAUpavong eKTeOELEVOU ATOUOU

* XwPOoC aVATIOLUONG TIPOCWTTLKOU

e [padeia - ATtobnkeg
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3 NMNEPIEXOMENA
EOHMEPIZ THZ KYBEPNHZEQ2 ATIOPAZEIZ

TH= EAAHNIKHE AHMOKPATIAS Opydavwor, TPOTo G AsIToupyiag Kal OTEAEXWONG TwV
’ Tunuarwv Enewyovtwyv Mepiotatikwy (T.ET) Ttww
TEYXOZ AEYTEPO Ap. ®GAAou 874 NOGOKOMEIDV TOU E-3¥ oo

20 MapTiou 2012

«9. Anuioupyeital gta TEI xwpo¢ diaAoyNE aToV OTT0I0 UTTOOEXOVTAI TOV a0BEV EIOIKEUUEVOI
|ATPOI KAl VOONAEUTPIEC VIA APECN AVTIMETWITTION TTEPQIOTATIKWYV MPY Kal avaAoya Ue T
BapuTtnTa TNC KATACGTAONC TOU TOV KATEUOUVOUV oTouC Xwpoug Tou T.E.M.. Or atrelAnTIKES yia
TN (WN KAl UTTEPETTEIYOUTEC KATAOTAOEIC AVTIMETWTTICOVTAI AUECA OTNV aiBouoa
avalwoyovnonc. O1 aocBeveic ue coPapd TpoBARuaTa aAAG o€ 0TaBEPH KATAOTACN
avTigeTWTTICOVTAI 0TOUC BaAdpouc getaoncg Tou T.E.MM.»




THX KYBEPNHXEQX

THX EAAHNIKHYX AHMOKPATIAX

30 louviou 2020 TEYXOX

AMOQAZEIZ
Ap1ByL. T6a/T.11.39226

KaBoplopocg dradikaaoiag yia tn Afjyn s1dikotnrag
a) «Emeiyovoacg kal Evtatikric NoonAsuTiKRG»,
B) «NoonAsuTikrc Anudoiag Yysiag/KovoTikig
NoonAsUTIKHC».

* ApBpo 8

JKOTIOC TNG eldLkOTNTAC Elval N BewpnTikn Kol
epoappoopevn KAWVLIKN ekrtaideuon voonAevtwy
o€ Bgpata EELOIKEVUEVNC OVTLUETWTILONG
ATOUWV HE O, ETElyovVTA KOL OTTELANTLKA YLaL TN
{wn npoPAnNpata vyelac. EmutAgov n avantuén
KPLTLKAC OKEWYNC Kol KAWLIKWV de€lotnTtwy, Tou Ba
eTLTPEPOUV OTOUG VOONAEUTEC va. PEPOUV OE
TEPOC TNV EMElyovoa voonAeuTik aéloAoynon,
avaAuon, dtayvwon, mapeuBaon kot aéloAdoynon
QTTOTEAECATWY TOOO OTO MAALOLO OPYAVWUEVWV
Hovadwyv emelyouoac Kal EVTATLKAC voonAeiag
000 KoL o€ AAAeG SouEC TTapoxNC dpovTidag
UYELOC YLOL ATOUO LE OEEQ KL KpLloLpaL
npoPAnuata vyeiag.



Movaber Anewdvionc

SaAxpog
aropiovong

Xwpotatio

Bhaypog | =) Nisong

7

Auchoyr

lpoppateua

Fast track

Hello murse

AcBevel; ESI-4 /5

Avalwoydvneon
AcBevelc ESI- 1

Mowaba

| Napaxolovdnong

AcBeveic ESI - 2

Ehaooov Tpalpa -

Eferactipua
AcBeveic ESI- 3

XQPO2 AIAAOIH2

H eAdaxwotn amodektn) €ktaon tou latpeiou
Atadoync elvatl ta 16m?. H eAdyiotn amodekth
g€ktaon tou latpeiov AlaAoyng ouvduaoTIKA
pnall pe tnv Ymodoyxn umoAoyiletal os 1.8m?
ava 1.000 mpooeAevoel aoBevwy ava £T10g,
EVW ovuotnvetal n unapén evoc latpeiov
Awodoynnic oto TEMN vy «kaBes 10.000
NMPOoeAEVOELG aoBEVWVY ava £T0C



2TOYOoL TNC AlaAoync

KaBoplopocg touv KatdAAnAou xwpou
napoxn¢ dpovtidag

AleukoAuvaon NG ponc Twv acBevwy Mapoxn eKTiLNONG KoL EMAVEKTIUNONG OTOUG
KOLL anod)uvr‘l GUVU)O'TLO'LJ.Ol') oto TEN aoBeveic ou ELO'épXOVTal KOlL OE QUTOUG

TIOU €lval € avapovn
Noapamounn acBsvwv

EvnuEpwaoN Kol KABNOUXOOUOC TwV a.cBevwy

Kol cuvodwv

OPITANQZH KAI AEITOYPIIA TOY TEI 2020-2021 E. NoAv{wyomnovAou, I Kwotonavayiwtou



AIAANOTH 2TO TETT

AcBeveic ou Slakopifovtal R mpooépyovtal ota TEM dAAwWY Xwpwv:
e 10% - 20% €xeL MPAYLATL EMELyoVTA TTPoBARpATA

* 60% autoxapaktnpilovtal oav eneilyovta Kol LETA oo pio adpr KAWVLKN A Ko
oTOLXELWON EPYOOTNPLOKA EKTLUNON TIAPATIEUTTOVTAL, OTO OVTLOTOLXO ELOLKO TUNMA YL
LaTPLK) CUBOUAN N yLa tpwtoBabuia ppovtida

e 30% xpnleL MEPALTEPW LATPLKAC EKTLLNONCG N KoL TTapEUPOONC OE XPOVO OXL AUECO, TTOU
UItopel val TTOLKIAEL arto Alya AETTTA LEXPL WC MEPLKEC WPEC avAAoya TNV pon TwV
TIEPLOTATLKWY KOl TNV EKTLHWHEVN BapUlTnTa TNE MEPLTTWONG



AIAANOIH 2TO TETT

Ta MTOOOOTA AUTA TTOLKIAOUV ATIO TNV Mia Xwpa otnv aAAn kot StadpEpouv oAU otnv EAAGdQ:

AuénUéEvn cuXVOTNTO TWV OTUXNUATWY KoL KUPLWE Twv Tpoxaiwv

OkovouLKN KAAUYPN TwV 00PAALOHEVWY A0 TOUG AoHOALOTIKOUG TOUG GOPELG yLaL TLG
SLAYVWOTLKEG Kol OeparmeUTIKES OLOOLKAOLEC TTOU TIPOYLLOTOTIOLOUVTOIL OTO VOCOKOLLELO

EUKkoAN Ko xwpic EAeyxo mpooduyn Twv acBevwy 0TO VOGOKOUELD

AVETIOPKNG AEL‘EOUpéLOL NG npwtoPabutag ppovtidag vyeiag (avadepeTat OTL Eva TOCOOTO TTAVW
artd 1o 40% twv acBevwy Tou pocgpyovtat ota TEM tng xwpag pag Ba prmopovoav va
QVTLUETWTILOTOUV O€ MpwTtoPfabpLo eninedo)

Aduvopio Twv EMOPXLOKWY VOCOKOUELWVY VOl AVTLLETWTTI{OUV TouG aoBevei Toug pe eneiyovta
npofAnuata vysiog



AIAANOIH 2TO TET

" Kataxwpnon otolyeiwv (Registration)

= EOTLOON OTOL CUUITTWHATA YLO TAL OTtolaL
TPOCEPXETAL 0 ACOEVAC, 0TA KALVIKA EVPRMLOTO
000 KOl OTLC KATOOTAOELC TIOU araltoUVv AUEoN
$bpovtida

= ApXIKN ektipnon {wtikwv onueiwv (Vital Signs
Evaluation)

" Epappoyn MpwtokoAAwv Atadoync — entineda
Mpoteparotntac (Triage protocols — Priority
levels)

When exactly did this pain start?

= YUYV EMOVEKTIHNON TWV 0.00EVWV O AVOOVA



KaOe latpeio Atadoyng Ba mpemel HeTaty AAAwv va meptAapupavet:

® JUOKeEUN TtapakoAoUBNoNG {WTLKWV oNUEilwY - NAekTpokapdloypdidog
e E€etaotiko Ppopeio

e [padeio pe katdAAnAo e€OMALOUO

* [opoxEg oEuyovou Kal KEVOU

e TpoxnAato epodlacpevo Pe Ta amapaitnta GAapUaKa Kol aVOAWGCLUO

* AuUVATOTNTA UYLELVIC XEPLWV TIPOCWTTLKOU




AIAANOIH 2TO TETT

* OLTePUTATNTIKOL ACOEVELG TTOU TIPOCEPXOVTOL OTO VOGOKOLELD, KATAXWPOUVTAL 6TO HNTPWO acBevwv amod
TN ypaupoTeia, AapBavouv tnv atoutkn kapta acBevoug TEM, aglohoyouvtal oto xwpo Stahoyng amno
EKTIOLOEVLEVO TIPOCWTILKO KoL TaélvopouvTtal Kat tpowBouvtal avaloya HE TNV KATNYopLa ToU EMELYOVTOC.

* OuaobBeveig rou Slakopifovrtal pe acBevodopo kateuBuvovtal otig aibouvoeg avaiwoyovnong N

auénMevNg ppovtidag otav To AMALTEL N KATACTAON TOUG N AVTILETWITI(OVTOL OMIWE OL TEPLTATNTLKOL
aoBeveic.

e Katd tnv adién touc acbevouc otn Stadoyn:

» «Critical First Look» (ABCD)

> 'EAeyxog gta Aowwdn petadotikd voonpata (ypinn, covid, pupatiwon, pnviyyitida, avepoployid,
nopwtitda, thapd, xoAEpa, clostridium difficile Aotpwén, Loyeveic alpoppayikoi nupetoi kAn)
- HETPO MPOOTAOLAC - ALMOUOVWON

> 'EAey)oc yia £kBeon o€ xnukoUg, BloAoyikoug i} padlevepyoUs mapayovteg = HETPA MPOCTACIOG —
anoptavon/anoAvpavon



Breathing

Circulation

Disability

Exposure

B CDE

BREATHING CIRCULATION DISABILITY EXPOSURE

» BopuBwdnc avarmnvon (poxaAnto, youpyoupnto, NXOC METELVOU-
AQpUYYOOTIOOOG), CUPLYHOC, Bpayxoc dwvng, aduvapia opAlag,
aduvapio avamnvonc, anwAelo cuveidnong, oleAoppola

e SUoTvVoLQ, TTOLPATAON EKTTVONC, cupltTouca avarnvon, mapadoén
QVOTTIVOI), XPON ETKOUPLKWVY ELOTIVEUOTLKWY HUWYV, KUAVWON,
Bpadumvola, dmvola, ToxUTVoLO, EMNPEACHEVN LKAVOTNTA OLUALOG

e wxpotnta, d€ppa Puxpo, vypo, koAAwbdec, Yuxpn epibpwon,
TaxukapSia, akaTtdoxeTn aLpoppayia, TPLXOELSLKY EMavVATTARPWON

e §/xn emunedou ouveldnong, EMIANTITIKEG KPLOELG, omaopol

e AVPU scale (Alert — Verbal — Pain — Unresponsive), GCS (Glasgow
Coma Scale), GAP (Glusose — AVPU — Pupils)

e eEavOnua, MANYEC — TPOUUOTIOUOL - KAKWOELG, VKOV, oldnua,
gyKupooLvn

e Oeppuokpaocia



AIAANOIH — COVID 19

-
[ § ‘ | 2.1. Xwpoc Mahoyn; COVID-19 (e€wrepuk Swhoyq): ¢ kaBe TEM, elvon anapattnn 1 Snuoupyla

£16k00) ywpou Stakoync yue TV avayvwpton Twv UmomTy yia COVID-19 mepLoTamikiwy, 0 omoloc
MPEMEL vt BplokeTa exTac Tou ywpou tou TEM. H Giehoyn mpemeL v yivera mpw mv £loodo oto
TEN, ket ouykekpuyLéve oty eEwteplkr eloodo Tou voaokopelou (owlokoc). O owklokoc mpemel va
'ATIEN SleBeteL kamahhnhn edloe yio TV EvREPWON TV TpOoEPYOLEVLWY. O Ywpoc autag, omou Sev
R | , ( UMAPYEL T KTLpLatkn UmoBojin, 1 av o Uapywv owiokoc kplvera axaralhnAog (site Adyw
anogTean; and to TEN etce Aoyw axarahnhomTac Tou kripiou), umopel va Snjuoupyetmat ie
mpoowptvee Bopiec (my. oknvéc). Enlone yua v kahdrepn Suhoyn Ko Eykaipn aveyvwplon
(MOTTTWY KPOUOYATWY, CUTIVETEL Ve UMAPYEL Movo plat avouyTr looBoc yia T mpooeheuan
TV zoBeviov.t

EEEI: ETXEIPIAIO KATEYOYNTHPIQN OAHTIIQN TA TH AEITOYPTIA
TON TEI KATA TH AIAPKEIA THX MTANAHMIAZ COVID-19 (V1-09/04/2020)



AIAANOIH 2TO TETT

Muwa akpLBnc anodaon dtadoync eival peillovoc onpoaociag yla toug acBeveic, wote
va AdBouv tnv KatdAAnAn dpovtido oTov aVaEVOUEVO XPOVO

YUudwva pe tov Michael D. Christian (“Triage” Crit Care Clin. 2019) o urnteUBuvog
SLaAOYNC TIPETIEL VAL XEL TAL €N C XOLPOKTNPLOTLKAL:

EKTETOMEVN KALVIKA EUTtELpla
HyEeTLKA Y0P AKTNPLOTLKA
ATIOTEAEOUATLKN ETILKOWVWVIAL

EveAléia kata tnv AP n anodpacswv

O xpovoc Tou amaltel n dStadoyn og eva MepLOTATIKO dev Oa PETEL va EemepvAEL
Katd kKavova ta 10 Aemta



KAIMAKEZ -2Y2THMATA
AIANOIH2




A-IOAOTIH2H KAIMAKA2 AIAAOTIH2

Xpr]olu(')'[r]ta > EUKOAN otnv Katavonon, amAn otnv ebappoyn

H kAlpaka o pEmeL val LETPA AUTO yLa To omoio £xeL oxedlaotel SnAadn

EykupdtnTta TIPETIEL VAL LETPA TNV KALWVLKN EMElyouoca avaykn o€ avtiBeon pe cofapotnta
A TTOAUTTAOKOTNTA TNG A0BEVELAC 1] KATTIOLO AAAN TTTUXNA TNG TApouciaong N

ToU TePLPAaAAoOVTOC

AE,LOT[LGTiOL > Edappoyn aveédptntn amnod To VOonAEUTH I TOV LATPO TIOU EKTEAEL TO pOAO

KALVLKQ KPLTPLa, Vo BEATLOTOMOLOUV TO XPOVO LATPLKAG TTapEUBaonc Kal va

Ol anodaoelg Tn¢ Staloynic Ba mpemet va eival aVAAOYEC LUE OVTLKELUEVLIKA
AodaleLla
elval evaioBntec yia va cuAAaBouv meplotatikd vPnAng ofutntag




Entinedo  AoBeveic Twv onmolwv n kataotoon xpnleL Apueong 0
1 avalwoyovnong e mopoucia mapoyoviwy Tou ival AsTTTA
AKPWC aMeANTIKA Yo TNV {wn

Eninebo  Emeilyouca katdotaon otnv onoia o acBevng bev 10-15
, 2 Bpioketal og Apeco kivobuvo alAa Ba mpEmeL va Tou AeTTTd
2U otnuata b5060Uv oL mpwteg BorBeleg To ouvtopoteEpo duvato
OLaAoync
TT éVTE Entinedo  AoBeveic pe napoucia npofAnpdtwv ot onoiot Ba 30-60
, 3 AdPouv nepiBaAn og xpovo OxL mepLocOTEPO o 60 AeTTTd
ETILITEO WV \erT
Entinedo  AoBeveic pe xapunAng emkivéuvotntog npoBAnuatwy 60-120
4 1o Xpr{ouv AUECN AVTLUMETWIILON AeTrTA

Eninedo  AoBeveic xwpig mpayuatikn avaykn AnPng enelyovoag 120-
5 dpovtidag 240
AeTrTd




2Y2THMATA AIANOTH2

Ta Kuplotepa cuotApata Staloync aocBevwy:
= AvotpaAlavn KAlpaka Altadoync (Australasian Triage Scale - ATS)

= Kavadikn KAlpaka Atadoync Entetyovoag Kataotaong kot O¢utntac (Canadian
Emergency Department Triage and Acuity Scale - CTAS)

= YUotnua Atadoyng tou Mavtoeotep (Manchester triage system - MTS)

= Aeiktng Baputntog tou Emelyovtoc (Emergency Severity Index - ESI)



ATS -

2uoTNUaTa OLAAOYNC TIEVTE ETIUTEO WV

5 - levels triage

Australia

1
Life-
threathening

2
Imminent
danger of life

Ta cuotApata dStaAoyr g Kal
TaElvopunong XpnoLpomoLlouy Kata

ESI| — United MTS -
Manchester
- owm s = = 1 - s = =
JRESUSEITATION RESUSCITATION = EMERGEMNCY.
- E Em = - e
F I O T
T - 2 2

« EMERGENCY,  EMERGENT VERY URGENT

Baon xpwuatikn epunveia (color-
coded triage tagging system)

TIPOKELUEVOU VA KATATAEOUV TOUG
aoBevelc og opadeg, avaloya UE TNV

KOTAoTOoN oTNV omoia Bplokovtol

3 3 3 3
Potential URGENT URGENT URGENT
danger of life
a4 - W W = 4 4
Potantial LESS URGENT LESS URGENT STANDARD
Gravity ETERETECE
= = > N
Non -Urgent NON-URGENT NON-URGENT - NOQN GENT

EONIKO KAI KATTOAIZTPIAKO MNANENIZTHMIO AGHNQN
IATPIKH 2XOAH «ETMEIFOYZA IATPIKH» Akadnuaiko etog: 2020-2021



AuvotpoAtavn KAtpaka Ataloync (ATS)

* TEONKe oe edappoyn to 1993 wc EBvikn KAipaka Atadoync (National Triage System

— NTS) Kat €ywve 10 TPWTO cuoTNUa SLAAOYAC IOV XPNOLUOTIOLELTAL OE OAQL TAL
dnuoota TEN otnv AuotpaAia

o KAlpoko Stadoync ImEVTE EMUTEOWV TTOU €XEL EYKPLOEL armo to AuoTtpaAlavo
KoAAgylo Emntelyovooc latpiknc (ACEM)

e OLkatnyopiec ATS opilovtal armod nMPoyvwoTLkoU G apAyovIEC TTou adopouV Tov
aEPAYWYO, TNV avarvon, Th KukAodopia Kol TO VEUPOAOYLKO Kol UTTOSELKVUOUV
TOV UEYLOTO XPOVO OVAUOVAC yla Tn Bepareia



Life Threatening | Cardiae/Respirtary Aeres

Conditions Immadéate risk of airway, resplratory rate < 10/min, Extreme Respiratory Distrass,
- AP less than 80 In adult,

Sevare shock in ehild/infant

(05 sicale bees than 9

Fralanged seizure

IV overdage
, Severe ehavioral disarde
Imminently [fe | Arway ris fstider
threatening Circulatary Compromise (A fess than 50 of greeater than 150, Mypatensian, severe bload loss, poar
" | parfuston]. Chest paln ey cardiac refated
time sensitive | sispucted sapss, il Newtopeal, Fevir it ethargy
freatment Acute Stroke

(05 s than 13
eeded, 0 | ¢ e Tosn

Savere pain, Hiih Rlsk Histrr (toiic imaestion, venamoizs bite. paln sugresting PE. AAA, ectoalc pregnancy.




Category 5 (white)

Potentially life
threatening,
situational
urgency, or
severe pain

Severe Hypertension, Moderate blood lass

Maderate Shortness of beeath

Vomiting

Dehydration

Seizure (post Ictal),

Head Injury with LOC {now alert)

Physiologically stable suspected sepsis

Severe pain

Limb injury consisting of limb deformity or severe laceration, altered sensation, absant pulse,
Potential child abuse

Behavi iatric very distressed, risk of sel ial ressive.

= T

Potentially
serious
condition,
situational
urgency or
complex case

Mid Hemarrhage

Forelgn Body Aspiration without respiratory distress

Chestinjury without rib pain or respiratory distress

Minor head injury without LOC

Maderate pain

Vomiting or diarrhea without dehydration

Inflammation or foreign body in eye without vision changes

Minor limb trauma [ankle sprain, fracture, uncomplicated laceration with normal vital signs)
Swollen, engthematous joint

Serms Urgent mental health problems with no immediate risk to personnel,

Seen within 120
tes

Less urgent or
Clinical-
Administrative
problems

Minimal pain with no risk factors

Low risk history

Minor symptoms of #iness

Mnor symptoms of low risk condition
Abrasions or minor laceration
Scheduled revisit

Immunizations




CTAS: E TG  Kavadwn KAipaka Awxdoyng Eneiyoucag
CANADIAN TRIAGE AND ACUITY SCALE Katdo'tao'nq KOLL OE,L'JTI']T(IQ (CTAS)

ECHELLE DE TRIAGE ET DE GRAVITE

H CTAS edappootnke enionua to 1997

BaBpoAoyia 5 emumedwyv mou oxeTileTOL LE TOV XPOVO QVOOVAC €EETACNG ATIO TOV
yLatpo, Baoel attiog mpooelevonc, {WILKWV ONUELWV KoL TTOVOU

Elvat mapopota pe tnv ATS, pe tn Stadopa OtL 0 xpovog oto eminedo 2 eivat < 15°
(kat oL <107)

KaBe emimedo ofutntag otn CTAS £XEL EVOL CUYKEKPLUEVO GUVOAO CUUMTWUATWY,
CUUTEPIAABOVOUEVWV TWV KAPSLOYYELOKWY, TOU avaTmveUoTLkoU, TNG PYUXLIKAC
vyelag, Tou epBaAAovTikol, TOU VEUPOAOYLKOU, TNG MOLEVTIKAC/YUVaLKoAoyiag, Tou
YOOTPEVTEPLKOU KOl TOU TPOAUMATOC. 2€ KABE KaTnyopia, UTTAPXEL pLat AloTa He
CUMTTTWHOTO ELOLKA YLt OLUTO TO CUCTNUA, TIOU AV UTTAPXOUV, 0 a.oBevn ¢ Taglvopeital
0€ aUTO TOo €mtinedo.



Most Urgent

Immediate
Assessment

Examples:

= Major Trauma
Serious car accident
Heart stopped
beating
Suspected Stroke

Very Urgent

Assessment within
15 minutes

Assessment within
30 minutes

Examples:

- Severe trauma

+ Suspected heart
attack

« Large broken
bone(s)

« Severe trouble
breathing

Examples:

» Moderate trauma

« Fainting

« Head Injury

» Asthma attack

- Temperature greater
than 40°C

+ Sejzure

5

Less Urgent

Assessment within
60 minutes (1 hour]

Examples:

+ Minor Trauma

« Cut requiring
stitches
Small broken bone
(Broken ankle or wrist)

* Sore ear, eye or
throat

CTAS

Not Urgent

Assessment within
120 minutes (2 hours]

Examples:

Minor Trauma

Removal of stitches
Renewing a prescription
Vomiting or diarrhea
[without suspected
dehydration)

Coughing or

congestion

CTAS

When will | be seen in Emergency?

Our Emergency Department team works to provide quality care as quickly as possible. Our Emergency Department triages [sorts) patients based on
level of care needs using the Canadian Triage and Acuity Scale (CTAS), which is used in all Emergency Departments across Canada. While ALL patients
are important and will be seen, some require care more quickly than others. Please let us know IMMEDIATELY if your symptoms change while waiting.
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HEALTH CENTRE




CTAS - Official Version G
English/French/Spanish

Pacific Rim Nursing

Designed for iPad

#6 in Medical
% & % & 3.7 « 6 Ratings

$9.99
<' Adult CTAS < Definitions Home < CTAS Level 1 Home
Cardiovascular Adult Modifiers
Circulatory Status
CTAS Main Menu @ ENT & Neck
| Only Used to Increase CTAS Score - Never to Decrease
Adult Child Under 17 Environmental -

—§- A Gastrointestinal
AR 3

Genitourinary

Mental Hith & Psychosocial

MNeurological
- -
Canadian Triage and
. Obstetrics & Gyne
Acuity Scale
Pre-Hospital and Emergency Department Ophthalmology
This application is designed as a decision
support tool for health care professionals Orthopedic
trained in the use of CTAS op
Respiratory
Canadian Association of T
Emergency Physicians Skin
e NENA Substance OD & Misuse
National Emergency
Nurses Association Major Trauma

General & Minor




The Journal of Emergency MWMedicine
Aovvailable online 28 MMarch 2022
In Press, Corrected Proof (&

O riginal Contributions

The Effect of FHuman Supervisiorn orn an

Electromic Imnmplementation of the Camadian
Triage Acuity Scale (CTAS)

Seth Davis MDD, PHD *, Chelsey Ju MSc T, Philippe Marchandise PMSc ¥, Magueye Diagne Beng +,
Lars Grant MDD, PHD > T =2

» In a cohort of 229,744 patients, 19,566 (8.51%) had nurse-modified triage scores. Most
modifications consisted of assigning a higher acuity triage score than recommended by the
computer.

» Nursing supervision of the computer-automated CTAS triage system was associated with fewer
hospital admissions, ICU consultations, and deaths in the triage score 4-5 categories, suggesting
a safer triage process than the automated CTAS algorithm alone.
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MTS Presentational flow charts

DEAD

Major incident — primary j

Mot at
all

Breathing?

Spontanscusly

Respiratory rate abnormal

Capillary refill time abnormal
Pulse abnormal
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Aglktn¢ Baputntag tou Eneiyovtoc
(Emergency Severity Index — ESI)

= AvarmtuxOnke to 1999 kalt eival to AEov dtadedbopevo cuotnua dtaloyne 5 ermumedwy
oV Xpnotlpormnoteitat otig HMA

= KaBopilel TNV mpoTEpALOTNTA TWV A0BEVWY avaAoya: TNC QTOLTOULEVNC TAXUTNTOG
NG LOTPLKNC TIAPEUBAONC KOL TWV ATTALTOUEVWY TTOPWV VLA TNV OVTLLLETWTTILON TOU
aoBevolg

= H edpappuoyn tou Baivel cuvexwc avéavopevn, KABw MapoucLAlEL CNUAVTLIKA
TMAEOVEKTAMATA EVAVTL TWV UTTOAOLTTWY CUCTNUATWY SLAAOYNC



Agiktnc Baputntac tou Enetlyovtoc (Emergency Severity Index — ESI)

ESI-1: Bapiwg
AoXOVTECG aoBOevelg,
Kploln Katdotaon He
alpoSuvapki i
QVOTIVEUOTLKN
aoTaBeL, TTPEMEL VAl
e€etaobouv dueoa
Qo yLaTpo, cuxva
arnaltteital n
edappoyr
EMEUPATIKWV
XEPLOUWV yLa TNV
otaBepomnoinon Toug
(6laocwAnvwon,
evoayyeLokn
ntpooTteAaon KA.t

ESI-2: AuvnTtikd aotadeig
ao0Oeveig, mpémnel va
e€etooBoUv ouvtoua (eVtog
10 min) amno yotpo,
xpelaletat va utoAnBolv
O€ TMOPAKALVIKEG EEETAOELG
(e€etaoelg alpatog —
OKTLVOAOYLKO EAEYX0) KalL va
AdBouv GpapUaKEUTIKA
aywyn

©22% TWV CUVOALKWV
TPOOEAEVCEWVY

N

ESI-3: ZtaBepoi acOeveic,
npEneL va e€eTaoBouv eviog
€UAOYOU XPOVLKOU
Slaotnuatog (evtog 30 min)
amnod yLatpo, xpelaletal va
umoBAnBouv oe
TLOPOKALVIKEC EEETAOELG f} VOl
AdBouv papuoKEUTIKNA
aywyr, TTou GUXVA OUWG
AapBavouv e€itrplo

©39% TWV CUVOALKWV
MPOoceAEVCEWV

ESI-4: 3taBspoi acBeveig,
pmopel va e€etacBbouv og un

eneiyovoa Baon amno
ylatpo, xpeLaovral
€AAXLOTEG EEETATELG
BepamMEUTIKEG TAPEUPATELG,
avopévetal va Aapouv
gitnplo

©27% TWV CUVOALKWV
npooeAeVOEWV

ESI-5: ZtaBepoi acOeveig,
umopel va e€etacBbouv og un
eneiyovoa Bdaon amno
ylatpo, Sev xpelalovrol
KaVEVOQ eidoug tapakAviki
g€étaon ) BepameuTikn
napéuBaon, KatL mou
ovapEvetal va AdBouv
gfutnplo

©10% TWV CUVOALKWV
npooeAeVoEWV
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Figure 2-1. Emergency Severity Index Conceptual

Algorithm, v4

Fatient dying?
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MNeo
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Shouldn’'t wait?
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How many resourcas?

One
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Consider
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Danger zone vitals

Kwdikormoinon Emuedwv ESI

Ta 4
Kplowa
EpWIAUATA:

A. AltaItouvtolL UECA OWOTLKEC YLO
TNV (W LATPLKEC TAPEUBAOELC YA
ToV aovevn;

B. Mrtopei 0 aoUevi¢ va TEPLUEVEL,
(to EMITPEEL N KATAOTAON TOU,)

C. Tt nopouc miotevetatl ott Ya
xpelaodouyv yia va avtiuetwitodei
N KATAOTAON TOU;

D. Mowa givat ta {wtika onueia tou
aodevouc;
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Figure 2-2. ESI Triage Algori
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Figure 2-3. Decision Point A: Is the Patient Dying?

A Requires immediate lifesaving

intervention?

lm

The following questions are used to determine whether the patient requires an immediate
lifesaving intervention:

eDoes this patient have a patent airway?

e|s the patient breathing?

eDoes the patient have a pulse?

eDoes the patient require an immediate medication, or other hemodynamic intervention
such as volume replacement or blood?

eDoes the patient meet any of the following criteria: already intubated, apneic, pulseless,
severe respiratory distress, Sp0O2 < 90%, acute mental status changes, or unresponsive?




AVPU (alert, verbal, pain, unresponsive)

* The ESI algorithm uses the scale. The

Table 2-2. Four Levels of the AVPU Scale
goal is to identify the patient who has a

. ANVPU Level of Consciousness
recent and/or sudden change in level of Level
COnSCience and reqUireS immediate A Alert. The patient is alert, awake and responds to
intervention voice. The patient is oriented to time, place, and
person. The triage nurse is able to obtain subjective
* |dentify patients who are non-verbal or information.

. . . | + bt . W “erbal. The patient responds to verbal stimuli by
reqUIre noxious stimuli to obtain a opening their eyes when someone speaks to them.
response The patient is not fully oriented to time, place, or

° Unresponsiveness is assessed in the FPainful. The patient does n spond to voice, but
. . does res lus, such as a
context of acute changes in neurological S o A oo
status, not for the patient who has stimulus i
known d@VEIOpmental delays Unrespon The patient is nonverbal and does not
?

respond even when a painful stimulus is applied

documented dementia, or aphasia

(Bth ed., p. 30). Emergency Murses Association.



Table 2-1. Immediate Lifesaving Interventions

Lifesaving Not Lifesaving

Airway/breathing Assisted ventilation Oxygen administration
Intubation + MNasal cannula
Surgical airway + MNon-rebreather

Emergent non-invasive positive
pressure ventilation

Electrical Therapy

Defibrillation
Emergent cardioversion
External pacing

Cardiac monitor

Procedures

Chest needle decompression
Pericardiocentesis

Open thoracotomy
Intraosseous access

Diagnostic Tests

Electrocardiogram
Labs
Ultrasound

Focused assessment with sonography
for frauma (FAST)

Hemodynamics

Significant intravenous fluid
resuscitation

Blood administration

Contral of major bleeding

Intravenous access
Saline lock for medications

Medications Maloxone Aspirin
Dextrose Intravenous nitroglycerin
Dopamine Antibiotics
Atropine Heparin

Adenosine

Pain medications

Respiratory treatments with beta
agonists
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Figure 2-4. Decision Point B: Should the Patient Wait?

B High-risk situation®
o
; — ) Yes
Confused/lethargic//disariented?
or
Severe pain/distress?
M

Is This a High-Risk Situation?

Based on a brief patient interview, gross observations, and “sixth sense” (experience)

Frequently the patient's age and past medical history influence the determination of risk

A high-risk patient is one whose condition could easily deteriorate or who presents with symptoms
suggestive of a condition requiring time-sensitive treatment

The nurse can initiate intravenous access, administer supplemental oxygen, obtain an ECG and place
the patient on a cardiac monitor, all before a physician is needed. Although the physician does not
need to be present immediately, he or she should be notified that the patient is there and has been

classified as an ESI level-2 patient



Is This a High-Risk Situation?

System Demographics, Chief Complaint ESI 2: Yes/No Rationale
Abdomen | 45-year-old female who has been vomiting blood and is tachycardic
22-year-old male with generalized abdominal pain, nausea, vomiting,
and diarrhea for 3 days, vital signs stable
General 40-year-old female diabetic with vomiting for two days
medicine

69-year-old male who is weak and dizzy and undergoes regular
kidney dialysis




Is This a High-Risk Situation?

System Demographics, Chief Complaint ESI 2: Yes/No Rationale
Cardio- 35-year-old female with sudden onset of palpitations, anxious, heart
vascular rate of 90 beats/minute, blood pressure of 120/70 mm Hg
35-year-old female with a sudden onset of palpitations, anxious,
heart rate of 160 beats/minute, blood pressure of 120/70 mm Hg
Trauma 45-year-old male involved in a motor vehicle crash immediately prior

to arrival. Unable to remember the events. Moderately severe
headache

34-year-old female involved in a low speed motor vehicle crash while
driving. 32 weeks pregnant, denies complaints




Figure 2-4. Decision Point B: Should the Patient Wait?

B High-risk situation™®
ar

) . . ) ) Yes
Confused/lethargic/disoriented?

oar

Severe pain/distress™?

N

Is the Patient Confused, Lethargic, or Disoriented?
The concern is whether the patient is demonstrating an acute change in level of consciousness

Is the Patient in Severe Pain or Distress?

All patients who have a pain rating of 7/10 or greater should be considered for meeting ESI level-2
criteria. Not all patients with a pain score of > 7 should be triaged as ESI level 2. It is up to the
discretion of the triage nurse to determine whether the clinical condition and pain rating in
combination warrant a rating of ESI level 2

In some patients, pain can be assessed by clinical observation: Distressed facial expression,
grimacing, crying - Diaphoresis - Body posture - Changes in vital signs (hypertension, tachycardia,
increased respiratory rate)

The triage nurse assesses not only the pain intensity rating provided by the patient but also the chief
complaint, past medical history, physiologic appearance of the patient




KAIMAKE2 MMTONQY

2TNV KAWVLKN TTPAEN ol KALLOKEC TTOU XPNOLLOTIOLOUVTOL CUXVOTEPQ ELVOL:
** H apOuntikn kAlpaka (Numeric Scale, NRS)

¢ H omtik avaAoyikn kAipoka (Visual Analogue Scale, VAS)
*** H ntepypadikn N Aektikni kKAipaka (Verbal Descriptor/Rating Scale -VDS/VRS)
¢ H kAlpaka ekppaocewv tovou (Faces Pain Scale FPS)



ApBuntikn KAtpoka Movou (Numeric Scale, NRS)

» AmAR, €ykupn, a€lOTLOTN KAl KATAvonTA
» ZUXVOTEPN N XPAON TNG OTNV EKTLUNGCN €VTOONG TOU 0EE0C TTOVOU

PAIN SCORE 0-10 NUMERICAL RATING

Moderate
pain
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Mild

Moderate




Ornttikn) Avadoyikn KAtpaka (Visual Analogue Scale, VAS)

» Mia euBeia ypappun, pnkouc cuvnBwe 100mm, optlovtiag i KABETNC SLATAENC KoL 0TA TEALKA AKPOAL QLUTAC
emypadovtol oL AEEeLc «KABOAOU TIOVOCH KoL «XELPOTEPOC TIOVOC TIoU MTopEel vat davtaotei». O aoBevic
KaAeital vo tomoBetoel Eva onUAdL 0TO ONUELO TNG YPOUUG TTOU KOTA ToV 8lo aviutpoowrneVeTal
KaAUTEpa N €vtaon tn¢ aftoAoyoupevng dtaotaong

» 0 -4mm: kaBolov €vtaon, 5 - 44mm: Amia évtaon, 45 - 74mm: petpla évtaon, 75 - 100mm: oAU uPnAn
gvtaon

VISUAL ANALOG SCALE

NO WORST
PAIN POSSIBLE
PAIN




Nepypadikn N Aektikn kKAlpako (Verbal Scale, VRS)

0 None
» Mévte eniBeta Stafaduiong Evrtoong Tou movou: z S
KalOOAOU — ATILOC — LETPLOC — EVTOVOC — LEYLOTOC TTOVOC
» AT aAA& Alyotepn aélomiotn kabwc ta emibeta mou . o
I I I I era e
XpnoLormoLlouvtatl v €xouv tnv LoLa onpacio otov
KAOe aoBevn
3 Severe

The Verbal-Rating Scale



KAlpako Ekppacewv Movou (Faces Pain Scale FPS)

» Kupla xprion otov madLatplkd mAnbuopo aAAd XpnOLUOTIOLELTAL KOl O€ EVAALKEC LE YVWOLAKA TIPOBAR AT

Wong-Baker FACES® Pain Rating Scale

~~ — e i

co cS 00 ) (@5 (@) (e
et S a? — — - r
0 2 4 6 8

No Hurts Hurts Hurts Hurts Hurts
Hurt Little Bit Little More Even More Whole Lot Worst
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Figure 2-5. Resource Prediction

€ How many different resources are
needed?

MNone One Many

|
o o

How many different resources do you think this patient is going to consume in order for the
physician to reach a disposition decision? : send the patient home, admit to the observation unit,
admit to the hospital

The triage nurse is asked to answer these questions based on his or her assessment of the patient
and should not consider individual practice patterns but rather the routine practice in the
particular ED

The triage nurse must be familiar with emergency department standards of care

Patients who need two or more resources have been shown to have higher rates of hospital
admission and mortality and longer lengths of stay in the ED




Table 2-3. ESI Resources Examples of Resources for ESI Levels 3-5

Resources

ESI3-4-5

Mot Resources

* Labs (blood, uring)

*» Electrocardiogram,
radiographs

« Computed tomography,
magnetic resonance
imaging, ultrasound,
angiography

History and physical
exam (including pelvic)
Point-of-care testing

» |Intravenous fluids
(hydration)

Saline or heparin lock

s |ntravenous,
intramuscular, or
nebulized medications

Oral medications
Tetanus immunization
Prescription refills

« Specialty consultation

Phone call to primary care
physician

» Simple procedure = 1
(laceration repair, urinary
catheter)

« Complex procedure = 2
(procedural sedation)

Simple wound care
(dressings, recheck))
Crutches, splints, slings

Scenario

Left lower leg pain:

45yr old obese female with
left lower leg pain and
swelling which started 2 days

ago after driving in a car for 12

hours

Urinary tract infection
symptoms:

Healthy, 29yr old female with
urinary symptoms, appears
well, afebrile, denies vaginal
discharge

Prescription refill:
Healthy 52yr old who ran out
of blood pressure medication

yesterday. BP 150/84 mm Hg.

No acute complaints

Predicted Resources

ESI




Figure 2-2. ESI Triage Algorithm, v4
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Decision Point D: The Patient's Vital Signs

* Temperature is only included for children
under age 3

Figure 2-6. Danger Zone Vital Signs
D

Danger zone vitals?

e Vital sighs assessment is not necessary in
the triage area for patients who are

<3 mo >180 > 50

smemey 7160 740 § immediately categorized as level 1 or 2
3-8y > 140 v
.8y cg * Before assigning a patient to ESI level 3,
v the nurse needs to look at the patient’s
Age vital signs, if they are outside the

accepted parameters, should consider
lNO Ves upgrading the triage level to ESI level 2




Case
Example

* “I need to see a doctor for my

cough. | just can't seem to shake
it. Last night | didn't get much
sleep because | was coughing so
much. | am just so tired,”
reports a 57-year-old female.
She tells you that she had a
temperature of 38.3°C last night
and that she is coughing up this
yellow stuff. Her history
includes a hysterectomy three
years ago; she takes no
medications but is allergic to
penicillin.

 Vital signs: T 38.5°C (101.4°F),

RR 36 breaths/minute, HR 100
beats/minute, SpO2 90%.

e At the beginning of her
triage assessment, this
patient sounds as though
she could have
pneumonia. She will need
two or more resources,
but her low oxygen
saturation and increased
respiratory rate are a
concern. After assessing
vital signs, the triage nurse
should uptriage the
patient to an ESI level 2.



TOMOZ 3, TEYXOZ 4 (OKTQBPIOZ — AEKEMBPIOZ 2017) HEALTH AND RESEARCH JOURNMNAL HR

ZYETHMATIKH ANAZKOMNHIH

2YZ2THMATA AIANOTINHZ 2E TMIHMA ENEITONTQN
MEPIZTATIKQN

Kopoywn Apl_ctéaj, KeAéon Mc’xpeaz, KaMe ke pdKng deuvnq3, Maoamoayswpyliou &nurﬁrploq4,

Baocwomouviocg NEwpyLo (;4

H kAtpaka ATS xpnlet onpavtikwy aAAaywv rtouv Ba odnynoouv os BeAtiwon tng aélomiotiog tng. OL
Chamberlain kat ouv., BpAkav mwc n KALpaka mapouctalel xapnAn evalcbnoia oe acBbeveic pe coPfapn
onyn kat ot Ebrahimi kat ouv katéAnéav OTL eival TEPLOCOTEPO ALOTILOTN O EVAALKEC aoBeveic o€
oxéon He ta rtadla

Avadopikd pe tnv CTAS, Ta eupApata TwWV LEAETWY £lval apdLlAeyopeva Kol TOVIZETAL N ovayKaLoTnTo
aANaywv pe otoxo tn BeAtiwon tng aflomiotiog TG

H xprion tou MTS eival eploplopevn AOyw TN TOAUTIAOKOTNTOC TOU. ZNHUOVTIKO UELOVEKTNUA TOU
cuvotApatoc anoteAel N uPnAn eykupoTNTA TTOU TTaPOoUCLAlEL povo o€ aoBeveic mou yapaktnpilovtal
w¢ VYPNARC PaputnTaAC EMELYOVTO TTIEPLOTATIKA




TOMOZ 3, TEYXOE 4 (OKTQBPIOZ — AEKEMEPIOE 2017) HEALTH AND RESEARCH JOURNAL HRJ

2YZTHMATA AIANOINHZ ZETIVIHMA ETIEITONTQON
NMEPIZTATIKQN

Kopuwwn Apl_ctéaj, Keheon M(’xpeaz, KoMeUKEpDAKNG Iwc&uvnq3, Maoamoayswpylouw &nuﬁrpl_oq4,

Baowomouvioc NEwpyLo (;4

O ESI anoteAel to povo cuotnua SLaAoyn g yla To omolo €XeL TEKUNPLWOEL n aflomiotia kot
N EYKUPOTNTA TOU TOCO 0€ eVAALKEG 000 Kol o€ matdlatpikol¢ acBeveic (Jafari-Rouhi et al.
2013, lIpdw)

AUvartal va xpnotpornotnBel to idlo amoteAeoHATIKA ATtO VOGNAEUTIKO KOl Ato LATPLKO
npoowriko (Jafari-Rouhi et al. 2013, Ipav)

H katdtaén aoBevwv pe tov ESI 06nyel oe aodaA] CUUMEPACTUOTA OXETIKA LLE TNV
avopevopevn Bvntotnta (Hong et al. 2012, Kopéa)

ArtoteAel onUaAvTKO epyaleio SeS0UEVOU TOU TAYKOOUIOU OLKOVOULKOU TIEPLPBAAAOVTOC
KaOwc AapBdavovtal utoP v ot SLaBEoioL TTOPOL TWV VOONAEUTIKWY WOPUUATWY




TOMOZ 3, TEYXOZ 4 (OKTOQBRPIOZ — AEKEMBPIOEZ 2017) HEALTH AND RESEARCH JOURNAL HRJ

2YZTHMATA AIANOINHZ ZE TMHMA ENEITONTQN
MEPIZTATIKQN

Kopuwn Aptc‘téul, KeA&on Mdpeuz, KaAs LIKE pAKNGg Iwc&wnqs, NMomayswpyliouw An ur‘.rptoqq,

Baolwhomouhocg rE{iJDVLO(;4

EivaLr onupavoko va avadepBbel mwc & Bpebnke kot
T PLopAroypadikn VOO KOTLNON TTOU
TMPpAYUATOTIONONKE Kapia peAseTn mou va diepsuvd
TNV edhapppoyr cuocTtnuatwyv drahkoyric acbsvwv oto
Tunpa Emswoviwv Mepwotatikwyv otnv EAAGOa. To
sUpNUa auTo KartadslkvUel TNV UTIMoOTLUInorn TIng
ONUOVILKOTNTOaC Tnc SuwAroynce otnv EAAGada TooO
QITO TNV IMMASUPA TWV ETIAYYEALQTULY UYELOQC OC0 KOl

QATIO TIC APHODLEC APYEC YLIO TOV TOMUEQ TNC Uvysiac.




AIANOTH
210 TETT

To nepidAAov tou TEN
arnoteAel Eva
OLVTLKELUEVIKA SUCKOAO
EPYOLOLOKO XWPO ME
gvtaon, stress,
anpoPAsmntn pon
a00eVWV, KUPOLVOMEVN
BapUTtnta MEPLOTATIKWV
propel va petafAnOesi
O€ XA0G Héoa o€ Aiya
Aenta Kot va emotpEPEL
O€ NPEMUEG CUVORKEC Kol
va ovayiveL XAo¢
TOAAEC POPEG KATA TN
SLapkela Asttovpyiag
ToU



= AIAANOTH 2TO TEI

» Anapaitntn npoinobeon yla tnv opBn Asttoupyio tou TENM
glvoll N OUOLOLOTLKN EKTTALOEV G TOU CUVOAOU TOU
TIPOOWTILKOU OTA ETUUEPOUC YVWOTLKA OVTLKELMEVA TNC
Entelyovooc latptknc kat NoonAgUTIKAC.

» InUaVTLKA €lval n evowpdtwon SleBvwv mpwtokOAAwyv | o
oXeSLAOUOC avTioTo WV (LaTPLKWY, VOONAEUTIKWY, AOLUTWV
AELTOUPYLWV) WOTE Vo SLEUKOAUVETOL N OLEKTIEPAiWON KAl N
Slaxeiplon twv a.cBevwv.

Ta mpwtokoAAa Ba pemel va facilovtal ota veotepa
ETILOTNHOVLIKA SedopEVA KOLL VAL ETILKALLPOTIOLOUVTOL CUXVA
avaloya pe ta SeSopEva TTOU TIPOKUTITOUV.

TRIAGE NURS

Being the worst
makes you first.



2TOXOL TNC
AtaAoync

1. H yprijyopn QVTLHLETWTTLON TWV 00BEVWV LLE ETIELYOUOEC
KOlL OTTELANTLKEC Yol TN (W KOTOLOTACELG

2. H apeon kotatoén Twv MEPLOTATIKWY O€ Hia katnyopia
NS KALpokag Stadoync, kata tnv adeén toug oto TEM

3. H ertthoyn tou KataAANAOTEPOU TPOTTIOU OLVTLULETWITLONC
kKaBe aoBevr) tou TEM, avaloya e to Babuo
TPOTEPALOTNTAC

4. H e€untnpetnon tou peyalou aplBuov aocbBsvwv mou
ocuvwoTtilovtal ota TEM kat N armocupdgopnon Toug

5. H mAnpodopnon twv aoBevwv Kol GUVOOWV OXETLKA LLE
TLC OLOBECLEC UTINPEGCLEC KAl TOUC XPOVOUC OLVALLOVIG



H dueon YrootApEn Tne - mis
Zwnc (ABCDEs) P *
nponyeitaLtne Stayvwone






