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loTopla

* H A&€n Aladoyn n 6teBvwcg Triage mpoEpyeTaL Ao To YAAALKO prpa
Trier tov onuaivel SLaAEYW — TAEWVOUW

* Mpwtn Popd ePpapUOOTNKE ATIO TOV LATPO TOU OTPATOU TOU
NamoA€ovta Dominique Jean Larrey o omoloc eLonyaye yla mpwtn
dopa TNV Sltahoyn Kata TNV OLAPKELO TOU TIOAEUOU.

* O 0po¢ triage xpnolpomolnOnke evPEwWC yLa pwtn dopa tov 1o
MoykoopLo MNoAgpo armo tov NAALKO ZTPATO OTIOU CUYKEVTPWVAYV TOUG
TpOUATIEC oTOV 0TAOUO MpwTwWV BonBelwyv ota PLETOTILOOEV.



Eldn dlahoync

* Noookopelakn dtadoyn.

* [Npovookopelakn Staioyn.
e Atadoyn o€ poika cupfBavrta.
* Atahoyn oto 1tedlo TNC Haxne



Noookopelakn dtahoyn

2 KOTIOC TNC Voookopelakng dtaloync oto TENM eival n avayvwplon twv
aoBevwV ol OTTOLOL ELVOLL O€ KPLOLLLN KATAOTOON KOl TwV AoBevwy pe
VOOOUGC Ol OTTOLEC UTTOPEL TAXEWC va eEeALYBoUV 0€ aELANTLKEC yLa TN
(wN TIPOKELUEVOU va AABoUV MPOTEPOLOTNTA OTNV AVTILUETWTILON TOUG
EVOVTL AUTWV TWV aoBeVWV TwV oTtolwVv N tabnon dev anellel apeoa
™ (WN 1 To OKEAOC.



TENIKO NOIOKOMEIO NIKAIAX MEIPAIA
"ATIOL MANTEAEHMON"
2n Y.NE. NEIPAIQT & AIFAIOY




e NEPIEXOMENA

e ANO®AZEIZ
EOHMEPI2 TH2 KYBEPNHZEQ2 Opyavwor), TRONoc AEITOURYIOS KOl OTEAEXWOTNG TWWV
THZ EAAHNIKHZ AHMOKPATIAZ Tunuarwy Enerydvtwy Nepotatikay (TEMN) twv
TEYXOZ AEYTEPOQ Ap. DiAAou 874 NGHGHGI.[EI:-UJ‘J Tou EEY 1

20 MapTtiou 2012

A%MLOUpYE'lTOLL ota TEM xwpog Staloyng oTov omoio untodexovtal Tov acBevn

£l LKEQ}iEVOL LOTPOL KL VOO AEUTPLEG YLOL AUECH QAVTLUETWIILON TIEPLOTATIKWY MDY
Kall avaAoya He TN Baputnta TG KATAOTACNE TOU TOV KATEUOUVOUV 0TOUC XWPOUG
tou T.E.IN..

Ot amelANTIKEG yLa TN {Wh KoL UTIEPETIEYOUOEG KATOOTACELG QVTLHETWTTI{oVTOL
apeoa otnv ailbouvoa avalwoyovnonc.

Ot aoBeveig pe coBapa npoPArpata aAAa os otabepr) kataotaon
avtipeTwrnildovtal otouc BaAapouc e¢etaonc tou T.E.IM.

O aoBevrig bev petakiveitatl, aAAG aVTLHETWTTIETOL TAvTa 0To Xwpo Tou T.E.M.,
omou e€eTadeTal Ko TTAPEXOVTAL OL ATIAPAITNTEG LATPLKEG KAl VOONAEUTLKEG
UTTNPECLEC KOL OTN OUVEXELA EVOAAQKTLKA ELTE:

0. TOU XOpnNyouvToL 08nyleg Ko BEPATIEVTLKI Qywyr) KL EVNUEPWVETAL EQV
QUTTOLTELTAL TIEPALTEPW TTAPAKOAOUONGCN TOu amo ta Taktika E¢wtepka latpeia,

B. odnyeital og BaAapo Bpaxeiag voonAeiag tou T.E.MM. yia oAtlyowpn mapapovi
KoL tapakoAovBnaon peta tny omoia AapBavel 0dnyleg kal €ELTAPLO N ELOAyETAL
OTO QVAYKOLLO YLaL TNV TTEPLITTWON TOU TUAMA,

Y. ELOAYETAL OTO OLKELO PLE TNV TABNoN TOU TUAMA,
5. Stakopiletal o€ AANO VOOOKOUELO KATOTILV GUVEVVONONC.
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H H e 1 review includes prediction of serious

HOW gOOd IS trlagel and What IS It bacterial infection in children; a brief
foray into PubMed locates publications on

QOOd for? the early identification of stroke, STEMI
and pulmonary embolism (PE). We need

Kirsty Challen to reflect on this mission creep in triage;

* The patient with an ankle sprain does not benefit from waiting while the
patient with ST elevation myocardial infarction (STEMI) is seen before
him, but the population as a whole does.

* The ideal triage would identify all those patients who will either benefit
from a time-critical intervention or will suffer harm if a time-critical
intervention is not provided.

* So where does this leave the clinician or the department seeking a ‘good’
triage system? It needs reflection on where triage fits in your specific
model of patient flow and risk management.

e Ask not what your triage can do for you, but what you are asking it to do.




NoookopeLakn O

. 2 e
b

O~ - £ "
e e ONS

depOSitphOtOS Image ID: 164510606 ~ www.depositphotos.com




Noookopelakn dtahoyn

e AvaAoya PE aVAYKEQ
* Opilw toV uTto-MANBUGCO oV
BeAw va EedLaAetw

* Bplokw TLC MOPAUETPOUC TIOU
avayvwpi{ouv TOV OUYKEKPLUEVO
uTto-MANOU OO

* Ebappolw
* EAcyxw amoteAeopa — SlopBwvw
— TPOTIOTIOLW.




Tam et al. BMC Emergency Medicine (2018) 18:58
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A review of triage accuracy and future ®:
direction

* The function of the triage in a hospital is to identify and prioritize those
with the most urgent needs to use the emergency service first

* An accurate triage decision is a correct allocation for patients to receive
emergency service in the best suitable time according to the severity of
their condition

* An inaccurate triage decision could prolong patients’ waiting time to use
the service, which potentially leads to adverse events

e With the function of triage, the incidence of adverse events in ED can be
lowered with an accurate triage decision.

* The low incidence rate is an indicator of good quality of emergency service.
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Ta 3 Bripata Tou YEVIKOU HOVIEAOU VOOOKOMELAKNG Slaloyng

1. Khwvikn extipnon Baputnoag pe Baon 1o LOTOPLKD KOL Tr) YEVIKR Elkova Tou acBevn

E bwvort wipnArnc mporepaudonra
OXk: Neyawve oto Brua 2 NAL MNpog ywpo Suyvwong/aviyetwmong

2. Extipnon pe paon ¢uolohoyKES MOpaPETPOUS

Eiven umArig mpotepadenrag
Col: MNeyaive oto Bhua 3 NAL Mpog yupo Sudyvwone/aviyuetwmriong

And 1o Prjpo 1 pdyp. 1o e 3

3. NAnpol kpurrpLa madnone Tng omolag i AvVTILETWNLON Elval YpovotuaiobnTn;

QXl: Npog Baown evbuooTnTa MAl: Npog pwpo avauovns yiua efévaon



MLS Pathwa

AMLS Patient Assessment Pathway

INITIAL OBSERVATIONS

Scene/Situation Patient
Safety threats Cardinal presentation/Chief complaint
Situational clues Primary survey

FIRST IMPRESSION

Identify and treat life threats immediately
Sick/Not sick?
Generate initial differential diagnosis

DETAILED ASSESSMENT

History Secondary survey Diagnostics )
OPQRST, SAMPLER Vital signs, full-body or Glucose, ECG, O, saturation,
focused physical exam ETCO,

Continually
reassess

REFINE THE DIFFERENTIAL DIAGNOSIS
BASED ON ASSESSMENT AND CLINICAL AEASONING)

Reassess, further refine the diagnosis, Patient disposition
modify treatment

© 2017 by The National Association of Emergency Medical Technicans




Yuotnuoata NOoOKOUELAKAC OLAAOYNG

* Emergency Severity Index (ESI)
 CTAS/Canadian
e Australian or modified versions
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To ESI

 The Emergency Severity Index (ESI) is a tool for use in emergency
department (ED) triage.

* The ESI triage algorithm yields rapid, reproducible, and clinically
relevant stratification of patients into five groups.

e Level 1 (most urgent) to level 5 (Least urgent).

* The ESI provides a method for categorizing ED patients by both acuity
and resource needs
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Five-level emergency triage systems: variation in
assessment of validity

Table 3 Approaches with reference standards and measures in the validation of Australasian Triage System, Canadian Triage and Acuity

System (CTAS), Emergency Severity Index (ESI) and Manchester Triage Systems (MTS)

Approaches All CTAS (14 studies)

ESI (21 studies)

MTS (14 studies)

1. Agreement of assigned urgency levels with objective standard criteria set for studies (criterion 9
validity)
2. Overtriage and undertriage (criterion validity)

3. Sensitivity and specificity for certain outcomes (criterion validity) 7 -
4. Associations between actual urgency levels of patients and measures in EDs (construct validity)
Overall admissions 33 1
ED length of stay 19
Number of resource used in EDs 17
Mortality 9
Admissions to intensive care or monitored units 8
Costs 7
Leaving without being seen 3
Waiting times before examinations by physicians 1
Referrals to outpatients after the discharge from EDs 1 -
5. Associations between actual urgency levels of patients and outcomes after hospitalisation (construct validity)
In-hospital mortality 8
Hospital length of stay 6
Costs after hospitalisation 1
Six-month survival 1 -
Thirty-day mortality 1 =

1
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1070 Eitel et al. ® ESI TRIAGE ALGORITHM

The Emergency Severity Index Triage Algorithm
Version 2 Is Reliable and Valid

David R. Eitel, MD, MBA, Debbie A. Travers, MSN, RN, C, Alexander M. Rosenau, DO,
Nicki Gilboy, RN, MS, CEN, Richard C. Wuerz, MD*

ACAD EMERG MED * January 2004, Vol. 11, No. 1 ® www.aemj.org 59

Reliability and Validity of Scores on the Emergency
Severity Index Version 3

Paula Tanabe, PhD, RN, Rick Gimbel, MD, Paul R. Yarnold, PhD,
Demetrios N. Kyriacou, MD, PhD, James G. Adams, MD

of tour patients who died were b5l level | or Z. Conclusions:
Scores on the ESI assigned by nurses have excellent
interrater reliability and predict hospital admission and
location of admission. Key words: triage; Emergency



American College of Emergency
Physicians - Emergency Nurses
Association

e 2003 Based on expert consensus of currentl
available evidence, ACEP and ENA support the
adoption of a reliable, valid five-level triage scale

* 2005 recommended EDs use either the Emergency
Severity Index (ESI) or Canadian Triage and Acuity
Scale (CTAS)

e 2010 ACEP and ENA support the adoption of a
reliable, valid five-level triage scale such as the
Emergency Severity Index (ESI)



2009 the American Hospital Association

* Triage system they used:

e ESI(57%),

e 3-level (25%),

e 4-level (10%),

* 5-level systems other (6%)




The ESlis unigue

* The ESI does not define expected time intervals to physician
evaluation

* For less acute patients, requires the triage to anticipate expected
resource needs
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Emergency Severity
Index, Version 4:
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Is This a High-risk Situation?

Based on a brief patient interview, gross
observations, and finally the “sixth sense” that
comes from experience, the triage nurse identifies
the patient who is high risk. Frequently the patient’s
age and past medical history influence the triage
nurse's determination of risk. A high-risk patient is

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



AoyLkn dtadlkaoLa

e ESI highlights the importance of recognizing high-risk situations and uses the triage
nurse’s expertise and experience to identify patients at high risk.

 Knowledge and experience are necessary but not sufficient.
* The other factor that we have found to be important is gut instinct or the sixth sense.

* Novice triage nurses should be taught rules of thumb which they can use until they have
the confidence and experience upon which to make rapid, accurate decisions.

* Examples of these rules of thumb include “all women of childbearing age are pregnant
until proven otherwise” or “all chest pain is cardiac until proven otherwise.”

* Novice triage nurses are also taught symptom clustering such as the cardiac cluster of
chest pain with nausea, shortness of breath, and diaphoresis.

* The nurse puts into long-term memory particular patient scenarios in which they were
involved in some way.

* The triage nurse needs to draw on all of his or her knowledge and experience with each
tgllagefencounter. High-risk situations should be easy for the experienced triage nurse to
identity.

* Vital signs are often not helpful in the identification of high-risk patients.



EriumpooBeta

» Patients who have an episode of chest or epigastric discomfort, with or without
accompanying symptoms, usually will need an ECG performed rapldly to determine the
presence of ACS and need to be identified as high risk-ESI level 2

* For patients with epistaxis, the triage nurse should obtain a blood pressure, although this
is not in the ESI algorithm

e Patients with trauma to the face should be evaluated for possible facial fractures

* Any mechanism of injury associated with a high risk of injury should be categorized ESI
level 2 unless they present with unstable vital signs and require immediate intervention.

* These medical complications include diabetic ketoacidosis, hyper- or OYpoglycem|a and
a variety of other electrolyte disturbances that may need to be treated immediately.

* The developers of the ESI and the current ESI research team believe that experienced ED
nurses can use vital sign data as an adjunct to sound clinical judgment when rating
patients with the ESI



'kappit.com

5 "
N.cen
P

P
>

ST |

)

- ”
o

- —
=
-~
=
o —)

.
P
. I

L

3

W

S I
5'03\ .




THE PRACTICE OF EMERGENCY MEDICINE/BRIEF RESEARCH REPORT

Accuracy and Reliability of Emergency Department
Triage Using the Emergency Severity Index:
An International Multicenter Assessment

Conclusion: In this multinational study, concordance of nurse-assigned ESI score with reference standard was

universally poor and variability was high. Although the ESl is the most popular ED triage tool in the United States
and is increasingly used worldwide, our findings point to a need for more reliable ED triage tools. [Ann Emerg
Med. 2017;m:1-7.]

Table 2. Accuracy of ESl-level score assignment by acuity and scenario type across sites.*

Site and Scenario by Hospital N Mean % Correct, (95% CI) Undertriage, No. (%) Overtriage, No. (%)
Overall scoring 2,175 59.2 (56.4-62.0) &00 (27.6) 287 (13.2)
UAE 875 58.7 (54.5-63.0) 253 (28.9) 108 {12.3)
Brazil 750 58.3 (54.1-62.4) 211 (28.1) 102 {13.8)
United States 550 61.3 {(53.6-58.9 136 (24.7 77 (14.0

High triage acuity 1,044 54.0 (49.9-58.2) 488 (44.8)

52.8 (47.0-58.6)

165 [45:31

Brazil 360 5 (1.4)

United States 264 56.1 (46.2-55.9) 111 (42.0) 5 {1.9)

Medium triage acuity G096 76.4 (72.6-80.3) 86 (12.4) 78 (11.2)
UAE 280 72.1 (67.5-T6.8) 46 (16.4) 32 (11.4)
Brazil 240 77.1 {(69.1-85.0) 23 (9.6) 32 (13.3)
United States 176 82.4 (74.4-90.3) 17 (9.7) 14 {8.0)

Low triage acuity 435 44.1 (39.3-49.0) 48 (10.6) 197 (45.3)
UAE 175 49.1 (40.9-57.4) 15 (8.6) 74 (42.3)
Brazil 150 41.3 (36.2-46.5) 23 (15.3) 65 (43.3)
United States 110 40.0 (26.9-53.1) 8 (7.3) 58 (52.7)



EPEYNHTIKH EPTAZIA - ORIGINAL PAPER

rvu’)oi Ic E"GWihuaTld)v Yviiac NOZHAEYTIKH 2017, 56(4): 358-365 ® HELLENIC JOURNAL OF NURSING 2017, 56(4): 358-365

Tov TIJ']PUTOC E"‘EWOVT(‘W Navtia EA-OeAay,' AvBn Apitoa,” MNavayiwtng Aeppatng,’
Meprotatikwv Nogokopgiov lewpytog Ivtag,* Mewpylog Mamadomourog,’

: : : EuSokia Kakhapdvou,® Anprtpioc Toiptond’
Tou N. Attikni¢ oto Zuotnpa Atahoyn¢ uSoKia Kakhapavou,® AnuATEIoc TOIPTOTC
Emergency Severity Index

Mivakac 2. AnoteAéouarta osvapiwv ESI.

Katnyopia osvapiov N Méoo (%) owoTWwV anavToewv Ynepdialoyn Ynodialoyn
(95% AE) N (%) N (%)

2 UVOAIKG 960 63,1 (55,2-68,4) 128 (13,3) 227 (23,6)
MNadilatpikd 176 56,8 (44,1-65,6) 56 (31,9) 20(11,4)
EvnAikwv 784 64,4 (56,9-69,6) 72(9,2) 207 (26,4)
Tpavua 352 62,5 (53,3-70,2) 55 (15,6) 77 (21,9)
Ox1 Tpavpua 608 63,2 (55,6-68,7) 78 (12,8) 146 (24)
[ESI 1 192 76,6 (67,3-85,8) - 45 (23,4) |
ESI 2 224 51,8 (39,6-60,2) 39(17,4) 69 (30,8)
ESI 3 210 54,3 (40,7-62,4) 29 (13,8) 67(31,9)
ESI 4 160 63,1 (55,3-72,8) 21(13,1) 38 (23,8)
ESI5 174 81,6 (61,1-78,7) 32(18,4) -

AE: didotnua epmotoouvng, ESI: emergency severity index



RESEARCH

TABLE 3
ARE EMERGENCY DEPARTMENTS IN THE UNITED Percentage of structure (policics) and process (procedures) in emergency departments by annual pacient volume, trauma
signation, and triage system
. Annual patient volume Trauma center designation Triage system
STATES FOLLOWING RECOMMENDATIONS BY THE Al pationt vokuma_________ Trauma conter designation __ Triage y:
49,999 74,999 desi ted 1 2 3 ESI
EMERGENCY SEVERITY INDEX TO PROMOTE QUALITY | ——— o —
Triage nurse qu:l]iﬁc:ltluns
TRJ'A'GE 'AND RELMBILITY? Yes 625 73.5 771 687 691 06 SRB3I T2} 444 T22
" MNo 375 26.5 229 31.3 30.9 194 417 278 556 278
J Emerg Nurs 20198 :1-8. Triage training
Yes 41.0 G600 4.7 59.4 514 643 522 632 667 553
Mo 59.0 40.0 353 40.6 48.6 357 478 368 333 447
Results: The majority of emergency departments did not Togequiliy meniorog wo s s 1o sis sse a2 sid
meet at least the minimum recommendations of the ES No 750 559 581 767 696 630 682 G6L1 778 656
triage system. Significant positive relationships were found "’f‘““’;md",“} .
. CArs o ﬂCFIIE‘J'JETI.E T
when an emergency department had structure (policy) to triage murec
= = = Mo minimuom 36.5 16.7 5.6 15.7 25.0 6.7 125 230 444 175
guide process (procedures). Differences were reported in o ie s e 5 i i w0l
the type, amount, and focus of the policies and proced- >6 m-1y 122 194 250 281 194 267 250 100 333 197
ures >1y2y 39.0 528 556 500 45.8 567 458 500 222 Sl
i =2y 7.3 8.3 5.6 3.1 5.6 33 125 50 - 6.6
thui.lrcll:ria.gt system
tra.mmg
Yes 63.4 72.2 86.1 B4.4 69.4 200 91.7 600 667 T6.B
Mo 36.6 27.8 139 156 30.6 10.0 83 400 333 232
Monitor triage acuiry
Yes ‘ 48.8 667 G667 678 569 724 583 650 778 606
Mo 51.2 33.3 3.3 322 43.1 276 417 350 222 394
Frequency”
Planned 30 50 75 33.3 415 524 571 538 143 518
As needed 70 a0 25 667 58.5 476 429 462 857 48.2
Assign a triage aouity to
EVEry patient
Yes 100 100 100 100 1043 100 104 100 100 10:0




Yuotnuota otaAoync otnplOpeEvVa O€
MOPOLULETPOUC DGUOLOAOYLAC

e Juxva oL dlatapaxec otn puololoylo Twv acBevwy, OTIWC QLUTEC
avtikatontpilovtal oo ta {WTKA onpeilo tponyouvTal TS KAWVLKAC

emidelvwonc kat tou Bavartov.

* Hong W et al. How accurate are vital signs in predicting clinical outcomes in
critically ill emergency department patients. Eur J Emerg Med 2013;20:27-32.

* Exouv avamtuxBei cuotnuata eykatpnc dtayvwonc (Early Warning Scores
(EWS)) otnpllopeva o€ KALVIKEC Kol PUOLOAOYLKEC TIOLPOAETPOUC TOCO YL
VEVLKEC 000 Kal yLa ELOLKEC opadec aoBevwv.

* Boyd CR et al. Evaluating trauma care: the TRISS method. Trauma Score and the
Injury Severity Score. J Trauma 1987;27:370-8

* Seymour CW, et al. Assessment of clinical criteria for sepsis: for the third
international consensus definitions for sepsis and septic shock (Sepsis-3).JAMA
2016;315:762

* Lee M, et al. The association between abnormal vital sign groups and undesirable
patient outcomes. HK J Emerg Med 2018;25:137-45



Determination of the best early warning scores to
predict clinical outcomes of patients in
emergency department

William Spencer,' Jesse Smith,? Patrick Date,’ Erik de Tonnerre,*
David McDonald Taylor” >°
Spencer W, et al. Emerg Med J 2019;0:1-6. doi:10.1136/emermed-2019-208622

Conclusion Several EWS have excellent predictive
ability for 2-day mortality and have the potential to risk
stratify patients in ED. No EWS adequately predicted
clinical deterioration, admission to either ICU or the

hospital.

Primary outcome measure

All EWS examined were designed with the intention of predicting
mortality and, in some cases, other outcomes. We found that all
had good and excellent predictive ability for mortality, particu-
larly in the short term. VIEWS, NEWS and AbVIEWS were the

best predictors of 2-day mortality.



Table 1 EWS derivation populations and outcomes predicted

EWS

Derivation population and number

Outcomes predicted

GAP#
Goodacre Score'®

Groarke Score’!
Modified EWS’

Modified EWS with GCS'®

National EWS®

Rapid Acute Physiology Score'’
Rapid Emergency Medicine Score''

Vital Sign Score®*

Vital Sign Group Scores'

VitalPac Early Warning Score’

Abbreviated VitalPac Early Warning Score®

Worthing Physiological Score®

Patients with trauma in ED* (n=27154)

Patients in ED transported by ambulance (n=2743)
Medical admission patients (n=225)

Medical emergency admission patients (n=673)

Patients in ED (n=2147)

Acute medical admission patients (n=35585)
Critical care pre-hospital transport patients (n=282)
Patients in ED (n=12006)

Patients in ED (n=4388)

Patients in ED (n=1438)

Acute medical admission patients (n=35585)
Medical admission patients (n=75419)

Patients in ED (n=1102)

Inhospital mortality
Inhospital mortality
Admission to ICU, cardiac arrest, length of stay, inhospital mortality

Admission to ICU or HDU, cardiac arrest, survival and discharge at 60days,
inhospital mortality

Admission to hospital, admission disposition, inhospital mortality, length
of stay

Admission to ICU, cardiac arrest, 24-hour mortality
Inhospital mortality

Length of stay, inhospital mortality

Inhospital mortality

Admission to hospital, MET calls, inhospital mortality
24-hour mortality

48-hour mortality

Inhospital mortality

ED, emergency department; EWS, early warning score; GAP, Glasgow Coma Scale-Age-Systolic Blood Pressure Score; ICU, intensive care unit; HDU, high dependency unit; MET, medical

emergency team.

*Although GAP was derived from patients with trauma in ED, these patients comprise an important proportion of all patients in ED. Also, trauma may be minor or major, is multi-faceted and
comprises blunt or sharp injury, burns, electrocution and a range of other presentations.



Table 2 EWS outcome measures

Outcome measures, AUROC (95% Cl)

Mortality within 2 days Deterioration within 2 days ICU admission within 2 days Admission to hospital
EWS (n=690) (n=690) (n=690) (n=1730)
VitalPac EWS @.9600.92 to 0.99) 0.65 (0.54 to 0.75) 0.69 (0.55 to 0.82) 0.68 (0.65-0.70)
National EWS @.9570.91 t0 0.99) (0.65(0.54 to 0.76) Q.69(0.55 to 0.82) @Q.68)0.65-0.70)
Abbreviated VitalPac EWS 0.95 (0.92 to 0.98) 0.64 (0.53 to 0.75) 0.69 (0.56 to 0.83) 0.68 (0.65-0.70)
Modified EWS with GCS 0.91 (0.83 to0 0.99) C0.70(0.61 10 0.79) 0.69 (0.57 to 0.81) 0.68 (0.66-0.71)
Modified EWS 0.91 (0.82 to 0.99) 0.69 (0.60 to 0.79) 0.69 (0.56 to 0.82) 0.65 (0.62-0.68)
Worthing Physiological Score  0.90 (0.82 to 0.98) 0.66 (0.56 to 0.75) (0.72)0.62 to 0.81) 0.68 (0.65-0.70)
Groarke 0.89 (0.79 to 0.99) C0.69(0.59 t0 0.78) 0.70 (0.58 to 0.82) 0.68 (0.65-0.70)
VSS: maximum 0.86 (0.71 to 0.99) 0.62 (0.51 t0 0.72) 0.66 (0.53 to 0.79) 0.55(0.53-0.58)
Rapid Emergency Medicine  0.83 (0.65 to 0.99) 0.61(0.51 t0 0.71) 0.57 (0.45 to 0.70) 0.65 (0.63-0.68)
Score
Glasgow Coma Scale-Age-  0.81 (0.66 to 0.97) 0.59 (0.48 to 0.70) 0.60 (0.46 to 0.73) 0.65 (0.62-0.67)
Systolic Blood Pressure Score
Rapid Acute Physiology Score  0.81 (0.63 to 0.99) 0.62 (0.52 to 0.72) 0.63 (0.51 to 0.76) 0.59 (0.56-0.62)
Goodacre 0.78 (0.62 to 0.95) 0.57 (0.47 to 0.67) 0.51 (0.40 to 0.62) 0.65 (0.62-0.67)
VSS: maximumsinitial 0.70 (0.51 to 0.89) 0.57 (0.46 to 0.68) 0.55 (0.43 to 0.68) 0.54 (0.51-0.57)
VSG: throughout 0.67 (0.48 to 0.86) 0.54 (0.43 to 0.64) 0.56 (0.44 to 0.69) 0.51 (0.48-0.54)
VSG: any time 0.64 (0.51 t0 0.77) 0.60 (0.51 to 0.69) 0.54 (0.42 to 0.65) 0.62 (0.59-0.65)
VSS: initial 0.62 (0.42 to 0.83) 0.54 (0.44 to 0.65) 0.62 (0.49 to 0.75) 0.52 (0.49-0.55)
VSG: admission 0.62 (0.45 to 0.79) 0.56 (0.46 to 0.66) 0.58 (0.47 to 0.70) 0.57 (0.54-0.60)

AUROC, area under the receiver operator characteristic; EWS, early warning score; GAP, Glasgow Coma Scale-Age-Systolic Blood Pressure Score; VSG, Vital Sign Group Scores;

VSS, Vital Sign Score.

Spencer W, et al. Emerg Med J 2019;0:1-6. doi: 10.1136/emermed-2019-208622



Clinical paper

The ability of the National Early Warning Score (NEWS) to discriminate
patients at risk of early cardiac arrest, unanticipated intensive care unit
admission, and death™

Gary B. Smith®*, David R. Prytherch® ¢, Paul Meredith", Paul E. Schmidt“-¢, Peter I. Featherstone %-¢

Resuscitation 84 (2013) 465-470

We have demonstrated that the National Early Warning Score
(NEWS), recently developed by a multiprofessional team at the
Royal College of Physicians of London and proposed for use in all
NHS hospitals, is able to discriminate patients at risk of the com-
bined outcome of cardiac arrest, unanticipated ICU admission or

death within 24 h of a NEWS value better than 33 other EWSs. NEWS
also performed better than the other 33 systems for the individ-

ual outcomes of unanticipated ICU admission or death, but not for
cardiac arrest alone.



* NEWS2 is the latest version of
the National Early Warning Score e
(NEWS), first produced in 2012 R ofysican 500 years of medicine
and updated in December 2017,
which advocates a system to
standardise the assessment and National Early

response to acute illness Warning Score

(NEWS) 2

Ntelplelelfe|Sgle

the assessment

of acute-illness
severity in the NHS




YUOTNVETAL N XpNon TOU yLa:

* TNV OpOYEVOTIOLNON KOl AVTLKELWEVLKOTIOLNON TNG EKTLULNONG
Baputntac oéelac vooou oto TEI

* TNV opoyevomolnon Kol AVTIKELMEVLKOTIOLNON TNE EKTLUNONC
Baputntac ofelac vOOOU MTPOVOCOKOUELOKA

* Qc epyaleio mapakoAouOnonc tnc e€€AEnc TnC mopelac vyeioc Tou
acBevn.



Chart 1: The NEWS scoring system

Physiological

parameter

Respiration rate

. 12-20 21-24
(per minute)

SpO, Scale 1 (%) =96

88-92 93-940n | 95-960n

SpO, Scale 2 (%
pO, Scale 2 (%) >930onair | oxygen | oxygen

Air or oxygen? Air

Systolic blood

101-110 | 111-219
pressure (mmHg)
Pulse (per minute) 41-50 51-90 91-110 111-130
Consciousness Alert

Temperature (*C) 35.1-36.0 | 36.1-38.0 | 38.1-39.0 =39.1




Chart 2: NEWS thresholds and triggers

NEW score

Clinical risk

Response

Aggregate score 0-4

Low

Ward-based response

Red score
Score of 3 in any individual parameter

Low—medium

Urgent ward-based response*

Aggregate score 5-6

Medium

Key threshold for urgent response*




..KolL BEPata otnNV LaTpLkn OV elval OAQ OTTWCG
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Just because you are right, does not mean, | am

wrong. You just haven't seen life from my side.

dovovtol

* Yriapxouv voonpata otnv e6EAEN Twv
OTIOLWV O XPOVOG TTOU LECOAABEL LEXPL TNV
QVTLLLETWTTLON, KATAOTPEDEL LOTO.

e Otca 2tedaviaio Zuvdpoua (022)
* Ayyelakad Eykepalika Emnelcodia (AEE)

* OLaoBeveig pe tetoleg nabrjoelg dev
napoucoLafovtalL avta ota ENnsiyovia
TIEPLOTATLKA TWV VOOOKOUELWY OE TETOLA
KATAOTAON TIOU VO TTANPOUV KPLTHPLOL AUECNG
MPOTEPALOTIOLNONG UE [?aon TOUC TTOPOTTAVW
VEVLKOUC aAyoplOuouc.

e Y& a0OeveLlC XAUNANC TTPOTEPALOTNTOC LLE
UTtOTTA N aBXéBaLa CUMMTWHATA B0 TTPEMEL N
6lahoyn va anodacioel TNV AUEDN
dlayxeiplon touc pe Baon AAAeC KAIMOKEC
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FENIKO NOXOKOMEIO NIKAIAXL MEIPAIA
- AlIOZ MANTEAEHMQON
TMHMA EMEIFONTON MEPIZTATIKON

AMKA 1 Ap. Mntp. AcB:

AIAAOTH-TRIAGE

Enwvupo: ‘Ovopa: [ Matpdvupo:

HAkia: AiedBuvon: l TnA:
Hp/via eic660u: I ‘Opa napalaPng:

KAipaka névou: (6] 1 2 3 4 5 6 74 8 9 10

.

KYPIO ZYMITOMA

KAIMAKA ZOTIKON IHMEION KATHIOPIA

. ) 1 v : . s TRIAGE
“
ME AKINHZIIA/
KINHTIKOTHTA - - - MEPIMATA BOHOEIA ®OPEIO -
ANATMNOEXL - <9 - 9-14 15-20 21-29 >29
IOYZEIZ - <41 41-50 51-100 101-110 111-129 >129
LYLTOAIKH
APTHPIAKH MIEEH <71 71-80 81-100 101-199 >199 -
KPYOLX ZEXTOL
OEPMOKPAZIA - ©<35°C - 35-38,4 - ©>384°C - -
ESI -4
ANTIAPA ANTIAPA
EE:;S&?:KH - ZYIXYIH EFPHIOPZIH | ITA AEKTIKA ITON AN’;?AF?DI:ZH
EPEOIIMATA MONO
I-5
TPAYMA - - - OXI NAI
MPOX IATPEIO

luvaikoloyiké O
Aeppatoloyiké ()
Owpakoxeipoupyiké (J
Kap&iohoyiké (O

Neupoloyiké (O
Neupoxeipoupyiké (O
Obovuatpiké O
Oupoloyiké O

O¢BaAporoyiké O
MaBoloyiké O
Naibiatpiké O
MaiSoxeipoupyiké O

Xeipoupyiké ()
Mveupovoloyiké O
QPA O

AMo O

AIEPEYNHIH

Ynoypapn latpod

EAAHNIKH AHMOKPATIA
YNOYPTEIO YTEIAZ
AIOIKHIH B YNE
FENIKO NOZOKOMEIO NIKAIAZ
«ATIOZ MANTEAEHMON»
TMHMA ENEIFTONTON NEPIZITATIKON

ATOpMIKA oTOLKELA

AIANOTH - TRIAGE

Huepopnvia: Qpa:
TnAédwvo: AlevBuvon
KAlpaka novou 0 1 2 3 4 5 6 7 8 9 10
KYPIO ZYMMNTOQOMA
KAIMAKA ZOTIKON ZHMEIQN (NEWS 2)
TapapeTpog 3 2 1 0 1 2 3 TAZINOMH:H
BAPYTHTAZ
Avarrvoiég/min <8 9-11 12-20 21-24 225
(ESI)
Sp02% <91 92-93 94.95 =96
1
SpO2% (XAN) <83 84-85 86-87 88-92 93-94 e 95.96 e >97 02
02 02
FiO2 21% >21% 21% 2
ZuoTtoAiki] Al mmHg <90 91-100 101-110 111-219 2220
3
Zugag/min =40 41-50 51-90 91-110 111-130 =131
Zuveidnon MAfpng Alo 4
Ocppokpaoia (C) <35 35,1-36 36,1-38,0 38,0-39 39,1 5
NnPOZ IATPEIO
Kap8LoAoyikod Neupoloyikod OWPAKOXELPOUPYLKO 0dOaApoloyikod
Xelpoupyikd MveupovoAoyIKO NEeUPOXELPOUPYLKO Aeppatoloyiko
NaBoAoylkod OupoloyLko ObdovTlatpikd
OpBonedikd TuvalkoAoyIko Naidlatpikd
Fast Track QPA MNaSoxelpoupyLkd
AIEPEYNHZH




ATO OLaAoyn mpoc...

Fast Track
* [epLmoTnTIKOL

* Non-Trauma
* EvAALKeC

* ESI >3

* EWS <4

e Emoyka voonuata

AiBovoa avalwoyovnong
* JoBapn KWWNUATLKA KAKWONC
* OAec oL nALKLeG
* ESl <2
* EWS >7



How do | do this?




y: G, 5

lOlattepotnTeC EAANVIKWY TET

UUUUUUUUUUUUUUUUU Sy 5
W

* «Nea» dopn EOHMEPIE THE KYBEPNHEEQS  Oeévaon rat retoupyia Troros. Eneyovian

Meguoramikdyy (TEM) ora Nooosopeio g Xapad., 10
THZ EAAHNIKHZ AHMOKPATIAZ

TEYXOZ AEYTEPO Ap. dulhou 993
22 Termepfplou 1998

* YITOOTEAEXWHEVN

* AloAo VOULKO TTAaioLo

* AVOLIOLOYEVNC OVATTTUEN
* « AVELSIKEUTOUC» LOTPOUC
e TeAlka to TEI

 Juvtoviletal amno touc latpouc tou TEM
* To KUPLO LOTPLKO £PYO TIAPEXETAL ATIO TOUG LOTPOUC TWV TUNUATWY



lOattepotntec TEM 'N Nikatoc

* AplOLOC TPOCEPXOUEVWV 00OEVWV
e AplBLOC tpooepxoEVWY e EKAB
* Baputnta neEPLOTATIKWY

* [TOAUTTAOKOTNTA TIEPLOTATLKWV

e Avumtapéia npwtofadutoc

* TpirtoBaBuio Noookopeio

* TEPUATLKOC OTAOUOC



AhyoplBpog Suxhoyric TEN MN Nikowoe,

Boowpevo oto Emeargency Severity Index

Mikca 2016
MAl
Aneldeital apeca n ESl-1
{wr) Tou acBevn ;
Xl
MAI
— ESl- 2

Mpémnew va efeTaobel

e ;

ox) Aev gipat oiyoupog |- ‘ NAI

ExeL emnpeaopeva TWTLKA ;

OXl

Ba ypelaotel moAhEg . ’
efeTaoel; f MapeBacEeL: ; - Mibava

Kapia l EhdyLotec
ESI-3
3 4

=




2Tn dlaAoyn

* MpwtoKkoAAa ta omoila cuvexwc dtapopdwvovtal kot aAAalouvv
avaAoya e OUVONKEC Kal EUMELplaL
* OQWPOKLKO AAYOC
OA\a
o HKT
Av k¢ Ro Owpakog
ESI—3, ESI—4
latpeilo



2Tn dlaAoyn

* AvadepOUEVN UTIEPTAON
* Exel BAABN opyavou otoyou (ESI -1)
* MNieon koL ota 2 xEpLa
* Av > 180 Capoten 50 kal emaveéeTaon
* HKI
* ESI3n4
* latpeio....
e Kolt\lako aAyoc
loTopLkO AAyoug

Evtornion mepltovaiopog

ESI kat Latpeio
+/- Ro KotlAlog ....



2Tn dlaAoyn

e Anypata {wwv
* Meputoinon
* 06nyieg¢EE0d0C
* TPOUUOTLEC
« OE
* Av OAa kaAa ESI 3-4
* Ro €Aeyyoc, US avaloya pe tnv Kpion
* latpeio....



Kata kplon KoL meplotaon




2Tn dlaAoyn

* YrtevBuvoc elvall o eLOLKEVLEVOC TTOU €lvatl otn StaAoyn.
* H amodaon ivat dikn tou
e Entt apdLBoAioc epwtnon o€ elOKO Ao TA LoTPELDL



Elval epLkTO va epappocBel cuoTnua
OlaAoync

Picture of Arya and Night King
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