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THE START SORTING SYSTEM AND THE NURSE’S PARTICIPATION
IN ITS IMPLEMENTATION

A. A. Tomkiv, N. V. Kovalchuk

I. Horbachevsky Ternopil National Medical University

Introduction. This article highlights the problem of organizing the sorting of patients during mass admission
to medical institutions and providing emergency medical care. The role of the nurse in conducting triage and
providing emergency care at the early hospital stage is within the framework of limited resources. The urgency
of working out the response protocol in the event of an emergency.

The aim of the study - to determine the role of the nurse in the triage and provision of emergency care at
the early hospital stage within the framework of a limited resource. To establish the relevance of the use of the
START medical triage system in the practical activities of a nurse. The relevance of working out the response
protocol in the event of an emergency among nurses.

The main part. The medical triage system START (Simple Triage and Rapid Treatment) is an effective
tool for organizing and accelerating the process of correct routing of patients in mass cases and crises when
resources are limited and medical needs are high. Medical triage criteria also include signs of primary medical
examination. As their professional responsibilities expand, nurses can use the ABCD algorithm to assess the
patient’s condition. Knowledge of the principles of this medical triage system, the ability to provide emergency
medical care, evenly and effectively distribute resources, follow the instructions of the coordinating physician,
describe medical documentation, and label the patient’s category have become the duties of nurses due to the
increasing frequency of emergencies.

Conclusions. The START (Simple Triage and Rapid Treatment) triage system is used for prompt and efficient
selection of victims during emergencies. The role of the nurse in this process is extremely important. First of all,
the nurse must have skills in the application of the START triage technique and an understanding of its basics.
During triage, the nurse can quickly assess the condition of each victim, determine the category, and assign the
appropriate color tag. Provision of emergency medical care in conditions of limited resources, coordination, and
reporting for further organization of medical care are key elements in the formation of nursing competence
during triage. Using the principles of medical triage can help optimize treatment and save more lives in
emergencies.
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CHCTEMA MEJUYHOI'O COPTYBAHHS START TA YVYACTh ME/ICECTPA
ITPH II BUKOHAHHI

A. A. ToMKiB, H. B. KoBasibuyk

TepHONiAbCbKUIL HAUIOHAALHULL MeOUYHUIL YHigepcumem
imeni I. A. Topb6auescbko2o MO3 YKpainu

Berym. V 11i#1 cTaTTi BUCBIT/IEHO Ipo6JieMy OpraHisallii cCopTyBaHHS HaIli€eHTiB IIPY MacOBOMY IIPUUHATTI B
Me[WUYHi 3aK/Iaiy Ta HaJlaHHS eKCTPeHOI MeIMYHO]I OIIOMOIH. PO3IJITHYTO POJIb MeZCECTPH IIPU IIpOBe/leHHI
COPTYBaHHA 1 HalaHHI HeBIKJIaJHOI JOIIOMOTH Ha paHHBOMY TOCIIITaJIFHOMY €Talli B paMKaxXx 00Me)XeHUX pe-
CYpCiB. YCTaHOBJIEHO aKTyaJIbHICTh BifilIpallfoBaHHS IIPOTOKOJIy pearyBaHHS B pasi BUHUKHEHHS HaJ3BUYal-
HOI cuTyarii.

MeTa po60TH — BU3SHAYUTHU POJIb Me/ICECTPU IIPU IIPOBEeHHI COPTYBaHHS 1 HaJaHHI HeBiIKJIaHOI JOIIOMO-
T Ha paHHbBOMY TOCIITaJIbHOMY eTalli B paMKaX 0O0MeKeHHUX PeCypcCiB, yCTAHOBUTH aKTyaJIbHICTh BUKOPUC-
TaHHI CUCTEMHU MeNUYHOro copTyBaHHA START y HpakTUUHIN iSUIBHOCTI MeJCecTpH, aKTyaJIbHICTh Biflipa-
III0BaHHA IIPOTOKOJIy pearyBaHHA B pa3i BUHHMKHEHHS HaJ[3BUYaMHOI CUTYyarlil cepej MeficecTep.

OcHoBHa uactuHa. CucreMa MeguuHoro copryBaHHs START (Simple Triage and Rapid Treatment) € epek-
TUBHUM IHCTPYMEHTOM [JI1 OpraHisariil Ta IIPUCKOPeHHs IIpollecy IIpPaBU/IbHOI MapIIpyTHU3aliil IallieHTiB y
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MaCcoOBHUX BHUII/IKaX 1| KpU30BUX CUTYyalligX, KOJIM pecypcu o6MeKeHi, a MeIUUHi II0Tpe6u BUCOKIL. Kputepii Me-
TUYHOTO COPTYBAHHS TaK0)K BKJIIOUAIOTh 03HAKU IIEPBUHHOTO MeUYHOIO OIJIsAy. B Mipy po3mnirpeHHs 1Ipo-
¢deciliHUX 000B’SI3KiB MeficecTpa M0OKe BUKOPUCTOBYBATH aJaropuT™M ABCD [JIg OITiIHKU CTaHY IallieHTiB. 3HaH-
HSI IPUHITUINB ITiel CUCTeMH MeJUYHOTO COPTYBAaHHS, BMIHHS HajaBaTH HEBIJKIaTHy MeIUUYHY OIIOMOTY,
PiBHOMIpHO Ta epeKTUBHO PO3MOIIIATU PECYPCH, YiTKO BUKOHYBATU BKa3iBKU JIiKaps-KOOPAWHATOPA, BECTH
MeJUYHY JOKYMEeHTAllil0 i MapKyBaTH KaTeropil HaIfieHTiB cTaju 060B’I3KaMU MeJiceCTepU uepe3 3pOoCTaHHSA
KUIBKOCTI HaZ[3BUYaWHUX CUTYyalLlill.

BucHoBKH. CHcTeMy MeIHUUHOro cOpTyBaHHSI START BUKOPHCTOBYIOTH [JIs1 OIIePaTUBHOTO Ta epeKTHUBHOIO
BiZbopy MoCTpakAaINuX y HaI3BUUaMHUX CUTYyalliaxX. Posib MeficeCTpH B IIbOMY IIPOIleci € Ha/[3BUUAHHO BaK-
JuBo0. IlepenyciM BoHa ITIOBUHHA MaTH HaBUYKU 3aCTOCYBaHHS [AaHOI CUCTeMH Ta PO3yMITH II ocHOBH. Ilif
Jac BUKOHaHHs COPTYBaHHS MeJicecTpa 3/jlaTHa OIIePaTHUBHO OIIHUTH CTaH KO>KHOI'O II0CTPakAajIoro, BU3Ha-
YUTH KaTeropiro Ta IIPU3HAYUTH BIiATIOBIMHUN KoJipHUM Ter. HajaHHSA HeBiIK/IaJHOI MeJUYHOI LOIIOMOTH
3a YMOB 06Me)KeHHS pecypciB, KOOPAWHALSA Ta 3BITHICTB I IIOJAJIBLIIOL opraHisarii MeJUYHOi JOIIOMOTH €
KJIFOUOBHMHU eJIeMeHTaMH Y OpMyBaHHI Me/[CECTPUHCHKOI KOMIIETEHTHOCTI IIiff Yac IIpOBe/[eHHS COPTYBaHHS.
BukopucTaHHS IPUHITUIIIB MeUYHOTO COPTYBAaHHS MOJKe CIIPUSATH OITHUMIi3allii IikyBaHHS Ta pATYBaTH Oib-
1IIe )KUTTIB Y HaJ[I3BUUaWHUX CUTYyaITisIX.

Ki1ro4oBi cj1oBa: cucTeMa MeJUYHOTO copTyBaHHA START; Me/icecTpa; HeBiIKIaZiHa LOIIOMOTa; IIEPBUHHUN

OTJIsA/l; 06MesKeHi peCcypCH.

Introduction. The mass admission triage system
is a standardized method of rapidly determining
the clinical urgency of all incoming patients. At the
same time, it helps medical personnel identify and
prioritize the seriously ill or injured [1]. The relevance
of studying the medical triage system has grown rapidly
since the beginning of the full-scale invasion of the
Russian Federation into Ukraine. In addition, the global
development of the civilization of society, man-made
disasters, and emergencies of a socio-political nature
oblige medical personnel to be able to respond.

The aim of the study - to determine the role of the
nurse in the triage and provision of emergency care
at the early hospital stage within the framework of a
limited resource. To establish the relevance of the use
of the START medical triage system in the practical
activities of a nurse. The relevance of working out the
response protocol in the event of an emergency among
nurses.

The main part. Medical triage plays an important
role in determining how to allocate limited resources
and provide care in order of urgency and severity of
the patient's condition. This includes determining who
needs immediate help and who can be helped later.
Since the modern nurse becomes a full-fledged partner
in treatment, she is an integral element in the mass
influx of patients [2]. The START (Simple Triage and
Rapid Treatment) medical triage system is an effective
tool for organizing and accelerating the process of the
correct route of patients in conditions of mass cases
or crises, where resources are limited and the need

for medical assistance is great. According to the rules
of this system, patients are quickly evaluated and
divided into four main categories to determine and
provide priority medical care. The criteria for medical
sorting include the signs of the primary examination. In
connection with the expansion of professional powers,
a nurse can assess the patient's condition according to
the ABCD algorithm.

A (Airway) - airway patency. If the patient has a
compromised airway or is impassable (unconscious but
breathing), the nurse ensures patency manually or with
specialized devices, as needed and based on available
resources.

B (Breathing) - breathing. The nurse determines the
presence/absence of breathing. If breathing is present,
it is necessary to find out the rate of breathing.

C (Circulation) - blood circulation. If the patient’s
breathing rate is normal, the nurse determines the
presence of a pulse on the peripheral artery or capillary
filling. When changes in these indicators are detected,
control external bleeding and, if necessary, stop it.

D (Disability) - neurological status. If the condition
of the patient’s periphery is stable (a peripheral pulse
or capillary is filling for less than two seconds), it
is worth assessing the state of consciousness, and
asking to perform a simple task. The next stage in the
START medical triage system will be the distribution of
patients according to color markings, determined by the
order of the Cabinet of Ministers of Ukraine of May 7,
2009 No. 563. In Table the main criteria of the victims
according to the received categories are described.



Table. The main categories of victims according to the
START medical triage system

Category | Color The condition of the victim

An immediate threat to

life, but the condition is
treatable. Requires immediate
hospitalization and medical
assistance

| red

Il yellow | Serious injuries are possible, but
the victim's condition is stable,
which allows you to wait for
medical assistance in the second

instance

1 green | Minor injuries where the patient
has a longer period to wait for

medical attention

v black | Incompatible with life damage or
death. Consider hospitalization
as a second option if the patient

remains alive by the end of triage

Sorting according to this system is carried out
according to the main categories:

Green (minimum severity): Patients with minor
injuries who can wait for medical attention.

Yellow (moderate): Patients with moderate injuries
who can be saved but are not emergencies.

Red (severe severity): Patients with serious
injuries requiring immediate medical attention and
hospitalization.

Black (not compatible with life): Patients for whom
care is ineffective or impossible.

In the process of providing medical care and
treatment, the sorting category may change. After
determining the patient’s category, the nurse makes the
appropriate marking according to the color criterion, as
well as the detected vital signs.

Most often, during triage, the nurse interacts with
the doctor. Her responsibilities include preparing
equipment for stabilizing the patient’s condition,
supplying oxygen, including collecting everything
necessary to provide emergency medical care in
the red zone. The nurse performs all the necessary
manipulations during triage and helps transfer the
victim to the ICU (Department of Anesthesiology and
Intensive Care), the operating room, or another triage
area (for example, the yellow zone) [3]. She can also
assist in filling out medical documentation during triage
according to the START system, and tag patients with
triage bracelets.

When conducting secondary triage, the purpose of
which is an in-depth examination of patients, the nurse

interacts similarly with the coordinator (doctor).To
stabilize the patient's condition, she needs to prepare
meals for controlling bleeding, equipment for ensuring
the patency of the respiratory tract devices for artificial
lung ventilation, oxygen, a decompression kit, infusion
solutions of the required temperature, and means for
monitoring basic vital signs. Communication skills are
extremely important during triage. The stress factor,
the minimization of time in case of an emergency
patient, and a large number of victims often distract
and have an emotional impact on the medical staff
[4]. To evaluate laboratory indicators, the nurse
establishes communication with additional staff and
also participates in discussing the need to transfer the
patient to another area or department.

It is known that nurses are involved not only in
the stabilization of patients’ condition, and physical
examination but also in constantly supporting the
patient's emotional state, and showing empathy and
care. The nurse must be able to communicate clearly
with other members of the medical team, provide
the necessary information about the condition of the
victims, and manage the process of assistance at the
scene [5]. It provides psychological support to victims
and their relatives in stressful situations, aimed at
reducing panic and maintaining emotional well-being.
The nurse’s attention is focused on the coordinator’s
instructions and the answer about the performed
manipulation. However, the ability to respond to
emergencies in a resource-constrained environment
largely depends on the readiness of the nursing staff.
Conducting educational and simulation training and
understanding the clarity of actions in the event of an
emergency is a relevant training plan for nurses.

Conclusions. The START triage system (Simple Triage
and Rapid Treatment) is used for quick and efficient
triage during emergencies. The nurse’s participation
in this process is critical. First of all, the nurse must
be trained in START triage techniques and have an
understanding of its principles.

During START triage, the nurse can quickly determine
the condition of each casualty, assess life-threatening
conditions, and assign appropriate color tags: red for
immediate treatment, yellow for second-line care, green
for minor injuries, and black for those in who have no
signs of life or help will be ineffective. The obtained data
can be used to optimize logistics and resource planning
for the provision of quality medical care in emergencies.
Provision of emergency medical care in conditions of



limited resources, coordination, and reporting for the
further organization of medical care are key elements
in the formation of nursing competence during triage.
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