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Self-Study Module 6.0 C0NTACT HOURS   
 

Please note that C.N.A.s in California cannot receive continuing education hours for home study. 

 
Objectives 

At the completion of this program, the learners will: 
 

1. Discuss the purpose of triage. 
2. Describe ESI levels  
3. Estimates Resource needs.  
4. Discuss the four decision points of the ESI algorithm 
5. Differentiate assessments with pediatrics. 
6. Complete exam components at a 70% competency 

 
Exam questions are found throughout the text. Mark the answers as you study and then copy to the CEU form.    

 

Introduction to the Emergency Severity Index (ESI): 
A Research-Based Triage Tool 

 
Standardization of Triage Acuity in the United States 

The purpose of triage in the emergency department (ED) is to prioritize incoming patients and to 
identify those who cannot wait to be seen. The triage nurse performs a brief, focused assessment and 
assigns the patient a triage acuity level, which is a proxy measure of how long an individual patient can 
safely wait for a medical screening examination and treatment.  
 
In 2008 there were 123.8 million visits to U.S. emergency departments (Centers for Disease Control 
and Prevention, 2008, tables 1, 4). Of those visits, only 18% of patients were seen within 15 minutes, 
leaving the majority of patients waiting in the waiting room. 
 
The Institute of Medicine (IOM) published the landmark report, "The Future of Emergency Care in the 
United States," and described the worsening crisis of crowding that occurs daily in most emergency 
departments (Institute of Medicine, 2006). With more patients waiting longer in the waiting room, the 
accuracy of the triage acuity level is even more critical.  
 
Under-categorization (under-triage) leaves the patient at risk for deterioration while waiting. Over-
categorization (over-triage) uses scarce resources, limiting availability of an open ED bed for another 
patient who may require immediate care. And rapid, accurate triage of the patient is important for 
successful ED operations. Triage acuity ratings are useful data that can be used to describe and 
benchmark the overall acuity of an individual EDs' case mix. This is possible only when the ED is using a 
reliable and valid triage system, and when every patient, regardless of mode of arrival or location of 
triage (i.e. at the bedside) is assigned a triage level. By having this information, difficult and important 
questions such as, "Which EDs see the sickest patients?" and "How does patient acuity affect ED 
overcrowding?" can then be answered. 
 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi1.html#Centers
http://www.ahrq.gov/professionals/systems/hospital/esi/esi1.html#Centers
http://www.ahrq.gov/professionals/systems/hospital/esi/esi1.html#IOM
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Historically, EDs in the United States did not use standardized triage acuity rating systems. Since 2000, 
there has been a trend toward standardization of triage acuity scales that have five levels:  

 
 1- Resuscitation, 2- emergent, 3- urgent, 4- less urgent, 5- non-urgent 

 
Based on expert consensus of currently available evidence, ACEP and ENA supported the adoption of a 
reliable, valid five-level triage scale" (American College of Emergency Physicians, 2010; Emergency 
Nurses Association, 2003). Based on expert consensus of currently available evidence, ACEP and ENA 
support the adoption of a reliable, valid five-level triage scale such as the Emergency Severity Index 
(ESI)" (ACEP, 2010).  

History of the Emergency Severity Index 
The ESI is a five-level triage scale developed by ED physicians Richard Wuerz and David Eitel in the U. S. 
Wuerz and Eitel believed that a principal role for an emergency department triage instrument is to 
facilitate the prioritization of patients based on the urgency of treatment for the patients' conditions. 
The triage nurse determines priority by posing the question, "Who should be seen first?" Wuerz and 
Eitel realized, however, that when more than one top priority patient presents at the same time, the 
operating question becomes, "How long can each patient safely wait?" 
 
The ESI is unique in that it also, for less acute patients, requires the triage nurse to anticipate expected 
resource needs (e.g., diagnostic tests and procedures), in addition to assessing acuity. Briefly, acuity 
judgments are addressed first and are based on the stability of the patient's vital functions, the 
likelihood of an immediate life or organ threat, or high risk presentation. For patients determined not 
to be at risk of high acuity and deemed "stable," expected resource needs are addressed based on the 
experienced triage nurse's prediction of the resources needed to move the patient to an appropriate 
disposition from the ED. Resource needs can range from none to two or more; however, the triage 
nurse never estimates beyond two defined resources. 
 
Benefits of the Emergency Severity Index 
One benefit of the ESI is the rapid identification of patients that need immediate attention. The focus 
of ESI triage is on quick sorting of patients in the setting of constrained resources. ESI triage is a rapid 
sorting into five groups with clinically meaningful differences in projected resource needs and, 
therefore, in associated operational needs. Use of the ESI for this rapid sorting can lead to improved 
flow of patients through the ED. For example, level 1 and 2 patients can be taken directly to the 
treatment area for rapid evaluation and treatment, while lower acuity patients can safely wait to be 
seen. 
 
Other benefits of the ESI include determination of which patients do not need to be seen in the main 
ED and those who could safely and more efficiently be seen in a fast-track or urgent care area. For 
example, in many hospitals, the triage policy stipulates that all ESI level-4 and level-5 patients can be 
sent to either the medical fast track or minor trauma areas of the ED. The triage policy may also allow 
for some level-3 patients to be sent to urgent care (UC), such as patients needing simple migraine 
headache treatment. ESI level-3 patients triaged to UC and all patients sent to the acute area from UC 
for more serious conditions are monitored in the quality improvement program.  
 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi1.html#ACEP
http://www.ahrq.gov/professionals/systems/hospital/esi/esi1.html#ENA
http://www.ahrq.gov/professionals/systems/hospital/esi/esi1.html#ENA
http://www.ahrq.gov/professionals/systems/hospital/esi/esi1.html#ACEP
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Nurses using the ESI have reported that the tool facilitates communication of patient acuity more 
effectively than the former three-level triage scales used at the sites.  For example, the triage nurse can 
tell the charge nurse, "I need a bed for a level-2 patient," and through this common language, the 
charge nurse understands what is needed without a detailed explanation of the patient by the triage 
nurse. Hospital administrators can use the case mix in real time to help make decisions regarding the 
need for additional resources or possibly diverting ambulance arrivals. If a waiting room has multiple 
level-2 patients with long waits, the hospital may need to develop a plan for the disposition of those 
patients who are waiting for an inpatient bed and occupying space in the ED. 
 
The ESI also has been used as the foundation for ED policies that address specific populations. For 
example, the psychiatric service at one site is expected to provide consults for level-2 and level-3 
patients with psychiatric complaints within 30 minutes of notification and for level-4 and level-5 
patients within 1 hour. At another site, the ESI has been incorporated into a policy for patients greater 
than 20 weeks pregnant who present to the ED. Patients rated at ESI levels 1 and 2 are treated in the 
ED by emergency medicine with an obstetrical consult. Those rated 3, 4, or 5 are triaged to the labor 
and delivery area of the hospital. 
 

Overview of the Emergency Severity Index 
The Emergency Severity Index (ESI) is a simple to use, five-level triage algorithm that categorizes 
emergency department patients by evaluating both patient acuity and resource needs. Initially, the 
triage nurse assesses only the acuity level. If a patient does not meet high acuity level criteria (ESI level 
1 or 2), the triage nurse then evaluates expected resource needs to help determine a triage level (ESI 
level 3, 4, or 5). The ESI is intended for use by nurses with triage experience or those who have 
attended a separate, comprehensive triage educational program.  Inclusion of resource needs in the 
triage rating is a unique feature of the ESI in comparison with other triage systems. Acuity is 
determined by the stability of vital functions and the potential threat to life, limb, or organ. The triage 
nurse estimates resource needs based on previous experience with patients presenting with similar 
injuries or complaints.  
 
Resource needs are defined as the number of resources a patient is expected to consume in order for a 
disposition decision (discharge, admission, or transfer) to be reached. Once oriented to the algorithm, 
the triage nurse will be able to rapidly and accurately triage patients into one of five explicitly defined 
and mutually exclusive levels. 
 
Algorithms are frequently used in emergency care. Most emergency clinicians are familiar with the 
algorithms used in courses such as Basic Life Support, Advanced Cardiac Life Support, and the Trauma 
Nursing Core Course. These courses present a step-by-step approach to clinical decision making that 
the clinician is able to internalize with practice. The ESI algorithm follows the same principles. 
 
Each step of the algorithm guides the user toward the appropriate questions to ask or the type of 
information to gather. Based on the data or answers obtained, a decision is made and the user is 
directed to the next step and ultimately to the determination of a triage level. 
 
The four decision points of the ESI algorithm are critical to accurate and reliable application of ESI. The 
figure shows the four decision points reduced to four key questions: 



6 
 

 
 

A. Does this patient require immediate life-saving intervention? 

B. Is this a patient who shouldn't wait? 
C. How many resources will this patient need? 
D. What are the patient's vital signs? 

The answers to the questions guide the user to the correct triage level. 
 
Decision Point A: Does the Patient Require Immediate Life-Saving Intervention? 
Simply stated, at decision point A (Figure 2-2) the triage nurse asks, "Does this patient require 
immediate life-saving intervention?" If the answer is "yes," the triage process is complete and the 
patient is automatically triaged as ESI level 1. A "no" answer moves the user to the next step in the 
algorithm, decision point B. 
 

 
 
 
 
 
 
 
 
 

The following questions are used to determine whether the patient requires an immediate life-saving 
intervention: 
 

Does this patient have a patent airway? 

Is the patient breathing? 

Does the patient have a pulse? 

Is the nurse concerned about the pulse rate, rhythm, and quality? 

Was this patient intubated pre-hospital because of concerns about the patient's ability to 
maintain a patent airway, spontaneously breathe, or maintain oxygen saturation? 

Is the nurse concerned about this patient's ability to deliver adequate oxygen to the tissues? 

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

Does the patient meet any of the following criteria: already intubated, apneic, pulseless, 
severe respiratory distress, SpO2 < 90 percent, acute mental status changes, or 
unresponsive? 

 
Research has demonstrated that the triage nurse is able to accurately predict the need for immediate 
lifesaving interventions.  Table 2-1 lists interventions that are considered lifesaving and those that are 
not, for the purposes of ESI triage. 

Figure 2-2. Decision Point A: Is the Patient Dying? 

 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi2.html#fig2-2
http://www.ahrq.gov/professionals/systems/hospital/esi/esi2.html#tab21
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Interventions not considered lifesaving include some interventions that are diagnostic or therapeutic, 
but none that would save a life. Lifesaving interventions are aimed at securing an airway, maintaining 
breathing, supporting circulation or addressing a major change in level of consciousness (LOC). 
The ESI level-1 patient always presents to the emergency department with an unstable condition. 
Because the patient could die without immediate care, a team response is initiated: the physician is at 
the bedside, and nursing is providing critical care. ESI level-1 patients are seen immediately because 
timeliness of interventions can affect morbidity and mortality. 
 
Table 2-1. Immediate Life-saving Interventions 

  Life-saving Not life-saving 

Airway/breathing  BVM ventilation. 
 Intubation. 
 Surgical airway. 
 Emergent CPAP. 
 Emergent BiPAP. 

Oxygen administration:  
 Nasal cannula. 
 Non-rebreather. 

Electrical Therapy  Defibrillation. 
 Emergent cardioversion. 
 External pacing. 

Cardiac Monitor 

Procedures  Chest needle decompression. 
 Pericardiocentesis. 
 Open thoracotomy. 
 Intraoseous access. 

Diagnostic Tests:  
 ECG. 
 Labs. 
 Ultrasound. 
 FAST (Focused abdominal scan for trauma). 

Hemodynamics  Significant IV fluid resuscitation. 
 Blood administration. 
 Control of major bleeding. 

 IV access. 
 Saline lock for medications. 

Medications  Naloxone. 
 D50. 
 Dopamine. 
 Atropine. 
 Adenocard. 

 ASA. 
 IV nitroglycerin. 
 Antibiotics. 
 Heparin. 
 Pain medications. 
 Respiratory treatments with beta agonists. 

 
Immediate physician involvement in the care of the patient is a key difference between ESI level-1 and 
ESI level-2 patients. Level-1 patients are critically ill and require immediate physician evaluation and 
interventions. When considering the need for immediate lifesaving interventions, the triage nurse 
carefully evaluates the patient's respiratory status and oxygen saturation (SpO2). A patient in severe 
respiratory distress or with an SpO2 <90 percent may still be breathing, but is in need of immediate 
intervention to maintain an airway and oxygenation status. This is the patient who will require the 
physician in the room ordering medications such as those used for rapid sequence intubation or 
preparing for other interventions for airway and breathing. 
 
Each patient with chest pain must be evaluated within the context of the level-1 criteria to determine 
whether the patient requires an immediate life-saving intervention. Some patients presenting with 
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chest pain are very stable. Although they may require a diagnostic electrocardiogram (ECG) within 10 
minutes of arrival, these patients do not meet level-1 criteria. However, patients who are pale, 
diaphoretic, in acute respiratory distress or hemodynamically unstable do meet level-1 criteria and will 
require immediate life-saving interventions. 
 
When determining whether the patient requires immediate life-saving intervention, the triage nurse 
must also assess the patient's level of responsiveness. The ESI algorithm uses the AVPU (alert, verbal, 
pain, unresponsive) scale (Table 2-2). The goal for this part of the algorithm is to identify the patient 
who has a recent and/or sudden change in level of conscience and requires immediate intervention. 
The triage nurse needs to identify patients who are non-verbal or require noxious stimuli to obtain a 
response. ESI uses the AVPU scale and patients that score a P (pain) or U (unresponsive) on the AVPU 
scale meet level-1 criteria. Unresponsiveness is assessed in the context of acute changes in 
neurological status, not for the patient who has known developmental delays, documented dementia, 
or aphasia. Any patient who is unresponsive, including the intoxicated patient who is unresponsive to 
painful stimuli, meets level-1 criteria and should receive immediate evaluation. An example of a recent 
mental status change that would require immediate intervention would be a patient with decreased 
mental status who is unable to maintain a patent airway or is in severe respiratory distress. 
 
Table 2-2 Four Levels of the AVPU Scale 

AVPU 
level 

Level of consciousness 

A Alert. The patient is alert, awake and responds to voice. The patient is oriented to time, place 
and person. The triage nurse is able to obtain subjective information. 

V Verbal. The patient responds to verbal stimuli by opening their eyes when someone speaks to 
them. The patient is not fully oriented to time, place, or person. 

P Painful. The patient does not respond to voice, but does respond to a painful stimulus, such as 
a squeeze to the hand or sternal rub. A noxious stimulus is needed to elicit a response. 

U Unresponsive. The patient is nonverbal and does not respond even when a painful stimulus is 
applied 

Emergency Nurses Association, 2000 

 
An ESI level-1 patient is not always brought to the emergency department by ambulance. The patient 
or his or her family member may not realize the severity of the illness and, instead of calling an 
ambulance, may drive the patient to the emergency department. The patient with a drug overdose or 
acute alcohol intoxication may be dropped at the front door. Infants and children, because they are 
"portable," may be brought to the ED by car and carried into the emergency department. The 
experienced triage nurse is able to instantly identify this critical patient. With a brief, "across-the-
room" assessment, the triage nurse recognizes the patient that is in extremis. Once identified, this 
patient is taken immediately to the treatment area and resuscitation efforts are initiated. 
 
Patients assessed as an ESI level 1 constitute approximately 1 percent to 3 percent of all ED patients 
upon arrival; the patient's condition requires immediate life-saving interventions from either the 
emergency physician and nurse or the trauma or code team. From ESI research we know that most ESI 
level-1 patients are admitted to intensive care units, while some die in the emergency department.  A 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi2.html#tab22


9 
 

few ESI level-1 patients are discharged from the ED, if they have a reversible change in level of 
consciousness or vital functions such as with hypoglycemia, seizures, alcohol intoxication, or 
anaphylaxis. 
 
Examples of ESI level 1: 
 

Cardiac arrest. 

Respiratory arrest. 

Severe respiratory distress. 

SpO2 <90. 

Critically injured trauma patient who presents unresponsive. 

Overdose with a respiratory rate of 6. 

Severe respiratory distress with agonal or gasping-type respirations. 

Severe bradycardia or tachycardia with signs of hypoperfusion. 

Hypotension with signs of hypoperfusion. 

Trauma patient who requires immediate crystalloid and colloid resuscitation. 

Chest pain, pale, diaphoretic, blood pressure 70/palp. 

Weak and dizzy, heart rate = 30. 

Anaphylactic shock. 

Baby that is flaccid. 

Unresponsive patient with a strong odor of alcohol. 

Hypoglycemia with a change in mental status. 

Intubated head bleed with unequal pupils. 

Child that fell out of a tree and is unresponsive to painful stimuli. 

 
Decision Point B: Should the Patient Wait? 
Once the triage nurse has determined that the patient does not meet the criteria for ESI level 1, the 
triage nurse moves to decision point B (Figure 2-3) At decision point B, the nurse needs to decide 
whether this patient is a patient that should not wait to be seen. If the patient should not wait, the 
patient is triaged as ESI level 2. If the patient can wait, then the user moves to the next step in the 
algorithm. 
 
Figure 2-3. Decision Point B: Should the Patient Wait?  

 
 
 
 
 
 
 
 
 
 
 

Figure 2-3. Decision Point B: Should the Patient Wait? 

 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi2.html#fig2-3
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Three broad questions are used to determine whether the patient meets level-2 criteria: 
1. Is this a high-risk situation? 
2. Is the patient confused, lethargic or disoriented? 
3. Is the patient in severe pain or distress? 

 
The triage nurse obtains pertinent subjective and objective information to quickly answer these 
questions.  
 
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 who presents with symptoms 
suggestive of a condition requiring time-sensitive treatment. This is a patient who has a potential 
threat to life, limb or organ. A high-risk patient does not require a detailed physical assessment or even 
a full set of vital signs in most cases. The patient may describe a clinical portrait that the experienced 
triage nurse recognizes as a high-risk situation. An example is the patient who states, "I never get 
headaches and I lifted this heavy piece of furniture and now I have the worst headache of my life." The 
triage nurse would triage this patient as ESI level 2 because the symptoms suggest the possibility of a 
subarachnoid hemorrhage. 
 
When the patient is an ESI level 2, the triage nurse has determined that it would be unsafe for the 
patient to remain in the waiting room for any length of time. While ESI does not suggest specific time 
intervals, ESI level-2 patients remain a high priority, and generally placement and treatment should be 
initiated rapidly. ESI level-2 patients are very ill and at high risk.  
 
The need for care is immediate and an appropriate bed needs to be found. Usually, rather than move 
to the next patient, the triage nurse determines that the charge nurse or staff in the patient care area 
should be immediately alerted that they have an ESI level 2. Unlike with level-1 patients, the 
emergency nurse can initiate care through protocols without a physician immediately at the bedside. 
The nurse recognizes that the patient needs interventions but is confident that the patient's clinical 
condition will not deteriorate. The nurse can initiate intravenous (IV) 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 is an ESI 2. 
 
Examples of high-risk situations: 

Active chest pain, suspicious for acute coronary syndrome but does not require an 
immediate life-saving intervention, stable. 

A needle stick in a health care worker. 

Signs of a stroke, but does not meet level-1 criteria. 

A rule-out ectopic pregnancy, hemodynamically stable. 

A patient on chemotherapy and therefore immunocompromised, with a fever. 

A suicidal or homicidal patient. 
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Is the Patient Confused, Lethargic, or Disoriented? 
This is the second question to be asked at decision point B. Again the concern is whether the patient is 
demonstrating an acute change in level of consciousness. Patients with a baseline mental status of 
confusion do not meet level-2 criteria. 
 
Examples of patients who are confused, lethargic, or disoriented: Each of these examples indicates that 
the brain may be either structurally or chemically compromised: 

New onset of confusion in an elderly patient. 

The 3-month-old whose mother reports the child is sleeping all the time. 

The adolescent found confused and disoriented. 

 
Is the Patient in Severe Pain or Distress? 
The third question the triage nurse needs to answer at decision point B is whether this patient is 
currently in pain or distress. If the answer is "no," the triage nurse is able to move to the next step in 
the algorithm. If the answer is "yes," the triage nurse needs to assess the level of pain or distress. This 
is determined by clinical observation and/or a self-reported pain rating of 7 or higher on a scale of 0 to 
10. When patients report pain ratings of 7/10 or greater, the triage nurse may triage the patient as ESI 
level 2, but is not required to assign a level-2 rating. 
 
Pain is one of the most common reasons for an ED visit and clearly all patients reporting pain 7/10 or 
greater do not need to be assigned an ESI level-2 triage rating. A patient with a sprained ankle presents 
to the ED and rates their pain as 8/10.This patient's pain can be addressed with simple nursing 
interventions: wheelchair, elevation and application of ice. This patient is safe to wait and should not 
be assigned to ESI level 2 based on pain. 
In some patients, pain can be assessed by clinical observation: 
 

Distressed facial expression, grimacing, crying. 

Diaphoresis. 
Body posture. 
Changes in vital signs - hypertension (HTN), tachycardia, and increased respiratory rate. 

 
The triage nurse observes physical responses to acute pain that support the patient's rating. For 
example, the patient with abdominal pain who is diaphoretic, tachycardic, and has an elevated blood 
pressure or the patient with severe flank pain, vomiting, pale skin, and a history of renal colic are both 
good examples of patients that meet ESI level-2 criteria. The triage nurse should also consider the 
question, "Would I give my last open bed to this patient?" If the answer is yes, then the patient meets 
the criteria for ESI level 2. 
 
Severe distress can be physiological or psychological. Examples of distress include the sexual assault 
victim, the victim of domestic violence, the combative patient, or the bipolar patient who is currently 
manic. 
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ESI level-2 patients constitute approximately 20 percent to 30 percent of emergency department 
patients.   Once an ESI level-2 patient is identified, the triage nurse needs to ensure that the patient is 
cared for in a timely manner. Registration can be completed by a family member or at the bedside. ESI 
level-2 patients need vital signs and a comprehensive nursing assessment but not necessarily at triage. 
Placement in the treatment area is a priority and should not be delayed to finish obtaining vital signs or 
asking additional questions. ESI research has shown that 50 to 60 percent of ESI level-2 patients are 
admitted from the ED.    
 
Decision Point C: Resource Needs 
If the answers to the questions at the first two decision points are "no," then the triage nurse moves to 
decision point C (Figure 2-4). 
 
 
 
 
 
 
 
 
 
 
The triage nurse should ask, "How many different resources do you think this patient is going to 
consume in order for the physician to reach a disposition decision?" The disposition decision could be 
to send the patient home, admit to the observation unit, admit to the hospital, or even transfer to 
another institution. This decision point again requires the triage nurse to draw from past experiences 
in caring for similar emergency department patients. ED nurses need to clearly understand that the 
estimate of resources has to do with standards of care and is independent of type of hospital (i.e., 
teaching or non-teaching) location of the hospital (urban or rural), or which provider is working that 
day. A patient presenting to any emergency department should consume the same general resources 
in one ED as in any other ED. 
 
Considering the patient's brief subjective and objective assessment, past medical history, allergies, 
medications, age, and gender, how many different resources will be used in order for the physician to 
reach a disposition? In other words, what is typically done for the patient who presents to the 
emergency department with this common complaint? 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. 
 
To identify resource needs, the triage nurse must be familiar with emergency department standards of 
care. The nurse must be knowledgeable about the concept of "prudent and customary." One easy way 
to think about this concept is to ask the question, "Given this patient's chief complaint or injury, which 
resources are the emergency physician likely to utilize?" Resources can be hospital services, tests, 
procedures, consults or interventions that are above and beyond the physician history and physical, or 
very simple emergency department interventions such as applying a bandage. A list of what is and is 
not considered a resource for purposes of ESI triage classification can be found in Table 2-3). 

Figure 2-4. Resource Prediction 

 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi2.html#fig2-4
http://www.ahrq.gov/professionals/systems/hospital/esi/esi2.html#tab23
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Table 2-3. ESI Resources 

Resources Not resources 

Labs (blood, urine) History & physical (including pelvic) 

ECG, X-rays CT-MRI-ultrasound angiography Point-of-care testing 

IV fluids (hydration) Saline or heplock 

IV, IM or nebulized medications PO medications Tetanus immunization Prescription refills 

Specialty consultation Phone call to PCP 

Simple procedure = 1 (lac repair, Foley cath)  
Complex procedure = 2 (conscious sedation) 

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

 
Research has shown that ESI level-3 patients make up 30 percent to 40 percent of patients seen in the 
emergency department.  ESI level 3 patients present with a chief complaint that requires an in-depth 
evaluation. An example is patients with abdominal pain. They often require a more in-depth evaluation 
but are felt to be stable in the short term, and certainly may have a longer length of stay in the ED. ESI 
level 4 and ESI level 5 make up between 20 percent and 35 percent of ED volume, perhaps even more 
in a community with poor primary care access. Appropriately trained mid-level providers with the right 
skills mix could care for these patients in a fast-track or express care setting, recognizing that a high 
proportion of these patients have a trauma-related presenting complaint. 
 
Decision Point D: The Patient's Vital Signs 
Before assigning a patient to ESI level 3, the nurse needs to look at the patient's vital signs and decide 
whether they are outside the accepted parameters for age and are felt by the nurse to be meaningful. 
If the vital signs are outside accepted parameters, the triage nurse should consider upgrading the 
triage level to ESI level 2. However, it is the triage nurse's decision as to whether or not the patient 
should be upgraded to an ESI level 2 based on vital sign abnormalities. This is decision point D. 
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Table 2-4. Predicting Resources 

ESI 
Level 

Patient Presentation Interventions Resources 

5 Healthy 10-year-old child with poison ivy Needs an exam and prescription None 

5 Healthy 52-year-old male ran out of 
blood pressure medication yesterday; BP 
150/92 

Needs an exam and prescription None 

4 Healthy 19-year-old with sore throat and 
fever 

Needs an exam, throat culture, 
prescriptions 

Lab (throat 
culture)* 

4 Healthy 29-year-old female with a urinary 
tract infection, denies vaginal discharge 

Needs an exam, urine, and urine 
culture, maybe urine hCG, and 
prescriptions 

Lab (urine, 
urine C&S, 
urine hCG)** 

3 A 22-year-old male with right lower 
quadrant abdominal pain since early this 
morning + nausea, no appetite 

Needs an exam, lab studies, IV 
fluid, abdominal CT, and perhaps 
surgical consult 

2 or more 

3 A 45-year-old obese female with left 
lower leg pain and swelling, started 2 
days ago after driving in a car for 12 
hours 

Needs exam, lab, lower extremity 
non-invasive vascular studies 

2 or more 

 
*In some regions throat cultures are not routinely performed; instead, the patient is treated based on 
history and physical exam. If that is the case the patient would be an ESI level 5.  ** All 3 tests count as 
one resource (Lab). 
 
Vital sign parameters are outlined by age in Figure 2-5. The vital signs used are pulse, respiratory rate, 
and oxygen saturation and, for any child under age 3, body temperature. Using the vital sign criteria, 
the triage nurse can upgrade an adult patient who presents with a heart rate of 104, or this patient can 
remain ESI level 3. A 6-month-old baby with a cold and a respiratory rate of 48 could be triaged ESI 
level 2 or 3. Based on the patient's history and physical assessment, the nurse must ask if the vital signs 
are enough of a concern to say that the patient is high risk and cannot wait to be seen.  

http://www.ahrq.gov/professionals/systems/hospital/esi/esi2.html#n1
http://www.ahrq.gov/professionals/systems/hospital/esi/esi2.html#n2
http://www.ahrq.gov/professionals/systems/hospital/esi/esi2.html#fig2-5
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Figure 2-5. Danger Zone Vital Signs 
 
Temperature is only included with children under age 3. Significant fever may exclude young children 
from categories 4 and 5. This will help identify potentially bacteremic children and avoid sending them 
to a fast track setting or keeping them waiting a prolonged time.  
 
Does Time to Treatment Influence ESI Triage Categories? 
An estimate of how long the patient can wait to be seen by a physician is an important component of 
most triage systems. The Australasian and Canadian Triage Systems both require patients to be seen by 
a physician within a specific time period, based on their triage category. ESI does not mandate specific 
time standards in which patients must be evaluated by a physician. However, patients who meet 
criteria for ESI level 2 should be seen as soon as possible; it is up to the individual institution to 
determine specific policies for what constitutes "as soon as possible." 
 
Frequently, there may be confusion between institutional policy and "flow or process of patient care" 
and ESI triage level. Examples of patient scenarios in which flow and triage category may seem to 
conflict are presented below. 
 
Often trauma patients present to the triage nurse after sustaining a significant mechanism of injury, 
such as an unrestrained passenger in a high-speed motor vehicle crash. The patient may have left the 
crash scene in some way other than by ambulance and presents to triage with localized right upper 
quadrant pain with stable vital signs. This patient is physiologically stable, walked into the ED, and does 

Figure 2-5. Danger Zone Vital Signs 
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not meet ESI level-1criteria. However, the patient is at high risk for a liver laceration and other 
significant trauma, so should be triaged as ESI level 2. 
 
Frequently, EDs have trauma policies and trauma response level categorization that will require rapid 
initiation of care. Triage and trauma response level are both important and should be recorded as two 
different scores. While the triage nurse recognizes this is a physiologically stable trauma patient and 
correctly assigns ESI level 2, she should facilitate patient placement and trauma care as outlined by the 
trauma policy. The patient is probably stable for another 10 minutes and does not require immediate 
life-saving interventions. If the same patient presented with a blood pressure of 80 palpable, the 
patient would be triaged as ESI level 1 and require immediate hemodynamic, life-saving interventions. 
 
Another example of policies that may affect triage level is triage of the patient with stable chest pain. If 
the patient is physiologically stable but experiencing chest pain, that is potentially an acute coronary 
syndrome. The patient meets ESI level-2 criteria. He or she does not require immediate life-saving 
interventions but is a high-risk patient. Care is time-sensitive; an ECG should be performed within 10 
minutes of patient arrival. Often, EDs will have a policy related to rapid initiation of an ECG. While care 
of these patients should be rapidly initiated, the ECG is not a life-saving intervention, it is a diagnostic 
procedure. If the triage nurse were to triage all chest pain patients as ESI level 1, it would be difficult to 
prioritize the care for true ESI level-1 patients who require immediate life-saving interventions. But the 
patient with chest pain who presents to triage diaphoretic, with a blood pressure of 80 palpable would 
meet ESI level-1 criteria. 
 
The third example of time-sensitive care is a patient who presents with signs of an acute stroke. For 
example, the patient who reports left arm weakness meets the criteria for ESI level 2, and the stroke 
team needs to be activated immediately. Time to computed tomography (CT) completion is a quality 
measure that must be met. But the patient with signs of stroke that is unable to maintain an airway 
meets ESI level-1 criteria. The stroke team would also be activated. 
 
Finally, a somewhat different scenario is an elderly patient who fell, may have a fractured hip, arrives 
by private car with family, and is in pain. The patient does not really meet ESI level-2 criteria but is very 
uncomfortable. The triage nurse would categorize the patient as ESI level 3 and probably place the 
patient in an available bed before other ESI level-3 patients. Ambulance patients may also present with 
a similar scenario. Arriving by ambulance is not a criterion to assign a patient ESI level 1 or 2. The ESI 
criteria should always be used to determine triage level without regard to method of arrival. 
 
In general, care of ESI level-2 patients should be rapidly facilitated and the role of the charge nurse or 
flow manager is to know where these patients can be placed in the treatment area on arrival. All level-
2 patients are still potentially very ill and require rapid initiation of care and evaluation. The triage 
nurse has determined that it is unsafe for these patients to wait. Patients currently may be stable, but 
may have a condition that can easily deteriorate; initiation of diagnostic treatment may be time 
sensitive (stable chest pain requires an ECG within 10 minutes of arrival); or the patient may have a 
potential major life or organ threat. ESI level-2 patients are still considered to be very high risk. 
 
In the current atmosphere of ED crowding, it is not uncommon for the triage nurse to be in a situation 
of triaging many ESI level-2 patients with no open ED rooms in which to place the patients. In these 
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situations, the triage nurse may be tempted to "under-triage." This can lead to serious, negative 
patient outcomes and an underrepresentation of the ED's overall case mix. When faced with multiple 
ESI level-2 patients simultaneously, the triage nurse must evaluate each patient according to the ESI 
algorithm. Then, the nurse can "triage" all level-2 patients to determine which patient(s) are at highest 
risk for deterioration, in order to facilitate patient placement based on this evaluation. For example, 
the patient with chest pain would be brought in before the patient with a kidney stone. 
 
In summary, the ESI is a five-level triage system that is simple to use and divides patients by acuity and 
resource needs. The ESI triage algorithm is based on four key decision points. The experienced ED RN 
will be able to rapidly and accurately triage patients using this system. 
  
Post Test Questions 
Assign an ESI level to each of these patients. 

Level Patient 

1. ________ A 62-year-old with CPR in progress. 

2. ________ A 53-year-old with 30% body surface burned. 

3. ________ A 22-year-old who needs a work note. 

4. ________ A 12-year-old with an earache. 

5. ________ A 45-year-old involved in high speed motor vehicle collision, BP 120/60 HR72, 
RR. 18. 

6. ________ An unresponsive 14-year-old. EMS tells you he and his friend had been "doing 
shots." 

 
Answers: Please  place your answers on the answer sheet provided at the beginning of the module. 

 
ESI LEVEL-2 CRITERIA ARE THE MOST FREQUENTLY MISINTERPRETED CRITERIA.  
A complete understanding of level-2 criteria is critical to avoid both under- and over-triage of patients. 
ED nurses are often reluctant to assign level 2 to patients who meet criteria when the ED is crowded 
and there are long waits. It is important for nurses to understand that the triage nurse's primary 
responsibility is to assign the correct triage level. A patient who is under-triaged may wait for 
prolonged periods before being evaluated by a physician. This delay in care may result in negative 
patient outcomes. These cases are the type most frequently involved in litigation. 
 
Triage nurses without sufficient ED experience may be at risk for over-triaging patients. While it is 
always safer to over-triage than to under-triage, over-triage presents its own set of problems. If a 
nurse triages most patients as ESI level 2, beds will not be available for true level-1 and level-2 patients 
when needed, and physician and nurse colleagues will begin to lose confidence in the nurse, his or her 
triage levels, and eventually, the validity of ESI. If the algorithm is not used independently of the 
number and type of patients surging into an ED, then the accurate application of data for off-line 
planning will be subverted. When a hospital is implementing the ESI in an ED, a considerable time 
should be devoted to explaining which types of patients should be categorized ESI level 2. In this 
chapter, we highlight common patient presentations that meet ESI level-2 criteria. 
 



18 
 

After the triage nurse has determined that the patient does not require immediate life-saving 
intervention, he or she must then decide whether the patient should wait. When making this decision, 
the triage nurse should consider the following questions: "Would I use my last open bed for this 
patient?" or "Would I make an alternative bed for this patient in the hallway due to the criticality and 
time sensitivity of appropriate intervention?" Patients who meet ESI level-1 criteria require immediate 
resuscitation.  
 
Patients who meet ESI level-2 criteria should have their placement rapidly facilitated. ESI does not 
specify timeframe to physician evaluation, unlike many other triage systems. However, it is understood 
that level-2 patients should be evaluated as soon as possible. The following three questions, also listed 
in Figure3-1, should be answered and are key components of ESI level-2 criteria: 

 Is this a high-risk situation? 
 Is the patient experiencing new onset confusion, lethargy, or disorientation? 
 Is the patient experiencing severe pain or distress? 

An experienced triage nurse will always assess the patient's chief complaint, presenting signs and 
symptoms, demographics, and medical history to attempt to identify a high-risk situation. 
 
Figure 3-1. Patient Assessment 

 
 
While the purpose of nurse triage is not to make a medical diagnosis, these situations are based on the 
experienced triage nurse's knowledge of possible medical diagnoses that are associated with specific 
chief complaints. A good source of information about the signs and symptoms of various medical 
diagnoses is the Emergency Nursing Core Curriculum (Emergency Nurses Association [ENA], 2007) or 
other emergency nursing textbooks. The following discussion provides some selected examples of 
high-risk situations. This discussion is not intended to be an exhaustive list. 
 
Is This a High-Risk Situation? 
The ability to recognize a high-risk situation is a critical element of the triage decision-making process, 
regardless of the triage system used. ESI highlights the importance of recognizing high-risk situations 
and uses the triage nurse's expertise and experience to identify patients at high risk. 
 
Little has been written about how ED triage nurses make decisions. Knowledge and experience are 
necessary but not sufficient. Novice triage nurses are taught symptom clustering such as the cardiac 
cluster of chest pain with nausea, shortness of breath, and diaphoresis. From prior clinical situations, 
ED nurses put together "clinical portraits." The nurses store patient scenarios in which they were 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi3.html#fig31
http://www.ahrq.gov/professionals/systems/hospital/esi/esi3.html#Emergency2007
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involved in some way. For example, the scenario of a patient with fever, stiff neck, and a 
meningococcal rash should trigger recognition of meningitis, a high-risk situation. The nurse should 
then have a high index of suspicion when a patient with a similar set of complaints presents to triage. 
 
Vital signs are not always helpful in the identification of high-risk patients. More frequently, patients 
present to the ED with a chief complaint, signs and symptoms, or history suggestive of a problem or 
condition that is serious and, unless dealt with promptly, can deteriorate rapidly. These are considered 
high-risk situations and often interpretation of the patient's vital sign data is not required to make the 
decision that this patient scenario is high-risk.  
 
For example, a patient who states that he is allergic to peanuts and just came from a restaurant with 
throat tightening can be triaged as ESI level 2 (if he does not meet level-1 criteria), prior to obtaining 
vital signs. The patient is at high risk for anaphylaxis and requires rapid evaluation. Often, patient age, 
past medical history, and current medications influence the perceived severity of the chief complaint. 
For example, a frail elderly patient with severe abdominal pain is at a much higher risk of morbidity 
and mortality than a previously healthy 20-year-old. The elderly patient with abdominal pain should be 
classified as ESI level 2, while the 20-year-old with stable vital signs will usually be classified as ESI level 
3. 
 
It is common for the triage nurse to identify a high risk situation which may be supported by abnormal 
vital signs. For example, a patient with a fever and productive cough may have a respiratory rate of 32 
and an oxygen saturation of 90 percent. The experienced triage nurse uses knowledge and expertise to 
recognize that this patient probably has pneumonia and is at high risk for oxygen desaturation. 
Inexperienced ED nurses are not likely to consistently identify high-risk situations and make accurate 
triage decisions because they have not incorporated symptom clustering and clinical portraits into their 
practices; such approaches are key in identifying the high-risk patient situation. Following are specific 
examples of high-risk situations. 
 
Abdominal and Gastrointestinal 
Abdominal pain is the most frequent chief complaint evaluated in the ED. What distinguishes high-risk 
abdominal pain? A good history and assessment of current pain rating, respiratory rate, and heart rate, 
as well as patient demographics, are important elements to consider that will help determine the 
presence of a high-risk situation. 
 
Pain rating is only one of many factors to consider. Tachycardia, respiratory distress, pallor, bloating, 
bleeding, general appearance or hypotension that accompanies severe abdominal pain can represent 
shock and would place the patient at high risk. The elderly patient with severe abdominal pain presents 
another potentially high-risk situation. Often the elderly experience bowel obstructions, 
gastrointestinal bleeds, and other abdominal complications associated with significantly higher 
morbidity and mortality than younger patients. 
 
Several important assessment questions can help the triage nurse determine whether or not the 
patient meets high-risk criteria. These include the following: 

 How long has the patient had the pain? 
 How does the patient describe their pain? 
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 What made the patient come to the ED today? 
 Has the patient had severe nausea, vomiting, or diarrhea? 
 Other symptoms, such as fever or loss of appetite? 
 Is the patient dehydrated? 

 
Patients with severe "ripping" abdominal pain radiating to the back are at high risk for an abdominal 
aortic aneurysm (AAA). Patients with an AAA describe the pain as severe, constant, and sudden in 
onset and may have a history of HTN. Though other less imminently life threatening diagnoses such as 
pancreatitis can masquerade as an AAA, it is the high-risk nature of an AAA that defines this 
presentation as an ESI 2. 
 
Patients with abdominal pain are often considered ESI level 3 at the beginning of the triage interview, 
and after the discovery of tachycardia or other risk factors, the triage nurse may determine that the 
patient is indeed high-risk. 
 
Vomiting blood or a chief complaint of blood per rectum should be seriously considered and evaluated 
in the context of vital signs. A 30-year-old with bright red blood per rectum, normal vital signs is 
appropriately an emergency but does not warrant an ESI level-2 designation. All five ESI levels are 
appropriate for emergency care within an ED setting. But the elderly patient who called an ambulance 
because he started vomiting blood and has a heart rate of 117 and a respiratory rate of 24 is high-risk 
and does meet ESI level-2 criteria. 
 
Cardiovascular 
Chest pain is also a very common chief complaint evaluated in EDs. The presentation of acute coronary 
syndromes (ACS) is not always specific, and it is sometimes difficult to determine the risk of ACS at 
triage. Many EDs do not obtain ECGs at triage. It is important to remember that unless the ECG is 
interpreted by a physician prior to the triage nurse assessment, it will not alter the triage nurse 
decision.  
 
The mere decision by the triage nurse that the patient should have an ECG can be interpreted that the 
patient meets ESI level-2 criteria, high risk for cardiac ischemia. Patients who have an episode of chest 
or epigastric discomfort, with or without accompanying symptoms, usually will need an ECG performed 
rapidly to determine the presence of ACS and need to be identified as high-risk ESI level 2. 
It is also important for the triage nurse to incorporate knowledge of gender differences in the 
presentational symptoms characteristic of heart disease. The 54-year-old obese female who presents 
to the ED with epigastric pain and fatigue is at risk of ACS and should be assigned to ESI level 2—high-
risk. 
 
Patients with chest pain who are physiologically unstable and require immediate interventions such as 
intubation or hemodynamic support should be triaged as ESI level 1. Not all chest pain patients meet 
level-1 or level-2 criteria. For example, a 20-year-old healthy patient with chest pain, normal oxygen 
saturation, cough, and fever of 101° is at low risk for ACS and does not meet ESI level-1 or level-2 
criteria. But, a 20-year-old healthy patient with chest pain who tells the triage nurse he is using cocaine 
should be considered high-risk. Another example of a patient with chest pain that does not meet ESI 
level-2 criteria would be the patient with recent upper respiratory symptoms, productive cough with 
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chest pain, and no other cardiovascular risk factors. Each patient must be assessed individually. Again, 
careful listening, vigilance, and experience are helpful since certain entities including thoracic aortic 
dissection can occur from childhood through adulthood. 
 
Other potentially high-risk cardiovascular situations include hypertensive crisis, acute vascular arterial 
occlusions, and patients who present with a fever post valve replacement. 
 
Nose and Throat 
Patients who are drooling and/or striderous may have impending airway loss. Although less common, 
epiglottitis, a foreign body (airway foreign body or esophageal foreign body in a child) and peritonsilar 
abscess place patients at risk for airway compromise. These are extremely high-risk patients. Patients 
with either of these complaints are in immediate danger of airway compromise and require immediate 
intervention. ESI level-1 criteria are met. 
 
When patients with epistaxis present, the triage nurse should obtain a blood pressure, although this is 
not in the ESI algorithm. Epistaxis can be caused by uncontrolled HTN. Several etiologies of epistaxis 
represent high-risk situations and include the following: brisk bleeding secondary to posterior nose 
bleed or in the patient using warfarin or other anti-coagulant. In these situations patients are ESI level 
2. 
 
Environmental 
Patients with inhalation injuries from closed space smoke inhalation or chemical exposure should be 
considered high-risk for potential airway compromise. If the patient presents with significant airway 
distress and requires immediate intervention, they meet level-1 criteria. 
Patients with third-degree burns should also be considered high-risk and be assigned ESI level 2. It is 
possible that they will require transfer to a burn center for definitive care. 
 
General Medical 

• Several other general medical complaints need to be considered for possible high-risk 
situations. These medical complications include: 

• Diabetic ketoacidosis. 
• Hyper- or hypoglycemia. 
• Sepsis. 
• Complaints of syncope or near syncope. 
• A variety of other electrolyte disturbances. 

 
Patients with diabetes should have a bedside test of glucose performed at triage whenever possible to 
identify possible hyperglycemic emergencies. If the glucose level is high, patients may be at risk for 
diabetic ketoacidosis or hyperosmolar hyperglycemic state (HHS). Conversely, patients may have very 
low glucose readings that also place them in a high-risk category. The unconscious patient with 
critically high or low blood sugar is considered an ESI level 1. The most common electrolyte 
abnormality is hyperkalemia, which is a very high-risk situation that can lead to serious cardiac 
dysrhythmias. Hyperkalemia might be suspected in any renal dialysis patient. Near syncope is a very 
common complaint which should be carefully assessed, especially in context of patient demographics 
and past medical history. Finally, oncology patients with a fever are considered immunosuppressed, 
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especially when undergoing chemotherapy. They are at risk for sepsis and should be identified as high-
risk and rapidly evaluated. 
 
Genitourinary 
Renal dialysis patients unable to complete dialysis often have a variety of electrolyte disturbances 
which place them at high risk. Testicular torsion is another one of the life or limb, permanent time 
sensitive clinical situations capable of producing permanent organ loss. Males with testicular torsion 
will complain of severe pain, are easily recognized, and require rapid evaluation and surgical 
intervention in addition to rapid pain control. Such a patient should not be assigned to the waiting 
area, but must be seen right away. 
 
Mental Health 
Many patients who present with mental health problems are at high risk because they may be a 
danger either to themselves, others, or the environment. Patients who are suicidal, homicidal, 
psychotic, or violent or present an elopement risk should be considered high-risk. 
Intoxication without signs of trauma or associated risk of aspiration does not represent a high-risk 
criterion. The intoxicated patient needs to be carefully assessed for signs of trauma or behavioral 
issues related to alcohol use or past medical history, which could represent a high-risk situation; ESI 
level 2. 
 
Neurological 
Patients with severe headache associated with mental status changes, high blood pressure, lethargy, 
fevers, or a rash should be considered high-risk. Any patient with sudden onset of speech deficits or 
motor weakness should also be assigned ESI level 2. Patients with these symptoms may be 
experiencing an acute stroke and immediate evaluation is critical. Time from onset of symptoms is a 
critical factor in determining treatment options, in particular fibrinolytic therapies. A patient with no 
past medical history of headaches who presents to the emergency department with the sudden onset 
of a severe "worst headache of my life," should be identified as at high risk for a sub-arachnoid bleed. 
The patient will often describe exactly what they were doing when the headache began, typically after 
exertion, such as lifting, having a bowel movement, or having sexual intercourse. 
Seizures are another common chief complaint. Sometimes patients arrive by ambulance and are 
already post-ictal. All patients with a reported seizure meet ESI level-2 criteria and should not wait for 
a prolonged period of time; they may experience another seizure. 
 
Obstetrical and Gynecological 
Females with abdominal pain or vaginal bleeding should be carefully assessed and vital signs obtained 
if there is no obvious life threat. Pregnancy history and last menstrual period should always be 
ascertained from all females of childbearing age. Patients may not recognize that they are pregnant, so 
the triage nurse should consider pregnancy a possibility in the assessment of female patients. In early 
pregnancy, the triage nurse should assess for signs and symptoms of ectopic pregnancy and 
spontaneous abortion. All pregnant patients with localized abdominal pain, vaginal bleeding or 
discharge, 14 to 20 weeks and over should be assigned ESI level 2 and seen by a physician rapidly 
(according to individual institutional policy). Patients with generalized cramping and bleeding with 
stable vital signs do not meet ESI level-2 criteria. 
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The triage nurse should assess for signs and symptoms of abruptio placentae and placenta previa in 
late pregnancy.  A postpartum patient with a chief complaint of heavy vaginal bleeding should also be 
assigned ESI level 2 and seen by a physician urgently. Any female patient, whether pregnant or 
postpartum, who presents with significant hemodynamic instability and is in need of immediate life-
saving interventions should be triaged as ESI level 1. 
 
Ocular 
Conditions that may be associated with a chief complaint of some type of visual loss include: 

 Chemical splash. 
 Central retinal artery occlusion. 
 Acute narrow-angle glaucoma. 
 Retinal detachment. 
 Significant trauma. 

  
A chemical splash to the eye (especially if unknown, a base, or an acid) is an immediate threat to vision 
which may result in permanent deficit. Chemical splashes to the eye, particularly alkali, necessitate 
immediate flushing to prevent further damage to the cornea. As with any immediate time-sensitive 
threat to life or limb, this constitutes a very high priority level-2 patient. The triage nurse should 
facilitate immediate irrigation regardless of bed availability. 
 
Trauma to the eye can result in a globe rupture and hyphema. All these conditions require immediate 
evaluation and treatment to prevent further complications or deterioration. Patients with significant 
trauma to the eye, sudden partial or full loss of vision, are at high risk for permanent damage to the 
eye and should be triaged at ESI level 2. 
 
Orthopedic 
Patients with signs and symptoms of compartment syndrome are at high risk for extremity loss and 
should be assigned ESI level 2. Other patients with high-risk orthopedic injuries include any extremity 
injury with compromised neurovascular function, partial or complete amputations, or trauma 
mechanisms identified as having a high risk of injury such as serious acceleration, deceleration, 
pedestrian struck by a car, and gun shot or stab wound victims. 
 
Patients with possible fractures of the pelvis, femur, or hip and other extremity dislocations should be 
carefully evaluated and vital signs considered. These fractures can be associated with significant blood 
loss. Again, hemodynamically unstable patients who need immediate life-saving intervention such as 
high-level amputations meet ESI level-1 criteria. 
 
Pediatric 
It is not uncommon for the triage nurse to be uncomfortable when making triage acuity decisions 
about children, especially infants. It is important to obtain an accurate history from the caregiver and 
evaluate the activity level of the child. The child who is inconsolable or withdrawn may be at high risk 
of serious illness. 
The following conditions are examples of high-risk situations for children: 

 Seizures. 
 Severe sepsis, severe dehydration. 
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 Diabetic ketoacidosis. 
 Suspected child abuse. 
 Burns. 
 Head trauma. 
 Ingestions and overdoses including vitamins. 
 Infant less than 30 days of age with a fever of 100.4 F or 38 C, or greater. 
 Sickle cell crisis. 

 
Respiratory 
Many respiratory complaints place patients at high risk. Patients with mild-to-moderate distress should 
be further evaluated for respiratory rate and pulse oximetry to determine whether they should be 
categorized ESI level 2. Patients in severe respiratory distress who require immediate lifesaving 
intervention such as intubation meet level-1 criteria. 
The high-risk patient is one who is currently ventilating and oxygenating adequately but is in 
respiratory distress and has the potential to rapidly deteriorate. Potential etiologies of respiratory 
distress may include asthma, pulmonary embolus, pleural effusion, pneumothorax, foreign body 
aspiration, toxic smoke inhalation, or shortness of breath associated with chest pain. 
 
Toxicological 
Most patients who present with an overdose should be rapidly evaluated and represent a high-risk 
situation. It is often difficult to determine which drugs were taken and the quantities consumed. A 
patient who is apneic on arrival or requires other immediate lifesaving interventions should be 
categorized an ESI level 1; all other admitted overdoses should be considered ESI level 2. 
 
Transplant 
A transplant patient who comes to the ED for a non-transplant related issue, such as a laceration to a 
finger, is not automatically ESI level 2. The nurse needs to assess the situation and assign the 
appropriate triage level. Ill patients who are status post-organ transplant are immunocompromised 
and considered high-risk. They can present with organ rejection, sepsis, or other complications. 
Patients who are on a transplant list are also usually considered high-risk. 
 
Trauma 
Traumatic events may involve high-risk injuries that may not be immediately obvious. Any mechanism 
of injury associated with a high risk of injury should be categorized ESI level 2. If a trauma patient 
presents with unstable vital signs and requires immediate intervention, the patient should be triaged 
as ESI level 1. Serious injury results from the transfer of mechanical or kinetic energy and is caused by 
acceleration forces, deceleration forces, or both. Victims of motor vehicle and motorcycle crashes, 
falls, and gunshot and stab wounds are examples of blunt and penetrating trauma, which should be 
assessed carefully for potential for serious injury. 
 
The triage nurse should obtain the following details regarding the injury, as pertinent: 

 Mechanism of injury. 
 When the injury occurred. 
 Loss of consciousness. 
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 Head injured patient returning/presenting with symptoms of increase intracranial pressure 
(headache/vomiting). 

 Age of the patient. 
 Distance the patient fell or jumped. 
 How fast the vehicle was moving. 
 Location of penetrating injury. 
 Number of gunshots heard. 
 Type of weapon. 

 
Again, the nurse will use his or her knowledge of the biomechanics and mechanism of injury to assess 
the patient and decide whether the patient meets ESI level-2 criteria. Gunshot wounds to the head, 
neck, chest, abdomen, or groin usually require trauma team evaluation and immediate interventions 
and should be triaged using ESI criteria. If the patient requires immediate intervention, they should be 
triaged as ESI level 1. If the patient does not meet level-1 criteria, but has a high-risk situation, they 
should be triaged as ESI level 2. In EDs that are also trauma centers, trauma criteria and ESI triage 
criteria should be treated separately and patients should be assigned both an ESI level and a trauma 
level, which may or may not be the same. For example, a patient made level 1 trauma by mechanism, 
who has stable vital signs and no complaints, would be an ESI level 2, high-risk mechanism. This patient 
would not meet ESI level 1 criteria, because he or she does not require a life-saving intervention. These 
circumstances are often misinterpreted by ED nurses, and it is important to stress this. 
 
Wound Management 
Several factors signal a high-risk wound. These include: uncontrolled bleeding, arterial bleeding, and 
partial or full amputations. Most wounds do not meet the criteria for ESI level 2. A patient with a stab 
wound requires careful assessment including neurovascular status. Any uncontrolled bleeding that 
requires immediate lifesaving intervention to stabilize the patient meets level-1 criteria. The examples 
of high-risk situations above are summarized in Table 3-1. 
 
2. Is the Patient Experiencing New Onset Confusion, Lethargy, or Disorientation? 
The second question to consider when determining whether a patient meets level-2 criteria is, "Does 
the patient have new onset confusion, lethargy, or disorientation?" Altered mental status is another 
frequent chief complaint. Family members, friends, or paramedics may accompany these patients to 
the ED. At decision point B of the ESI algorithm, the presence of confusion, lethargy, or disorientation 
refers to new onset or an acute alteration in level of consciousness (LOC). Chronic dementia and 
chronic confusion do not meet criteria for ESI level 2. For example, if an elderly patient with dementia 
presents with a possible fractured hip, they do not meet level 2 criteria because the dementia is not 
considered to be of new onset. 
 
Confusion, lethargy, or disorientation may be caused by a variety of serious medical conditions 
including stroke, transient ischemic attack, or other structural pathology to the brain, metabolic or 
electrolyte imbalances such as hypoglycemia or hyponatremia or toxicological conditions. Other 
examples of patients who may meet ESI level 2 criteria include patients with diabetic ketoacidosis, 
patients experiencing an acute psychotic episode, or an otherwise healthy adult or child with new 
onset confusion. 
 

http://www.ahrq.gov/professionals/systems/hospital/esi/esitab3-1.html
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This portion of the algorithm is usually very clear and leaves very little open to interpretation. If the 
patient's history is unknown, and the patient presents to triage confused, lethargic, or disoriented, the 
triage nurse should assume this condition is new and select ESI level 2 as the triage category. Again, if 
the patient has new onset confusion, lethargy, or disorientation and requires an immediate life-saving 
intervention as previously described, the patient then meets ESI level-1 criteria (e.g., new onset 
confusion and difficulty maintaining an airway). 
 
3. Is the Patient Experiencing Severe Pain or Distress? 
The third and final question to address when determining whether the patient meets level-2 criteria is, 
"Is the patient experiencing severe pain or distress?" In 2009, the Emergency Nurses Association (ENA), 
the American College of Emergency Physicians, the American Society of Pain Management Nursing, 
and the American Pain Society Board of Directors each approved a joint position statement which 
articulates 14 core principles of optimal pain management that EDs can strive for. One principle 
promotes the rapid administration of analgesics (American College of Emergency Physicians, 2009; 
ENA, 2009). While rapid treatment of pain is important, careful discussion of this criteria and its use in 
ESI is warranted. 
 
Pain 
The patient should be assessed for the presence of 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. This is the second most 
frequently misinterpreted criteria of ESI. 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 general, it is helpful to ask, "Can I do 
anything at triage to help decrease the pain?" For example, a patient who had a heavy metal object fall 
on his toe may rate the pain a 10/10. Indeed, the patient may have a fracture and be experiencing 
severe pain. The patient probably has done nothing to try to relieve the pain prior to arrival in the ED. 
The correct triage level for this patient would be ESI level 4. Only one defined resource (remember, 
"resources" in the context of ESI triage refers to those items defined as a resource) will be needed (an x 
ray). Of course, in addition to the defined resource, good medical care will require adequate pain relief. 
The triage nurse should implement comfort measures at triage including ice, elevation, and analgesics 
(if standing orders are in place) to reduce the pain. The triage nurse should believe the patient's pain is 
10/10 and address the pain at triage. However, this patient can wait to be seen and you would 
certainly not use your last open bed for this patient. It is not possible to manage pain at triage for 
patients with renal colic, cancer, or sickle cell crisis. These patients should be triaged as ESI level 2 and 
rapid placement should be facilitated whenever possible. 
 
In summary, 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, and what 
interventions can be provided at triage to decrease pain, when determining a triage category. 
 
Examples of patients for whom the triage nurse could use severe pain criteria to justify an ESI level-2 
rating include: 

 A patient with 10/10 flank pain who is writhing at triage. 
 An 80-year-old female with 7/10 generalized abdominal pain with severe nausea. 
 A 30-year-old patient in acute sickle cell pain crisis. 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi3.html#College
http://www.ahrq.gov/professionals/systems/hospital/esi/esi3.html#Emergency2009
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 An oncology patient with severe pain. 
 Any full- or partial-thickness burn that will require immediate pain control. 
 Females, and more commonly males, with acute urinary retention. 

 
All ED patients are to be assessed for pain and asked to rate their pain using a scale such as the visual 
analog scale. Many triage nurses are uncomfortable with documenting a patient's pain rating and then 
having the patient wait to be seen. It is important for the triage nurse to understand that the patient's 
self-reported pain rating is only one piece of the pain assessment. Triage nurses should assign ESI level 
2 if the patient reports a pain rating of 7/10 or greater and the triage nurse's subjective and objective 
assessment confirms that the patient's pain requires interventions that are beyond the scope of triage. 
The triage nurse concludes that it would be inappropriate for this patient to wait and would assign this 
patient to the last open bed. 
 
Distress 
Finally, in determining whether a patient meets ESI level-2 criteria, the triage nurse must assess for 
severe distress, which is defined as either physiological or psychological. In addition to pain, patients 
experiencing severe respiratory distress meet criteria for ESI level 2 for physiological disturbances. 
Examples of severe psychological distress include patients who are: 

 Distraught after experiencing a sexual assault. 
 Exhibiting behavioral outbursts at triage. 
 Combative. 
 Victims of domestic violence. 
 Experiencing an acute grief reaction. 
 Suicidal and a flight risk (this patient also meets high-risk criteria). 

 
These are patients that the triage nurse usually prefers to have placed in the treatment area 
immediately to address the acute issue expeditiously. Additionally this will serve to avoid persons in 
the waiting room from becoming agitated. 
 
Special Situations 
Many EDs now have special alert processes that initiate a team approach to a specific time-sensitive 
problem. Clinical syndromes response therefore may include immediate activation of alerts such as 
myocardial infarction alert, stroke alert, sepsis alert, and trauma alert. These are hospital specific, 
protocol driven responses. Patients that qualify for alert activation are automatically high-risk and 
therefore at least an ESI 2. For example, a patient may present to triage awake, alert, and oriented, 
complaining of left sided weakness; the patient does not meet ESI level-1 criteria but is at high risk for 
a stroke. This patient meets ESI level-2 criteria. If deteriorating or in extremis, the patient would be 
labeled an ESI 1. 
 
We have reviewed the key components and questions that need to be answered to determine whether 
a patient meets ESI level-2 criteria. It is critical that the triage nurse consider these questions as he or 
she triages each patient. Missing a high-risk situation may result in an extended waiting period and 
potentially negative patient outcomes. Many high-risk situations have not been discussed and are 
beyond the scope of this handbook. With ESI level 2, the role of the triage nurse is to gather subjective 
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and objective information from the patient, analyze it, and decide whether this patient has a high-risk 
situation. 
 
Post-Test Questions  
Read each case and determine whether the patient meets the criteria for ESI level 2 or another level. 
Please note that the justification is provided to help you determine the appropriate level.  Answers: 
Please  place your answers on the answer sheet provided at the beginning of the module. 

   
 
7. A 40-year-old male presents to triage with vague, midsternal chest discomfort, occurring 
intermittently for one month. This morning, he reports a similar episode, which has now resolved. 
Currently complains of mild nausea, but feels pretty good. Medical history: Smoker. He is alert, with 
skin warm and dry, does not appear to be in any distress. 
 
Answer:   7. ESI level _____.   
Justification: This patient is high-risk, due to history of angina for 1 month. The patient complained of 
symptoms of acute coronary syndrome earlier in the morning. Smoking is a significant risk factor; 
however, the patient presentation is concerning enough to be considered high risk. These are 
symptoms significant for a potential cardiac ischemic event. Acute myocardial infarction is frequently 
accompanied or preceded by waxing and waning symptoms. An immediate electrocardiogram is 
necessary. 
 
8. A 22-year-old female on college break presents to the triage desk complaining of sudden onset of 
feeling very sick, severe sore throat, and feeling "feverish." She is dyspneic and drooling at triage, and 
her skin is hot to touch. 
 
Answer:   8. ESI level _____.   
Justification: This patient is at high risk for epiglottitis. This is a life-threatening condition characterized 
by edema of the vocal cords. Onset is rapid, with a high temp (usually >101.3°F/38.5°C), lethargy, 
anorexia, sore throat. Patients do not have a harsh cough associated with croup, often assume the 
tripod position, and also have mouth drooling, an ominous sign, and may demonstrate an exhausted 
facial expression. Epiglottitis is more common in children, but may occur in adults; usually age 20 to 40. 
These patients are at high risk for airway obstruction and need rapid access of an airway (preferably in 
the operating room). 
 
9. A 68-year-old male brought in by his wife for sudden onset of left arm weakness, slurred speech, and 
difficulty walking. Symptoms began 2 hours prior to arrival. Past medical history: Atrial fibrillation. 
Meds: Lanoxin. The patient is awake, oriented, mildly short of breath. Speech is slurred; right-sided 
facial droop is present. Left upper-extremity weakness noted with 2/5 muscle strength. 
 
Answer:   9. ESI level _____.   
Justification: This patient is presenting with signs of an acute stroke and requires immediate evaluation. 
If he meets criteria for thrombolytic therapy, he may still be in the time window of less than three 
hours, but every minute counts with this patient. He is a very high-priority for this ESI level. 
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10. A 60-year-old male complains of sudden loss of vision in the left eye that morning. Patient denies 
pain or discomfort. Past medical history: CAD, HTN. The patient is slightly anxious but no distress. 
 
Answer:   10. ESI level _____.   
Justification.  High risk for central retinal artery occlusion caused by an embolus. This is one of the few 
true ocular emergencies and can occur in patients with risk factors of coronary artery disease, 
hypertension, or embolus. Without rapid intervention, irreversible loss of vision can occur in 60 to 90 
minutes. 
 
11. A 22-year-old female with 10/10 abdominal pain for two days. Denies nausea, vomiting, diarrhea, 
or urinary frequency. Her heart rate is 84 and she is eating ice cream. 
 
Answer:   11. ESI level _____.   
Justification.  Since she is able to eat ice cream, you would not give your last open bed for this patient. 
She will probably require at least two resources. 
 
12.  A 70-year-old female with her right arm in a cast is brought to triage by her daughter. The 
daughter states that her mother fell yesterday and fractured her arm. The patient is complaining of 
pain. Daughter states, "They put this cast on yesterday, but I think it's too tight." Daughter reports her 
mother has been very restless at home and thinks her mother is in pain. Patient has a history of 
Alzheimer's disease. The patient is confused and mumbling (at baseline per daughter); face flushed. 
She is unable to provide verbal description of her complaints. Her right upper extremity is in a short 
arm cast; digits appear tense, swollen and ecchymotic. Nail beds are pale; capillary refill delayed. 
Patient is not wearing a sling. 
 
Answer:   12. ESI level _____.   
Justification.  High risk for compartment syndrome. Despite the patient being a poor historian, the 
triage nurse should be able to identify some of the signs of threatened compartment syndrome: Pain, 
pallor, pulselessness, paresthesia, and paralysis. The patient requires immediate life-saving 
intervention: Cutting of the cast and further evaluation for potential compartment syndrome. 
 
13.  An 8-month-old presents with fever, cough, and vomiting. The baby has vomited twice this 
morning; no diarrhea. Mom states the baby is usually healthy but has "not been eating well lately." 
Doesn't own a thermometer, but knows the baby is "hot" and gave acetaminophen two hours prior to 
arrival. The baby is wrapped in a blanket, eyes open, appears listless, skin hot and moist, sunken 
fontanel. Respirations are regular and not labored. 
 
Answer:   13. ESI level _____.   
Justification. High risk for sepsis or severe dehydration. If the baby was alert and active with good eye 
contact, similar complaints, and a fever of 100.4°F or greater, the ESI category would be this level. The 
temperature is not needed to make the assessment that the baby is high risk. The presence of lethargy 
and a sunken fontanel are indications of severe dehydration. 
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14. A 34-year-old male presents to triage with right lower quadrant pain, 5/10, all day. Pain is 
associated with loss of appetite, nausea and vomiting. Past medical history: None. The patient appears 
in moderate discomfort, skin warm and dry, guarding abdomen. 
 
Answer:   14. ESI level _____initially    However, the patient could be upgraded to ESI level ___ if vital 
signs were abnormal, i.e., heart rate greater than 100. Signs of acute appendicitis include mild-to-
severe right lower quadrant pain with loss of appetite, nausea, vomiting, low-grade fever, muscle 
rigidity, and left lower quadrant pressure that intensifies the right lower quadrant pain. The presence of 
all these symptoms and tachycardia would indicate a high risk for a surgical emergency. 
 
15. A 28-year-old male arrives with friends with a chief complaint of a scalp laceration. Patient states 
he was struck in the head with a baseball bat one hour prior to arrival. Friends state he "passed out for 
a couple of minutes." Patient complains of headache, neck pain, mild nausea, and emesis x 1. Patient 
looks pale, but is otherwise alert and oriented to person, place, and time. There is a 5-cm laceration to 
the scalp near his left ear with bleeding controlled. 
 
Answer:   15. ESI level _____ Justification. High risk for epidural hematoma. This is a great example of 
the importance of understanding mechanism of injury. This man was struck with a baseball bat to the 
head with enough force to cause a witnessed loss of consciousness. Patients with epidural hematomas 
have a classic transient loss of consciousness before they rapidly deteriorate. Even though this patient 
looks good now and is alert and oriented at present, he must be immediately placed for further 
evaluation. 
 
16. A 28-year-old male presents with a chief complaint of tearing and irritation to the right eye. He is a 
construction worker and was drilling concrete. He states "I feel like there is something in my eye" and 
reports "irrigated the eye several times but it doesn't feel any better." Patient appears in no severe 
distress; however, he is continually rubbing his eye. Right eye appears red, irritated, with excessive 
tearing. 
 
Answer:   16. ESI level _____Justification: High risk for severe alkaline burn. Concrete is an alkaline 
substance and continues to burn and penetrate the cornea causing severe burns. Alkaline burns are 
more severe than burns with acid substances and require irrigation with very large amounts of fluids. 
 
17. A 40-year-old male is brought in by his son. He is unable to ambulate due to foot and back pain.  
Patient states he fell approximately 10 feet off of a ladder and is complaining of foot and back pain. 
States he landed on both feet and had immediate foot and back pain. Denies loss of 
consciousness/neck pain. No other signs of trauma noted. The patient appears pale, slightly 
diaphoretic, and in mild distress. He rates his pain 6/10. Patient is sitting upright in a wheelchair. 
 
Answer:   17. ESI level _____Justification:  High risk for lumbar and calcaneus fractures. Again, 
mechanism of injury is very important to evaluate. Although he is not unresponsive or lethargic, he 
needs rapid evaluation and treatment. 
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18. A 12-year-old female is brought to triage by her mother who states her daughter has been weak 
and vomiting for three days. The child states she "feels thirsty all the time and her head hurts." 
Vomited once today. Denies fever, abdominal pain, or diarrhea. No significant past medical history. The 
child is awake, lethargic, and slumped in the chair. Color is pale, skin warm and dry. 
 
Answer:   18. ESI level _____Lethargy and high risk for severe dehydration from probably diabetic 
ketoacidosis (DKA). It is not normal for a 12-year-old to be slumped over in a chair. Her history of being 
thirsty and lethargic suggest a strong suspicion for DKA. She needs rapid evaluation and rehydration. 
 
19. A 40-year-old male presents to triage with a gradual increase in shortness of breath over the past 
two days associated with chest pain. Past medical history: colon cancer. He is in moderate respiratory 
distress, skin warm and dry. 
 
Answer:   19. ESI level _____High risk for a variety of complications associated with cancer, i.e., pleural 
effusion, congestive heart failure, further malignancy, and pulmonary embolus. A history of cancer can 
help identify high-risk status. 
 
20. A 60-year-old male presents with complaint of dark stools for one month with vague abdominal 
pain. Past medical history: None. Pulse is tachycardic at a rate of 140 and he has a blood pressure of 80 
palpable. His skin is pale and diaphoretic. 
 
Answer:   20. ESI level _____Patient is placed in ESI level 1 after consideration of heart rate, skin 
condition and blood pressure. Tachycardia and hypotension indicate blood loss. The patient needs 
immediate hemodynamic support. 
 
21. EMS arrives with a 25-year-old female with the sudden onset of significant vaginal bleeding, with 
9/10 abdominal pain. The patient is 7 months pregnant. BP 92/pal, HR 130. 
 
Answer:   21. ESI level _____. She is at high risk for abruptio placentae, and needs an immediate 
cesarean section to save the fetus. Abruption occurs when the placenta separates from its normal site 
of implantation. Primary causes include hypertension, trauma, illegal drug use, and short umbilical 
cord. Bleeding may be dark red or absent when hidden behind the placenta. Abruption is usually 
associated with pain of varying intensity. 
 
ESI LEVELS 3-5 AND EXPECTED RESOURCE NEEDS 
Traditionally, comprehensive triage has been the dominant model for triage acuity assignment in U.S. 
emergency departments.  Acuity rating systems have been based solely on the acuity of the patient, 
determined through the nurse's assessment of vital signs, subjective and objective information, past 
medical history, allergies, and medications. Such systems require the nurse to assign an acuity level by 
making a judgment about how sick the patient is and how long the patient can wait to be seen by a 
provider. 
 
The ESI triage system uses a novel approach that includes not only the nurse's judgments about who 
should be seen first, but also, for less acute patients (those at ESI levels 3 through 5), calling on the 
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nurse to add predictions of the resources that are likely to be used to make a disposition for the 
patient. 
 
WHAT CONSTITUTES A RESOURCE?   
Examples are given of patients rated ESI levels 3 to 5 and the resources that each patient is predicted 
to need. Estimation of resource needs begins only after it has been determined that the patient does 
not meet ESI level 1 or 2 criteria.  
 
The nurse then predicts the number of resources a patient will need in order for a disposition to be 
reached. Studies of ESI implementation and validation have verified that triage nurses are able to 
predict ED patients' resource needs. This differentiation by resource requirements allows for much 
more effective streaming of patients at ED presentation into alternative operational pathways within 
the ED, that is, the parallel processing of patients. Research has also established that ESI triage levels 
correlate with important patient outcomes, including admission and mortality rates.  . 
 
Again, it is important to note that resource prediction is only used for less acute patients. At decision 
points A and B on the ESI algorithm (Figure 4-1), the nurse decides which patients meet criteria for ESI 
levels 1 and 2 based only on patient acuity. However, at decision point C, the nurse assigns ESI levels 3 
to 5 by assessing both acuity and predicted resource needs. Thus, the triage nurse only considers 
resources when the answers to decision points A and B are "no." 
To identify ED patients' resource needs, the triage nurse must have familiarity with general ED 
standards of care, and specifically with what constitutes prudent and customary emergency care. An 
easy way to think about this concept is to ask the question, "Given this patient's chief complaint, what 
resources are the emergency providers likely to utilize?" Another way to look at this is to consider, 
"What is it going to take for a disposition to be reached?" Disposition can be admission, discharge, or 
transfer. 
 
The triage nurse uses information from the brief subjective and objective triage assessment—as well as 
past medical history, medications, age, and gender—to determine how many different resources will 
be needed for the ED provider to reach a disposition. For example, a healthy teenage patient with a 
simple leg laceration and no prior medical history would need only one resource: suturing. On the 
other hand, an older adult with multiple chronic medical problems and no history of dizziness who 
presents with a head laceration from a fall will clearly need multiple resources: suturing, blood/urine 
tests, ECG, head CT, or consultations with specialists. Accurate use of ESI triage is contingent on the 
nurse's ability to accurately predict resources and as such is best performed by an experienced 
emergency nurse. 
 
  

http://www.ahrq.gov/professionals/systems/hospital/esi/esifig4-1.html
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Guidelines for the categorization of resources in the ESI triage system are shown in Table 4-1. ESI 
levels 3, 4, and 5 are differentiated by the nurse's determination of how many different resources 
are needed to make a patient disposition. On the basis of the triage nurse's predictions, patients 
who are expected to consume no resources are classified as ESI level 5, those who are likely to 
require one resource are ESI level 4, and those who are expected to need two or more resources are 
designated as ESI level 3). 
 
Table 4-1. Resources for the ESI Triage System 

Resources Not Resources 

Labs (blood, urine) History & physical (including pelvic) 

ECG, x-rays CT-MRI-ultrasound angiography Point-of-care testing 

IV fluids (hydration) Saline or heplock 

IV, IM or nebulized medications PO medications 
Tetanus immunization 
Prescription refills 

Specialty consultation Phone call to PCP 

Simple procedure = 1 (lac repair, Foley cath) Simple wound care (dressings, recheck) 

Complex procedure = 2 (conscious sedation) Crutches, splints, slings 

 
Though the list of resources in Table 4-1 is not exhaustive, it provides general guidance on the types 
of diagnostic tests, procedures, and therapeutic treatments that constitute a resource in the ESI 
system. Emergency nurses who use the ESI are cautioned not to become overly concerned about the 
definitions of individual resources. It is important to remember that ESI requires the triage nurse to 
merely estimate resources that the patient will need while in the ED. The most common resources 
are listed in Table 4-1; however a comprehensive list of every possible ED resource is neither practical 
nor necessary. In fact, all that is really necessary for accurate ESI rating is to predict whether the 
patient will need no resources, one resource, or two or more resources. Once a triage nurse has 
identified two probable resources, there is no need to continue to estimate resources. Counting 
beyond two resources is not necessary. 
 
There are some common questions about what is considered an ESI resource. One question often 
asked is about the number of blood or urine tests and x-rays that constitute a resource. In the ESI 
triage method, the triage nurse should count the number of different types of resources needed to 
determine the patient's disposition, not the number of individual tests: 

• Complete blood count (CBC) and electrolyte panels comprise one resource (lab test). 
• A CBC and chest x-ray are two resources (lab test, x-ray). 
• A CBC and a urinalysis are both lab tests and together count as only one resource. 
• A chest x-ray and kidneys, ureters, and bladder x-ray are one resource (x-ray). 
• Cervical-spine films and a computerized tomography (CT) scan of the head are two 

resources (x-ray and CT scan). 
 
It is important for emergency nurses to understand that not every intervention they perform can be 
counted as a resource. For example crutch walking education, application of a sling and swath, or 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi4.html#tab4-1
http://www.ahrq.gov/professionals/systems/hospital/esi/esi4.html#tab4-1
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application of a knee immobilizer all take time but do not count as a resource. If, for example a splint 
did count, patients with sprained ankles would be triaged as ESI level 3 (x-ray and splint application). 
While the application of a splint can certainly take time, it is important to remember the only purpose 
of resource prediction with ESI is to sort patients into distinct groups and help get the right patient to 
the right area of the ED. Another example is a patient with a laceration who may require suturing and 
a tetanus booster If a tetanus booster (IM medication) "counted," any patient with a laceration who 
needed suturing and a tetanus booster would meet ESI Level 3 criteria. In many EDs, ESI level-3 
patients are not appropriate for a fast track or urgent care area. Remember, triage level is not a 
measure of total nursing workload intensity; it is a measure of presentational acuity. 
 
Another common question about ESI resources relates to the fact that eye irrigation is also 
considered a resource. Patients with a chemical splash usually meet ESI level-2 criteria because of the 
high-risk nature of the splash, so eye irrigation is not a key factor in their ESI rating. However, if the 
eye problem was due to dust particles in the eye, the patient would not necessarily be high risk. In 
this type of patient, the eye irrigation would count as a resource and the patient would meet ESI 
level-4 criteria. The eye exam does not count as a resource because it is considered part of the 
physical exam. 
 
Though resource consumption may vary by site, provider, and even individual patient, triage nurses 
are urged to make the ESI resource prediction by thinking about the common approaches to the most 
common presenting problems. Ideally, a patient presenting to any emergency department should 
consume the same general resources. For example, a provider seeing a hemodynamically stable 82-
year-old nursing home resident who has an in-dwelling urinary catheter and a chief complaint of 
fever and cough will most likely order blood and urine tests and a chest x-ray. The triage nurse can 
accurately predict that the patient needs two or more resources and therefore classify the patient as 
ESI level 3. 
 
There may be minor variations in operations at different EDs, but this will rarely affect the triage 
rating. For example, some departments do pregnancy tests in the ED (point of care testing is not a 
resource by ESI) and others send them to the lab (a resource by ESI). However, patients rarely have 
the pregnancy test as their only resource, so most of those patients tend to have two or more 
resources in addition to the pregnancy test. One ED practice variation that may result in different ESI 
levels for different sites is the evaluation of patients with an isolated complaint of sore throat. At 
some hospitals it is common practice to obtain throat cultures (one resource, ESI level 4), while at 
others it is not (no resources, ESI level 5).  
 
Evidence-based practice guidelines are being used more and more to determine the need for x-rays 
or other interventions. One example is the use of the Ottawa Ankle Rules. These are validated rules 
used to determine the need for an x-ray of the ankle for patients that present with ankle injuries. 
Institutional adoption of these rules into practice varies. Institutions that use these rules at triage 
may obtain fewer x-rays when compared with institutions that do not routinely use these rules. 
 
When counting resources the triage nurse should not consider which physician, nurse practitioner or 
physician's assistant is working. There are practice differences among providers but the triage nurse 
has to focus on what is prudent and customary. 



35 
 

 
Temperature is an important assessment parameter for determining the number of resources for very 
young children.  
 
From a clinical standpoint, ESI level 4 and 5 patients are stable and can wait several hours to be seen 
by a provider. However, from a customer service standpoint, these patients are perhaps better served 
in a fast-track or urgent care area. Mid-level practitioners with the appropriate skills mix and 
supervision could care for level-4 and level-5 patients. With ESI, level-5 patients can sometimes be 
"worked in" for a quick exam and disposition by the provider, even if the department is at capacity. 
Often triage policies clearly state ESI level-4 or -5 patients can be triaged to an urgent care or fast-track 
area. 
 
In summary, the ESI provides an innovative approach to ED triage with the inclusion of predictions 
about the number of resources needed to make a patient disposition. Consideration of resources is 
included in the triage level assignment for ESI level-3, -4, and -5 patients, while ESI level-1 and 2 
decisions are based only on patient acuity. Examples of ESI level-3, -4, and -5 patients are shown in 
Table 4-2. Practical experience has demonstrated that resource estimation is very beneficial in helping 
sort the large number of patients with non-acute presentations.  

 
Frequently Asked Questions: 
 
Why isn't crutch-walking instruction a resource? Though crutch-walking instruction may consume a 
fair amount of the ED staff members' time, it is often provided to patients who have simple ankle 
sprains. These patients are typically classified as ESI level 4 (ankle x ray = one resource). The patients 
are clearly less acute and less resource intensive than more complex patients like those with 
tibia/fibula fractures who are usually ESI level 3 (leg films, orthopedic consult, cast/splint, IV pain 
medications = two or more resources). A better way to reflect the ED staff's efforts for crutch-walking 
instruction is with a nursing resource intensity measure. 
 
Why isn't a splint a resource? The application of simple, pre-formed splints (such as splints for ankle 
sprains) is not considered a resource. In contrast, the creation and application of splints by ED staff, 
such as thumb spica splints for thumb fractures, does constitute a resource. A helpful way to 
differentiate patients with extremity trauma is as follows: patients with likely fractures should be rated 
ESI level 3 (two or more resources: x ray, pain medications, creation and application of splints/casts); 
whereas patients more likely to have simple sprains can be rated as ESI level 4. 
 
Why isn't a saline or heparin lock a resource? Generally speaking, insertion of a heparin lock doesn't 
consume a large amount of ED staff time. However, many patients who have heparin locks inserted 
also have at least two other resources (e.g., laboratory tests, intravenous medications) and are 
therefore classified as ESI level 3 anyway. 
 
Are all moderate sedation patients ESI level 3 or higher?  Yes, moderate sedation is considered a 
complex procedure (two resources) and is generally performed with patients who also have laboratory 
tests or x rays, and other procedures such as fracture reduction or dilation and curettage. 
 

http://www.ahrq.gov/professionals/systems/hospital/esi/esitab4-2.html
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Which of the following are considered resources: eye irrigation, nebulized medication 
administration, and blood transfusions? All three are considered resources for the purposes of ESI 
triage ratings. The resources tend to be used for more acute patients, require significant ED staff time, 
and likely lead to longer length of stay for patients. 
 
Are all asthmatics ESI level 4 because they will require a nebulized medication? No. Stable asthmatics 
who only require nebulized medications are assigned ESI level 4. However, some asthmatics are in 
severe respiratory distress and meet ESI level-2 criteria. Others are somewhere in between and will 
require intravenous steroids or an x ray in addition to nebulized treatments and would be assigned ESI 
level 3. Finally, asthmatics who require only a prescription refill of their inhaler are assigned ESI level 5. 
They do not require any resources. 
 
Post Test Questions 
READ THE FOLLOWING STATEMENTS AND PROVIDE THE CORRECT ANSWER. PLACE YOUR ANSWERS ON THE ANSWER SHEET 

AT THE BEGINNING OF THE PACKET.  THE RATIONALE HAS BEEN PROVIDED TO HELP YOU DETERMINE THE BEST RESPONSE.  
 
22. A magnetic resonance imaging (MRI) procedure is considered a resource in the ESI triage system. 
T/F 
______ The MRI will make use of personnel outside the ED (MRI staff) and increase the patient's ED 
length of stay. 
 
23. A psychiatry consult is considered a resource in the ESI triage system.  T/F 
______ The consult involves personnel outside the ED (psychiatry team) and increases the patient's ED 
length of stay. 
 
24. Cardiac monitoring is considered a resource in the ESI triage system. T/F 
______ Monitoring is part of the routine care provided by ED staff. However, most patients who receive 
monitoring also need at least two other ED resources (electrocardiogram, blood tests, x rays), and may 
therefore be classified as ESI level 3. 
 
25. It is necessary to take vital signs to determine the number of ESI resources an adult ED patient will 
need. T/F 
______ While vital signs are helpful in up-triage of level-3 patients to level 2, they are not necessary for 
differentiating patients needing one, two, or more than two resources. 
 
26. The triage nurse must have enough experience to be certain about the resources needed for each 
patient in order to accurately assign an ESI triage level.  T/F  
______ The ESI is based upon the experienced ED triage nurse's prediction, or estimation, of the number 
and type of resources each patient will need in the ED. The purpose of resource prediction isn't to order 
tests or make an accurate diagnosis, but to quickly sort patients into distinct categories using acuity 
and expected resources as a guide. 
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27. How many ESI resources will this patient need? A healthy 40-year-old man presents to triage at 
2:00 a.m. with a complaint of a toothache for two days, no fever, and no history of chronic medical 
conditions. 

a. none 
b. 1 
c. 2 or more 
d. irrelevant     

 
______ This patient will likely have a brief exam (not a resource) and receive a prescription for pain 
medication (not a resource) by the provider, and therefore is an ESI level-5 patient. 
 
28. How many ESI resources will this patient need? A 22-year-old female involved in a high-speed 
rollover motor vehicle collision and thrown from the vehicle, presents intubated, no response to pain, 
and hypotensive. 

a. none 
b. 1 
c. 2 or more 
d. irrelevant 

 
______ The patient is an ESI level 1 based on being intubated and unresponsive. The nurse does not 
need to make a determination of the number of resources in order to make the triage classification. 
 
 
29. How many ESI resources will this patient need? A 60-year-old healthy male who everted his ankle 
on the golf course presents with moderate swelling and pain upon palpation of the lateral malleolus. 

a. none 
b. 1 
c. 2 or more 
d. irrelevant 
 

______ The patient will need an ankle x ray (one resource), and may get an ace wrap or ankle splint 
(not a resource) and crutches (not a resource). Simple ankle sprains are generally classified as ESI level 
4. However, if the patient was in severe pain that required pain medication by injection, or if he had a 
deformity that might need a cast, orthopedic consult and/or surgery, then he would need two or more 
resources and be classified as an ESI level 3. (0, 1, 2 or more, irrelevant) 
 
30. Is it considered an ESI resource if a patient requires a constant observer to prevent a fall? (Y/N) 
______ A constant observer at the bedside is considered a resource. However, if a patient is ESI level 2 
or high risk because they are a danger to themselves or others, it is not necessary to predict the number 
of resources they will require in the ED.  
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The Role of Vital Signs in ESI Triage 
 
We now focus on decision point D - the patient's vital signs. To reach this point in the ESI algorithm, the 
triage nurse has already determined that the patient does not meet ESI level-1 or level-2 criteria and 
that he or she will require two or more resources. Since the patient requires two or more resources, he 
or she meets the criteria for at least an ESI level 3. It is at this point in the algorithm that vital signs data 
are considered and the triage nurse must assess the patient's heart rate, respiratory rate, oxygen 
saturation, and, for children under age 3, temperature.   
 
If the danger zone vital sign limits are exceeded (as illustrated in decision point D, Figure 5-1, the triage 
nurse must strongly consider up-triaging the patient from a level 3 to a level 2. 
It is always the decision of the experienced triage nurse to determine whether the patient meets 
criteria for ESI level 2, based on his or her past medical history, current medications, and subjective 
and objective assessment that includes general appearance. This decision is based on the triage nurse's 
clinical judgment and knowledge of normal vital sign parameters for all ages and the influence of 
factors such as medications, past medical history, and pain level. 
 
Vital signs are not always the most informative method to determine triage acuity. At least one study 
has suggested that vital signs are not always necessary in the initial assessment of the patient at triage. 
In 2002, Cooper, Flaherty, Lin, and Hubbell examined the use of vital signs to determine a patient's 
triage status. They considered age and communication ability as factors. Twenty-four different U.S. 
emergency departments and more than 14,000 patients participated in that study. Final results 
demonstrated that vital signs changed the level of triage acuity status in only eight percent of the 
cases. When further examining individual age groups, pediatric patients aged 2 or younger showed the 
largest variation in triage decision with an 11.4-percent change once vital signs were collected. 
 
Using Vital Signs with ESI Triage 
Using ESI triage, the only absolute requirement for vital signs assessment at triage is for patients who 
meet level-3 criteria. Vital sign assessment at triage is optional for patients triaged as ESI level 1, 2, 4, 
or 5. While the ESI system does not require vital signs assessment on all patients who present to triage, 
local policies may dictate a different procedure.  
 
When using ESI as a triage system, vital signs assessment is not necessary in the triage area for patients 
who are immediately categorized as level 1 or 2. If the patient appears unstable or presents with a 
chief complaint that necessitates immediate treatment, then transport of the patient directly to the 
treatment area should be expedited. For these patients, the resuscitation team is responsible for 
obtaining and monitoring vital signs at the bedside. This would include patients that have clinical 
appearances that indicate high risk or need for immediate cardiovascular or respiratory intervention. 
These patients may appear pale, diaphoretic, or cyanotic. The triage nurse always has the option to 
perform vitals in the triage area, if an open bed is not immediately available or if he or she feels that 
the vital signs may assist in confirming the triage acuity level. 
 
Some patients may not be identified initially as ESI level 1 until vital signs are taken. For example, an 
awake, alert elderly patient who complains of dizziness might be found to have a life-threatening 

http://www.ahrq.gov/professionals/systems/hospital/esi/esifig5-1.html
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condition when a heart rate of 32 or 180 is discovered during vital sign measurement. In this case, the 
patient should be assigned ESI level 1 no matter how "good" the patient appears. 
 
Vital signs can play a more important role in the evaluation of some patients at triage, especially those 
triaged as ESI level 3. The range of vital signs may provide supporting data for potential indicators of 
serious illness. If any of the danger zone vital signs are exceeded, it is recommended that the triage 
nurse consider up-triaging the patient from level 3 to level 2. 
 
Vital signs explicitly included in ESI triage include heart rate, respiratory rate, and oxygen saturation 
(for patients with potential respiratory compromise). Temperature is specifically used in ESI triage for 
children under age 3. It is important to note that when considering abnormal vital signs, blood pressure 
is not included in the ESI algorithm. This does not mean that the triage nurse should not take a blood 
pressure or a temperature on older children or adults but that these vital signs are not necessarily 
helpful in selecting the appropriate triage acuity level. 
 
The ESI Triage Research Team recommends that vital signs in all patients under age 3 be assessed at 
triage. For patients in this age group, vital sign evaluation, including temperature measurement, is 
essential to the overall assessment.  This helps to differentiate ESI level-2 and level-3 patients and 
minimize the risk that potentially bacteremic children will be sent to an express care area or otherwise 
experience an inappropriate wait. Remember, if a patient is in immediate danger or high risk, he or she 
will be assigned to either ESI level 1 or 2. 
 
Table 5-1 provides direction for the triage nurse in using the ESI to assess the febrile child and 
determine the most appropriate triage level. The generally accepted definition of fever is a rectal 
temperature greater than 38.0°C (100.4°F) (ACEP, 2003; Baraff et al., 1993). The infant less than 28 
days old with a fever should be considered high risk and assigned to at least ESI level 2. There are no 
clear guidelines for the infant between 28 days and 3 months of age. The ESI research team 
recommends triage nurses rely on local hospital guidelines. We suggest that the nurse consider 
assigning at least an ESI level 2 for such patients. 
 
Table 5-1.  Pediatric Fever Considerations: 
 

1 to 28 days of age: assign at least ESI 2 if temp >38.0 C (100.4F). 

1-3 months of age: consider assigning ESI 2 if temp >38.0 C (100.4F). 

3 months to 3 yrs of age: consider assigning ESI 3 if: temp >39.0 C (102.2 F), or 
incomplete immunizations, or no obvious source of fever. 

 
©ESI Triage Research Team, 2004—(Refer to teaching materials for further clarification) 
 
Summary: The information in this chapter provides a foundation for understanding the role of vital 
signs in the Emergency Severity Index triage system. We addressed the special case of patients under 
36 months of age. Further research is necessary to clarify the best vital sign thresholds used in 
emergency department triage. 
  

http://www.ahrq.gov/professionals/systems/hospital/esi/esi5.html#tab5-1
http://www.ahrq.gov/professionals/systems/hospital/esi/esi5.html#acep
http://www.ahrq.gov/professionals/systems/hospital/esi/esi5.html#baraff1993
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Post Test Questions: 
Rate the ESI level for each of the following patients. Try to rate from your experience and learning and 
then review the classifications below. Answers: Please  place your answers on the answer sheet provided at 
the beginning of the module.  The rationale is given for each answer to help you make the best decision. 

 

31. _______ 31.  3-week-old male; Vital signs: 
Temperature: 100.8°F (38.2°C); Heart rate: 160; Respiratory rate: 48; Oxygen 
saturation: 96% 
Narrative: Poor feeding; Less active than usual; Sleeping most of the day.  
 

32. _______ 32.  22-month-old, fever, pulling ears, immunizations up to date, history of 
frequent ear infections 
Vital signs: Temperature: 102°F (39°C); Heart rate: 128 Respiratory rate: 28; 
Oxygen saturation: 97% 
Narrative: Awoke screaming; Pulling at ears; Runny nose this week; Alert, tired, 
flushed, falling asleep now; Calm in mom's arms, cries with exam 

33.________ 33.  6-year-old with cough 
Vital signs: Temperature: 104.4°F (40.2°C); Heart rate: 140; Respiratory rate: 30; 
Oxygen saturation: 91%;  
Narrative: Cough with fever for two days; Chills; Short of breath with exertion 
Green phlegm; Sleeping a lot 

 
Answers 
31. ESI level _______.  Rationale: An infant less than 28 days with a temperature greater than 38.0°C 
(100.4°F) is considered high risk regardless of how good they look. With a child between 3 and 36 
months with a fever greater than 39.0°C (102.2°F), the triage nurse should consider assigning ESI level 
3, if there is no obvious source for a fever or the child has incomplete immunizations. 
 
32. ESI level _______.  Rationale: A child under 36 months of age requires vital signs. This child has a 
history of frequent ear infections, is up to date on immunizations and presents with signs of another ear 
infection. This child meets the criteria for this ESI level. (exam, PO medication administration and 
discharge to home). Danger zone vitals not exceeded. If the child was under immunized or there was no 
obvious source of infection, the child would be assigned to ESI level 3. 
 

34.________ 34.  94-year-old male, abdominal pain 
Vital signs: Temperature: 98.9°F (37.2°C); Heart rate: 100; Blood pressure: 130/80; 
Oxygen saturation: 93%.  
Narrative: Vomiting, Epigastric pain, Looks sick 

35.  ________ 35.  61-year-old female, referred with asthma 
Vital signs: Temperature: 99.1°F (37.3°C); Heart rate: 112; Respiratory rate: 28; 
Blood pressure: 157/94; Oxygen saturation: 91%; Peak expiratory flow rate = 200 
Narrative: 
Asthma exacerbation with dry cough; Steroid dependent; Multiple 
hospitalizations; Never intubated 
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33. ESI level _______.  Rationale: The clinical picture indicates high probability of tests that equal two 
or more resources (ESI level 3). Danger zone vital signs exceeded (SpO2 = 91%, Respiratory rate = 30), 
making the patient this ESI level. 
 
34. ESI level _______.  Rationale: The clinical picture mandates ESI level 3 with expected utilization of x 
ray, blood work, and specialist consultation resources. Danger zone vital signs not exceeded. If an 
experienced triage nurse reported this patient as looking in imminent danger of deterioration, the 
patient may be upgraded to this ESI level. A 94-year-old ill-appearing patient presenting with epigastric 
pain, vomiting, and probable dehydration should be considered a high-risk for this ESI level.  If this 
patient did not look toxic, an ESI level 3 might be an appropriate starting point in the decision 
algorithm. 
 
35. ESI level _______.  Rationale: The clinical picture mandates ESI level 3 with expected utilization of x 
ray, blood work, and specialist consultation resources. Respiratory rate and heart rate danger zone vital 
signs are exceeded, so patient is up-triaged to this ESI level. 
 
Triage Assessment: What Is Different for Pediatric Patients? 
The goal of the triage nurse is to rapidly and accurately assess an ill child in order to assign a triage 
level to guide timely routing to the appropriate emergency department area for definitive evaluation 
and management. Triage is not a comprehensive assessment of the pediatric patient. The ESI version 4 
requires that the triage nurse follow the same algorithm on all patients, pediatric and adult. While the 
algorithm is the same regardless of age, the decision process in the pediatric patient must take into 
account age-dependent differences in development, anatomy, and physiology. 
 
The triage nurse needs a good sense of what constitutes "normal" for children of all ages. This 
knowledge will make it easier to recognize things that should be concerning (e.g., the 6-month-old who 
is not interested in his or her surroundings or the 2-week-old who is difficult to arouse to feed). The 
triage nurse must be comfortable interacting with children across the age spectrum and must be well 
versed in the anatomic and physiologic issues that may put a child at increased risk, as well as certain 
age-dependent "red flags" that should not be overlooked. The importance of adequate education in 
pediatrics prior to undertaking the triage of pediatric patients cannot be overemphasized. The 
following are key points that the triage nurse should keep in mind when assessing a child: 

1. Use a standardized approach to triage assessment of the pediatric patient, such as the 6-step 
approach described in the next section. Observe skin color, respiratory pattern, and general 
appearance. Infants and children cannot be adequately evaluated through layers of clothing or 
blankets. 

2. Infants must be observed, auscultated, and touched in order to get the required information. 
Their caregivers are critical to their assessment. Using a warm touch and a soft voice will help 
with the assessment. 

3. Infants over about 9 months of age and toddlers often have a significant amount of "stranger 
anxiety." Approaching them in a nonthreatening manner, speaking quietly, getting down to the 
child's eye level, and allowing them to have a trusted caregiver with them at all times, will make 
the assessment easier. Allowing the child to remain on the caregiver's lap and enlisting that 
person's help in things like removing clothing and attaching monitors can help ease the child's 
fears. 
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4. Elementary school age and older children can usually be relied on to present their own chief 
complaint. Some preschoolers may have the verbal skills necessary to do so, but many do not 
or are simply too shy or frightened. In these cases, the chief complaint and other pertinent 
information must be ascertained from the child's caregiver. 

5. When assessing school-aged children, speak with them and then include the caregiver. Explain 
procedures immediately before doing them. Do not negotiate. 

6. Don't mistake an adolescent's size for maturity. Physical assessment can proceed as for an 
adult, remembering that they may be as afraid as a smaller child and have many fears and 
misconceptions. Pain response may be exaggerated. 

7. The signs of severe illness may be subtle and easily overlooked in the neonate and young infant. 
For example, poor feeding, irritability, or hypothermia are all reasons to be concerned in an 
otherwise well appearing neonate. 8. Cardiac output in the infant and small child is heart-rate 
dependent - bradycardia can be as dangerous if not more dangerous than tachycardia. 

8. Infants, toddlers, and preschoolers have a relatively larger body surface area than their adult 
counterparts. This puts them at increased risk for both heat and fluid loss. This is compounded 
in the neonate, who does not have the fully developed ability to thermoregulate. These 
patients should not be kept undressed any longer than absolutely necessary and should have 
coverings replaced after a specific area is examined. 

9. Hypotension is a late marker of shock in prepubescent children. A hypotensive child is an ESI 
level 1, requiring immediate life-saving intervention. 

10. Weights should be obtained on all pediatric patients in triage or treatment area. The actual, not 
estimated, weight (in kilograms) is important to the safe care of a child. Methods for estimating 
a child's weight may be used for critically ill/injured children (e.g. length-based tape). Weights 
should not be guessed by the nurse, parent, or caregivers. 

11. A hands-on approach to pediatric assessment should accompany the use of technical 
equipment. As you obtain a child's vital signs, assess skin color, temperature, and turgor. As you 
auscultate the child's chest with a stethoscope, note the rate and quality of respirations, as well 
as chest and abdominal movements. 

12. Use appropriately sized equipment to measure children's vital signs. 
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Standardized Approach to Pediatric Triage Assessment 
It is helpful to think about pediatric assessment in a standardized manner. A general approach to 
pediatric triage is suggested here: 

 Step 1. Appearance/work of breathing/circulation—quick assessment. 
 Step 2. Airway/breathing/circulation/disability/exposure-environmental control (ABCDE). 
 Step 3. Pertinent history. 
 Step 4. Vital signs. 
 Step 5. Fever? 
 Step 6. Pain? 

 
These steps are described below. 
 
Step 1. Appearance, Work of Breathing, Circulation—Quick Assessment. Most triage nurses are 
comfortable with an "Airway, Breathing, Circulation, and Disability" (ABCD) checklist approach to help 
determine if a child is "sick" or "not sick." In each of the standardized national pediatric emergency 
education courses, the ABCD approach is preceded by the Pediatric Assessment Triangle (PAT) 
(American Academy of Pediatrics, 2005).  
 
The PAT uses visual and auditory cues and is performed at the first contact with a pediatric patient. It 
can be completed in less than 60 seconds. The PAT is an assessment tool, not a diagnostic tool and 
assists the nurse with making quick life support decisions using appearance, work of breathing, and 
circulation to skin. A child's appearance can be assessed from across a room and includes tone, 
interactiveness, consolability, look/gaze, and speech/cry. A child's work of breathing is characterized by 
the nature of airway sounds, positioning, retractions, and flaring. Circulation to skin is assessed by 
observing for pallor, mottling, or cyanosis. By combining the three parameters of the PAT, the nurse 
can get a quick idea of the physiological stability of a child and, in conjunction with the chief complaint, 
make decisions regarding the need for life support. Some patients may need to be taken immediately 
to the treatment area to address abnormalities found in the quick assessment. For more stable 
patients, the nurse will proceed to the next step in the assessment, ABCDE. 
 
Step 2. Airway, Breathing, Circulation, Disability, Exposure/Environmental Control (ABCDE). 
Following the urgency decision made with the PAT, a primary assessment using the ABCDE checklist 
can then be performed (Emergency Nurses Association, 2004). This assessment must be done in order 
and includes assessing for airway patency, respiratory rate and quality, heart rate, skin temperature 
and capillary refill time, blood pressure (where clinically appropriate, such as a child with cardiac or 
renal disease), and an assessment for disability or neurological status. A child's neurological status can 
be obtained by assessing appearance, level of consciousness, and pupillary reaction. Exposure involves 
undressing the patient to assess for injury or illness, and addressing any immediate environmental 
needs such as treating fever. Exposure and environmental control may happen at triage or in the 
treatment area, depending on the patient's condition and factors such as treatment room availability. 
Any serious finding in the ABCDE assessment indicates a need for immediate treatment and may 
require deferral of the next steps in the assessment. 
 
Step 3. Pertinent History. Following performance of the initial assessment of a child at triage, a 
standardized history should be obtained (go to examples in Table 6-1). The history may be deferred to 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#aap2005
http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#ena
http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#tab6-1
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the primary nurse if the triage nurse identifies the need for any life-saving interventions or a high risk 
situation. 
 
Which method is chosen is not nearly as important as using a consistent method to avoid missing 
important information. 
 Table 6-1. Pediatric History Mnemonics 

CIAMPEDS* SAMPLE+ 

C Chief complaint S Signs/symptoms 

I Immunizations/isolation A Allergies 

A Allergies M Medications 

M Medications P Past medical problems 

P Past health history L Last food or liquid 

E Events preceding problem E Events leading to injury/illness 

D Diet/elimination     

S Symptoms associated with problem     

* AAP, 2004; ENA, 2004. 
 
Step 4. Vital Signs.  
 
The following are recommendations regarding the use of blood pressure and oxygen saturation 
measurements for ESI decisions: 

 Blood pressure measurement is not a critical factor in assigning acuity, and its measurement 
should be left to the judgment of the triage nurse. 

 Oxygen saturation should be measured in infants and children with respiratory complaints or 
symptoms of respiratory distress.  

 Pulse oximetry values may be interpreted differently at high altitude; EDs in such settings may 
need to develop local protocols to address this.   

 
It is essential that equipment used in pediatric physical assessment is the correct size. Observations 
have shown that nurses often use adult-sized equipment for children, which may result in errors in 
vital signs measurements.   
 
Step 5. Fever. Unlike in adult patients, decision making with the febrile child must take into account 
both the clinical picture and the child's age. Note D on the ESI version 4 addresses pediatric fever 
considerations. These considerations are based on published guidelines from emergency physicians 
(American College of Emergency Physicians, 2003). However, since those recommendations were 
published, the heptavalent conjugate pneumococcal vaccine has become a routine part of the infant 
immunization series.  
With this in mind, many physicians are changing their practice and not routinely ordering blood work 
(including cultures) on febrile children who do not appear toxic and have completed this immunization 
series. Thus the current Pediatric Fever Considerations in the ESI version 4 reflect the fact that the 
fever criteria continue to evolve. The guidelines for children with fever (100.4°F or 38°C or greater) 
who are in the first 28 days of life are clear--these patients must be rated ESI level 2 as they may have 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#ast
http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#aap2004
http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#ena
http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#acep


45 
 

serious infections. The ESI guidelines recommend that triage nurses consider assigning ESI level 2 for 
infants 1-3 months of age with fever, while taking into consideration practices in their institution. 
Nurses may have to adjust their fever considerations according to those practices for 1- to 3-month-
olds. 
 
Other considerations include exposure to known significantly sick contacts (e.g., diagnosed with 
influenza, meningococcal meningitis) and immunization status. An immunization history should be 
ascertained at the time of triage. It may be helpful to post a copy of the Recommended Immunization 
Schedule for Persons Aged 0-6 Years (Centers for Disease Control and Prevention, 2010) at triage.  
 
Febrile children over the age of 2 who have not completed their primary immunization series should be 
considered higher risk than their immunized counterparts with similar clinical presentations. The triage 
nurse should consider making these patients at least an ESI level 3 if there is no obvious source of 
fever. 
 
Step 6. Pain. Section B on the ESI version 4 defines severe pain/distress as determined either by clinical 
observation or a patient rating of ≥7 on a 0-10 pain scale. Pain assessment for children should be 
conducted using a validated pediatric pain scale. Pediatric patients who meet the ≥7 criterion should 
be considered for triage as an ESI level 2. The triage nurse is not required to assign these patients an 
ESI level 2 rating and should use sound clinical judgment in making the final decision. For example, a 
child who reports his pain as an 8/10 but is awake, alert, smiling, and in no apparent distress may not 
warrant triage as a level 2. Neither does the young child with a minor injury simply because they are 
screaming loudly. There are several validated pediatric pain scores. For example, the FLACC (Face, Legs, 
Activity, Consolability) score for infants and nonverbal children and the FACES score for those who are 
not able to understand the 0-10 scale are both validated, easy-to-use scoring systems.    
 
Each institution should decide for itself which pain scale(s) to use for pediatric patients. What is 
important is that a validated pediatric pain scale be available and used correctly and consistently by 
the triage nurse. This may require additional education in pain scales that is outside the scope of this 
handbook but should be part of an institution's inservice program. 
 
Assessment of Rashes. Analysis of nurses' ratings of pediatric patients with the ESI has found that 
triage nurses both under- and over-triage rash patients (Travers et al., 2009). During this study, nurses 
gave feedback that it is sometimes hard to differentiate high-risk rashes (e.g., meningococcemia) from 
low-risk rashes (e.g., contact dermatitis). When triaging the patient with a rash, the nurse should 
obtain a thorough history and complete set of vital signs. Other associated symptoms should be 
ascertained and the overall appearance of the child should be taken into account. The child should be 
undressed if necessary to adequately visualize the rash. Rashes that should raise an immediate "red 
flag" and warrant an ESI level 2 include vesicular rashes in the neonate and petechial and purpuric 
rashes in children of any age. If a child has a petechial rash with altered mental status, they should be 
rated as ESI level 1; they are at risk of meningococcemia and may be in shock. They will likely need 
significant IV fluid resuscitation and antibiotics. 
 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#cdc
http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#travers2009
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Infant Triage. For the purposes of ESI triage, an "infant" is defined as any child who has not yet 
reached his or her first birthday. This definition is consistent with the ACEP definitions, as well as the 
PALS guidelines regarding equipment size and cardiopulmonary resuscitation (CPR) standards. 
Of all the patients who present to the emergency department, infants may be the most difficult for the 
triage nurse to evaluate. These patients' lack of verbal skills, and often subtle signs of serious illness 
can make an accurate assessment difficult. Parental concerns about signs and symptoms, even those 
not witnessed by the triage nurse, must be taken seriously. Whether the report is of a physical sign 
(e.g., fever) or an abnormal behavior (e.g., fussy/irritable), parents are the best judges of their infant, 
and if they are concerned, they often have a good reason to be. 
 
When assessing an infant, the triage nurse must pay close attention to the history offered by the 
parents as this may be the only real clue to the problem. The infant's state should be assessed prior to 
handling. Vital signs must be assessed using appropriate-sized equipment and need to be part of the 
triage process of any infant who does not immediately fall into the ESI levels 1 or 2. Vital sign 
abnormalities may be the only outward signs of a serious illness. Infants must be unwrapped and 
undressed for a hands-on assessment of perfusion and respiratory effort, remembering that they can 
rapidly lose body heat in a cool environment and should be rewrapped as soon as possible. 
 
Fever guidelines for infants are discussed above. Specific practices for the evaluation of febrile older 
infants may differ from institution to institution. However, it is universally accepted that neonates (<28 
days of age) with a rectal temperature of 38C (100.4F) or greater are considered high risk for a serious 
bacterial infection and should be triaged accordingly (at least at an ESI level 2). In the clinical policy for 
children under age 3 with fever, the American College of Emergency Physicians rectally (ACEP, 2003). 
Infants with rectal temperatures of 38C or higher are likely to need a full sepsis workup including 
blood, urine, and cerebrospinal fluid cultures) and parenteral antibiotic administration. 
 
Assigning ESI Levels for Pediatric Patients: 
ESI Level 1 
ESI level-1 patients are the highest acuity patients that present to the ED. Because ESI level -1 patients 
are clinically unstable, decisions on resources needed during the ED stay are not considered. These 
patients require a physician and a nurse at the bedside to provide life-saving critical care interventions. 
They cannot wait, even a brief time, for initiation of treatment. 
 
Research has found that the ESI level-1 rating is under-utilized by nurses triaging critically ill children, 
except for those children who are intubated or in cardiac arrest.  Response to findings from an all-age 
study, the ESI was modified in version 4 to classify any patient in need of immediate, life-saving 
interventions as ESI level 1; formerly, these patients were often thought of as "sick level 2s”. 
 
ESI Level 2 
 As with assigning an ESI level-1 acuity, assigning an ESI level-2 acuity is based on the clinical condition 
of the patient, and it is not necessary to consider resource utilization in the decision. ESI level-2 
decisions are based on the history and assessment findings indicative of sentinel symptom complexes 
that signal a high-risk or potentially high-risk situation.  
 
  

http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#acep
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Resource Considerations When Using the ESI for Pediatrics 
As with use of the ESI for adult patients, its use for children includes resource prediction as a way of 
differentiating the three lower acuity levels, ESI levels 3 4, and 5. It is sometimes a challenge to predict 
resource needs for pediatric patients. The triage nurse may find it especially challenging to 
differentiate pediatric patients predicted to need two resources (ESI level 3), versus one resource (ESI 
level 4) or no resource (ESI level 5). One reason for this is that some conditions require different 
numbers of resources in children than in adults. Research has shown that ESI level 5 is under-utilized 
for pediatric patients.  
 
Pediatric patients may occasionally warrant a different ESI level than an adult for a comparable 
problem. For example, adults with lacerations that necessitate suturing are typically classified as ESI 
level 4. However, some pediatric patients may require sedation for a laceration repair, particularly if 
they are below school age or appear to be especially agitated or uncooperative. Sedation includes the 
establishment of IV access, administration of IV medications, and close monitoring; thus, all sedation 
patients are classified as at least ESI level 3 based on their need for more than one resource. Table 6-4 
lists examples of children who are candidates for sedation. 
 
Table 6-4. Examples of Situations That May Warrant Sedation in Pediatric Patients 

Fracture/dislocation repair in ED 
Complicated lacerations, such as: 
Complex facial/intraoral lacerations 
Lacerations across the vermillion border 
Lacerations requiring a multilayered closure 
Extremely dirty or contaminated wounds 
CT/MRI procedures or image-guided procedures (e.g., joint aspirations under bedside ultrasound, 
fluoroscopy) 
Lumbar punctures (except in infants) 
Chest tube insertions 

 
It is important to remember that the ESI is not a nursing workload measure. Rather, resources are used 
in the ESI as a proxy for acuity. A child with a small abrasion (ESI level 5) who gets the wound cleansed 
and a tetanus shot is less acute than a patient with a sprained ankle (ESI level 4) who gets an x ray, ace 
wrap and crutch-walk instruction; and this patient is less acute than a child with a complex laceration 
(ESI level 3) who gets suturing and sedation. While the tetanus injection, ace wrap and crutch-walking 
instruction all require nursing time, they are not considered ESI resources. The purpose of the ESI 
resource assessment is to sort patients into 5 meaningful acuity categories, not to estimate the nursing 
workload intensity. EDs are encouraged to use appropriate workload measures to capture nursing 
resource needs. 
 
  

http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#tab6-4
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Table 6-5. Examples of ESI Level 5 

Medication refills 
Ear pain in healthy school-age children 
Contusions and abrasions 
URI symptoms with normal vital signs 
2 year-old with runny nose, mild cough and temp of 38°C (100.4°F), active and drinking during triage 
Poison ivy on extremities 
 

 
Trauma 
Trauma patients can be challenging to triage, especially if they have suffered internal injuries without 
visible external signs of injury. Pediatric trauma patients may be difficult to assess due to 
compensatory mechanisms that produce vital signs with the appearance of stability. The nurse must be 
proactive when providing care to the pediatric trauma patient to prevent deterioration and rapid de-
compensation.  
 
Children who suffer traumatic injuries must be assessed and assigned a triage level based on the 
mechanism of injury and presenting signs and symptoms, as opposed to basing the ESI rating on the 
practices of individual triage nurses or mode of arrival to the ED. For example, children should not be 
assigned an ESI level based on their arrival via Emergency Medical Services (EMS) or the use of back 
boards and c-collars. Any patient with a high risk mechanism of injury should be classified as ESI level 2, 
unless their condition requires immediate life-saving interventions that warrant classification as ESI 
level 1. Vital signs and estimation of resource needs are not needed for ESI level-1 or level-2 
determinations. The American Academy of Pediatrics (AAP) has issued guidelines that may be useful in 
the triage of children with minor head injuries (AAP, 1999).  
 
Psychiatric 
 
Psychiatric emergencies among children present a unique challenge for the triage nurse, who will be 
required to make a complex clinical decision as to the degree of danger the patient may pose to 
themselves or others. Patients at high risk may exhibit a variety of symptoms including violent or 
combative behavior, paranoia, hallucinations, delusions, suicidal/homicidal ideation, acute psychosis, 
anxiety, and agitation and should be rated ESI level 2. The Mental Health Triage Scale can be used in 
the assessment of the pediatric psychiatric patient (Smart, Pollard, & Walpole, 1999). Any child 
presenting as confused, disorganized, disoriented, delusional, or hallucinating should be rated as an ESI 
level 2. These altered mental states may be attributed to the patient's mental health or medical or 
neurological complications (ENA, 2004). The amount of distress a child appears to be in, or has 
reportedly been in, can also classify them as an ESI level 2. The triage nurse should be alert for any 
behaviors that may indicate the patient is a high risk and needs treatment immediately. A patient's 
distress should not be limited to physical symptoms but may include situational triggers as well.  
 
Therefore, it is important to be aware of the circumstances underlying the current psychological event. 
In addition to establishing the reason for the exhibited behavior, it is important to capture the type, 
severity, frequency, and focus (is the behavior directed toward something or someone) of the 

http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#aap1999
http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#smart
http://www.ahrq.gov/professionals/systems/hospital/esi/esi6.html#ena
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behavior. In some cases, it may be beneficial to interview older children and adolescents alone. They 
may be more likely to offer information on sensitive subjects such as risky behaviors, abusive 
relationships, and drug or alcohol use without the presence of their parents. 
 
Resources will determine whether the patient will fall into ESI level 3, level 4, or level 5. Resources will 
be somewhat different for the pediatric mental health patient than for the pediatric medical patient 
and are likely to include things such as psychiatric and social work consults.  
 
Children with Co-Morbid Conditions 
Research has found that children with co-morbid conditions are both over-triaged and under-triaged.   
Patients with chronic conditions (e.g., spina bifida, seizures, metabolic syndromes, short gut) may 
require more extensive evaluation and workup than otherwise healthy children with similar 
complaints. At the same time, children should not be automatically triaged at a higher level due to a 
co-morbid condition. A good history and input from the child's caregiver can help greatly in this 
determination. For example, the child with a known seizure disorder who presents with breakthrough 
seizures needs to be triaged at a higher level than the same child who presents for a medication refill. 
The febrile 10-year-old with a VP shunt is going to need more extensive evaluation than the otherwise 
healthy and non-toxic appearing 10-year-old with an isolated fever. However, a child with a sprained 
ankle likely does not need a higher acuity level simply because the child has a history of congenital 
heart disease. 
 
Summary: Assessing the pediatric patient can be a daunting task for both the novice and the 
experienced triage nurse. Remembering some key developmental differences between pediatric and 
adult patients can help make the process significantly less stressful for ill or injured children and their 
caregivers. Applying the ESI algorithm consistently on patients of all ages, while keeping in mind key 
anatomical and physiological differences in the pediatric population, can simplify the process for the 
triage nurse. 
 
In order to most effectively triage pediatric patients, the triage nurse must be experienced in caring for 
the youngest patients. This chapter highlights important factors to keep in mind when triaging the 
pediatric patient, including the value of using a standardized approach to assessment such as PAT, 
keeping special populations in mind when determining which patients are high risk, and the 
importance of communication with the accompanying caregiver. 
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Post-test Questions  
Rate the ESI level for each of the following patients. Try to rate from your experience and learning and 
then review the classifications below. Answers: Please  place your answers on the answer sheet provided at 
the beginning of the module.  The rationale is given for each answer to help you make the best decision. 

 
 

Level Patient 

36. _________ A 14-year-old with rash on feet, was exposed to poison ivy 3 days ago. Ambulatory, with 
stable vital signs. 

37. _________ A 3-month-old with petechial and purpuric lesions all over. Vital signs: respiratory rate 
60, heart rate 196, oxygen saturation 90%, temperature 39°C rectal. 

38. _________ A 5-year-old with rash on neck and face, with swelling and moist lesions around the 
eyes and cheeks. Vital signs: respiratory rate 20, heart rate 100, oxygen saturation 99%, 
temperature 37°C. Respirations nonlabored. Was treated by her pediatrician yesterday 
for poison ivy on the neck, but the rash is worse and spreading today. Mom states child 
not eating or drinking well today and was up most of the night crying with itching and 
pain. 

39. _________ A 10-year-old patient presents with facial swelling after eating a cookie at school. Fine 
red rash all over. Has a history of peanut allergies. Wheezing heard upon auscultation. 
Vital signs: respiratory rate 16, heart rate 76, oxygen saturation 97%, temperature 
36.7°C. 

40. _________ An 8-year-old healthy child with a fever of 38.7°C at home arrives at triage with 
complaints of a sore throat and a fine red sandpaper rash across chest. Sibling at home 
had a positive strep culture at the pediatrician a few days ago. Respirations are non-
labored. Vital signs are stable. 

Answers 
 
36. ESI level _______.  Rationale: This patient has a rash but is able to ambulate and has no 
abnormalities in appearance, work of breathing or circulation. During his ED visit he will receive an 
exam and perhaps a prescription, but no ESI resources. 
 
37. ESI level _______.  Rationale: The baby has the classic signs of meningococcemia with 
abnormalities in appearance, work of breathing and circulation. She needs immediate life-saving 
interventions. 
 
38. ESI level _______.  Rationale: Unlike the first patient with poison ivy, this patient will likely need 
additional interventions including possible intravenous hydration and medications to reduce swelling. 
 
39. ESI level _______.  Rationale: Though this patient has stable vital signs, she is at high risk of 
respiratory compromise given her history and wheezing. She is a high risk patient and should be 
promptly taken to the treatment area for monitoring and treatment. 
 
40. ESI level _______.  Rationale: This is a healthy patient with stable vital signs and a family member 
with a positive strep culture. One resource would be a strep culture. 
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Thank you for completing this module.  Please place all answers on the answer sheet provided at the 
beginning of the module.  All answer sheets are to be emailed or faxed to:  Complete answers and return 

answer sheet with evaluation form via fax or email.  Be sure you have signed the signature line and indicated the 

completion date. Email: KMR@keymedinfo.com  or  FAX:  (909) 980-0643.    Your certificate will be 
emailed to you.   
 

 
References 

 
Gilboy N, Tanabe T, Travers  D, Rosenau AM. Emergency Severity Index (ESI): A Triage 
Tool for Emergency Department Care, Version 4. Implementation Handbook  2012  Edition. AHRQ 
Publication No. 12-0014. Rockville, MD. Agency for Healthcare Research and Quality. 
November 2011. http://www.ahrq.gov/professionals/systems/hospital/esi/index.html 
 
 

Authors for the book listed above from which this module was adapted.   
Nicki Gilboy RN, MS, CEN, FAEN 

Associate Chief Nursing Officer for Emergency Medicine 
University of Massachusetts Memorial Medical Center Worcester, MA 

 
Paula Tanabe, PhD, MSN, MPH, RN 

Associate Professor, Schools of Nursing and Medicine 
Duke University, Durham, NC 

 
Debbie Travers, PhD, RN, FAEN, CEN 

Assistant Professor, Health Care Systems and Emergency Medicine 
Schools of Nursing and Medicine University of North Carolina, Chapel Hill, NC 

 
Alexander M. Rosenau, DO, CPE, FACEP 

Senior Vice Chair, Department of Emergency Medicine 
Lehigh Valley Health Network, Allentown, PA, and Associate Professor of Medicine 

University of South Florida, Tampa, FL, and Co-Medical Director, Eastern EMS Council 
 

Contributors 
Cathleen Carlen-Lindauer, RN, MSN, CEN 

Clinical Nurse Specialist Department of Emergency Medicine 
Johns Hopkins Hospital Baltimore, MD 

Formerly from The Lehigh Valley Hospital and Health Network, Allentown, PA 
 

Susan McDaniel Hohenhaus MA, RN, CEN, FAEN 
Executive Director Emergency Nurses Association and ENA Foundation, Des Plaines, IL 

Formerly of Hohenhaus & Associates, Inc. Wellsboro, PA and Chicago, IL 
 

David Eitel, MD, MBA 
Physician Advisor, Case Management Wellspan Health System, York, PA 

http://www.ahrq.gov/professionals/systems/hospital/esi/index.html


52 
 

 
Jessica Katznelson, MD 

Assistant Professor, Division of Pediatric Emergency Medicine, School of Medicine 
Department of Pediatrics ,University of North Carolina at Chapel Hill 

 
Nancy Mecham, APRN, FNP, CEN 

Clinical Nurse Specialist 
Emergency Department and Rapid Treatment Unit 

Primary Children's Medical Center 
Salt Lake City, UT 

 
Valerie Rupp, RN, MSN 

Lehigh Valley Health Network 
Allentown, Pennsylvania 

 
Anna Waller, ScD 

Associate Professor 
Department of Emergency Medicine 

School of Medicine 
University of North Carolina at Chapel Hill 

 
Richard Wuerz, MD (deceased) 

Attending Physician 
Associate Research Director 

Department of Emergency Medicine 
Brigham and Women's Hospital 

Boston, MA, and 
Assistant Professor of Medicine (Emergency Medicine) 

Harvard Medical School 
Boston, MA 


