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Figure 2-1. Emergency Severity Index Conceptual
Algornithm, v. 4
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Table 3-1. Immediate Life-saving Interventions

Airway/breathing

Life-saving

* BVM ventilation
* Intubation

¢ Surgical airway

* Emergent CPAP

* Emergent BiPAP

Not life-saving

Oxygen administration
* nasal cannula
* non-rebreather

Electrical Therapy

¢ Defibrillation
* Emergent cardioversion
¢ External pacing

Cardiac Monitor

Procedures

* Chest needle decompression
¢ Pericardiocentesis

* Open thoracotomy

* Intracseous access

Diagnostic Tests
*ECG
* Labs
¢ Ultrasound

¢ FAST (Focused abdominal
scan for trauma)

Hemodynamics

¢ Significant IV fluid resuscitation
* Blood administration
¢ Control of major bleeding

* |\ access
* Saline lock for medications

Medications

* Naloxone
¢ D50

* Dopamine
¢ Atropine

¢ Adenocard

* ASA

¢ |V nitroglycerin

¢ Antibiotics

® Heparin

* Pain medications

¢ Respiratory treatments with
beta agonists
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Table 3-2 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.

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.

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.

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

Emergency Nurses Association, 2000.
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Figure 3-3. Decision Point B: Should the Patient
Wait?

high risk situation?

or
confused/lethargic/disonented?
or
severe pain/distress?

.
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Figure 3-4. Resource Prediction

C
how many different resources are needed?

none one many




O 0 L aaie 50 4y 20 e S| 4 gmhas

” . :.\A. T :.‘.J

Y4
AN

pie SO 4 ESI Jles e o jlen

Y4
AN

ALENN l oavie s 4 ES| anhy pdas o) law
il
\_ J




O\J\.A:\ge;AMJA JES|C_QJJ\.@%6.LMO
Sy L de gaaa So ) Ja bl g il 5l
Audhy yid 4l ol (slefll je 4



e )1 (U (S0 58 oyl asal dala 4y o) sl 0
ohfie Ciel da U jlad o0y Gad Sy h g Caga a0l
Ailay



Table 5-1. Resources for the ESl 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
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Figure 3-5. Danger Zone Vital Signs

danger zone
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Figure 5-1. ESl Triage Algorithm, v. 4

requires immediate
life-saving intervention?

high nisk situation?
or
confused/lethargic/disoriented?
or
severe pain/distress?

how many different resources are needed?

none one many

danger zone

DESI Triage Research Team, 2004. Reproduced with
permission.




