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ABSTRACT
RITAA. DELLO STRITTO
THE EXPERIENCES OF THE EMERGENCY TRIAGE NURSE:
A PHENOMENOLOGICAL STUDY
MAY2005
The purpose of this phenomenological study was to describe the
experiences of emergency triage nurses and the mechanisms triage nurses use
to make triage decisions. The sample consisted of 1o triage nurses, three men
and seven women. Two participants worked in a rural setting, two in an urgent
care/minor emergency department, two in suburban settings, and four in urban
emergency departments, all located within the southeast Texas region. Semistructured audio-taped interviews were used to obtain data. Transcripts of the
interviews were read and reread numerous times to gain an understanding of the
essence of emergency triage nursing.
Two major facets of triage nursing emerged: Roles of the Triage Nurse
and Stressors of Decision Making. Roles of triage nursing encompassed rituals
used to start the triage shift, the process of triaging, control aspects of
gatekeeping for the emergency department, and serving as the complaint
department for all who are unhappy about the perceived obstacles to receiving
prompt care. Stressors of triage decision making was directly influenced by the
vi

volume of patients needing to be seen, the fear of a decision making error, and
the role that intuition played in the ways in which nurses responded to their gut
feelings for emergent situations.
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CHAPTER I
INTRODUCTION
Emergency departments (EDs) within the United States have become
over populated with i~dividuals seeking medical treatment for various health
reasons. Some individuals seek care for life threatening events, others present
with chronic debilitating illnesses, while others present with simple acute disease
processes. Correct and astute assessment of the presenting individual is
mandatory and is the general role of the triage nurse. Rapid decisions are
required in order to recognize life threatening and urgent conditions that may
have obscure symptoms or subtle findings.
Nearly 100 million people visit EDs in the United States each year
(Nourjah, 1999). Although patients are usually assessed by various health care
providers throughout their visit, the initial assessment is most often the triage
assessment. Triage is usually provided by registered nurses, whose duty is to
perform a rapid and accurate assessment of each patient presenting to the ED
for medical treatment. Triaging ensures that patients are in the right place and
receive the most appropriate care in a timely manner based on the initial
assessment (Gilboy, Travers, & Wuerz, 1999).
The triage process is a function of the ED in which decision makers must
know what they are doing, why they are proposing a certain phase of
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management, and which actions to take to achieve a satisfactory outcome
(Kennedy, Aghalbabian, Gans, & Lewis, 1996). The initial decisions made by the
triage nurse will impact the entire department. Errors in judgment could result in
disastrous consequences affecting the patients and the entirety of the ED. The
triage nurse controls patient flow into the department. If patients are overtriaged, critical beds may not be available when more seriously ill patients arrive.
Under-triaging patients to areas designated for lower acuity care can obstruct the
flow by overwhelming the nurses due to the time-consuming interventions. A
necessary attribute required of the triage nurse is to be able to make competent
decisions regarding the appropriate distribution of patients throughout the ED.
Problem of Study
Triage is one of the most vital roles performed in the ED. Most triagerelated literature consists of information on what triage is, the history of triage,
and the process of triage. There is little information on exactly what triage nurses
do or factors that influence the triage process. An understanding of these
influences could greatly impact the development of relevant education for the
triage processes in individual institutions. The purpose of this phenomenological
study is to describe the experiences of the ED triage nurses and how triage
nurses manage their role.
Rationale
A paucity of research studies exist exploring the experiences of the ED
triage nurses related to how they manage their role. Triage nurses have many
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challenges presented during any given time period. They are responsible for
discerning the general condition of the ED, which includes patients waiting to be
triaged, those who have been triaged, potential arrivals, and patients whose care
is already in progress in the department. Triage nurses are also responsible for
the flow of patients and the flow of information throughout the department.
Demands placed on the triage nurse make triage one of the most stressful
positions in the ED. Understanding the stressors that are involved in the triage
process will enable mentors to better educate new nurses to manage the role
more efficiently.
Clinical competency, in the judgment of triage assessments, is cardinal to
emergency nurses' practice and dependent on their skilled clinical knowledge
(Cioffi, 1997). An important part of effective triage is the recognition of life
threatening or urgent conditions that may present with obscure symptoms or
subtle findings. The impact of an inappropriate triage decision can range from
insignificant to disastrous for patients seeking medical care and may increase the
hospital's liability (Gilboy et al., 1999). Therefore, correct and astute triage
assessments of individuals seeking medical care in the ED are critical and largely
a function of experience (Molitor, 1985).
The primary goals of an effective ED triage system are to prioritize the
patient's need for medical care, expedite the care of persons with life threatening
conditions, and ascertain that all patients are categorized based upon the
presenting clinical condition (Gerdtz & Bucknall, 2001). In recent years, triage
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goals also have incorporated the need to minimize morbidity, pain, disfigurement,
emotional pain, and distress as well as to ensure that patients are satisfied with
their ED experience (Zimmerman, 2001 ).
The Emergency Medical Treatment and Active Labor Act (EMTALA),
established by the federal government in the early 1980s, requires that all
hospitals participating in Medicare and Medicaid establish an ED triage system.
The EMTALA rules require that screening and stabilization of a patient who
presents to the ED will be completed before any financial information is obtained.
For hospitals to maintain accreditation with the Joint Commission on the
Accreditation of Health Care Organizations (JCAHO), they must comply with the
EMTALA regulations (Gilboy et al., 1999).
Overcrowding has become a widespread problem in EDs across the
United States and Canada. Utilization of EDs has steadily increased over the
past several years (Brill man et al., 1996). Overcrowding has been blamed as the
cause for some of the more urgent patients not being triaged as quickly as they
should be and subsequently leaving the ED without medical interventions.
Triage nurses must be able to recognize patients with the potential for a serious
illness and ensure these patients do not leave the ED prior to receiving
treatment.
This study was needed to identify factors that influence the triage nurses'
ability to make an appropriate triage decision. Understanding of these factors will
enable educators to develop a more comprehensive triage training program for
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the novice triage nurse. A better understanding of the role of the triage nurse
could influence change in the triage role and processes.
Theoretical Framework
Merleau-Ponty's (1962/2000) phenomenology of perception provided the
framework for this study. Phenomenology was described by Merleau-Ponty as
the study of essences. It is, in part, a transcendental philosophy that questions
facts about the world and a philosophical stance that attempts to describe an
experience as it is lived without concern for how it came to be (Parker, 1994).
Merleau-Ponty ( 1962/2000) established the concepts of embodiment, the
importance of perception--also referred to as the primacy of perception, and the
need to focus on the lived experience. Embodiment is a way of viewing
individual people as they are in their world within their body. The body, in turn, is
consciously finding expression in speech, feeling, sensing, thought, judging, and
so forth. Embodiment is important for two reasons:
1. Embodiment prevents the researcher from being totally objective. People are
always being influenced by their own body's situation in the world.
2. The views of the researcher and the participants will differ. Each person is
bound to a view of the world from their own specific stance, which is
dependent on that person's own body and situation in the world (Parker,
1994).
11

According to Merleau-Ponty (1962/2000), perception becomes an
interpretation of the signs that our senses provide in accordance with the bodily
5

stimuli, a hypothesis that the mind evolves to explain its impressions to itself' (p.
33). Perception gives an individual access to prior experiences of the world and
information before it gives any analysis to the present situation. Perception is the
access of truth as well as the original mode of consciousness. People
experience the world around them by perception; therefore, perception then
becomes a person's truth. Perception is, likewise, a unique and individual
experience that depends on both the context of the situation and the external
stimuli that is being perceived (Parker, 1994).
The phenomenon of the lived experience means, re-learning to look at the
world by reawakening the basic experiences of the world (Merleau-Ponty,
1962/2000). In this study, triage nurses were asked to share their perceptions

about the process of triaging. The interview process required that the nurses
pause and examine their role and share the reality of the triage role in their
professional lives.
Assumptions
The following assumptions, based on Merleau-Ponty's (1962/2000)
Phenomenology of Perception, were drawn for purposes of this study:

1. Triage nurses can best relate their lived experiences of triaging individuals in
the ED.
2. All participants are honest in their answers.
3. Participants will answer the questions based on their perceptions of their lived
experience.
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4. Perception becomes an interpretation of the signs that one's senses provide
in accordance with bodily stimuli.
Research Questions
For the purpose of this study, the research questions were as follows:
1. What are the triage experiences of the registered nurse triaging in the
emergency department?
2. How do triage nurses manage their role?
Orientational Definitions
Because phenomenology seeks to describe a phenomenon from the
related experience for the participants, terms are defined through the elements
that result from data analysis. For the purposes of this study, the following
orientational definitions applied:

Triage: From the French word trier, meaning to sort or to choose. It is a
function within the ED that is performed by a registered nurse to determine what
level of care a presenting patient requires.

Registered nurse: A person licensed in their state to practice nursing.
This person will have earned an associate's degree, diploma, or bachelor's
degree as basic nursing education.

Emergency department (ED): Any hospital-based or free-standing facility
that evaluates patients with an acute medical complaint.
Limitations
Limitations of this study include the following:
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1. Participants were volunteers; therefore, this method provided a biased
sample.
2. Participants were limited to registered nurses from hospital-based or freestanding EDs, which in turn left out other professionals triaging outside the
ED setting.
3. There was a small sample size. Although qualitative research utilizes smaller
samples when compared to quantitative research, smaller samples limit the
ability to generalize the findings to a larger population.
4. This study was limited to ED nurses who practice in the southwest United
States. This is a sample of convenience for this researcher; therefore, the
findings cannot be generalized to other parts of the United States, Canada, or
other countries.
5. In qualitative research, the researcher acts as an instrument. By setting aside
personal biases, rather than leading the participant to issues viewed
important, the researcher pursues issues introduced by the participant.
Because data analysis is thus filtered through the researcher's perception and
perspectives, the researcher is expected to set aside personal biases during
the analysis of the participant's perceptions and perspectives (Liehr &
Marcus, 2002).
Summary
Triage nurses have one of the most integral jobs in the ED. The way in ·
which triage nurses perceive the situation at the presenting time will impact all
8

aspects of patient care and flow. The perception of the environment is based on
past lived experiences. The purpose of this qualitative, phenomenological study
was to describe the experiences of the ED triage nurse, how triage decisions are
made, how those decisions are acted upon, and how triage nurses manage their
role.
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CHAPTER 2
REVIEW OF THE LITERATURE
Little has been written about the perceived experiences of emergency
department (ED) triage nurses. An understanding of the experiences of ED
triage nurses should help institutions develop more effective triage systems
within their departments. Computer databases, which included CINAHL®,
JSTOR®, and Journals@Ovid®, were utilized for this literature review. The
following review of literature reflects information on the history and components
of triage nursing; ED utilization; the triage decision-making process; the
theoretical basis for, and identification of, decision-making strategies; and
intuition.
Triage Nursing
Triage is used to effectively identify obviously seriously ill patients and
those who may become extremely ill. Triage nurses must possess unique skills
that help identify problems and prioritize them appropriately. These skills are
dramatically different from those used by hospital-based nurses involved in direct
nursing care (Zimmerman, 2002).
History of Triage Nursing

Triage, from the French word trier, means to sort or to choose, and the
word had its beginning in the military during the 1800s. Wounded soldiers, prior
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to this time, received medical attention based on their military rank: the highestranking officer would receive medical attention first. It was later determined that
sorting the wounded according to their medical needs would be far more
effective. Thus, the wounded were sorted into three categories: severely injured
and would not survive their wounds; needed immediate attention and had a good
chance of surviving their wounds; and care could be delayed for a period of time
(Gilboy, Travers, & Wuerz, 1999).
The concept of triage was first introduced into the ED in the late 1950s.
EDs were forced to implement a triage system when the patient volume began to
increase significantly. Patients began presenting to the ED with non-urgent
conditions. During this time period, physicians' practices were becoming officebased, and more physicians began to specialize, rather than maintain a general
practice. As a result, the ED became a provider for medical care during off-duty
hours. Application of triage principles became important in order to set priorities
and to maintain an orderly flow of patients through the departments (Emergency
Nurses Association, 1997).
Standards of Emergency Nursing Practice
The federal government established the Emergency Medical Treatment
and Active Labor Act (EMTALA) in the early 1980s. This act requires that all
hospitals which participate in Medicare and Medicaid must establish a triage
system in the ED. The EMTALA rules also require that screening and
stabilization of a patient presenting to the ED must be completed prior to
11

collecting any financial information. Institutions must comply with the EMTALA
regulations to remain accredited by the Joint Commission on the Accreditation of
Health Care Organizations (JCAHO) (Gilboy et al., 1999).
The Emergency Nurses Association (1999) has established five standards
of emergency nursing practice as follows:

1. Comprehensive Triage. The major components of triage should include
assessment, analysis/plan, intervention, collaborative intervention, and
evaluation. Assessment includes a rapid and systemic collection of data
related to the patient's chief complaint by gathering of subjective and
objective data. Assessments are to be done in a timely manner according to
established triage criteria.

2. Analysis/Plan. Triage assessment shall be analyzed to determine acuity,
patient care area assignment, and appropriate interventions based on triage
protocols. In other words, the triage nurse differentiates the severity of the
patient problems and prioritizes care. The patient will in turn be designated an
appropriate acuity level. The patient then is assigned to the most appropriate
patient care area, based on the triage assessment and the acuity level of
care.
3. Intervention. This standard functions independently within the parameters of
established professional nursing. It is during this step that the triage nurse
initiates nursing measures, generally established by protocols, such as
splinting, dressing, and application of ice. At this time the triage nurse may
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also mobilize additional resources, such as social services or the chaplain, as
needed for the patient and or family.
4. Collaborative Intervention. The triage nurse will function collaboratively with
other medical personnel to facilitate the timely care of patients based on
established triage protocols. Collaborative Interventions include the initiation
of diagnostic protocols, such as radiographic exams, urine analysis, and
laboratory blood work. Initiation of treatment protocols, such as antipyretics
for the treatment of fever, should be done at this time.
5. Evaluation. This standard is the quality assurance phase. A quality
assurance plan should be developed and implemented to ensure that triage is
performed in a timely and appropriate manner.
Trends in the Emergency Department
Over the years, the ED has steadily grown in patient volume. More and
more people are presenting to the ED for primary care then in the past (Raper,
Davis, & Scott, 1999). Estimations have indicated that over half of all pediatric
emergency visits are non-urgent and thus should not be directed to the ED
(Guttman, Nelson, & Zimmerman, 2001).

Utilization of the Emergency Department
In the year 2000, there were an estimated 108 million (39.4 per 100
persons) visits to EDs in the United States. This figure reflected an increase of
14% from 1997. At the same time, the number of hospital EDs decreased from
4,005 to 3,934. Patients who presented to the ED in 2000 waited an average

13

45.1 minutes to see a physician. Patients classified as emergent waited
approximately 23.9 minutes. On average, urgent patients waited 38.1 minutes,
the semi-urgent 56.5 minutes, and the non-urgent 67.7 minutes. The mean wait
time for patients classified as non-urgent was 51 minutes in 1997, but that time
increased to 67. 7 minutes in 2000 (McCaig & Nghi, 2002).
Of the ED visitors, 14% (15.1 million) arrived via either air or ground
emergency medical services (EMS). Over 75% (81 million) arrived via private
vehicle or "walk-in." The police or social services escorted 1.5% (1.6 million) of
patients to the ED. Of the patients 75 years and older, 43.1 % arrived via EMS
(McCaig & Nghi, 2002).
The ED patient volume, which is reflected in Figure 1, tended to increase
sharply at 0800 hours and steadily increased until it peaked between 1600 and
1959 hours. Between 0400 and 0759 hours, the volume was at its lowest
(McCaig & Nghi, 2002).
The most common presenting complaints in 2000 were: stomach and
abdominal pain (6. 7 million); chest pain (5. 7 million); and fever (4.4 million).
Injuries associated with motor vehicle crashes, lacerations, and miscellaneous
accidents accounted for a combined total of nearly 8. 7 million visits (Table 1)
(McCaig & Nghi, 2002).
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Figure 1. Number of annual ED visits by the time of the visit. From "National
hospital ambulatory medical care survey: 2000 emergency department
summary," by L. McCaig & L. Nghi, in Centers for Disease Control, Advance data
from vital and health statistics (CDC Publication No. 326), 2002.

Females (52.9%) presented to the ED more often than males (47.1%).
More people between the ages of 25-44 years (30%) presented to the ED than
any other age group. The majority of ED patients were females between 25 and
44 years of age (16.2%). Pediatric patients accounted for approximately 2.3
million (21.7%) ED visits. Patients 75 years and over accounted for 9.6 million
(9%) of all visits to the ED, and there were 64.8 visits per 100 persons within the
same age group (Table 2) (McCaig & Nghi, 2002).
In most emergency departments, a registered nurse is assigned to the
task of a triage. Triage nurses are responsible for performing a rapid and
systematic assessment on every patient entering the ED. They must determine
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Table 1
Number and percent of ED visits based on the 20 most frequently mentioned
chief complaints made by patients in the United States in 2000 (McCaig & Nghi,
2002, p. 14)
Presenting Complaint
Number in Thousands
Percent

All Visits

108 017

100.0

Stomach/Abdominal Pain

6,759

6.3

Chest Pain

5,798

5.4

Fever

4,383

4.1

Headache

2,962

2.7

Shortness of Breath

2,701

2.5

Back Symptoms

2,595

2.4

Cough

2,592

2.4

Pain (site not specific)

2,335

2.2

Lacerations (upper
extremity)

2,322

2.1

Throat Problems

2,043

2.1

Vomiting

2,001

· 1.9

Accident

1,869

1.7

Dyspnea

1,813

1.7

Earache/infection

1,798

1.7

Skin Rash

1,638

1.5

Motor vehicle crash

1,575

1.5

Low back symptoms

1,564

1.4

Injury: head, neck, face

1,523

1.4

Laceration/Cuts Face

1,439

1.3

Neck Symptoms

1,436

1.3

56,871

52.6

Other Reasons
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Table 2
Number, percent distribution, and annual rate of ED visits by selected patients in
the United States, 2000 (McCaig & Nghi, 2002, p. 10)
Number of Visits
in Thousands

Percent

Number of
Visits/100
PersonsNear

Male
Female

108,017
50,887
57,130

100.0
47.1
52.9

39.4
38.1
40.7

Under 15 years
Male
Female

23,390
13,255
10,135

21.7
12.3
9.4

38.8
42.9
34.4

15-24 years
Male
Female

17,664
7,668
9,996

16.4
7.1
9.3

45.9
39.6
52.3

25-44 years
Male
Female

32,391
14,876
17,515

30.0
13.8
16.2

39.5
37.0
41.9

45-64 years
Male
Female

18,339
8,684
9,655

17.0
8.0
8.9

30.3
29.6
30.9

65-74 years
Male
Female

6,543
2,973
3,606

6.1
2.7
3.3

36.9
36.5
37.2

75 years and
older
Male
Female

9,690

9.0

64.8

3,466
6,223

3.3
5.8

59.1
68.5

Age

All visits

the priority of care based on the physical and psychosocial needs of patients as
well as factors that may influence patient flow through the ED (Emergency
Nurses Association, 1999).
17

Problems of Overcrowding

Overcrowding has become a widespread problem in EDs across the
United States and Canada. Utilization of EDs has steadily increased over the
- past several years (Brillman, et al., 1996). Overcrowding has been blamed for
urgently ill patients not being triaged rapidly and for these patients leaving the ED
without medical interventions.
To address the problems of overcrowding, the Emergency Nurses
Association (ENA) in 1989 developed a position statement entitled Hospital and
Emergency Department Overcrowding. The position statement underwent

revisions in 1999 and 2001. Identified in the position statement were the
following: hospital/trauma center closures; increasing incidences of trauma as a
result of violent acts or substance abuse; increased number of patients who use
emergency services; shortage of inpatient acute care nursing staff and inpatient
beds; and the lack of universal access to primary and preventative health care as
the primary variables leading to ED overcrowding. The ENA's (2001) position on
overcrowding in the ED includes the following:
1. All people should have access to health care in a timely fashion.
2. Clinical resources need to be allocated appropriately, including staffing
patterns to ensure safe care of all patients.
3. ED registered nurses must continue to triage patients based on priority of
care and deliver life saving interventions even when overcrowding occurs.

18

4. The ED must receive support from other members of the health care system
to ensure an efficient disposition of the patient.
5. Consumers must be educated on the appropriate use of the ED.
The position statement projected that continued ED overcrowding may result in
situations where emergency department personnel would be unable to deliver
quality emergency care in a timely manner (Emergency Nurses Association,
2001).
Patients' "wait times" have been growing steadily as the quantity of patient
visits has increased dramatically over the years (Nielsen, 2004). Many studies
exist which describe patients' satisfaction with ED care, but only one could be
found to describe factors that influence patients' satisfaction with triage nursing.
Raper and associates ( 1999) conducted a descriptive, correlational study
to examine the relationship between individual patients and the nurses'
characteristics, the patients' satisfaction with the triage nurse, and the patients'
intention to return to that particular ED. The multi-center study was divided into
two phases. During phase I, triage nurses from three participating hospitals were
. asked to complete a confidential survey which assessed the nurses' levels of
cultural sensitivity, personal/professional nurse characteristics, and
demographics, such as age, race, sex, and educational level. When the surveys
were completed, each nurse was assigned an identifier. The identifier was later
used to match the patient with the nurse who performed the triage role.
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Phase II involved obtaining a sample of convenience from the patients
who presented to three EDs. The patients were first triaged into one of three
urgency categories: . 1--delayed (requiring minimum evaluation and treatment),
2--urgent (requiring medical evaluation within 1 to 2 hours), and 3--emergent
(life-threatening conditions requiring immediate medical evaluation and
interventions). Patients included in this study were at least 18 years old and had
either an urgent or delayed triage classification. Telephone interviews were
conducted with the patient within 48 hours of discharge from the ED. The
patients provided demographic data and completed a 12-question, 5-point Likert
type scale called "The Caring Subscale of the Consumer Emergency Care
Satisfaction Scale" (CECSS) (Raper et al., 1999).
Eighty-one triage nurses participated in the study, while 378 patients
participated in telephone interviews. The majority of patients (310/82%) were
treated for medical conditions. The most common presenting complaint was pain
(229/79%). The researchers reported a significant weak positive relationship

(p < 0.01) between the ED triage nursing care and the patient's age, race, and
type of hospital providing the service. In other words, the older the patients, the
more satisfied they were with the care received. Non-white patients reported
higher satisfaction with the triage nurse than the white participants. Patients
treated in the academic medical center reported more satisfaction when
compared to the private Catholic hospital and the private public hospital. The
results of the study likewise indicated that the higher the nurse's education level,
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the greater the patient satisfaction rating. It was thought that this was attributed
to the tendency of the more educated nurse to do patient teaching throughout the
process (Raper et al., 1999).
The multi-center study was designed to also look at the acuity level the
triage nurse assigned to the patient and the perceived level of acuity by the
patient compared to the patient's intention of return to the hospital in the future.
Twenty-five patients did express a lack of desire to return in the future to the ED,
11 (44%) were triaged as having a delayed condition, 18 (75%) felt that their
medical condition at the time of triage was urgent or emergent. There was no
correlation between the patient's perceived triage level and the actual level
assigned by the triage nurse (r

=0.11, p =0.064).

In contrast, those patients

who were satisfied with their ED visit and would return to the ED had a positive
correlation between the patient's perceived acuity and the acuity level assigned
by the triage nurse (r= 0.35, p < 0.001). Therefore, it seems that the lack of
agreement between the patients' perceived level of acuity and that of the triage
nurses resulted in the patients' delay in care, which in turn led to the patients'
. dissatisfaction with the triage nurse and the ED as a whole (Raper et al., 1999).
Another study suggested that the lack of communication from the ED staff
to the waiting patient most likely was the greatest source of patient complaints
(Nielsen, 2004). The most common complaint in the rural ED of the study related
to an increased "wait time" for medical services. An initiative was begun to have
the triage nurse make half-hour rounds in the waiting room. During these
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rounds, the triage nurse documented how many patients were waiting for medical
care and any unusual events that were occurring in the ED at the time of the
rounds. During the 6-week period, every half hour the triage nurse not only
collected the data, but also explained to the waiting patients the cause for the
delay. The most common documented cause for delay was related to prolonged
workups of critically ill patients. During the same 6-week study period and 6
weeks prior to the beginning of the study, the patients were asked to fill out
comment cards that included the date and time of the visit and their rating of their
ED experience as "excellent," "very good," "satisfactory," "fair," or "poor."
During the 6 weeks prior to the start of the study, 18 patients complained
about long "wait times" for medical treatment. In contrast, only one patient
complained about the "wait time" during the 6-week study period. Of the patients
who responded to the questionnaires during the pre-study period, 44% described
their care as "excellent" or "very good." In comparison, during the study period
88% rated their care as "excellent" and "very good." An actual number of the
patients who responded with the comment cards was not documented in the
study. The researchers concluded that keeping the patients informed resulted in
a marked decrease in patient complaints (Nielsen, 2004).
Triage Decision-Making Process
The goal of triage is to prioritize the timing and location of the services
needed to reduce the overall potential morbidity and mortality of patients. In other
words, triage is implemented to ensure that the "right patient is in the right place
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at the right time and that no one is overlooked" (Gilboy et al., 1999, p. 468). To
prioritize patient care, most EDs in the United States use an acuity rating system.
Patients are initially seen by a triage nurse who does a preliminary assessment
followed by an acuity level assignment (Gilboy et al., 1999). Acuity ratings are
used in the ED to aid in the prioritization of patient care.
Unfortunately, the Emergency Nurses Association (1997) survey, derived
from the1996 National Emergency Department Database containing data from
1,373 EDs, found there was no standard to the triage acuity ratings. The survey
revealed that 61 % (n = 837) used the three-category (emergent, urgent, and nonurgent) system. Alternative triage acuity rating systems include a four-category
system and a three-color system. The four-category system, which separates
the urgent category into very urgent and urgent levels, was used in 6% of all
EDs. The three-color system, which uses a colored sticker to represent the
emergent, urgent, and non-urgent categories, was used in 4% of the ED
participants.
The new five-category system was used in 10% of the EDs. The five-tier
triage acuity system, based on the Australasian Triage Scale (ATS), is becoming
more prevalent in EDs of the United States. Triage decisions are made based on
the patient's presenting signs and symptoms, rather than a medical diagnosis.
The ATS (Table 3) is based on the necessity for time-critical intervention, the
potential threat to life, and the need to relieve suffering (Victorian Department of
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Human Services, 2001). The ATS identifies the maximum waiting time for each
triage category based on the severity of the patient's illness or injury.
Table 3
Australasian Triage System (A TS) (Victorian Department of Human Services,
2001)
ATS
Category

1

Treatment Acuity
(Maximum Time)

Description
Immediately life-threatening

Immediate

2

Imminently life-threatening

Minutes (< 10
minutes)

3

Potentially life-threatening; Situational
urgency

30 minutes

4 .·

Potentially serious; Situation urgency;
Significant complexity or severity

1 hour

5

Less urgent; Clinic-administrative
problems

2 hours

Since 1996, the United Kingdom has primarily used the Manchester
Triage System (MTS). This system (Table 4) requires the triage nurse to use a
flowchart that corresponds to the patient's presenting complaint. It uses 'key
discriminators" to determine the appropriate triage category (Cooke & Jinks,
1999). The triage code may be a number or a color, depending on the institution
in which it is used.
An organized group of Canadian ED physicians and nurses gathered in
1995 developed the Canada Triage and Acuity Scale (CTAS). In 1997, its use
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became an official policy in Canada. The system was endorsed by the Canadian
Association of Emergency Physicians and the National Emergency Nurses
Table4

Manchester Triage System (MTS) (Adapted from Victorian Department of Human
Services, 2001)

Numeric Code

Color Code

Triage Category

Target Time to
Medical
Evaluation
(minutes)

1

Red

Immediate/Life
threatening

0

2

Orange

Very Urgent

10

3

Yellow

Urgent

60

4

Green

Standard

120

5

Blue

Non-urgent

240

Affiliation of Canada (Zimmermann, 2001). The CTAS (Table 5) is similar to
triage systems used within the United States in that it is based on the most
probably disease diagnosis. Triage level is based on the patient's presentation
and sentinel diagnoses.
Fernandes, Wuerz, Clark, and Djurdjev (1999) conducted a two-phase
experimental study in which triage nurses and ED physicians were presented five
scripted scenarios in identical sequence. The first phase had the participants
use the CTAS to determine the probability of admission; the urgency in which the
patient should be seen by the ED physician; the need for ED monitoring; and the
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Table 5
A sample of the Canadian Triage and Acuity Scale (CTAS) (Adapted from
Manos, Petrie, Beveridge, Walter, & Ducharme, 2002)
·
Tlriagel
Time to
eve Acu,·ty Level Physician

Usual Presentat·1on

Code arrest
Resuscitation Immediate Shock
Severe respiratory
distress

II

Ill

Iv

Emergent

Urgent

Less Urgent

Altered mental state
Severe Allergic
s15 mins Reaction
GI Bleeding
Moderate to Severe
Dyspnea
Moderate trauma
s 30 mins Signs of infection
Mild to moderate
asthma

Non-Urgent

Traumatic shock
Status Asthmaticus
Head injury with
LOC
Head injury
Multiple rib fractures
Spinal cord injury
Chest Pain NOS

CVA
Tibia or fibula
fracture
Pyelonephritis
Bronchiolitis or
croup

Minor trauma
Ankle sprain
, ,. h
Acute abdominal pain Appendicitis
~ 1 our Earache
URI
Headache; nonmigraine

V

Sen t·me I o·1agnos1s
·

Sore throat without
distress
s 2 hours Diarrhea without
dehydration
Pain scale < 4/1 O
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Otitis Media

Low back pain or
strain
URI
Dressing change
Superficial
laceration

necessity of diagnostic testing. Phase 2 was conducted 4 to 6 weeks later when
the participants were given the same five scripted scenarios in the same order.
The interrater and intrarater agreements were evaluated. The results of this
study demonstrated that the CTAS has a substantial intrarater agreement (K =
0. 757) among triage nurses when determining the acuity of the presenting
patient. A kappa of 0.734 was found when comparing the urgency to see a
physician. The interrater agreement for nurses determining the severity of the
presenting patient was also substantial (K = 0.662). There was only moderate
agreement between the nurse and physician when evaluating the probability of
admission (K

=0.466), the urgency to see a physician (K =0.56), and the need

for radiology or laboratory services (x: = 0.569). The need for cardiac monitoring
had substantial interrater reliability (K = 0.738) between the triage nurses and the
ED physicians.
The Emergency Severity Index (ESI), a five-level triage system (Figure 2),
is an algorithm developed by Wuerz of Brigham and Women's Hospital in
Boston, Massachusetts, and Eitel of York Hospital in York, Pennsylvania (Wuerz,
·

Milne, Eitel, Wiencek, & Simonds, 1999). According to the ESI, triage levels are
based not only on the acuity level of the patient's presenting complaint, but also
on the resources that are to be utilized (Zimmermann, 2001). A life threatening
event is classified as a Level 1 emergency. The remaining levels are determined
by the patient's level of consciousness, severity of pain, the number of resources
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needed, and triage vital signs (Wuerz, Travers, Gilboy, Eitel, Rosenau, &
Yazhari, 2001 ).
The ESI triage system incorporates the most probable types of resource
interventions. The ESI includes radiographic examinations, laboratory work,
electrocardiograms, injections, and intravenous medications (Wuerz et al., 2001 ).
Triage nurses determine the anticipated resources based on a prudent standard
of care rather than on the preference of the physician who is on duty at the time
(Zimmerman, 2001).
lntubated/apneic/pulseless?
or
Unresponsive?

..______
Yes

_________,

.__

0
1

NO
High risk situation?
or
Confused/lethargic/disoriented?
or
Severe pain/distress

Yes

NO
How many different resources
are needed?
None

One

Two or More

Dangerously abnormal
vital signs?

Yes

Figure 2. Emergency Severity Index (ESI). Adapted from "Implementation and
Refinement of the Emergency Severity Index," by R. Wuerz, D.Travers, N.
Gilboy, D. Eitel, A. Rosenau, and R. Yazhari, 2001, Academy of Emergency
Medicine, 8, 170-176.
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The ESI triage categories are as follows (Wuerz, Miline, Etiel, Travers, &
Gilboy, 2000):
1. Unstable, with life, limb, or organ threatening condition, which requires the
maximum number of staff members at the bedside continuously. This patient
requires immediate medical intervention.
2. The patient has the potential for becoming unstable quickly. There is a
potential for a life, limb, or organ threatening condition. Multiple diagnostic
studies and consultations will be utilized. Medical interventions should occur
within minutes.
3. A stable patient, who is unlikely to have a life, limb, or organ threatening
condition. Multiple studies may be required. Brief periods of observation are
needed. The patient may require a complex procedure. Medical intervention
should begin within the hour.
4. A stable condition exists. The patient has no potential for life, limb, or organ
threatening conditions. A single diagnostic study is required, or a simple
procedure may be needed. Medical intervention can be delayed.
5. A stable condition is present. There are no life, limb, or organ threatening
conditions. The patient does not require any diagnostic interventions. A focal
examination is required. Medical intervention can be delayed.
Travers, Waller, Bowling, Flowers, and Tintinalli (2002) developed the first
study used to compare the reliability and validity of a three-level (3L) triage
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system compared to the new ESI or five-level (5L) triage system. A time series
design was utilized to evaluate both the 3L and SL triage systems in a Level I
trauma center. The reliability and validity of the triage scales were evaluated in
two phases. The first phase was from June until August of 1998, when the 3L
triage system was utilized. During this time period, 15,324 patients were triaged,
of which 305 charts were evaluated for this study. The second phase utilized the
5L or ESI system during the months of February to April 2000. A total of 16,024
patients were triaged, of which 303 charts were evaluated. Reliability was
statistically measured using a weighted kappa, and validity was measured by
evaluating the sensitivity, specificity, and case mix measurements.
Results of the study demonstrated that when the 3L triage system was
used, 28% of the patients were under-triaged, as compared to 12% for the SL
triage system. Over-triage for the 3L was 2%, 5L was 17%. It was also noted
that nurses with less than 6 years nursing experience were more apt to undertriage a patient. The reliability of the 3L system, which was measured by a
weighted kappa, was 0.53. The SL system's kappa of 0.68 demonstrated that
the addition of two triage categories allowed for greater discrimination of the ED
patient's acuity without loss of reliability (Travers et al., 2002).
Validity was difficult to establish due to the absence of a clear "gold
standard" available for determining triage acuity (Travers et al., 2002). The
literature demonstrated that validity of the 3L triage system has been difficult to
assess because there has been no standard agreement on what is considered

30

"non-urgent" or "urgent" and what the degree of urgency is (Gill, 1994). Travers
et al. (2002) did find that the SL or ESI triage system had a "face of validity" over
the 3L system due the greater discrimination of urgency incorporated. This study
also revealed greater nursing satisfaction with the SL triage system over the
traditional 3L system.
Wuerz, Fernandes, and Alarcon (1998) suggested that the purpose of ED
triage should be described as a process in which the patient is placed in the
"queue"; assigned a treatment area or room; given medical screening to fulfill the
EMTALA requirements; assessed for predicted resources that will be utilized
including admission potential; and those patients with non-urgent complaints that
can be safely diverted to a less expensive setting are identified. To divert the
non-urgent patient safely, there must be a consensus on what types of
complaints and presentations are in reality non-urgent.
The Emergency Nurses Association established a standard of 2 to 5
minutes for a complete comprehensive triage (Travers, 1999). In the United
States, some EDs try to meet this goal by doing a "spot check" or a "quick look"
to triage patients. The spot check, which takes approximately 2 to 3 minutes,
allows for a brief patient assessment by a registered nurse to determine urgency
level. A comprehensive triage, which the ENA endorses, is the most common
type of triage system. The comprehensive triage includes vital signs, domestic
violence screening, and presence of advance directive as well as evaluation of
physical and psychosocial needs. A comprehensive triage usually takes about 5
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minutes to complete (Gilboy et al., 1999). The 3L, 4L, and SL triage systems are
considered comprehensive triage systems. No studies have been completed
that assess which triage system requires the least amount of time.
Travers ( 1999) conducted a study in a trauma center emergency
department to determine the length of time it took triage nurses to perform a
triage assessment and factors that influenced triage times. Random triage
assessments of ambulatory patients were observed on the day, evening, and
night shifts from March 25 until April 5, 1998. Sixteen nurses were observed
doing 260 triage assessments. A full set of vital signs, including blood pressure,
pulse, respiratory rate, and tympanic temperature, were obtained in 150 of the
participants. The remaining 11 0 did not have vitals signs done. The mean age
for patients was 37 years for those having their vital signs completed as
compared to 31 years for those not having vital signs taken. Participants' ages
ranged from 2 months to 83 years. Nursing experience ranged from 3 to 25
years, with a mean of 15 years. Standard deviations were not reported in the
literature.
The mean time for a triage assessment was 4.0 minutes (1.9 - 11.1
minutes) for those who had vital signs complete, and 2.4 minutes (0.5 - 6.7
minutes) for those in which vital sign were not done. The study reported a
positive correlation between triage time and age of all patients {r

=0.44, p =

0.0001). Among the patients who had their vital signs taken, a positive
correlation was found between the triage time and the age of the patient
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(r

=0.38, p =0.0001 ).

No statistical significance was found between the acuity of

the patient and the triage time. It was reported that the elderly and pediatric
populations took longer to triage. While years of nursing experience made no
significant difference in triage times, the frequency a nurse triaged per month did
have a positive correlation. The more frequently a nurse triaged per month (2 20 times per month, mean of 7), the more rapid the triage assessment (r = 0.19,

p = 0.0364) (Travers, 1999).
Travers ( 1999) found that only 22% of the triage assessments met the
standard of the 2- to 5-minute time period. It was suggested that either the triage
practice or the standard should be changed. The study also demonstrated that
vital sign assessments do increase the time to triage a patient. Travers
suggested that further studies should be conducted to determine whether or not
vital signs are needed for an accurate triage assessment.
Emergency departments must assess their current triage systems to
determine if the system accurately triages the patients appropriately. It has been
suggested that EDs abandon the traditional three level triage system and move
to a more definitive and efficient five level system (Gilboy et al., 1999;
Zimmerman, 2001).
Decision-Making Strategies
A review of the literature found multiple strategies or theories describing
how individuals make decisions. The four most common methods, hypothetico-
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deductive, decision analysis, pattern recognition, and information-processing, are
described.
Hypothetico-Deductive
Hypothetico-deductive reasoning was first established by the medical field
as a way to make clinical decisions. It has subsequently become a theory for
nursing clinical decision making. The hypothetico-deductive method incorporates
induction and deduction reasoning. Inductive reasoning is the data collection
process, which in turn leads to the generation of a hypothesis. Deduction is the
process by which the hypothesis is used to predict the presence or absence of
data. The clinician in turn searches to confirm or deny the hypothesis
(Buckingham & Adams, 2000).
Decision Analysis
Decision analysis is a process in which a decision is made under
conditions of uncertainty (Raiffa, 1968). This method seeks to maximize the
quality of the individual's decision through the process of giving choices.
Choices can only be made if it they are available in the beginning. Decision
analysis has explicit, quantitative, and prescriptive aspects. It is explicit in that it
requires individuals to break down the decision into separate actions, analyze
them individually, and then reassemble them to form an option. The quantitative
aspect is represented by the probabilities of a potential outcome that individuals
must place on a clinical problem. Decision analysis is considered prescriptive in
that it is intended to assist individuals to make a decision based on a set of
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circumstances. Thus, if in a clinical setting, the patient's outcome is not as
predicted, then the decisions that were made are not considered rational
(Kahneman, Slavic, & Tversky, 1982).
Pattern Recognition
Pattern recognition is described as a process by which judgments are
made on the basis of a few critical pieces of information (Kahneman et al., 1982).
This process of pattern recognition can be viewed as one of two levels. The first,
analytical, is where the information is "chunked" together. The second, intuitive,
implies that the whole situation is grasped at one time. Pattern recognition
occurs at a conscious level, whereas the intuitive process occurs at the
unconscious level (Manias, Aitken, & Dunning, 2004). In a clinical setting,
although many patients may be new to the medical provider, they strongly
resemble other patients who have been previously seen. Thus, a clinical
diagnosis can be made based on categorization of previously seen disease
process (Brooks, Norman, & Allen, 1991; Groen & Patel, 1985). The differences
between the novice and expert clinician are explained by the size of the
knowledge store of prior instances that are available for pattern recognition. In
other words, the more experience clinicians have, the more knowledge stores
they have upon which to draw.
Information Processing
Information processing assumes that the decision-makers have stores of
relevant information in their short and long term memory. A decision is made
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when the clinician is able to retrieve the information (Fonteyn & Ritter, 2000).
The store of information is gained from education and previous experiences
(Muir, 2004). Clinicians use the short term memory to stimulate the retrieval of
long term memory stores. For example, an emergency triage nurse assesses a
patient with the complaint of chest pain. The nurse draws from the short term
memory knowledge of the patient and the presenting signs of symptoms related
to the chest pain. The long term memory is then stimulated to retrieve
information on past experiences of patients with chest pain and stored
knowledge about the signs and symptoms of an acute myocardial infarction

(AMI). Based on this information, the triage nurse can decide if the patient is
presenting with an AMI and what acuity level the patient should be assigned.
Few studies are available in the literature that described how or what
decision-making strategies are most commonly used in the clinical setting. No
studies were found to describe which decision-making strategies triage nurses
use.
Coderre, Mandin, Harasyn, and Fick (2003) conducted a study to
determine the relationship between problem-solving strategies used and the
likelihood of a successful medical diagnosis. Twenty non-experts and 20 experts
in gastroenterology were given an examination for four clinical presentations.
Each was asked to answer 12 paper and pencil questions as to what the most
likely diagnosis is. After the questions were answered, the participants were
asked to explain how they arrived at a diagnosis. Each interview was analyzed
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to determine the assessment of cognitive process and assessment of diagnostic
answers.
Findings of the study indicated that the experts, not surprisingly,
diagnosed the clinical presentations more accurately than the non-experts

(p = 0. 00). Among the experts, the problem solving method pattern recognition
(118/240) was used nearly 10 times more often then hypothetico-deductive
reasoning (16/240). Pattern recognition was also associated with a greater
likelihood of diagnostic success (Coderre et al., 2003).
Offredy's ( 1998) descriptive analysis study evaluated 20 female nurse
practitioners' (NPs') reasoning process. The participants were primary care
nurse practitioners practicing in urban and rural settings in southeast England.
Each NP participated in a semi-structured interview on the decision-making
process and an observation of consultations.
The NPs were found to use a combination of decision-making strategies.
Hypothetico-deductive reasoning was used to generate more questions, whereas
pattern recognition was used to arrive at a decision. Nurse practitioners with the
least amount of experience were more likely to use hypothetico-deductive
reasoning, whereas the more experience NPs used pattern recognition and
intuition to make clinical decisions (Offredy, 1998).
Intuition
Dreyfus, a philosopher, and his brother, a mathematician and system
analyst developed a model to explain how people become experts (Dreyfus &
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Dreyfus, 1986). The brothers argued that when computer programs were used
to demonstrate expert thought processes, they were inherently flawed. Their
rationale was that a computer program is able to process thousands of potential
actions and outcomes within seconds and then choose the most appropriate
action. This process was demonstrated through the use of the computer chess
expert and the computer airplane pilot expert. The chess program would run
through several thousand moves a second, project multiple moves ahead, and
then choose the move that would most likely lead to success. Computer airplane
pilots would sift through thousands of aircraft maneuvers in an emergency
scenario and then select the safest one. Dreyfus and Dreyfus argued that the
human chess expert, or grandmaster, would know intuitively the right move to
make. The human airplane pilot would make the safest maneuver without
thinking about it. Human experts do not have time to work out all the possible
actions and outcomes; they intuitively know the best move. The Dreyfus brothers
wrote "an expert's skill has become so much a part of him that he need be no
more aware of it than he is of his own body" (Dreyfus & Dreyfus, 1986, p. 7).
Benner ( 1984) utilized the works of Dreyfus and Dreyfus ( 1986) to develop
the model of how a nurse evolves from a novice into an expert. Benner
suggested that nurses' decision-making processes become more implicit and
intuitive as they move from 11 rule bound" competencies to the proficiency of an
expert. This model identifies how the nurse progresses from analytical thinking
to intuitive decision making. Benner defined intuitive grasp as an apprehension
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of a situation due to prior experiences. Although the experience could be similar
or dissimilar to previous experiences, individuals are embodied with skills and
knowledge to deal with the present situation. Intuition is not based on a wild
guess, but relies upon prior experiences. Benner suggested that intuitive grasp
is not mysticism. Intuition is available to individuals in situations where they have
a good understanding of a situation based primarily on past knowledge and
experiences. Intuitive grasp is what makes human expert decision making
possible.
The nursing literature has defined intuition in many different ways. Rew
and Barron (1987) defined intuition as "knowledge of fact or truth as a whole;
immediate possession of knowledge; and knowledge independent of the linear
reasoning process" (p. 60). Gerrity (1987) described intuition as a "perception of
possibilities, meanings, and relationships by way of insight" (p. 63). Young
(1987), on the other hand, described nursing intuition as a "process whereby the
nurse knows something about the patient that cannot be verbalized, that is
verbalized with difficulty, or for which the source of knowledge cannot be
determined" (p. 52).
It is difficult to discover if intuition is a type of knowledge or a mode of
thought (Sarvimaki & Stenback-Hult, 1996). If intuition represents a type of
knowledge, then one must determine what the basis of that knowledge is and
how that knowledge affects decision making. Intuitive knowledge is not visible
(Lamond & Thompson, 2000). Hence, when nurses use intuitive knowledge as a
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foundation for nursing care decisions, it is based on beliefs and values that are
clear only to the nurse making the decision (Pitz & Sachs, 1984).
Mccutcheon and Pincombe (2001) conducted a study to evaluate the role
of intuition on the nursing process and to examine nurses' perceptions and
understanding of intuition. Qualitative and quantitative methods were used in the
grounded theory study. A total of 262 nurses volunteered for this study. Of
these nurses, 29 participated in focus group interviews and the remainder
completed a Delphi survey. Analysis of the qualitative data was done by
constant comparative analysis. Preliminary codes and categories were
developed and continuously redefined as more data were collected. The
quantitative data from the Delphi surveys were evaluated by both descriptive and
inferential statistics.
The study was designed to determine if nurses felt that intuition was valid
in the practice of nursing. The investigators concluded that intuition "just does
not happen" (Mccutcheon & Pinecombe, 2001, p. 345). They theorized that
knowledge, expertise, and experience are dependent on each other and have
mutual and reciprocal effects. These interactions create an effect greater than
the sum, which the investigators referred to as "synergy," a process of intuition.
Nurses utilize intuition as a part of the decision-making process, which will have
some effect, either direct or indirect, on patient outcome.
Cone and Murray (2002) performed a qualitative, descriptive study to
describe characteristics, insights, and decision making of emergency triage
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nurses. Ten nurses participated in one of two focus groups in which the
participants were asked questions pertaining to emergency and triage nursing.
Several of the questions related to how triage decisions were made.
Decision making was described in terms of "gut feeling" and "knowing that
something wasn't right." The researchers found that expert emergency nurses
were able to make decisions quickly. However, the expert nurses would have
difficulty telling why they made a decision even when it was the correct decision,
whereas emergency nurses with the least amount of clinical experience needed
to follow specific rules when making decisions about nursing interventions. The
newer nurses expressed they desired decision trees or pre-established triage
criteria more frequently when compared to the expert nurse (Cone & Murray,

2002).
Summary
Triage nursing is an integral part of emergency care. Decisions that triage
nurses make have an impact on patients, staff, families, and the department as a
whole. Many triage decision-making models are available to assist triage nurses
in determining the acuity level of care that patients require. These tools
incorporate subjective and objective data, but do not account for the intuition and
lived-experiences of the triage nurse. Having a better understanding of triage
nurses' experiences and their mechanisms for decision making will facilitate
· developing teaching techniques to enable new nurses to become efficient triage
nurses.

41

CHAPTER3
PROCEDURE FOR COLLECTION AND TREATMENT OF DATA
The purpose of this phenomenological study was to describe the
experience of triage nurses and the mechanisms triage nurses use to make
triage decisions. The primary objective of a phenomenological study is to
investigate and describe phenomena as consciously as possible, based on the
experiences of individuals. The findings lack causal explanations and are
theoretically free of preconception and presupposition (Spiegelberg, 1975).
Triage nurses were asked to describe what a typical day of triage is like,
how decisions are made, how the decisions are acted upon, and to identify
stressors involved in the role of triage nursing. The following sections describe
the setting, sample, protection of human subjects, instrumentation, data
collection procedures, and the data analysis that were used in this study.
Setting
Emergency department (ED) triage nurses working in the southeastern
region of the state of Texas were the volunteer participants in this study. These
nurses worked in rural, urban, and inter-city hospitals. Encompassed in this
region are three Level 1 trauma centers, two pediatric hospitals, and a large
medical center with multiple specialty hospitals. Interviews for this study took
place in locations agreed upon by the participant and the researcher. Only the
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researcher and the participant were at the interview. A cassette recorder,
consent forms, a writing tablet, and writing utensils were available to each.
Sample
A purposeful sample of 1O ED triage nurses, actively working in an ED
setting were used for this study. Purposeful sampling enables investigators to
select participants having particular knowledge of phenomena of interest
(Streubert & Carpenter, 1999). Participants were known to this researcher and
· were chosen because they participated in a triage nursing role. Each participant
in this study was "information-rich" about the triage role.
Participants were verbally informed of the nature of the study, the time
commitment, and the option for withdrawal from the study at any time. Following
the verbal explanation, if the nurse indicated a willingness to participate, an
interview time was set.
Protection of Human Subjects
Permission to conduct this study was obtained from the Texas Woman's
University's Institutional Review Board (IRB). All participants gave their consent
to participate in this study and were given copies of the Human Subject Informed
Consent (Appendix A) and Consent to Record forms (Appendix B). The original
of each form was signed by the participant. To ensure confidentiality, each
participant was given a pseudonym in the report. The researcher identified the
recorded audio tapes by number only. In addition, no names, neither the
researcher, those of patients and families, nor institutions, were used during the
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interview. When names were accidentally used, the names were deleted from
the typed transcript. Tapes were kept secure in a locked file cabinet in the
researcher's home. Interviews were conducted only by this researcher.
Instrument
The instrument used in this study was a Semi-Structured Interview
Schedule {Appendix C). The interview schedule includes demographic data such
as the nurse's age, ethnicity, and education level; how long the participant has
been a nurse; and is nursing the participant's first career. Interview questions
were open ended and used to elicit information about triage experiences.
Probative questions were utilized throughout the interview process to gain more
information from the participant. As the interviews progressed, new interview
questions and probative questions were developed to allow the full scope of the
phenomena to emerge.
Validity

In qualitative research, validity can be described in terms of internal and
external validity. Internal validity is concerned with the truth or credibility of the
study's findings. In qualitative research, the credibility refers to the discovery of
the human phenomena as it is experienced by the individual (Norwood, 2000).
For qualitative research to have credibility, the findings must meet the following
criteria (Sandelowski, 1986):
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1. The interpretations must be so descriptive that the research participants are
able to recognize their experiences from reading the researcher's description
of the phenomena, or
2. Other people are able to recognize the participants' experiences after reading
the study alone.
External validity refers to the transferability or applicability of qualitative
research (Norwood, 2000). Fittingness is used to judge external validity. One
consideration of fittingness is to see if the reader is able to apply the findings of
the study to contexts outside the original study setting. The findings are said to
be meaningful and applicable to the reader's own experiences. Auditability,
another consideration of fittingness, is found when the researcher has
documented a clear decision trail, so that a reader can follow the progression of
the data, understand the logic, and is able to come to the same conclusions as
the researcher (Sandelowski, 1986).
In this study, the researcher ensured validity through the collection of data
until a point of saturation was reached. The researcher also ensured that the
tape recorder was reliable for recording human conversation prior to the initiation
of each interview. Each recorded interview was transcribed verbatim and
compared to the completed transcription to ensure that the transcribed
information was valid and accurate. The data obtained was accurately described
in the final analysis.
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Rigor in qualitative research is attained through the researcher's attention
to, and confirmation of, the information that is discovered. The primary goal of
rigor is to accurately represent the participant's experiences (Streubert &
Carpenter, 1999).
Data Collection
Interviews were flexible in nature to allow participants to fully explore their
perception of the phenomena. A semi-structured interview guide was utilized as
a data collection tool. Open-ended and clarifying questions were used to facilitate
conversation. Interviews ended when the participants believed they had
exhausted their descriptions of the triage nursing role. Questions asked
pertained to the role of the triage nurse, how the triage decisions are carried out
and supported, and descriptions of perceived stressors. Each interview
participant was asked to describe a triage decision made and was asked what
advice they would give to a new triage nurse. Probative questions were utilized
throughout the interview. These questions included: "Can you tell me more about
that?" and "Could you give me an example of what you are talking about?"
Pilot Study

A pilot study was conducted to assess the quality of the interview
questions and data collection methodology. The pilot study also helped to
acquaint the researcher with the interview process.
Permission to conduct the study was obtained from Texas Woman's
University IRB. The participants were triage nurses known to the researcher.
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Two nurses participated in direct, recorded taped interviews, while the remaining
two were asked to write answers to exemplar questions.
The exemplars were used as another means of gathering information
about ways triage nurses make decisions. The exemplar questions allowed the
participants greater time to reflect on the question that may not have been
afforded to them through the interview process. All participants were asked to
write as much as they desired about a triage decision that stood out in their mind,
how they made that decision, and what influenced the decision. The participants
had as much time as they wanted to answer the question.
The use of the semi-structured interview process allowed for accurate
data collection and analysis of the role of the triage nurse. This process also
gave insight into how triage decisions were made and how those decisions were
acted upon. Although exemplars were useful for gaining insight into how triage
decisions were made, they did not contribute to describing the role of the triage
nurse. The interview process was found to be superior to the exemplars, in that
clarifying questions could be asked during the interview.
From the preliminary findings, it was concluded that the researcher would
continue the study using semi-structured interviews in order to collect the most
accurate information about triage nursing. Exemplars would be eliminated,
because they did not allow in-depth explanation of triage decisions. During the
interview process, it was easier to clarify answers, when compared to exemplar
responses.
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Demographic questions, assessing certifications, and attendance at a
triage course were added to better describe the triage nurse sample. In addition,
it was decided to ask the exemplar questions during the semi-structured
interviews.
Treatment of the Data
Analysis of data began with the first interview. During the interview
process, the researcher listened to the responses of the participants and took
cues from those responses to facilitate further questions in order to gain
clarification. The recorded interview for each participant was transcribed
verbatim and then analyzed. Spiegelberg's (1975) phenomenological analysis
model was used to guide data analysis. The first step (essentials), investigating a
particular phenomenon, has three operational phases. The first phase, intuiting,
requires the researcher to actively look and listen for the appearance of a
phenomenon in the responses from the participants. Analysis, the second
phase, requires the researcher to begin actively thinking about the phenomenon
by what the participant is describing. During the third phase, description,
attention is focused on the major characteristics of the phenomenon
(Spiegelberg, 1975).
Step two in the analysis process is the phenomenology of essence.
Analysis involves establishing broad categories under which common elements,
or the essence, of the phenomenon will be identified. It allows for a sense of
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what is essential and what is accidental in the phenomenological description
(Spiegelberg, 1975).
The phenomenology of appearances or dwelling with the data, the next
step, involves giving attention to the ways in which the phenomenon appears.
This step allows the rese~rcher to pay particular attention to different ways in
which an object presents itself (Spiegelberg, 1975).
The fourth step, constitutive phenomenology, is a process by which the
phenomenon is established in one's consciousness. It is during this phase that
one's first impressions begin to form a full picture (Spiegelberg, 1975).
Reductive phenomenology occurs concurrently throughout the
phenomenological investigation. It is at this point that the researcher must
continually address personal biases, assumptions, and presuppositions. The
researcher must set aside these biases to obtain the purest description of the
phenomenon under investigation (Spiegelberg, 1975). According to MerleauPonty (1962/2000), the true researchers cannot be totally objective because they
are always being influenced by their own body's situation in the world.
The final step, interpretive phenomenology, is used to search out the
relationship and meanings that knowledge has in context for each other. This
step is essentially the interpretive phase (Spiegelberg, 1975).
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CHAPTER4

ANALYSIS OF DATA
A phenomenological approach was used to explore the phenomenon of
triaging in emergency departments (EDs). Semi-structured interviews were
audio-taped and then transcribed to identify the relationship of emerging themes.
The interview responses represented what was real to ED triage nurses and
provided data for the study. Descriptive findings for the study participants were
identified, and a summary of the findings is presented in this chapter.
Description of the Sample
All study participants functioned in the triage nursing role. The sample
consisted of 1O registered nurses, three were men and seven were women.
Nurses' ages varied from 28 to 49 years, with a mean age of 39.3 years ( SD =
· 6.46). Two participants described themselves as being Native
American/American Indian, two as Hispanic, and the remaining six as Caucasian.
Nurses had varied levels of education, with three Associate Degree nurses
(AON) and two Bachelor's prepared nurses (BSN). One nurse had a Bachelor's
of Science Degree in Agriculture, but also held an AON as her basic nursing
education. Two nurses obtained Master's of Science Degrees in Nursing (MSN),
while the remaining two had a Diploma in Nursing. Nursing was a first career
choice for seven of the participants. The other nurses previously held jobs such
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as a high school agriculture teacher, hotel and restaurant management, and
construction worker.
Participants worked in a variety of EDs located throughout southeast
Texas. Two worked in an Urban Urgent Care/Minor ED, two worked in a rural
ED, two in suburban settings, and four in urban departments. Nursing
experience ranged from 5 to 21 years, with a mean of 11.8 years ( SD = 5.65).
Six nurses worked in the ED their entire career. The remaining four worked as a
floor nurse, a school nurse, or an ICU nurse prior to beginning their ED nursing
career. Years in ED nursing ranged from 1.2 to 21 years, with a mean of 9.25
years ( SD = 6.60). All participants had engaged in triage ranging from 1.2 to 21
years with a mean of 8.9 years (SD= 6.35). In terms of triage systems, the
majority of nurses utilized the three level triage system, while one nurse reported
using a five-level system. Although there are a variety of triage nursing courses
available, none of the 1o participants had participated in one.
The Emergency Nurses Association (ENA) offers a certification exam for
emergency nurses that many institutions encourage their nurses to take to
become a Certified Emergency Nurse (CEN). At the time of the study interviews,
six of the ten nurse participants held CEN certification; two were studying to take
the exam, and the remaining two planned to take the exam in the future.
Findings
To discover the essence of the triage role and process, data were
analyzed by transcribing taped interviews, repeatedly listening to the interviews,
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and rereading the transcriptions throughout the analysis. Two major facets of
triaging emerged: Roles of the Triage Nurse and Stressors of Decision Making.
Roles of the Triage Nurse was further subdivided into rituals of getting started,
the process, gatekeeper, and the complaint department. Stressors of Decision
Making was subdivided into volume, fear, and intuition.

Roles of the Triage Nurse
Triage is one of the most essential roles in the ED. Triage nurses are
generally the first person that a patient will encounter in the ED. It is the
responsibility of triage nurses to ensure that patients are assessed appropriately
and processed without incident. The role of the triage nurse was described in
terms of the rituals of getting started, the process, gatekeeper, and the complaint
department.

Ritual of getting started. Rituals of getting started encompasses activates
the triage nurse does to begin the triage process. Getting started in triage
requires organizing for the day. While all nurses were astute at assessing the
general situation, some nurses had specific things for making the triaging shift
begin correctly. For Carol Young (all names used are pseudonyms), a 37-yearold Native American with 1O years of triage experience, getting started required
organizing the physical surroundings of the triage area to effectively initiate the
patient interactions associated with triage:
Well, first of all I go in and I clear everything off the desk and I spray it
down with bleach and wipe it off, including the telephone. I organize all
my stuff and put all my blood pressure cuffs away, close the cabinets so
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that all the stuff is not hanging out everywhere. I adjust my chair and my
trash cans appropriately. I go out and check the list to see where the last
triage person has left off. If there're any patients waiting, I go and check
on those people and prioritize the ones that would already be waiting. If
there aren't any that are already waiting, I'll take the next person to be
triaged, I'll call their name and bring them into the triage room, introduce
myself.... I take their story from there.
The time of day made a difference in terms of what was required to get
organized. Starting at 7 AM may have a slower beginning than starting to triage
at a very busy 7 PM. Allison Bloom, who is a 44-year-old Caucasian and holds a
Master's Degree as a Clinical Nurse Specialist, has been triaging in her role as
an ED nurse for 21 years. She described the time factor as follows:
Well, that depends on what shift you work. If you work 7a-7p, it starts off
slowly, and people tend to trickle in .... Primarily you would need to greet
the patient, and ... give the initial impression that you're competent in
recognizing their level of acuity.
Leah Jones, a 39-year-old 12-year nursing veteran with five years
experience as a triage nurse, speaks to beginning a shift with multiple patients
waiting to be triaged. When this occurs, the triage nurse must prioritize which
patients to begin triaging. Visual assessment plays a role in the process which
she describes as follows:
The first thing I look at is how many people are there waiting, and then if
it's a triage thing and I have a bunch of them, I'll go over and see which
one needs to be triaged first. I prioritize the ones to be triaged. And then I
do a visual assessment right off the bat and try to see if what they are
telling me is jigging with what I am seeing.
Once the ritual of getting started is completed, triage nurses are then able
to carry out the process of assessing the patient. Each nurse talked about what
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they did to begin the day and then launched into a description of how they did
their job.

The process. The process of triage appears to be consistent among all
the participants. Each nurse spoke about assessing patients and determining
the priority of care. Sarah Wright, a 44-year-old Caucasian Master's prepared
CNS with 20 years of ED nursing experience and 18 years as a triage nurse,
described the typical assessment process. She said that she "evaluate(s) the
patients as they come into the department," and continued by saying:
I have to take a brief history of what the chief complaint is, such as,
ummm, how long the problem has been going on, what they have done for
the problem ... Then, I have to get a brief past medical history, you know,
what kind of surgeries they have had, if they have a history of high blood
pressure, diabetes, heart disease, and things like that.
Lynn Smith, a 38-year-old AD nurse with only 14 months in ED nursing,
described the priority that assessment takes in her rural nursing practice. She
focused on the chief complaint before exploring the past health history or other
personal information.
The first that I do is, ummm, I start by asking what is wrong with them
before I ever really get their name or anything. While they are telling me
what's wrong, I look at the sheet of paper we have to fill out, with like their
name and birthday, but I typically find out what is wrong with them before
we ever start talking about history or all that.
Carol Young, a CEN working in an urgent care clinic, described the
process of triage as follows:
I take their story . . . . Get the vital signs and if there's any need for urine
and that, I can tell at that time, I'll get them to collect the urine specimen.
I'll fill their chart and have them have a seat in the waiting room or bring
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them back to a room if there's one available or it they need to come back
immediately. And then do the next one, and the next one, and the next
one, and the next one.
Nurses use a variety of mechanisms to assess patient problems. A visual
assessment can be as critical to the process as getting a verbal history. Nurses
are constantly assessing to see if the patient's physical appearance matches the
story they are telling. Tyson Perez, a 38-year-old Hispanic who worked in an
intensive care unit before moving to the ED five years ago, illustrated the
importance of the visual assessment.
I first look at the patient. You know, what ENA calls the "across the room
assessment." That's kind of my first clue. You know, like if a woman
comes in bent over and shuffling, you know she probably has PIO [Pelvic
Inflammatory Disease], you know the "PIO shuffle." Or, if someone's color
just doesn't seem right, or if they are sweating a lot, or clutching their
chest ... I guess, I talk to them and ask them what is going on.
In addition to assessing patient complaints, triage nurses are
simultaneously trying to determine the need for further assessment and initial
, symptom management, particularly for patients triaged to the waiting area rather
than back to the ED examination rooms. This intervention has a twofold effect:
(1) ordering preliminary labs and x-rays facilitates patient flow once they reach
the examination area, and (2) a more human concern in that symptom
management may facilitate comfort. For example, while nurse Sarah Wright is
taking a history, she is also utilizing a decision-making process that is mediated
by the patient's condition and the situation in the ED.
I have to decide if the patient needs to go to the back [treatment rooms for
medical evaluation] before going to registration or do they need to go to
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the medical screening room where the nurse practitioner evaluates them,
· if they are non-urgent, or if they are urgent, do I send them to registration?
If it's really busy in the back there, you know, I have to think about doing
some things from triage, like, you know, UAs [urine analyses], pregnancy
tests, EKGs, blood work, or x-rays.
Nurses like Tyson Perez explain the process as follows:
I'll get the vital signs and if they're abnormal, like they have a temperature,
I may give them Tylenol® or Motrin® ... I just try to figure out who the
sickest person is based on all the others who are waiting, and then I sort
them by that so I know what order the patients go back.
Labeling is a part of the triaging process. Triage nurses categorize and
label the complex patient signs and symptoms, then they use that label to
communicate their evaluations to other care providers. As part of the triage
process, all of the participants, except for one, stated that they triaged patients
based on potential medical diagnoses rather than nursing diagnoses. Jack
Thomas, a 49-year-old AD nurse who has triaged for the past seven years,
described why this occurs. Mr. Thomas stated that "most ER nurses, as
· compared to floor nurses, tend to think more medically.... We're more geared
towards attacking the medical problem and 'treat and street' or 'treat and
transfer."'
Ariel Cole, a 28-year-old BS nurse who works in an urban trauma center
and has triaged for the past 5 years, comically spoke about the use of nursing
diagnoses versus medical diagnoses.
That's easy, medical. Cause they may have "alteration in comfort related
to abdominal pain and fever" which is "nursey," but it's the ruptured
appendix that will kill them, or at least give them a raging case of
peritonitis--oops another medical diagnosis.
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Sarah Wright works in an urban hospital setting and holds CEN
certification. Ms. Wright laughingly stated that "nursing diagnosis is for the birds."
She went on to explain:
Yes, it's important to know if someone has "alteration in comfort related to
pain," but that doesn't indicate to me what the triage priority is going to be.
I am more concerned about what is the worst possible medical diagnosis
and triage based on that. Because, you know, "alteration in comfort
related to chest pain" may be in a 10-year-old kid who has been coughing
all week and it hurts to take a deep breath, whereas the same nursing
diagnosis in a 53-year-old adult male could indicate an Ml [myocardial
infarction]. Now who's going to be triaged more acutely? The "alteration
in comfort related to chest pain," is it chest wall pain or Ml pain? So, you
see, nursing diagnoses don't work for triage. I use them only on the triage
note, because there's a place we have to document the damn thing, but I
could care less, it' the potential medical diagnosis that is important.
Tyson Perez, who holds a CEN certificate and works in a suburban ED,
stated that "the only reason I use a nursing diagnosis is because it is on the
triage sheet." He went on to say:
Every person who checks in has to have a nursing diagnosis on their
chart. I use [a] medical diagnosis to decide what is the worst possible
problem the patient has. You know, alteration in comfort, temperature,
nutrition, and stuff like that doesn't help me when I need to decide if
someone has a Ml, appendicitis, a kidney stone, or some other serious
problem. I need to know what can kill the person and no nursing
diagnosis is going to do that for me.
In contrast to the others, Codi Welch, a 45-year-old nurse with a
Bachelor's degree in agriculture and who has triaged for 12 years, stated as a
matter of fact that in her triage process, she uses nursing diagnoses and not
medical, because 'That's what my role is. I don't make medical diagnoses."
1
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When triage nurses make decisions, they also have to sort information
they are given by other care providers such as emergency medical services
(EMS). Ariel Cole tells a story of an elderly lady who had a bad outcome
because she listened to the opinion of the paramedics who transported the
patient to the ED.
There was a 40ish black, overweight lady who came in by EMS for
epigastric pain that resolved with some Maalox®. So, I figured it was GI
and triaged her in and told her to sit in the waiting room. After a while she
got into a room and later I was told they were doing CPR on her.
Apparently she had an inferior Ml. She did survive, but I am more
cautious when it comes to epigastric pain. At the time I didn't think of her
as being acutely ill .... I have learned to consider the risks of people better
based on the complaint and try not to be influenced by EMS or other
people who took care of them prior .... I probably would have thought
more about the lady having a heart attack if I had not listened to the
paramedics. They basically told me she was just bull-shitting us. They
said that when they gave her the Maalox® she was instantly better. So,
instead of looking at the whole patient and the complaints, you know, I let
the EMS guys influence me to downgrade her to the lobby, instead of a
cardiac room. So, you know, I try really hard not to let anyone else
influence me.
So it is imperative in the triage process that nurses listen to the presenting
information as well as take time to fully evaluate the accuracy of that input.
The process of triage is complex, requiring that nurses be aware of the
presenting patient as well as the status of the ED in terms of patient flow, staffing
levels, and patient acuity. While taking patient histories, nurses must quickly put
together an accurate picture-matching the history with a visual assessment and
labeling potential problems. Once these decisions are made, the nurse then
performs a gate-keeping function of deciding who goes where and when.
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Gatekeeper. All participating nurses portrayed triaging as that of

gatekeeping. The triage nurses described that a significant part of their role is to
keep order and to maintain control over who is seen and when they are seen.
Codi Welch described her triage role as being like "the greeter at Wal-Mart®" or
"directing traffic, traffic control." Joe Green, 31 years old and Native American,
described himself as "like the first person you would see at a M*A*S*H* unit." He
went on to say:
Basically you're the sorter. Determining who's the sickest, who needs to
be seen worst .... Making major decision[s] about whether or not whose
illness is more life threatening versus the other person's. You know a little
bit about everyone in the back, because you're trying to see who you can
pull out of their room if you need to.
Carol Young stated her role as the "gatekeeper for the unit" and discussed
the control that triage nurses have.
You decide who's going to go back first, second, or third. How fast they
need to go back, and you're responsible for reporting to the nurses who
are going to take care of them in the back and also the doctor if you bring
somebody back that needs immediate attention .... You are the person
who's in control .... If somebody comes in the door and they're really sick,
you're right there and you can see him and help immediately ... kind of set
the pace for how fast things go.
Nurse Sarah Wright perceived control as being one of the biggest
advantages of being the triage nurse. An additional role is that of the pace setter
for the ED.
I am the one who controls the flow of patients in the back. You know, if I
have 1o patients waiting to be seen and there're 15 patients in the back,
and there's one bed available, I decide who goes back first. I also have
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control over the door that goes into the back .... I guess you could say I'm
the one who sets the pace of the ER.
In recent years being the gatekeeper has an extra facet of information-director and family liaison. Sarah Wright expressed concerns with potential
violations of the new Health Insurance Portability and Accountability Act (HIPPA)
that limits information that can be shared with the public. She stated:
when there're family or friends looking for someone, I have to be careful
who I send back, because of the new HIPPA laws. If that person is a no
information patient, and I let someone back to visit, then I could be in
violation of HIPPA. Not a good thing.
Allison Bloom, a suburban CEN triage nurse, stated that "you get to have
somewhat of a level of control over the entire ED in that because you are one of
the people, who primarily ... controls the flow of patients through the
department."
Working in an urban minor ED, Jack Thomas expressed the opinion that
"the triage nurse is one of the most important positions in the ED (sic)." He went
on to say:
You're the one that's interacting with every patient that's coming in. So
they get a big hunk of their opinion from you. But, you're also deciding
who's going back first, when, and you have to be, you know, really careful
so that you don't miss a sick one and let them sit in the lobby. But, you
also don't want to be sending back people ... that don't need to be going
back as quickly as possible. So, you control the flow of the whole ER from
triage.
Tyson Perez also referred to his role as a "gatekeeper." He stated:
I am the one who decides which patient goes to the back first. I need to
figure out who goes to the right place in the right amount of time. I have to
sort through all the non-emergent and the urgent patients and decide who
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goes to the back first. I guess you could say I was the gatekeeper. I'm
also the information booth. I let people know what's going on with their
family members; how long of a wait it's going to be; how to get to labor
and delivery floor so that they can visit someone; or help the pizza man
find who ordered the pizza and send them in the right direction. But, you
know, it's mostly sorting the patients correctly and ensuring that no one
deteriorates in the lobby while they are waiting.
Mr. Perez went on to describe the advantages of being the triage nurse
as:
I am in control of what is going on. I mean, you know, I decide who goes
into the back and where they go and who takes care of the patient. If I
don't, you know, make the right decision, I can screw up the whole flow of
the ER. You know, like if I send a nurse two abdominal pains and a vag
bleeder, that nurse may be overwhelmed and can't take care of the kid
that's wheezing. So, I have to figure out who can handle what and send
the patient to the right nurse. I need to know who is strongest and who
can handle the load. The function of the ER depends on the decisions I
make. If I screw up, the flow can come to a halt.
When asked to describe the disadvantages of triage nursing, Mr. Perez
responded in nearly the same manner. He said the disadvantages are:
Pretty much the same as the advantage ... if I screw things up and put a
patient with a nurse who can't handle the load, then I can put a major
stress on the ER and piss everyone off at me. If I don't make the right
triage decision, it could affect the outcome of the patient. That's a big
responsibility, you know, knowing that you could make a bad decision that
could lead to someone's death.
Ariel Cole seemed to have similar feelings. She stated that she was the
"one that set the flow of incoming patients for the entire department .... I am the
one making decisions for the people in the back - who they see and when." She
further described how she decided where the patient eventually would be placed
in the department. For example, one consideration of triage nurses may be
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related to their knowledge of the receiving nurses' capabilities to handle the
situation. Ms. Cole stated:
I have to sort out all the illnesses and injuries and make decisions on
which room and which nurse is able to handle the patient and the situation
appropriately... Like some nurses are able to handle two very sick
patients at one time, some are only able to handle one well. Others
handle multiple less ill patients better then they can handle a sick patient.
So, hopefully the charge nurse has assigned the nurses to the most
appropriate room. It's my job to be sure that I know which nurses are
assigned to which area, and what types of patients they can handle. You
know, because if I don't know who can handle what, it can slow down the
flow of patients in the ER.
Ms. Cole explained later her thought process as she made her triage
decisions.
I think about what is happening in the back, can they handle something
new. I have to consider the patient's risk factors, current complaint, and
what is happening to the department as a whole. Is putting this patient in
the back going to disrupt the flow throughout the department, or can I get
labs and x-rays order from triage before I send them back?
Several participants discussed ordering laboratory work, radiographs,
electrocardiograms, and giving medication treatment from the triage area after
the patient has been triaged. Many indicated that this helped to control or speed
up the flow of the patient traffic. Allison Bloom indicated that when there were no
rooms available for the patient to go to, she will "have to decide which initial
diagnostic tests you would do .... Often you have to be the one to actually draw
the blood and enter the orders into the computer."
Joe Green, a diploma nurse with five years of nursing and ED nursing
experience and 4.5 years of triage experience, stated that his triage decisions
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included "what lab tests to order and start working up the people so they don't
have to wait as long when they finally do get to go to the back and see the
doctor."
Sarah Wright indicated that if it were "really busy" in the back then she
would "have to think about doing some things from triage, like ... UAs, pregnancy
tests, EKGs, blood work, or x-rays." She went on to say:
When you get three chest pains in at the same time and there are no
monitored beds left, and you know that all three patients are potential Ml
patients .... You have to figure out who goes to the back, who gets labs
and EKGs in triage, and who needs to be moved from the back.
The triage process and control of patient flow through the ED are
essentials roles of triage nursing. Another inevitable role described by the
participants was that of the complaint department.
Complaint department. The complaint department was another theme

consistently identified as part of the triage nurse's role. It seems that the triage
nurse is the person who receives the brunt of the patient complaints. Triage
nurses are the people who are most visible to the patients which make them the
easiest person with whom to lodge a complaint. Carol Young described the role
as:
You're the one up front ... you're the one that all the patients and family
members can see and be right in the face of, and complain to when
they're not happy because "Ms. Smith got to go back and Mrs. Jones
didn't, and you have to know that Mrs. Jones is not sicker then Ms. Smith.
And what makes you think that Ms. Smith should go back now and Mrs.
Jones should wait?" "We've been here all day." You get all the
complaints.
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Joe Green stated that "the triage nurse is the complaint department." He
described similar patient complaint scenarios:
As people complain, you know "why has this person gone ahead of me?"
And you try to explain to them without breaking patient confidentiality that
yes they were sicker than you, even though they don't look like it.
Allison Bloom indicated that her most difficult triage experiences were
directly related to angry patients. She stated:
You get some people that are angry and they're waiting, that's difficult.
And they're staring at you and giving you the evil eye when there's nothing
that you can really do about it.
Sarah Wright described a scenario very similar to the others when she
described the disadvantages of being the triage nurse. She stated:
When there are a lot of patients and they all want to be seen now, and
there are no rooms and there are many more sick patients ahead of them.
They just don't get it, and they start yelling at you for them having to wait
so long.
Ms. Wright continued by saying:
Everyone wants everything now. The patients want something done now,
the families are tired of waiting and don't think you care about their family
member, and more and more patients keep coming and there is no place
to put them. That has to be my biggest stressor, you know, I want
everyone to be happy, and no one is. The longer the wait is, the more
angry people become. The more stressful it becomes. I of course love it
when they say something like "If I were dying, I would have to just die out
here before anyone would do anything for me, right!" Of course,
sometimes I have come back and said, "No, if you were dying, there would
be no waiting, so be thankful you're waiting!" (Laughing) Rude yes, but
sometimes you just can't take it anymore.
Codi Welch summarized that the patient and the families "don't
understand," when she was describing what she felt were the disadvantages of
being the triage nurse.
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They end up giving you a hard time and they don't understand why they
have to wait and Mr. Smith who just got here got to go ahead of them ...
flack from the family when they find out that they're not really an
emergency.
When Ms. Welch was asked how she dealt with the situation, she stated:
Shut the doors. Tell them that they will be seen in the order that they
need to be seen. If they are not an emergency, they will be seen in the
order that they came in.
Leah Jones, an ED nurse working in an urban setting, was the only triage
nurse who triaged based on a five-level acuity system. Ms. Jones indicated that
the most common complaints are related to the wait times for the patient to be
evaluated. She said a typical complaint is:
"I've been here for 4 hours and 15 people went ahead of me." So, ... you
explain to them that the 15 people ahead of them had heart attacks, or
asthma, or that they are bleeding, or you can't tell them anything.
Sometimes they get it, sometimes they don't.
Ms. Jones stated that she was able to "cut down on complaints" by trying
to keep everyone informed of "what's going on."
Complaints from patients, families, and visitors add an element of stress to
the triage process. Some of the participants spoke about how the complaints
affected their triage decisions.

Stressors of Decision Making
Decision making is the key function of triage nursing. Triage nurses must
be able to assess the patient accurately and then determine the next step in their
care. The decisions that the triage nurse makes can adversely affect not only the
patient's outcome, but also the function of the ED. Stressors that affect the triage

65

decision include the patient volume, the triage nurse's fear of missing a subtle
diagnostic clue, and an intuitive sense that "something is wrong."
Volume. Overcrowding in the ED seems to be a universal problem. All

participants discussed how many of their triage decisions are made based on the
patient volume and how personally stressful overcrowding can be. Carol Young
described the overcrowding situation as a very stressful part of her triage making
decisions.
It's very stressful when you only have 13 rooms, and they're all full and
there's 20 people in the waiting room and there's no place to put them.
It's also very frustrating when you have only four beds with monitors and
sometimes you have four genuine chest pain patients and someone else
comes in, and you have to be able to move somebody from somewhere
into another bed so that you can put somebody else into one of the
cardiac beds. But that's just part of the job. You have to be able to make
those decisions and know who can be moved around.
Sarah Wright also described the stress that she experiences as being
related to the volume of patients who are waiting for medical evaluations:
When it gets busy, you know, it gets very crazy and stressful ... you know,
when you get 3 chest pains in at the some time and there are no
monitored beds left ... and then an ambulance comes in with two people
on back boards and no place to put them. That sometimes makes me
crazy and I end up hating being the triage nurse, but then, when I get it all
sorted out and everything get back under control, I really like being the
triage nurse.
Allison Bloom spoke about the disadvantages of triage as related to
patient volume and the inability to obtain enough information from the patient to
make an informed triage decision. Too many patients mean less time for
assessment and decision making which opens the potential for missed problems.
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Depending on how busy you are, often you don't have enough time to
really ask as many questions as you would like and talk to the patient to
get the most complete history, ummm, so sometimes you're gonna make
decisions as to the urgency without really a complete and full story
because you just don't have time. You have a line up of people, people
lined up who could be quite ill. So that's a disadvantage, sometimes you
have to make a decision and then also you always wonder if you prioritize
somebody as less urgent and then later on they're found to have
something urgent, then you feel bad because you missed something. And
that typically happens when you're in a rush.
Jack Thomas also discussed how patient volume can lead to increased
personal and departmental stress.
The big stressor is when it's really busy and you've got long waits and
everybody is hollering, because it's human nature, everybody thinks that
their problem is the worst. They don't care about the 15 to 20 people that
are out there. And the more people that are waiting, the more the stress
is, cause you're having to tell people it's a 6-hour wait. It's an 8-hour wait.
And, a lot of times you'll have people that you really know shouldn't be
waiting that long, but you have no choice. You just don't have the room to
take care of them. And that could be a stressful situation.
Ariel Cole described a similar experience when discussing her most
difficult triage experience. Not only did she have to deal with frustrated patients
and families, but she also had to deal with the irritation of nursing peers.
The day I checked in 100 patients on a 3 to 11 shift, it was very busy.
Seems I never got a chance to process one decision when I had to make
another. And then the oncoming nurse was irritated with me. Like I didn't
get enough of them to the back. It was just crazy. I didn't know if I was
coming or going all day.
Inpatient volume sometimes creates additional pressure on the ED. In
situations when patients are waiting for beds, they may find themselves
languishing in the ED for hours and sometimes days. This overflow adds extra
workload when the ED is expected to initiate inpatient orders-a difficult task
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when the department is already overloaded with patients. Joe Green described a
situation where he was not only responsible for patients being triaged, but also
for a patient waiting on a direct admission bed to the ICU:
We had one guy who waited on an ICU bed, and he was kind of bad, and
we didn't have any place to put him, because everyone else was worse.
When I came to triage I was told that he was back there [waiting in a hall],
if we have a room for him the go ahead and send him up, otherwise we
need to start everything on him. I already had 25 patients and more
coming in, so there was no way I would be able to start anything on him.
We ended up getting a room, we got him upstairs within an hour and a
half, and he died the next morning at about 4 a. m. Then they came down
and asked me as the triage nurse how come I hadn't done any of the
inpatient orders.
The patient volume in the ED cannot be controlled as it can be on the
floors and units of the hospital. If a patient floor or unit has filled all of its beds
with patients, then they cannot receive any more patients. On the other hand,
ED doors never close. As a result, patients continue to enter the system and
continue to add stress on the staff and the ED. When the volume becomes
excessive, triage nurses have an increased fear of placing an acutely ill patient
back into the waiting room because there is no room available in the ED.

Fear. Some participants expressed fear of making the wrong triage
decision and subsequently causing a detrimental patient outcome. This sense of
fear ultimately controls their decision making. Tyson Perez discussed his fear of
someone dying if he was unable to get the patient medical care as quickly as the
patient would need it. He shared that his most difficult triage experience was:
when I have several patients with chest pain, and no place to put them.
have to assume that nearly all of the chest pains are acute Mis and you
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know what they say, "time is muscle." So trying to decide which chest
pain goes back before the other is really difficult and, you know, scary. I
don't just want someone to die because I didn't get them to the back in
time.
Codi Welch indicated her greatest stressor of being a triage nurse is
"wondering if you ever make the wrong decision and cost someone their life or
something or a limb or whatever."
One-of the newest triage nurses, Lynn Smith, stated that her biggest
stressor is simply "Oh God what if I'm wrong?" She discussed the monotony of
triage and how that monotony could potentially make you miss important cues:
If you see the same thing over and over again, you sometimes don't pay
attention to the subtle differences, and you know, and you may miss
"something important." That's what scares me the most.
Fear of error in judgment has an influence over how triage decisions are
made. The newer triage nurses tended to express a greater amount of fear
when compared to the veteran triage nurse. More seasoned triage nurses
tended to rely more on "gut feeling" or intuition when making a triage decision.

Intuition. Universally, all nurses described a situation in which they knew
that something was seriously wrong with a patient, but they could not explain why
they knew. None of the triage nurses could explain what it was that made them
make the decisions that they did. It was often described as "something didn't
sound right" or "look right." They "just knew." While analysis was a critical part of
the process, intuition or a "gut feeling" seemed to have the most influence over
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many of their triage decisions. Joe Green described a triage decision that he
made about a patient who presented to the ED with a complaint of headache.
I had a patient come in complaining of headache. He seemed fine. You
know, a little bit of nausea, no vomiting, no head injury. There was just
something in the story that wasn't right. So, I took him on back to a room
and got a CAT scan on him. We found out that he had a pretty good size
bleed in his head.
Tyson Perez speaks about a 43-year-old man who presented to the ED
with a complaint of a burning sensation in his chest. He went on to say:
He said that the pain started after he was playing basketball, he thought it
was indigestion, but that his Maalox® didn't work. So he thought he would
come to the ER and get some medicine to make the burning stop. He
looked OK, but there was just something about his story that didn't, you
know, sit right with me.
When Mr. Perez was asked to explain what he meant by "didn't sit right,"
he said:
Well, I don't know, it was just a gut feeling that he had something more
then just indigestion. You know, because he didn't have any risk factors.
He was very healthy. He wasn't taking any medicine for anything. He ran
two miles a day and worked out three times a week. He was thin, you
know, but it was just something strange about him. So, I decided that he
needed an EKG in triage. His EKG showed that he was having an acute
Ml. Needless to say, I got him to the back quickly and he got Retavace®
and ended up doing very well.
Tyson Perez also relayed a story where he did not rely on his intuition. He
described a triage situation where an anxious teenager presented with a
complaint increasing shortness of breath a week after she fractured her femur in
an automobile accident. He described how the mother's anger affected his triage
decision making.
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Her mother was a real pain in the ass, yelling at me that I needed to get
her daughter back right away and that the triage process was ridiculous.
You know, she was making me crazy, and I thought her anxiety was just
making her daughter more anxious. Well, I think I was just more
concerned about settling the mother down than, you know, on the history
of the kid. Well, I later found out that she had a big PE [pulmonary
embolus]. Now, you know, I should have known that .... Man, all the signs
were there. I let that mother rattle me.
Mr. Perez also emphasized one of his greatest stressors as being "people
like that kid's mother."
I don't know why I let them rattle me, but they do. I think trying to deal
with angry patients and families when they have to wait [is a great
stressor].
While EDs have protocols to guide decision making that nurses can use
as resources, nurses still rely on intuitive processes. Ariel Cole was asked what
resources she uses to help her make triage decisions, and she said:
Sometimes I will go ask the attending for advice on what I can do at triage
if there are no rooms available or if he or she can make a room now.
Sometimes I use the protocol book. Mostly I go on gut and intuition.
When Ms. Cole was asked if she could expand on what she meant by "gut
and intuition," she responded:

No, I don't think I can. You know, ummm, I just get this feeling in my gut
that I need to do ... I can't explain why. I just know. I also know that when
I don't act on my gut feelings, something bad will go wrong. I'm not sure
how to explain it. I just know.
Jack Thomas also speaks of using his "gut'1 as a resource to help him
make triage decisions. He said:
There are some protocols involved, but a lot of it is just, especially after
you're out there for a while, you go by your gut feeling .... Many times you
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can tell just by the way the person is presenting when they walk up to you
if they are going to need to go back right away or not.
Veteran nurse Sarah Wright expressed similar sentiments. When asked
about her resources, she indicated that she did not use any. She commented:
I've been doing this for so long, I don't know that I really use any
resources. I mean, you know, I just know what is going on with the
person, you know, even if I don't know the diagnosis, I just know that
something is wrong with the patient and the patient needs to be seen.
don't know, I guess you can say I just trust my gut instincts.
When the participants were asked what advice they would give to a new
triage nurse, nearly everyone expressed the need to "listen to your gut." Carol
Young stated:
Listen to your guts. Use what you see in front of you. Listen to what the
patient tells you .... It takes practice. It takes experience.
Sarah Wright expressed a similar sentiment about trusting her gut
feelings.
Well, I'd be sure that they understood that it was OK to ask for help and to
ask questions. And that they need to trust their gut. My gut has never
failed me. I just know that something is wrong. I may not know what. I
just know, and the new triage nurse has to trust that feeling.
Leah Jones wanted the new triage nurse to be objective. Her comments
were as follows:
Be objective and not be judgmental, and to be as thorough, as thorough
as you can. And I know that I still miss stuff all the time. Always do a
visual head to toe on everyone. And don't be afraid to over triage. Trust
your gut.
Tyson Perez wanted the new triage nurses to act upon their intuition. He
advised:
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Trust your instincts. If you think about it, then you need to triage for it. If
an older person comes in with a bad headache and your first thought is a
subdural bleed, then you had better triage that person as if they had a
subdural bleed, and not just a headache. As long as you do the best for
the patient, then you will never go wrong.
Ariel Cole suggested that new triage nurses should take a triage class,
and to "always trust your gut." Similarly, Codi Welch insisted that they should ·
"Follow your instincts. Follow your gut feeling, because it's usually right."
Summary of Findings
Triage nursing encompassed rituals used to start the triage shift, the
process of triaging, the control aspects of gate keeping for the ED, and serving
as the complaint department for all who were unhappy about the perceived
obstacles to receiving prompt care. Triage decision making was directly
influenced by stressors associated with the volume of patients needing to be
seen, the fear of a decision making error, and the role that intuition played in
which nurses responded to their gut feeling for emergent situations.
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CHAPTER 5
SUMMARY OF THE STUDY
Triage nurses play one of the most pivotal roles in the emergency
department (ED). The triage process is a function of the ED in which decision
makers must know what they are doing, why they choose a particular phase of
management, and which actions to take in order to achieve a satisfactory
outcome (Kennedy, Aghalbabian, Gans, & Lewis, 1996). The initial decisions
made by the triage nurse may impact the entire department. Errors in judgment
could result in disastrous consequences affecting the patients and the entirety of
the ED. It is the responsibility of the triage nurse to ensure that the right patient
goes to the right place, in the right amount of time (Gilboy, Travers, & Wuerz,
1999). The purpose of the study was to explore the phenomena of the ED triage
nursing role and how triage nurses manage their diverse role.
Summary
The essence of triage nursing was identified through triage nurses' stories
told during semi-structured interviews. A total of 10 triage nurses working in EDs
throughout southeast Texas voluntarily participated in this study. The audiotaped interview questions were open ended and were used to elicit information
about triage nursing experiences. Probative questions were utilized throughout
the interview process to gain more information from the participant. Each
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interview was transcribed verbatim from the audio-tapes. During analysis,
transcriptions were listened to and read multiple times to gain an understanding
of the essence of triage nursing. Participants' descriptions provided information
to describe the essence of the roles of triage nursing and decision making. The
embodiment of the roles of triage nursing included: ritual of getting started, the
process, gatekeeper, and the complaint department. Embodiment of decision
making included: volume, fear, and intuition.
Nurses described rituals of getting started for each triage shift that varied
from describing systematic ways of arranging the triage area before beginning to
determining how many patients are waiting to be triaged versus those waiting to
be medically evaluated. The process of triage was relatively consistent among
all the nurses. Each spoke of assessing the patient to determine their priority of
medical care. These assessments included visual clues, histories, and vital
signs. As a part of the process, a majority of the triage nurses made their priority
decision based on a potential medical diagnosis instead of actual or potential
nursing diagnoses.
Acting in the role of gatekeeper, the nurses expressed a greater sense of
control over the ED and patient care. Several nurses stated that being in control
was the greatest advantage of acting in the triage role; yet, they also felt a great
responsibility with the power. Often, the nurses referred to their ability to triage
appropriately as the catalyst that affected the flow of patients through the ED.
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Because of their visibility, triage nurses felt they functioned as the
complaint department. Much to the nurses' frustration, they tended to be the
target of complaints. Most of the complaints were derived from a lack of family
understanding of the process of prioritization of care that led to prolonged waiting
times.
The volume of patients to be triaged seems to impact triage decisions.
Nurses complained about not being able to assess patients in the triage area as
thoroughly as they would have liked, which led to a fear that important
information from the patient would be missed and an incorrect triage decision
made. Several nurses felt that the increased, and sometimes overwhelming,
numbers of patients affected where patients could be placed for evaluation. A
major concern was that patient's condition might deteriorate while waiting for
further evaluation.
Many of the nurses talked about the fear of incorrectly triaging patients.
This fear often led to over triaging patients to a higher level of care. More
experienced triage nurses had less fear of missing subtle findings and under
triaging patients as compared to newer triage nurses. Triage nurses with the
least amount of experience expressed a fear of missing "something" which could
result in the death of the patient.
Triage nurses relied on their knowledge as well as their intuition to make
triage decisions. Nurses described their intuitive decisions as being based on
their "gut feeling" because "they just didn't look right" or "something just didn't
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seem right." It was difficult for nurses to define what gut feelings" were, yet they
11

relied strongly on those feelings. Nurses indicated that instances when they
ignored their gut feeling, something would inevitably go wrong. Their sage advice
to new nurses was to rely on their own "gut feelings."
Discussion of the Findings
Merleau--Ponty ( 1962/2000) described perception as a process by which
an individual accesses the world as it is given prior to an analysis of it.
Perception renders oneself present to something within the body and is the
access to the truth. It is also the original mode of consciousness. People
experience the world around them by perception; therefore, perception then
becomes that person's truth. Perception is a unique and individual experience
that depends on both the context of the situation and the external stimuli that is
being perceived (Parker, 1994).
Perception is a significant part of triage. The triage nurse must make a
decision about a patient based on how that patient is perceived. In this study,
triage nurses described their experiences as a triage nurse. The perceptions of
the participants were trusted as an authoritative revelation of the world of the
triage nurse. These experiences served as descriptions of the experiences of
the ED triage nurse and how triage nurses manage their role.

Role of Triage Nursing
Each individual triage nurse portrayed their own ritual of getting started.
One described cleaning the triage area prior to the beginning of her shift. Others
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described scanning the lobby to see which patients looked most ill. Still others
talked about evaluating the charts of patients waiting on medical evaluation and
reviewing the list of patients waiting for triage to determine who would be
evaluated first. The rituals of getting started were as individual as the participant.
No previous studies were found to describe the triage nurse's rituals of getting
started.
Emergency department triage involves obtaining an assessment, history
of past and present illness, and collecting objective and subjective data. The
process requires that the skills of the nurse be exceptional in the ability to identify
problems and then prioritize them appropriately. To be effective, the nurse must
be able to identify those patients who are seriously ill as well as those who may
become seriously ill if unattended (Zimmerman, 2002).
Triage is a multifaceted process that starts with the assessment of the
patient. Participants in the study described how patients would be assessed
using both subjective and objective data to determine the patient's acuity level.
Many used visual cues to help in the assessment. Assessment was described
as an on-going process. As a new patient enters the system, the assessment of
the existing patients would continue to determine which was in most need of a
prompt medical evaluation. Triage nurses described that watching a patient
before, during, and after the triage process gave them an sense of how acutely ill
the patient was and if the presentation was consistent with the complaint offered.
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The assessment gave the nurses the information needed to determine which
patients needed to be evaluated first.
The triage nurse has been described as a "traffic director" who greets the
patients and directs them to the correct treatment area based on the initial
assessment (Zimmermann, 2001). Raper, Davis, and Scott (1999) described the
triage role as a "gatekeeper" who plays one of the most vital roles in determining
the patient's ultimate outcome. Likewise, the triage nurse is usually the first
person that the patient will come in contact with in the ED. Therefore, the actions
of the triage nurse affect the patient's satisfaction and loyalty to that particular
ED and institution.
The triage nurses who participated in this study uniformly spoke of having
control over the ED. For example, several spoke about how they are responsible
for controlling which patients are sent to the "back" for a medical evaluation
versus those who would be sent to registration. Many spoke of having control as
one of the greatest advantages of being the triage nurse. By having control over
the triaging of patients, the nurses felt that their actions would affect the status of
the ED. Triaging very ill patients to a lower acuity room could lead to less ill
patients waiting a longer time for medical evaluation and discharge, whereas,
when less ill patients are triaged into critical areas, delays could be created in
delivering vital care to more acutely ill patients. Triage nurses expressed that
they are the ones solely responsible for these decisions. At times when care is
delayed, the nurses expressed a frustration related to an increase in the number
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of patient complaints. Patient complaints have been described by the
participants as one of the most stressful aspects of the triage nursing
Patients' wait times have grown steadily as the quantity of patient visits
have increased over the years (Nielsen, 2004). Triage nurse participants in this
research study shared common frustrations about having to deal with patients
who complain about having to wait too long. A common complaint expressed by
triage nurses related to patients complaining because someone else, whom they
did not perceive as more ill, was taken to the "back" before them. Many of the
participants felt that the patients did not understand what triage is and how it is
conducted, despite the presence of signs in the waiting rooms explaining that
patients were seen based on the acuity of illness and not on the time they
presented to the ED. The participants were frustrated with having to repeatedly
explain to the complainants that sicker patients are seen first. Raper et al. (1999)
described an increased dissatisfaction with the triage nurse and ED when the
patient had to wait for medical care. These findings also demonstrated that when
the patient's perceived level of acuity and the triage nurse's differed, the patient
had a longer wait and increased complaints.
The manner in which each triage nurse deals with patient complaints
varied widely. Some of the nurses stated that they just told the patient "they
would be seen in the order that they needed to be seen." Yet others would try to
keep the patients and families informed of the delays and wait times. Still others
would become so frustrated with the complaints they would just shut the door so
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they did not have to deal with them. Several spoke of how the patients' anger or
complaining altered their triage decision in a detrimental way. Altering of
decisions was indicated to be related to the increased anxiety that the nurse felt
while the patient or family member was yelling at them. Nielsen's (2004) study of
complaints in the ED indicated that patient complaints were associated with
increased waiting periods. However, good communication about the reasons for
delays tended to decrease complaints and increased patient satisfaction.

Stressors of Decision Making
Participants of this study repeatedly spoke about the difficulty and stress
related to making triage decisions when patient volume was extremely high. It
was often expressed that it was very stressful when there was a limited number
of patient beds available and the patient volume waiting was in excess of those
beds. It was also very stressful for the triage nurse to constantly reassess and
determine which patients could be moved from their medical evaluation bed into
the hallway or lobby so that a more ill patient could be placed in that bed.
Multiple studies described overcrowding in the ED as a global problem
similar to those presented in this study. Overcrowding has resulted in delays in
medical care for those who are not triaged as urgently ill (Brillman et al., 1996).
Reasons for overcrowding are multifaceted and include factors such as: hospital
and EDs closing, which result in less hospital and ED beds within the community;
nursing shortage; population growth; increased numbers without health
insurance; lack of access to a primary care provider; an aging population; and an
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increase in the acuity of health care needs (Derlet & Richards, 2002; McCabe,
2001; Reeder & Garrison, 2001).
During the 1980s, overcrowding in the ED was an isolated problem. In the
most recent years, the situation has become more widespread and chronic. It
has caused a negative impact on patient care. According to McCabe (2001, p.
672), a professor of Emergency Medicine at State University of New York,
Upstate Medical Center, the following are signs of overcrowding:
1.

Patients' having to wait longer then 90 minutes to see a physician.

2.

All department beds filled with patients more than six hours per
day.

3.

Patients' being placed in the hallways more than six hours a day.

4.

More than 30% of the ED beds are filled with patients who are
"admitted" to the hospital.

5.

Having a full waiting room, and no place for new patients to go
more than six hours per day.

It has been long thought that the ED has been inundated with patients with
minor medical complaints, such as colds, minor injuries, medication refills, and
the like. McCabe (2001) suggested that this has never been true. He
commented that the cause of ED overcrowding is:
primarily when sick patients, evaluated by the emergency physician and
admitted to the hospital, have no place to go and remain in the emergency
department. It is mainly a symptom of an overcrowded hospital, not a
result of "inappropriate" emergency department use. (p. 673)
When hospitals in larger cities become overcrowded, there is a lack of ability to
transfer patients from rural hospitals to a much needed tertiary center.
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Overcrowding in EDs has led to an increased number of patients leaving
without treatment. Many of the patients will leave one ED and seek care at
another ED, which leads to an exacerbation of overcrowding in the other EDs
(McMullan & Veser, 2004).
Fear of missing "something" was described more often by the newer
triage nurses, while the more seasoned nurses seemed to be confident in the
majority of their triage decisions. Many participants described fear of making ill
patients wait longer than needed for medical treatment due to the large volume of
patients. Nurses' fears are not something that are routinely discussed in the
professional literature.
The participants seemed to be acutely in tune to the potential for
presenting myocardial infarction (Ml) patients. Several nurses described
accurately or inaccurately making a triage decision about a patient who was
experiencing an acute Ml, yet presented with an atypical story. One nurse
discussed the fear of inadvertently missing a patient with an acute Ml just
because he didn't "listen closely enough" to the story. Others feared placing
patients who appeared well into the lobby and missing a subtle critical clue that
could endanger the life of the individual. Most express fear of not making a
sound nursing judgment, which in turn could lead the demise of a patient. All of
the participants stated that they relied on a "gut feeling" or an intuitive feeling to
help in making difficult triage decisions.
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Intuition has been described as knowledge obtained in an immediate way
(Beck, 1998). Prietula and Simon (1989) described intuition as a sophisticated
type of reasoning based on organizing or "chinking" information into patterns,
by-passing separate analytical steps. Intuition also can be described as a
perception of the truth independent of any reasoning process (Mccutcheon &
Pinecombe, 2001 ).
Nurses have indicated that intuition can change patient outcomes. When
nurses follow their intuitive feeling, it can either directly or indirectly change the
patient's outcome (Mccutcheon & Pinecombe, 2001 ).
Manias, Aitken, and Dunning (2004) compared intuition to pattern
recognition. In pattern recognition, a decision is made based on a few important
pieces of information. A new decision is based on a pervious situation in which
one recognizes the pattern of information. Intuition is similar in that the individual
makes a decision based on a relevant past experience. The researchers
described the difference between the two as pattern recognition is a decision
made at the conscious level, whereas intuition occurs at the unconscious level.
All of the triage nurses who participated in this study discussed using intuitive
feelings while triaging various patients. In each situation, the patient that nurses
described had something seriously wrong, but none of the nurses could describe
what it was that led them to make their intuitive decision. It was universally
described as something" that "didn't sound right" or "look right." Several
11

expressed the notion that if they ignored their "gut feeling," the patient would
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inevitably have a bad outcome. Each nurse ultimately relied a great deal on their
intuition. All nurses in this study would advise beginning triage nurses to trust
their "gut feeling."
Conclusions and Implications
Triage assessment of patients arriving at the ED involves complex
decision making. Failure of effective triage can lead to patient dissatisfaction,
staff stress, unnecessary and unavoidable morbidity, and even mortality.
The participants of this study were all practicing ED triage nurses. The
following conclusions are the perceptions described by the triage nurses:
1.

Triage nurses have multifaceted roles that affect the flow of patients and
care delivery in the entire ED.

2.

While triage requires similar activities of nurses, individual nurses develop
specific rituals and routines for accomplishing their work.

3.

Triage nurses receive a greater number of patient complaints due to their
high visibility to the patient and family.

4.

Triage decisions are affected by increased patient volume, a fear of
missing the diagnosis, and intuition or and unexplained "gut-feeling."
The following implications were identified based on the perceptions of the

research participants:
1.

The triage nurse has one of the most essential roles in the ED. The role
demands the ability to control the flow of patients and information
throughout the department. Patient advocates could be utilized to help
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with the tasks of keeping patients and families informed of "wait times" and
delays as well as assist in directing visitors and information. Courses
should be made available to train the new triage nurse on how to make
triage decisions and how to prioritize patient care.
2.

A higher patient volume leads to increased patient complaints. Keeping
patients informed of the status of the ED may decrease patient complaints
(Nielsen, 2004).

3.

Higher patient volume leads to a more stressful work environment for the
triage nurse. Developing an alternative plan to handle the increased
volume may decrease the stress. Examples of alternative plans include:
redirecting medically screened non-urgent patients to outpatient clinics;
developing a fast-track area for the non-urgent patient that would open
other areas of the hospital, such as the recovery unit, to handle patients
who are waiting for admission; and adding more nursing and ancillary staff
during the traditionally busiest hours (McCabe, 2001 ).

4.

Intuition is a decision making tool used by the triage nurse. It is not a
process that can be taught, but it must be developed. Institutions should
develop plans to foster and validate intuitive thinking.
Recommendations for Further Study
Further research that addresses the experience of the ED triage nurse is

highly recommended. A paucity of research studies describing the role of the
triage nurse exists. Although this study did reveal some interesting insights into

86

the role of the triage nurse, there is still a great deal to discover. Emergency
departments and the patients who present to the ED rely on the expertise of the
triage nurse. This preliminary study has opened doors to other possible research
studies. The following recommendations are offered for possible further
research:
1.

Evaluate the effects a triage course has on new triage nurses.

2.

Add observational studies to the semi-structured interviews to evaluate if
what the participants are describing compares to what actually occurs
during the triage process.

3.

Follow new triage nurses via a longitudinal study to try and determine how
intuition develops and at what point it occurs.

4.

Broaden this study to include other regions, states, and industrialized
nations to determine how or if triage nursing experiences differ globally.

5.

Design a study to identify essential qualifications that are necessary for
effective triage.

6.

Identify triage nursing stressors that affect triage decisions.

7.

Compare triage decisions to patient outcomes to determine the accuracy
of triage.
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TEX A S WOMAN 'S

UNIVERSITY
DENTON/DALLAS/HOUSTON
COLLEGE OF NURSING
Houston Center
1130 M.D. Anderson Blvd.
Houston, TX 77030-2897
Phone: 713/794-2100

Human Subject Informed Consent
The Experiences of the Emergency Triage Nurse. A Phenomenological Study

The purpose of this study is to describe experiences of the emergency triage
nurse.
I hereby authorize Rita A. Dello Stritto, MSN to interview me about my
experiences as an emergency triage nurse. The interview will be scheduled at a time and
location that is convenient for me and will last approximately one hour. The interview
will be private with only the interviewer and me present. During the interview I will be
asked to share information about my experiences as an emergency triage nurse, and how I
make triage decisions. If I agree, the interviews will be audiotape recorded. If I do not
wish to be taped, then the interviewer will write down what I say. If I wish, I may ask the
researcher to share a copy of my interview summary with me once it is completed.
The procedure for the interview has been explained to me by Rita A. Dello Stritto,
and she has answered my questions.
One risk of participating in this study is potential loss of confidentiality. However,
the researcher will identify the tapes by number only. In addition, no names, either mine
or those of patients and families, will be used during the interview. If names are
accidentally used, the names will be deleted from the typed transcript. Tapes will be kept
secure in a locked file in the Rita A. Dello Stritto' s home.
Another risk is that I might feel anxious about discussing my experiences as an
emergency triage nurse. I understand that my participation is voluntary and that I may
refuse to answer any questions. I also may discontinue the interview at any time without
penalty.
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I understand that my participation in this interview will not directly benefit me.
However, it will help to understand how to better support emergency nurses in the triage
role.
If I have any questions about the research or my rights as a participant, I should ask
the researcher. I may contact Rita A. Dello Stritto at 281-890-9760. Ifl have questions
later or ifl wish to report a problem, I may call the researcher or Texas Woman's
University Office of Research at 713-794-2480.
An offer to answer all of my questions regarding the study has been made.

Descriptions of the possible risks and discomforts which are reasonably expected have
been discussed with me. I understand that I may stop taking part in the study at any time
without penalty.
Date

Participant Signature

Note - Consents used for this study were Xeroxed front and back so that
only one page was used.
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CONSENT TO RECORD

Texas Woman's University
"The Experiences of the Emergency Triage Nurse.
A Phenomenological Study"

I consent to the recording of my voice by Rita A. Dello Stritto, RN, MSN,
acting under the authority of the Texas Woman's University, for the
purposes of the research project entitled "The Experiences of the
Emergency Triage Nurse. A Phenomenological Study". I understand that
the material recorded for this research may be made available for research
purposes; and I hereby consent to such use.

Participant

Date

The above form was read, discussed, and signed in my presence. In my opinion, the person
signing said consent form did so freely and with full knowledge and understanding of its contents.

Date

Rita A. Dello Stritto, RN, MSN
Texas Woman's University

Section 1.01

IRB - H 2000-19
Section 1.02
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The Experiences of the Emergency Triage Nurse: A Phenomenological Study
Semi-Structured Interview Schedule
Demographic Questions:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

12.

How long have you been an RN?
How long have you been an emergency nurse?_ _ _ __
How long have you been a triage nurse?
How old are you?_ _ _ _ __
Male/Female
What is your highest level of education?
What is your basic nursing education?_ _ _ _ _ __
Is nursing your first career choice? Yes/No
a. If no, what was your previous career?_ _ _ _ _ _ _ __
Ethnicity_ _ _ _ _ _ __
What type of triage system do you use? 3L, 4L, 5L Other
Are you CEN certified? Yes/No
a. If no, do you plan on taking the exam? Yes/No
Have you ever taken a Triage course? Yes/No

-------

------

------

-------

Interview Questions:
1.
2.
3.
4.
5.
6.

Tell me about a typical day at triage.
How would you describe your role as a triage nurse?
What do you feel are the advantages of being the triage nurse?
What do you feel are the disadvantages of being the triage nurse?
Describe your thought process as you make a triage decision.
What or who do you use as your resources to help you make your triage
decisions?
7. Give me an example of a triage decision you have made - either positive or
negative.
8. Give me an example of a triage decision that you made in the past that would be
different today based on what you know what the outcomes were. How has this
influenced your decision making?
9. What are your greatest stressors of being the triage nurse?
1O. How do you know if your triage decisions are being supported
11. What is your most difficult triage experience?
12. If you could give advice to a new triage nurse, what would you tell them?

Probative Questions: Probative questions will be used throughout the interview
process to gain more information. These questions may include:
1.
Could you tell me more about that?
2.
Could you give me a specific example of what you are talking about?
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