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F I N D I N G S

Priority-Setting in a Hospital Emergency 
Department: A Case Study

BINI TOMS*

Abstract

In this paper, an attempt has been made to describe and evaluate priority-setting 
decision-making as to which patients are to be moved out to accommodate new 
patients in the emergency department of a community hospital. The identity of 
the hospital and related people are not disclosed. Data collection and analysis 
was by means of modified thematic analysis of documents, interviews with  
participants and direct observation of emergency department surge meetings.  
The priority-setting decision was evaluated against the four conditions of Daniels 
and Sabin’s (2002) “Accountability for Reasonableness” (A4R): relevance, publicity, 
appeal/revision and enforcement/leadership. The study revealed that the severity 
of a patient’s medical condition/need was the main driver for a priority-setting 
decision during surge situations. The hospital had policies in place to guide 
decision-making. These decisions and reasons were usually explained to the health-
care team but seldom to patients and families. The existing hospital surge policy 
was not known to all stakeholders. No formal process of appeals/revision existed 
and appeals usually involved informal negotiations. Although the relevance con-
dition has been met to an extent, the enforcement condition in this case is not 
met because the condition of publicity is not fulfilled and the condition of 
revision is only partially met. The author believes that bioethics is a key com-
ponent of high-quality health care and that organisational ethics is a domain 
of bioethics inquiry and practice. This bioethics study has been able to identify 
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good practices and potential opportunities for quality improvement of healthcare 
in the organisation. 

The key lesson of this study is not only the specific findings obtained here 
but also the realisation that combining a case study approach with the ethical 
framework of A4R can be useful to identify good practices and opportunities 
(Mielke et al. 2003), in order to improve the fairness of priority-setting in 
surge situations.

Keywords: priority-setting decision-making, emergency department, fairness,  
accountability for reasonableness, ethical framework, India

Introduct ion

Prioritising which patients should be moved to accommodate new patients is a 
serious and ongoing challenge (Mielke et al. 2003) for every emergency depart-
ment. This paper focuses on such a challenge in the emergency department  
of a community hospital during surge situations. In an emergency department 
where consequences are uncertain and hour-by-hour decisions involve life and 
death, fairness is of utmost importance (Bell et al. 2004).

Daniels and Sabin (2002) have developed an explicit framework for A4R, 
to evaluate fairness of priority-setting at the level of health systems. The exist-
ing guidelines of the time (Society of Critical Care Medicine Ethics Committee 
1994, American Thoracic Society Bioethics Task Force 1997) provided guidance 
for priority-setting, but there was no tool to evaluate the fairness of the process. 
Developed in the context of private healthcare organisations in the United States 
(Daniels and Sabin 1998), it is also relevant in public healthcare organisations 
elsewhere (Martin et al. 2002, Ham and McIver 2000, Ham and Roberts 2003). 
The first three conditions that form this framework—relevance, publicity and 
appeals/revision—are process-oriented conditions (Martin et al. 2002). The fourth 
condition of enforcement/leadership is fulfilled if all the other three conditions 
are met, enabling a fair priority-setting decision.

Background

The setting for this qualitative case study was the emergency department in a 
community hospital. The identity of the hospital and people involved are not 
disclosed in this article in order to respect their privacy; however, the recom-
mendations emerging from this study were shared and discussed with the  
ethics committee representative of the hospital. The hospital has approximately 
2,500 staff and recently modernised emergency facilities. The financial pressure 
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facing all hospitals had forced this facility to restrict its emergency beds to 
those receiving funding under its agreement with the Local Health Integration 
Network. The new facilities include more physical capacity, but not the funding 
to staff the number of beds. The hospital serves a region of rapid population 
growth and increasing demographics diversity. Priority-setting is one of the most 
difficult issues facing hospitals because of funding restrictions and changing 
patient needs (Bell et al. 2004).  

Surge situations amplify the difficulties of hospital priority-setting. When 
demand for beds in emergency departments is greater than supply, this is referred 
to as a surge situation and may lead to tragic consequences (Bhinder 2000, 
Gollom 2000). The surge capacity protocol of the hospital describes the status 
of the emergency department capacity in incremental stages A, B, C and D. 
Status B and C can be defined as situations in which there are respectively >10 
and >18 patients admitted in the emergency department without an assigned 
bed. If Status C continues for more than 12 hours, the situation is referred 
to as Status D. A surge situation gives rise to a number of questions. Can the 
decision-making process be improved using an ethical framework? Since we are 
talking about a moral enterprise, what values—among the plethora of values—are 
at the core of priority-setting decisions? Realising the need to address these ques-
tions, as well as the importance of hospitals in any health system, the magnitude 
of difficulties hospitals face and the necessity to improve priority-setting within 
hospitals, this case study was carried out with the following specific objective.

Object ive

The purpose of this study is to describe priority-setting decision-making con-
cerning the movement of patients out of a hospital emergency department to 
accommodate new patients during surge situations, and to evaluate it using the 
ethical framework of “Accountability for Reasonableness” (A4R). Underlining 
this objective is the desire to improve the situation in the hospital. This study 
also aims to identify good practices and opportunities for quality improvement 
of healthcare in the organisation. 

Methods

 D Design: Qualitative case study and evaluation using the ethical framework 
of A4R.

 D Setting: An emergency department in a community hospital. The study took 
place from February to March 2010.
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 D Participants: Emergency department staff and others involved in the 
committee making bed-allocation decisions during surge situations, including 
administrators, nurses and utilisation coordinators. The ethicist and a former 
member of the committee were also involved. 

 D Data collection: There were three sources of data: (1) Key documents (includ-
ing the bed management policy, surge capacity protocol, mission, vision and 
value statements, and the Annual Report 2007), (2) Five interviews with key 
informants (the utilisation coordinator, the current and one former ICU  
manager, the ICU clinical practice leader and the ethicist and (3) Observation 
at the surge meeting. Of the interviews conducted, one was audio-taped while 
notes were taken for the others. Interview participants were asked to describe 
priority-setting decisions in relation to surge situations in the hospital emer-
gency department and their views on it using an interview guide. As is 
traditional with qualitative studies (Bell et al. 2004), the interview guide was 
modified during the study to explore emerging themes.

 D Data Analysis: The collected data were organised (Altheide and Johnson 1994) 
under overarching themes, i.e. the four conditions of A4R. The descriptive data 
were compared with the conditions prescribed under A4R—correspondence 
with the framework was considered “good practice”; instances where the con-
ditions are not met were considered “opportunities for improvement” (Mielke 
et al. 2003, Bell et al. 2004). In what is traditionally called a “member check” 
(Bell et al. 2004), the interpretations were validated by the participants who 
verified the findings.

 D Research Ethic: As this was a student project and also part of an internal 
quality improvement exercise at the hospital, no approval from REB was 
needed. However, a confidentiality agreement was signed. All data and iden-
tities have been kept confidential and viewed only by the participants, the 
course director and the author. The organisation and individuals working 
there have not been identified in this paper.

 D Results and Discussion: The decision-making process is described based on 
the documents collected, interviews conducted and observations at the surge 
meeting. It is then evaluated using the four conditions of A4R. Verbatim 
quotes from participants are included to illustrate key points (Mielke et al. 
2003, Bell et al. 2004). 

Prior i ty-Set t ing Decis ion-Making Process

This case study focuses on surge situations when there is high inflow of patients 
to the emergency department and the challenge is to allocate limited beds.  
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The surge situation is grave when the emergency department faces Status C. 
The problem, it was observed, had been aggravated in the past years by an 
increasing population and bed closures in the hospital. Decisions have to be 
taken as to which patient has to be discharged/moved out of the emergency 
department and other units to admit a waiting patient. 

To make these decisions, there are routine bed allocation meetings at 9:00 am 
every day. During surge situations, there is an additional meeting at 1:00 pm. 
Both formal and informal meetings are also called for whenever required.  
Decisions are taken by the bed allocation committee, comprising the utilisation 
coordinator, who leads the meetings, clinical practice leaders and managers from 
various departments. The priority-setting decision is a collaborative one that is 
taken only after several informal discussions with the physicians and referring 
departments. Only when the situation deteriorates or if the department faces 
Status D is the senior management consulted. The decision-making process is 
indeed complex and is influenced by a variety of competing factors, which was 
evident from the dilemmas faced by healthcare providers during the process.

Evaluat ion of Pr ior i ty-Set t ing Using “Accountabi l i ty 
for Reasonableness” (A4R)

The key goals of priority-setting in any context are legitimacy and fairness  
(Bell et al. 2004). A4R is an explicit ethical framework for legitimate and fair 
priority-setting in healthcare (Daniels and Sabin 2002). It is internationally 
recognised as a framework that can guide priority-setting in health systems  
and their institutions (Martin et al. 2002, Ham and McIver 2000, Ham and 
Roberts 2003). According to the A4R framework, an institution’s priority-setting 
may be considered fair if the four conditions of relevance, publicity, appeals/
revision, and enforcement/leadership are met. 

Relevance

The relevance condition requires that the factors considered in the decision-
making process be acceptable to stakeholders and relevant to the problem  
of meeting healthcare needs fairly (Daniels and Sabin 2002). Priority-setting 
decisions are value-based decisions and it is important to identify these values. 
In this case, severity of the medical condition/medical need is the primary 
criterion; non-medical considerations seldom surface (Mielke et al. 2003). Other 
values include patient safety, beneficence and duty to care. These underlying 
values are in accordance with the mission, vision and value statements of the 
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organisation. The hospital has a bed management policy and surge capacity 
protocol in place to support priority-setting decision-making, which it refers to 
and follows. Thus, the condition of relevance is met to a great extent. 

… need to try to really have a strong hold on the discharge criteria that they 
have for patients … 

Nonetheless, some participants found it difficult to evaluate the relevance of 
the reasons underlying many of the directives in the bed management policy and 
the surge capacity protocol, because the directives did not explicitly describe the 
reasoning involved. Therefore participants felt that the policy needs to be revised.

Publicity

The publicity condition requires openness with regard to the reasons for a 
decision (Daniels and Sabin 2002). However, many participants felt that com-
munication beyond the core group of decision-makers was incomplete (Bell  
et al. 2004). They felt that there were always pockets of lack of communication 
or miscommunication in the healthcare team, so internal communication is 
something that needs constant improvement (Ibid). Tools such as intranet, emails 
and short daily meetings/briefings of the healthcare team were suggested. As for 
external communication with other actors such as patients or relatives, regarding 
the reasons for priority-setting decisions, this was rarely carried out. The exist-
ing policy had been developed by senior management, without the involvement 
of any of the stakeholders, and it was not widely known:

… I believe that everyone in the hospital from a healthcare perspective knows 
about the surge bed system, but they might not know the fine details …

Most of the participants had not seen the document and said that they only 
knew what they needed to know for their work. Therefore, it can be inferred 
that this condition of the A4R framework was not met. Participants agreed 
that while people realise the importance of public engagement, how to bring 
this about had not been planned as yet. A public debate via the Internet or 
a public forum can be arranged before finalising the revised policy. As different 
stakeholders look at issues through different lenses, it is worthwhile to obtain 
and consider the views of all stakeholders for policy revisions and improvements, 
ensuring fair decision-making. 

… sometimes when you get a group of people who can see the bigger picture, 
they might be helpful to make a different plan in their particular unit or 
within the hospital …
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Appeals/Revision

The appeals/revision condition provides a mechanism for challenging decisions 
that could lead to a revision. Although an appeal does not necessarily mean a 
revision, this mechanism is indispensable because it shows respect for those who 
disagree with a particular decision (Martin et al. 2002). The dispute resolution 
procedure serves a function internally and externally. Internally, it enables the 
healthcare team to state their concerns about a decision. Externally, these  
procedures contribute to a wider social learning curve about the need for limits 
and the ways in which limits can be set fairly (Daniels and Sabin 2002).

… there is no formal appeal mechanism to my knowledge …

Participants, however, thought that there were ample opportunities available 
for staff to make appeals in formal/informal meetings. The staff had the freedom 
to express their thoughts and concerns, which were heard and respected.

… in a lot of cases, managers do appreciate when their staff complain because 
that gives them then the ammunition to sort of go higher up with it, because 
very often the decisions get made at a senior level because they are trying to 
support the hospital … within the Ministry of Health …

As far as appeals by patients are concerned, clinical practice leaders maintain 
a record of the complaints/concerns expressed by patients during informal  
discussions and negotiations. In this way, the appeals/revision condition of the 
framework is partially met, even if a robust appeals mechanism has yet to be 
implemented.

… physicians and the team need to speak about the plan of care every day so 
that everybody knows and the patient knows exactly what the plan is and 
people can start pre-planning … unfortunately we don’t do that very well …

I was told that since patients or relatives are not involved in the decision-
making process, there is some dissatisfaction amongst them. I also learned that 
the complaint records is referred to when making policy revisions. This com-
plaints process seems appropriate, if complaints are fed back to the policy  
reviewers in a timely fashion. Making this connection between complaints and 
regular policy review (explicitly implemented after every complaint lodged, or 
quarterly or yearly in the absence of complaints), a publicly acknowledged  
element of a publicly accessible policy, might go a long way to increasing 
alignment with A4R. In the long run, this would help the organisation achieve 
“goodwill” benefits such as increased trust and satisfaction and decreased com-
plaints (Bell et al. 2004).
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Enforcement/Leadership

Ethical priority-setting that leads to better decisions and greater satisfaction of 
all stakeholders is the responsibility of leaders. The enforcement/leadership con-
dition of the framework is met if all the other three conditions are met, as it 
is the leadership that is responsible for ensuring that the other three elements 
of the framework are satisfied in the process of priority-setting. Notably,  
participants felt that the process was as fair as it could have been. I observed 
that the surge situation meeting was conducted most efficiently, with opinions 
taken from the team. Yet the enforcement condition is not fulfilled because the 
condition of publicity is not met and the condition of revision is only partially 
met. I believe that thoughtful planning to improve the relevance, publicity and 
appeals strategies elements, as discussed above, will make leadership more effective.

Conclusion

This study examined priority-setting at the emergency department of a com-
munity hospital when the hospital faces surge situations. As described in the 
discussion above, the priority-setting decisions met the relevance condition to 
an extent, did not meet the publicity condition at all and only partially met 
the appeals/revision condition. As all these three conditions of A4R were not 
fulfilled, the enforcement condition in this case was not satisfied and thus the 
decision/process is not fair. By describing and evaluating priority-setting using 
the four conditions of A4R, it is possible to identify examples of good practices 
that other hospitals could follow, and opportunities for improvement that this 
and other hospitals should consider (Bell et al. 2004).

The author believes that bioethics is a key component of high-quality health-
care and that organisational ethics is a domain of bioethics inquiry and practice. 
This bioethics discussion and study has identified the following good practices 
and opportunities for healthcare quality improvement in the organisation. 

Good Practices: 
 D Patient safety, beneficence and duty to care were the values underlying decisions. 
 D Regular dissemination of decisions to the healthcare team. 
 D Clinical staff had the opportunity to raise concerns at formal/informal discussions.
 D The hospital felt the need to include a bioethicist who has been part of the 

organisation for a few months now. 
 D The hospital emergency department leadership has made a concerted effort 

to devise decision-making procedures that are just, and in so doing, has also 
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met some of the criteria of the ethical framework of A4R without making 
explicit reference to it.

Potential Opportunities for Improvement:
 D Ways need to be devised for patients/families to have access to the reasons 

behind decisions. 
 D A formal appeals/revision mechanism could help improve the quality of decision-

making and alleviate the distress that clinical staff/patients/families experience.
 D Revision of the existing policy involving all stakeholders is recommended. 
 D The ethicist can initiate bioethics awareness activities to create a work culture 

which acknowledges that all stakeholders have the right to know about the 
relevance of the decisions being made and the opportunity to challenge these 
decisions.

 D The department could adopt the A4R framework to ensure and enhance 
fairness when prioritising patients for discharge/movement from the emergency 
department during surge situations.

Limitation:
A major limitation of this study is that the patients, relatives and public could not 
be interviewed about their experience with the decision-making process. Secondly, 
these findings may not be generalisable to other hospitals. However, other hospitals 
“may benefit from the insights provided” in this study (Bell et al. 2004).

Learning and Implications:
As a non-medical person from the developing world, carrying out this case study 
to determine how priority-setting decisions are actually made in hospital emergency 
departments during surge situations was indeed a learning experience for me.

Although the publicity condition was not met and the appeals mechanism 
was not robust enough, I was quite impressed by the more participatory model 
of decision-making in this hospital—unlike the authoritative model that I am 
familiar with.

History tells us that the consequences of unfair decisions can be grave.  
In addition, literature reveals that a framework such as A4R can lead to better 
decisions. I firmly believe that in this case, once the decision-making process 
is tailored to meet the conditions of the A4R framework and also to suit the 
specific needs and processes of this organisation, much decision-making can be 
done relatively simply, which can save an enormous amount of time. Other 
more complex decisions and ethical dilemmas can also be seen to have been 
subject to and weighed against appropriate and accepted considerations.



As ian  B ioe t h i c s  Rev i ew  Sep tembe r  2015 Vo lume  7 ,  I s s ue  3

330

Indeed, as rightly pointed out by Pearson et al. 2003, “Ethically-oriented 
organizations define its [sic] core values and mission, identify areas in which 
important values come into conflict, seek the best possible resolution of these 
conflicts, and manage its own performance to ensure that it acts in accord with 
espoused values.”
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