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Emergency Care, triage and fairness 
 

Abstract 

Triage is a widespread principle for prioritizing patients in emergency 

departments. The purpose of triage is to ensure that in emergency situations 

whenever medical demand exceeds medical supply limited resources should be 

directed to the case with the greatest clinical need. Triage fulfills this purpose by 

ranking patients according to how acute their condition is and then give priority to 

the most acute ones. In this paper, I argue that this current use of triage needs to 

be supplemented. Contemporary triage is based on a principle of preserving 

patients´ core capabilities which is relevant when it comes to prioritizing acute 

patients before sub-acute ones but not for prioritizing among sub-acute patients 

which is the largest group of emergency patients. Henceforth, I propose to 

supplement triage with what I term The Real Dialogue Model. A framework 

which, combined with enhanced professional autonomy to clinical decision-

makers, enables fair prioritizing among sub-acute patients. 
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1. Background 

Triage is a globally adopted principle for, inter alia, prioritizing patients in 

emergency departments. The purpose of triage is to ensure that in emergency 
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situations whenever medical demand exceeds medical supply limited resources 

should be directed to the case with the greatest clinical need1. Triage 

methodologically fulfills this purpose by ranking patients according to how acute 

their condition is and then give priority to the most acute ones. Though, triage at 

first sight may appear to be a fair way of prioritizing emergency department 

patients– arguably justifiable on either utilitarian2 or egalitarian grounds3 - I claim 

that the principle is insensitive to the diversity of patients in contemporary 

emergency departments (EDs) and hence is not suitable as a standalone principle 

for prioritizing ED-patients.  

The paper contains a negative and positive thesis. The negative thesis claims that 

current use of triage in EDs is incorrect. Triage is relevant when it comes to 

prioritizing acute patients before sub-acute ones but does not provide guidance as 

how to prioritize among sub-acute patients – indeed the largest group of patients 

in most EDs. This, furthermore, appears problematic. Studies indicate that patients 

experience the need of a more holistic approach to provision of care than provided 

by triage4, that triage nurses have somewhat low concordance with triage 

manuals5 and that nurses experience some resistance towards implementing these 

 
1 Windle, J., & Mackway-Jones, K. (2003). Don’t throw triage out with the bathwater. Emergency Medicine 
Journal. 20(2), 119-120. 

2 Charlesworth, M. (1993). Bioethics in a liberal society. New York: Cambridge University Press. 

3 Baker, R., & Strosberg, M. (1992). Triage and equality: An historical reassessment of utilitarian analyses of 
triage. Kennedy Institute of Ethics Journal. 2(2), 103-123. 

4 Möller, M., Fridlund, B., & Göransson, K. (2010). Patients’ conceptions of the triage encounter at the 
Emergency Department. Scandinavian Journal of Caring Sciences. 24(4), 746-754. 

5 Janssen, M.A., Achterberg, T.V., Adriaansen, M.J., Kampshoff, C.S., & Groot, J.M.D. (2011). Adherence to 
the guideline. Triage in emergency departments’: a survey of Dutch emergency departments. Journal of 
Clinical Nursing. 20(17-18), 2458-2468. 
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manuals6. Health professionals working in EDs tend, moreover, to experience 

considerable levels of occupational stress7, and studies indicate that especially 

emergency nurses experience moral distress i.e. situations where they experience 

a conflict between what they perceive to be the right thing to do and that which 

was asked of them8910.  

To encounter the frustration felt by both health professionals and patients, caused 

by the fact that patients cannot immediately access adequate care, it is imperative 

that the principles regulating the care of patients are perceived as both efficient 

and fair. To meet this requirement, I propose to supplement triage with what I 

have termed The Real Dialogue Model to prioritize ED-patients. Simply put, The 

Real Dialogue Model implies that sub-acute ED-patients should be prioritized 

according to mid-level principles accepted in a dialogue by relevant stakeholders. 

This is the positive thesis of the paper. 

The argument in favor of these two theses rests on three premises: First, I claim 

that contemporary triage is based on a principle of preserving patients´ core 

capabilities. Secondly, I argue that current use of triage in EDs is incorrect (triage 

is relevant when it comes to prioritize acute patients before sub-acute ones but not 

for prioritizing among sub-acute patients). Thirdly, I propose The Real Dialogue 
 

6 Janssen, M.A., Achterberg, T.V., Adriaansen, M.J., Kampshoff, C.S., Schalk, D.M., & Groot, J.M.D. (2012). 
Factors influencing the implementation of the guideline. Triage in emergency departments: a qualitative 
study. Journal of Clinical Nursing. 21(3-4), 437-447. 

7 Basu, S., Qayyum, H., & Mason, S. (2017). Occupational stress in the ED: a systematic literature review. 
Emergency Medicine Journal. 34(7), 441-447. 

8 Wolf, L.A., Perhats, C., Delao, A.M., Moon, M.D., Clark, P.R., & Zavotsky, K.E. (2016). It´s a Burden You 
Carry; Describing Moral Distress in Emergency Nursing. Journal of Emergency Nursing, 42(1), 37-46. 

9 Brenner, J.A., Vearrier, L., Basford, J.; & Iserson, K. (2018). The Ethics of Real-Time EMS Direction: 
Suggested Curricular Content. Prehospital and Disaster Medicine. 33(2), 201-212. 

10 Robinson, R., & Stinson, C.K. (2016). Moral Distress: A Qualitative Study of Emergency Nurses. Dimensions 
of Critical Care Nursing. 35(4), 235-240. 
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Model as a framework which, combined with enhanced professional autonomy to 

clinical decision-makers, enables fair prioritizing among sub-acute patients. 

Hereby, I hope to shed light on a part of the healthcare system seldom exposed to 

ethical analysis. Indeed, as one commentator observes “ethical issues are hardly 

considered in emergency department setting”11. 

2. Triage as a principle of preserving core capabilities 

EDs, like health care institutions more generally, face the fundamental dilemma 

that the demand for time frequently exceeds its supply. EDs operate with limited 

resources that are insufficient to cover all medical needs immediately. Sometimes, 

EDs experience dire scarcity such that access to medical expertise that is essential 

to the survival of patients must be prioritized. 

Triage is a clinical decision-making framework designed to resolve this dilemma. 

It does so by providing a set of guidelines that allow for prioritization of the care 

of patients. The resource which is prioritized in EDs is - contrary to what is 

typically at stake in the healthcare system - not expensive medical technology, but 

rather time. That is, the time patients must wait before they are permitted access to 

further examination and treatment.  Thus, triaging patients involves prioritizing 

the waiting time of patients on the basis of an approximated, objective estimation 

of the acuity of illness, rather than on time of arrival, in situations where medical 

need exceeds available resources12. 

But while triage guidelines are used in most countries, no single system of triage 

has been internationally adopted. Rather, a number of related but distinct triage 

 
11 Aacharya, R.P., Gastmans, C., & Denier, Y. (2011) Emergency department triage: an ethical analysis. BMC 
Emergency Medicine. 11,16-16. P. 2 

12 Windle, J., & Mackway-Jones, K. (2003). Don’t throw triage out with the bathwater. Emergency Medicine 
Journal. 20(2):119-120. 
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systems are employed - including the Australian Triage Scale (ATS), the 

Canadian Emergency Department Triage and Acuity Scale (CATS), the Swedish 

originated ADAPT and the Manchester Triage Scale (MTS)1314.  

All systems operate with acuteness as the criterion for prioritization, with a set of 

criteria for discerning the level of acuteness, and with quality-assurance 

procedures for determining whether patients´ health deteriorates such that they 

must be re-triaged to another level of acuteness. To provide an example of how 

these three conditions work together in a triage system I use the Swedish 

originated ADAPT system as an illustrative case. ADAPT operates with 5 

categories or scales, each with its own designated color that is associated with a 

maximal waiting time. This means that when a patient is triaged to a specific 

category, the patient is supposed to be treated within a predetermined time-span. 

The patients in most acute need of care are triaged to the red category and treated 

immediately, whereas the least acute patients are triaged to the blue category and 

may wait up to 4 hours before treatment15. Each category is also associated with 

procedures for reassessment of the patient’s condition so that possible 

deterioration or improvement will be observed. Should such changes occur, the 

patient is re-triaged to a more appropriate category. Patients in the red category 

are continuously reassessed, those in the orange category every half an hour, those 

in the yellow category every fourth hour, and those in the green category every 

 
13 Nordberg, M., Lethvall, S., & Castrén, M. (2010). The validity of the triage system ADAPT. Scandinavian 
Journal of Trauma, Resuscitation and Emergency Medicine. 18(Suppl 1), 36-36. 

14 Farrohknia, N., Castrén, M., Ehrenberg, A., Lind, L., Oredsson, S, Jonsso,n H., Asplund, K., & Göransson, 
K.E. (2011). Emergency Department Triage Scales and Their Components: A Systematic Review of the 
Scientific Evidence. Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine. 19(1), 42. 

15 Region Hovedstaden (2012). Triage i somatiske Akutmodtagelser og Akutklinikker af voksne over 16 år. 
Danske Regioner. 2012. 
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eighth hour. There are no requirements to reassess patients in the blue category16. 

Acuteness is defined as risk of dying or losing bodily functions if not urgently 

treated. Hence prioritization according to ADAPT is focused not on the severity 

of the ailment itself i.e. the trauma, but on how acute it is i.e. whether the life or 

functioning of the patient is immediately threatened.  

The concept of triage is thus – in a modern context - analytically linked to 

survival and preserving capability; triaging – arguably - simply means singling 

out those patients who are at risk of dying or losing capabilities if not treated 

immediately. I shall refer to this value – that of protecting life and bodily 

functions - as the principle of preserving core capabilities. Baker and Strosberg, in 

a somewhat similar vein, claims that prevention of patients dying from lack of 

medical treatment constitutes the minimorum of triage17. 

3. The dilemma of triaging sub-acute ED-patients 

A study of how patients are triaged at a Swedish ED shows that 4.2% were triaged 

as red, 15.6% orange, 36.6% yellow, 28.7% green and 14.8% blue. The vast 

majority of ED-patients are ipso facto not at risk of losing core capabilities (the 

80% of the patients who were triaged to yellow, green or blue category)18. Other 

studies confirm that many ED-patients are far from being acute192021.  Moreover, 

 
16 Region Hovedstaden (2012). Triage i somatiske Akutmodtagelser og Akutklinikker af voksne over 16 år. 
Danske Regioner. 2012. 

17 Baker & Strosberg, op. cit. note 3 

18 Nordberg, M., Lethvall, S., & Castrén, M. (2010). The validity of the triage system ADAPT. Scandinavian. 
Journal of Trauma, Resuscitation and Emergency Medicine. 18(Suppl 1), 36-36. 

19 Andrews, H., & Kass, L. (2018). Non-urgent use of emergency departments: populations most likely to 
overestimate illness severity. Internal and Emergency Medicine 

20 Redstone, P., & Vancura, J.L., Barry, D., Kutner, J.S. (2008). Nonurgent Use of the Emergency Department. 
The Journal of Ambulatory Care Management. 31(4), 370-376. 
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the organization of healthcare has changed significantly over the last 10 years, and 

is in the process of undergoing further changes. Emergency departments were 

once frequented by an assortment of patients in differing situations, ranging from 

those who were very ill and in danger of dying, to patients who just as well could 

have made use of the general practitioner22. In several contemporary healthcare 

systems, this picture has changed. Here the emergency care sectors are divided 

into ED-units that are specialized in treating patients with severe conditions, and 

units that are specialized in treating patients with less severe conditions. This 

means that patients no longer simply show up at the ED. Rather, they must call an 

emergency central which conducts telephone pre-hospital triage and refers 

patients to the relevant unit depending on the telephonic health professional’s 

assessment of the severity of their condition23. 

This, on the one hand, simply underscores just how imperative it is to have an 

efficient instrument (triage) that allows for a clear-cut separation of acute patients 

(red and orange categories) from sub-acute patients (yellow, blue and green 

categories). To protect and preserve ED-patients´ core capabilities, it is important 

to be able to quickly and reliably single out the patients most at risk of losing 

them.  The case however, on the other hand, also points to another consideration: 

while triage may be both practical and justified as a first-order principle for 

distinguishing between acute and sub-acute patients, it is unclear that it is equally 

 
21 Northington, W.E., Brice, J.H., & Zou, B. (2005). Use of an emergency department by nonurgent patients. 
The American Journal of Emergency Medicine. 23(2), 131-137. 

22 Masso, M., Bezzina, A.J., Siminski, P., Middleton, R., & Eagar, K. (2007). Why patients attend emergency 
departments for conditions potentially appropriate for primary care: Reasons given by patients and 
clinicians differ. Emergency Medicine Australasia. 19(4), 333-340. 

23 Turner, J.C., Chambers, D.l., Cantrell, A., Phung, V., Knowles, E., Bradbury, D., & Goyder, E. (2015). What 
evidence is there on the effectiveness of different models of delivering urgent care? A rapid review. Health 
Services and Delivery Research. 3.43. 
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practical and justified as a second-order principle for prioritizing among sub-acute 

patients i.e. the 80 % of patients in emergency departments (according to the 

abovementioned Swedish study). 

3.1 Category mistake or unreasonable use of triage 

To see why, begin by observing that moral principles can have either a dominant 

or a non-dominant status when it comes to decide how to prioritize within a 

specific domain. To treat a principle as dominant basically means that we say that 

it trumps other principles when we consider how to prioritize patients (or other 

assets) within the relevant domain. When we look at the whole population of ED-

patients, the principle of preserving core capabilities currently is treated as 

dominant. We give priority to (acute) patients at risk of losing core capabilities. 

Now consider the following analogy: Imagine I wish to give priority to persons 

wearing red clothes in a queue to a discotheque. In effect, ´wearing red clothe´ is 

used as a dominant principle of prioritization. To be able to single out which 

persons wear appropriate red clothe I use a red color card. All persons who have 

clothes, which matches this color card I let into the discotheque. The rest must 

wait. However, after an hour or so there are no more persons in the queue who 

wear red, but I still want to let more people into the discotheque. It is, though, 

difficult to see how I can use the red color card to prioritize among the persons in 

the queue who wear other primary colors like blue, yellow, green, and so forth, 

clothes. The reason why I cannot use our red color card to perform this task is that 

(primary) color constitutes a discontinuous variable i.e. red is a color variable 

which is distinct – falls into another category – than other primary color variables.  

Imagine another example. Imagine that rather than wanting to give priority to 

persons wearing clothe in a specific color, I want to give priority to persons of a 



9 
 

specific minimum height. Say, women above 175 cm. In this example, the same 

thing happens as in the previous one. After an hour or so, there are no more 

women who are 175, or more, of height. However, contrary to the previous 

example I may continue to use our height scale to prioritize among the women 

who are less than 175 cm in the queue because I can now give priority to those 

women who are close to being 175 cm e.g. those who are 165 or above. The 

reason for this is that height, contrary to color, is a continuous variable i.e. people 

with different heights can be placed on the same scale.  

Let us now return to the question of whether current practice of using triage 

(preservation of core capabilities) as a dominant principle for prioritizing ED-

patients (acute and sub-acute ones alike) is reasonable. Note that for current 

practice to be reasonable, triage needs not only be relevant to prioritizing sub-

acute patients but also to be justified as a dominant principle.  

To warrant the claim that triage is a relevant dominant principle for prioritizing 

sub-acute patients we at least need to be able to demonstrate that acuteness (risk 

of losing core capabilities) and sub-acuteness are parts of the same continuous 

scale. However, the very fact that triage is a principle designed to prioritize 

patients who are at risk of losing core capabilities appears to disqualify it from 

being used to prioritize patients who are not at risk of losing such capabilities.   

 It seems as if acuteness as well as sub-acuteness constitutes discontinuous 

variables. Sub-acute patients are, by definition, not in direct danger of losing core 

capabilities whereas acute patients, by definition, are in danger of doing so. The 

two variables fall into two natural different categories. Accordingly, it would be a 

category mistake to not only use triage to priority acute ED-patients (and between 

acute and sub-acute patients) but also to use it to priority sub-acute patients. Just 
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like it is a category mistake to use a red color card to prioritize among peopled 

wearing blue or green dresses. 

However, there may be a way of construing an argument that puts acute and sub-

acute patients on the same continuous scale. This argument, I shall call The Same 

Scale Argument. Arguably, sub-acute patients – even though they are not at direct 

risk of losing core capabilities –may be at, what one might call, indirect risk of 

losing such capabilities. The concept of indirect risk would in this context refer to 

something like “if not treated within a certain timeframe, the patient will 

deteriorate to a state where he is at risk of losing core capabilities”. If sub-acute 

patients possess this property of indirect risk of losing core capabilities then all 

ED-patients - acute or sub-acute ones alike -  can seemingly be placed on the 

same continuous scale. At one end of this scale we would have the acute patients 

in direct risk of losing basic capabilities, followed by patients close to this risk 

group, and finally patients who are at indirect risk of deteriorating to become 

members of this risk group if not treated within some time frame.   

Apparently, The Same Scale Argument thus paves the way for justifying current 

practice of using triage to prioritize among sub-acute patients (as well as between 

acute and sub-acute ones). Triaging sub-acute patients then amounts to giving 

priority to those patients who are in most indirect risk of losing core capabilities 

i.e. those who are somehow closest to being at real direct risk of losing these 

capabilities. Just like how height was used as a principle for prioritizing guests in 

a discotheque queue in the example presented above. 

3.2 The non-dominance of triage 

Closer scrutiny, however, reveals that accept of The Same Scale Argument only 

entails accepting that triage (preservation of core capabilities) is relevant to 
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prioritizing sub-acute patients – not that we are justified in using it as a dominant 

principle.  

The reason for this is simple. In cases where patients, at best, only have a very 

abstract indirect risk of losing core capabilities it is not reasonable to prioritize 

solely on the grounds of how close these patients are to losing core capabilities – 

since all these patients are in fact very far from doing so. This means, it is not 

reasonable to ascribe dominance to the principle of preserving core capabilities. 

To illustrate, it is not reasonable to say that a patient who has a sprained arm 

should be prioritized above a patient with a sprained hand solely because the 

former allegedly, in some abstract sense, is closer to losing (more) core 

capabilities than the latter. Rather, in such cases other principles and factors 

(besides protection of core capabilities) like degree of anxiety, perhaps obligations 

towards children in the waiting room, etc. also may be relevant when it comes to 

prioritize which patients to treat first.  

To sum up. The current practice of using triage as a dominant principle for 

prioritizing sub-acute ED-patients faces a problematic dilemma. On the one hand, 

there is a strong argument to be made that triaging sub-acute ED-patients amounts 

to a category mistake. On the other hand, even if one contests this (The Same 

Scale Argument), at best, this only implies that triage (the principle of preserving 

core capabilities) is relevant to prioritizing sub-acute ED-patients as a non-

dominant factor. Either way the current practice of using triage as a dominant 

principle for prioritizing all ED-patients (acute and sub-acute alike) is incoherent.  

Thus, we may conclude that it may be reasonable to accept triage as a dominant 

principle for prioritizing between acute and sub-acute patients as well as among 
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acute patients, but it remains unsettled how to prioritize among sub-acute patients 

(see figure 1 below).  

Figure 1 

?

ED-patients

Triage

Prioritized 
according to 
standard triage 
manuals

Acute patients Sub-acute patients

 

4. How to prioritize sub-acute ED-patients? 

In this section I discuss various answers to the question of how to prioritize 

subacute patients. I begin by discussing queuing but move to arguing that due to 

rational disagreement on priority-setting principles, we need a procedural rather 

than a principled answer to the question. 

4.1 Queuing  

First come, first served may be the first principle that come to mind as candidate 

for a supplement to triage focused on prioritizing among sub-acute patients. The 

argument is that since all sub-acute patients are precisely sub-acute no patients 

within this group possess needs that systematically trump the needs of their fellow 

patients (all needs are non-dominant). In contexts where all have, an equal claim 
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to a good, queuing or "first come, first served" appears to be a fair principle for 

regulating access to the good. Because all needs are equally acute, the difference 

in waiting time becomes a tiebreaker in determining whom to treat first. We give 

priority to the person who, in addition to having a medical need, also has waited 

longer for treatment than the others. 

The situation in EDs can be compared to when passengers wait to go through the 

security check in an airport. Here we use queuing as procedure to regulate access 

because all the passengers wanting to get through have an equal claim to 

accessing the airport - when no one has a greater claim than others to a particular 

good, the fair procedure for regulating access is first come, first served.  

This argument for using queuing, as a dominant principle for prioritizing sub-

acute ED-patients, however rests on two premises: The first one is that medical 

needs, and only medical needs, give rise to claims in EDs. If not only medical 

needs, but also social values like individual responsibility, desert or indirect 

benefits give rise to claims in EDs which sometimes trump (or influence) the 

claims based on medical needs then, a fortiori, the patients are not equal and 

hence should not be treated equally. The second one is that all medical needs of 

sub-acute ED patients are equally acute, and hence give rise to equal claims for 

treatment. However, if some sub-acute ED patients have stronger medical needs 

than others they also have greater claims and hence queuing does not work as 

being the only principle for prioritizing sub-acute ED-patients. 

If one of these premises is rejected, then is not appropriate to treat queuing as a 

dominant principle for prioritizing sub-acute patients in EDs – because then some 

patients have stronger claims for rapid treatment than others. In fact, I believe that 
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neither of these two premises holds. To see why let us begin by returning to the 

example of passengers waiting to go through the security check in an airport.  

Though, we may agree that queuing should be the default principle to use in this 

context many of us will also agree that there may be cases where we should 

exempt from it. For instance, we may be willing to let a person whose plain will 

take off shortly get ahead in the queue – even though we are all passengers we 

acknowledge that this particular passenger possess a stronger need than the rest of 

us because he will miss his plain if we do not let him get ahead in the queue. 

Similarly, we may want to let a stressed-out family with very young crying 

children get ahead in the queue because the burden they carry from standing in 

line is much greater than the burden the rest of us carries.  

Along the same lines, there are cases in EDs where we may want to let patients 

get ahead in the queue for medical treatment among the group of sub-acute 

patients. Consider a situation where the triaging nurse observes that a new coming 

patient is in great pain from a cut in his hand due to a work accident. There is no 

threat to the core capabilities of the man (he is sub-acute) but he is in considerably 

more pain than the other three sub-acute patients who have arrived before him. To 

many, I venture, the fact that the patient is in a state of considerable pain 

constitutes a reason for putting him ahead in the queue for treatment (he has a 

stronger medical need) even though his core capabilities are no more threatened 

than those of his fellow patients. Similarly, we may feel sympathy towards a 

triage nurse who factor in social values and chooses to shorten the waiting time 

for a single parent, who sits in the waiting room with several children he or she 

has to watch simultaneously while waiting for treatment or medical investigation.  
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It is, of course, possible to disagree with the assertion that the examples 

mentioned above constitute reasons for exempting from queuing. However, I do 

believe that the examples show that there are reasonable reasons to oppose 

queuing as dominant priority setting principle in EDs. Even strong advocates of 

the principle would have to agree that it is not unreasonable – though they may 

believe it false to do so – to support exemptions from it. Hence, I conclude by 

stating that it is reasonable to accept queuing as a default principle for prioritizing 

sub-acute patients in EDs but this does not entail accepting it as a dominant 

principle – there may be cases where we on reasonable grounds want to exempt 

from it.  

4.2 Rational disagreement 

The fact that there is a reasonable debate specifically on how to prioritize in EDs 

is a symptom of a broader debate on how to allocate health care resources. Thus, 

to look for solutions to the question as to what constitutes a fair supplement to 

triage, it is important to consider the broader debate on how to prioritize 

healthcare resources. The recent history of this debate reveals that an unresolved 

discussion, as to which distributive principles should govern allocation of health 

care resources, is taking place and that it is unlikely that any resolution will come 

about in the foreseeable future24. The discussion includes the Maximin position 

(the worst off should have priority), the Maximize position (we should give 

priority to whatever treatment produces the greatest net health benefit) and the 

Fairness position (we all have a claim to be treated and if not all needs can be met, 

we should decide by weighted lotteries). Obviously, the various candidate 

principles are potentially incompatible. It will, for instance, not always be possible 

 
24 Daniels, N. (1994). Four Unsolved Rationing Problems. A Challenge. The Hastings Center Report. 24(4), 27-
29. 
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to give priority to the patients in most dire need while simultaneously maximizing 

net health benefit. However, all positions are in their own right plausible. Hence, 

the debate can be characterized as an instance of rational disagreement.  

The fact that no consensus on any ethical first principle exists when it comes to 

how to prioritize healthcare resources poses a real problem to health decision-

makers (like emergency nurses). Health decision-makers operate in real life 

settings where decisions must be made regardless of whether or not there is 

consensus on how to make these decisions. To some, this complexity has led to 

proposing a "muddling through" strategy basically, advocating that decision-

makers make whatever decision they believe to be optimal in the context at 

hand25.  

This runs contrary to studies indicating that ED-patients prefer explicit rationing26 

and procedures for stakeholder involvement and explicit rationing have been 

proposed. Especially, Norman Daniels and Jim Sabin have, in their seminal work 

Setting Limits Fairly, proposed an ingenious solution to the general problem of 

rational disagreement on ethical principles in health care. Here they argue that 

contemporary comprehensive theories of justice are both mutually inconsistent 

(rational disagreement) and too crude to provide practical, detailed guidance as to 

how to prioritize particular treatments and technologies at an institutional level 

(like an emergency department). Instead, they propose to solve the problem of 

rational disagreement by introducing a second-order procedure designed to enable 

 
25 Mechanic, D. (1995). Dilemmas in rationing health care services: the case for implicit rationing. BMJ: 
British Medical Journal. 310(6995), 1655-1659. 

26 Cross, E., Goodacre, S., O’Cathain, A., & Arnold, J. (2005). Rationing in the emergency department: the 
good, the bad, and the unacceptable. Emergency Medicine Journal. 22(3), 171-176. 
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fair compromises when first-order disagreement obtains27. This procedure they 

call The Accountability for Reasonableness Framework (A4R)28. 

4.3 The Real Dialogue Model  

A4R has been applied in, or discussed in relation to, several different settings29 

including clinical ones30 31and has deservedly attracted attention among decision 

makers, health professionals, and scholars involved in bioethics, though also met 

some critique32333435. 

The basic idea of A4R is, in the words one commentator36, to open up the black 

box of prioritizing in order to make it possible for stakeholders to scrutinize, 

discuss and be involved in priority-setting decisions. In this sense, A4R, rests 

upon two claims central to most versions of deliberative democracy. The first 

claim is that norms (or decisions) need to be justified by reasons that "all fair-

 
27 Daniels, N., Accountability for reasonableness: Establishing a fair process for priority setting is easier than 
agreeing on principles. BMJ: British Medical Journal. 321(7272), 1300-1301. 

28 Daniels, N, & Sabin. J. (2002) Setting Limits Fairly. New York: Oxford University Press. 

29 Kapiriri, L., Norheim, O.F., & Martin, D.K. (2009). Fairness and accountability for reasonableness. Do the 
views of priority setting decision makers differ across health systems and levels of decision making? Social 
Science & Medicine. 68(4), 766-773. 

30 Bærøe, K. (2009). Priority-setting in healthcare: a framework for reasonable clinical judgements. Journal 
of medical ethics. 35(8), 488-496. 

31 Gibson, J.L., Martin, D.K., & Singer, P.A. (2005). Priority setting in hospitals: Fairness, inclusiveness, and 
the problem of institutional power differences. Social Science & Medicine. 61(11), 2355-2362. 

32 Rid, A. (2000). Justice and procedure: how does “accountability for reasonableness” result in fair limit-
setting decisions? Journal of medical ethics. 35(1), 12-16. 

33 Lauridsen, S., & Lippert-Rasmussen, K. (2009). Legitimate Allocation of Public Healthcare: Beyond 
Accountability for Reasonableness. Public Health Ethics. 2(1), 59-69. 

34 Friedman, A. (2008). Beyond Accountability for Reasonableness. Bioethics. 22(2), 101-112. 

35 Hasman, A., & Holm, S. (2005). Accountability for Reasonableness: Opening the Black Box of Process. 
Health Care Analysis. 13(4), 261-273. 

36 Ibid 
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minded people can agree are relevant"37, and the second is that "to achieve 

acceptance and compliance, they [the health plans] must bring the subject of the 

decision [the patient] into the enterprise"38.  In sum, decisions should be based on 

reasons that "persons affected by the decisions can recognize as relevant and 

appropriate"39.  These requirements are, moreover, achieved by "connect[ing] 

health-plan decisions to a broader educative and deliberative democratic process" 

where citizens can "challenge them [the decisions] in a thoughtful way"40. 

To summarize, decisions are according to Daniels and Sabin legitimate if they rest 

on reasons acceptable as relevant to all affected by them. While agreeing with this 

ideal, I do believe that critics of A4R are correct in stating that the framework 

fails to require actual participation of stakeholders in decision-making. A4R may 

enable stakeholder involvement but does not require it.  

Instead, I propose what I call The Real Dialogue Model. This model rests on a 

pragmatic version of the so-called discourse or generalizability principle. A 

principle that states that all those affected by the norms should be able to accept 

them as valid in a real free discourse41.  

Now, to philosophers like Jürgen Habermas or Rainer Forst the generalizability 

principle constitutes the core of moral theory i.e. norms are morally permissible if 

and only if they would be accepted in an ideal deliberative process by all those 

 
37 Daniels & Sabin, op. cit. note 28, P. 44 

38 Ibid: P. 52 

39 Ibid: P. 52 

40 Ibid: P. 45 

41 Habermas presents his discourse principle in the following way: "D: Gültig sind genau die 
Handlungsnormen, denen alle möglicherweise Betroffenen als Teilnehmer an rationalen Diskursen 
zustimmen können” Habermas, J. (1997). Faktizität und Geltung. Frankfurt am Main: Suhrkamp Verlag. p. 
138. 
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affected by the norm424344. However, in the present context when discussing how 

to regulate access to emergency care we do not need to adopt a full-blown version 

of the principle. Instead, it suffices to use the ideas behind the generalizability 

principle in a manner like Daniels´ and Sabin´s pragmatic approach to the 

problem of rational disagreement. That is, I do not claim that discourse ethics is 

the correct moral theory compared to other deontological or consequential 

theories. Instead, I propose the considerably more modest idea that when facing 

first order rational disagreement on how to prioritize healthcare resources (e.g. 

how to prioritize among sub-acute ED patients) decisions should be based on 

reasons affected persons have, or could have, accepted as relevant in a real 

deliberative process45.  

4.4 The difference between A4R and The Real Dialogue Model 

The Real Dialogue Model differs in important aspects from A4R by considering 

“the need for greater public involvement” called for by commentators of A4R46. A 

consideration which is on a par with at least one study that indicates that 

involvement of citizens in questions of how to prioritize in EDs is a tenable 

ideal47, though such involvement may not always be simple48.  

 
42 Habermas, J. (1983). Diskursethik - Notizen zu einem Begründungsprogramm. In Moralbewusstsein und 
kommunikatives Handeln. Frankfurt am Main: Suhrkamp Verlag. 

43 Forst, R. (2007). Praktische Vernunft und rechtfertigende Gründe. In Zu Begründung der Moral in das 
Recht auf Rechtfertigung. Frankfurt am Main: Suhrkamp Verlag. 

44 Habermas, op. cit. note 41 

45  

46 Friedman, op. cit. note 34, p. 111 

47 Scuffham, P.A., Moretto, N., Krinks, R., Burton, P., Whitty, J.A., Wilson, A., Fitzgerald, G., Littlejohns, P., & 
Kendall, E. (2016). Engaging the public in healthcare decision-making: results from a Citizens’ Jury on 
emergency care services. Emergency Medicine Journal. 33, 782–788. 
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Daniels and Sabin believe that it suffices, for a decision to be fair or legitimate, 

that the rationale for the decision is made explicit, that it rests on relevant grounds 

and that those influenced by it can make complaints and try to alter it. The 

decisions are, however, to be made by experts.  

The Real Dialogue Model is different. According to this model decisions should 

rest on principles de facto discussed and accepted by those influenced by the 

decision – patients, citizens and experts alike. 

Of course, not all affected individuals can be involved in the specific decision-

making processes on how to prioritize sub-acute patients as it plays out in e.g. a 

citizen jury. However, by opening the decision-making process to stakeholders, 

principles can be contested and discussed in a general societal discourse open to 

all stakeholders on how to prioritize sub-acute patients. The Real Dialogue Model 

hence promotes rational priority-setting on two levels. First, principles for 

prioritizing rest on moral and clinical reasons discussed by and acceptable to all 

relevant stakeholder groups – since they have been decided upon in a process 

where all these groups have been present. Second, by opening the decision-

making process to a general societal discourse on principles, these principles can 

be contested and revised due to moral and clinical reasons brought forth in the 

general deliberation in society. 

The Real Dialogue Model directly incorporates the deliberative democracy ideal 

of legitimacy as the product of discussion among free and equal individuals which 

also underlies A4R - i.e. the idea of self-determination or self-legislation. First, 

The Real Dialogue Model states that those subject to the norms regulating EDs 

 
48 Safaei, J. (2015). Deliberative democracy in health care: current challenges and future prospects. Journal 
of Healthcare Leadership. 7, 123-136. 
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(patients and health professionals) also should participate in deciding upon them. 

In effect, the persons governed by norms in EDs are also the authors of these 

norms and hereby they are autonomous. Second, by requiring institutional 

decision-making to be based on a real deliberative process the model becomes a 

coherent part of deliberative democracy. Decisions are – in contradistinction to 

A4R - directly a product of democratic decision-making and as such they can also 

be taken up by other fora in democratic debate e.g. by patient associations, clinical 

societies etc.  

Finally, in a real dialogue, it is possible for those affected by decisions, to 

deliberate cases and dilemmas typically experienced by clinicians in the EDs. 

Some clinicians may be inclined to give priority to children while others believe 

we all should be treated alike.  These intuitions can be rationally scrutinized in a 

real discussion and the reasons underlying them can be turned and decisions can 

be made in cooperation with patients, citizens and other relevant stakeholders. In 

this way, more perspectives and thus more relevant considerations and 

information will be part of the decision-making process in The Real Dialogue 

Model than in the A4R framework.  

4.5 The Real Dialogue Model and clinical decision-making 

The important question remains of how The Real Dialogue Model can be used in 

an ED real-life setting. In the previous sections I have argued that decisions made 

in accordance with The Real Dialogue Model are fair, however, for a model of 

prioritization to be practical applicable it also needs to be efficient. The model 

must be capable of addressing the complex needs of health professionals and 

patients in EDs. I shall briefly discuss three possible suggestions as to how 

fairness and efficiency can be reconciled in The Real Dialogue Model, so it can be 

operational to actual ED priority-setting. 
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4.5.1 Restriction 

The first suggestion is focused on reducing complexity. The task of The Real 

Dialogue is limited to justifying a single principle for prioritizing subacute 

patients. Stakeholders in the real dialogue may e.g. decide that waiting time 

should be the dominant principle for prioritizing subacute patients.  

This would arguably be both a fair and efficient way to deal with the problem. 

Fair because the priority-setting principle has been decided in a fair procedure and 

efficient because health professionals easily can use waiting time to make 

priority-decisions. However, the scenario may not be the most likely result of a 

real dialogue. As previously argued there are other values and principles 

stakeholders in The Real Dialogue Model plausibly may want to consider in the 

prioritization of subacute patients.  

4.5.2 Using manuals 

Instead of trying to reduce the complexity one could try to tame it by designing a 

manual for how various needs should be prioritized. The manual could e.g. state 

that "anxiety" and “pain” are the only needs that allows for exemptions to 

queuing. Anxiety and pain can be scored on scales (say, the 1-10 Anxiety Scale 

and the 1- 10 Pain Scale). The manual could then state that scores above 5 allows 

for exemption to queuing.  

However, patients are often burdened in more dimensions and the severity of the 

burdens also vary. To illustrate: A patient may score 10 on the anxiety scale while 

another scores 6 on both the anxiety and pain scale. How should we prioritize? 

Maybe we could make a new rule for this. But if we want to include more 

principles – like, say special consideration to children - in the priority-setting 
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process, things quickly become even more complex. Likely, the priority situation 

will rapidly become so complex that a manualized approach will be extremely 

bureaucratic and not efficient.  

4.5.3 Clinical discretion 

The final suggestion is to embrace the complexity of needs in EDs. To efficiently 

deal with complexity we may need to reconsider the division of labor between 

The Real Model and the health professionals who make the actual decisions. 

According to this suggestion stakeholders in the real dialogue are restricted to 

designing a backdrop catalogue of principles, which doctors and nurses then, in 

the prioritization process, subsequently apply to specific patient cases. In the real 

dialogue, it will be determined whether e.g. it is relevant to take social values into 

account (may we e.g. give priority to the single parent), should we, at least 

sometimes, give priority to very anxious patients, should we, at least sometimes, 

give priority to e.g. children etc. However, how to weigh the values, which are 

found to be relevant to priority setting in the real dialogue, befalls upon the health 

professionals i.e. typically the nurses (see figure 2).  
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Acute patients Sub-acute patients

Discussion and justification of 
midlevel principles by stake 
holders in e.g. a citizen jury

 

This approach has a practical advantage over both the restricted and the 

manualized approach since it efficiently deals with complexity. Midlevel 

principles are chosen in e.g. a citizen jury and health professionals can use their 

clinical discretion and apply them in their clinical practice.  

Decisions made by health professionals will, however, not be fair in the same 

sense as decisions made in accordance with respectively the restricted and the 

manualized approach. In both these cases priority-setting decisions are the direct 

outcome of a fair procedure - the clinical priority-setting process is limited to 

applying general moral principles to specific cases.  

The clinical discretion approach is different because here health professionals 

must weigh moral principles against each other to find the line of moral reasoning 

most appropriate to the priority-setting situation at hand.  

Notwithstanding, there may be reasons why priority-setting made in this manner 

nonetheless is fair. First, it is important to notice that the discretion of the health 
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professional is constrained. She is not free to make just any decision but must 

make decisions in accordance with principles agreed upon in the real dialogue. If 

stakeholders in a real dialogue have decided that anxiety is not relevant to ED 

priority-setting, no matter how anxious a patient is, she cannot give priority to this 

patient on grounds of her anxiety.  Secondly, she is mandated to make decisions 

by the stakeholders in the real dialogue. Like we as citizens defer decision-making 

autonomy to e.g. politicians, such autonomy has also been deferred to the health 

professionals. This means that their decisions are legitimate. Thirdly, ideally there 

will be a feedback loop between ED health professionals and the stakeholders in 

the real dialogue so that cases and principles regularly can be discussed. This will 

assure that the priority decisions of the health professionals are aligned with and 

express the intentions of the stakeholders in the real dialogue. 

Each of the three surveyed approaches has its own distinctive advantages and 

shortcomings and it is partly an empirical question which approach is optimal 

since it depends upon how complex the priority-setting situation is. The restricted 

and the manualized approaches can fairly and efficiently prioritize subacute 

patients in simple but not complex priority-setting situations. In comparison, the 

clinical discretion approach is better suited to efficiently prioritize subacute 

patients in complex situations but may imply a trade-off regarding fairness.  

5. Conclusion 

In this paper I have argued that the current use of triage is suboptimal and needs to 

be supplemented.  To justify this claim I have first shown how contemporary 

triage is based on a principle of preserving patients´ core capabilities. Secondly, I 

argued that this principle is relevant when it comes to prioritizing acute patients 

before sub-acute ones – but not for prioritizing among sub-acute patients. Thirdly, 

I proposed to supplement triage, in a two-tier model, with The Real Dialogue 
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Model as a framework which enables fair prioritizing among sub-acute patients. 

Finally, I have shown that this model can be made operational to actual real-life 

prioritization in an at least three different ways.   

 

 

 

 

 

 

 

 

 

Figure legends 
 

Figure 1 The dilemma of prioritizing ED-patients 
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Figure 2 The Real Dialogue Model 
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