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Abstract
In principle, all patients deserve to receive optimal medical treatment equally. However, in situations in which there is scarcity 
of time or resources, medical treatment must be prioritized based on a triage. The conventional guidelines of medical triage 
mandate that treatment should be provided based solely on medical necessity regardless of any non-medical value-oriented 
considerations (“worst-first”). This study empirically examined the influence of value-oriented considerations on medical 
triage decision–making. Participants were asked to prioritize medical treatment relating to four case scenarios of an emer-
gency situation resulting from a car collision. The cases differ by situational characteristics pertaining to the at-fault driver, 
which were related to culpability attribution.
In three case scenarios most participants gave priority to the most severely injured individual, unless the less severely injured 
individual was their brother. Nevertheless, in the aftermath of a vehicle-ramming terror attack most participants prioritized 
the less severely injured individual (“victim-first”).
Our findings indicate that when caregivers are presented with concrete highly conflictual triage situations their choices may 
be based on value-oriented considerations related to contextual characteristics of the emergency situation. Philosophical and 
practical ramifications of our findings are discussed.
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Introduction

Under optimal conditions, all patients have an equal right 
to medical care. Nevertheless, limited medical resources in 
emergency situations, mass disaster and epidemics, neces-
sitate priority setting, or medical triage (Christian et al. 
2006). Scanty public medical resources should be distrib-
uted prudently, effectively, in a just and fair manner (Hart-
man 2003; Sztajnkrycer et al. 2006; Moskop and Iserson 

2007; Beauchamp and Childress 2012). Therefore, triage 
is inherently associated with ethical challenges (Domres 
et al. 2001; Burkle and Burkle 2015; American College of 
Emergency Physicians 2017). The COVID-19 epidemic has 
brought forth ethical challenges related to triage (Emanuel 
et al. 2020; Truog et al. 2020), including their psychological 
burden (Greenberg et al. 2020; Rosenbaum 2020).

From a medical perspective, common triage determinants 
include type of injury, illness severity and subsequent pros-
pects of recovery. Utilitarian reasoning indicates that treat-
ment will be restricted to patients who have a reasonable 
chance to survive. Thus, after separating out the moribund 
patients, the conventional “worst-first” approach holds that 
treatment should be provided impartially according to the 
urgency of the need for care, namely, those with the most 
serious condition will be treated first. Nevertheless, differ-
ent triage policies may be applied to different domains. For 
example, Disaster triage refers to situations in which medi-
cal resources become extremely rare. Under this condition, 
caregivers are required to allocate the very limited resources 
at their disposal maximizing the utility gained by the use of 
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those resources, regardless of other principles such as equal-
ity or the rights of the patients (Wagner and Dahnke 2015). 
In military settings, utilitarian considerations may overcome 
egalitarianism, thus dictating that combat soldiers will be 
treated before civilians, and certainly before enemy soldiers, 
regardless of the severity of their injury (Swan and Swan 
1996; Sidel and Levy 2003; Task Force on Quality Control 
of Disaster Management 2003; Allhoff 2008). Battlefield 
medicine originally was an extreme version of utilitarian-
ism as it did not aim to save the most lives but to gain the 
most utility in the combat situation (Baker and Strosberg 
1992). The justification for sending wounded soldiers back 
to the frontlines as soon as possible stemmed from the desire 
to achieve victory at the cost of losing lives. During the 
COVID-19 pandemic, Italy issued new utilitarian-oriented 
triage guidelines that prioritize the allocation of resources 
to patients that are more likely to be discharged after a short 
period of time (Vergano et al. 2020). The utilitarian patterns 
of emergency triage may lead to ignoring moral principles 
such as patient rights and equality and thus create long-term 
emotional distress among triage nurses (Wagner and Dahnke 
2015).

Utilitarian reasoning may be quantitative or qualitative 
oriented, namely focusing on saving the most lives possi-
ble or as saving the lives that are considered most useful to 
society (Baker and Strosberg 1992). However, from deon-
tological and egalitarian perspectives, all individual have 
equal rights that should not be violated even for the collec-
tive benefit of the society (Rawls 1971, p. 28).

Justice-oriented perspectives on resource allocations may 
focus on actions or properties of those in need of scarce 
resources. Basically, the just desert approach holds that 
wrongdoing must be balanced by a punishment propor-
tionate to the moral wrong committed (Kant 1952/1790, p. 
446). Thus, medical personnel who are exposed to informa-
tion indicating that a patient is involved in illicit activity 
may seek to punish the offender based on justice concerns 
(Carlsmith, Darley and Robinson 2002). At the same time, a 
desert-based justice approach that aims at rewarding agents 
based on prior activity (Feinberg 1970) may lead to prioritiz-
ing the medical treatment of a virtuous person.

While the clinical, ethical and policy related dimen-
sions of medical triage have been extensively discussed in 
the literature (Society of Academic Emergency Medicine 
Ethics Committee 1995; Robertson-Steel 2006; Iserson 
and Moskop 2007; Moskop and Iserson 2007; Bodansky 
2009; Mackway-Jones et al. 2013), empirical research is 
scarce pertaining to “real life”, intuitive perception, opin-
ions and attitudes of health care providers concerning tri-
age. Previous work on moral judgments in life-and-death 
decision–making contexts, showed people are affected by 
emotions, cognitions and worldviews, when faced with a 
moral dilemma. For instance, prioritizing older children over 

young children, that appears to be driven by their having had 
more invested in their lives, their better developed social 
relations, and their greater understanding of death (Goodwin 
and Landy 2014), or when prioritizing family over strangers 
which shows the importance of special obligations in the 
structure of moral judgment (McManus et al. 2020). Sev-
eral studies have aimed at identifying factors that affect tri-
age decision–making (Garrouste-Orgeas et al. 2003; Chung 
2005; Göransson et al. 2008; Klein et al. 2016; Gopalan and 
Pershad 2019), mostly focusing on patient, caregivers and 
environmental measures (such as patient condition severity, 
caregiver level of experience and bed availability), or on 
assessing triage protocol implementation (Considine et al. 
2007; Sapp et al. 2010; Hegazy et al. 2012).

Very few studies have examined caregivers’ attitudes to 
ethical issues arising from complex triage situations (Vin-
cent 1990). In this context, Vincent indicated the difference 
between what a physician actually does and what he or she 
believes should be done with regard to various ethical ques-
tions (Vincent 1999).

The lack of empirical studies of this sort is quite surpris-
ing. In highly emotionally charged emergency situations, 
when medical teams in the field are in turmoil, triage deci-
sions may be guided, at least in part, by moral intuition, 
especially if guidelines are not clear or they are perceived 
as inappropriate. Moreover, empirical data that highlights 
the important role of affect-based intuitions in the genera-
tion of moral judgment and reasoning (Haidt 2001; Sinnott-
Armstrong et al. 2010) further raise the need for empirical 
study on real-life triage decision–making by caregivers. It is 
essential to determine whether there is a disparity between 
accepted triage rules and caregivers’ moral intuitions regard-
ing treatment allocation. An ideal test case for such potential 
disparity may be related to emotionally provoking conten-
tious triage situations.

Human‑caused medical emergencies

As a general rule, triage is expected to be applied exclusively 
based on medical necessity (“worst-first”), leaving aside any 
value judgments pertaining to patients’ personal character-
istics or to the context of the situation. According to this 
approach, all medical emergencies are equal. Thus, any 
details concerning the identity of those injured or the cause 
of the situation (e.g. a terrorist attack, car accident, or a natu-
ral disaster) should be irrelevant. Caregivers are expected to 
provide treatment as if there were operating behind a veil of 
ignorance that keeps them blind to contextual circumstances 
and their own worldviews, which may unjustifiably bias their 
judgement (Rawls 1971).

Should triage remain blind under all circumstances with 
no exception?
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This question has previously been hotly debated regard-
ing the aftermath of terrorist attacks where both terrorists 
and their victims require emergency medical care (Kipnis 
2003; Gold and Strous 2017a; Lederman and Voo 2019). 
The dilemma is whether badly injured victims should be 
prioritized in receiving medical treatment, even if the ter-
rorist who caused their injuries suffers from a more severe 
condition (i.e., worst-first or victim-first).

Why should the terrorist-triage dilemma seem to be more 
contentious than other triage situations? Blame attribution 
theory may provide an answer, at least partially (Heider 
1958; Kelley 1967; Kelley and Michela 1980; Alicke 2000; 
Nadelhoffer 2006; Gold 2011).

Human cognitive and emotional reactions to events and 
behaviors are based on causality-related interpretations 
(Sperber et al. 1996). Blame or culpability attribution is 
influenced by relatively unconscious, spontaneous evalua-
tions which are affective reactions to the harmful event and 
the people involved (Alicke 2000). Culpability evaluations 
relating to agents and actions, among other components, 
include perceptions concerning causation, intentions, fore-
sight and self-control. In harmful situations in which agents’ 
behavior is perceived as internally-controlled and driven by 
premeditated negative or destructive intention and moti-
vation, blame attribution seems to intensify (Knobe et al. 
2012). Conversely, constraints on the at-fault agent, where 
he or she is perceived as externally-controlled, potentially 
mitigate blame. Thus, a person who acts accidentally or 
unconsciously, is perceived as less blameworthy.

Given the above, it seems reasonable to assume, that spe-
cific human-caused medical emergency events, as opposed 
to a natural disaster, may provoke varying emotional reac-
tions. Thus, in situations in which an agent is held responsi-
ble for the injury of himself and others, by-standers may be 
inclined to “owngrade” his or her priority for medical treat-
ment due to unconscious retributive or punitive intuitions. 
Given the high level of hostility and rage that is generated by 
terror (Huet et al. 2019), it is not surprising that the terror-
triage dilemma elicits such heated controversy.

Triage decision–making by caregivers

This study is a survey of caregivers’ opinions and views 
about triage in ethically challenging situations. At the same 
time, the study intends to illuminate the decision–making 
process that underlies caregivers’ attitudes and opinions 
about triage, and more specifically, the influence of value-
oriented considerations related to culpability on medical 
triage.

Based on the aforementioned reasoning, we developed 
a questionnaire presenting four medical emergency case 
scenarios that necessitate the urgent allocation of medical 
treatment.

In all four case scenarios, the emergency situation resulted 
from a car collision. Both the driver who caused the collision 
and an individual in another car were in need of emergency 
medical treatment. The driver responsible for the collision was 
in the worst medical condition. The outcome of the accident, 
in terms of casualties, was similar with regard to all four cases 
(two dead children in addition to the injured individual in the 
other car).

In order to study the role of value-oriented considerations 
on medical triage decision–making process, a “culpability gra-
dient” was built. Namely, the characteristics pertaining to the 
at-fault driver differ for each of the four cases in a manner that 
had been hypothesized to modify the culpability attribution, 
as follows:

In the first case scenario, the offending driver was pre-
sented as a terrorist who committed a “car-ramming” 
attack. The second case referred to a drunk driver, and 
the third case to a driver who suffered from a sudden loss 
of consciousness. The selection of these three charac-
ter-types was based on the assumption that the terrorist, 
who acts willingly and intentionally with clear moti-
vation to harm others, will be morally perceived more 
negatively than the drunk driver, whose behavior would 
be regarded as being negligent but not malicious. Like-
wise, we assumed that the driver who lost conscious-
ness (fully externally-controlled) will be perceived as 
the least blameworthy in comparison to the terrorist and 
the drunk driver.

In addition to these three character-types, we were curi-
ous to investigate whether a positive, altruistic intention of an 
agent may play a mitigating role in terms of culpability for the 
collision, and if so, what would be its influence on the deci-
sion–making process regarding the medical triage. Therefore, 
the fourth case scenario referred to a first-responder volunteer 
driver who caused a collision while he was on his way to pro-
vide medical assistance.

After the presentation of each case-scenario separately, the 
subjects were asked to answer several questions related to the 
medical triage of the driver and the other individual (as will 
be detailed in the next section). Since the driver responsible 
for the collision was in the worst medical condition in all four 
case scenarios, according to the conventional “worst-first” 
approach, in all four cases, the at-fault driver should have 
been selected to be treated first. Thus, any different priority 
setting would negate the “worst-first” approach and may reflect 
contextual adjustments to triage based on value-oriented 
considerations.
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Method

Tools

A self-administered questionnaire was specifically 
designed for this research by the authors. It was reviewed 
by experienced colleagues. The final version reflected their 
comments. The questionnaire consisted of three sections: 
(a) Demographics (gender, age, religion, religiosity, politi-
cal orientation); (b) Four separate sections of case sce-
narios followed by triage-related questions (c) A question 
relating to the perceived triage priorities with regard to 
each case according to medical ethics rules.

In section (b), following each case scenario (as mentioned 
above), the subjects were asked to make a choice who should 
be treated first—the at-fault driver who was injured very 
severely but his life can be saved by immediate medical 
treatment or the individual in the other car who was severely 
injured and unless he receives treatment there is a potential 
danger to his life, albeit at a lower level of urgency in com-
parison to the life-threating condition of the at-fault driver.

For each scenario the participants were asked the fol-
lowing: (1) According to your conscience and worldview, 
who should be treated first?; (2) If you were the physician 
at the scene who would you treat first?; (3) Who do you 
think most physicians in your country would have treated 
first?; (4) If you were the physician at the scene, and found 
out that the other injured individual (i.e., the less severely 
injured) is your brother, who would you treat first?

The participants provided their answers on a categorical 
scale. This scale reflected both their choice relating to the 
identity of the individual who should be treated first, and 
the level of certainty they felt with regard to their choice, as 
follows: “absolutely sure”, “sure”, “probably”, or “possibly” 
that priority should be given to the at-fault driver (e.g. ter-
rorist/drunk/unconscious/first-aid volunteer driver, accord-
ing to the “worst-first” approach), or “absolutely sure”, 
“sure”, “probably”, “possibly” that priority should be given 
to the individual in the other car (i.e., “victim-first”).

In order to neutralize any order-of-presentation bias, 
the four case scenarios were presented in a randomized 
reversed manner (i.e., either terrorist, drunk, unconscious, 
first-aid volunteer or first-aid volunteer, unconscious, 
drunk, terrorist).

The final question for each case scenario section was: 
in your opinion, should the medical triage in this case 
be determined by the conscience and worldview of the 
caregiver at the scene? Subjects graded their answer on a 
four-option categorical scale, ranging from: “there is no 
place for determining the triage based on the caregiver’s 
conscience and worldview”, to “the triage should be made 
solely based on the caregiver’s conscience and worldview”.

After answering all the questions relating to each case 
scenario (section), subjects could not reverse or change their 
responses.

Section (c) included a question that referred separately to 
the four case scenarios: “According to the rules of medical 
ethics, who should be treated first?”. In order to neutral-
ize any response bias to this question, it was presented last, 
after all case scenarios had been presented and answered. 
Participants rated medical priority for each case scenario 
on the same categorical scale that was presented above with 
regard to section (b).

Participants

Data was collected voluntarily from one hundred and eighty-
two nursing students at the Nursing Department of a uni-
versity in Israel. The inclusion criteria were students who 
attended class, consented to study participation, signed the 
informed consent form and completed the questionnaire. 
Exclusion criteria were students who did not wish to partici-
pate or did not sign the consent form. In addition, data from 
participants who did not respond to more than one question 
were removed. One hundred and twenty-two respondents 
who approved the informed consent form and completed 
the questionnaire were included in the final sample. Among 
them, eighty-three were registered nurses in advanced train-
ing or MA studies, thirty-nine were third-year BA nursing 
students. Most of the subjects were females (90.3%) and 

Table 1   Demographic data

Characteristics (N = 122) Frequency

Sex 9.7%-Male
90.3%-Female

Religion 83%-Jewish
10%-Muslim
3.3%-Christian
1.7%-Other

Religiosity 53.3%-Secular
26.7%-Traditional
19.2%-Religious
0.8%-Other

Political orientation 41.8%-Right
28.7%-Left
15.5%-Center
14%-Other



217When do caregivers ignore the veil of ignorance? An empirical study on medical triage decision–…

1 3

Jewish (83%). The mean age was 31.3 (SD = 8.13) [demo-
graphics are presented in Table 1].1

The link to the survey was given to the participants in 
each class during the final 15 min of the lesson. Most partici-
pants completed it within 12–15 min. This was done on four 
occasions between April 2019 and November 2019.

Procedure

Data was collected using the Qualtrics online platform soft-
ware, Copyright © 2019 Qualtrics, Provo, UT, USA. https​
://www.qualt​rics.com.

Ethical considerations

The university’s ethics committee approved the question-
naire. Informed consent forms were signed anonymously 
by the participants.

Data analysis

Data was analyzed using SPSS v. 25 (IBM, USA) and tables 
and graphs were prepared using Excel 2016 MSO (Microsoft 
Corporation, USA). Descriptive statistics were performed to 
examine in-group differences. Frequency analysis were per-
formed to examine between-group differences with regards 
to demographic characters and research variables.

Results

Between subjects analysis

No significant differences relating to medical priority deci-
sions were found between subjects with regard to a particular 
group (e.g. BA vs. MA students), including their religious 
background. Thus, further analysis was performed on all 
subjects as one group.

Different priority setting between scenarios

Most participants gave medical priority to the most severely 
injured, the at-fault driver, (“worst-first”) except for the ter-
rorist case scenario, when they responded to the most prac-
tical question: “If you were the physician at the scene who 
would you treat first?”, as shown in Fig. 1.

The percentage of participants who prioritized the most 
severely injured at-fault driver (“worst-first”) with regard 
to the abovementioned question followed the subsequent 
order: terrorist (41%), drunk driver (68%), unconscious 
driver (91%) and the first aid volunteer driver (90.2%). A 
similar increasing pattern was found with regard to pres-
ence of a high level of certainty (i.e., “absolutely sure” or 
“sure”) relating to the decision to prioritize the most severely 
injured at-fault driver, as follows: 28% high level of certainty 
in the case of the terrorist at-fault driver, 47% high level of 
certainty for the drunk, 63.1% for the first aid volunteer and 
the 60.9% for the driver who suddenly lost consciousness. 
Nevertheless, when participants responded to the questions: 
“Who do you think most physicians in your country would 
have treated first?” and “Who should be prioritized based on 
medical ethics rules”? the majority of the participants gave 
medical priority to the most severely injured at-fault driver, 
including for the terrorist case scenario. With regard to all 

Fig. 1   Percentage of treat-
ment priority given to the most 
severely injured for the four 
case scenarios

1  No association was found between participants’ religiosity and the 
medical treatment priority made by them using a Chi-Square test (all 
p’s > .10).

https://www.qualtrics.com
https://www.qualtrics.com
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four case scenarios, medical priority was given to the least 
severely injured other individual (“victim-first”) when par-
ticipants were asked what their first medical priority would 
be if that other individual was found to be their brother.

Different priority setting within scenarios

Data pertaining to participants’ medical priority for all sce-
narios is shown in Table 2.

Terrorist scenario

Participants demonstrated variability with regard to the 
medical treatment priority that should be given to the 
most severely injured terrorist at-fault driver, when they 
responded to questions relating to different determinants, 
as shown in Fig. 2.

When participants were asked to prioritize medical treat-
ment based on their conscience and worldview, only 30.3% 
gave first priority to the terrorist at-fault driver. However, 

Table 2   Medical treatment priority for all four case scenarios

Scenario ques-
tion

Terrorist Drunk Unconscious Volunteer

At-fault driver The other 
individual

At fault driver The other 
individual

At fault driver The other 
individual

At-fault driver The other 
individual

Priority based 
on your 
conscience

(N = 37)
30.3%

(N = 85)
69.7%

(N = 66)
54.1%

(N = 56)
45.9%

(N = 114)
93.4%

(N = 8)
6.6%

(N = 109)
89.3%

(N = 13)
10.7%

Priority if you 
were the 
physician at 
the scene

(N = 50)
41%

(N = 72)
59%

(N = 83)
68%

(N = 39)
32%

(N = 111)
91%

(N = 11)
9%

(N = 110) 
90.2%

(N = 12)
9.8%

Priority by 
most physi-
cians

(N = 67) 
54.9%

(N = 55)
45.1%

(N = 94)
77%

(N = 28)
23%

(N = 112)
91.8%

(N = 10)
8.2%

(N = 108) 
89.3%

(N = 13)
10.7%

Priority if 
the other 
individual is 
your brother

(N = 13)
10.7%

(N = 109)
89.3%

(N = 19)
15.6%

(N = 103)
84.4%

(N = 43)
35.2%

(N = 79)
64.8%

(N = 31)
25.4%

(N = 91)
74.6%

Priority based 
on medical 
ethics rules

(N = 87)
71.3%

(N = 35)
28.7%

(N = 95)
77.9%

(N = 27)
22.1%

(N = 111)
91%

(N = 11)
9%

(N = 109)
89.3%

(N = 13)
10.7%

Fig. 2   Priority given to terrorist 
at-fault driver based on varying 
determinants and decision level 
of certainty
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when they were asked what they would have done if they 
were the physician at the scene, 41% gave first priority to the 
terrorist causing the collision. The majority of the partici-
pants gave first priority to the terrorist at-fault driver when 
they were asked to estimate who most physicians in their 
country would have prioritized (55.2%) and who should be 
prioritized based on medical ethics rules (71.3%). First pri-
ority to be given to the terrorist at-fault driver was lowest 
(10.7%) when respondents referred to a hypothetical situa-
tion in which the less severely injured individual was their 
brother. Most participants who prioritized the terrorist at-
fault driver for each of the abovementioned determinants, 
rated their decision with low level of certainty, except for the 
question referring to the priority that should be given based 
on medical ethics rules.

In order to highlight the pattern of participants’ responses 
relating to the terrorist causing the collision, it would be 
useful to compare these responses to the data relating to a 
different case scenario.

Unconscious driver scenario

Compared to the terrorist scenario, a different pattern of 
responses was found with regard to the driver who lost con-
sciousness, as shown in Fig. 3.

In this case, there were no notable differences between 
participants’ priority setting based on different determi-
nants. The vast majority of participants prioritized the most 
severely injured unconscious at-fault driver based on their 
conscience and worldview (93.4%) and on medical ethics 
rules (91%), if they were the doctor at the scene (91%), and 
they estimated that most physicians at their country would 
have made the same decision (91.8%). Nevertheless, similar 

to all four case scenarios, medical priority was given to the 
least severely injured other individual when participants 
were asked what their first medical priority would have been 
if that other individual was found to be their brother. Nota-
bly, the highest percentage (35.2%) of giving first medical 
priority to the at-fault driver when the other less severely 
injured individual was presented as “your brother”, was 
given to the driver who lost consciousness (as shown in 
Table 2).

In contrast to findings with regard to the terrorist sce-
nario, most participants who prioritized the unconscious at-
fault driver, rated their decision with high level of certainty, 
except for the scenario in which the other less severely 
injured individual was presented as their brother.

Of note, the pattern of responses relating to the uncon-
scious and first-responder volunteer case scenarios was quite 
similar (as shown in Table 2).

Between‑group differences—Demographic 
characters and research variables

Terrorist scenario

The number of participants who rated their decision with 
high level of certainty relating to the terrorist at-fault driver 
scenario (either prioritizing the terrorist causing the colli-
sion or the other individual) was measured and compared 
with their self-reported political leanings.

Out of 42 participants who demonstrated high level of 
certainty relating to their decision to prioritize the least 
severely injured other individual (“victim-first”) if they 
were the doctor at the scene, 22 identified as politically right 
wing, and 3 as left wing (the rest of the respondents defined 

Fig. 3   Priority given to uncon-
scious at-fault driver based on 
varying determinants and deci-
sion level of certainty
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themselves as either “center” (13) or “other”(4). Conversely, 
out of 13 participants who demonstrate high level of cer-
tainty that they would have medically prioritized the terrorist 
driver if they were the doctor at the scene (“worst-first”), 
2 identified as politically right wing, and 6 as left wing 
(“center” 1, “other” 4). Although these numbers are low in 
terms of statistical analysis, it seems relevant to descriptively 
highlight these findings.

Of note, 71.4% of those who prioritized the other less 
severely injured individual (victim-first) with a high level of 
certainty expressed the view that caregivers’ conscience and 
worldview should have a significant role in this triage deci-
sion. However, none of the participants who demonstrated a 
high level of certainty regarding the choice to prioritize the 
terrorist causing the collision held the view that caregivers’ 
conscience and worldview should play a significant role in 
the triage decision.

Discussion

This study focused on caregivers’ attitudes relating to medi-
cal triage, with special emphasis on the implementation of 
the conventional “worst-first” principle in various human-
caused medical emergencies. We tested the hypothesis that 
triage preferences will be influenced by different degrees 
of culpability attribution towards the most severely injured 
individual (in our case, the at-fault driver). This study con-
tributes to the limited data specifically targeting the deci-
sion–making process of caregivers’ attitudes to triage. To the 
best of our knowledge, it is the first study that empirically 
examines the attitudes of caregivers to highly challenging 
triage situations, and the first to suggest the relevance of 
blame attribution perceptions to medical treatment priority 
setting.

The participants in our study were asked to provide a 
choice between two options, two severely injured individu-
als, as if they were the physician at the scene. In general, the 
moral dilemma in triage, as opposed to other morally chal-
lenging conflicts, does not involve the choice between good 
and bad action, but rather, a choice between two options 
that both are good in essence – providing treatment to an 
injured individual.

Indeed, in most real-life medical triage situations, first-
aid responders are operating behind an epistemic veil of 
ignorance relating to the contextual circumstances of the 
emergency situation, simply because they arrive at the scene 
without knowing all the circumstances that have led to the 
emergency event. However, as it may actually happen in 
some situations (Gold and Strous 2017b), our participants 
were asked to set medical priority after the epistemic veil of 
ignorance has been removed and the specific circumstances 
that had led to the emergency situation were revealed.

Our main findings show that overall the “worst-first” 
approach was applied with regard to most scenarios. How-
ever, in highly conflictual situations, the context of the emer-
gency situation and personal characteristics relating to the 
injured individuals in the scene affected the priority setting 
of medical treatment and led to a deviation from the “worst-
first” principle.

Most participants (59%) gave priority to the less severely 
injured individual (“victim-first”) had they been the phy-
sician at the scene in the aftermath of a vehicle-ramming 
terror attack, in spite of the fact that the terrorist had been 
injured more severely. At the same time, most participants 
(71.3%) acknowledged that the priority based on medical 
ethics rules mandates that the most severely injured terror-
ist would be treated first. In addition, the majority of the 
respondents (54.9%) estimated that most physicians in their 
country would have prioritized the most severely injured 
terrorist. Thus, it seems that participants’ “real life” priority-
setting relating to this case scenario (“had they been the phy-
sician at the scene”) was influenced by conflicting personal 
moral intuitions and perceptions (69.7% prioritized the other 
less severely injured individual based on their conscience 
and worldview).

In addition, with regard to all four case scenarios, the 
majority of the participants, however not all, reported that 
in a “real life” situation (“had they been the physician at 
the scene”) they would have treated first their brother even 
though he would not have been the most severely injured 
individual in the scene.

Our findings also suggest that culpability attribution 
perceptions relating to the most severely injured individ-
ual may affect caregivers’ triage decision-making process. 
When participants responded to the question: “If you were 
the physician at the scene who would you treat first?”, their 
likelihood to prioritize the most severely injured at-fault 
driver and their level of certainty relating to this decision 
were inversely connected to the “culpability gradient” (ter-
ror < drunk < unconscious). Namely, the percentage of 
participants who prioritized the most severely injured at-
fault driver demonstrate the following pattern: terrorist 41%; 
drunk 68%; unconscious 91% (with 28%, 47%, and 63.1% 
high level of certainty, accordingly).

Our results highlight a disparity that exits between con-
ventional triage principles (“worst-first”) and “real life” car-
egivers’ attitudes in highly conflictual situations, as follows.

According to the “worst-first” approach:

(P1) A triage related to patients who all have a chance to 
survive should be determined solely based on medical 
necessity.
(P2) In the terror-triage case-scenario the injured at-
fault terrorist has a chance to survive and he is the most 
severely injured patient.
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Therefore, (C) the at-fault terrorist should receive treat-
ment first.

However, the majority of the participants in our study 
seemed to hold the following decision–making process:

(P1) Triage related to patients who all have a chance to 
survive should be determined solely based on medical 
necessity, except in rare circumstances.
(P2) The terror-triage situation, in which the most 
severely injured individual is the at-fault terrorist and 
there is also a severely injured victim, is a rare circum-
stance.
Therefore, (C) the victim should receive treatment first.

In addition, contrary to the “worst-first” approach, the 
majority of our participants seemed to adhere to the follow-
ing decision–making process:

(P1) Triage related to patients who all have a chance to 
survive should be determined solely based on medical 
necessity, except in rare circumstances.
(P2) A triage situation, in which my brother is severely 
injured albeit he is not the most severely injured indi-
vidual, is a rare circumstance.
Therefore, (C) my brother should receive treatment first.

The participants responded to moral dilemmas. However, 
it remains open to a debate whether the above-mentioned 
decision–making process is actually a moral judgment, and 
if so, what kind of moral judgement it is (intuitive or reflec-
tive). For example, it may be argued, that participants who 
demonstrated a predilection to prioritize their less severely 
injured brother were not perceiving their response as mor-
ally appropriate. They may actually think that their choice 
is amoral, but they were choosing it anyway because saving 
their brother seemed more important. Interestingly, partici-
pants’ clear preference for their first-degree relative seems 
be interpreted differently by different meta-ethical schools. 
While the consequentialist and deontological views may 
categorize the brother prioritization as a moral failure due 
to lack of impartiality, ethics-of-care theorists may be more 
receptive to an agent who shows a strong commitment to 
someone who has a meaningful relationship with the deci-
sion–maker (Gilligan 1982; Held 2005).

Nevertheless, with regard to the terrorist case scenario, 
it seems that most participants who prioritized the less 
severely injured victim with a high level of certainty did so 
based on a moral judgment that has led them to the intui-
tive or reflective conclusion that this is morally appropriate. 
This assumption seems to derive from the fact that 71.4% 
of this group expressed the view that caregivers’ conscience 
and worldview should have a significant role in this triage 

decision. In other words, their selection was in accordance 
with their conscience and worldview.

Our findings are open to different interpretations, which 
arguably related to different ethical and meta-ethical theo-
retical premises. More specifically, our finding relating to 
the “victim-first” view that was adopted by the majority of 
the respondents with regard to the terrorist scenario, may 
parallel Greene’s theory pertaining to the “tribal” charac-
teristics of moral intuitions (Greene 2003, 2013, 2017). In 
addition, our findings may receive different interpretation by 
opposing views within the spectrum relating to the relation 
between descriptive moral psychology (“is”) and prescrip-
tive moral philosophy (“ought”), or the epistemic and nor-
mative status of moral intuitions (Alexander and Weinberg 
2014; Boyd and Nagel 2014; Luetge et al. 2014; Stich and 
Tobia 2016; Williamson 2016). According to the view that 
finds philosophical significance in laypersons’ moral intui-
tions, the disparity that exits between conventional triage 
principles (“worst-first”) and “real life” caregivers’ attitudes 
in highly conflictual situations raises a serious question 
regarding the normative validity of the ultimate “worst-
first” principle. If our findings are replicated, it may sug-
gest that the unconditional worst-first triage principle, that 
mandates a fully blinded triage behind a veil of ignorance, 
in every emergency situation with no exception is a myth, at 
least with regard to highly conflictual circumstances. Thus, 
instead of arguing against caregivers who are required to 
operate under highly challenging situations that they should 
not ignore the perceived veil-of-ignorance-ideal, it may be 
prudent to reevaluate and consider the possibility that the 
execution of the worst-first approach in extreme circum-
stances ignores a valid moral voice that is deeply embedded 
in human intuition.

Regardless of the different interpretations that may 
explain our findings at the philosophical and psychologi-
cal level, it is important to emphasize that our “layperson” 
participants are not random subjects, as it may usually be 
the case in most studies that relate to experimental philoso-
phy (Knobe and Nichols 2014). Our subjects were nursing 
personnel in different stage of professional development. 
All of them will be, or already are, operating in real triage 
situations. Thus, from a practical perspective, the dispar-
ity between caregivers’ perception relating to what they are 
expected to do in highly conflictual triage situations, and 
what they are inclined to do based on their conscience, may 
lead to moral distress (Oh and Gastmans 2015) and non-
adherence to triage protocols. Therefore, educational and 
supportive interventions may be needed in order to minimize 
the moral distress associated with conflictual triage situa-
tions. In addition, on-site supervision may be required in 
order to minimize potential deviations from triage guidelines 
in such situations. Additional interesting questions pertain-
ing to moral distress include the following: do participants 
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who confront difficult triage situation during a study experi-
ence moral distress? If so, how they deal with it and what are 
the best means to address and mitigate their moral distress? 
This topic may be the subject of future evaluations.

This study has a few shortcomings; of which some are 
related to inherent limitations of survey research. First, self-
reported data can often be biased (Podsakoff et al. 2003). 
Second, a selection bias may stem from the fact that only 
participants who were interested in sharing their thoughts, 
consented and completed the questionnaire, were included 
in the study. Third, our questionnaire included categori-
cal parameters. As a result, study analysis was limited to 
descriptive analysis. This however does not in any way 
narrow assumptions that may be made from study data. 
Future study-design is planned to include continuous vari-
ables which will enable the use of more advanced statistical 
analysis. Furthermore, as a preliminary study, our “culpa-
bility gradient” has not been vigorously validated empiri-
cally. Another limitation relates to the generalizability of the 
findings. Our sample consisted of nursing students in Israel, 
most of them Jewish and female. Future research should 
aim to study triage decision–making in other countries and 
cultures and in other professions (medical and non-medi-
cal). Furthermore, triage involves a variety of roles, and the 
responsibility for it is not shared equally. The respondents 
of our study were nurses and future nurses. However, triage 
decisions in the hospital arena are usually made by physi-
cians and in the field by paramedics. Thus, in order to better 
understand the potential role of moral intuitions in actual 
triage decisions, future study should focus on respondents 
who are physicians and paramedics.

In addition, the current study examined a relevant par-
ticipants populations’ normative perception regarding an 
extreme resource allocation dilemma. Since we were inter-
ested in the participants’ naïve normative response, they 
were not instructed regarding the principles of equality, 
equity or fairness or the actions prescribed by each princi-
ple. Future studies may tackle participants’ responses under 
priming of a specific justice perception or specific ethical 
guidelines like the ones made by national ethics comities 
during the COVID pandemic (Vergano et al. 2020).

Finally, inherent limitations exist in attempting to pre-
dict the actual behavior of caregivers in “real life” practice 
based on respondents’ attitudes via a theoretical survey. This 
is especially true with regard to theoretical scenarios that 
may differ from real live situations in various aspects. For 
example, in real life emergency situations there is often more 
than one assisting person and additional help by different 
teams may be available. In addition, the antecedent cause of 
the medical emergency situation is mostly unknown to the 
medical personnel.

In spite of these limitations, our study may lead to further 
empirical research and philosophical analysis that focus on 

the role of moral intuitions in the medical arena. Moreover, 
our findings call for further empirical research relating to 
the practical aspects of triage, including the implementa-
tion of conventional triage policy in “real life” situations. 
This initiative seems to be especially needed today given the 
highly emotionally challenging Covid-19 crisis. If indeed 
“real life” triage decisions may be affected by caregivers’ 
personal intuition, as our data suggest, medical resources 
may be allocated in a manner that deviates from standard 
triage protocols, either intentionally, subconsciously, or 
even surreptitiously. In fact, care ethics-oriented scholars 
argue that the conventional justice-oriented triage rules may 
not provide the most appropriate moral solution to various 
Covid-19 triage situations (Wirth et al 2020). Accordingly, 
medical supplies or ventilators may be diverted to caregiv-
ers’ first-degree relatives, colleagues or close acquaintances 
who are in a relatively better condition in comparison to 
non-relatives, or caregivers may “downgrade” the priority 
of patients who are perceived blameworthy (e.g. a patient 
who either intentionally and deliberately violated or even 
ignored coronavirus confinement rules and subsequently 
infected others). Indeed, the Corona virus in a natural source 
of illness. However, the infection is transmitted by humans. 
Therefore, caregivers’ actions may be influenced by the per-
ception that COVID-19 is at least partially a human-caused 
illness. If so, the significance and relevance of our findings 
may go beyond hypothetical human-caused car collision 
case scenarios.

Conclusion

This study addressed the highly important and timely issue 
of medical triage from a neglected perspective: health-care 
providers’ decision–making processes. The results of our 
study suggest that caregivers are aware of the conventional 
rules of medical triage, such as the “worst-first” principle, 
but when presented with specific concrete challenging 
dilemmas their choices may be guided by personal intui-
tions and viewpoints. Thus, in “real life” highly emotionally 
loaded emergency situations, subsequent medical treatment 
allocation may be influenced by subjective value-oriented 
considerations. Even if there is a disparity between our find-
ings and caregivers’ “real life” behavior, our study should 
serve as an alerting call to healthcare providers and policy-
makers. Further research with regard to “real life” dimen-
sions of triage is required. In addition, there is a need to 
invest resources and effort to ensure that medical treatment 
is appropriately allocated in an ethical manner. Health care 
providers should be taught to reflect upon their personal val-
ues and moral intuitions. These individual values and moral 
intuitions should be openly shared, discussed and respected 
by colleagues and medical educators. Concomitantly, there 
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is a need for educational interventions which aim at mini-
mizing the risk of enabling individual values to inappropri-
ately influence medical triage. This educational effort should 
be initiated during the early stages of health care providers 
professional development and continue throughout their pro-
fessional careers.
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