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ABSTRACT

Background
Setting priorities and the subsequent allocation of re-

sources is a major ethical issue facing healthcare facili-
ties, including the Veterans Health Administration (VHA),
the largest integrated healthcare delivery network in the
United States. Yet despite the importance of priority set-
ting and its impact on those who receive and those who
provide care, we know relatively little about how clinicians
and managers view allocation processes within their fa-
cilities.

Purpose
The purpose of this secondary analysis of survey data

was to characterize staff members’ perceptions regarding

the fairness of healthcare ethics practices related to re-
source allocation in Veterans Administration (VA) facilities.
The specific aim of the study was to compare the re-
sponses of clinicians, clinician managers, and non-clini-
cian managers with respect to these survey items.

Methods
We utilized a paper and web-based survey and a

cross-sectional design of VHA clinicians and managers.
Our sample consisted of a purposive stratified sample of
109 managers and a stratified random sample of 269 cli-
nicians employed 20 or more hours per week in one of
four VA medical centers. The four medical centers were
participating as field sites selected to test the logistics of
administering and reporting results of the IntegratedEth-
ics Staff Survey, an assessment tool aimed at character-
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izing a broad range of ethical practices within a health-
care organization.

Results
In general, clinicians were more critical than clinician

managers or non-clinician managers of the institutions’ al-
location processes and of the impact of resource deci-
sions on patient care. Clinicians commonly reported that
they did not (a) understand their facility’s decision-making
processes, (b) receive explanations from management
regarding the reasons behind important allocation deci-
sions, or (b) perceive that they were influential in alloca-
tion decisions. In addition, clinicians and managers both
perceived that education related to the ethics of resource
allocation was insufficient and that their facilities could in-
crease their effectiveness in identifying and resolving ethi-
cal problems related to resource allocation.

Conclusion
How well a healthcare facility ensures fairness in the

way it allocates its resources across programs and ser-
vices depends on multiple factors, including awareness
by decision makers that setting priorities and allocating
resources is a moral enterprise (moral awareness), the
availability of a consistent process that includes important
stakeholder groups (procedural justice), and concurrence
by stakeholders that decisions represent outcomes that
fairly balance competing interests and have a positive net
effect on the quality of care (distributive justice). In this
study, clinicians and managers alike identified the need
for improvement in healthcare ethics practices related to
resource allocation.

INTRODUCTION

Priority setting and the subsequent allo-
cation of resources is a major ethical issue fac-
ing healthcare institutions, including the Vet-
erans Health Administration, the largest inte-
grated healthcare network in the United
States. The VHA faces particular challenges
in this domain, given its broad mandate to pro-
vide for the healthcare needs of veterans, es-
pecially low-income veterans and those with
service-related disabilities, within a fixed
healthcare budget set by Congress. Yet despite
the importance of priority setting and its im-
pact on those who receive and those who pro-

vide care, we know relatively little about how
clinicians and managers view allocation pro-
cesses within their institutions. In this article,
we discuss results from our field test of the
IntegratedEthics Staff Survey, an instrument
developed to elicit healthcare professionals’
perceptions about ethical practices in health-
care, including those related to allocation pro-
cesses and decisions.

Priority setting in healthcare is a compli-
cated endeavor, made more so by the diverse
values and perspectives of different stakehold-
ers. For example, the continuing move toward
managed healthcare has, at times, created
seemingly insoluble ethical challenges for
managers and clinicians alike. The values
underlying managed care are not always eas-
ily reconciled with the values and traditions
of physicians, nurses, and social workers.
While managed care emphasizes cost-effective
allocation of resources across a population of
patients, clinical decision making is guided
by principles of autonomy, beneficence, non-
maleficence, and justice within a system that
values the decisional autonomy of the indi-
vidual patient and the professional judgment
of the provider.1 There is clearly common
ground between clinical and managerial per-
spectives (for example, evidence-based care),
but bridging these differences in an ethically
cohesive manner remains an incomplete and
ongoing enterprise.

Priority setting always involves balancing
competing values and interests while at the
same time recognizing that decisions that pro-
vide benefit to one population of patients may
result in harm to another significant constitu-
ency.2 Hence, priority setting is a matter of
justice and involves trade-offs that can pose
genuine and seemingly intractable ethical di-
lemmas for decision makers, whether at the
level of government (macro-allocation),
healthcare organization (meso-allocation), or
individual patient (micro-allocation).3 While
both clinicians and managers find priority
setting ethically challenging, there is some
evidence that moral distress arising from the
coexistence of managerial and clinical values
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is exacerbated for clinicians who are also
vested with management responsibilities. For
example, a study by Meslin and colleagues
found that clinician managers, whether they
were physicians or nurses, perceived that their
duty to patients was sometimes in conflict
with their obligation to control costs or to be
a steward of institutional resources.4 A study
by Sibbald and colleagues found similar con-
flicts among clinician managers in critical care
settings.5 Unfortunately, clinician managers
may not receive the assistance they require to
bridge these distinctive value systems. For
example, Lemieux-Charles and colleagues
found that clinician managers wanted, but did
not have access to, needed ethics expertise.6

Our study was designed to address gaps
in our knowledge about the degree to which
clinicians, clinician managers, and non-clini-
cian managers perceive that the processes
needed to fairly allocate resources are avail-
able, utilized, and communicated. In address-
ing these gaps we hope to contribute to im-
proved processes for setting priorities and al-
locating limited resources at the meso alloca-
tion or individual facility level.

METHODS

Study Purpose
The overall purpose of this secondary an-

alysis of survey field test data was to charac-
terize staff members’ perceptions regarding
the fairness of healthcare ethics practices re-
lated to resource allocation within VA medi-
cal centers. The specific aim of the study was
to describe and compare the responses of cli-
nicians, clinician managers, and non-clinician
managers to these survey items. We also ex-
plored the influence of available demographic
and work-related characteristics on staff's per-
ceptions related to resource allocation.

Study Design and Sample
We utilized a paper and web-based sur-

vey and a cross-sectional design of VHA cli-
nicians and managers. Data were collected
between August 2003 and July 2004. Our

sample consisted of a purposive stratified
sample of 109 managers and a stratified ran-
dom sample of 269 clinicians employed 20 or
more hours per week in one of four partici-
pating VA medical centers. Managers were
stratified to include representation of both
executive and middle management. Clinicians
were stratified to ensure representation of
nurses, physicians, social workers, and other
allied health personnel, as well as to repre-
sent major care lines, such as medicine, sur-
gery, mental health, and geriatric extended
care. The sample was derived from staff lists
provided to us by participating facilities. Be-
fore accessing the staff list, the field test plan
was reviewed and approved by each facility’s
leadership and relevant labor unions. In ad-
dition, human subjects approval was obtained
at two of the field test sites. The institutional
review boards at the remaining two sites de-
termined that the staff survey was quality
improvement and did not require committee
approval to proceed.

The participating medical centers repre-
sented a convenience sample that volunteered
to field test the survey instrument. All four
medical centers were university affiliated
teaching facilities, but were geographically
dispersed and represented different VHA re-
gional service networks. The facilities were
located on the east and west coasts, and south
and mid-west regions. Human subjects ap-
proval for secondary analysis of field test data
was obtained through the Human Subjects
Division of the University of Washington and
the VHA Research and Development Commit-
tee in Seattle.

Study Instrument
The staff survey is an instrument being de-

veloped by the National Center for Ethics and
Health Care as one component of Integrated-
Ethics, a national educational and organiza-
tional change initiative designed to establish
a standardized, comprehensive, systems-fo-
cused model for improving ethics quality in
healthcare based on established criteria for
performance excellence in healthcare organi-
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zations, methods of continu-
ous quality improvement, and
proven strategies for organiza-
tional change.7 The primary
objective of the IntegratedEth-
ics Staff Survey is to provide
a snapshot of healthcare eth-
ics practices from the perspec-
tive of facility staff members
across multiple content do-
mains. Prior to field testing,
content validity was estab-
lished and cognitive testing
was conducted to ensure con-
cordance between the respon-
dents’ interpretation of a sur-
vey question and the ques-
tions’ intended meaning.

The field test version of
the survey contained 105
items covering six domains:
• Healthcare ethics environ-

ment,
• Shared decision making,
• End-of-life care,
• Privacy and confidential-

ity,
• Professionalism, and
• Resource allocation.

This version of the survey
took about 30 minutes to com-
plete.

The resource allocation
domain, on which we focus
here, was intended to measure
staff members’ perceptions of
how well their facility dem-
onstrates fairness in allocating
resources across programs,
services, and patients. At the
time of field testing, the re-
source allocation domain con-
sisted of 15 items (see table 1).

Two items explored staff's
perceptions about how well
their facility identifies and re-
solves ethical issues related to Ta
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resource allocation (moral awareness). Six
items explored perceptions about the pro-
cesses that a facility has in place to promote
the fair allocation of resources (procedural
justice), and six items explored staff's percep-
tions about how skillfully their facility bal-
ances competing values, obligations, and in-
terests when setting priorities and allocating
resources (distributive justice). One item was
a global rating question related to how well,
all things considered, a facility allocates its
resources (for example, fiscal, material, hu-
man) across programs, services, and patients.
The items included four- and five-point rat-
ing questions and five-point frequency ques-
tions.

 When reporting results to field test facili-
ties, we were careful to emphasize that an
“undesirable score” should be treated as a “red
flag”— requiring further investigation on a
facility’s part to determine whether an ethics
quality gap actually exists. An ethics quality
gap is the difference between actual practice
and best practice8 and is similar to other qual-
ity improvement concepts.9 For example, man-
agers should communicate the reasoning be-
hind important allocation decisions to stake-
holders (best practice), yet we know that ac-
tual practice departs from this standard.
Hence, the ethics quality gap is the difference
between the standard or specification and the
actual practice. Essentially, the survey pro-
vides facilities with an evidence-based foun-
dation for ethics quality improvement based
on the perceptions of a representative sample
of facility staff.

Data Collection Methods
Recruitment of participants and distribu-

tion of the survey consisted of the following
steps. Participants received a packet of mate-
rials through interoffice mail from our project
staff in an individually addressed envelope.
Each survey envelope included a cover letter
from a facility’s executive director that de-
scribed the goals and intended outcomes of
the project and invited voluntary participa-
tion, but emphasized the right of staff to de-

cline participation. The same information was
also sent to staff members selected to partici-
pate via the VA e-mail system. In addition to
these materials, staff members from facilities
that pilot tested the web-based version of the
survey were given information about how to
access the survey online. A second packet of
materials was sent approximately two weeks
after the initial materials were distributed. In
addition to the materials included in the prior
mailing, this packet included a copy of the
paper survey as well as a pre-addressed re-
turn envelope. A second e-mail reminder was
sent to staff via the VA e-mail system.

Data Analysis
We received a total of 480 surveys includ-

ing 378 from clinicians and managers and 102
from clerical and clinical support staff. The
analysis reported here is based on the survey
responses of clinicians and managers.

Data were entered and analyzed using the
Statistical Package for the Social Sciences
12.0.1 for Windows with the statistical signifi-
cance set at .05 for all comparisons. Our first
aim was to characterize staff's perceptions of
ethics practices related to resource allocation.
Descriptive statistics were calculated for each
item in the resource allocation domain in or-
der to establish overall response distributions.
A second aim was to explore the relationship
between the respondents’ primary job func-
tion (that is, clinician, clinician manager, non-
clinician manager) and their responses to sur-
vey items. One-way analysis of variance
(ANOVA) and post hoc tests were used to es-
tablish which group(s) differed significantly
from one another on a particular response. We
applied the Scheffe post hoc test to signifi-
cant findings unless the assumption of equal
variances was violated (that is, Scheffe is rec-
ommended when group sizes vary). In cases
of unequal variance, we applied the Dunnet
C post hoc test. Both of these tests are conser-
vative and reduce the prospect of Type 1 er-
rors.

A final aim was to examine the relation-
ship between available respondents’ demo-
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graphic and work-related characteristics and
their responses to survey items. One-way an-
alysis of variance and post hoc tests were used
to explore differences in responses that were
based on the type of clinician (that is, physi-
cian, registered nurse/advance practice regis-
tered nurse, and allied health), practice set-
ting (that is, inpatient, outpatient, and ex-
tended care), and primary service line (for ex-
ample, medicine, surgery, mental health, ge-
riatrics). An independent t-test was used to
explore whether significant differences ex-
isted between genders or across length of time
employed at present facility (that is, less than
10 years, 10 years or more).

RESULTS

Response Rate
The survey response rate across the four

participating sites was 45 percent. The re-
sponse rate at individual facilities ranged from
a low of 28 percent to a high of 61 percent.
Response data were only available across cat-
egories of respondents and not for specific
groups (for example, clinicians, clerical).

Sample Characteristics
Sample characteristics for this study are

summarized in table 2. Nearly 65 percent of
the respondents were employed at their
present VA facility for six or more years. Of
these, more than half were employed at their
present facility for more than 10 years. The
vast majority of the respondents worked day
shift during the week and all of the study re-
spondents worked half-time or more. Nearly
two-thirds of study respondents were female.

Managers represented nearly one-quarter
of the sample. Of the 109 responding manag-
ers, more than three-quarters of these were cli-
nician managers. Of those respondents with
a clinical background (including clinician
managers), almost one-half were registered
nurses or advance practice nurses, one-quar-
ter were physicians, and 15 percent were so-
cial workers. Of those respondents with di-
rect patient care responsibilities, about half

Table 2. Descriptive Statistics of Sample Characteristics

Characteristic n %

Years employed at present facility (N = 369)
Less than 1 year 40 10.8
1-3 years 59 16.0
4-5 years 31 8.4
6-10 years 49 13.3
More than 10 years 190 51.5

Shift worked (N = 368)
Day shift during the week 333 90.5
Evening shift during the week 11 3.0
Night shift during the week 12 3.3
Other 12 3.3

Gender (N = 358)
Female 229 64.0
Male 129 36.0

Primary job function (N = 370)
Clinical 255 68.9
Manager 83 22.4
Researcher 22 5.9
Other 10 2.7

Management type (N = 109)
Clinical manager 86 78.9
Non-clinician manager 23 21.1

Clinician type (N = 354)
ARNP 31 8.8
Physician 90 25.4
RN 126 35.6
Social worker 53 15.0
Therapist (e.g., OT, PT) 23 6.5
Other 30 8.8

Practice setting (N = 353)
Extended care 26 7.4
Inpatient 136 38.5
Outpatient 174 49.3
Other 17 4.8

Primary service line (N = 356)
Administration 4 1.1
Geriatrics 72 20.2
Medicine 129 36.2
Mental health 79 22.2
Surgical 29 8.1
Other 43 12.1

Note: N equals the number of subjects who answered the
particular demographic item.
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worked in outpatient settings including the
emergency department, 39 percent worked in
inpatient settings including critical care, and
7 percent of the respondents practiced in ex-
tended care settings such as in a nursing home
or in home care. Medicine was the primary
service line for 36 percent of the sample re-
spondents, followed by mental health (22 per-
cent), geriatrics (20 percent), and surgical ser-
vices (8 percent).

Overall Response Distribution
The overall response distribution of the

sample is summarized in table 3.

Moral Awareness
Two items elicited staff's perceptions re-

garding how well their facility identifies and
resolves ethical issues surrounding the allo-
cation of resources. More than 40 percent of
the respondents reported that allocation de-
cisions are “Usually” or “Almost always” (that
is, 1 or 2 on a 5-point scale in which 1 equals
“Almost never”) made as if they are solely
business decisions that have little to do with
ethics. More than half of the respondents re-
ported that their facility is “Not at all effec-
tive” or “Not very effective” in identifying and
resolving ethical problems related to resource
allocation.

Resource Allocation Processes:
Procedural Justice

Six survey items elicited staff's percep-
tions regarding the processes that their facil-
ity has in place to promote the fair allocation
of resources. Only a small minority of the re-
spondents reported that they understood their
facility’s decision-making process for allocat-
ing resources “Very well,” and nearly three-
quarters reported that their facility educates
staff about the ethics of resource allocation
“Not very well” or “Not at all well.” In addi-
tion, more than half of the respondents re-
ported that clinicians were “Not at all influ-
ential” or “Not very influential” in resource
allocation decisions. Further, only one-quar-
ter of the respondents reported that manage-
ment “Usually” or “Almost always” commu-

nicates the reasoning behind allocation deci-
sions. A majority of the respondents reported
that the quality of their facility’s process for
allocating resources was only “Fair” or “Poor.”
However, almost three-quarters of the respon-
dents reported that their facility did “Moder-
ately well” or “Very well” in making alloca-
tion decisions that are consistent with its mis-
sion and values.

Resource Allocation Outcomes:
Distributive Justice

Six survey items elicited staff's percep-
tions regarding how skillfully their facility bal-
ances competing values, obligations, and in-
terests to achieve a fair allocation of resources.
Less than one-third of the respondents re-
ported that the focus on conserving resources
“Usually” or “Almost always” came at the
expense of providing quality patient care, and
only 14 percent of the respondents reported
that allocation decisions “Usually” or “Almost
always” interfered with their ability to do
what is medically best for patients. Yet, more
than one-third of the respondents reported
that “Half of the time” or more, replacing more
trained staff with less trained staff compro-
mised the quality of patient care. Finally, a
significant majority of the respondents re-
ported that their facility is “Moderately fair”
or “Very fair” in its allocation of resources
across programs and services.

Global Item
Less than 20 percent of the respondents

reported that their facility does a “Very good”
or “Excellent” job in allocating its resources
across programs, services, or patients.

Comparison among Clinicians, Clinician
Managers, and Non-Clinician Managers

Further data analysis was conducted to
explore the impact of job function on percep-
tions of ethics practices related to resource
allocation. The respondents were classified by
primary job function into three groups: clini-
cian, clinician manager, and non-clinician
manager. ANOVA results for group compari-
sons are summarized in table 4.
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Table 3. Overall Response Distribution

Distribution

Survey Item Response Categories n %

Moral awareness
Business decision Almost never 53 18.6

Sometimes 90 32.3
About half the time 23 8.2
Usually 69 24.7
Almost always 45 16.1

Identify and resolve problems Not at all well 32 15.1
Not very well 82 38.7
Moderately well 77 36.3
Very well 21 9.0

Procedural justice
Communicate reasoning Almost never 107 31.7

Sometimes 118 34.9
About half the time 26 7.7
Usually 68 20.1
Almost always 19 5.6

Understand decision-making process Not at all well 87 24.6
Not very well 119 33.7
Moderately well 115 32.6
Very well 32 9.1

Influential clinicians Not at all influential 55 19.5
Not very influential 105 37.2
Moderately influential 95 33.7
Very influential 27 9.6

Educate staff Not at all well 85 28.2
Not very well 129 42.9
Moderately well 69 22.9
Very well 18 6.0

Decisions consistent with its mission Not at all well 14 5.2
Not very well 69 25.7
Moderately well 148 55.2
Very well 37 13.8

Quality of process Poor 69 25.7
Fair 86 32.0
Good 71 26.4
Very good 32 11.9
Excellent 11 4.1

(Continued next page)
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Distributive Justice
Formulary restrictions Almost never 78 26.3

Sometimes 172 57.9
About half the time 20 6.7
Usually 17 5.7
Almost always 10 3.4

Excessive clinician work load Almost never 84 24.1
Sometimes 194 55.6
About half the time 18 5.2
Usually 30 8.6
Almost always 23 6.6

Replacing more trained staff Almost never 84 24.1
Sometimes 138 41.3
About half the time 12 3.6
Usually 51 15.3
Almost always 66 19.8

Conserving resources expense quality Almost never 68 19.3
Sometimes 168 47.7
About half the time 27 7.7
Usually 48 13.6
Almost always 41 11.6

Interfere medically best for patients Almost never 79 23.1
Sometimes 189 55.3
About half the time 26 7.3
Usually 23 6.7
Almost always 25 7.3

Fairly allocate resources Not at all fairly 24 9.7
Not very fairly 71 28.6
Moderately fairly 122 49.2
Very fairly 31 12.5

Global
Allocate across services, patients Poor 53 18.9

Fair 95 33.8
Good 82 29.2
Very good 39 13.9
Excellent 12 4.3

Note: the total number of responses per item varies depending on number of respondents who either answered “don’t
know” or left the question blank.

Table 3. Continued

Distribution

Survey Item Response Categories n %
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Table 4. ANOVA Comparisons: Clinicians, Clinician Managers, and Non-Clinician Managers

Group Differences

Survey Item df F p-value Groups* p-value

Moral awareness
Business decisions 2,251 4.62 .01 C-CM .01
Identify and resolve problems 2,187 2.84 .06 -- --

Resource allocation process
Communicate reasoning 2,298 4.74 .009 C-CM .02
Understand decision-making process 2,312 8.68 .001 C-CM .004

C-NCM .012
Influential clinicians 2,249 11.97 .001 C-CM .002

C-NCM .001
Educate staff 2,269 2.06 .130 -- --
Decisions consistent with its mission 2,235 6.77 .001 C-CM .05

C-NCM .05
Quality of process 2,238 4.85 .009 C-CM .05

Resource allocation outcomes
Formulary restrictions 2,261 6.73 .001 C-CM .02

C-NCM .02
Excessive clinician work load 2,309 8.20 .001 C-CM .05

C-NCM .05
Replacing more trained staff 2,293 12.35 .001 C-CM .05

C-NCM .05
Conserving resources expense quality 2,310 8.25 .001 C-CM .05

C-NCM .05
Interfere medically best for patients 2,305 8.33 .001 C-CM .05

C-NCM .05
Fairly allocate resources 2,216 9.66 .001 C-CM .05

C-NCM .05
Global

Allocate across services, patients 2,247 5.92 .003 C-CM .05
C-NCM .02

*Note. C represents clinicians; CM represents clinician managers; and NCM represents non-clinician managers.

Moral Awareness
There were significant differences among

groups for one of the two moral awareness
items. Clinicians were more likely than clini-
cian managers to report that allocation deci-
sions were made solely as if they were busi-
ness decisions with little to do with ethics.
There were no group differences related to
how effectively a facility identifies and re-
solves ethical problems related to resource
allocation.

Resource Allocation Process:
Procedural Justice

There were significant group differences
for five out of six items related to a facility’s
processes for allocating resources. Clinicians
were less likely than clinician managers to
report that management communicated the
reasoning behind allocation decisions. Clini-
cians were also less likely than other respon-
dents to understand their facility’s resource
allocation process, to report that they were in-
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fluential in resource allocation decisions, and
to report that allocation decisions were con-
sistent with the institution’s mission and val-
ues. Finally, clinicians had a less favorable
perception than clinician managers of the
overall quality of the allocation process. There
were no significant group differences with
respect to how well a facility educates staff
relative to the ethics of resource allocation.
Overall, clinicians’ responses suggest that they
viewed facility allocation processes less favor-
ably than either clinician managers or non-
clinician managers did.

Outcome of Allocation Decisions:
Distributive Justice

There were group differences for all six
questions related to how well an institution
balances competing obligations as reflected by
the perceived outcome or impact of allocation
decisions on care delivery. Clinicians were
more likely than either clinician managers or
non-clinician managers to report that formu-
lary restrictions prevent patients from obtain-
ing the most effective medications and that
replacing highly trained staff with less trained
staff (skill mix) compromises quality and that
excessive clinician work load results in sub-
standard care. Notably clinician managers,
similar to clinicians, were more likely than
non-clinician managers to report that excess
work load compromises the quality of care.

Clinicians were more likely than other re-
spondents to report that allocation decisions
interfere with their ability to do what is medi-
cally best for their patients, and that their
facility’s emphasis on conserving resources
comes at the expense of quality patient care.
Clinicians also reported that their facility’s
resources are less fairly allocated than did cli-
nician managers and non-clinician managers.
Overall, clinicians seemed more likely than
other respondents to perceive that allocation
decisions negatively affect clinical practice.

Global Item
Overall, clinicians reported that their fa-

cility does less well, in total, in allocating its

resources across programs, services, and pa-
tients than non-clinician managers did.

Demographic and Work-Related
Characteristics

Differences were also explored for avail-
able demographic and work-related character-
istics, but no significant group differences
were found based on gender, clinician type
(physician, registered nurse or advance prac-
tice registered nurse, and allied health), num-
ber of years employed at present facility, prac-
tice setting (inpatient, outpatient, extended
and community care), or primary service line
(medicine, surgery, geriatrics, mental health).

DISCUSSION

This study examined healthcare ethics
practices related to resource allocation in VA
medical centers from the perspective of clini-
cians, clinician managers, and non-clinician
managers. Five findings are noteworthy.

First, the responses of clinician managers
were, with few exceptions, statistically indis-
tinguishable from non-clinician managers, but
varied significantly from clinicians’ responses.
Although clinician managers may be in an
ideal position by virtue of their experience as
clinicians and managers to assist clinicians
and non-clinician managers in balancing the
interests of individual patients with the duty
to maximize benefits across patients,10 our
data suggests that when clinicians become
managers, they largely adopt the perspectives
and attitudes of managers when it comes to
the allocation of resources. This suggests that
clinician managers need to ensure that they
remain sensitive to the concerns expressed by
clinicians and especially sensitive to concerns
about the effect of allocation decisions on the
care of patients.

Second, clinicians were more critical than
clinician managers or non-clinician manag-
ers of an institutions’ allocation processes and
of the impact of resource decisions on the care
of patients. There are at least three explana-
tions for this gap. One explanation is that this
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finding reflects the general understanding in
the business ethics literature that staff's per-
ceptions of organizations’ ethical practices are
often “rosier at the top.”11 As a result, leaders
who wish to foster an ethical environment
should seek out staff's perspectives on ethics
practices within their organizations in order
to identify and address problematic practice.12

Another explanation for why clinicians’ re-
sponses varied from managers is that the val-
ues and processes that inform priority setting
in a facility may be largely invisible to clini-
cians. This is supported by our finding that
clinicians did not perceive themselves to be
influential in allocation decisions and were
less likely than either clinician managers or
non-clinician managers to understand their
facility’s decision-making processes or to re-
port that the reasoning behind important al-
location decisions was explained to them.
Another potential explanation for this find-
ing is that clinicians are more likely to be at-
tuned to patient needs and the effects of prob-
lematic allocation decisions than managers
are.

The third finding of interest is that clini-
cians were less likely than managers to report
that resources were allocated fairly among pro-
grams and services. This has implications for
facility leadership, because the organizational
justice literature suggests that procedural (pro-
cesses), distributive (outcomes), and interac-
tional (communication) elements each con-
tribute uniquely to the creation of a “fairness
perception” among employees, and that there
are important economic consequences asso-
ciated with these perceptions.13 When em-
ployees have a favorable perception of orga-
nizational fairness, they are more satisfied,14

less likely to be absent or leave an organiza-
tion,15 have an increased commitment to an
organization’s goals,16 have more trust in de-
cision makers, 17 give more positive ratings of
supervisors and managers,18 show more orga-
nizational citizenship behavior,19 and engage
in less theft and other forms of retaliatory be-
havior towards the organization.20 Overall, our
findings underscore the importance of ethi-
cal leadership practices in the institution.

They suggest that the greatest opportunity for
leaders to influence “fairness perception” by
their staff is by developing more inclusive al-
location processes (procedural justice) and
communicating the reasoning behind impor-
tant institutional decisions (interactional jus-
tice). By actively seeking clinicians’ input and
meaningfully integrating it into decision mak-
ing, and by explaining the rationale behind
their decisions, leaders can help ensure that
clinicians understand the decision-making
process and are therefore less likely to per-
ceive decision-making practices as ethically
problematic.

Fourth, a negative finding is that there
were no differences found among physicians,
nurses, and other allied health personnel with
respect to perceptions about allocation prac-
tices. Despite differences in their roles in pa-
tient care, their institutional responsibilities,
and influence within the care delivery sys-
tem, doctors, nurses, and other direct caregiv-
ers, such as social workers, may have more in
common with each other than with clinician
managers with whom they share a common
clinical background. One implication of this
finding is that when leaders seek stakehold-
ers’ input, they should probably not depend
solely on clinician managers to represent cli-
nicians’ perspectives on priority setting, but
rather should include frontline clinicians as
a distinct group of stakeholders. This may be
one tactic to help ensure that clinicians per-
ceive themselves to have greater influence in
decisions that affect the delivery of care to pa-
tients.

Finally, in this study, a plurality of clini-
cians and managers perceived that their in-
stitution was ineffective in identifying and
then resolving ethical problems related to re-
source allocation, and fully two-thirds of the
respondents perceived that education related
to allocation is inadequate. Awareness of a
problem precedes systematic improvement,
and this survey offers one way for organiza-
tions to obtain this crucial awareness.

This study has several important limita-
tions. First, the data were collected as part of
field testing of the IntegratedEthics Staff Sur-
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vey. Therefore, psychometric properties such
as reliability had not been established and no
item reduction had occurred. As a result of
field testing, six of the original 15 resource
allocation items were revised or dropped from
the final version of the survey. However, the
majority of dropped items were highly inter-
correlated with the questions included in the
final survey. Second, the study was conducted
in VA settings and may not be generalizable
beyond the VA. In addition, the field test sites
were not randomly selected and therefore may
not be generalizable across VA facilities. How-
ever, sites were geographically diverse and
varied in size and complexity. Third, data
collection methods varied at the different field
test sites. Two sites collected data through
paper surveys only, while two facilities col-
lected data through a web-based survey as well
as a paper survey. The use of different data
collection methods could have introduced
bias into the sample, but was essential to test-
ing the effect of the survey distribution
method on response rates prior to rolling out
the survey nationally within VHA. Multiple
data collection methods are commonly used
in other research studies due to the emergence
of web access and early evidence suggesting
that response rates are positively affected by
offering the respondents paper and web-based
options. Finally, the small numbers in some
categories, such as non-clinician managers or
weekend and night-shift employees, may have
weakened the representativeness of the
sample. However, the purpose of this field test
was to assess the feasibility of the implemen-
tation methods and to examine instrument
psychometrics. While a more representative
sample would be ideal, the sample reported
here was sufficient in size and geographic dis-
tribution to allow initial instrument develop-
ment.

In conclusion, how well a healthcare fa-
cility ensures fairness in the way it allocates
its resources across programs and services
depends on multiple factors, including aware-
ness by decision makers that setting priori-
ties and allocating resources is a moral enter-
prise (moral awareness), the availability of a

consistent process that includes important
stakeholder groups (procedural justice), and
concurrence by stakeholders that decisions
represent outcomes that fairly balance com-
peting interests and have a positive net effect
on the quality of care (distributive justice). In
this study, clinicians and managers identified
the need for improvement in ethical practices
related to resource allocation in healthcare.
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