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ABSTRACT
Background Policies addressing ED crowding have
failed to incorporate the public’s perspectives; engaging
the public in such policies is needed.
Objective This study aimed at determining the public’s
recommendations related to alternative models of care
intended to reduce crowding, optimising access to and
provision of emergency care.
Methods A Citizens’ Jury was convened in
Queensland, Australia, to consider priority setting and
resource allocation to address ED crowding. Twenty-two
jurors were recruited from the electoral roll, who were
interested and available to attend the jury from 15 to
17 June 2012. Juror feedback was collected via a
survey immediately following the end of the jury.
Results The jury considered that all patients attending
the ED should be assessed with a minority of cases
diverted for assistance elsewhere. Jurors strongly
supported enabling ambulance staff to treat patients in
their homes without transporting them to the ED, and
allowing non-medical staff to treat some patients
without seeing a doctor. Jurors supported (in principle)
patient choice over aspects of their treatment (when,
where and type of health professional) with some
support for patients paying towards treatment but
unanimous opposition for patients paying to be
prioritised. Most of the jurors were satisﬁed with their
experience of the Citizens’ Jury process, but some jurors
perceived the time allocated for deliberations as
insufﬁcient.
Conclusions These ﬁndings suggest that the general
public may be open to ﬂexible models of emergency
care. The jury provided clear recommendations for direct
public input to guide health policy to tackle ED crowding.

INTRODUCTION
ED crowding is a serious and growing international
public health issue,1 fuelled by a global trend of
increasing demands on the health systems and a
lack of access to inpatient beds (access block).2 ED
crowding can lead to poor patient outcomes.
Several countries have introduced strategies such as
time-based targets aimed at ameliorating ED
crowding; however, the strategies have not been
fully successful in solving this complex problem.3
To date, policy measures to address ED crowding
have often failed to incorporate the public’s perspectives as public input is often not sought or, if it
is sought, it is disregarded.4 Public engagement to
inform healthcare decision-making has been recognised as a key ingredient in modern policy-making

Key messages
What is already known on this subject?
▸ Efﬁcient and responsive policy that considers
the public’s perspective is needed to address
the complex and serious issue of ED crowding.
▸ There is limited research on public preferences
for priority setting and resource allocation to
optimise access to and provision of emergency
care.
What might this study add?
▸ Our Citizens’ Jury provided clear
recommendations for direct public input for
policy decision-making.
▸ Our ﬁndings suggest that the general public
may be open to ﬂexible models of emergency
care.

and may even increase the likelihood of the policy
being more effectively implemented.5 A Citizens’
Jury is a well-accepted, deliberative method of
public engagement which elicits public views
around speciﬁc topics, including health policy.6 7
This approach is particularly useful for informing
complex policy decisions, such as those involving
priority setting and resource allocation.5 While the
UK’s National Institute for Health and Care
Excellence (NICE) routinely employs a modiﬁed
Citizens’ Jury process for assistance in priority
setting, support for Citizens’ Juries is growing in
Australia and other countries.8 9 The use of
Citizens’ Juries to foster community engagement,
especially in the area of allocation of limited
resources in the context of competing priorities,
have been recommended by governments.10 This is
mirrored in policy-requiring hospitals and health
services to consult with members of the community
about the provision of health services.11
In a Citizens’ Jury, a group of randomly selected
individuals that demographically reﬂect the wider
community is convened to examine a prespeciﬁed
topic. Expert witnesses present evidence to the
jury, which forms the basis of the jury deliberations.
The verdicts and recommendations are thought to
broadly represent the values and intellect of the
wider community.8 9 12 13 This approach can directly impact policy, making Citizen Juries an
invaluable community engagement approach for
efﬁcient and responsive policy.7 14
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METHOD
Recruitment and selection
We used a combination of random and purposive sampling
to recruit participants to this study. A random sample of
2000 people were selected from the electoral roll covering
the Queensland Health Metro-South Health Service District
(a large metropolitan health service in southeast Queensland
that caters for 250 000 ED cases across ﬁve hospitals annually), were sent a letter of invitation, an information sheet
and a screening survey. The screening survey included interest and availability in participating, sociodemographic questions (including age, gender, income, employment status,
country of birth, language, indigenous heritage, private
health insurance status and health concession card possession),
afﬁliations with special interest groups and occupation.
Participants were eligible to participate if they were aged at least
18 years and were willing and available to participate in the
Citizens’ Jury. Exclusion criteria were afﬁliation with a special
interest group such as a patient advocacy group, employed as a
healthcare professional, or ever worked in an ED or an emergency care service. A sitting fee for the jurors ($A300) and
travel and accommodation expenses were offered to reduce volunteer bias.
Of the 490 screening surveys returned, 204 (42%) were
interested and available to participate. Of these, 37 (18%)
were excluded based on the prespeciﬁed exclusion criteria.
From the remaining sample of 167 respondents, 22 eligible
respondents were purposively selected to be on the jury stratiﬁed to match the demographic proﬁle of Queensland. Of the
22 respondents invited to be jurors, 18 agreed to participate.
Seven replacement jurors were invited, and six accepted,
leaving a jury of 22 with 2 alternate jurors. The sample size of
22 jurors is considered large enough to obtain informed public
opinion as it lies between the number of citizens that typically
sit on a legal jury (12 people) and on the UK’s NICE Citizen
Council (30 people). The jurors were mailed an information
sheet, a discrete choice preference survey (ﬁndings to be
reported as part of the overall discrete choice experiment) and
a consent form, which was signed and returned prior to the
start of the Citizens’ Jury. The jurors were then mailed information about the Citizens’ Jury and relevant background information on EDs.

Questions for deliberation by the jury
The questions put to the Citizens’ Jury were developed based
on information from a literature review, scoping meetings with
stakeholders, a focus group with ED clinicians and other stakeholders, and input from research partners. One overarching, six
Scuffham PA, et al. Emerg Med J 2016;33:782–788. doi:10.1136/emermed-2015-205663

subquestions, and one additional question about emergency care
services were put to the jury for consideration (box 1).

Citizens’ Jury process
The Citizens’ Jury was convened on the 15–17 June 2012 in
Brisbane, Queensland, Australia. It was conducted in line with
the standardised Citizens’ Jury procedure proposed by the
Jefferson Center,12 including juror and witness selection, question development, planned hearings, deliberative periods for
discussion and compilation of recommendations. At the outset,
the jurors were informed that Queensland Health and the
Southern Adelaide Local Health Network had sponsored the
study and that the purpose of the jury was to make recommendations to both organisations on what they considered to be
acceptable approaches to managing the ED given the crowding
issues. This would potentially have a direct impact on healthcare
policy. They were told that their recommendations would be
compiled into a report and presented to senior management in
both organisations.
During the three consecutive days, jurors listened to 12
expert witnesses reﬂecting a wide range of stakeholders across
six evidence and two panel sessions on the topic of optimising
access to and provision of emergency care (box 2). Jurors questioned the witnesses and clariﬁed the evidence presented to
them. Any unanswered questions were followed-up with witnesses and responses were relayed to jurors.
Jurors engaged in four deliberative discussion periods with
the two independent facilitators with the witnesses absent.
During these deliberations, jurors engaged in activities in
plenary and small groups (eg, round robin, voting) aimed at
helping them to ensure good deliberative discussions, prevent
conﬂict among jurors, reﬂect on witness testimony and prioritise
their preferences (box 2). If any disagreements among jurors
occurred, the facilitator explored the issue in more detail and
amended the juror responses to reﬂect the common underlying
viewpoint of the jurors. On Day 3, the jurors drafted, reviewed
and revised the verdicts and recommendations. The ﬁnal typed

Box 1 Questions about emergency care services put to
the jury
Charge question
The ED should treat everyone who presents.
Subquestions
▸ Are there circumstances where it is acceptable to not treat
someone presenting at the ED?
▸ Should patients be given a choice over when they are
treated, where they are treated and by whom (type of health
professional)?
▸ Is it acceptable for patients to be treated by non-medical
staff such as paramedics, nurses and allied health
professionals without seeing a doctor?
▸ Should paramedics be enabled to treat patients in their
home without bringing them to the ED?
▸ Are there any circumstances that patients should pay
towards the cost of treatment?
▸ Should patients with minor illnesses or injuries have a choice
to pay to be seen in a priority queue?
Additional question
▸ What would make the biggest difference to improving the
efﬁciency, effectiveness and optimal use of EDs?
783
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There is limited research on public preferences for strategies
to optimise the use of EDs and the allocation of resources to
address crowding. Engaging the public in the design, promotion
and implementation of strategies to address ED crowding is,
therefore, needed. To address this issue, we conducted a
Citizens’ Jury to determine the public’s preferences related to
potential changes to the model of care intended to reduce
crowding, optimising access to and provision of emergency care.
This paper describes the ﬁndings and recommendations of the
Citizens’ Jury focusing on priority setting and resource allocation to tackle the problem of ED crowding within the Australian
healthcare system. This study on the ED is part of a larger study
described elsewhere.15
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Day 1
Introduction
Jury welcome and induction—facilitator/s (135 min)
Session 1
Topic: EDs in Australia—researcher/policy expert (45 min)
An overview of EDs within the Australian health system.
Session 2
Topic: How an ED functions—nurse unit manager (60 min)
An overview of how EDs function.
Day 2
Session 3
Topic: Issues and priorities in EDs—director of an ED (45 min)
Information about how the ED interacts with the rest of the hospital.
Session 4
Panel—nurse (bed management); paediatrician (retrieval); ambulance driver (60 min)
Panellists responded to the charge and subquestions from their own perspective.
Deliberation (70 min)
Round robin exercise: jurors to express their views on the questions.
Voting preferences: juror voted on each question using visual analogue scales (VAS) hung on the wall anchored with labels at each
end (strongly oppose and strongly support).
Jurors were asked to indicate which two questions most interested them.
Session 5
Consumer panel (advocates for mental health, mothers/babies, carers) (60 min)
Consumer panellists provided information from their own perspective.
Deliberation (four groups) (30 min)
Jurors deliberated on what would make the most positive impact on efﬁciency, effectiveness and appropriate use of EDs?
Session 6
Topic: emergency nurse practitioners—nurse practitioner (30 min)
An overview of role and training of emergency nurse practitioners and efﬁcacy data.
Session 7
Topic: Primary care—general practitioner (GP) (30 min)
An overview of the role of primary health care, a model of primary care and ED care.
Deliberation (four groups) (90 min)
Each group responded to one of the top four questions of most interest (Questions 2–5).
Day 3
Session 8
Topic: Summary—researcher/policy expert (45 min)
An overview of emergency care services in Australia and a summary of the testimony.
Deliberation ( plenary and small groups)
Jurors listed top three strategies that would make the most positive impact on use of EDs.
For each question, jurors adjusted voting preferences, wrote comments and indicated their endorsement (5 ‘ticks’ per question) with
jury’s comments.
Jurors drafted (75 min) and ﬁnalised (75 min) verdicts and recommendations.

version was displayed on a data projector and ﬁnal edits were
made. The jurors conﬁrmed the ﬁnal version accurately reﬂected
their views. Jurors attended a debrieﬁng feedback session and
completed an evaluation survey.

Data collection and analysis
With minimal direction from the facilitators, jurors drafted the
ﬁnal verdicts and recommendations. Juror feedback about the
Citizens’ Jury process was collected from a jury debrieﬁng
session, and a 17-item evaluation survey covering factors such as
time allocated for deliberations, the duration of the jury, information presented and overall satisfaction with the process. A
PhD student (RK) collected additional information on consumer
voices using diaries provided to the jurors; this will be reported
separately. Jurors’ feedback during the debrieﬁng was audio784

recorded and transcribed. Feedback comments from the jurors’
diaries were compiled. Satisfaction ratings in the survey used a
ﬁve-point Likert scale (ranging from very dissatisﬁed to very satisﬁed) regarding the juror’s satisfaction with the Citizens’ Jury
process. A thematic analysis of the qualitative data from all three
sources was performed to identify emergent themes.

RESULTS
Description of jury participants
Members of the jury came from a broad range of age groups,
place of residence and occupations. Table 1 shows that the
age and sex distribution of the jury broadly reﬂects the
Queensland population; women (aged 35 to 54 years) and men
(aged 55 years and over) were slightly over-represented and
Scuffham PA, et al. Emerg Med J 2016;33:782–788. doi:10.1136/emermed-2015-205663
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Queensland population
(%)16

Citizens’ Jury (%)
Age group (years)

Female

Male

Total

Female

Male

Total

18–34
35–54
55+
Total

18
23
18
59

14
18
9
41

32
41
27
100

15
19
17
51

15
18
16
49

30
37
33
100

under-represented in the jury, respectively, when compared with
the Queensland population.
The proﬁle of the jury was comparable on numerous relevant
demographic characteristics to the proﬁle of the Queensland
population (table 2).

Jury’s verdicts to the charge and subquestions
The jury’s verdicts to the charge and subquestions including
additional recommendations are detailed below (Day 3, n=22;
box 3). Overarching question: The jury recommended that all
patients attending EDs should be assessed, with a minority of
cases diverted for assistance elsewhere (eg, to their General
Practitioner (GP) or their social worker), if appropriate. The
jurors considered that assessment of a patient was part of treatment (ie, determining that no medical intervention was
required). Subquestion 1: The Jury considered there were very
limited instances when it is acceptable to refer patients

elsewhere such as when patients were too violent. Subquestion
2: The majority of jurors supported in principle, with some
dissent, that patients with the capacity to make an informed
choice over aspects of their treatment (when, where and type of
health professional) should be given the option to do so. Jurors
believed patient choice was important, yet highlighted the need
for guidelines to inform the process. Subquestion 3: The jury
strongly agreed that it is acceptable for patients with
non-life-threatening conditions and minor injuries (Australasian
Triage Scale categories 3–5) and uncomplicated pregnancies to
be treated by appropriate non-medical staff without consulting a
medical practitioner. Subquestion4: The jury strongly agreed
that paramedic staff should be enabled to assess and treat consenting patients in their homes or at the site, without transporting them to the ED ( provided the patient is stable, conﬁdent,
capable of self-management and understands their options). For
this to occur, jurors recommended introducing policies, legislation, administrative structures, training (including psychiatric
and paediatric) and technology (eg, telemedicine linked to
medical practitioners) to support paramedics in this extended
care role. Subquestion 5: The jurors displayed diverging views,
with tempered support, that patients should pay towards the
costs of treatment under some circumstances (eg, if additional
costs are incurred due to patients’ requests). Subquestion 6: All
jurors strongly opposed patients with minor illnesses or injuries
having a choice to pay to be seen in a priority queue.

Rationale for the jury’s verdicts
The main driver behind the jury passing these verdicts was their
understanding of the critical issues facing EDs in Australia and

Table 2 Demographic characteristics of the Citizens’ Jury and the Queensland population

n

%

Queensland
population
%

4
2
1
11
4

18
9
5
50
18

21
10
4
48
25

12
5
5

54
23
23

51
28
21

8
4
8
2

36
18
36
9

45
18
33
5

5
2
6
1

36
14
43
7

32
15
34
18

7
14
1

32
64
5

30
65
5

Citizens’ Jury
Demographic characteristics
16

Born overseas
Speak a language other than English at home16
Indigenous16
Have private health insurance17
Have a concession card (Centrelink Business Integrity & Workflow Systems
Branch. Concession card customers by federal electorate (Unpublished data).
Canberra: Strategic Performance & Information Management Branch Centrelink,
2012).
Highest educational attainment18
Up to year 12
Diploma or trade certificate
Bachelor’s degree or higher
Employment16
Full time
Part time
Not in labour force
Unemployed
Occupation of those in labour force, n=1419
Manager and professionals
Technicians and trades
Community and personal services; clerical and administrative; sales
Machinery operators; drivers and labourers
Annual household income16
<$A50 000
$A50 000–$A200 000
>$A200 000
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Jury’s verdicts and recommendations
Verdicts
Charge:
The ED should treat everyone who presents.
Verdict: support; all patients should be assessed
Subquestions
▸ Are there circumstances where it is acceptable to not treat someone presenting at the ED?
Verdict: very strong support
▸ Should patients be given a choice over when they are treated, where they are treated and by whom (type of health professional)?
Verdict: supported in principle
▸ Is it acceptable for patients to be treated by non-medical staff such as paramedics, nurses and allied health professionals without
seeing a doctor?
Verdict: very strong support
▸ Should ambulance staff be enabled to treat patients in their home without bringing them to the ED?
Verdict: very strong support
▸ Are there any circumstances that patients should pay towards the cost of treatment?
Verdict: diverging views, with tempered support
▸ Should patients with minor illnesses or injuries have a choice to pay to be seen in a priority queue?
Verdict: no (unanimous)
Recommendations to achieve the greatest impact on improving the efﬁciency, effectiveness and optimal use of EDs
Short-term strategies
▸ Expand the roles and responsibilities of nurses
▸ Allow paramedics to treat patients on-site
▸ Provide the legislative and organisational support for enhanced care roles
▸ Introduce transit lounges between EDs and hospital wards
▸ Improve transfer and handover procedures between paramedics and ED staff, ED and ward staff and between and within disciplines
▸ Increase the frequency of hospital rounds to improve discharge rates
▸ Provide better community care options
▸ Educate the public about self-care, ﬁrst aid, health, function of EDs, alternative services, private EDs
▸ Improve access to patients’ medical histories (to help assess patient capacity)
▸ Sign a disclaimer (by patients)
▸ Provide free transport home for patient transported to an ED >20 km
Long-term strategies
▸ Cover treatment costs for private patients attending private EDs
▸ Improve design of EDs for privacy (eg, private areas for triage)
▸ Authorise paramedics to determine whether to transport patients to the ED or super clinic
▸ Improve ﬂexibility in Medicare funding options for private clinics and private EDs
▸ Introduce ﬁnancial incentives for private ownership of clinics
▸ Introduce incentives for general practitioners (GPs) to provide minor procedures/wound care
▸ Explore alternative care options on-site or off-site (24 hour super clinics, after-hours GP clinics)
▸ Develop ‘best practice’ systems or processes through research with trial hospitals

the importance of improving the efﬁciency of the system. The
jury believed that the majority of patients presenting to the ED
are legitimately ill or injured and felt that any changes to the
system should have an emphasis on patient autonomy, safety and
conﬁdence through the provision of quality and culturally sensitive emergency care. The jurors insisted on appropriate training,
resources and support systems to treat patients effectively and
mitigate against potential litigation. Jurors held a strong belief
that public EDs and any clinical-based treatment decisions should
remain free of charge in the Australian Public Health System.

Juror feedback and emerging themes
At the end of the jury, most of the jurors were satisﬁed or very
satisﬁed with the Citizens’ Jury in general and as an unbiased
method to elicit their views, but a substantial minority were not
satisﬁed with the amount of time allocated to the various
786

components. Juror’s comments indicated that they would have
preferred more time for witness and deliberative sessions, more
panel sessions, more frequent diary moments and the ability to
recall witnesses.
A thematic analysis of the qualitative data on the jury
process identiﬁed four themes: the value of the Citizens’
Jury as a model, improved understanding of EDs, personal
growth and consensus among a diverse group. Jurors’ comments indicate that they found the jury experience to be
positive and thought Citizens’ Juries were a good model for
public engagement. For many jurors, their involvement in
the jury improved their understanding and changed their
perceptions of EDs and the health system, and also formed
part of a broader learning experience. Many jurors were surprised that agreement could be reached among such a
diverse group.
Scuffham PA, et al. Emerg Med J 2016;33:782–788. doi:10.1136/emermed-2015-205663
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After deliberating the evidence on EDs, our Citizens’ Jury found
that the ED should assess, but not necessarily treat, all presenting ED patients. The jury supported a multifaceted and
community-based approach to divert a minority of patients to
alternative care services for treatment, if appropriate and available. To this end, the jury supported the provision of improved
community care and funding options to better sustain patients
in their homes and increase use of alternative cost-effective services. These recommendations are consistent with those of the
Australasian College for Emergency Medicine (ACEM)2 20 and
are in line with the literature showing that countries with effective healthcare services outside the ED report less ED crowding.1
Diverting a minority of patients would not be a suitable strategy
in countries, such as the USA and The Netherlands, which have
legal obligations to treat all patients.1 3 As most initiatives have
a marginal effect, if any, on relieving ED patient capacity pressure,21 more research is needed to establish which models of
care are clinically effective in addressing ED crowding. The jury
believe public education is essential in order for members of the
public to shift their existing views of EDs and embrace fundamental changes to the system. Such education should be directed
to patients and also the wider community as the decision to
attend an ED can equally fall on either party.22 The impact of
education on ED demand is unknown; however, it is encouraging to note that educating the jurors, who themselves are
ordinary citizens, resulted in them having a better understanding
of the issues that often plague EDs and the health system and an
appreciation for the need for innovative and ﬂexible solutions.
The jury’s strong support for enabling adequately trained
ambulance staff to treat a subgroup of patients in their homes,
at the scene or transfer them to alternative care services—
without transporting them to the ED—are largely consistent
with previous studies that suggest that the public are supportive
of such initiatives.22 With a signiﬁcant number of all public hospital ED presentations arriving by an ambulance service, the
majority of which are not emergencies or resuscitations,23 using
paramedics in these enhanced roles has the potential to moderate the growth in demand for ED services.24 In Denmark,
where ED crowding is not a major problem, ambulances are
staffed by nurse anaesthetists or physicians who are authorised
to treat and discharge patients at the scene.1
This alternative care model to the existing inﬂexible transportfocussed paramedic service may gain broad support from the
community, and if found to be safe and effective without compromising response times and patient safety, it has the potential
to reduce ED presentations and help ameliorate ED crowding.
The jury’s strong support for enhancing the roles of
non-medical staff to treat patients with non-life-threatening
conditions/injuries—without a medical consultation—is largely
consistent with previous studies that suggest that the public
support expanded roles for non-medical personnel, if safe to do
so.22 As the vast majority of all public hospital ED presentations
considered non-emergency cases,23 increasing the scope of all
non-medical health professionals may prove worthwhile;
however, the impact on staff workload would need to be
managed. The jury’s recommendation to introduce
whole-of-hospital strategies in the form of effective transfer and
handover procedures, frequent hospital discharge rounds and
transit lounges (an interim waiting area for patients such as
waiting for bed allocation on admission) are in line with those
identiﬁed in the international literature to address access
block.1 3 20 Furthermore, the transit lounges, which have
already been introduced in some hospitals in Australia, may gain
Scuffham PA, et al. Emerg Med J 2016;33:782–788. doi:10.1136/emermed-2015-205663

support from the broader public for their continued use or
expansion into other hospitals.
The jury’s general support for greater patient choice over treatment reﬂects the health sector’s commitment to patient-centred
care; yet, how this would work in practice remains unknown.
The Australian healthcare system is a mixed public and private
system; EDs are predominantly located in public hospitals
although some private hospitals operate an ED for fee-paying
patients. While there may be concerns that co-payment models
for EDs may unknowingly decrease the ED presentations of
those requiring emergency care, the jury’s support for patients
contributing to the cost of treatment under limited circumstances
may be more appropriate (eg, where a patient requests ambulance
staff to take them to an ED that is not the nearest appropriate
ED). The jury’s unanimous opposition to patients paying for
prioritised treatment reﬂects the fundamental values of fair and
equitable emergency care. The jury’s support for crucial research
to develop ‘best practice’ systems or processes is echoed by the
ACEM’s urgent request for an evidence base of interventions to
inform funding decisions.2
This study demonstrates a novel approach to eliciting public
preferences around the complex healthcare issue of ED crowding. These ﬁndings set the framework for public support for
changes to policy around alternative models of emergency care
and more ﬂexible models of service delivery outside the ED,
especially those with very strong support (eg, non-medical staff
providing treatment) that are easy to implement and costeffective. This study reports on the ﬁrst healthcare Citizens’ Jury
held in Queensland, Australia, and the methods aligned with the
Jefferson Center’s classic model of a Citizens’ Jury. As such, this
study may serve to impact the processes of public participation
in healthcare prioritisation in Australia and internationally.
This study has several limitations. Selecting jurors from a
sample that were willing and available to sit on the jury and that
resided in the same geographical area may have produced an
unintended selection bias not evident in the sample demographic characteristics such that the jury’s views may not have
been fully representative of the broader Queensland population.
The verdicts reached by this group of citizens may differ from
patients who are acutely ill or injured seeking emergency care;
however, there is emerging research that patients are accepting
of alternative models of care.22 It remains unknown whether
this approach would generate similar verdicts in members of the
public outside of a group context and in policy-makers. Time
constraints may also have played a role in the facilitator putting
disagreements between jurors aside rather than dealing with
them at the time. It is possible that the jury may have been more
inﬂuenced by some of the witness testimony than others and
that the verdicts and recommendations from this small group of
citizens may not reﬂect the views of the broader public. With
the ED and elective surgery units competing for limited
resources and funding, the ﬁndings of this jury may have been
further enriched by expanding the scope of the topic to encompass the whole-of-hospital system. However, a larger scope
would likely have been challenging to manage in a single jury
process, particularly given juror feedback requesting longer
deliberation time.
Citizens’ Juries were found to be an effective method of
engaging members of the public in decision-making on the
complex issues such as the improvement of EDs. The study
extends our understanding of public views on optimising access
to and provision of emergency care and provides clear recommendations for direct public input to guide health policy. The
jury’s ﬁndings suggest that the public may be supportive of a
787
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multifaceted approach and may be open to ﬂexible models of
emergency health service delivery to combat ED crowding.

