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Allocation of Scarce Medical Resources During Disasters or Pandemics
	Hurricanes, earthquakes, epidemics, terrorism attacks, mass shootings, multiple vehicle accidents, airplane crashes--these are some of many reasons that health care facilities may become unable to meet public demand for services. In some cases medical staff or available supplies are not sufficient to meet sudden demand. In others, medical facilities may be damaged or destroyed. For example, a hospital in New Orleans, Louisiana, received damage and lost power following Hurricane Katrina in 2005. Hospital staff were working in deplorable conditions with rising water, excessive heat, no electricity, and no hope for rescue of their acutely ill patients (Black, 2020).  In the last twenty years there were 7,348 disaster incidents noted in the world leading to 1.23 million deaths (Chu, Lubis, & Alcock, 2022). These disasters are expected to continue to climb in number due to climate change, an increase in the number of urban and industrial areas, as well as a rise in world conflict and wars (Chu, Lubis, & Alcock, 2022). As evidenced by the recent COVID-19 pandemic, available resources in medical facilities often cannot keep pace with demand during times of desperate need. Some of the supplies that were limited during the COVID-19 pandemic included sedatives, personal protective equipment, ventilators, ICU beds, as well as ECMO and dialysis machines (Supady et al., 2021). Nursing positions were also severely short staffed. (Supady et al., 2021). Under extreme circumstances, rationing of supplies becomes necessary and health care personnel are tasked with the difficult job of determining which patients should receive the scarce medical items or hospital beds. Crisis policies that delineate how to make decisions for the administration of essential, but limited, supplies need to be created and addressed within each health care facility before the next health care disaster strikes.
	According to the article “Ethical Rationing of Healthcare Resources During COVID-19”, health care rationing is described as the limitation of supplies or the denial of therapy to certain groups of people, such as those least likely to survive the event (Srinivas et al., 2021). The article also explains that the “sacrifice of individual liberties” such as mandatory quarantine, avoidance of public gatherings, and temporarily halting non-essential medical procedures may also be necessary during a pandemic event (Srinivas et al., 2021).
	Health care facilities strive to meet standards of care in the provision of service to their clients.  According to the textbook, standards of care are described to be the minimum amount of medical provision necessary in order to avoid harming the patient (Black, 2020). Hospitals operate under one of three levels of standards of care described in the article “Scarce Resource Allocation and Patient Triage During the COVID-19 Pandemic.” The conventional level is the normal service to patients. The contingency level is when normal service is continued, but resources are becoming scarce and must be conserved (Kelen et al., 2023). Some suggestions to conserve supplies at the contingency level include (Supady et al., 2021):
1. Stop non-essential procedures and treatments.
2. Do not admit patients to the ICU who are not likely to survive even with treatment.
3. Discharge patients from the ICU as soon as possible.
4. Reuse equipment when safe to do so.
5. Share resources between facilities.
6. Inform personnel that they should expect an increase in the number of patients to care for.
	The crisis level is reached when demand is higher than the availability of supplies and resources such as medical staff. At this point, the goal must be to attempt to provide the highest level of care possible to the patients overall, not focus on each patient independently (Kelen et al., 2023). According to the article “Criteria for Declaring Crisis Standards of Care:  A Single, Uniform Model,” there are eight criteria to consider whether a health care facility is determined to be in crisis mode. If three of the following indicators are met, the crisis standard of care can be implemented by the facility (Kelen et al., 2023):
1. Greater than 50% capacity in the Emergency Department are patients awaiting an inpatient hospital bed for more than twelve hours.  This situation is expected to last for more than twenty-four hours.
2. The needs of emergency patients cannot be safely met.
3. The nurse-to-patient ratio or staff shift duration has increased more than 150% and is expected to remain at that level for more than twenty-four hours.
4. Nurses and other hospital staff are floated to other units they aren’t familiar with.
5. Hospital staff from nonclinical areas are sent to assist with patient care.
6. Use of areas of the facility for patient treatment that are not normally used for patient care.
7. Insufficient medical equipment and supplies.
8. Structural impairment of the medical facility (such as the result of a disaster).
	Once a crisis level is reached, medical supplies become limited. Since the distribution of these supplies and services to people in need most assuredly means the difference between life and death, ethical principles need to be considered when determining how to classify patients and to whom to provide necessary care. Essential medical equipment needs to be distributed justly among all patients.
	One ethical principle to consider when designating patient care is autonomy. This concept is patient based and it describes every patient to be “a moral agent of infinite worth” (Kirkpatrick et al., 2020). Health care personnel cannot initiate or withdraw treatment without the patient’s consent.  
	Beneficence has to do with the duty of medical personnel to provide the best possible care to patients (Black, 2020). Non-maleficence is the antithesis to beneficence. It is the duty to avoid causing harm (Kirkpatrick et al., 2020).
	Justice is the ethical principle that all available resources should be distributed fairly to all patients. Patients who require treatment the most and who are most likely to benefit from the treatment should be prioritized. A patient’s gender, race, social or economic status, age, or religion should not be a factor in the distribution of necessary medical care (Kirkpatrick et al., 2020).
	In the scenario of a major disaster or epidemic that results in patient needs surpassing the availability of resources and equipment, decisions need to be made concerning which patients should receive them and which patients will have to go without.  This type of selection can be traumatizing for medical personnel who strive to treat all patients to the best of their ability. Several decision-making guides have been created to make resource rationing easier.
	 Triage becomes necessary at the crisis level for all patients in order to maximize the number of people able to be treated (Kirkpatrick et al., 2020). The textbook explains triage to be the classification of ill or wounded people by their acuity in order to decide which patients take precedence (Black, 2020).  The article “Operation of a Triage Committee for Advanced Life Support” describes the importance of triage committees during disasters (Herreros et al., 2022). According to the authors, the function of the committee they created at their facility during COVID-19 was to assess all the patients who needed advanced life support and decide those most appropriate for this level of limited resources. Their group was composed of ICU specialists, clinical ethics committee members, and the doctors who provided care for COVID patients. Having this group make these decisions took the burden from the emergency workers. The patients chosen to be eligible for advanced life support treatment were younger in age with adequate physical and cognitive function with low levels of comorbidity (Herreros et al., 2022). Potential disadvantages to triage committees include the need for the medical providers on the committee to be at the bedside. It’s also difficult for a triage committee with limited meetings to keep up with the volatile conditions resulting from the disaster (Supady et al., 2021).
	Having physicians make decisions at the bedside is another option for assigning rationed supplies to patients. An advantage is that the physician can use patient information to make an informed decision, but he/she is limited to only the patients in his/her own care.  The physician is unable to see the entire picture including other patients who are waiting. The physician may also experience distress at having to choose who may live with treatment or possibly die without it (Supady et al., 2021).
	Utilitarianism is a model that focuses on maximizing the good for as many people as possible.  Consideration for scarce resources include the patient’s quality of life, the likely recovery of the patient with treatment, and expected length of life for the patient (which may be altered if the patient has a comorbidity) (Savulescu & Wilkinson, 2020).
	Egalitarianism considers only the needs of the patients. Everyone is considered equal in the distribution of medical care. All patients should have the same chance in receiving rationed equipment for their treatment, no matter their acuity level. (Savulescu & Wilkinson, 2020).
	Another form of decision-making is to focus on the maximum number of lives saved. This method would minimize discrimination among patients but would be difficult to execute in the uncontrolled environment of an overloaded Emergency Department (Supady et al., 2021).
	Priority to the worst off is to give treatment and resources to those most acutely ill. This method, however, could lead to wasted supplies for those beyond recovery. Careful patient assessment is necessary (Supady et al., 2021).
	First come, first served is another decision-making idea. This would include equal treatment for all but would result in unequal administration of scarce supplies and hospital beds. Patients with a higher acuity who desperately need treatment may not be able to obtain a bed if it’s occupied by someone who may not be quite as sick, but arrived at the facility earlier (Supady et al., 2021).
	Fair Innings refers to the idea that all people have a right to live through all the phases of life.  Young people should have priority over older adults who have completed more of life’s phases. Older adults tend to have decreased physiological stamina and in general have fewer years available than younger people. Prioritizing young people would maximize the overall number of years of life saved (Kirkpatrick et al., 2020).
	Another consideration for rationing of resources is instrumental value. This is the principle that people who offer value to other humans (for example, health care workers) should gain priority over others for rationed supplies (Kirkpatrick et al., 2020). Reasons for health care worker priority explained in the article “Fair Allocation of Scarce Medical Resources in the Time of COVID-19” include the fact that health care workers care for others and are essential to keep hospitals working. They also put themselves at high risk for developing the infection. Their skill set is hard to replace, and they are necessary for the care of all patients, not just pandemic patients (Emanuel et al., 2020).
	A lottery for health care is another idea for scarce resources. This would result in equal treatment for all, but as in first come, first served, it could result in unequal administration of supplies to those who may not be as sick as someone else who didn’t win the lottery (Supady et al., 2021).
	DNAR (Do not attempt resuscitation) is another consideration for the distribution of scarce medical resources. A person who is not expected to survive would not be a candidate to receive limited supplies. If this person would likely not benefit from CPR, DNAR designation would prevent this procedure from being administered as well. CPR in general results in the aerosolization of viruses and bacteria, making health care workers more vulnerable to disease, thus decreasing their ability to care for other patients (Kirkpatrick et al., 2020).  
	Reallocation of supplies involves removing medical resources from one person who is not improving with the treatment or is not likely to survive in order to give it to another person. A trial period may be initiated to see if a patient responds before discontinuing the therapy to use for someone else (Kirkpatrick et al., 2020).  
	Natural as well as man-made disasters are a way of life. Unfortunately, they can limit emergency response to those in need due to limited supplies and personnel.  Difficult decisions must often be made during trying times in order to distribute these items fairly.  Ethical principles and decision-making guides can be utilized for this process in order to relieve the burden for health care personnel at the bedside.  Research should be conducted to determine which procedures worked and which did not work in the past in order to create new procedures where needed. Consideration of this process and the development of institutional policies are essential before disaster strikes in order to relieve stress on health care workers during the calamity.
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