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Predicament Prevention for 
Pandemics
COVID-19 has resulted in an enormous demand for critical care person-
nell and increased consumption of resources. How can healthcare systems 
prepare for the allocation of scarce resources? 
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Introduction
Health care crises, like the COVID-19 
pandemic, can lead to a pronounced 
regional, national and even suprana-
tional discrepancy between the need 
for medical care and the ability of 
the health care systems to provide it. 
Among others, such need can refer to 
personnel, pharmaceuticals, equipment, 
nutrition, or transportation capacity. 
Specifically in the COVID-19 pandemic, 
the situation has been aggravated by 
the fact that to date no widely accepted 
specific treatment is available, leav-
ing only symptomatic and supportive 
measures (Wiersinga et al. 2020). This 
has resulted in an enormous demand 
for critical care personnel as well as a 
remarkable consumption of resources, 
such as personal protective equip-
ment, pharmaceuticals, and ventilators 
(Wiersinga et al. 2020; Grasselli et al. 
2020; Emanuel et al. 2020). In general, 
whatever the particular shortage may 
be in a pandemic situation, the respec-
tive treating teams need to selectively 
allot the resources available and hence 
must make prioritisation decisions. An 
important task is to base such decisions 
both on the best knowledge available 
regarding the respective medical aspects 
and on ethical values and principles.

Allocation of Scarce Resources in 
Critical Care
When in health care crises resources 

become scarce despite all efforts of a 
health care system and its institutions, 
the general pillars of decision-making, 
i.e. medical indication and informed 
consent, become superimposed by a 
triaging process. The treating teams then 
must make prioritisation decisions as to 
the allotment of the resources in need. 
The focus of care, then, will usually need 
to shift from patient-centred deontology 
to population-centred utilitarianism. 
Clearly, this shift needs to result in 

fair and clinically informed processes 
about scarce resource allocation, and 
this may include adapting, conserving, 
substituting, re-using, and re-allocating 
resources. Additionally, legal stipulations 
may direct the allocation of resources and 
may even overrule medical judgement.

During the COVID-19 pandemic, 
medical societies in several countries 
have published recommendations regard-
ing the allocation of scarce critical care 
resources (Marckmann et al. 2020; Jöbges 
and Biller-Andorno 2020; Truog et al. 
2020; Emanuel et al. 2020). They partially 

build on recommendations related to 
former epidemics or on general triage 
principles, and they are also based on 
distinct ethical values (Marckmann et 
al. 2020; Jöbges and Biller-Andorno 
2020; White and Lo 2020; Emanuel et al. 
2020; Beauchamp and Childress 2019; 
Nates et al. 2016). Some of these values 
and recommendations could serve as a 
general matrix for prioritisation deci-
sions in pandemic situations. 

Ethical Values Allotting Scarce 
Health Care Resources 
With regards to the allocation of scarce 
resources, three core ethical values appear 
undisputed: treating patients equally; 
maximising the benefits achievable 
under the circumstances prevailing; 
and giving priority to patients with 
the best odds of success.

Each and every patient is of equal 
value, and there should be no differ-
ence in allocating scarce resources 
between patients infected with the 
agent causing the respective pandemic 
and those not infected with it, but 
afflicted otherwise. In principle, each 
patient deserves a fair chance of receiv-
ing medical care. However, the odds of 
success when applying a treatment – i.e. 
a scarce resource in this context – will 
not be distributed equally amongst all 
those in need. Therefore, those with 
higher odds of success – as defined 
by transparent and reasoned medical 

in principle, each 
patient deserves a fair 

chance of receiving 
medical care 
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and ethical criteria in advance – will 
receive priority for the interventions 
necessary. Medical determinants with 
a negative impact on the prognosis 
need to be described and integrated 
into the decision-making process as 
transparent as possible regarding the 
knowledge available (Marckmann et al. 
2020; White and Lo 2020; Emanuel et 
al. 2020). Neither chronological age 
alone, though, nor a person’s social 
value, religion, disabilities, or wealth 
should determine his/her chance to 
benefit from scarce resources. 

Whether maximising benefits means 
saving more lives – usually measured with 
mortality predictions –  or saving more 
years of life (in all surviving) – usually 
assessed by considering co-morbidities 
– is disputed. Saving more lives is more 
frequently advocated, though (Marck-
mann et al. 2020; Peterson et al. 2020; 
Jöbges and Biller-Andorno 2020; Truog 
et al. 2020).

A fourth ethical value, giving prior-
ity to health care workers and research 
participants when other factors are 
equal, has not met the same degree of 
endorsement, as it raises concerns that 
those making the rules may be protect-
ing themselves. However, keeping the 
necessary workforce healthy and alive 
will benefit others in need, and therefore 
this notion warrants further delibera-
tion (White and Lo 2020; Truog et al. 
2020; Emanuel et al. 2020). 

Time and Decision-Making Process 
of Prioritisation
In clinical practice, there are two primary 
points in time for prioritisation decisions: 
(1) before scarce resources must be 
allotted – that is the decision to start or 
withhold intensive care (life-sustaining) 
treatments, and 
(2) once scarce resource allotment has 
already been implemented – that is the 
decision to continue or withdraw such 
treatments.

Withholding and withdrawing are 
mostly assessed as equally justified for 
the same individual. During pandem-
ics, though, the crucial question might 
arise whether it is justified that one 
patient be removed from a specific 
critical care treatment modality for 
the sake of another patient who has a 
higher likelihood of successful through 
this treatment modality. Referring to 
the COVID-19 pandemic, there is no 
concordance as to this difficult ques-
tion (Marckmann et al. 2020; Jöbges 
and Biller-Andorno 2020; Peterson et 
al. 2020; White and Lo 2020; Truog 
et al. 2020; Emanuel et al 2020) and, 
again, legal stipulations may direct this 
particular decision.

No matter at what point in the course 
of a pandemic prioritisation decisions 
must be made, they are complex and 
challenging. They will bear grave conse-
quences for “denied” individual patients, 
and they can contribute or lead to 
conflicts, moral distress and burnout 
among staff as well as to emotional 
distress, signs of depression, and compli-
cated grief among patients and their 
families (Postolache et al. 2020; Lai et 
al. 2020; Moss et al. 2016). Hence, it 
is of utmost importance prioritisation 
decisions not be taken as discretionary 
decisions, but taken thoroughly, consis-
tently, proportionately, and transparently 
as to rules based on medical assessment 

and ethical values. Furthermore, these 
decisions need to be re-evaluated regu-
larly and over a length of time adapted 
to the course of the respective disease.

Core Recommendations for 
Fair Allocation of Scare Medical 
Resources in Critical Care During 
a Pandemic
Based on ethical principles and values 
as well as on scientific publications on 
epidemics and pandemics, the following 
recommendations have been formulated:
1. The appropriateness of critical care 
treatment measures is assessed for every 
patient in need (not only for those 
afflicted by the pandemic). If critical 
care is not indicated, the patient will 
not be admitted to an ICU or another 
high-care unit.
2. The patient’s informed consent is 
obtained or verified. If there is no 
consent (or not any longer), the patient 
will not be admitted to an ICU. If the 
patient’s wish cannot be ascertained, 
he/she will be assessed further as if 
he/she had consented.
3. Once the need for critical care treat-
ment has been determined, the clini-
cal likelihood of its success is reliably 
assessed according to reasoned and 
transparent criteria known at the time. 
Specifically, indicators for low odds 
of success are monitored. Patients are 
then either admitted or not admitted 
to an ICU, according to the individual 
odds of success.
4. Decisions to change the goal of 
therapy from cure to comfort care are 
considered for each and every patient 
they may apply to (not only for those 
afflicted by the pandemic) and are taken 
without delay. Patients so affected will 
not be admitted to an ICU or will be 
discharged from the ICU where they 
are situated. All prioritisation decisions 
are re-evaluated regularly in adequate 
time intervals, and especially when 
the clinical status of the patient or 

neither chronological 
age alone, nor a person’s 

social value, religion, 
disabilities, or wealth 

should determine his/her 
chance to benefit from 

scarce resources
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the availability of resources changes. 
After deliberation and decision-making 
within the treating team, the prioritisa-
tion decisions will be explained to the 
patient (or his/her legal representative) 
and the family in a transparent manner 
and then documented appropriately.
5. Psychosocial support for patients, 
families, and staff needs to be available 
to help cope with difficult individual 
courses of the respective disease and/
or moral distress.

Conclusion
In a pandemic, many critical care resourc-
es may become scarce. All patients still 
need to be given a fair chance to receive 

intensive care treatment measures, but 
the odds of successful treatment will not 
be distributed equally among all patients 
in need of the scarce resource. Therefore, 
in order to prevent predicaments, the 
treating teams need to selectively allot 
the resources available and hence must 
make prioritisation decisions. These 
decisions must not be discretionary, but 
consistent, proportional, and transpar-
ent – and they must therefore be based 
on reasoned medical and ethical rules 
formulated a priori. 
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 Key Points
• Pandemics can lead to a pronounced discrepancy 

between the need for medical care and the ability of 

the health care system to provide it.

• Prioritisation decisions are then inevitable, and they 

need to be based on the best medical knowledge avail-

able and on ethical values and principles.

• The focus of care will usually need to shift from 

patient-centred deontology to population-centred 

utilitarianism.
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