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Principles to Consider in Decision-making 

Resource constrained vs resource unconstrained decision-making 

The Critical care triage statement, London and SE Coast (20 Nov 2009)(5)[1] in part rests on the 
observation that that there is a difference between: 

(a) resource constrained decision-making; and 

(b) resource unconstrained decision-making. 

The New York ventilator allocation guidelines (2015) make the following strong points: 

p. 43: “decisions made at the bedside represent an individualized rather 
than collective approach to ventilator allocation, which result in 
inconsistencies and increase the potential for inequity, unintentional bias, 
and ineffectiveness. Without a consistent decision-making framework for 
physician clinical judgment, processes and outcomes will vary between 
physicians, hospitals, and locales.” 

Their approach: 

p.33; “Patients for whom ventilator treatment would most likely be 
lifesaving are prioritized. Patients with the highest likelihood of survival 
without medical intervention, along with patients with the smallest 
likelihood of survival with medical intervention, have the lowest level of 
access to ventilator therapy.  Allocating scarce resources in this manner 
utilizes them effectively and increases the number of survivors by providing 
ventilators to those who are most likely to survive with ventilator therapy.“ 

Involvement of clinical experts  

para 4.5 of the NICE guidance (NG159) states that: 

“Decisions about the use of critical care resources should only be made by, 
or with the support of, healthcare professionals with expert knowledge and 
skills in critical care.” 

Clinical staff as members of the public and potential patients 

Note that clinical staff are potential patients too. Careful consideration should be given to the roles of 
clinical staff in high risk groups. 

Things to consider 

Useful steps to consider include: 

1. Transparent system level decisions about moves to and from resource unconstrained to 
resource constrained decision-making.  

2. if resource constrained decision-making is active then development of a dynamic system for 
monitoring supply of and demand upon critical facilities with this information fed back down 
to bedside decision-makers who can then allocate such resources as are available to those 
most able to benefit on objective criteria. 

https://www.health.ny.gov/regulations/task_force/reports_publications/docs/ventilator_guidelines.pdf
https://www.nice.org.uk/guidance/published?type=cov,coa
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Principles 

Principles include: 

1. The aim to maximise benefit from the resources available. 

2. There should be fairness in distribution of scarce resources. 

3. Proper documentation of the context and basis of such decisions made in the context of 
resource restricted decision-making. 

4. Resource restrictions can impact upon all services not just critical care facilities and 
the same principles would apply equally to non-COVID-19 conditions as apply to 
COIVD-19 cases. 

Recognising that the criterion of ‘ability to benefit from therapy’ rather than other criteria such as age, 
comorbidity or disability may be the most efficient way to maximise benefit overall. In regard to this, 
patients suffering from COVID 19 and patients suffering from other diseases should be treated equally. 

Guidance from the BMA has added the word “quickly” to the principle of ability to benefit from 
therapy.  

Note that the first 2 principles above can come into conflict. 
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