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Assumptions
 A region progresses towards resource allocation in a 

steady, predictable way.

 The threshold of resource allocation will be crossed in one 
direction only.

 Resource allocation will apply to all interventions at the 
same time.



Example

 Severe influenza causing single organ respiratory failure.

 As cases rise, ventilators progressively run short.

 State declaration that resource allocation is required.



Ideal:
Every Patient 
Gets Optimal 

Care

Everyday
Reality:
Clinical 

Prioritization

Disaster Prep:
Resource 
Allocation

Severe Strain: ?



Space





Space



Ventilators



Dialysis

 Plenty of machines, not enough filters: 
 Provide RRT to a few patients for as long as possible

 Plenty of filters, not enough machines:
 Provide RRT for a few hours to as many patients as possible

 Not enough machines or filters:
 Utilize non-standard forms of RRT



Oxygen (False Alarm)

 Oxygen supply is about to run out:
 Divert oxygen to patients who have highest chance of survival

 Oxygen supply will be restored within a short time frame:
 Divert oxygen to patients who most need it



Level-Loading
 Maintain highest standard of care possible by moving patients 

 Move sickest patients that need most attention?

 Move least sick patients that have higher chance of survival?

 Move patients in order of presentation?



Ideal:
Every Patient 
Gets Optimal 

Care

Everyday 
Reality:
Clinical 

Prioritization

Disaster:
Resource 
Allocation

Severe Strain: 
Clinical Prioritization



Clinical Prioritization Resource Allocation 

Definition Use of clinical judgement to determine 
how best to utilize the current critical 
care resources. 

Use of estimated likelihood of survival to determine which 
patients will receive all components of critical care and which 
will not.   

Goal Provide critical care to all patients who 
need it and achieve the best possible 
outcome for all of those patients

Provide all components of critical are to those patients who are 
most likely to benefit from it, possibly including removal of 
components from patients unlikely to benefit. 

Highest 
priority 
patients

Patients with the highest level of 
severity, provided it is in line with their 
goals of care and does not meet criteria 
for futility

Patients with the highest likelihood of benefitting from critical 
care, meaning patients who are neither “too well” or “too ill” to 
benefit. 

Enacted by The clinical team responsible for the 
patients. 

State, by statute, regulation, or Executive Order
AND Facility CEO
This CANNOT be enacted by an individual provider in real time.   

Example Which of my patients should I send to 
CT first?
Which patient most needs a full-service 
ICU ventilator and which is appropriate 
for a transport ventilator?

I have only 1 ventilator available and 2 patients being admitted 
to me with respiratory failure.   I provide the last ventilator to 
the patient who is more likely to survive their critical illness with 
the help of a ventilator.   



Conclusions

We need to be prepared for the extremes of Clinical 
Prioritization.

We need paradigms and guidelines to assist bedside 
providers in making these decisions.

We need to advocate for protections that apply when our duty 
as physicians contradicts the law.
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