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An Integrated Approach to Resource Allocation

Louise M. Terry1,2

Resource allocation decisions are often made on the basis of clinical and cost
effectiveness at the expense of ethical inquiry into what is acceptable. This pa-
per proposes that a more compassionate model of resource allocation would be
achieved through integrating ethical awareness with clinical, financial and legal
input. Where a publicly-funded healthcare system is involved, it is suggested that
having an agency that focuses solely on cost-effectiveness leaving medical, legal
and ethical considerations to others would help depoliticise rationing decisions
and command greater public acceptance.

KEY WORDS: decision-making model; macro-allocation; medical-social triage; resources.

Abbreviations: BMA: British Medical Association; NHS: National Health
Service; NICE: National Institute of Clinical Excellence.

INTRODUCTION

All healthcare systems face choices about which treatments to provide and
which to withhold. Healthcare providers, and governments, take a variety of ap-
proaches but patients, worldwide, are increasingly demanding access to new treat-
ments and technologies and are frustrated by refusals. Although Klein (1993)
asserts that it is “positively undesirable” to search for a set of principles that
will make resource allocation decisions and all that is needed is to improve the
“process” by which decisions are made, Dickenson (1999) argues, that since macro
resource allocation decisions carry major impact upon individual lives, and carry
the potential to discriminate against those who have already been unfortunate in
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life, account should be taken of ethical values as well. Otherwise, patients feel
“abandoned” and trust in the healthcare provider is lost as the principles of fidelity
and non-maleficence are breached. As Kennedy (2001) argues, “for a healthcare
service to be truly patient-centred it must be infused with the views and values
of the public.” Ethical and social values are important in structuring the macro-
resource allocation process. This paper suggests that a more compassionate model
of resource allocation would be achieved through integrating ethical awareness
with clinical, financial and socio-legal input. Where a publicly-funded health-
care system is involved, it is suggested that having an agency that focuses solely
on cost-effectiveness leaving medical, ethical and socio-legal considerations to
others would help depoliticise rationing decisions and command greater public
acceptance.

LOTTERIES IN HEALTHCARE

Whenever healthcare costs are shared throughout communities, whether
through a national system such as the British National Health Service (NHS) or
through health maintenance organisations (HMOs) or insurance schemes, a com-
munitarian ethos is suggested. However, the macro resource allocation decision-
making process is often based predominantly on clinical and cost-effectiveness
thereby skewing the process towards cutting costs and/or reducing the tax burden
of the wealthy (Loewy, 1999). Macro decisions are made according to “politi-
cal expediency” since “neither the concept of equity nor that of need is of much
help” (Klein et al., 1996). The need to consider fiscal requirements and re-election
prospects mean governments providing universal healthcare are subjected to pres-
sures that subsequently affect the lives of present and future patients and their
families. Likewise, HMOs face pressure to deliver the best treatments but keep
costs affordable.

Within countries, as well as between countries, healthcare “lotteries” exist
whereby some patients fail to receive the most appropriate treatment for their
condition because of economic constraints and the way decisions are made locally
even when there is a national healthcare provider. If equitable healthcare is to be
achieved, people with the same condition should receive the same opportunity to
benefit from treatment regardless of where they live (Harris, 1999).

Currently, the British public believes that “the NHS is failing to provide
an equal standard of healthcare for all” (BMA, 2001). Patients are looking at
healthcare in America and Europe and making unfavourable comparisons. Within
Britain, the National Institute of Clinical Excellence (NICE) was created in 1999
to help address issues of resource allocation and eventually end the “postcode
lottery” in British state healthcare provision. Since its inception, NICE has come
under fierce criticism often because its decisions are still strongly influenced by
the cost of the particular treatment in question, not simply its clinical efficacy,
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and seem to ignore associated ethical or social considerations. For example, NICE
recommended that patients with macular degeneration, should be left to go blind in
one eye before doctors would be allowed to treat the remaining eye with expensive
photodynamic therapy (NICE, 2002a; BBC, 2002; Holt, 2002) Within hours, a
damage-limitation press release by NICE emphasised that the final decision would
only be made after the appeal process had been completed (NICE, 2002b)

Public outcry can lead to changes in decisions or in the decision-making
process. For example, NICE’s (2000) decision not to recommend taxanes for breast
cancer was rethought following public outcry (Marsh, 2000). In the American
state of Oregon, outcry following the death of a child led to the introduction of a
prioritised list of condition-treatment pairs which Medicaid would pay for (Dixon
and Welch, 1991). However, this public-involvement model failed to command
political or professional acceptance and fell foul of anti-discrimination legislation
(Blumstein,1997). In Canada, where the government has been concerned over
spiralling Medicaid costs and the public has been outraged at increasing treatment
waiting times, the Romanow Commission has finally concluded its inquiry on the
future of Canadian healthcare (Romanow, 2002).

TACKLING HEALTHCARE LOTTERIES

Dworkin (2000) suggests that adopting the “prudent insurance principle” is
a way to answer the joint questions, how much to spend and what healthcare
to buy. As he asserts, it is clear that there are some treatments which no one
would consider appropriate to withhold on financial grounds (e.g. appendectomy).
Unfortunately, the “rescue principle” is constantly evoked so that whatever can
be done to avoid death is held to be necessary care. Between the “always give”
and “never give” treatments, there are “grey areas” which need to be addressed
(Dworkin, 2000). However, Dworkin fails to recognise ethical or socio-legal issues
sufficiently in his over-reliance upon medical effectiveness. For example, there
are some treatments which few in the Western world would consider acceptable
to provide on ethical grounds (e.g. female circumcision). Other treatments might
raise concerns regarding human rights abuse (e.g. enforced treatment of mentally ill
patients). However, it can be seen as appropriate to legislate that certain conditions
(e.g. smallpox or severe mental illness) must be treated as a matter of public health
and safety and individual refusal of treatment is not an option but compulsory
treatment raises complex ethical questions not just financial ones. Some treatments
may raise legal concerns such as the potential for civil/criminal liability for those
delivering treatment (the British courts have considered such issues regarding the
sacrificial separation of conjoined twins although in other countries such decisions
are left to doctors or ethics committees).

Healthcare provider organisations need to consider these factors as well as
medical and financial ones. For example, if treatment is to be enforced, it is arguable
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that ethically the treatment which is least intrusive or causes the least infringement
of patient rights should be used even if it were more expensive than an alternative.
These evaluations are difficult for governments or healthcare provider organisa-
tions concerned with containing costs to make in a neutral manner. Too often the
evaluation is based on clinical and cost-effectiveness alone: “Does it work and
how much is it?”. Expensive options are likely to be rejected because the ethical
or socio-legal case in favour has not been considered.

ETHICAL AND SOCIAL CONSIDERATIONS

Equitable healthcare provision requires a balancing of individual and societal
interests. To avoid discrimination and achieve distributive justice in healthcare re-
source allocation Kuczewski (1997) proposes that individual and societal interests
should be balanced by adopting communitarian casuistry so that the “deliberative
activity of rich case-analysis” includes “the kind of public consensus and method
of promulgation that is necessary to legitimate authority.” Stoll (1989) suggests es-
tablishing “consensus on the treatment . . . appropriate to certain groups and stages
of disease” with society approving the criteria used for deciding priorities in the
face of limited resources.

However, although a more open debate about issues of distributive justice
is needed to reduce arbitrariness in decision-making and variability in practice
between healthcare provider organisations this could result in agreements that dis-
criminate against certain groups. Whilst “(i)nformation, choice and impartiality
may be essential ingredients in progressing moral belief systems, they do not in
themselves settle any significant value disagreements” (Campbell, 1999). Conse-
quently, it may be decided that “(i)n times of resource scarcity, advanced age is a
morally relevant way of selectively limiting the use of life-sustaining technologies
at the public policy level” although “gender, race, ethnic background, intelligence
level and religious beliefs of patients are not” (Weir, 1989). Campbell et al’s fears
(1997) that seeking societal consensus as to how to limit healthcare could lead to
anxiety amongst the elderly and vulnerable that they are to be considered burdens
on society who are failing in some unspoken obligation to end their lives need to
be addressed. The value of all individuals within society needs to be recognised.
The decision-making process needs to be not just non-discriminatory, but anti-
discriminatory. The methodology adopted must not be one that “disenfranchises
or is insensitive to the particular needs of certain groups” (Mannion and Small,
1999). Millar (1999) has raised concerns regarding racial discrimination within
the British NHS. Such concerns must be addressed by healthcare providers.

To protect patients, a concept of rights as “procedural guarantees” should
be accepted (Kuczewski, 1997). Rights can be seen as “conditions necessary to
promote inclusion in the process” (Kuczewski, 1997). A commitment to ensuring
that all those who have the same condition will receive the same opportunities
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to benefit from treatment could be adopted. As Harris (1999) affirms, “(e)qual
opportunities recognise the existential or intrinsic value of people” In multi-cultural
societies, macro-decision making processes need to protect the vulnerable. For
instance, some cultures might see the lives of infant girls as less important than
boys (Subramanian and Paul, 1995) and these cultures might be less likely to
encourage women to be part of the decision-making process. Regarding some areas
of medicine and medical treatment, legislation might be necessary as a means to
protect rights. Kuczewski (1997) argues it is necessary to adopt “a notion of the
duties of the community to the person” in order to protect “the legitimate claims
of the patient on the community” since rights are not just for safeguarding private
individual interests but also have an “instrumental aspect regarding the life of
the community.” In other areas of medicine, accurate interpretation of existing
legislation or case law is needed to assist evaluation and legitimise decisions.

Civil litigation impacts on medical practice and consequently on decisions
relating to resource allocation. Kennedy (2001), in his report into children’s cardiac
surgery at Bristol Royal Infirmary which left several infants dead or brain-damaged,
has called for a culture of openness to be developed in the NHS. A lack of resources
can result in treatment being provided in circumstances in which “getting by is
prized as success” (Kennedy, 2001). Compromises can occur whereby less-than-
optimum treatment is offered or staff work beyond their competencies. A lack
of resources can mean that the already disadvantaged in society fail to receive
treatment opportunities (Harris, 1997). Openness in decision-making can help
guard against value judgments based on third party estimations of patient quality
of life being made, whether by a healthcare organisation or by individual doctors
treating individual patients. Where there is already debate about treatment options,
too often, it is dominated by clinical opinion with ethical input sometimes being of
an extremist nature, for example, debates around treatment options at the beginning
or end of life.

AN INTEGRATED APPROACH TO RESOURCE ALLOCATION
DECISION-MAKING

A more compassionate model of macro resource allocation could be achieved
through integrating clinical and financial input with ethical and socio-legal input.
This more considered approach could be achieved by harnessing the expertise
available in universities and hospitals. Jonsen et al (1998) assert that a “rigorous
evaluation of therapies, a technique that modern medicine is only now learning to
perform in theory and has far to go in applying to practice” is needed. Groups could
be set up to examine the ethical and socio-legal implications of treatments that are
already in use. These should include specialists in the field (doctors, nurses and
other healthcare professionals), ethicists, lawyers, social workers and lay members
who have particular experience regarding the condition being considered. The
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over-emphasis on public opinion which the Oregon model produced (Dixon and
Welch, 1991) can thus be avoided. The groups will need to be alive to the potential
for abuse of human rights in the name of medical efficacy or reducing the burdens
that some patients place on their families and/or society. It should not be a part
of their remit to decide who presents a burden upon society nor how that burden
should be relieved and a strong commitment to anti-discriminatory practice will
be required of its members.

These groups could report to the healthcare provider organisation (or govern-
ment) what they consider to be relevant ethical and socio-legal concerns surround-
ing different treatment options and give indications as to their relative importance
bearing in mind clinical effectiveness, as already known through databases such
as the Cochrane database or research trials, and costs. Given the impracticality
of immediately evaluating every possible condition-treatment option, an initial,
commonsense-based, identification of the conditions that most agree should be
treated and those most agree should not be treated should be made. Within the
grey areas there will be some treatments which raise concerns regarding clinical
effectiveness, law, ethics, costs or a mixture. For example, infertility treatment
raises issues of medical effectiveness and ethics. Gender reassignment or the sep-
aration of conjoined twins raise ethical, legal and cultural issues. The groups may
produce information that is hard to handle. For instance, more costly treatment
options include autologous blood transfusions. Questions such as whether there
is an ethical obligation to provide treatment at extra costs to satisfy someone’s
personal preferences, whether inspired by religious/cultural values or not, need
to be openly addressed by decision-makers. All the issues surrounding new treat-
ments could be examined and comparisons made with any existing treatments
before recommendations in favour are made. A rigorous assessment of the clin-
ical, ethical, socio-legal and financial implications of experimental therapies and
treatments that are not strictly addressing a matter of ill-health could be made.
Jonsen (1990) approves Moore’s sentiment that “(t)here must be some likelihood
of success before the desperate remedy becomes more than a desperate search for
an opportunity to try a new procedure awaiting trial.”

Consensus regarding clinical effectiveness, cost-effectiveness, ethical and
socio-legal acceptability can overlap to produce a central area of agreement regard-
ing treatments that are agreed to be medically effective, affordable and acceptable
within ethical and socio-legal considerations (see diagram 1). However, there may
be disagreement over the usefulness or acceptability of some treatments. This
“greyness” will be for the groups to use their shared expertise to identify and work
out how to address either by means of recommending further medical research, re-
questing that an inquiry into the associated ethical and legal issues is commissioned
or issuing guidelines to assist in individual cases. Some treatments may represent
a disproportionately large part of the overall healthcare budget if they were to be
provided completely freely so it may be appropriate for the groups to recommend
restrictions on their use. Other treatments might be of low clinical effectiveness,
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like infertility treatment, so guidelines could be produced regarding the targeting
of treatments to those patients most likely to benefit. In drafting guidelines, care
will need to be taken to prevent distortions based on inappropriate considerations
such as the worth of certain individuals to society.

Medical advances and changes in societal views (possibly reflected in leg-
islative changes) mean that achieving consensus is difficult but, regarding many
treatments and healthcare conditions, it is not impossible. Achieving consensus as
to what constitutes ethical practice may be more problematic than identifying what
is medically effective, cost-effective or lawful. What is seen as ethically or cultur-
ally acceptable may be either politically driven or in political dispute. Professional
training as well as personal beliefs may influence attitudes. The question could be
asked, whose ethic informs decision-making? True democracy requires listening
to local voices according to Alexander (1999) but local decision-making practices
can result in national inequities. However, by addressing these issues openly, it is
submitted that a greater convergence between different ethical, cultural and pro-
fessional approaches could be achieved and the resulting “medical-social triage”3

would command public acceptance. Many treatments will be placed in this cen-
tral zone. Dworkin’s “prudent patient” would, no doubt, choose to purchase a
healthcare package covering treatments that clearly fall within the central zone.

A novel example of a British healthcare provider seeking to incorporate a
stronger ethical focus is NHS Highland which commissioned Professor Sheila
McLean, Professor of Law and Ethics, Glasgow University to develop a set of core
ethical values to enhance its decision-making processes (Highland NHS Board,
2002). The project aims to enable decision-makers to use these ethical values
alongside considerations such as clinical, financial and staffing considerations.
The seven values or principles are: engagement (of all stakeholders); flexibility;
establishment of meaningful relationships; accountability; justice; quality and re-
alism (taking realistic account of limitations and opportunities). As Devlin (2003)
explains, the new process helps the Board to measure decisions against ethical
considerations not just legal, clinical or financial ones. It also opens the Board’s
decision-making processes to scrutiny by the public.

On a wider scale, a state funded healthcare system can adopt a similar inte-
grated process of decision-making. It is submitted that once the appointed group has
conducted its evaluation, the government-appointed body (e.g. the NHS) should
concentrate on delivering, to whatever extent is compatible with national priorities
and budgets, treatments in the central zone of consensus. It is accepted that it may
not be possible to provide timely treatment to all citizens of every treatment that
falls within this zone but it seems inappropriate for a state-funded system to provide
treatments which are outside it when it is restricting some cental zone treatments
on cost grounds. Macro resource allocation decisions should accord the highest

3I am indebted to Professor Carol Leppa, University of Washington, Bothell, for coining this phrase
for me. We believe it is original.
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priority to the “must treat/must make treatment available” condition-treatment
pairs within the central zone of consensus. An example of a ‘must treat’ condition
is smallpox and it is submitted that the funds for these should be ring-fenced by
Western governments.

As time passes, treatments which fall into the central zone of consensus may
become less effective compared with new drugs or operations and will need to be
discarded. Changes in societal attitudes towards medical advances or individual
disability may mean that treatments once seen as acceptable are no longer seen as
that. Conversely, new treatments can move into the central zone as they become
more clinically effective, gain greater societal acceptance or represent a more
ethical alternative to existing treatments.

AN AGENCY TO CONSIDER COST-EFFECTIVENESS ONLY

Macro decision-making can be improved further by separating financial con-
siderations from the process of considering medical, ethical and socio-legal is-
sues. Independent appraisal of the complex issues associated with the multitude
of medical treatments available could be fed to an agency that focuses simply on
cost-effectiveness. Under this model, the first stage of a two stage “medical-social
triage” in healthcare is conducted by appointed groups with suitable clinical, eth-
ical and socio-legal expertise. This would help depoliticise the decision-making
process. The groups would then feed their consensus to an agency which would
conduct the second stage of ‘triage’ on cost-effectiveness grounds (see diagram 2).
The cost-effectiveness of different treatments for the same condition within the
central zone would be examined and the ranking of treatment priorities undertaken.
Funds for the “must treats” can be ring-fenced then the process of prioritising the
“desirable” treatments for conditions that it may be appropriate for the healthcare
provider organisation or state to fund can be conducted. Openness regarding the
decision-making process and overt recognition of rights will help prevent inequity
as healthcare providers or governments identify priorities and what resources are
needed. The results must also be open to revision in light of emerging ethical
and human rights insights. As Dworkin (2000) says, “results must be. . .open to
revision on the basis of further evidence of public preference as well as med-
ical technology and experience.” Once the process has been completed, insur-
ance premiums or tax burdens could be adjusted accordingly (or not). The public
would be able to show displeasure either through the marketplace or the ballot
box. In Britain, an independent strategic body could be established to determine
what treatments will be available on the NHS. The British Medical Association
(BMA, 2001) hints at such a body in its review of healthcare funding so it should
command support from British doctors although the BMA still over-emphasises
medical and cost-effectiveness aspects of defining “need” at the expense of ethical
factors.



Integrated Approach 179

CONCLUSION

This integrated approach to macro-resource allocation decisions can answer
Butler’s (1999) criticism that “(n)ot only is the search for a morally correct solution
to the problem of rationing a chimera, so too must be the belief that a consensual
solution, were it ever to be found, would be technically feasible.” Whilst Kluge and
Thomasson (2002) note that many of the problems over macro-resource allocation
are grounded in the conflicting ethical perspectives of the decision-makers, the
communitarian approach underpinning the proposed model can help, as Black
and Mooney (2002) note, to take into account “the pluralistic nature of modern
society.” It would help produce greater equity within healthcare systems as called
for by Bell (2000) and command greater public acceptance.
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