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Abstract

Objectives: The aim of this research is to explore the experience of allocating scarce health
resources in humanitarian response settings, specifically in relation to decision-making.
Methods: This research utilized an exploratory qualitative design. Participants were identified as
clinicians with relevant first-hand experiences with scarce health resource allocation in
humanitarian response settings. Participants were purposively recruited to include the broadest
perspectives possible. Semi-structured interviews were hosted remotely. Transcripts capturing
participant narratives were analyzed using inductive thematic analysis to allow themes to
emerge.

Results: Seventeen participants were recruited and interviewed as part of the Scarce Health
Resource Allocation in Humanitarian Response Settings (SHARE-HRS) project. Inductive
thematic analysis related to decision making revealed 5 key themes: devices; priorities; ideals;
context-specific decision making; and weight of decision making. These themes informed the
development of the SHARE-HRS Decision Making Model.

Conclusions: While health resource allocation decision-making is not unique to humanitarian
settings, there are unique situational challenges faced by humanitarian health care workers. The
SHARE-HRS Decision Making Model provides a new insight into how these challenges may be
addressed or impact decision-making, and thus offers a structure and common nomenclature
for future humanitarian health response operations and research.

Introduction

Health systems invariably face limitations arising from the finite availability of resources. The
inability to address every potential health need introduces the requirement for resource alloca-
tion, which can vary according to different degrees of transparency and level of allocation. The
spectrum of resource allocation includes decisions made explicitly and implicitly, thus ranging
from policy-driven and transparent allocation through to an ad hoc resource allocation by
individual clinicians who have been entrusted with a resource.”” Additionally, health resources
are allocated across three levels: the macro-, meso-, and micro-level. This spectrum includes
allocation at a budget, policy, and societal level as well as allocation occurring within the clinician-
patient dyad.”” These foundational principles contribute to the complexity of scarce health
resource allocation at baseline.

As specialist services are restricted by resource availability, there is increasing awareness of
resource allocation decision-making in intensive and critical care. Recent emerging insights into
decision-making regarding resource allocation at the individual patient level in critical care have
highlighted the impact of patient, physician, and environmental factors.””'" This emerging
research identifies that clinician-driven resource allocation is responsive to several contextual
factors including the characteristics of the patient, resource availability, systems and policies, and
individual clinician characteristics.”'' However, it is not clear how these findings and knowledge
translate to other contexts, including humanitarian health response contexts.

Humanitarian crisis settings and complex humanitarian emergencies introduce challenges
not otherwise faced by established health systems, such as disasters concurrent with critical
resource shortages, conflict and other forms of violence, and political collapse.'” These factors
introduce resource scarcity that can impact every core health function, to a scale and degree not
seen routinely in developed health systems. A recent systematic search of the literature and
formulation of an evidence gap map demonstrated core resource allocation principles detailing
experiences of resource allocation in health responses in humanitarian response settings.'~ In this
same review a critical lack of structured research and evidence was available to understand or
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inform allocation decision-making regarding scarce health
resources in humanitarian settings.'” The nature of resource scar-
city and complex challenges, in addition to the sparsity of research
specific to scarce health resource allocation in humanitarian
response settings, necessitates targeted exploration of this phenom-

enon.

Research Aim

The aim of this research was to identify factors that impact or
inform decision-making regarding the allocation of scarce health
resources in humanitarian response settings by exploring clinicians

lived experiences.

Methods

Design

This study arises from a larger body of research into Scarce Health
Resource Allocation in Humanitarian Response Settings (SHARE-
HRS). The overarching project consists of several independent
layers of analysis unified by a cross-sectional exploratory qualitative
design. The findings reported here arise from the inductive the-
matic analysis layer and represent a unique and independent

contribution.

Participant Sample

Participants were purposively identified and recruited for their
ability to contribute to the exploration of health resource allocation
in humanitarian settings, that is, having had first-hand experience
in at least one health response to a humanitarian crisis. Participant
recruitment was guided by the contribution of the data to the
overall research project and terminated upon achieving adequate
participant power and information power, meaning both the sam-
ple and produced data were able to adequately support and justify
the emerging findings.'*™'” This approach to recruitment termin-

ation requires more robust reflective practice and justification
14-17

compared to aiming to achieve or report data saturation.

Data Collection

Individual semi-structured interviews were conducted remotely
(via Microsoft Teams™) and were recorded to facilitate manual
transcription. Prior to conducting data-generating interviews, a
pilot non-data-generating interview was conducted. No significant
change to the interview guide (Supplemental File 1) was prompted
by the pilot interview. Conducting interviews, manual transcription
(word-for-word transcription from audio file to text file), and
repeated passes of the resulting transcripts provided the necessary

familiarity with participant narrative to facilitate analysis.

Data Analysis

Data analysis was conducted in an inductive thematic manner derived
from the approach described by Colaizzi'® and operationalized by
Beck'” and Wirihana et al.”’ On review of the completed transcrip-
tions, statements relevant to the health resource allocation were
manually extracted into analysis tables. Each extracted statement
was considered for its meaning in the context of the research phe-
nomenon and a derived meaning was formulated. Derived meanings
were aggregated into clusters according to their nature and

https://doi.org/10.1017/dmp.2025.10301 Published online by Cambridge University Press

Zachary Horn, Jamie Ranse and Andrea Marshall

relationships with other derived meanings, then clusters were aggre-
gated to allow for overarching themes to emerge from the data.
Overarching themes were then utilized to inform a textural descrip-
tion of the focus phenomenon as it pertains to decision making.

Ethical Considerations

Participation in the research was voluntary and only after partici-
pants provided informed consent. No rewards or financial com-
pensation were offered in exchange for participation. Potentially
identifying information was redacted for confidentiality and ano-
nymity. Ethical approval was provided by the Human Research and
Ethics Committee of Griffith University (Ref: 2023/281).

Results

In keeping with maximum variation sampling, the 17 recruited
individuals represented a broad scope of participant characteristics
(Table 1). Interviews lasted an average of 52 minutes, resulting in a
total of 887 minutes of recorded data.

Thematic analysis of data specifically related to decision making
revealed 5 themes: (1) devices; (2) priorities; (3) ideals; (4) context;
and (5) weight. A graphic representation of these themes, as emer-
ging from the data, is presented in Figure 1.

Decision-making Devices

The theme of Devices is grounded in reflections in which models,
patterns, or clinical experience were utilized to inform decisions.
The specific devices available to individuals were shaped by their
role, degree of engagement in active decision making in routine
clinical roles, and clinical experience and acumen. In instances
where decisions seemed similar between usual practice and the
humanitarian response, core devices were described as remaining
mostly consistent with usual practice, just tailored to the setting and
relevant factors.

“I think the process is absolutely the same, but what factors go into that
decision-making process are different ... I want to get the most for the
resources I have. But what influences that will be different from place-to-
place...” (P10)

Table 1. Summary of participant characteristics

Characteristic Details

Profession Doctor (Physician, Pediatrician), Doctor
(Proceduralist), Manager (clinical), Manager (non-
clinical), Nurse, Paramedic, Pharmacist

Region of Origin Africa, Asia, Central America, Europe, Oceania,
United States of America

Response Trigger Armed Conflict, Earthquake, Famine, Flood,
Infectious Disease Outbreak, Poverty, Tsunami,
Typhoon

Response Location  Afghanistan, Angola, The Balkans, Cameroon,
Central America, Colombia, Democratic Republic
of Congo, Ethiopia, Gaza (historic, present as of
2024), Greek Islands, Haiti, Indonesia, Iraqg, Jordan,
Kenya, Lebanon, Liberia, Yemen, Mediterranean
region, Mozambique, Myanmar, Nepal, North
Korea, Pakistan, Palestine, Philippines, Somalia,
Sudan and South Sudan, Thailand, Turkey,
Uganda, Ukraine, Yemen
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Figure 1. Inductively derived themes of decision-making.

When faced with resource allocation discussions, decision-making
was performed as an active approach while certain decisions were
made using a more pattern-based device featuring a somewhat
reflexive link between presentation and resources allocated.

“Someone comes in with cancer — it’s ‘paracetamol and sorry’. If someone
comes in with malaria —you put them onan IV ... If someone comes in with
[tuberculosis], you treat it; if someone comes in with [multi-drug-resistant
tuberculosis], then you don’t know and you just treat them ...” (P6)

Decision-making was also informed by implementing protocols
and a desire to participate in the development of protocols to
support standardization as a device to address challenging deci-
sions.

“... when I left, they were putting some of those protocols together in the
compound. And it was a group of those doctors and nurses involved in
those chats literally sitting around the table going and pulling resources
from their individual countries ...” (P1)

Decision-making Priorities

The theme of Priorities is grounded in reflections on the priorities
that underpinned decision-making and what health care workers
sought to achieve by their decisions. Key priorities included sus-
taining “big ticket” items, allowing futility to self-limit resource use,
and a range of other outcomes including hope, validation, clinical
impact, and efficiency. These priorities drive resource allocation,
such as the priority of addressing immediately faced needs over
potential future needs driving decisions to allocate resources as
available, or conversely the priority of maintaining availability
driving patient movement from the service.

“... you would see that it would start to deplete, you try and get more in —
but it was just trying to fill that need. There was no forward thinking like
‘what’s tomorrow going to bring?’, it was for now ...” (P1)

“... in reality, there ... have been occasions where we were running short of
intensive care beds, we knew that there were operations coming up and
therefore patients would have to be moved.” (P15)

Clinicians also prioritized clinical impact and thus these decisions
were driven to select patients for care in accordance with the likely
impact achievable within the faced resourcing parameters.

“... Twill always try and keep as close an eye as possible on the patients that
we have prioritised for the resource based on the fact that we think that he or
she has the greatest change of survival and basically the greatest benefit
from the treatment we can provide.” (P10)

Respect for clinical futility, as a slightly different priority, also influ-
enced decision-making, particularly in terms of justifying resources
not being allocated, alleviating tensions around not allocating
resources, or assisting in mitigating the impact of patient deaths.
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“There was another lady that [sic] was dying ... you know, ‘she’s gonna die
anyway if I didn’t meet her today; ... I can give [her] a half empty asthma
puffer to help but what about tomorrow?’. So, they’re not ‘tragic cases’.” (P1)

“There were sad cases that we could not save. Cases of cerebral malaria, that
has a 25% mortality even with the best treatment available — so it is
something that you expect to happen and you don’t feel guilty.” (P3)

“... there was a risk he was going to die — but if I was not helping him, he was
already dying.” (P14)

Decision-making Ideals

The theme of Ideals arises from clinicians holding specific beliefs in
relation to resource allocation and how it ought to be done. Ideals
around what should influence decision-making included that
security should not impact resource allocation, that allocation
should be driven by clinical status alone, extra-clinical personal
considerations should not impact decisions, and that decisions
should seek to “do no harm.”

Ideals felt to be grounded in ethical conduct and practice
emerged with implications for the decisions being made. Ethical
discourse served as an important guide or means for justifying
decisions, implicating this ideal in the indiscriminate allocation of
resources.

“If someone’s clearly the soldier and an antagonist in the situation and they
come into a hospital and there’s [sic] patients that they have been respon-
sible for harming, then it’s unfortunate and it’s uncomfortable; but, ethic-
ally, as a health provider, you absolutely cannot cherry pick what you're
going to do and you don’t let that alter your management. We know that’s
fundamentally unethical.” (P6)

The ethical principle or idea of “do no harm” drove decision-
making around individual resource use and was used to justify
decisions as they were being made, particularly when decisions
were potentially incongruent with what would have been acceptable
or routine in non-humanitarian response settings.

“... you know as anaesthesiologists and all physicians, it’s always ‘first do no
harm to the patients’, right? ... Would that do no harm? You have to also
then look at if I do nothing, is that going to do harm?” (P7)

“Like the young lady that we had to amputate in Haiti, I think many would
be like ‘there’s no way we could do this amputation out in the open with an
air hockey amusement park table’. ... You do nothing, then you are doing
harm to that patient.” (P7)

Weight of Decision-making

Finally, the theme of Weight reflects the difficulties faced when
performing decision-making. Decision-making has been per-
formed with a lack of existing guidance for decision makers, those
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Figure 2. Structural description of decision-making.

who carry responsibility for decisions that become necessary. Clin-
icians making allocation decisions are perceptive of and impacted
by the individualized nature of decision-making.

“So, in the disaster situation, it’s up to the individual. There are probably
individuals who may say ‘no, we can’t do anything’ and you hope that
someone else can do something and that’s totally fine — that may be your
comfort level ...” (P7)

Faced with challenging resource allocation decisions, shared
decision-making can be sought out to utilize the expertise of others
and thus share the weight or burden of making decisions.

“Sometimes when there were these cases, we could even refer to a referent
ata desk in HQ but it was not systematically done. But, I would discuss, if
I had no access to a reference on a specific specialty, I would reach out to
a colleague from a university or from my years of clinical practice ...”
(P3)

“We had the management team ... When we sat down for a meeting
relating to medical issues, like medical camps, then they were there handy
to advise on what to do; so, I and the director, our work was to just mobilise
and ensure that resources are available and well taken care of.” (P4)

Depending on the professional scope and expertise of individuals,
deferred decisions may become sought out, in which the responsi-
bility for a decision is transferred to another. This occurs where
decisions take on a nature or scope that more closely aligns with
another individual (for example, the medical officer) or a figure that
helps dissolve the weight carried by the individual clinician.

“Oh, that’s not true either though because I've got a big heart ... I personally
have had to, not defer it on, but say ‘T can’t make that decision’. So, I often
have had to, on a mobile or with the doctor pull them aside and say, Took,
this and this is going on, I can’t make this decision ...” (P1)

Context-specific Decision-making

Context-specific decision-making reflects that decisions are not made
in a vacuum but rather must occur within challenging contexts that
may challenge existing perceptions. There were resource allocation
contexts in which no decision was perceived as necessary, whereas in
other contexts decision-making was demanded due to factors includ-
ing the balance of risk and safety against clinical urgency.

“... we did draw a line in the sand initially because one hospital did not have
the appropriate machines or monitoring systems or things like that. We did
say ‘no, we can’t work here; we need to wait a day until you can get this and
this for us’. But it’s hard to do when life or death is on the line — you do
whatever you have to do. ... So, life-and-death versus controlled, that’s a
completely different thing.” (P7)

Contextual factors that brought about a need for active decision-
making included the broader clinical needs of potential patients and
thus the preservation of resources in response to what is expected
according to the unfolding event.

“... I would also advocate for refusing the really, really low acuity jobs
because we were one of a number of NGOs but were probably one of the
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only few that were medically capable and had the expertise to manage
someone who might be unwell ...” (P8)

Additionally, the context may range from “home vs humanitarian
setting” through to the bedside with the patient. The theme of
context therefore introduces a diverse and complex range of cir-
cumstances, nuances, and challenges with an impact on the nature
of decisions and how they must be made.

“We need to be [conscious] of what we can do and what we cannot do in
that situation. [At home], I can push a bit more on a patient, I can intubate
the patient, I can put on monitoring... Maybe in an African context, that is
my barrier and I will not go towards that because what next? ...” (P11)

“You’d see some wild-looking tumour pathologies ... even if we know what
itis, we can’t do anything with that information. So, we are going to ignore it
and we are going to treat the symptoms.” (P17)

SHARE-HRS Decision Making Model

Considering the themes and their descriptions, a structural descrip-
tion of the phenomenon of decision making emerges (Figure 2),
named the SHARE-HRS Decision Making Model due to its origin
within the broader project. Decision-making is taken here to reflect
a process in which the output is a resource allocation decision, thus
the process that results in resources being allocated. Ideals, prior-
ities, and devices are critical inputs for decision making, each
heavily influenced by or embedded in the faced context. Although
related, they are conceptualized here as independent inputs, as they
can differ in their concordance or discordance in response to the
specific contextual factors faced. In addition to the decision or
resource allocation being a key output, the weight of decision
making is a contextually mediated output that rests with the clin-
ician, while the decision made also modifies the broader context;
therefore, there is a conceptual link between decision making and
weight via the context as an intermediary.

This structural description has important implications for
research as factors requiring further and targeted research; how-
ever, a proposed application of the Decision Making Model at the
operational or practical level is demonstrated as an illustrative
example (Figure 3). In this example, the Decision Making Model
can assist in formulating a pre-mission or operational briefing
statement explicitly detailing organizational standards and expect-
ations surrounding scarce health resource allocation in humanitar-
ian response settings.

Discussion

The marked gaps in existing literature mean that this research, and
the produced SHARE-HRS Decision Making Model, is novel in its
focus, structured approach, and consolidation as a model within the
humanitarian health research landscape. Despite this, the core
themes of the model can be identified as woven through existing
accounts of health resource allocation in humanitarian response
settings. For example, Civaner et al.,”' with a focus on ethical
challenges, discuss experiences of triage and treatment guidelines
(devices) being rendered insufficient or problematic when brought
to disasters from other settings (context), as well as identifying the
prioritization of certain populations (for example, the priority of
delivering care to children) as emerging as controversial. Durocher
et al,* also with a focus on ethical challenges, reported that the
underlying focus of resource allocation (priority) was challenged
and shifted over time due to the changing circumstances faced
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SHARE-HRS Decision Making Model — Example Briefing

Factor

Organisational Standards and Expectations

Context

Triggering event: a 7.2 magnitude earthquake in a major metropolitan area with
a population of 3.2 million people.

Host Information: local health infrastructure ranges from partially operational to
non-operational secondary to infrastructure damage. A request to our organisation
has been made for specific assistance in re-enforcing acute and sub-acute
surgical capability across two neighbouring partially operational surgical centres.

Mission: a short-term deployment of an embedded surgical capability. The scope
of the mission includes orthopaedic and general surgical procedures required for
the acute and sub-acute management of injuries resulting from the earthquake.

Teams from the organisation will be embedded alongside existing capabilities.

Ideals

Decision making ideals endorsed include:

+ The balance of clinical need, expected morbidity and mortality, and clinical
resource availability are to determine the delivery of surgical care

+ A sustained commitment
considerations in assessing candidates for receiving surgical care

to neutrality requires forgoing non-clinical

Priorities

Decision making priorities include:

+ Minimise preventable morbidity and mortality

« Enhance local system capacity without generating post-withdrawal burden
unable to be met by the native health system

+ Operate according to the operational scope as agreed upon by the host
country and the deploying organisation

Accepted decision making devices include:
+ Health resource allocation systems routinely employed by the native system
Devices = Given the scope of the mission, surgical decision-making is deferred to the
most appropriate clinician to perform case selection in accordance with clinical
experience and professional standards/values

Weight

clinical leads

Specific considerations include:

« Support for personal consequences will be in the form of peer support and in-
field debriefing. Formal debriefing and ongoing psychosocial support will be
made available for self-referral

+ Clinical decision-making support will be available through centrally located

+ Operational decision-making support will be available through mission
managers and centrally located operational leads

« Any identified incident with clinical, operational or relational impact must be
escalating via reporting channels

Figure 3. Illustrative example briefing informed by the Decision Making Model.

(context). The themes of the SHARE-HRS Decision Making Model
also echo throughout discussions in the literature, including those
related to the following: tensions between ethical perspectives
regarding the treatment of civilians (ideals) and operational neces-
sities (priority) by Cereste”’; commitment to maximizing the bene-
fit of resources (priority) and a dynamic non-concrete approach to
resource allocation (devices) by Daniel**; and commitment to
addressing the potential greater need over the immediately pre-
senting need (priority) by Sloand et al.”” The identification of these
themes in existing accounts of health resource allocation in
humanitarian response settings lends support to the model and
establishing the model within the existing although scarce, frag-
mented and primarily anecdotal, evidence.

There is similar agreement between themes in the model and
scarce resource allocation beyond humanitarian response set-
tings, particularly in relation to the COVID-19 pandemic. Health
systems and academia sought to rapidly develop protocols or
triage algorithms to guide clinical decision-making; thus there
was an emphasis on identifying or developing formalized
decision-making devices in the form of pandemic triage proto-
cols.”*" Although based on a small number of participants, in
some research a preference was identified for decisions to be made
the same way as business-as-usual (devices) with increased rec-
ognition and support surrounding the burden (weight) of making
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decisions on a pandemic scale.”” This lends further support and
contextualization of the themes of devices (triage protocols vs pre-
existing individualized schemas), context (pandemic versus
business-as-usual), and weight (additional burden in pandemic
contexts) within the model from other contemporary settings of
resource scarcity.

Additionally, there has been significant discussion around the
ideals and priorities that ought, or ought not, to inform decision-
making of health resources, often with an overlay of ethical dis-
course.”’*” Such discussions around utilitarianism, egalitarianism,
and other philosophical or ethical principles reflect consideration of
which ideals are acceptable. Considering the themes identified in
this research, these discussions also highlight the close relationship
between ideals and priorities while also drawing attention to the
divide between these themes and devices. For example, the utilitar-
ian ideal of achieving the greatest good for the greatest many was
often cited as a guiding principle in pandemic response plans, and
maximizing quality-adjusted life-years was promoted as one rele-
vant utilitarian priority; however, having a clear guiding ideal and
priority does not inherently provide the device by which these can
be achieved. While this topic is worthy of targeted research and
specific consideration on its own, this does lend further grounding
and justification for the relevance of the identified themes both
within and beyond humanitarian response contexts.
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Through extracting, defining, and organizing the themes of the
SHARE-HRS Decision Making Model, this research offers a con-
ceptual advancement within humanitarian health response litera-
ture. The model serves as a conceptual model and source of
common nomenclature addressing scarce health resources and
supports the need for future research that strengthens connections
between the model and existing or emerging constructs in disaster
and humanitarian health literature. Future research should also
build upon the model to further understand each theme as a
decision-making variable, both independently and as themes inter-
connected according to the model. The model should also be
considered for its practical and operational applications, both
proactive (planning) and retrospective (evaluative), such as pre-
sented in the illustrative example in Figure 3.

Limitations

Maximum variation sampling, by intent, results in a diverse sample
rather than seeking a representative sample. The themes and find-
ings that emerge are therefore significant due to being common
across diverse experiences emerging from a diverse spread of roles.
Additionally, this research was fundamentally exploratory and
utilized inductive methods to allow novel findings to emerge from
the data without pre-existing or pre-imposed expectations. These
findings and how they informed the SHARE-HRS Decision Making
Model are therefore evidence-based and valid but are yet to be
subjected to investigation in confirmatory methods. Important next
steps for the SHARE-HRS Decision Making Model therefore
include context-specific examination and confirmatory investiga-
tion, including in relation to applicability in various disaster and
resource scarcity settings.

Conclusion

Decision-making that drives scarce health resource allocation in
humanitarian response settings is influenced and defined by
decision-making devices, priorities, ideals, and the context within
which they occur. Additionally, decision-making weighs on those
responsible for, or associated with, health resource allocation. The
structural description of these themes informed the development of
the SHARE-HRS Decision Making Model which provides a struc-
tural understanding of these key factors. The presented model is
amenable to applications in retrospective reviews and evaluation in
both operations and research across broader health resource allo-
cation contexts. It also provides a potential structure for humani-
tarian response organizations to clearly articulate standards related
to scarce health resource allocation. This research therefore makes a
novel contribution to the conceptual understanding and a common
nomenclature for future research and practice.
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