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Abstract 

Rationing healthcare during public health emergencies 

presents profound legal and ethical challenges for 

governments, healthcare systems, and society at large. In the 

face of crises such as pandemics, natural disasters, or 

bioterrorism, scarce medical resources—such as ventilators, 

intensive care beds, vaccines, and medications—must often 

be allocated under extreme conditions. This necessitates the 

development of legally sound and ethically defensible 

rationing frameworks. Legally, healthcare rationing is guided 

by emergency powers legislation, public health statutes, 

constitutional protections, and international human rights 

obligations, including the principles of non-discrimination 

and equitable access to care. Additionally, liability 

protections for healthcare providers under emergency 

declarations ensure that clinical decisions can be made 

without fear of legal reprisals, provided they adhere to 

approved protocols. Ethically, resource allocation must 

balance competing principles, including utilitarian goals to 

maximize overall benefits, egalitarian commitments to 

fairness, and prioritization of vulnerable populations. 

Common ethical criteria include saving the greatest number 

of lives, maximizing life-years, prioritizing essential 

workers, and recognizing reciprocity for those assuming 

heightened risks. Safeguards must be in place to prevent 

unjust discrimination based on age, disability, race, or 

socioeconomic status. Transparent, consistent, and 

participatory processes are critical to ensuring accountability 

and maintaining public trust in rationing decisions. This 

examines legal precedents, ethical theories, and real-world 

case studies, including responses to COVID-19 and previous 

epidemics, to highlight both effective strategies and enduring 

controversies. It underscores the need for clear legal 

frameworks, robust ethical guidance, and inclusive policy 

development. Ultimately, effective healthcare rationing 

during emergencies requires balancing individual rights with 

collective welfare, supported by advance planning, 

transparent communication, and a commitment to equity and 

human dignity. Proactive policy development can help 

mitigate future crises and ensure that resource allocation is 

both lawful and just. 
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1. Introduction 

Healthcare rationing during public health emergencies refers to the systematic allocation of limited medical resources when 

demand exceeds supply, necessitating decisions about who receives potentially life-saving care (Ogungbenle and Omowole, 

2012; Mustapha et al., 2018). This process becomes unavoidable in situations where healthcare systems are overwhelmed, and 

critical resources—such as intensive care unit (ICU) beds, ventilators, vaccines, or essential medications—are insufficient to  

meet the needs of all patients (ADEWOYIN et al., 2020; OGUNNOWO et al., 2020). In such contexts, healthcare rationing 

involves prioritizing access based on predetermined criteria intended to optimize outcomes, reduce harm, and ensure fairness. 

While healthcare rationing is generally seen as a measure of last resort, it becomes essential during emergencies that threaten 

the capacity of healthcare infrastructures (Omisola et al., 2020; Adewoyin et al., 2020). 

Clear legal and ethical frameworks are indispensable in guiding healthcare rationing during public health crises (Mgbame et al., 

2020). Without such frameworks, resource allocation may become arbitrary, inconsistent, or susceptible to discrimination, 

undermining public trust and leading to inequitable outcomes. 
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Legally, frameworks for healthcare rationing are often 

grounded in national public health laws, emergency powers 

legislation, and international human rights standards (Jiang et 

al., 2017; Jones et al., 2018). These legal instruments define 

the scope of government authority to restrict certain 

individual liberties, impose mandatory public health 

measures, and allocate scarce resources. They also set 

procedural safeguards to protect against abuses of power and 

to uphold due process. At the same time, ethical frameworks 

ensure that rationing decisions align with principles of 

justice, beneficence, and respect for persons. Ethical 

considerations typically involve balancing utilitarian goals—

such as maximizing the number of lives saved—with fairness 

and equity, particularly for marginalized or vulnerable 

populations (Brock et al., 2017; Marseille and Kahn, 2019). 

Ethical frameworks also emphasize transparency, 

accountability, and public participation in decision-making 

processes. 

Historical and recent public health emergencies provide 

critical lessons regarding the importance of sound legal and 

ethical frameworks for healthcare rationing. The COVID-19 

pandemic, which began in late 2019, placed unprecedented 

stress on healthcare systems worldwide, leading to 

widespread rationing of ventilators, ICU beds, and personal 

protective equipment (PPE)(Karunarathna et al., 2019; 

Pesyna, 2019). In many regions, triage protocols were rapidly 

developed to prioritize patients with the highest likelihood of 

survival. Some protocols also considered additional factors 

such as life-years saved or essential worker status, sparking 

intense ethical debates. Furthermore, the pandemic exposed 

stark health disparities, demonstrating how socio-economic 

inequalities can affect access to care even within formal 

rationing systems (Lamprea, 2017; Ganson and M’cleod, 

2019). 

Other notable examples include the H1N1 influenza 

pandemic in 2009, which prompted governments to develop 

vaccine distribution plans that prioritized high-risk 

populations such as pregnant women, young children, and 

healthcare workers. Though less severe than initially feared, 

the H1N1 pandemic underscored the need for clear legal 

structures to guide vaccine allocation. Natural disasters, such 

as Hurricane Katrina in 2005, have also necessitated 

healthcare rationing under extreme circumstances. In the 

aftermath of Katrina, power outages, infrastructure damage, 

and mass casualties forced healthcare providers to make 

difficult decisions regarding resource allocation and 

evacuation priorities. Investigations following the disaster 

revealed a lack of standardized triage protocols and 

highlighted the ethical distress experienced by healthcare 

workers faced with impossible choices (Civaner et al., 2017; 

Kiani et al., 2017). 

These historical precedents underscore that public health 

emergencies, whether stemming from infectious disease 

outbreaks, environmental disasters, or other crises, often 

require difficult trade-offs in healthcare delivery. They also 

reveal the critical role of legal and ethical frameworks in 

shaping these decisions. Without clear, consistent, and 

transparent guidelines, healthcare rationing risks becoming 

inequitable, fostering public distrust, and exacerbating 

existing social inequalities (Bierschbach and Bibas, 2017; 

Smith et al., 2017). As such, proactive planning that 

integrates legal mandates with ethical principles is essential 

to ensuring that resource allocation during public health 

emergencies remains fair, effective, and respectful of human 

dignity. This explores the intersection of law and ethics in 

healthcare rationing, examining key criteria, procedural 

safeguards, and lessons from past emergencies to inform 

future policy and practice. 

 

2. Methodology 

The PRISMA (Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses) methodology was applied to 

systematically review the literature on legal criteria and 

ethical justifications for rationing healthcare during public 

health emergencies. A comprehensive search strategy was 

developed to identify relevant peer-reviewed articles, legal 

documents, ethical guidelines, and policy reports. Databases 

searched included PubMed, Scopus, Web of Science, JSTOR, 

and Google Scholar, along with legal repositories such as 

HeinOnline and LexisNexis. Search terms included 

combinations of keywords such as "healthcare rationing," 

"public health emergencies," "ethical justifications," "legal 

frameworks," "pandemic response," "disaster triage," and 

"resource allocation." 

The search was limited to publications in English from 

January 2000 to 2020 to capture contemporary discussions, 

especially those influenced by major global health crises such 

as the COVID-19 pandemic, Ebola outbreaks, and natural 

disasters requiring resource rationing. Reference lists of 

included articles were also screened to identify additional 

relevant studies. Duplicate records were removed using 

reference management software, and remaining records were 

screened by titles and abstracts to assess relevance. 

Full-text articles were retrieved for all potentially eligible 

studies. Inclusion criteria were defined as studies or 

documents discussing legal regulations, ethical frameworks, 

and practical applications of healthcare rationing during 

declared public health emergencies. Exclusion criteria 

included articles focusing solely on clinical decision-making 

unrelated to emergency contexts, opinion pieces without 

clear legal or ethical analysis, and studies with insufficient 

methodological rigor. 

Data extraction was performed systematically, capturing 

details such as study type, geographical focus, healthcare 

context, legal instruments referenced, ethical principles 

discussed, and key findings regarding rationing criteria. 

Thematic analysis was applied to identify common legal 

standards, ethical frameworks, and procedural safeguards 

across studies. Particular attention was paid to recurring 

ethical principles such as utilitarianism, equity, reciprocity, 

and procedural fairness, as well as legal mechanisms such as 

emergency powers, constitutional protections, and liability 

shields. 

The synthesis process involved qualitative aggregation of 

findings, enabling an integrated understanding of how legal 

and ethical criteria intersect to guide healthcare rationing 

during emergencies. Studies were evaluated for quality using 

established appraisal tools for legal and ethical research. 

Discrepancies in data interpretation were resolved through 

iterative discussion and consensus among reviewers. The 

review process adhered to PRISMA guidelines to ensure 

transparency, replicability, and methodological rigor, 

providing a robust evidence base for examining legal and 

ethical dimensions of healthcare rationing in crisis situations. 

 

2.1 Legal Frameworks Governing Healthcare Rationing 

The legal frameworks governing healthcare rationing during 

public health emergencies are essential to ensuring that 
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resource allocation decisions are lawful, consistent, and 

aligned with international and national standards. These 

frameworks encompass international guidelines, national 

legal instruments, and liability protections for healthcare 

providers. Together, they establish the legal boundaries 

within which healthcare rationing operates, ensuring that 

resource allocation respects human rights, procedural 

fairness, and the rule of law, even during times of crisis (Jost, 

2018; Scott et al., 2019). 

At the international level, the World Health Organization 

(WHO) plays a pivotal role in shaping global health 

responses through its guidelines on resource allocation during 

emergencies. The WHO’s “Ethical Considerations in 

Developing a Public Health Response to Pandemic 

Influenza” (2007) and its more recent guidance during the 

COVID-19 pandemic emphasize fairness, transparency, 

accountability, and proportionality in healthcare rationing. 

These guidelines recommend prioritizing interventions that 

maximize benefits, protect vulnerable populations, and 

uphold equity. Additionally, the WHO advises countries to 

develop advance triage protocols and ethical frameworks that 

are adaptable to specific public health emergencies. Its 

guidelines stress that rationing decisions should not only 

focus on clinical outcomes but also consider societal values 

and rights protections. 

International human rights law further reinforces these ethical 

imperatives by imposing legal obligations on states to 

respect, protect, and fulfill the right to health. Under the 

International Covenant on Economic, Social and Cultural 

Rights (ICESCR), to which many countries are signatories, 

states are required to ensure access to essential healthcare 

without discrimination. General Comment No. 14 of the 

United Nations Committee on Economic, Social and Cultural 

Rights explicitly recognizes that the right to health includes 

equitable distribution of healthcare facilities, goods, and 

services, particularly during emergencies. Moreover, non-

discrimination principles under the International Covenant on 

Civil and Political Rights (ICCPR) and various regional 

human rights instruments prohibit unfair treatment based on 

race, gender, age, disability, or socio-economic status during 

rationing decisions (Lombok, 2017; Strand, 2019). These 

international legal standards provide a universal framework 

to guide national responses, requiring states to balance the 

urgent demands of emergency healthcare with fundamental 

human rights protections.  

National legal instruments operationalize these international 

commitments by establishing concrete rules and procedures 

for healthcare rationing within specific jurisdictions. 

Emergency powers legislation is a primary legal tool that 

authorizes governments to implement extraordinary 

measures during declared public health emergencies. Such 

laws typically grant executive authorities the power to 

commandeer medical resources, impose quarantine orders, 

and direct the allocation of scarce healthcare supplies. In the 

United States, for example, the Stafford Act and the Public 

Health Service Act provide the federal government with 

authority to coordinate emergency responses and mobilize 

resources. Similarly, many European nations have national 

disaster laws that enable rapid response efforts, including 

resource triage. 

Public health laws and disaster statutes also play a critical 

role in defining the legal parameters for healthcare rationing. 

These laws often include specific provisions for crisis 

standards of care, which permit deviations from normal 

medical protocols under extreme conditions. For instance, 

during the COVID-19 pandemic, numerous jurisdictions 

adopted crisis standards that prioritized ICU admissions 

based on survivability and other clinical factors. Such statutes 

frequently mandate the development of formal triage 

guidelines by public health agencies or medical ethics 

committees, ensuring that rationing decisions are grounded in 

evidence-based practices and ethical principles. 

Constitutional considerations further shape healthcare 

rationing by safeguarding individual rights against arbitrary 

or discriminatory actions. Provisions such as equal protection 

clauses and due process guarantees ensure that emergency 

measures are subject to judicial review and legal oversight. 

In many democracies, courts have intervened to assess the 

legality of healthcare rationing policies, particularly when 

allegations of discrimination or unfair treatment have arisen. 

For example, constitutional litigation in some countries has 

challenged age-based triage protocols, arguing that they 

violate equality rights. These constitutional safeguards 

require governments to justify rationing policies through 

evidence-based reasoning and to ensure that individuals 

retain avenues for redress. 

Liability protections for healthcare providers constitute an 

additional critical component of legal frameworks governing 

healthcare rationing. During emergencies, healthcare 

professionals face complex ethical dilemmas and high-

pressure decision-making environments where resource 

scarcity may force them to deny care to some patients (Chen 

et al., 2018; Steele, 2019). To protect providers from legal 

repercussions, many jurisdictions include immunity clauses 

within emergency laws. These provisions shield healthcare 

workers from civil or criminal liability for acts or omissions 

carried out in good faith under crisis standards of care. For 

instance, U.S. federal and state laws often contain immunity 

protections for providers acting within the scope of declared 

emergencies. 

Standards of care adaptations during crises further ensure that 

healthcare providers have clear guidance on permissible 

actions during rationing scenarios. Crisis standards of care  

explicitly recognize that resource constraints necessitate 

deviations from normal medical practices. These standards 

outline ethical and clinical criteria for triage decisions, often 

requiring healthcare teams to apply population-level 

considerations rather than focusing solely on individual 

patient outcomes. Legal recognition of these adapted 

standards is essential to minimize provider liability and 

promote adherence to equitable triage protocols. However, 

such legal protections are typically contingent upon strict 

compliance with approved emergency guidelines and 

documentation requirements. 

The legal frameworks governing healthcare rationing during 

public health emergencies integrate international guidelines, 

national laws, and liability protections to create a structured, 

rights-respecting approach to resource allocation. These 

frameworks help ensure that rationing decisions are lawful, 

transparent, and consistent with human rights obligations. 

They also provide essential legal safeguards for healthcare 

providers, enabling them to make ethically challenging 

decisions without fear of undue legal consequences. As 

global health risks intensify, continued refinement of these 

legal mechanisms is vital to promoting fairness, 

accountability, and resilience in future public health 

emergencies (Cosens et al., 2017; Sandifer and Walker, 

2018). 

www.allmultidisciplinaryjournal.com


International Journal of Multidisciplinary Research and Growth Evaluation  www.allmultidisciplinaryjournal.com  

154 

2.2 Ethical Principles in Healthcare Rationing 

Ethical principles are central to healthcare rationing during 

public health emergencies, where scarcity of critical 

resources such as ventilators, medications, vaccines, and 

intensive care unit beds necessitates difficult decisions about 

who receives treatment (Barfield et al., 2017; Papadimos et 

al., 2018). Ethical frameworks ensure that such decisions are 

grounded in fairness, respect for human dignity, and societal 

values as shown in figure 1. This explores the core ethical 

theories and key ethical criteria guiding healthcare rationing, 

along with the crucial issue of preventing discrimination. 

Ethical theories provide the philosophical foundation for 

rationing policies and justify different approaches to 

allocating scarce healthcare resources. Three primary ethical 

theories are widely used in healthcare rationing: 

utilitarianism, egalitarianism, and prioritarianism. 

Utilitarianism seeks to maximize overall benefit by 

promoting the greatest good for the greatest number. In the 

context of healthcare rationing, this theory prioritizes 

interventions that save the most lives or yield the greatest 

total health benefit. Utilitarian approaches often rely on 

clinical scoring systems, such as the Sequential Organ Failure 

Assessment (SOFA) score, to assess the probability of 

survival and prioritize treatment accordingly. By focusing on 

outcomes, utilitarianism emphasizes efficiency and 

population-level benefit (Fisman et al., 2017; Resnik et al., 

2018). However, it may overlook individual rights and 

exacerbate inequalities if not carefully applied. 

Egalitarianism stresses fairness and equal treatment. 

According to this theory, every person has equal moral worth 

and should have an equal chance to receive scarce resources, 

regardless of their social status or personal characteristics. 

Egalitarian approaches often advocate random allocation, 

such as lotteries, when clinical differences between patients 

are minimal. This perspective values procedural fairness and 

opposes preferential treatment based on social utility, 

personal connections, or subjective judgments about social 

worth. 

 

 
 

Fig 1: Key Ethical Criteria 
 

Prioritarianism focuses on favoring the worst-off, whether in 

terms of health status, socio-economic position, or 

vulnerability to harm. This theory emphasizes reducing 

health disparities by giving priority to individuals who are 

disadvantaged or at higher risk of adverse outcomes. In 

healthcare rationing, prioritarianism may involve prioritizing 

patients from marginalized groups or those with the poorest 

baseline health, provided they still have a reasonable chance 

of benefiting from treatment (Frakes et al., 2017; Mckie and 

Richardson, 2019). It aims to correct structural injustices that 

may have contributed to individuals' vulnerability during 

emergencies. 

While ethical theories provide broad philosophical guidance, 

healthcare rationing decisions often rely on specific ethical 

criteria that operationalize these theories in practice. 

Maximizing Lives Saved is one of the most widely applied 

criteria in healthcare rationing. This approach seeks to 

prioritize patients with the highest probability of immediate 

survival. Clinical tools such as SOFA scores help estimate 

short-term prognosis and allocate resources accordingly. This 

criterion aligns closely with utilitarian principles and aims to 

minimize overall mortality during crises. 

Maximizing Life-Years Saved extends beyond immediate 

survival to consider the potential duration of benefit 

following treatment. This criterion favors individuals who are 

likely to live longer after recovery, effectively integrating 

both quantity and quality of life into rationing decisions. 

While it may enhance overall health outcomes, it raises 

ethical concerns about ageism and discrimination against 

individuals with chronic conditions or disabilities (Wyman et 

al., 2018; Jackson et al., 2019). 

Instrumental Value prioritizes individuals who serve 

essential roles in maintaining societal functions during 

emergencies, such as healthcare workers, first responders, 

and critical infrastructure personnel. The justification for this 

criterion lies in the societal benefit of preserving these 

individuals’ capacity to continue contributing to the crisis 

response. It reflects both utilitarian reasoning, by maintaining 

essential services, and principles of reciprocity, by 

recognizing individuals’ willingness to face risks for the 

public good. 

Reciprocity emphasizes rewarding individuals who accept 

heightened risks or make extraordinary sacrifices during 

public health emergencies. This criterion justifies prioritizing 

individuals such as healthcare workers or clinical trial 

participants who contribute to pandemic control efforts. 

Reciprocity recognizes their moral claims to scarce resources 

in light of their personal sacrifices and contributions. 

Lottery or Random Allocation serves as a tie-breaking 

mechanism when competing patients have equivalent 

prognoses and none of the other criteria can definitively 

resolve priority. Random selection ensures fairness and 

protects against bias, particularly in cases where morally 

relevant differences between patients are absent (Jecker et al., 

2017; Daniels and Sabin, 2018). This egalitarian mechanism 

reinforces the principle of equal moral worth and provides a 

transparent method for making difficult allocation decisions. 

An essential component of any ethical healthcare rationing 

framework is the prevention of discrimination. Ethical 

rationing protocols must explicitly guard against biases that 

could disadvantage individuals based on characteristics 

unrelated to clinical need or treatment effectiveness. 

Safeguards must be in place to prevent discrimination based 

on age, disability, or socio-economic status. While clinical 

factors such as prognosis may ethically justify some 

differences in treatment priority, rationing policies must 

avoid assumptions that devalue the lives of older adults, 

persons with disabilities, or those from lower-income 

backgrounds (Machingura, 2018; Wilkinson et al., 2019). For 
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example, protocols that prioritize maximizing life-years 

saved must ensure that age alone is not used as an exclusion 

criterion, unless directly related to clinical prognosis. 

Similarly, individuals with disabilities should not be 

deprioritized based on perceptions of lower quality of life or 

reduced societal productivity. International human rights law 

and many national legal frameworks prohibit discriminatory 

rationing criteria that disadvantage people with disabilities. 

Ethical frameworks must also be attentive to the structural 

inequities that contribute to poor health outcomes among 

marginalized populations, such as racial minorities and 

economically disadvantaged groups, and should incorporate 

safeguards to prevent exacerbating these disparities 

(Bourgois et al., 2017; López and Gadsden, 2017; Brown et 

al., 2019). 

To uphold fairness and equity, many healthcare systems 

utilize triage committees or ethics review panels to oversee 

rationing decisions and ensure adherence to anti-

discrimination protections. Transparent communication 

about rationing protocols and decision-making processes is 

also critical to maintaining public trust and demonstrating 

commitment to non-discrimination. 

Ethical principles are indispensable to the fair and effective 

allocation of healthcare resources during public health 

emergencies. Core ethical theories—utilitarianism, 

egalitarianism, and prioritarianism—offer distinct yet 

complementary approaches to rationing decisions. Key 

ethical criteria such as maximizing lives saved, maximizing 

life-years saved, instrumental value, reciprocity, and random 

allocation provide practical tools for implementing these 

theories in real-world crises. Equally important is the ethical 

imperative to avoid discrimination and ensure that rationing 

protocols respect the equal moral worth of all individuals, 

regardless of age, disability, or socio-economic status. By 

integrating these ethical principles, healthcare systems can 

navigate the complex moral challenges of resource scarcity 

while preserving fairness, compassion, and public trust 

(Cresswell et al., 2018; Morain et al., 2019). 

2.3 Procedural Safeguards and Transparency 

Healthcare rationing during public health emergencies, such 

as pandemics or natural disasters, involves morally complex 

and high-stakes decisions that directly affect the survival and 

well-being of individuals and communities (Byrne, 2017; 

Ernst and Smith, 2018; Golomski, 2018). Beyond the 

substantive ethical and legal criteria guiding resource 

allocation, the fairness and legitimacy of rationing decisions 

largely depend on the strength of procedural safeguards and 

the degree of transparency maintained throughout the 

decision-making process as shown in figure 2. These 

safeguards ensure that healthcare rationing is carried out in a 

manner that is not only ethically justified but also publicly 

accountable, consistent, and inclusive (Ryus and Baruch, 

2018; Howe et al., 2018). 

A cornerstone of ethical healthcare rationing is the 

establishment of fair and inclusive decision-making 

processes. Procedural fairness demands that rationing 

policies are developed through inclusive, participatory 

methods that incorporate diverse perspectives and reflect the 

values of the communities they serve. Inclusive policy 

development involves engaging a wide range of stakeholders, 

including healthcare professionals, ethicists, legal experts, 

patients, disability advocates, and representatives of 

marginalized communities. By involving various groups, 

policymakers can ensure that rationing guidelines are 

sensitive to the needs of vulnerable populations and are 

aligned with societal values such as equity, justice, and 

respect for human dignity. 

In addition to inclusive policymaking, many healthcare 

systems establish ethical review boards or triage committees 

to oversee the application of rationing protocols during 

emergencies. These bodies are composed of 

multidisciplinary experts, including clinicians, ethicists, legal 

advisors, and community representatives, who provide 

oversight and guidance on specific allocation decisions. Their 

role is to ensure that resource allocation adheres to 

established ethical principles, legal requirements, and clinical 

evidence while minimizing bias and arbitrariness (Dokholyan 

et al., 2009; Lo, 2012; Rayzberg, 2019). Triage committees 

often assume responsibility for making or reviewing difficult 

decisions, thus relieving frontline clinicians of the burden of 

sole responsibility and helping maintain consistency across 

cases. The use of independent review bodies reinforces 

procedural fairness and enhances confidence in the 

objectivity of healthcare rationing. 

 

 
 

Fig 2: Procedural Safeguards and Transparency 
 

Accountability mechanisms are critical for ensuring that 

healthcare rationing decisions are subject to review, 

correction, and learning. One of the most essential 

accountability tools is the systematic documentation of 

rationing decisions. Detailed records of allocation choices, 

including the clinical rationale, ethical considerations, and 

decision-making processes, must be maintained for every 

case in which rationing occurs. Such documentation serves 

multiple purposes; it provides a basis for retrospective 

evaluation, supports transparency, and protects healthcare 

providers from legal liability when acting in accordance with 

established protocols (Kahn et al., 2015). Furthermore, 

accurate records are crucial for auditing the equity and 

effectiveness of rationing policies and for identifying areas 

for improvement. 

Another key accountability mechanism is the establishment 

of appeals or oversight processes. These processes allow 

patients, families, or advocates to challenge rationing 

decisions that are perceived as unfair or erroneous. Appeals 

mechanisms may include expedited reviews by independent 

ethics committees, legal recourse through administrative 

courts, or ombudsperson systems designed to address 

grievances during crises (Carney et al., 2017; Gowder and 

Plumb, 2019). While emergency conditions may necessitate 

expedited decision-making, it remains essential to provide 

pathways for meaningful review to prevent unjust outcomes 

and protect individual rights. Oversight processes not only 

offer redress for those affected by rationing decisions but also 
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promote procedural integrity and continuous quality 

improvement. 

Effective public engagement and transparent communication 

are fundamental to promoting trust and legitimacy in 

healthcare rationing during public health emergencies. A lack 

of transparency can lead to misunderstandings, fear, and 

resistance, potentially undermining the public’s willingness 

to comply with rationing measures or other emergency health 

interventions. 

Promoting trust through transparency requires healthcare 

authorities to openly disclose the criteria, processes, and 

rationales underlying rationing policies. Transparency 

involves publishing the full text of triage protocols, 

explaining how decisions are made, and disclosing the 

composition and responsibilities of triage committees. Public 

disclosure also entails sharing information about the ethical 

frameworks and legal mandates that underpin resource 

allocation. By making this information accessible, healthcare 

systems can reassure the public that rationing decisions are 

based on fair, consistent, and evidence-based processes, 

rather than on arbitrary or discriminatory considerations. 

Equally important is consistent and clear communication 

with the public throughout the emergency period. This 

involves proactive outreach through multiple channels—

including press briefings, social media, community forums, 

and direct healthcare provider-patient communication—to 

explain rationing procedures, answer questions, and address 

public concerns. Communication should be culturally 

sensitive and accessible to people of varying literacy levels, 

languages, and technological access. Key messages should 

clarify why rationing is necessary, how it is being 

implemented, and what rights individuals have within the 

system. Special attention should be paid to addressing 

misinformation and stigma, which can escalate during public 

health emergencies. 

Additionally, sustained two-way communication is essential 

to ensure that public concerns are heard and incorporated into 

policy adjustments. This can involve surveys, focus groups, 

and community advisory boards that enable real-time 

feedback. By fostering a dialogic relationship with the public, 

healthcare authorities can adapt rationing policies to evolving 

ethical, medical, and social circumstances. 

Procedural safeguards and transparency are indispensable 

components of ethically and legally sound healthcare 

rationing frameworks during public health emergencies. Fair 

decision-making processes, including inclusive policy 

development and independent triage committees, ensure that 

rationing protocols are grounded in community values and 

consistently applied. Accountability mechanisms, such as 

thorough documentation and appeals processes, help uphold 

fairness, protect individual rights, and enable retrospective 

learning. Transparent public engagement, through open 

disclosure of policies and clear, accessible communication, is 

vital for maintaining trust, compliance, and social solidarity 

in times of crisis (Gribnau and Jallai, 2018; Kalkman et al., 

2019). Together, these procedural elements not only enhance 

the legitimacy of healthcare rationing but also strengthen the 

resilience of health systems to manage future emergencies. 

 

2.4 Lessons Learned 

The implementation of healthcare rationing protocols during 

public health emergencies has offered critical lessons on the 

ethical, legal, and operational challenges of allocating scarce 

medical resources. Case studies from recent global health 

crises, including the COVID-19 pandemic and the Ebola 

virus outbreaks, provide valuable insights into both effective 

strategies and persistent shortcomings in healthcare rationing 

(Raven et al., 2018; Dellicour et al., 2018). A comparative 

analysis of different jurisdictions’ approaches highlights the 

importance of context-sensitive policies, ethical 

preparedness, and institutional learning. 

The COVID-19 pandemic, which began in late 2019, brought 

unprecedented stress on healthcare systems globally, 

especially during the initial waves of infection when 

ventilators and intensive care unit (ICU) beds were in critical 

shortage. Countries such as Italy, Spain, and the United States 

faced acute resource scarcity that necessitated ventilator 

rationing protocols. These protocols were often based on 

clinical factors, including the likelihood of survival and 

anticipated life-years saved, reflecting utilitarian principles. 

In Italy, one of the first countries severely affected by the 

pandemic, hospitals in regions such as Lombardy 

implemented crisis standards of care that prioritized younger 

patients and those with fewer comorbidities. The Italian 

Society of Anesthesia, Analgesia, Resuscitation, and 

Intensive Care recommended triage based on clinical criteria 

and the potential for long-term survival, effectively favoring 

patients with higher probabilities of recovery. While this 

approach sought to maximize health outcomes, it also 

sparked ethical debates regarding age discrimination and the 

need for more inclusive criteria. 

In the United States, several states developed triage 

guidelines emphasizing maximizing survival but with varied 

ethical priorities. For example, New York’s ventilator 

allocation guidelines relied on objective clinical scores such 

as the Sequential Organ Failure Assessment (SOFA) score to 

predict short-term survival. However, some states, including 

Pennsylvania and Massachusetts, incorporated additional 

criteria like life-cycle considerations (giving some priority to 

younger patients) and instrumental value (prioritizing 

frontline healthcare workers). These protocols were designed 

to be transparent and consistent, but critiques emerged over 

potential biases against older adults, people with disabilities, 

and marginalized groups. 

One major lesson from COVID-19 ventilator rationing 

protocols is the critical need for clear, consistent, and non-

discriminatory criteria that are legally and ethically 

defensible. Furthermore, the pandemic revealed the 

importance of inclusive policy development processes 

involving diverse community stakeholders and disability 

rights advocates to prevent exacerbating structural inequities 

(Willen et al., 2017; Fougeyrollas and Grenier, 2018). 

The Ebola virus disease (EVD) outbreaks, particularly the 

West African outbreak from 2014 to 2016, presented a 

different set of healthcare rationing challenges. Unlike 

COVID-19, the Ebola crisis was marked by severe limitations 

in healthcare infrastructure and basic medical supplies, 

including personal protective equipment (PPE), hospital 

beds, and experimental treatments. 

During the West African outbreak, countries such as Liberia, 

Sierra Leone, and Guinea struggled with limited capacity for 

patient isolation and treatment. Rationing often occurred 

informally due to the extreme scarcity of resources. One 

notable feature of the Ebola response was the allocation of 

experimental therapies, such as ZMapp, under compassionate 

use protocols. Initial doses of ZMapp were provided to 

foreign healthcare workers, prompting significant ethical 

controversy about fairness and the prioritization of local 
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populations. 

The World Health Organization convened expert panels to 

guide ethical decision-making regarding experimental 

therapies, emphasizing principles of fairness, reciprocity, and 

transparency. Recommendations included prioritizing 

healthcare workers exposed to Ebola due to their instrumental 

value and high-risk exposure, while also stressing the 

importance of equity in distributing investigational 

treatments among affected communities. 

Key lessons from the Ebola outbreak include the necessity of 

proactive ethical frameworks for allocating experimental 

treatments and the importance of global coordination in 

resource allocation. Additionally, the outbreak highlighted 

the role of reciprocity in prioritizing frontline workers while 

also underscoring the need for culturally sensitive and 

community-engaged approaches to rationing decisions in 

resource-poor settings. 

A comparative analysis of healthcare rationing across 

jurisdictions during public health emergencies reveals 

significant variation in ethical frameworks, decision-making 

processes, and policy outcomes. High-income countries 

generally adopted formalized triage protocols based on 

clinical scoring systems and ethical guidelines, while lower-

income settings often faced ad hoc rationing due to limited 

infrastructure and resources (Adams et al., 2017; Kazdin, 

2019). 

For example, Germany’s approach to ventilator allocation 

during COVID-19 emphasized egalitarian principles, with a 

strong focus on protecting against discrimination based on 

age or disability. The German Interdisciplinary Association 

for Intensive and Emergency Medicine developed guidelines 

that explicitly prohibited exclusion based solely on age or 

social characteristics. In contrast, some U.S. states initially 

considered life-cycle principles, which raised ethical and 

legal concerns from disability rights organizations and older 

adults’ advocacy groups. 

In Canada, healthcare rationing guidelines were developed 

through extensive community consultation and emphasized 

procedural fairness and transparency. Provincial triage 

protocols incorporated clinical criteria but were also subject 

to continuous review by ethics panels to ensure 

accountability and minimize discriminatory effects. 

In contrast, many low- and middle-income countries 

(LMICs) faced practical limitations in developing and 

implementing formal rationing protocols due to underfunded 

health systems and severe shortages of even basic healthcare 

supplies. For example, during COVID-19, several African 

nations had extremely limited ventilator capacity, leading to 

de facto rationing without the benefit of formalized ethical or 

legal frameworks. These situations exposed deep structural 

inequities and highlighted the need for global solidarity, 

including equitable vaccine and treatment distribution. 

The analysis of healthcare rationing during the COVID-19 

pandemic, the Ebola outbreak, and across different 

jurisdictions underscores both the complexity and necessity 

of ethical, legal, and transparent resource allocation during 

public health emergencies. Key lessons include the 

importance of clear and consistent triage criteria that are free 

from discrimination, the value of stakeholder engagement in 

policy development, and the need for robust accountability 

mechanisms such as ethical review boards and appeals 

processes. Furthermore, these case studies reveal the essential 

role of global cooperation in ensuring that lower-income 

countries are not left behind in accessing critical healthcare 

resources. Future preparedness efforts must integrate these 

lessons to build more equitable, resilient, and ethically sound 

healthcare systems capable of navigating future crises. 

 

2.5 Challenges and Controversies 

Healthcare rationing during public health emergencies 

remains one of the most ethically charged and contentious 

aspects of health system responses to crises (Afolabi, 2017; 

Saltman, 2019). While rationing aims to allocate scarce 

medical resources efficiently and fairly, it inevitably 

generates profound moral dilemmas, legal debates, and 

societal controversies. Three key challenges dominate 

discussions surrounding healthcare rationing; balancing 

individual rights and the public good, addressing long-term 

impacts on marginalized populations, and managing 

psychological and moral distress among healthcare workers 

involved in rationing decisions as shown in figure 3. Each of 

these issues underscores the complexity of implementing 

rationing protocols and reveals the need for careful ethical 

and legal scrutiny. 

 

 
 

Fig 3: Challenges and Controversies 
 

One of the central ethical tensions in healthcare rationing 

involves balancing individual rights with the collective 

welfare of the population. Public health emergencies, such as 

pandemics, often require difficult trade-offs between 

safeguarding individual autonomy and maximizing 

population health outcomes. In normal clinical practice, 

medical ethics prioritizes patient-centered care, where 

individual rights to treatment and informed consent are 

paramount. However, during emergencies where resources 

like ventilators, ICU beds, or vaccines are insufficient, triage 

protocols may override individual preferences in favor of 

utilitarian goals that prioritize saving the greatest number of 

lives. 

This shift raises significant ethical and legal questions about 

the permissible limits of individual rights during crises. For 

example, removing a ventilator from one patient to allocate it 

to another with a higher likelihood of survival may maximize 

the public good but violates the first patient’s right to 

continued treatment. Such decisions can provoke legal 

challenges, especially in jurisdictions with strong 

constitutional protections for individual liberties and due 

process. Additionally, prioritization based on clinical scores 

or age may inadvertently disadvantage specific groups, 

raising concerns about discrimination and equal protection 

under the law. 
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Balancing these competing values requires transparent, well-

justified, and consistently applied protocols that explicitly 

address how individual rights are weighed against 

population-level goals. Procedural safeguards, such as ethics 

committees and appeals mechanisms, are essential to ensure 

that individuals’ rights are not arbitrarily compromised. 

Furthermore, governments and healthcare systems must 

engage in proactive public communication to explain the 

ethical justifications behind rationing measures and mitigate 

potential backlash (Sparer and Beaussier, 2018; Sen et al., 

2018). 

Another major controversy in healthcare rationing concerns 

its disproportionate and long-lasting effects on marginalized 

populations. Public health emergencies often exacerbate 

existing health and social inequities, as disadvantaged 

groups—including racial and ethnic minorities, persons with 

disabilities, older adults, and low-income communities—

tend to have greater underlying health risks and less access to 

healthcare services. When rationing protocols rely on criteria 

such as clinical prognosis or expected life-years saved, these 

groups may be systematically deprioritized, reinforcing 

structural inequities. 

During the COVID-19 pandemic, for instance, marginalized 

populations experienced significantly higher rates of 

infection, hospitalization, and mortality due to factors such as 

overcrowded living conditions, employment in high-risk 

jobs, and limited healthcare access. In some cases, ventilator 

allocation protocols that focused on maximizing life-years 

effectively deprioritized older adults and people with 

disabilities, sparking widespread criticism from advocacy 

organizations and legal scholars. Critics argued that such 

protocols, though ostensibly neutral, perpetuated systemic 

discrimination and violated anti-discrimination laws. 

The long-term consequences of such inequities extend 

beyond the immediate crisis period. Marginalized groups that 

are deprioritized for care during emergencies may suffer 

increased morbidity and mortality, deepening social 

disparities and eroding trust in healthcare systems. 

Additionally, these communities may be less likely to seek 

care in future crises due to perceived or actual discriminatory 

treatment. To address these challenges, healthcare rationing 

frameworks must explicitly incorporate equity 

considerations, such as prioritizing vulnerable groups where 

appropriate and ensuring that policies are designed to 

mitigate, rather than exacerbate, existing inequities. 

Policymakers should also invest in structural reforms that 

address social determinants of health to reduce the need for 

rationing in future emergencies. 

Healthcare workers who are responsible for implementing 

rationing protocols frequently experience significant 

psychological and moral distress. Unlike typical medical 

decision-making, crisis triage often involves choices that 

conflict with the fundamental ethical commitments of 

healthcare professionals, such as the duty to care for all 

patients equally and to “do no harm.” (Agazio and Goodman, 

2017; Papadimos et al., 2018) When forced to deny life-

saving treatment to patients due to resource constraints, 

clinicians may experience moral injury, characterized by 

guilt, helplessness, and a sense of betrayal of personal and 

professional values. 

The COVID-19 pandemic highlighted the emotional toll of 

crisis standards of care. In many hospitals, frontline workers 

faced extreme workloads, emotional exhaustion, and the 

constant fear of infection while simultaneously making 

agonizing decisions about resource allocation. Studies have 

documented high rates of anxiety, depression, and burnout 

among healthcare workers involved in triage processes, with 

some reporting symptoms consistent with post-traumatic 

stress disorder (PTSD). 

Moreover, the burden of rationing decisions may fall 

disproportionately on certain groups of healthcare workers, 

particularly those in emergency and critical care settings. 

Without adequate institutional support, these workers may 

face long-term psychological impacts and even leave the 

profession, exacerbating workforce shortages during and 

after crises. 

To mitigate moral distress, healthcare institutions must 

provide robust support systems, including mental health 

services, peer support networks, and training in ethical 

decision-making under crisis conditions. The use of triage 

committees can also help alleviate the moral burden on 

individual clinicians by distributing responsibility and 

fostering collective decision-making. Additionally, clear 

communication from leadership about the ethical rationale 

for rationing policies can reduce feelings of moral isolation 

and enhance solidarity among healthcare teams. 

Healthcare rationing during public health emergencies 

presents profound ethical, legal, and emotional challenges. 

The need to balance individual rights with the collective 

good, the potential for exacerbating long-term inequities 

among marginalized populations, and the psychological toll 

on healthcare workers all illustrate the complex controversies 

inherent in resource allocation during crises. Addressing 

these challenges requires proactive ethical planning, 

inclusive and equitable policy development, and strong 

institutional supports for healthcare workers. Transparent 

communication, procedural safeguards, and attention to 

social justice are essential to ensure that healthcare rationing 

is carried out in a manner that upholds both ethical integrity 

and public trust. By learning from past experiences and 

continuously refining rationing frameworks, healthcare 

systems can better navigate future emergencies with fairness, 

compassion, and resilience (Edwards and Chiera, 2019; 

Craig, 2019). 

 

2.6 Policy Recommendations 

The experience of healthcare rationing during recent public 

health emergencies has demonstrated the urgent need for 

robust, transparent, and ethically grounded policy 

frameworks. As pandemics, natural disasters, and other crises 

continue to strain healthcare systems worldwide, it is 

essential to develop comprehensive strategies that ensure fair 

and effective allocation of scarce medical resources. Key 

policy recommendations include developing clear national 

frameworks for crisis standards of care, investing in ethical 

preparedness planning, and fostering cross-sector 

collaboration among legal, medical, and community 

stakeholders. These measures can strengthen health system 

resilience, protect vulnerable populations, and maintain 

public trust in emergency responses. 

One of the most critical policy imperatives is the creation of 

clear, consistent, and legally enforceable national 

frameworks for Crisis Standards of Care (CSC). CSC 

guidelines establish protocols for healthcare delivery during 

emergencies when resources such as ventilators, intensive 

care beds, medications, or vaccines are insufficient to meet 

demand. Without established frameworks, rationing 

decisions may be inconsistent, arbitrary, or influenced by 

www.allmultidisciplinaryjournal.com


International Journal of Multidisciplinary Research and Growth Evaluation  www.allmultidisciplinaryjournal.com  

159 

implicit biases, leading to inequitable outcomes. 

National frameworks should provide a standardized approach 

for triage protocols, ethical criteria, clinical assessment tools, 

and operational procedures. They must also incorporate legal 

protections for healthcare workers, ensuring that providers 

who follow CSC protocols in good faith are shielded from 

legal liability. Such protections are vital for enabling 

healthcare personnel to focus on clinical duties without fear 

of litigation. 

Moreover, national CSC guidelines must be adaptable to 

different types of emergencies and healthcare settings, 

including hospitals, long-term care facilities, and community 

clinics. Flexibility is crucial to account for varying levels of 

resource availability and regional healthcare capacities. At 

the same time, consistent core principles—such as fairness, 

transparency, equity, and respect for human dignity—must 

underpin all protocols. 

In addition, these frameworks should be grounded in 

international human rights law to prevent discriminatory 

practices. National authorities should explicitly prohibit the 

use of socially biased criteria such as race, ethnicity, 

disability, gender, or socioeconomic status in rationing 

decisions. Furthermore, they should clearly delineate 

processes for oversight, appeals, and public accountability to 

ensure that CSC protocols are applied lawfully and ethically 

across all healthcare institutions. 

Ethical preparedness is a crucial but often overlooked 

component of emergency health planning. Effective 

healthcare rationing during crises requires not only logistical 

and clinical readiness but also pre-established ethical 

frameworks that guide decision-making under extreme 

conditions. Ethical preparedness involves proactive planning, 

education, and the development of institutional capacities to 

navigate moral dilemmas during emergencies. 

Governments and healthcare organizations should invest in 

developing ethical guidelines that anticipate resource scarcity 

and outline principles for rationing decisions. These 

guidelines must be informed by diverse ethical perspectives, 

including utilitarianism, egalitarianism, and prioritarianism, 

to balance competing moral values such as maximizing 

benefit, ensuring fairness, and protecting vulnerable 

populations. 

Training programs for healthcare professionals are essential 

to foster ethical competence in crisis decision-making. 

Simulation exercises and workshops can help clinicians, 

triage teams, and administrators practice applying ethical 

frameworks under simulated emergency conditions, allowing 

them to become familiar with the emotional and moral 

complexities of rationing decisions. Such training should also 

address cultural competency, anti-bias strategies, and 

communication skills to promote equitable and respectful 

patient care. 

In addition, ethical preparedness requires the integration of 

mental health and moral distress mitigation strategies for 

healthcare workers involved in triage decisions. Providing 

psychological support, ethical debriefing sessions, and access 

to counseling services can help reduce the emotional toll of 

difficult rationing choices. 

Finally, ethical preparedness should include the development 

of clear public education materials that explain the ethical 

principles and rationales behind healthcare rationing. Public 

understanding and acceptance of triage protocols are essential 

to prevent mistrust, social conflict, and resistance during 

emergencies. 

Ensure Cross-Sector Collaboration Among Legal, Medical, 

and Community Stakeholders 

Healthcare rationing policies cannot be developed or 

implemented in isolation. Effective and ethically sound 

rationing requires close collaboration across legal, medical, 

public health, and community sectors. Such cross-sector 

collaboration ensures that policies reflect diverse 

perspectives, comply with legal standards, and address the 

needs of all segments of society. 

Legal experts play a vital role in ensuring that rationing 

frameworks comply with constitutional protections, anti-

discrimination laws, and international human rights 

obligations. Their involvement is crucial to identify potential 

legal pitfalls, clarify liability protections for healthcare 

providers, and ensure procedural safeguards for patients. 

Medical professionals, including physicians, nurses, and 

public health practitioners, provide essential clinical 

expertise to ensure that rationing criteria are medically 

appropriate, evidence-based, and feasible to implement in 

crisis settings. Their firsthand experience also informs 

operational aspects of triage protocols and crisis standards of 

care. 

Community stakeholders—including patients, disability 

rights advocates, faith-based organizations, and 

representatives from marginalized groups—must also be 

actively involved in policy development. Their engagement 

ensures that rationing policies are culturally sensitive, 

equitable, and responsive to community concerns. In 

particular, the inclusion of historically marginalized 

communities in decision-making processes helps address the 

risk of exacerbating existing health disparities and fosters 

greater public legitimacy. 

To institutionalize this collaboration, governments can 

establish permanent ethics advisory councils or emergency 

health equity task forces comprising representatives from 

diverse sectors. These bodies should meet regularly, even 

during non-crisis periods, to review and refine ethical 

frameworks, conduct community outreach, and advise on 

emerging issues in emergency health planning. 

Additionally, collaboration with international organizations, 

such as the World Health Organization (WHO) and regional 

health agencies, can facilitate knowledge-sharing, harmonize 

ethical standards, and coordinate global resource allocation 

strategies during transnational emergencies. 

The ethical, legal, and operational complexities of healthcare 

rationing during public health emergencies demand 

comprehensive and forward-looking policy responses. 

Developing clear national frameworks for crisis standards of 

care ensures consistency, fairness, and legal protection for 

healthcare providers while safeguarding the rights and 

dignity of patients. Investing in ethical preparedness planning 

equips healthcare systems to navigate moral dilemmas and 

reduces the emotional toll on healthcare workers through 

proactive training and support. Ensuring cross-sector 

collaboration among legal, medical, and community 

stakeholders fosters inclusive, equitable, and legally 

compliant policies that command broad public trust. By 

implementing these recommendations, governments and 

healthcare systems can enhance their capacity to respond to 

future emergencies in a manner that is both ethically 

responsible and socially just, ultimately strengthening the 

resilience and integrity of public health systems worldwide. 
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3. Conclusion 

Healthcare rationing during public health emergencies 

presents complex legal and ethical imperatives that demand 

careful consideration. The necessity to allocate scarce 

resources—such as ventilators, ICU beds, vaccines, or 

medications—raises fundamental questions about fairness, 

individual rights, and societal obligations. Legal frameworks 

must uphold principles of non-discrimination, equal 

protection, and due process, while ethical guidelines must 

ensure that rationing decisions reflect respect for human 

dignity, maximize benefits, and maintain fairness. Both legal 

and ethical imperatives require transparent, consistent, and 

accountable decision-making processes that balance 

individual autonomy with the public good. 

Given the recurring nature of global health emergencies, 

there is a pressing need for proactive, well-structured, and 

equitable rationing strategies. Policymakers must develop 

clear crisis standards of care that integrate ethical principles 

such as utilitarianism, egalitarianism, and prioritarianism to 

guide resource allocation fairly. Equally important is the 

inclusion of procedural safeguards such as triage committees, 

appeals mechanisms, and robust accountability systems to 

prevent arbitrary or discriminatory outcomes. Ethical 

preparedness, including regular training for healthcare 

providers and community engagement initiatives, is essential 

to foster public trust and reduce moral distress among 

healthcare workers. 

Finally, addressing healthcare rationing challenges requires 

enhanced global cooperation. International collaboration is 

critical to harmonize ethical standards, ensure equitable 

distribution of resources, and strengthen healthcare 

infrastructures, particularly in low- and middle-income 

countries. Global institutions, national governments, and 

community stakeholders must work together to share best 

practices, coordinate emergency responses, and promote 

health equity. By embedding legal rigor, ethical integrity, and 

cross-border solidarity into rationing frameworks, the global 

health community can better safeguard human lives and 

uphold justice during future crises. 
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