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Abstract

Background: Resource allocation is one of the major challenges of health systems. Various criteria are used to allocate health
resources worldwide.
Objectives: The current study aimed to identify and prioritize key factors related to the resource allocation in the health sector of
the Iranian Oil Industry using the Decision-Making Trial and Evaluation Laboratory (DEMATEL) method.
Methods: This cross-sectional case study was conducted in two main phases during 2017. In the first phase, the literature review and
interviews with experts (n = 6) were used to identify initial criteria for resource allocation. Then, considering the views of high and
middle managers in the health sector of the Iranian Oil Industry, the final criteria were selected. In the second phase, the DEMATEL
technique was used to assess the interactions among the selected criteria.
Results: A total of nine criteria were entered into the DEMATEL final questionnaire. Criteria were divided into two main groups of
influencing and influenced factors. The high-level documents and general policies of the health system (C1), the burden of diseases
(C2), the number of population covered (C4), the infrastructure of the covered regions (C5), and population health needs (C8) were
among factors that influenced other factors. Factors such as current budget (C3), the expected benefits of people (C6), the expected
benefits of policymakers (C7), and the financial returns of the resource allocation (C9) were among the factors that were influenced
by other factors. The number of covered population (C4) and the infrastructure of the regions (C5) were not influenced by other
factors but could affect other factors. High-level documents (C1) and the burden of diseases (C2) were identified as independent
factors.
Conclusions: While allocating resources, policymakers should pay particular attention to influencing factors. The number of pop-
ulation covered in each region and the infrastructure available in each region were identified as key and important criteria in the
resource allocation process. It is suggested that these factors be considered while allocating resources to different regions of the
country.
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1. Background

The scarcity of resources, along with increased de-
mand for health services are among the main challenges
that health systems face worldwide (1, 2). This is a major
challenge in maximizing the health of individuals, which
is an important goal for the health systems (3). Hence,
the decision on how to allocate resources is of crucial im-
portance (4, 5). Meanwhile, resource allocation is one of
the most controversial issues that health policymakers are
dealing with (4, 6). Meeting the real needs of the popu-
lation is an important goal of resource allocation within
the health sector (7). The allocation of health resources is

a complex process that affects various factors (6, 8). To al-
locate resources within the health system, several factors
should be considered such as cost-effectiveness (9, 10), cost
of interventions, budget impact and policy directions (11),
ability to pay (10), fairness/equality, interests of different
groups of stakeholders (9), equity (4, 10), number of poten-
tial beneficiaries (10), the severity of illness and socioeco-
nomic status of patients (12), needs (9, 11), and the availabil-
ity of human resources and local capacities (4). Maintain-
ing a balance between these various factors and objectives,
while involving various stakeholders, is so important. Be-
sides, resource allocation certainly has a substantial im-
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pact on the health outcomes of the community. Mean-
while, considering that health is a public good or a uni-
versal right, the allocation of health resources composes
many social and ethical responsibilities for health policy-
makers (2).

Despite their importance, decisions about resource al-
location are usually made implicitly based on limit crite-
ria. At the macro level, the allocation of health resources
is usually based on the historical pattern of resource al-
location and the bargaining power of various stakehold-
ers or regions, which led to an increased role of explicit
approaches, including decision-making techniques, in the
process of resource allocation during the recent years.
Therefore, the use of multi-criteria decision-making meth-
ods can help to increase transparency in the resource allo-
cation process and to ensure its fairness and effectiveness.
One of the techniques widely applied to solve such com-
plex problems is the Decision-Making Trial and Evaluation
Laboratory (DEMATEL) technique, developed between 1972
and 1976 by the Battelle Memorial Institute of Geneva (13,
14). DEMATEL is a mathematical multi-criteria approach
that analyzes the relationships between a set of factors
and attempts to identify causal relationships among them
(15). Globally, different studies used this technique to solve
health problems at various levels (6, 16-24). For instance,
this technique alone or combined with other methods is
used to identify key factors influencing the quality of hos-
pital services, developing strategies for improving the per-
formance of general hospitals (17), identifying key perfor-
mance indicators for hospital management (18), to select
allied hospitals in outpatient services (22), to analyze asso-
ciations and to prioritize the social factors affecting health
(23), and to prioritize the compensation mechanisms for
nurses working in the emergency department (24). Multi-
criteria decision-making methods are useful in making
clear and transparent decisions. Using multi-criteria ap-
proaches is useful for decision-makers to systematically
capture their concerns, compare value trade-offs, and elicit
their value preferences (2). In the current study, a multi-
variate decision-making model was applied to investigate
how such approaches can be used to solve complex prob-
lems, including rational resource allocation, which may
contribute to more efficient, rational, and legitimate re-
source allocation decisions.

It seems that there is no comprehensive and evidence-
based method for allocating health resources in different
geographic regions of Iran. Long-term use of traditional
methods such as bargaining and historical patterns has led
to increased inequity in the distribution of resources as
well as misuse of limited resources of the Iranian health
system. The health sector of the Iranian Oil Industry is
an independent body that is responsible for the provision

of healthcare services to the Oil industry’s employees and
their families across the country (almost 800,000 people)
through a network of hospitals and health facilities. The al-
location of resources in the health sector of the Iranian Oil
Industry is faced with several challenges that are similar to
those of the national health system and have not been ad-
dressed yet.

2. Objectives

To provide information to solve such problems, the
present study aimed to identify and prioritize the key fac-
tors related to the allocation of resources in the health sec-
tor of the Iranian Oil Industry using the DEMATEL method.

3. Methods

The current cross-sectional study, which was conducted in
two phases during 2017 applied qualitative and quantitative
methods for data collection. In the first step, a literature
review was conducted and a series of interviews were per-
formed with experts. At this step, the primary resources
allocation criteria were defined, and then, using the opin-
ions of the top and middle-level managers of the health-
care sector of Iran’s Oil Industry, final criteria were se-
lected. In the second phase, the DEMATEL technique was
used to examine the interaction between the criteria and
to prioritize them.

3.1. Phase I: Selecting Criteria

In this phase, first, through a systematic review, which
was conducted according to the PRISMA (Preferred Re-
porting Items for Systematic Reviews and Meta-Analyzes)
guideline, the effective measures on resource allocation
were identified. Cochrane, PubMed, and SCOPUS databases
were systematically searched from 2005 to 2016 to iden-
tify articles that reported criteria for resource allocation
in the health sector (25). Then, the identified criteria
were reviewed by experienced health experts to discuss
their similarities and identify conceptual overlap among
them. To identify experts, the purposeful sampling tech-
nique was used. In total, eight experts were identified, and
finally, six of them accepted to participate in the study.
Among them, there were high-level managers in budget-
ing and financial organizations (such as executive officers,
executive officer vice-chancellors, financial officers, finan-
cial officer vice-chancellors, development officers, devel-
opment officer vice-chancellors, strategic purchasing of-
ficers, and strategic purchasing officer vice-chancellors)
from the health sector of the Iranian oil industry with
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at least five years of experience in budgeting and finan-
cial management. All participants were male and their
mean age was 38. After obtaining expert opinions, a ques-
tionnaire was designed to prioritize all criteria and to se-
lect the most important ones to be included in the fi-
nal phase of the study. Then, the questionnaire was dis-
tributed among 250 financial managers with relevant ex-
perience (with more than two years of experience), consid-
ering the organizational chart of the Oil Industry health-
care sector. The questionnaire contained 19 criteria and
the respondents were asked to prioritize them using a five-
point Likert scale ranging from 0 (i.e., least important) to
4 (‘the most important’). After calculating the relative im-
portance of each criterion, the research team reviewed the
results and the final list of the criteria was approved to be
used in the final phase of the study.

3.2. Phase II: DEMATEL Technique

Based on the final list of criteria, the DEMATEL ques-
tionnaire was developed and presented to the 15 members
of the expert group on resource-allocation and decision-
making. Experts were asked to evaluate the impact of each
criterion on other criteria using pairwise comparison. The
steps of the DEMATEL technique were as follows (6, 13, 16):

3.2.1. Developing a Direct-Relation Matrix

To assess the internal impact of the identified factors,
experts were asked to determine the effect of the factors in
each row (factor i) on other factors of each column (factor
j) using a five-point Likert scale (0: “No influence”, 1: “low
influence”, 2: “medium influence”, 3: “high influence” and
4: “very high influence”). The D direct relation matrix was
calculated using the mean scores.

3.2.2. Calculating the Normalized Direct-Relation Matrix

The Mean Normalized Matrix (N) was defined as N = k
× D, which D was direct relation matrix and k was the re-
verse of the sum of the largest number of rows or columns
of matrix D. Which was obtained by the following formula:

(1)k =
1

max1≤i≤n

∑n
j=1 αij

, i, j

= 1, 2, . . . , n

3.2.3. Calculating the Total-Relation Matrix

The complete relation matrix (T) was obtained from
the direct relation normal matrix (N) and the matrix of the
unit (I) as follows: T = N× (I-N) ˆ (-1). This matrix calculates
the overall impact of each factor over others and vice versa.
It serves as a basis for determining the overall degree of in-
fluence of each criterion as well as its importance.

In the relation matrix (T), the sum of the rows (r) rep-
resents the effect of a criterion over other criteria, and the
sum of the columns (c) represents the extent to which a
criterion influences by other criteria. r + c represents the
degree of importance that this criterion, among the total
criteria, has in solving the problem. r - c shows the degree
of impact of a criterion among the total criteria. r - c be-
ing positive indicates the criterion has an impact on others
and the r - c being negative indicates the criterion affects by
other criteria. If r - c > 0, the criterion is more influencing
rather than being affected.

3.2.4. Setting up a Threshold Value and Obtaining the Impact-
Digraph Map

Each value of the T matrix provides information on
how each criterion affects others. If all information of the
T-matrix is converted to an impact-digraph map, the map
will be very complex to provide the required information
for decision making. Therefore, it is necessary to deter-
mine the threshold value by decision-makers to demon-
strate major effects and to eliminate the minor effects of
the criteria. Only some of the criteria that their impact
level on the matrix T is higher than the threshold should be
selected and will be demonstrated on the map. The thresh-
old value was obtained through discussions between ex-
perts or by calculating the mean values of the matrix T.

4. Results

4.1. Phase I: Selecting the Criteria

In total, 20 criteria in four main categories were iden-
tified through systematic review, which are as follow: (1)
economic criteria, including cost-effectiveness, cost of the
interventions, value of money, budget impact; (2) manage-
rial criteria, including poverty reduction, financial protec-
tion, national priority, responsiveness, equity and equal-
ity, donors’ participation, leadership style, stakeholders’
power; (3) contextual criteria, including disease severity,
the burden of disease, potential caregivers and vulnera-
ble groups, socioeconomic factors, age, race, gender, racial
and ethnic groups; and (4) structural criteria, including
need, and local capacity (24). Subsequently, these criteria
were given to the six experts for further investigation. The
experts expressed their opinions by removing/revising a
criterion or suggesting new criteria. After applying the ex-
perts’ comments and aggregating their views, 19 criteria
were selected and used in the next steps, which were as
follow: high-level documents and general policies of the
health system, number of population covered in different
regions, burden of diseases, current total budget, respond-
ing to population health needs, the number of the vulner-
able population, financial protection, infrastructure and
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equipment of various regions, the age of target groups, dis-
ease severity, fairness and equity, the expected benefits of
people/patients, donors’ participation, health workforce,
the expected benefits of policymakers, degree of under-
development of different regions, health needs of differ-
ent regions, economic status of covered regions, and cost-
benefit (financial return). Then, 250 experts were asked
to prioritize the selected criteria using a questionnaire, of
which 211 returned the questionnaire (response rate = 84.5%).
Since the high number of criteria caused difficulties for
respondents while pairwise comparison, they were resub-
mitted to the experts to obtain a shortened list. After cal-
culating the importance of criteria, eventually, nine crite-
ria were selected for the final phase of the study, of which
their importance was more than 75%, (Table 1).

Table 1. The Criteria Included in the Modeling and Their Symbol in the DEMATEL
Technique

Criteria Definition

C1 High-level documents and general policies of the health system

C2 The burden of diseases

C3 Current total budget

C4 Number of population covered in different regions

C5 Infrastructure and equipment in the regions

C6 The expected benefits of people / patients

C7 The expected benefits of policymakers

C8 Population health needs in the region

C9 Cost-benefit (financial return) due to resource allocation

4.2. Phase II: DEMATEL Technique

The DEMATEL questionnaire, which was developed
based on the final list of criteria, was presented to 15
experts with expertise in resource allocation decision-
making. The questionnaire designed for pairwise compar-
ison to evaluate the influence of each score, where scores
of 0, 1, 2, 3 and 4 represent: (no influence), (very low in-
fluence), (low influence), (high influence), and (very high
influence), respectively. The calculations of the DEMATEL
method were performed based on the views of the experts
and the results are as follows:

1. D direct-relation matrix, which was obtained using
experts’ views, is presented in Table 2. The C8 criterion
had a great impact on the C4 criterion, the C7 criterion was
slightly affected by C9 c, and the impact of the C3 criterion
on C9 was almost modest.

2. The Mean Normalized Matrix (N) was obtained by
normalizing the mean matrix. The largest number of rows
and columns in the D matrix was 15.667 and its reverse was

0.0638. By multiplying this number in the D matrix, the
normal matrix N was obtained (Table 3).

3. The complete relation matrix is as follows (Table 4):
Based on Table 4, the C6 was the most important crite-

ria with the highest r + c (3.415), whereas C1 was the least
important criteria with the lowest value r + c (0.891). Based
on the values of r + c, the importance of the nine selected
criteria was C6 > C7 > C8 > C3 > C4 > C9 > C5 > C2 > C1,
respectively. Based on the r - c column, the criteria were di-
vided into two groups: influencing and influenced factors.
Positive r - c values were considered as influencing criteria
that directly affect other criteria. The negative value of r - c
was an influenced factor that was directly affected by other
factors. C1, C2, C4, C5 & C8 were among influencing criteria
and C3, C6, C7, and C9 criteria were among the influenced
factors (Table 5).

4. To limit the data obtained from the DEMATEL
method (Table 5), after calculating the mean values of the
full-matrix relation (T) and having experts’ opinions, the
value of 0.250 was determined as a threshold value and the
impact-digraph map was plotted (Figure 1).

The digraph shows that the C4 was not affected by
other criteria, but it had an impact on the C8, C9, C3, C7,
and C6 criteria. The C5 was not influenced by other crite-
ria, similar to C4, but it affected the C7 and C6. The cri-
teria C1 and C2 were independent of other criteria. Taken
together, when allocating resources, policymakers should
pay particular attention to influencing criteria (C4, C5, C2,
C8 & C1). The criteria C4 and C5 were regarded as impor-
tant and key criteria, since not only they were influential
criteria but also were not affected by other criteria.

5. Discussion

All around the world, health systems face resource
scarcity. Therefore, equitable allocation of resources is one
of the main challenges of any health care system. In health
sector decisions regarding the resource allocation and pri-
ority setting are usually implicit and without clear criteria
in practice, which is increasingly recognized as unaccept-
able (26). The priority setting requires clear and explicit
criteria to make fair and transparent decisions (27). Deci-
sions related to resource allocation should be made based
on the best available information. However, due to the in-
accessibility of appropriate and on-time information, de-
cisions associated with resource allocation in many devel-
oping countries often make implicitly, rather than using
explicit consideration of the risks and benefits of alterna-
tive options (28). Like other developing countries, Iran is
also facing several health challenges such as limited re-
sources of the health sector, increasing demand for health
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Table 2. The Direct-Relation Matrix, D

Criteria’s C1 C2 C3 C4 C5 C6 C7 C8 C9 Sum

C1 0.000 0.333 0.417 0.583 0.250 0.500 0.417 0.500 0.250 3.250

C2 0.083 0.000 0.500 0.250 0.333 2.250 1.500 0.667 0.500 6.083

C3 0.250 0.750 0.000 0.167 1.333 1.750 2.250 1.250 1.500 9.250

C4 0.167 0.917 2.083 0.000 1.500 2.917 2.167 3.000 2.000 14.750

C5 0.083 0.667 1.500 0.083 0.000 1.750 1.750 2.000 1.750 9.583

C6 0.750 0.583 1.500 0.500 0.917 0.000 1.917 1.250 0.917 8.333

C7 0.417 0.500 2.000 0.417 0.667 2.417 0.000 1.250 1.000 8.667

C8 0.250 0.917 1.833 0.250 0.917 2.833 2.750 0.000 1.417 11.167

C9 0.167 0.417 2.000 0.182 0.750 1.250 1.833 1.250 0.000 7.848

Sum 2.167 5.083 11.833 2.432 6.667 15.667 14.583 11.167 9.333 -

Table 3. The Normalized Direct-Relation Matrix, N

Criteria’s C1 C2 C3 C4 C5 C6 C7 C8 C9 Sum

C1 0.000 0.021 0.027 0.037 0.016 0.032 0.027 0.032 0.016 0.207

C2 0.005 0.000 0.032 0.016 0.021 0.144 0.096 0.043 0.032 0.388

C3 0.016 0.048 0.000 0.011 0.085 0.112 0.144 0.080 0.096 0.590

C4 0.011 0.059 0.133 0.000 0.096 0.186 0.138 0.191 0.128 0.941

C5 0.005 0.043 0.096 0.005 0.000 0.112 0.112 0.128 0.112 0.612

C6 0.048 0.037 0.096 0.032 0.059 0.000 0.122 0.080 0.059 0.532

C7 0.027 0.032 0.128 0.027 0.043 0.154 0.000 0.080 0.064 0.553

C8 0.016 0.059 0.117 0.016 0.059 0.181 0.176 0.000 0.090 0.713

C9 0.011 0.027 0.128 0.012 0.048 0.080 0.117 0.080 0.000 0.501

Sum 0.138 0.324 0.755 0.155 0.426 1.000 0.931 0.713 0.596 -

Table 4. The Total Relation Matrix, T

Criteria’s C1 C2 C3 C4 C5 C6 C7 C8 C9 Sum

C1 0.010 0.041 0.073 0.046 0.043 0.089 0.082 0.072 0.052 0.508

C2 0.027 0.035 0.116 0.034 0.068 0.232 0.187 0.110 0.092 0.901

C3 0.044 0.097 0.127 0.036 0.148 0.254 0.277 0.178 0.182 1.344

C4 0.056 0.141 0.326 0.041 0.205 0.416 0.372 0.344 0.272 2.172

C5 0.035 0.095 0.221 0.032 0.074 0.262 0.261 0.224 0.201 1.406

C6 0.070 0.083 0.201 0.054 0.119 0.140 0.245 0.169 0.141 1.222

C7 0.053 0.081 0.233 0.050 0.110 0.281 0.144 0.173 0.150 1.275

C8 0.051 0.116 0.256 0.047 0.139 0.341 0.333 0.123 0.193 1.598

C9 0.035 0.072 0.226 0.034 0.108 0.208 0.238 0.164 0.083 1.169

Sum 0.383 0.761 1.779 0.375 1.013 2.224 2.139 1.557 1.365

services due to increased awareness of the population, de-
mographic changes, aging of the population, and the ad-
vent of advanced technologies. Therefore, priority setting
is of great importance. However, relevant studies indicated

that most decisions on priority setting of health interven-
tions are made implicitly (29). The present study aimed to
identify and evaluate the key factors related to resource al-
location in the health system of the Iranian oil system us-
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Table 5. The Direct and Indirect Effects of the Criteria

Criteria’s r c r + c Rank r - c Impact

C1: high-level document and general policies of the health system 0.508 0.383 0.891 9 0.125 Cause

C2: burden of disease 0.901 0.761 1.663 8 0.140 Cause

C3: current budget 1.344 1.779 3.123 4 -0.436 Effect

C4: health needs 2.172 0.375 2.547 5 1.798 Cause

C5: infrastructure 1.406 1.013 2.419 7 0.394 Cause

C6: expected benefit by people 1.222 2.224 3.446 1 -1.002 Effect

C7: expected benefit by policymakers 1.275 2.139 3.415 2 -0.864 Effect

C8: number of the covered population 1.598 1.557 3.156 3 0.041 Cause

C9: financial return 1.169 1.365 2.534 6 -0.196 Effect

r-c2.0

1.8

1.6

1.4

1.2

1.0

0.8

0.6

0.4

0.2

0.0

-0.2

-0.4

-0.6

-0.8

-1.0

-1.2
0.0 0.5 1.0 1.5 2.0 2.5 3.0 3.5 4.0

r+c

Figure 1. Causality diagram of criteria

ing the DEMATEL method. Using this method, nine criteria
were recognized as the most important factors in resource
allocation, and the causal relationships among them were
identified.

Various economic, managerial, contextual, and struc-
tural factors can be used as criteria for resource alloca-
tion in the health sector. The findings showed that high-
level documents and general policies of the health system,
burden of diseases, number of population covered, the
infrastructure of the region, and the health needs of the
population (C1, C2, C8, C5, and C4) were among influenc-

ing factors. Also, factors such as the expected benefits of
the people, the expected benefits of policymakers, the cur-
rent budget, and the financial returns of the allocated re-
sources (C6, C7, C3, and C9) were recognized as the influ-
enced factors. In general, the health needs of the popula-
tion (C8) and the high-level documents and general poli-
cies of the health system (C1) were factors with the least im-
pact. The needs of the population (C4) and the infrastruc-
ture of the regions (C5) had the highest impact on other
criteria. The health needs of the population (C4) had the
most impact on the expected benefits of the people (C6).
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Cost-related factors have a high influence on resource
allocation decisions. Currently, cost-effectiveness is the
most popular criteria used for resource allocation deci-
sions. It is widely used in countries such as Australia,
Canada, Switzerland, and the UK. It is described as a deter-
minant factor in the development of the basic health ser-
vices package or benefits package in the UK, Germany, and
Switzerland (23). In Australia, it is widely used for resource
allocation and economic assessment (24). In the current
study, similar to previous studies, the financial returns of
the allocated resources (C9) were identified as an effective
factor.

High-level documents and general policies of the
health system (C1), the expected benefits of people (C6),
and the expected benefits of policymakers (C7), which are
among managerial factors, were entered into the final
model. National priorities and general health policies have
been referred to determining criteria in designing health
benefits package in the UK, Switzerland, and Germany (23).
These factors are also reported identified in other similar
studies (6), as one of the most important criteria used in
resource allocation and decision-making (30).

The burden and prevalence of diseases are among the
most influential criteria for allocating health resources.
All around the world, policymakers consider the severity
of illness as an important criterion for prioritizing (31).
The burden of diseases, which includes the most impor-
tant causes of death and disability, is a highly valuable in-
dicator for planning health interventions. It can provide
the most important evidence needed for evidence-based
policy-making. Therefore, it seems that identifying the
leading causes of the burden of diseases in different re-
gions can be an effective step for health resources alloca-
tion. In the present study, the two criteria of the burden
of diseases (C2) and the number of covered people (C8)
were among the most important criteria identified for re-
source allocation. The results of the current study are con-
sistent with those of a study conducted in Thailand that
described the main criteria of prioritizing health interven-
tions in developing countries, and a study conducted in
Mexico, which identified the burden of diseases as an im-
portant criterion for prioritizing health interventions (32,
33). The number of covered population is reported as an
important criterion to prioritize health interventions in
the Netherlands, Norway, Ghana, Thailand, and Iran.

Allocating resources based on health needs can im-
prove public health and reduce inequity in different ge-
ographic areas, which is one of the important responsi-
bilities of health systems (7). The findings of this study
showed that the health needs of the population (C4) are
a very important factor that should be considered while
allocating health resources. Health needs are an impor-

tant criterion for allocating health resources and making
health-related decisions worldwide (9). The health needs
are one of the determining criteria for developing the ben-
efits package in the UK, Germany, and Switzerland. This
criterion uses in Australia for allocating health resources
and economic assessment in the health system. Also, the
health system of the Netherlands uses this criterion in a
wide range of health interventions (34). England, Wales,
and Scotland also use a needs-based approach to allocate
health resources (35). In Wales, first, the entire health bud-
get distributes between various health services programs
and then distributes among different geographical areas
according to the specific health needs of each region. In
Scotland, a combination of direct and indirect indicators
uses to allocate resources based on health needs.

The availability of infrastructure and equipment is an-
other important criterion that uses for the allocation of
health resources (6). In Ghana, the availability of human
resources for health and local capacities to use financial re-
sources are factors that affect equality in the allocation of
health resources (4). In the Netherlands, among the factors
that use for priority setting of health interventions, avail-
ability of health workforce, information, and technology
are the most important ones (36). In the present study, it
(C5) was identified as an important criterion that affects
the resource allocation process. The results of the current
study are consistent with studies that reported the health
needs as a criterion to prioritize the allocation of resources
in the UK, Germany, Switzerland, Australia, and the Nether-
lands (6, 24, 25).

5.1. Limitations

Like other studies the current study also had limita-
tions. Although the criteria used to allocate resources
were identified through literature review and interviews,
it should be acknowledged that the criteria used to allocate
health resources in each country are unique. Therefore,
countries need to use a set of criteria based on their con-
text and circumstances. Besides, despite some common
polices, the health sector of the Iranian Oil Industry has its
own rules and regulations, and consequently, the results
may not be completely generalizable to entire Iran’s health
system. However, due to the similarity of the context, it
seems that similarities are more than differences.

5.2. Conclusion

When allocating resources to different geographical
regions of the country, health policymakers should pay
special attention to several factors, including the health
needs of the regions, the infrastructure of the regions, the
burden of diseases, the number of covered populations,
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and the high-level health documents. It is strongly rec-
ommended that the current pattern of resource alloca-
tion, which is based on the historical budget of each re-
gion and/or the bargaining power of local authorities, be
substituted with a more rational approach through using
appropriate criteria. Multi-criteria decision-making meth-
ods are useful in making clear and transparent decisions.
In this study, a multivariate decision-making model was
used for the allocation of health resources. The results of
the current study showed that the DEMATEL technique can
be used in health care decision makings. However, to facili-
tate organizational adoption of DEMATEL, as an alternative
decision-making process, further research is required to
develop strategies for implementation, as well as to drive
key methodological aspects of the process.
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