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This document summarizes existing technical guidance and lessons from other settings responding to the 
COVID-19 pandemic on ethically allocating limited care resources. It is designed to help inform high-level 
planning and is not intended as a comprehensive national planning document or to substitute for 
professional medical advice, or expert clinical or epidemiological guidance. This document is not intended 
to recommend or endorse any specific tests, procedures, opinions, or other information that may be 
referenced.  
 
For any questions or concerns contact: 
Anne Sosin 
Global Health Initiative Program Director at Dartmouth 
anne.n.sosin@dartmouth.edu 
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The COVID-19 pandemic threatens to overwhelm health care systems across the globe. The number of 
patients requiring resources may likely outnumber the available resources, particularly in low resource 
settings. To prepare for this, it is critical to create triage criteria for how limited resources will be 
allocated and to plan for surges before they occur.1,2 In order to allow healthcare workers to focus on 
delivering essential lifesaving care, a separate team should be formed to make triage decisions. Policies 
for care allocation in the event of crisis standards of care should be clearly communicated to both 
healthcare workers and the community.   
   
The principles developed by medical ethicists and committees strive to maximize benefits by achieving 
the best possible outcomes for the population as a whole, rather than for individuals.  
 
The following items are likely to be limited and may need to be allocated according to the triage 
framework: 

● Hospital space/ICU beds 
● Oxygen 
● Ventilators 
● Essential drugs 
● Other essential commodities 
● Staff  
● PPE 

 
 
 
 

Basic Ethical Principles:3,4,5  
 
All protocols must be applied consistently and fairly to all patients.  

● Care allocation should not be determined by factors such as  
○ Gender 
○ Race 
○ Ethnicity 
○ Perceived social worth or quality of life 
○ Disability 
○ Immigration status 
○ Incarceration  
○ Homelessness 
○ Social or economic status 
○ Other illnesses (that do not impact likelihood of survival) 
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Protocols should combine utility (maximizing benefits), equality (enacting policies equally across groups), 
and justice. 
 
Protocols must be transparent and communicated to the community. 
 
 
 

Common Protocols for Care Allocation During Crisis Standards of Care:6 
 
Note: These protocols apply to all patients requiring limited care resources, regardless of whether or not 
they have COVID-19  
 
Key Points: 

● Care should be distributed to maximize benefits 
● Care allocation should be re-evaluated daily  
● Frontline healthcare workers essential to the pandemic response may receive additional priority 

for receiving care 
● A triage team (that does not include physicians currently tending to patients) should make care 

allocation decisions 
 
 

Principle Explanation 

Maximize benefits for the 
population 

Many systems combine two criteria: 
● Saving the most lives 
● Increasing patients’ length of life post-treatment 

Care should not be first 
come first serve 

● All available resources should be allocated 
○ Do not withhold care from a patient while waiting for other higher 

priority patients to arrive 
● Ending life-sustaining care for a patient may be justified if a new patient 

requiring the same limited resource comes in who is more likely to survive  
● Appropriateness of lifesaving care should be evaluated daily  
● First come, first serve policy may unfairly benefit: 

○ Those who were not careful with social distancing guidelines and 
therefore got sick first 

○ Those who are more able to quickly access hospital care  
● First come, first serve care may encourage crowding or violence at hospitals 

which could increase transmission of disease  

Random allocation of 
care 

For people with similar likelihoods of survival care should be allocated using a 
random lottery system (see step 2 in practical protocols section below) 

Triage teams ● Ideally, providers should have access to a team of people who can support 
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them in ethical decision making  
● The choice of whether or not to provide care to someone should never be 

the responsibility of a single person 

Clear communication of 
triage protocols 

It is important to be transparent and clear to physicians, patients, and families with 
how decisions are made. Ideally, the community and physicians should be made 
aware of triage protocol before it is put in place.  

Prioritize frontline health 
workers7  
 
(specifically workers who 
are critical to the 
healthcare infrastructure 
or whose level of training 
makes them difficult to 
replace) 

Frontline health workers may be prioritized for: 
● Testing 
● PPE 
● ICU beds 
● Vaccines 
● Ventilators 

Wealthy, famous, or 
politically powerful 
people should not be 
specially prioritized.8 

To promote justice and equity policies should not take social or economic status into 
account 

Provide palliative care for 
those who cannot receive 
life-sustaining treatment9 

All efforts should be made to ensure that palliative care is provided to help keep 
patients as comfortable as possible when life-sustaining treatments are withheld or 
withdrawn 

 
 
 
Practical Protocols for Care Allocation:10 

 
Triage Teams 
A triage team that does not include providers currently providing patient care (see details in “creating 
triage teams”) should be created to make daily decisions regarding the allocation of limited critical care 
resources.  
 
Daily steps for the triage team: 

1) Calculate each patient’s priority score based on a standardized framework 
2) Determine which priority levels will have access to limited care resources 
3) Reassess those receiving critical care for the allocation of further resources 

 
First responders and bedside clinicians should still stabilize patients as they normally would upon arrival. 
Ideally, the triage team will assess each patient as soon as they are able to.  
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Step 1: Calculating each patient’s priority score 
 
Most commonly, health systems use the following methods to determine a “score” for each patient’s 
priority level based on their: 

● Likelihood of survival  
○ Sequential Organ Failure Assessment (SOFA) score is commonly used as a metric, but 

should not be the only method that is used to determine priority level 
○ May also include some COVID-19 specific measures, particularly as more morbidity and 

mortality data is published 
● Number of post-discharge life years 

○ Whether or not a patient is likely to die within 5 years of hospital discharge 
○ A patient’s age may also be included in this metric (ie, younger patients are likely to live 

longer after discharge than older patients) 
 
 
A note on equity in determining a patient’s priority score: 
 
Priority scores tend to be biased towards wealthier individuals, who typically have fewer underlying 
conditions and a higher life expectancy. To make policies more equitable, consider creating a weighted 
scoring system that incorporates social, structural, and historical determinants of health.11 
 
SOFA Score Calculation12 
 

SOFA Score 1 2 3 4 Score from row 

Respiration 
PaO2/FIO2 (mm Hg) 

< 400 <300 <220 <100  

Coagulation 
Platelets/nl 

< 150 <100 <50 <20  

Liver 
Bilirubin (mg/dL) 

1.2-1.9 2.0-5.9 6.0-11.9 >12.0  

Cardiovascular 
Hypotension 

MAP (mean 
arterial blood 
pressure)     < 70 

Dopamine ≤5 or 
Dobutamine 
(any) 

Dopamine >5 or 
Norepinephrine 
≤0.1 

Dopamine >15 or 
Norepinephrine 
>0.1 

 

CNS 
Glasgow Coma Score 

13-14 10-12 6-9 <6  

Renal 
Creatine(mg/dL) or urine output (mL/d) 

1.2-1.9 2.0-3.4 3.5-5.9 or <500 >5.0 or <200  

Total (sum all rows)      
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SOFA scores alone should not be the only system used to determine priority level.13 
The SOFA score has been questioned as to whether or not it is the best indicator of survival in viral 
pneumonia and should not be used to exclude patients from receiving resources. However, SOFA scores 
may play a role in comparing the relative prognosis between patients, which is why they are included in 
most of the point allocation systems for providing life-sustaining care during the COVID-19 pandemic.14  
 
Point system based on maximizing lives saved and life-years  
(from University of Pittsburgh)15 
  

Principle Specification Point System* 
  

1 2 3 4 

Save lives Prognosis for hospital 
survival (SOFA score or 
other severity of illness 
score#) 
  

SOFA score < 6 SOFA score 6-8 SOFA score 9-
11 

SOFA score ≥12 

Save life-years Prognosis for near-
term survival (medical 
assessment of near-
term prognosis) 

… Death expected 
within 5 years 
despite successful 
treatment of 
acute illness 

… Death expected 
within 1 year 
despite successful 
treatment of 
acute illness 

SOFA= Sequential Organ Failure Assessment; note that another measure of acute physiology that predicts in-hospital mortality, 
such as LAPS2 score, could be used in place of SOFA, and should similarly be divided into 4 ranges. 
*Scores range from 1-8, and persons with the lowest score would be given the highest priority to receive critical 
care beds and services. 
 
See “Massachusetts Care Allocation Protocol” in the More Resources section for more details about the 
point allocation system, including Glasgow Coma Score calculation information.  
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The SOFA score is not a good predictor of outcomes for children. For pediatrics, the following scoring 
system may be used:16 
 
Point system for pediatric critical care 
 (from Massachusetts Public Health Department)17 

Principle Specification Point System* 
  

1 2 3 4 

Save lives Prognosis for short-
term survival  
  

75-100% chance 
of short-term 
survival 

50-75% chance of 
short-term 
survival 

25-50% chance 
of short-term 
survival 

0-25% chance of 
short-term survival 

Save life-years Prognosis for long-term 
survival  

…  Severe co-
morbid 
conditions, 
likely death 
within 1 year 

Patient likely to 
die during this 
hospital 
admission 

 
Many organizations further stratify patients into color-coded groups based on their priority score.18,19

 

 

Level of Priority and Code Color Priority Score from Scoring System 

RED 
High Priority 

1-3 

ORANGE 
Intermediate Priority 

4-5 

YELLOW 
Lowest Priority 

6-8 

GREEN 
Do not manage with scarce critical care resources 

Patients who do not currently require critical care 
resources (reassess as needed) 
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COVID-19 Prognosis 
Currently, not that much is known about COVID-19 specific prognosis so these factors are not included in 
most official triage protocols.20 However, some preliminary research has examined factors that impact a 
COVID-19 patient’s likelihood to survive.  The table below provides estimated COVID-19 specific survival 
probability based on the number of days since admission to a hospital for patients with varying 
characteristics.21 According to the table, COVID-19 patients who are younger than 60, female, have no 
comorbidities, and do not have hypertension have higher probabilities of survival. 
 
Risk Factors for COVID-19 in-hospital mortality22 
(From Cummings et al. analysis of hospitalized patients in New York City, June 2020, The Lancet) 
 

 Univariable Hazard Ratio (95%) Multivariable Hazard Ratio (95%) 

Age (per 10 year increase) 1.49 (1.29-1.73) 1.31 (1.09-1.57) 

Male Sex 0.85 (0.57-1.27) 1.13 (0.71-1.81) 

Symptom duration before hospital presentation 
(per day) 

0.98 (0.93-1.02) 1.01 (0.96-1.05) 

Hypertension 2.24 (1.40-3.59) 1.58 (0.89-2.81) 

Chronic cardiac disease 2.21 (1.44-3.39) 1.76 ( 1.08-2.86) 

Chronic obstructive pulmonary disease or 
interstitial lung disease 

3.15 (1.84-5.39) 2.94 (1.48-5.84) 

Chronic kidney disease 1.50 (0.92-2.45) .. 

Diabetes 1.65 (1.11- 2.44) 1.31 (0.81-2.10) 

BMI >= 40 0.76 (0.40-1.47)  .. 

IL-6 (per decile increase) 1.12 (1.04-1.21) 1.11 (1.02-1.20) 

D-dimer (per decile increase) 1.18 (1.10-1.27) 1.10 (1.01-1.19) 

 
 
Step 2: Determine which priority levels will have access to limited care resources 
 
The triage team should know exactly how many beds, oxygen tanks, ventilators, and other scarce 
resources are available each day. This information will help inform which priority groups are eligible for 
care. People in the green priority group according to the example point system will have the highest 
priority for care because they have the highest likelihood of survival and highest number of post-
hospitalization life years. People in the yellow priority group will have the lowest priority for care. 
 
 



 9 

If there are more people in a priority group than are eligible for care (for example, 13 people in the red 
priority group with 11 beds available), the following strategies may be used: 

● Priority to essential frontline healthcare workers who have a central role in the pandemic 
response23 

○ Particularly those whose level of training or experience makes them difficult to replace 
○ May also consider members of the hospital staff team (such as cleaning and maintenance 

staff) who are putting themselves at risk to help others 
● Life cycle considerations, giving younger people the most priority 

○ The following age group categories are recommended:  
■ ages 12-40 
■ ages 41-60 
■ ages 61-75 
■ over age 75 

○ Pregnant women may sometimes be considered as a separate priority group because 
saving a pregnant women may allow you to save two lives instead of one, maximizing 
both total lives saved and total life years saved 

○  If the age group categories do not give a clear priority, then a random drawing system 
may be used 

 
 
 
 

Creating Triage Teams:24,25,26 
 
To properly prepare for and respond to possible surges, hospitals and health systems should create a 
dedicated triage committee that is tasked with making decisions regarding allocation of care.  

● This group should not include physicians that are currently providing patient care 
 
Triage Committee Makeup:27 
There should be two fully staffed triage teams available to work each day. Triage committees should not 
work for more than 13 hours at a time (including a 30 minute handoff time).  
 
Hospitals should plan to designate a triage committee prior to an anticipated shortage of resources. The 
following table outlines the makeup for a triage committee in some settings. This structure may be 
adapted for other settings based on staffing. At a minimum, a triage committee should include a triage 
officer and administrator. The triage officer and triage administrator roles are most essential.  
 
Hospitals may collaborate with other partner hospitals to create a central triage committee across 
institutions. If it is not possible to have a triage officer for each hospital, it could be possible to have the 
central triage committee communicate with a triage team administrator and physicians at each hospital.  
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Triage committee structure  
(* = most essential) 
 

Committee Member Experience Role 

Triage Officer* Critical Care or Emergency Medicine 
Physician, or someone with similar 
experience (such as a retired 
physician) 

Oversee triage process 
Assess all patients 
Assign a level of priority for each 
patient 
Communicate with treating 
physicians 
Direct attention to highest priority 
patients 

Triage Team Administrator* Administrative Staff Member Data-gathering  
Documentation/record keeping 
Facilitate communication with 
hospital command center 
 

Triage Team Member Acute Care Nurse Provide information to triage officer 
Support/ facilitate triage officer’s 
decision-making process 

Hospital Leadership Representative Someone involved in hospital 
leadership  

Supervise record keeping 
Serve as liaison with hospital 
leadership 

 
 
Prior to beginning triage activities, the team should be trained in: 

● Applying the institution-specific triage protocol  
● Communicating with clinicians and families about triage 
● Avoiding implicit bias 
● Respecting disability rights 
● Diminishing the impact of social inequities on health outcomes 

 
The committee should only have access to patient data, not the names of patients to prevent personal 
bias. 
 
Communication of triage decisions to patients and families 

● The triage officer should first inform the patient’s physicians about the decision 
● The triage officer and physician should work together to determine the best way to deliver the 

decision to the patient and their family (if possible) 
● It may be useful to emphasize: 

○ The medical factors that went into making the decision 
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○ Other factors that did NOT go into making the decision (such as race, gender, ethnicity, 
perceptions of social worth) 

● If palliative care clinicians or social workers are available it may be helpful to have them present 
to provide emotional support 

 
Appealing triage decisions 

● Patients, families, or clinicians may challenge individual triage decisions  
● The only reasonable appeals are those that claim that the triage score was calculated incorrectly 
● The triage team should recalculate the triage score and be prepared to clearly explain how it was 

calculated 
●  A Triage Review Committee should be available to oversee this process and take appeals  

○ The Review Committee should consist of at least three members from the following 
areas: Chief Medical Officer or designee, Chief Nursing Officer or designee, Legal Counsel, 
hospital Ethics Committee or Consult Service, members of an institution’s ethics faculty, 
and/or an off-duty triage officer 

○ It is advised that three committee members make each decision, using a majority vote 
 
 
 
 

Additional Resources: 
COVID-19 survival probability based on number of days since admission and prognosis (source: Mayo 
Clinic Proceedings June 2020)28  
 

Group Survival Probability Day 
0 

Survival Probability Day 
10 

Survival Probability Day 
20 

Age < 60 1 0.90 0.90 

Age >= 60 0.98 0.70 0.55 

Female 1 0.90 0.85 

Male 1 0.75 0.60 

No Comorbidity 1 0.90 0.90 

Any Comorbidity 0.98 0.70 0.55 

Nonhypertension 1 0.85 0.80 

Hypertension 0.97 0.78 0.65 
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Further details on creating an ethical allocation of care triage plan: 
Note that these resources have been criticized by physicians and ethicists for promoting utilitarianism 
over justice 
 
University of Pittsburgh Allocation of Scarce Critical Care Resources: 
https://ccm.pitt.edu/sites/default/files/UnivPittsburgh_ModelHospitalResourcePolicy_2020_04_15.pdf 
 
Clinical Recommendations for Allocation of Intensive Care Treatments in exceptional, resource-limited 
circumstances: http://www.siaarti.it/SiteAssets/News/COVID19%20-
%20documenti%20SIAARTI/SIAARTI%20-%20Covid-19%20-
%20Clinical%20Ethics%20Reccomendations.pdf 
 
NEJM Comment: Fair Allocation of Scarce Medical Resources in the Time of COVID-19: 
https://www.nejm.org/doi/full/10.1056/NEJMsb2005114 
 
Massachusetts care allocation protocol: https://d279m997dpfwgl.cloudfront.net/wp/2020/04/CSC_April-
7_2020.pdf 
 
Ontario, Canada: Clinical Triage Protocol for Major Surge in COVID-19 Pandemic: https://caep.ca/wp-
content/uploads/2020/04/Clinical-Triage-Protocol-for-Major-Surge-in-COVID-Pandemic-March-28-
202.pdf 
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