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Pandemic Triage Committee
1. Purpose
History indicates that there are times where demand for healthcare exceeds the ability of health
systems to supply it.[1] In such circumstances “triage standards of care” are ethically justified to allocate
healthcare resources according to broadly consequentialist reasoning, meaning that a shift from
focusing on the individual autonomy of patients to the overall public good is warranted.[2]
The novel corona virus pandemic[3] has caused sufficient crises in other countries[4] to indicate that it
may impact the US healthcare system such that in some localities a shift from normal standard of care to
a triage standard of care may be necessary.
[INSERT APPROPRIATE INSTITUTIONAL AUTHORITY] hereby create(s) a Pandemic Triage Committee
(PTC), for the purpose of developing and implementing ethical methods for allocating scarce healthcare
resources and supporting health care professionals in a crisis circumstance.
2. PTC Operations Procedures
2.1

Structure and Function

The PTC is a subcommittee of the [BIOETHICS COMMITTEE, MEDICAL EXECUTIVE COMMITTEE, ETC.],
with direct relationships to [LEADERSHIP AUTHORITY] and the [HOSPITAL INCIDENT COMMAND
CENTER]. The PTC has two basic functions:
1. To develop guidance for ethically allocating scarce healthcare resources and supporting health
care professionals in a crisis circumstance.
2. To implement allocation methods, making choices to provide, withhold, or withdraw scarce
resources from patients in a crisis.
When developing guidance and supporting health care professionals, the PTC requires a quorum to
operate, defined as one third of all primary or secondary members, as described below. In this function,
which is anticipated to occur prior to (and potentially during) implementing triage standards of care, the
committee meets regularly to work on developing and agreeing upon the ethical framework for decision
making, clinical algorithms for triage, educational materials and methods, and other business as needs
arise. All PTC business of this nature may be performed remotely, including any voting required to ratify
committee actions.
When making allocation decisions, the PTC operates in smaller groups, called decision making teams
(DMTs) of at least two individuals, preferably three, one of whom must always be a physician committee
member. As long as circumstances allow it, preference will be to staff PTC-DMTs solely by physicians.
Allocation decisions are decisions to provide, withhold, or withdraw a resource (e.g., a hospital bed, a
ventilator) to or from a patient when resources are scare, meaning that the volume of patients in need
of the resource is far greater than the amount of the resource available. Allocation decisions are made
by the PTC, in smaller groups, using guidelines endorsed by the PTC and approved institutionally, not
by individual healthcare professionals at the bedside. In this way, frontline healthcare providers are
spared the moral burden of having to make allocation decisions, which, rather, are thereby across the
institution.
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In the event the hospital anticipates a surge of patients to such an extent that triage standards of care
are likely to be implemented and allocation decisions likely to be necessary, the PTC Chair will designate
one or more member of the PTC to:
• Group committee members into sets of three to form decision making teams (DMTs);
• Coordinate an on-call schedule for DMTs, such that they are available 24 hours a day, 7 days a
week;
• Identify a communication method for decision making teams, such as [insert method here];
• Determine and communicate how leaders and frontline providers will communicate with
decision making teams;
• Regularly attend the hospital incident command center;
• Report to [APPROPRIATE INSTITUTIONAL AUTHORITY] or their delegate on the actions of the
PTC;
• Collaborate with [HEALTHCARE SYSTEM] facilities, as necessary, regarding the operations of
their PTCs or similar bodies;
• Collaborate with geographically nearby facilities regarding the operations of their PTCs or similar
bodies, including the ethical frameworks and clinical standards upon which their decisions are
being made.
In the event the hospital experiences a surge of patients to such an extent that triage standards of care
are implemented, and allocation decisions must be made, the PTC Chair or designee will:
• Notify decision making teams of their position in the on-call schedule, the duration over which
the on-call schedule is in force, and the expectations of each team;
• Procure explicit written authorization from the [APPROPRIATE AUTHORITY] to implement
allocation decision making as described in this document;
• Request additional staff from hospital leadership to support the functioning of decision making
teams;
• Implement a regularly occurring, mandatory operations huddle for the full PTC, which may be
virtual;
• Identify operational indicators to determine when triage standards of care are likely to be
suspended.
In the event the PTC’s decision making teams are implemented, the PTC Chair shall schedule a
mandatory debrief for all PTC members no later than 72 hours after the conclusion of the last decision
making team’s work, which may be virtual.
2.2 Membership
Academic literature,[6] and allocation plans from other jurisdictions,[7] state that PTCs should be
multidisciplinary bodies. The membership of the PTC will necessarily be fluid in the setting of a crisis.
The following roles should be filled to the extent possible. For each role, a primary and secondary
member should be identified by [HOSPITAL] leaders, to be approved by the [INSERT APPROPRIATE
AUTHORITY] or their delegates, as appropriate.
a) Critical Care Representative: This individual must be a physician with expertise in critical care,
pulmonology, or internal medicine.
b) Infection Control Representative: This individual must be either a physician or other employee
with expertise in infection control and/or infectious diseases.
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c) Emergency Medicine Representative: This individual must be a physician with expertise in
emergency medicine.
d) Hospitalist Representative: This individual must be a physician with expertise in internal
medicine or hospital medicine (i.e., a “Hospitalist”).
e) Nursing Management Representative: This individual must be a nursing manager, with a
preference for expertise in critical care nursing.
f) Respiratory Care Representative: This individual must have expertise in respiratory therapy.
g) Palliative Care Representative: This individual must be a physician with expertise in palliative
care.
h) Medical Ethics Representative: This individual must have expertise in biomedical ethics.
i) Pharmacy Representative: This individual must have expertise in clinical pharmacy, preferably
with expertise in operations and utilization.
j) Social Work Representative: This individual must have expertise in social work.
k) Community Representative: This individual must be a [Hospital Ethics] Committee community
member.
If the volume of allocation decisions and related work is high, the primary and secondary members will
be required to rotate to the best of their availability. Members may fill a primary and secondary role but
neither two primary nor two secondary roles.
The group shall be chaired by [INSERT APPROPRIATE INSTITUTIONAL AUTHORITY] physician
administrator or their delegate, who has clinical privileges at [HEALTH SYSTEM or HOSPITAL]. The chair
may rotate as needed and must fulfill at least a secondary role.
2.3 Ethical Framework
Academic literature[8], emergency preparedness plans from [YOUR STATE, ETC. IF TRUE] and other
jurisdictions,[9] and professional society guidelines[10] all agree that ethical allocation of scarce
resources in crisis conditions should be supported by an explicit ethical framework. The PTC is
responsible for developing, vetting, and approving the ethical framework that supports its work prior to
the implementation of allocation decision making.
An ethical framework supports the PTCs structure, function, and operations. In times of crisis, allocation
decisions rest on the principles of minimizing mortality: allocation decisions aim to minimize overall
mortality by finding the right balance between overtriage and undertriage. Ethical allocation decisions
are also based upon the principle of harm reduction; a duty to care; principles of justice, fairness, and
equity; transparency; professionalism; and other principles as delineated in the appendix, Ethical
Framework for Allocation Decision Making.
Bioethics policies already under affect across [YOUR HOSPITAL] will be helpful in supporting ethical
medical decision making under normal and surge conditions prior to the implementation of triage
standards of care. These include:
•

[DNR POLICY, such as: this policy supports an attending physician in making decisions about a
patient’s code status in the event a patient’s surrogate is in disagreement with the physician’s
recommendation. It will support a physician in changing a patient’s code status during normal
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•
•

operations conditions and surge conditions, prior to the implementation of crisis standards of
care.]
[Non-Beneficial Treatment Policy: this policy supports an attending physician in responding to
requests for treatment that is perceived as non-beneficial, which may support a physician in
unilaterally redirecting care toward more comfort oriented treatments.[11]]
[Decision Making for Unrepresented Patients Who Lack Capacity: this policy supports an
attending physician in making treatment decisions that would otherwise require documented
informed consent and the patient both lacks capacity and lacks an available surrogate decision
maker. In this case, decisions may be made by a bioethics subcommittee per existing policy.
During a pandemic, like the novel coronavirus, which effects family clusters, it is more likely
than in normal circumstances that legally recognized health care decision makers for patients
who lack capacity will themselves be ill and unavailable to participate in decision making. In
such a setting this policy may be used to support treatment decision making without an
available surrogate.]

2.4 Clinical Algorithms
Allocation decisions made by the PTC must be supported by clinical algorithms that are vetted and
approved by appropriate subject matter experts [HEALTHCARE SYSTEM]. The PTC is responsible for
developing these algorithms in as timely a manner as possible based on anticipated need. Current
algorithms are defined in the appendix, Clinical Algorithm for Allocating Critical Care and Mechanical
Ventilators in the Setting of a Pandemic Crisis.
2.5 Educational Materials
As needed, the PTC will develop educational materials for leaders, frontline healthcare providers, staff,
and other stakeholders explaining allocation decision making in a crisis setting, including the ethical
framework and clinical algorithms that support decision making. Educational materials must be vetted
and approved by [APPROPRIATE AUTHORITY] or their delegates. Approved educational materials
become appendices to this document.
2.6 Personnel
Work by additional personnel may be needed to be included to meet the above goals, such as a project
manager, quality analyst, or Public Affairs. The PTC Chair or designee should request temporary
personnel assignments from [APPOPRIATE AUTHORITY] as indicated.
3. References
As of 03/18/2020, most of these references are available here.
1. Tabery J, Mackett CW. Ethics of Triage in the Event of an Influenza Pandemic. Disaster Medicine and
Public Health Preparedness. 2008 Jun;2(2):114-8.; Christian MD, Hawryluck L, Wax RS, Cook T, Lazar
NM, Herridge MS, Muller MP, Gowans DR, Fortier W, Burkle FM. Development of a triage protocol
for critical care during an influenza pandemic. Cmaj. 2006 Nov 21;175(11):1377-81.

4

Developed by Thomas V. Cunningham for distribution to anyone. No attribution required. Revise as you need to fit
local conditions. Be well and keep your head straight. Questions: tvc.hps@gmail.com.

2. New York State Task Force on Life and the Law New York State Department of Health, Ventilator
Allocation Guidelines. 2015. Available at:
https://www.health.ny.gov/regulations/task_force/reports_publications/docs/ventilator_guidelines
.pdf
3. Guan WJ, Ni ZY, Hu Y, Liang WH, Ou CQ, He JX, Liu L, Shan H, Lei CL, Hui DS, Du B. Clinical
characteristics of coronavirus disease 2019 in China. New England Journal of Medicine. 2020 Feb
28.; Zhou F, Yu T, Du R, Fan G, Liu Y, Liu Z, Xiang J, Wang Y, Song B, Gu X, Guan L. Clinical course and
risk factors for mortality of adult inpatients with COVID-19 in Wuhan, China: a retrospective cohort
study. The Lancet. 2020 Mar 11.
4. Kuhn A. How a South Korean city is changing tactics to tamp down its COVID-19 surge. National
Public Radio [Online]. 2020 Mar 10; Mounk Y. The extraordinary decisions facing Italian doctors. The
Atlantic. 2020 Mar 11.
5. Christian MD, Hawryluck L, Wax RS, Cook T, Lazar NM, Herridge MS, Muller MP, Gowans DR, Fortier
W, Burkle FM. Development of a triage protocol for critical care during an influenza pandemic. Cmaj.
2006 Nov 21;175(11):1377-81; New York State Task Force on Life and the Law New York State
Department of Health, Ventilator Allocation Guidelines. 2015. Available at:
https://www.health.ny.gov/regulations/task_force/reports_publications/docs/ventilator_guidelines
.pdf.
6. Christian MD, Hawryluck L, Wax RS, Cook T, Lazar NM, Herridge MS, Muller MP, Gowans DR, Fortier
W, Burkle FM. Development of a triage protocol for critical care during an influenza pandemic. Cmaj.
2006 Nov 21;175(11):1377-81
7. New York State Task Force on Life and the Law New York State Department of Health, Ventilator
Allocation Guidelines. 2015.
8. Hick et al 2006; Hick JL, Hanfling D, Wynia MK, Pavia AT. Duty to Plan: Health Care, Crisis Standards
of Care, and Novel Coronavirus SARS-CoV-S. Discussion Paper National Academy of Medicine. March
5, 2020.
9. [YOUR STATE or LOCALITY PLAN]; New York State Task Force on Life and the Law New York State
Department of Health, Ventilator Allocation Guidelines. 2015; SIAARTI (Italian Society for Anesthesia
Analgesia Resuscitation and Intensive Care). Clinical Ethics Recommendations for Admission to
Intensive Care and for Withdrawing Treatment in Exceptional Conditions of Imbalance Between
Needs and Available Resources. Translated by Joseph A. Raho, PhD. 2020 Mar 13.
10. American Medical Association. AMA Code of Medical Ethics’ Opinions on Allocating Medical
Resources American Medical Association Journal of Ethics. American Medical Association Journal of
Ethics 2011; 13(4):228-229., American Nurses Association. Adapting Standards of Care Under
Extreme Conditions: Guidance for Professionals During Disasters, Pandemics, and Other Extreme
Emergencies. 2008.
11. Bosslet GT, Pope TM, Rubenfeld GD, Lo B, Truog RD, Rushton CH, Curtis JR, Ford DW, Osborne M,
Misak C, Au DH. An official ATS/AACN/ACCP/ESICM/SCCM policy statement: responding to requests
for potentially inappropriate treatments in intensive care units. American Journal of Respiratory and
Critical Care Medicine. 2015 Jun 1;191(11):1318-30.
12. New York State Task Force on Life and the Law New York State Department of Health, Ventilator
Allocation Guidelines. 2015; Christian MD, Hawryluck L, Wax RS, Cook T, Lazar NM, Herridge MS,
Muller MP, Gowans DR, Fortier W, Burkle FM. Development of a triage protocol for critical care
during an influenza pandemic. Cmaj. 2006 Nov 21;175(11):1377-81
13. Kelley AS, Bollens-Lund E. Identifying the population with serious illness: the “denominator”
challenge. Journal of palliative medicine. 2018 Mar 1;21(S2):S-7; University of California San
Francisco. ePrognosis. Available at: https://eprognosis.ucsf.edu/index.php
5

Developed by Thomas V. Cunningham for distribution to anyone. No attribution required. Revise as you need to fit
local conditions. Be well and keep your head straight. Questions: tvc.hps@gmail.com.

14. White DB, Katz MH, Luce JM, and Lo B. Who Should Receive Life Support During a Public Health
Emergency? Using ethical principles to improve allocation decisions. Ann Intern Med 2009; 150:
132–8.
4. Appendices
• PTC Membership
• Clinical Algorithm for Allocating Critical Care and Mechanical Ventilators in the Setting of a
Pandemic Crisis
• Ethical Framework for Allocation Decision Making
• Educational materials

6

Developed by Thomas V. Cunningham for distribution to anyone. No attribution required. Revise as you need to fit
local conditions. Be well and keep your head straight. Questions: tvc.hps@gmail.com.

Appendix: PTC Members

Role
Critical Care Representative
Critical Care Representative
Infection Control Representative
Infection Control Representative
Emergency Medicine
Representative
Emergency Medicine
Representative
Hospitalist Representative
Hospitalist Representative
Nursing Management
Representative
Nursing Management
Representative
Respiratory Care Representative
Respiratory Care Representative
Palliative Care Representative
Palliative Care Representative
Medical Ethics Representative
Medical Ethics Representative
Pharmacy Representative
Pharmacy Representative
Social Medicine Representative
Social Medicine Representative
Community Representative:
Community Representative:

Name

Primary or Secondary
Primary
Primary
Primary

Assigned DMT #

Secondary
Secondary
Secondary

Primary
Primary

Secondary
Secondary

Primary
Primary
Primary
Primary
Primary
Primary

Secondary
Secondary
Secondary
Secondary
Secondary
Secondary
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Appendix: Clinical Algorithm for Allocating Critical Care and Mechanical Ventilators in the Setting of a
Pandemic Crisis
After [APPROPRIATE AUTHORITY] explicitly authorizes the implementation of PTCs and triage standards
of care, the clinical algorithm for allocating critical care and mechanical ventilators in the setting of a
pandemic crisis consist of the following steps. All acute care patients in need of critical care, a ventilator,
or both, whether due to influenza or other conditions, are subject to the clinical ventilator allocation
protocol.[12] As long as it is practically feasible given the circumstances, whenever the PTC makes an
allocation decision to withhold or withdraw critical care or a ventilator (or both) from a patient, at least
one member of the PTC decision making team (PTC-DMT) must communicate to the patient’s legally
recognized healthcare decision maker why the decision was made. Loved ones should be provided or
directed to supportive resources to the extent practically feasible under the circumstances
Step 1: The attending physician evaluates the patient for meeting exclusion criteria. If the patient meets
these criteria, then the attending physician documents this on the allocation decision making worksheet
or using the allocation decision making dotphrase. [NB: Either needs to be developed]
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Step 2: The attending physician assesses and documents the patient’s mortality and organ failure risk by
assigning the patient a SOFA score (Sequential Organ Failure Assessment) on the allocation decision
making worksheet or allocation decision making dotphrase.

Step 3: The attending physician informs the PTC (or delegate) of the patient’s assessments in Steps 1
and 2. The PTC-DMT assigns the patient a color code according to the Initial Assessment Triage Tool. The
PTC-DMT then votes on whether to allocate the patient critical care or a ventilator (or both) based on
their priority, as coded, the availability of resources, and, as needed, assessments based on additional
criteria.
Initial Assessment

Step 4: For patients who are allocated critical care, a ventilator, or both, the attending physician
periodically assesses and documents the patient’s mortality and organ failure risk by assigning the
patient a SOFA score on the allocation decision making worksheet or allocation decision making
dotphrase and communicates that an assessment has been made to the PTC.
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Step 5: For patients who are allocated critical care, a ventilator, or both, the PTC-DMT reviews attending
physician assessments upon notification that they have been made and assigns any such patient a color
code according to the 48-hour and 120-hour Assessment Triage Tools, as indicated based on the timing
of the assessment. At each interval, the PTC-DMT then votes on whether to continue to allocate the
patient critical care or a ventilator (or both) based on their priority, as coded, the availability of
resources, and, as needed, assessments based on additional criteria.
48-Hour Assessment

120-Hour Assessment

Step 6: For patients who remain allocated critical care, a ventilator, or both at the 120-hour interval, the
attending physician continues to assess and document the patient’s mortality and organ failure risk
every 24 hours by assigning the patient a SOFA score on the allocation decision making worksheet or
allocation decision making dotphrase and communicates that an assessment has been made to the PTC.
Step 7: For patients who remain allocated critical care, a ventilator, or both at the 120-hour interval, the
PTC-DMT assigns any such patient a color code according to the 120-hour Assessment Triage Tool, as
indicated based on the timing of the assessment. At each interval, the PTC-DMT then votes on whether
to continue to allocate the patient critical care or a ventilator (or both) based on their priority, as coded,
the availability of resources, and, as needed, assessments based on additional criteria.
Additional Criteria: In situations of extreme crisis, where need for critical care and mechanical
ventilation severely exceeds availability, it may be ethically reasonable to use additional clinical or
ethical criteria for allocation decision making. Clinical criteria may include methods of predicting
10
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recovery and survival in the near term, such as increased risk of inpatient mortality in the next 3 years
[18]. Ethical criteria may include heuristics such as maximizing narrow social utility, life years, or life
cycles.[19] In the event such additional criteria are judged necessary, they must be operationalized by
the PTC chair or designee and explicitly vetted by [APPROPRIATE AUTHORITY].
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Appendix: Ethical Framework for Allocation Decision Making
Recognition of Circumstances: Allocation choices are appropriate only under true conditions of scarcity,
where triage standards of care are ethically appropriate and legally justified.
Minimizing Mortality: The aim of allocation decisions is to minimize overall mortality by finding the right
balance between overtriage and undertriage, as either is predicted to yield higher mortality than the
ideal amount of triage.
Harm Reduction: During crises, everyone experiences harms, including patients, loved ones, healthcare
professionals, and the general public. Allocation decisions strive to reduce harms to providers, patients
as a population, loved ones, and the general public by adopting fair, reasonable methods of allocation
and creating critical distance between healthcare professionals who provide care and those who make
allocation decisions.
Duty to Care: Health care providers have special obligations to provide care in a pandemic. This duty is
different from the health care providers normal professional duties to provide care to patients. Even in
settings of crisis, patients must always be cared for, although healthcare professionals may weigh their
duty to care with obligations to their own health and that of their families. Healthcare professionals
should never withhold or withdraw care, only specific treatments. Although triage standards of care
necessitate that population health be prioritized over individual patient wellbeing, an ethical allocation
process must respect the fundamental obligation of health care professionals to care for specific,
individual patients. Patients must not be abandoned, and cannot fear abandonment, even in situations
of austerity and allocation. Patients who do not receive ventilators or other therapies because they are
deemed to be insufficiently likely to benefit are still under their physician’s care and should be provided
alternative medically indicated treatments, including (but not limited to) palliative care.
Justice, Fairness, and Equity: A system of allocation during crisis must be applied consistently and
broadly, to maximize the chances of fairness and minimize the influence of biases such as ageism,
sexism, racism, or ableism. Allocation decisions should seek to support access to care for all, and
especially the most vulnerable or those who suffer disproportionately, depending upon the length of
time over which triage standards of care are implemented.
Duty to Plan for Difficult Circumstances: As crisis circumstances emerge, leaders have a duty to
continue to allocate human resources to planning, so that while the crisis evolves some resources
continue to be allocated toward anticipating and responding to future circumstances.
Duty to Protect Resources: In crisis settings, normal standards of care are no longer in effect. Therefore,
all resources are potential scarce, and all clinicians have a duty to protect resources. This does not entail
that resources should not be utilized. Rather, all resources should be carefully allocated according to
their known scarcity, likelihood of renewal, and the extent to which they can be replaced or reused.
Transparency: To the extent practically feasible, allocation plans should be communicated as efficiently,
widely, and comprehensively as possible across the healthcare system and moral community, inclusive
of government agencies, nearby healthcare facilities, staff, patients, and other stakeholders. Such
transparency is likely to minimize actual and vicarious trauma to patients, loved ones, staff, and
members of the public after the crisis has abated.
Professionalism: Allocation decisions made by hospital leaders should be made and communicated in a
way that educates frontline healthcare providers on their substance, justification, and importance by
referring to existing codes of professional ethics or institutional policies delineating professional
expectations. Doing so both respects and reinforces professional roles, obligations, and expectations.
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Appendix: Education Materials
To Be Developed
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