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University of Virginia Health System Ethics Committee 

Ethical Framework and Recommendations for COVID-19 Resources Allocation  
When Scarcity is Anticipated 

 
March 26, 2020 

Purpose 
 
This document provides guidance for allocating resources within the University of Virginia 
Health System (UVAHS) to care for critically ill patients in the event of scarcity during a 
COVID-19-declared emergency in which crisis standards of care have been implemented.   
 
Introduction  

In times of widespread community illness and pandemic, certain resources may be in short 
supply. With the current COVID-19 pandemic, anticipated scarcity of healthcare resources 
requires policies and procedures to ensure ethical allocation when they are needed. This guidance 
document assumes a situation in which UVAHS is facing a shortage of resources to care for 
critically ill patients even while maximizing all available surge and mitigation strategies to 
deliver usual levels of care, and that there are no other practicable interventions or strategies to 
prevent or mitigate the shortage of the resource(s) being allocated.   

As Virginia Governor Ralph Northam has said, “Our top priority is to make sure Virginians stay 
safe and healthy, and that our response to this situation leaves no one behind.” UVAHS 
recognizes our responsibility to non-Virginians seeking our care as well. In order to assist 
UVAHS in developing a transparent, equitable, and consistent approach to allocating scarce 
resources to our patients, the UVA Health Ethics Committee, together with the UVA Center for 
Health Humanities and Ethics, provides this guidance document, which includes:  

 an ethical framework for scarce resource allocation to aid in development of policies and 
procedures (Section A);  

 recommendations for organizational structures to develop and implement such policies 
and procedures (Section B); 

 recommendations for resource allocation decision-making (both procedural and 
substantive) under situations in which crisis standards of care are implemented, with 
particular attention to resources in which scarcity during the COVID-19 pandemic may 
be anticipated, such as staff, ICU beds, ventilators, ECMO, PPE, antivirals, vaccines, 
end-of-life/palliative care, etc.  (Section C); 

 select educational resources to further guide the development of clinical standards for 
decision-making, such as clinical exclusion and inclusion criteria, within the scope of the 
ethical framework adopted (Appendix 1); and 

 guidance in the form of questions that need to be considered in establishing triage team(s) 
and the standards under which they would operate (Appendix 2). 
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This document has been produced with significant reliance on the work of the Society of Critical 
Care Medicine1 and others, as noted in the Appendices and elsewhere in this document.    

A. Ethical Framework  

1. Ethical Goals and Commitments: To put the health, dignity, and safety of patients first by 
developing guidance for allocating resources that: 

 is accountable, transparent and trustworthy; 

 promotes fidelity, solidarity, and mutual responsibility; 

 responds to needs fairly, effectively and efficiently; and 

 values the voices/perspectives of multiple communities both within and outside of 
the UVAHS. 

2. Ethical Principles: The foundational ethical principles that underlie these recommendations 
are (in no particular order): 

 Trustworthiness: Acting to foster trust between all entities, both internal and external to 
UVAHS. Paying special attention to relationships that differ in terms of power, voice, 
and influence (e.g., administration/staff, clinician/patient/family). 

 Fidelity to and non-abandonment of patients, staff, and community: Even though all 
persons have needs that may not be optimally fulfilled, attention to the dignity of all 
persons and comfort care needs remain paramount.  For example, although some ill 
patients may not have access to ICU admission under policies established for distributing 
scarce resources, these patients will receive care that addresses their needs to the best of 
our ability. 

 Benefitting persons and not harming them: Identifying and weighing potential benefits, 
harms and risks associated with clinical treatments as well as potential benefits, harms 
and risks to persons from triage plans and alterations in staff management in response to 
COVID-19. Particular attention should be paid to ensuring the availability of supportive 
and palliative care to all.  

 Equity, fairness, and justice: Attending to the process of distributing scarce goods. 
Apportionment of goods need not be identical, but rather according to prospectively 
determined ethics frameworks and standards of care that may evolve as both the 
pandemic and means to address it change. Processes should be reasonable, open, and 
transparent and take into consideration the voices and perspectives of those most affected 
and those most vulnerable.   

 Privacy/Confidentiality: Protecting privacy and confidential communications as required 
by usual care standards.  Crisis standards of care do not weaken fundamental obligations   
to protect the privacy and confidentiality of patients.   

                                                           
1 Add source once available.  



 

 3 
 

 Solidarity and community: Acting under the belief in a common dignity shared by all 
persons and the belief that, as members of the same human family, we are responsible for 
and to one another,2 both within and without UVAHS.  Solidarity within our community 
recognizes that UVAHS is a significant part of the Charlottesville community and region, 
both dependent upon it and responsible to it.   

 Stewardship of resources: Protecting and conserving available resources in order to fulfill 
obligations to provide excellent patient care. 

Although the foregoing ethical principles require special attention during the development and 
implementation of scarce resource allocation, other ethical principles relevant to the provision of 
healthcare also remain in effect. For example, although scarce resource allocation may not allow 
for a patient’s desired treatment option, to the extent possible, other decisions about medical care 
should be guided by respect for decisions made by patients or their health care agents (“respect 
for autonomy”) as under usual care standards for shared decision-making.   

B.  Recommendations for COVID-19 Resources Allocation Group  

1. The Ethics Committee recommends that UVAHS leadership establish a COVID-19 
Resources Allocation Group (CRAG) with potential sub working-groups to develop and 
disseminate specific guidelines for allocating resources anticipated to become scarce when 
providing care under a crisis standard of care, for example, when a public health emergency 
has been established. CRAG should be composed of physicians, nurses and clinicians from a 
variety of domains, including at least critical care and palliative care, and representatives 
from ethics, community members, and content-specific experts (e.g, representatives from 
respiratory therapy, pharmacy, laboratory services, etc.) as appropriate.  

When building the CRAG, attention should be given to diversity of race, ethnicity, gender, 
disability, socioeconomic status, and viewpoint.  

2. CRAG should do the following (see Appendix 1 for suggested toolkits and examples to aid 
in these steps):  

a. Scarce resource identification and allocation criteria. During crisis level scarcity, 
there will be times when resources (e.g., ICU beds, ventilators, ECMO, CPR, PPE, 
antivirals, vaccines, palliative care, staff) are not allocated to everyone determined to 
need them or are re-allocated from one patient to another more likely to benefit 
clinically.  CRAG should determine which resources are anticipated to become 
scarce and will require allocation or re-allocation according to crisis standards of 
care (i.e., rationing).  See Appendix 1 for a suggested toolkit developed by the 
Institute of Medicine (IOM, now the National Academy of Medicine, NAM).  While 
this may occur at different times for different resources, there is also 
interdependency among resources (e.g., while there may be enough ventilators, there 
may be a shortage of negative pressure rooms and/or staff with expertise to manage 
ventilators).  A widely accepted spectrum of responses to anticipated scarcity of 

                                                           
2  Sarah B. Garlington, Mary Elizabeth Collins, and Margaret R. Durham Bossaller, An Ethical Foundation for 
Social Good: Virtue Theory and Solidarity, Research on Social Work Practice 2019 30:2, 196-204 (citing ter 
Meulen, R., Solidarity, justice, & recognition of the other, Theoretical Medicine and Bioethics 2016, 37, 517–529).  
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resources includes the following steps: prepare, conserve, substitute, adapt, re-use, 
and re-allocate.3  While CRAG must develop guidance to address the last step—
crisis level allocation or re-allocation of resources—guidance to address the prior 
steps should also be developed if not already done.  This can be accomplished by a 
separate group. 
 

b. Inclusion and exclusion criteria. CRAG will identify patient inclusion/exclusion 
criteria for access to scarce resources based on the ethical framework provided above 
and the best available clinical evidence to support allocation of the resource.  

i. When in effect, crisis level allocation or re-allocation of scarce resources will 
apply to all patients in need of a resource, whether it be related to COVID-19 
or another illness.  

ii. Inclusion and exclusion criteria should be based on pre-determined objective 
clinical measures to the extent possible that assess the relative risk for 
mortality (regardless of cause) and the relative likelihood and magnitude of 
clinical benefit.  Clinical assessment at the bedside is necessary but insufficient 
without objective measures to guide allocation decisions. Allocation decisions 
should not be made on the basis of certain patient characteristics, as set out in 
Section C, under Triage Response Team.  (See C.1.e.) 

iii. Since the application of ethical frameworks should be a fluid process that 
moves back and forth along a continuum contingent on available resources and 
as our understanding of the spread, pathophysiology, treatment, and outcomes 
of COVID-19 infection evolves, CRAG should frequently re-evaluate their 
allocation criteria. 

iv. For certain allocated scarce resources, CRAG should establish re-evaluation 
time periods for continued use in patients initially allocated to receive the 
resource.  For example, time periods for patient reassessment could be adjusted 
to allow for a therapeutic trial on a ventilator for a specified period, e.g., every 
48 hours, during which the patient would not be removed from a ventilator 

                                                           
3 Hick, John L., et al. "Duty to Plan: Health Care, Crisis Standards of Care, and Novel Coronavirus SARS-CoV-2." 
NAM Perspectives (2020), which adapted this list from other sources for COVID-1. 

        These steps are further described as follows:  

 Prepare – e.g., anticipate challenges, develop plans, stockpile materials; 
 Conserve – implement conservation strategies for supplies in shortage or anticipated shortage to ensure the 

minimum impact/compromise possible (e.g., determining “at-risk” groups with priority for therapies in 
shortage and overall strategies to conserve use of oxygen delivery devices or personal protective 
equipment); 

 Substitute – provide an equivalent or near-equivalent medication or delivery device; 
 Adapt – use of equipment for alternative purposes (e.g., anesthesia machine as a ventilator); 
 Re-use – plan to re-use a wide variety of materials after appropriate disinfection or sterilization (may 

include oxygen delivery devices, for example); 
 Re-allocate – if no alternatives, remove a resource from one area/patient and allocate to another who has a 

higher likelihood of benefit (e.g., triage of scarce resources such as Extra-Corporeal Membrane 
Oxygenation [ECMO] or ventilators). 
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unless their clinical status significantly declines (or improves to the point 
where ventilation is not needed). This mechanism is recommended as a means 
of preventing cycling of patients on and off ventilators too quickly to allow for 
benefit, and to support wise stewardship of scarce resources. 

v. Criteria established for allocation and re-allocation decisions should be 
reviewed by appropriate legal counsel to ensure legal requirements are 
satisfied.   

vi. The concept of “key workers” and whether “key worker” status should factor 
into allocation decisions is controversial and unresolved.  Whether key workers 
should be considered for priority would depend on the resource being allocated 
and other circumstances.  (For example, vaccines would bear different 
consideration than ventilators.)  In discussions of this issue, the term “key 
workers” generally refers to personnel defined as “of necessity to society at 
this time in this crisis.” 

c. Internal Communications. CRAG should determine the best means to 
communicate clearly and consistently to appropriate UVAHS personnel about when 
crisis level allocation or re-allocation is and is not in effect. 

d. Consideration of staff.  Consider plans for ensuring staff safety, maintaining 
clinician-to-patient ratios, training additional personnel, supporting staff resiliency 
and providing resources for staff (FEAP, child care, payment, sick leave, etc.) 

e. Palliative care.  Broaden institutional palliative care to meet the needs of as many 
patients as possible, with particular attention to the needs of patients who will not 
receive life-sustaining treatments because they do not meet criteria for accessing 
these resources under crisis level allocation and re-allocation.  

f. Triage Response Team.  Establish a Triage Response Team to make specific 
allocation and re-allocation decisions for accessing scarce resources under crisis 
level allocation and re-allocation.  (See Section C.)  CRAG should develop a system 
for timely informing the Triage Resource Team of resource amount.  

g. External communications.  Ensure appropriate communication to patients, the 
community, and the general public about plans for scarce resource allocation.   

C. Recommendations for Triage Decision-making Processes.  

1. The COVID-19 Resources Allocation Group should appoint a multi-disciplinary Triage 
Response Team and establish processes and standards that the Team should follow.  This 
section provides some guidance on the decisions that need to be made in creating a triage 
system. Further guidance is provided in Appendix 2.  The Team, processes, and standards 
should be established prior to the time that resources become so scarce that rationing is 
required.  
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a. A single member of the health care team4 caring for a patient should not bear the 
responsibility of determining a patient’s eligibility for scarce resource allocation. 
Instead, a Triage Response Team (or multiple Triage Response Teams when needed) 
should make scarce resource allocation decisions applying the criteria developed by 
CRAG. Members of the Triage Response Team should not be directly involved in a 
patient’s care under its review.  

 
b. CRAG should determine whether there should be one UVAHS Triage Response 

Team to make all decisions across the system or several unit-based Teams.  Whether 
one or multiple teams, any team should be large enough to allow rotations of duty to 
ensure 24 hour/7 day-a-week coverage and also ensure that the multi-disciplinary 
on-call team consists of at least  

i. Two or three senior clinicians, preferably with experience in complex medical 
decision-making, prognostication, and tertiary triage; and 

ii. A clinical ethicist. 

c. CRAG should determine whether decisions of the Triage Response Team will be 
made by majority vote or some other vote requirement, or whether each Team can 
determine for itself the voting requirement for an allocation decision. As noted by 
the Society for Critical Care Medicine, “Unanimity is important when such high risk 
decisions are to be made, but consideration should also be given to allowing 
participants the right to express a dissenting opinion as this may help prevent moral 
distress.” 

2. Triage decisions should be  

a. Based on the inclusion/exclusion criteria developed by CRAG as applied to a 
patient’s clinical condition and other relevant medical information relevant to 
prognostication. When a patient falls under a specific specialty such as oncology or 
trauma, appropriate consultation, as necessary, should be made to a specialist in that 
field. 

b.   Documented, and such documentation should include the patient’s medical record 
number (MRN), referring provider, the clinical information relied on, and the Triage 
Response Team’s final decision. 

c.   Reviewed on a regular and frequent basis, by CRAG or a group it designates for that 
purpose in order to ensure consistency and fairness, and adjustment of resource 
allocation criteria and application as needed. 

d. Triage decisions shall NOT be based on any of the following: 
i. A patient’s race, ethnicity, gender, , sexual orientation or gender identity, 

religious beliefs, citizenship or immigration status. 
 

                                                           
4 The health care team includes the attending physician and other licensed independent practitioners, nurses, 
respiratory therapists, and other professionals who are currently involved in the patient’s care.  
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ii. A patient’s age.  Given the epidemiology of severe and critical illness with 
COVID-19, the preponderance of Triage Response Team decision-making will 
occur with older adult populations.  Thus, triage decision-making must be 
acutely aware of complex psychosocial, function, and medical concerns in this 
population, including ageism.   

iii. A patient’s ability to pay or insurance coverage. 
iv. Quality of life judgments. 
v. Social worth or social value judgments. 
vi. Solely whether a patient has a DNAR or DDNR (Durable Do Not Resuscitate) 

order, unless the scarce resource being allocated is CPR. A DNAR or DDNR 
order should not be interpreted to mean “do not treat.”  It is a limited order that 
means that CPR should not be attempted in the event of cardiac or respiratory 
arrest.  

 
e. CRAG should develop a system by which the same categories of information are 

provided to the Triage Response Team for allocation decisions and information 
not relevant to the triage decision is not included.  Information not relevant to the 
triage decision includes any patient demographics, personal information, and the 
patient characteristics described above in C.2.d.   
 

f. CRAG should develop and implement a limited appeals process for triage 
decisions. An appeal should be based on the claim of incorrect adherence to 
established triage criteria and processes (e.g., based on an error in applying the 
triage criteria or the timing of re-evaluation), rather than an appeal for an 
exception to the process itself.  The process should work as follows: 

 
1. To promote the ethical principles of trustworthiness, equity, fairness, and 
justice, an appeals team and rapid appeals process should be established by 
CRAG to consider decisions of the Triage Response Team when: 

 
a. Requested by a patient, family member, or health care team member, and 
 
b. The Triage Response Team’s decision, if implemented, will likely result in 
the patient’s death or the denial of significant access of care which would, 
under usual standards of care, be offered to the patient. 
 

2. All appeals should be reviewed by an appeals team established by CRAG 
for a rapid determination that the processes adopted for the Triage 
Response Team have been applied appropriately and consistently. 
Members of the appeals team should not also serve on the Triage Response 
Team or be involved in the patient’s direct care. 
 

  



 

 8 
 

Appendix 1. 

These areas of consensus and debate are summarized after an extensive, but not exhaustive 
review of the available literature (available in references). Additional areas of consensus may 
emerge as international, national, and local guidelines, policies, and procedures are made 
available for review. 

1. Areas of consensus within the academic literature.  
a. Framework: A guiding ethical framework/approach forms the basis for a 

justifiable response to critical resource scarcity. While some guidelines are not 
explicit, they rely on implicit assumptions about the values underlying such 
endeavors. It is preferable to explicitly articulate the ethical guidance 
underpinning decisions about the allocation of scare resources. 

b. Community engagement: Engaging community members to the extent possible in 
planning, policy, and process is desirable.  

c. Allocation of scare resources:   
i. The criteria developed for exclusion, triage, and re-allocation during a 

pandemic ought to apply to all hospitalized patients, and not only to 
patients with the pandemic illness. 

ii. Pre-defined triggers for enacting criteria for allocation of scare resources 
are preferable to leaving the decision to particular units, teams, or 
clinicians. Ideally, this should be coordinated across communities, 
counties, states, etc. (see Section 3 of this Appendix for available 
tools/examples for defining triggers). 

iii. Pre-determined criteria for the allocation of scare resources is preferable to 
individual bedside assessments by clinicians in real-time.  

iv. For ventilators specifically, allocation on the basis of need and clinical 
efficacy is widely accepted.  

v. The following are rejected as criteria for allocation of scare resources: 
gender, race, religion, nationality, ability to pay, social worth. 

vi. Re-allocation of scare resources is ethically justifiable in a severe 
pandemic. The trigger for re-allocation is typically when the resource in 
question is at capacity and additional patients are presenting whose care 
requires the resource in question. 

vii. Allocation and re-allocation decisions require re-evaluation at pre-
determined time intervals. This avoids the use of first-come, first-served 
criteria for scarce resources, which are generally considered inappropriate 
because it may give priority to those who have greater access to health 
care and does not account for the potential for relative benefit from the 
resource being allocated.   

viii. Documentation and review of all allocation/re-allocation decisions is 
necessary. 

ix. A timely and pre-defined appeals process should be available for 
allocation and re-allocations. 

x. Palliative care resources will be required for those not allocated critical 
care resources. 
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2. Areas of debate within the academic literature.  We list these for educational purposes 
only; their listing here does not indicate debate within the Ethics Committee or Center for 
Health Humanities and Ethics or modify the recommendations in the main document.   

a. The timing of implementation and specific exclusion criteria used for critical care 
admission (See Section 4 of this Appendix for examples) 

i. Use of SOFA/pSOFA for viral respiratory pandemics 
ii. What tools/scoring systems/criteria can best predict relative risk for 

mortality, and relative likelihood and magnitude of benefit. 
iii. Use of Age 
iv. Use of “prospects for long-term survival” and/or use of “stage of life” or 

“life cycle” considerations.   
v. Use of QOL considerations  

vi. Use of Key Worker Status 
vii. Use of lottery in the event all other criteria are equal 

 
b. The specific re-allocation criteria that is appropriate in the current pandemic. (See 

section 4 of this Appendix for Example Re-allocation criteria) 
i. Timing of re-evaluation  

1. COVID specific recommendations are limited, but may warrant a 
longer “trial period”  

ii. Use of SOFA/pSOFA in re-allocation decisions 
 

c. As noted in the main document,  
 

“The concept of ‘key workers’ and whether ‘key worker’ status should factor into 
allocation decisions is controversial and unresolved.  Whether key workers should 
be considered for priority would depend on the resource being allocated and other 
circumstances.  (For example, vaccines would bear different consideration than 
ventilators.)  In discussions of this issue, the term ‘key workers’ generally refers 
to personnel defined as ‘of necessity to society at this time in this crisis.’”   

Whether status as a “key worker” should be considered for allocation of scarce 
resources is debated in the literature and no consensus has been reached. Inclusion 
of “key worker” status as a criterion depends on the particular resources under 
consideration (considerations for a vaccine will differ from consideration for ICU 
admission). Arguments for inclusion when considering scarce resources based on 
social utility (healthcare workers, key infrastructure employees, etc.) presume that 
ill workers will be able to return to health/work quickly. An appeal to reciprocity 
has been made for healthcare workers on the front lines of patient care, but this 
would extend to other frontline workers in food service, waste removal, mail 
carriers, etc. Another argument for special consideration for healthcare workers 
during a pandemic with respect to allocation of scarce resources is to promote 
ongoing staffing, but this too would extend to other frontline workers.  All in all, 
arguments for prioritizing “key workers” may be theoretically compelling, but 
achieving agreement on how to determine who qualifies as a “key worker” in a 
manner that is helpful in these kinds of crisis level allocation decisions is 
complex.  
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3. Defining Triggers  

This information is summarized from the Institute of Medicine 2013. Crisis Standards of Care: A 
Toolkit for Indicators and Triggers. Washington, DC: The National Academies Press. 
https://doi.org/10.17226/18338. 

a. Key Questions for consideration when identifying triggers (worksheet below): 
i. What potential indicator data are available at the community or state level 

and who coordinates or has access to them (systems data, epidemiologic 
data, alerts)? 

ii. Who monitors and interprets these data; how are they communicated or 
used in decision making? 

iii. What additional information could be accessed during an incident or event 
that would be helpful to guide facility/agency actions? 

iv. Do any defined actions or notifications occur once an indicator is noted or 
a threshold exceeded? 

v. Is the facility an active participant in its regional health care coalition and 
if so, what resources are available, what is the trigger for requesting them, 
and how are they requested (medical coordination center)? 

1. At what threshold (indicator or trigger) does interfacility 
communication and/or coordination begin (including EMS, 
emergency management, public health, and coalition/community 
health care organizations)? 

2. How do the facility and coalition share information (including 
impact, resource availability, case and clinical information) with 
state and local public health agencies to optimize situational 
awareness and resource management? 

vi. What triggers exist at the state level to provide declarations of emergency 
(and/or regulatory and liability protections) from public health or 
emergency management? If there are not predesignated triggers, how are 
requests handled on these actions? 

vii. How does the institution internally and externally (with local public 
health) recognize the need for and support alternate care sites? 

viii. Example from IOM:  
1. Indicators  

a. # of available ventilators. 
2. Triggers 

a. Inadequate ventilators for all patients that require them. 
3. Response/Tactics 

a. Implement Triage Response Team. 
b. Triage access to ventilators and re-allocate as required. 

ix. Example from Swiss Academy of Medical Sciences 
1. Stage A: ICU beds available, but capacity limited 

a. Admission triage 
b. Presence of one of the following criteria for little or no 

likelihood of benefit with ICU treatment, and means that 
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continuation of ICU treatment is no longer indicated and 
the patient will receive palliative care: 

i. Occurrence of cardiac arrest during ICU stay, unless 
resuscitation with defibrillation is successful; 

ii. Occurrence of a new significant organ failure not 
present on admission. 

2. Stage B: No ICU beds available 
a. Resource management through decisions on 

discontinuation of treatment 
b. Cardiopulmonary resuscitation is not to be undertaken in 

patients admitted with cardiac arrest. 
c. The presence of one criterion means that continuation of 

ICU treatment is no longer indicated and the patient will 
receive palliative care. 

i. No improvement in respiratory or hemodynamic 
status 

ii. Occurrence of cardiac arrest during ICU stay 
iii. Failure of two organs in addition to the lungs 
iv. Advanced multiple organ failure, e.g. significant 

increase in SOFA score (>2 points) within 24 hours 
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4. Example Criteria  
a. Powell T, et al. (Mar 2008) “Allocation of Ventilators in a Public Health 

Disaster.”  Disaster Medicine and Public Health Preparedness, 2(1): 20-26.  

 
b. Devereaux A, et al. (2008) “Definitive Care for the Critically Ill During a 

Disaster: A Framework for Allocation of Scarce Resources in Mass Critical 
Care.”  Chest, 133: 51S-66S.  Available online at: 
http://www.chestjournal.org/content/133/5_suppl/51S.full (last visited March 9, 
2009). 
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c. Vawter, Dorothy E., et al. "For the good of us all: Ethically rationing health 
resources in Minnesota in a severe influenza pandemic." Minneapolis, MN: 
Minnesota Center for Health Care Ethics and University of Minnesota Center for 
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Bioethics (2010).
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FROM: Daugherty Biddison EL, Faden R, Gwon HS, Mareiniss DP, Regenberg AC, Schoch-
Spana M, Schwartz J, Toner ES. Too Many Patients…A Framework to Guide Statewide 
Allocation of Scarce Mechanical Ventilation During Disasters. Chest. 2019 Apr;155(4):848-854. 
doi: 10.1016/j.chest.2018.09.025.  
 
Table 1 summarizes in tabular format a strategy for crisis level ventilator allocation proposed by 
this group in Maryland.  Table 2 provides examples of how this strategy would prioritize 2 
patients vying for the same ventilator. The article provides background on the ethical principles 
guiding this strategy as well as practical issues raised by it’s use.  
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Appendix 2- Guidelines for Establishment of Triage Response Team  

 

1. Structure of Triage Response Team (TRT) 
a. Decide if there will be one TRT for UVAHS, or if each service/resource (e.g., 

ECMO, ventilators, beds, staffing, supplies, etc.) will have its own sub-TRT that 
reports to a lead TRT. 

2. Membership of Triage Response Team 
a. Decide who and how many persons will be on the TRT 

i. Clinical Staff 
ii. Clinical Ethics staff 

iii. Community Member(s), as feasible 
b. Decide whether TRT membership will rotate, and if so, how frequently? 

1. SCCM recommends a 3-5 day rotation system to avoid burnout, 
etc. 

3. Decision making guidelines for Triage Response Team 
a. Decide if TRT decisions will be: 

i. Unanimous or majority vote  
1. If majority- simple or supermajority? 
2. If majority- what is role of dissent (e.g., does this trigger the 

appeals process or a consultation to facilitate disagreement?) 
ii. Based on a quorum (e.g., if all members can’t be reached to make an 

emergency decision is a quorum sufficient?) 
1. If a quorum is sufficient, decide on number needed. 

b. Decide what type of review of TRT decisions is needed to ensure consistency 
i. For example, should all TRT decisions be reviewed at the end of each day 

to ensure consistency of application of inclusion/exclusion criteria and/or 
make adjustments based on developments throughout the day, or reviewed 
less frequently? 

ii. Does Health Systems leadership want a daily/weekly update of all TRT 
decisions? 

c. Decide what information categories are necessary for TRT decisions, such as: 
i. Patient’s current clinical condition 

ii. Information about patient necessary to apply inclusion/exclusion criteria 
iii. Up-to-date information of availability of resource being allocated 

d. Decide what should be documented to support all TRT decisions, such as 
i. Patient’s MRN 

ii. Referring provider 
iii. Clinical information relied on to make TRT decision 
iv. Resource allocation availability at time decision was made 

e. Develop process to review TRT decisions based on change in patient status or 
resource availability 

f. Decide where to document all TRT decisions (e.g., EMR alone would not 
facilitate quick review of decisions for comparison purposes) 

g. Develop process for communicating all TRT decisions to appropriate persons/ 
groups, such as 
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i. Referring clinician 
ii. Palliative Care group 

iii. Chaplaincy 
iv. Other groups 

 

 


