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Introduction 
 
Healthcare professionals have faced daunting challenges in providing equitable care to our patients during 
the COVID-19 pandemic. We have had to struggle to distribute treatment among high volumes of critically 
ill patients, often with limited staff and material resources. These situations pose difficult questions about 
which patients should and should not receive treatments whose supply is limited. There is general 
agreement that systems for allocating scarce resources should be fair and equitable, but disagreement about 
what specific criteria are essential for equitable resource allocation.  There is added difficulty in delivering 
care and distributing resources where health and social inequities already exist without exacerbating them. 
This article describes several different criteria for allocating scarce resources in crisis situations and 
assesses their potential effects on vulnerable populations, including maximizing the benefits of treatment, 
rewarding the social contributions of essential workers, and redressing past injustices.  
 
Background  
 
Ethical and legal standards of care guide the practice of healthcare professionals. During the first and 
subsequent waves of the COVID-19 pandemic, large surges of critically ill patients reached and exceeded 
the capacity of some hospitals to care for them according to conventional standards.  Professional 
organizations and public officials responded by distinguishing among conventional, contingency, and crisis 
standards of care and recommending criteria and mechanisms for implementing these different standards.1-

5  Crisis standards of care arise when, despite conservation, re-use, substitution, and adaptation of available 
resources, demand outstrips supply, and some patient needs will go unmet.  In response to a previous 
pandemic threat, for example, the U.S. Institute of Medicine published a report on crisis standards of care 
to help guide allocation of scarce treatment resources based on key principles of fairness, duty of care, duty 
to steward resources, transparency, consistency, proportionality and accountability.2 Among the 29 states 
with a crisis standard of care in place in 2020, only 52% listed equity as an additional guiding ethical 
principle.4,5 Nearly two-thirds of states commented that healthcare decisions should not consider race, 
ethnicity, disability, and other identity-based factors.4  
 
Multiple U.S. states, public and private health systems, and individual commentators have proposed, and 
some have implemented, triage systems using a variety of ethical strategies, including maximizing benefits, 
random selection, rewards systems (both retrospective and prospective), and redress of past injustices, to 
distribute scarce health care resources during crisis standards of care declarations.3,6 Each of these strategies 
has clear moral advantages, but they also have disadvantages, and so their use in triage systems remains 
controversial. 

 
Triage Principles 
 
As noted above, severe pandemics can create crisis situations in which the number of patients who need 
specific treatments exceeds the available treatment resources.  Because not all patients in those situations 
can receive the resources whose supply is limited, clinicians confront difficult moral questions about who 
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should and should not receive the scarce resources. Triage plans developed for these crisis situations appeal 
to several different principles of distributive justice, including utilitarian and egalitarian principles, and they 
apply those general principles in different ways.  This section will review those principles and describe 
their application to triage of scarce medical resources. 
 
Maximizing Benefits: Medical 
The utilitarian approach to triage directs those scarce resources to be allocated to produce the greatest 
overall benefit from their use.3,6 This triage approach uses information about patients' acuity and severity 
of illnesses to identify which patients are most likely to survive if they receive the scarce resource, and to 
succumb if they do not receive it. The plans allocate the resource to maximize the number of survivors, or 
the number of long-term survivors.    

 
Pandemic triage plans that seek to maximize the benefit of patient survival commonly incorporate patients’ 
severe chronic diseases into allocation algorithms, on the grounds that patients with these diseases have 
lower life expectancies or fewer life-years to be saved from receiving the scarce resource.3,6 This 
information can be helpful in estimating prognosis for survival, but it also can be problematic because racial 
and ethnic minorities disproportionately bear greater chronic disease burdens, in terms of prevalence, 
control, and complications, from conditions such as ESRD, cardiovascular disease, diabetes mellitus, and 
cancer.7,11,12,13  Sole reliance on prognosis for survival of critically ill patients may, therefore, disadvantage 
minority patients because they are likely to be sicker than other patients.  

 
Obesity is another factor that can predict worse outcome with COVID 19.7,12 Obesity is a medical condition 
that is more prevalent in communities that are chronically underserved and lack resources to prevent and 
treat chronic diseases.12,14 If patients with obesity are triaged to lower levels of care, a disproportionate 
number of members of these underserved communities will receive a lower level of care. Therefore, use of 
utilitarian rationale to provide treatment to patients for whom it would do the most good raises questions 
about the equity of that distribution.  
  
Advocates for patients with disabilities have also argued that pandemic triage plans may unfairly deny life-
extending treatment to those patients.8,15,16,17 One example of a scoring system that penalizes chronically 
disabled people is the Glasgow Coma Scale (GCS), which is one element of the Sequential Organ Failure 
Assessment (SOFA), particularly if the speech or motor abilities of patients with disabilities are 
affected.8,15,16,17 Critics argue that the use of disabling conditions to predict longer term survival would 
unfairly deny these vulnerable patients access to scarce life-extending treatment resources.14,17 

  
Maximizing Benefits: Social  
In addition to maximizing medical benefits, some proposed pandemic triage plans include criteria that 
allocate resources to provide maximum overall benefit to society at large. These criteria are based not on 
patients’ physiology but on their work or societal value. Ten states (34.4%) recognize societal value on 
resource in their triage criteria, including prioritization of health care workers and other essential 
personnel.5. 
  
The social value of different social roles is difficult to analyze, however. During the current pandemic, 
arguably the most important workers are those who provide essential social services. This group includes 
public health and safety workers, such as police and health care professionals. It also includes infrastructure 
workers, including sanitation workers, educators, and those who provide necessary supplies like groceries. 
There are two arguments for giving such workers priority. The first is that society relies on them to provide 
essential services.  Therefore, they are singled out to work when everyone else is told to stay home. The 
second argument is that they are exposed to substantial risks in serving society during a pandemic.5,18 
Society may therefore owe them treatment, should they come to harm from these risks. This may be a matter 
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not only of justice, but also prudence—if essential workers cannot expect access to optimal treatment should 
they fall ill, they may be reluctant to perform their duties.  
  
One counterargument is that many of the essential workers, such as police, fire and healthcare workers 
voluntarily assumed significant risks when they took their jobs, as service in dangerous environments or 
exposure to disease are traditional and intrinsic parts of these jobs. Therefore, they are not entitled to extra 
benefits when those dangers manifest themselves. The argument that essential workers "signed-on" to the 
risks inherent to their work casts blame on professionals who focus primarily to save lives.18   Some public 
servants such as teachers and non-public service workers such as grocery workers did not accept 
responsibility for workplace risks that are not an intrinsic part of their jobs. 
  
Do these claims for treatment priority also extend to non-professional caretakers? Women, particularly 
those of color and immigrants, make up substantial portion of domestic workers and caregivers (outside 
their own homes).19 They play a critical role in society; if these caretakers become impaired or die, those 
who rely on them will also suffer or become a burden to society. Treating a younger patient may result in 
more life years saved; therefore, treating a young caregiver may provide more net benefit than treating a 
similarly situated person with no dependents. These benefits of caregiving might be thought to justify 
positive adjustments to the triage scores for personal caregivers.  
   
Promoting Equity  
The sudden and severe onset of the COVID-19 pandemic in the USA early in 2020 created an urgent 
demand to develop and adopt contingency triage plans to allocate scarce treatment resources in the event 
of a feared massive surge of critically ill patients.  Early COVID triage plans, like that of the University of 
Pittsburgh, relied on allocation systems developed a decade earlier in preparation for a severe avian flu 
pandemic.20  The explicit goal of these plans was to promote utility by maximizing patient survival to 
hospital discharge and beyond.  
  
These utility-based triage plans soon came under criticism from individual commentators and public 
agencies, however.  Critics charged that these plans violate fairness, transparency, and the duty of care by 
creating a disadvantage to underserved communities, marginalized populations, and people with 
disabilities.4,6,7,8 These critics pointed out that ethnicity and race are more than a biological characteristic or 
a social construct, as they often affect where and what care is administered to patients.10 For example, 
patients with poor access to healthcare can be diagnosed in later stages of their disease, are more likely to 
have their complaints less aggressively worked up, and can have difficulty managing their chronic illnesses 
due to social constraints.11 Critics of utility-based triage plans pointed out that marginalized patients, who 
are likely to be in poorer health due to adverse social determinants, will also be less likely to receive life-
saving scarce resources due to their poorer health status.  
  
To provide more equal access to scarce resources, commentators have offered revised triage plans that de-
emphasize the probability and length of survival.  Some plans deduct triage points for marginalized status, 
thereby increasing chances to receive scarce resources despite poorer health status.  Other plans restrict 
prognosis criteria to short-term survival to hospital discharge, thus giving many patients who are sicker or 
have major disabilities equal chances to receive scarce resources.21 These alternative plans prioritize the 
value of equal consideration for access to health care resources over maximizing the overall benefit of those 
resources. 
 
Implementation 
 
Adoption of crisis standards of care shifts allocation of resources from an individual to a population-based 
focus.22,23 Development and implementation of these standards require effective communication and 
education for health care professionals, patients and the community. 
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Community Involvement   
Ideally, triage algorithms, whether they be for a public triage system or the triage system of an individual 
health system, should also be developed transparently and use public engagement. Establishing 
relationships and partnerships with community leaders can create intentional space for soliciting public 
opinion and choosing criteria for healthcare allocation.24 Such input can help reveal misunderstandings, 
biases, and areas of disagreement between the clinicians and the community. Planners should openly 
divulge how they will consider recommendations, conclusions, and other information emerging from this 
input.22 

 
These partnerships can challenge dominant narratives pervasive in healthcare and help combat mistrust 
within patient communities. For example, community members can prefer saving the most lives possible 
without focusing on long-term prognosis, while clinicians consider both factors.24 Giving voice to the ideas 
of those marginalized can help implement an “inside-outside” strategy to healthcare strategies during 
pandemics.24 This is crucial because pandemic planning is not only allocation but also screening, 
treatments, and hopefully cure. 

 

Provider Communication  
When crisis circumstances require implementation of triage systems, healthcare professionals should 
communicate triage decisions openly and compassionately with patients, explain how the decisions were 
reached, and offer supportive services such as palliative care, access to patient advocates, spiritual care, and 
social work services.22 Who should communicate triage decisions, especially decisions not to provide 
critical care, to patients and families, is a central question.  Different plans delegate this task to triage 
officers, palliative care professionals, and attending physicians, including emergency physicians for ED 
patients.  Whoever is delegated to carry out this difficult task should receive bias and communication 
training to help identify potential barriers and/or biases in deciding who would derive the greatest benefit 
of care26. 
 
Long Term Goals: Equity in Medical Education   
The triage systems previously discussed can provide essential direction in severe pandemics, but there are 
other long-term solutions that also need to be addressed to promote health equity in our healthcare system 
during pandemics. 
  
In healthcare, we attempt to minimize inequities and bias through different methods. When healthcare 
professionals do not reflect the patient population, however, there may be significant false assumptions, 
mistrust, and misunderstandings between people from different backgrounds.14, 25, 26, 27 Across healthcare 
settings, there is a stark contrast between the backgrounds and cultures of patient populations and of the 
clinicians caring for them, especially in health system leadership and administration. In order improve 
equity in medicine, recruitment and curricula should promote diversity and inclusion, acknowledge social 
determinants of health, and practice race-conscious medicine.14,25,26, 27 Active recruitment of 
underrepresented minorities through student pipeline and internship programs, and acceptance of non-
traditional pathways to medicine and of healthcare professionals with disabilities can support culturally 
competent care and facilitate access to care.15 Greater diversity among health care professionals will 
improve the quality of care for our patients and the quality of professional education. 

 
Conclusion  

 
Making triage decisions during pandemics, when resources and staff are limited, remains a complex and 
controversial issue in the third year of the COVID-19 pandemic.  Evidence that the risks of COVID are 
distributed unequally among different segments of the population has raised important questions about how 
resources should be distributed.11,14 Systems for allocating scarce resources should be equitable, and using 
benefit-maximizing criteria can be problematic when applied to vulnerable populations and communities.   
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As more data from this COVID-19 pandemic is published, COVID remains more acute in low-income 
settings where the capacity to provide services is more limited, which can lead to an increased, continued 
burden on hospital systems in underserved communities.4,6,8 Likewise, social vulnerability has also been 
associated with poor vaccination rates.11,14  
  
Appreciating and examining the existing disparities and inequalities that the COVID-19 pandemic has 
exposed are morally necessary courses of action. As we look to the future and prepare for the next pandemic 
or healthcare crisis, we must take steps that help healthcare professionals and patients by recognizing how 
patients’ differences can affect the care of patient populations.  
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