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Mass-care events, such as pandemic influenza, could reach such devastating proportions that there
will be the need to make difficult triage decisions that will ultimately result in the deaths or severe
disability of patients in large numbers. The method by which we determine how triage of scarce
health care resources will be performed must be clearly defined prior to a disaster event. This paper
will discuss several of the ethical principles that must be weighed in developing a mass-care triage
plan, as well as steps to facilitate its implementation. Development of triage polices in such an event
should be developed in an open and transparent manner, be reasonable in design, include the views
of the critical stakeholders, and be responsive to and provide a mechanism for accountability, with
a clearly defined goal of the just triage of limited health care resources. Planning failure will result
in increased deaths from poor triage processes and substantial mistrust of the health care system
and its practitioners. Key words: triage, artificial respiration, disasters, clinical ethics. [Respir Care
2008;53(2):190–197. © 2008 Daedalus Enterprises]

Introduction

Planning for disasters, both natural and man-made, that
become mass-care events is complex and requires health care

systems to prepare response plans that are well thought out
and developed in coordination with the communities they
serve. Disasters have been defined by the American College
of Emergency Physicians as situations in which “the destruc-
tive effects of an event provoked by nature or human beings
overwhelm the ability of a given area or community to meet
the demand for health care.”1 Medical resources available to
manage an event that meets the definition of disaster differ
substantially around the United States. A small hospital may
find that 1 or 2 patients involved in a motor vehicle collision
with serious traumatic injuries will meet the criteria for a
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disaster, whereas a large trauma center manages the exact
same scenario several times a day without exceeding their
resources. Disasters that require mass care are generally con-
sidered low-probability but high-impact events. In recent
years, severe acute respiratory syndrome (SARS) and con-
cern about the emergence of pandemic influenza have raised
awareness among the health care industry, ethicists, govern-
mental agencies, and the community at large of the need to
develop a planning process that allows for the ethical triage
of scarce resources that may occur during a disaster.

Various terms have been used to describe the manage-
ment of medical resources when in limited supply. Al-
though the terms “allocation,” “rationing,” and “triage”
are often used interchangeably, distinct differences do ex-
ist.2,3 Of these three, the term “triage” is most applicable in
the setting of substantial scarcity of resources and the need
for a health care worker to utilize a process to assign
treatment resources. The first medical application of the
triage concept is generally attributed to the work of Jean-
Dominique Larrey, the chief surgeon for Napoleon’s Im-
perial Guard in the 18th century, to determine which sol-
diers were to be prioritized for treatment.2

Triage of health care resources occurs daily, not just in
the emergency department, but also within the intensive
care unit and elsewhere.4-6 Critical care resources in the
United States are at a premium on a regular basis, with
critical care units operating at or near capacity. This will
probably substantially hinder the availability of such re-
sources during a mass-care event.7-10 Surge capacity may
be improved by utilizing the concepts of substitution, con-
servation, adaptation, re-use, and re-allocation. Although
modification and substitutions in critical care can be made
with some success (eg, antibiotics, vasopressor agents, vas-
cular access devices), thereby increasing critical care surge
capacity, mechanical ventilation equipment is in more lim-
ited quantities and few substitutions exist.7,10-13 Nearly 30%
of hospitals in the United States are operating at a loss, and
those that are profitable have an operating margin that
averages 1.9%.14 It is thus financially unrealistic for the
majority of hospitals in the United States to purchase and
store excess ventilators in the quantities required to pre-
vent the need for triage during a pandemic.

Despite the substantial financial challenges of emer-
gency preparedness planning for hospitals, it must remain
a primary goal to develop plans and resources to augment
the capacity and capabilities of our health care systems
before we initiate triage protocols. Of course, financial
resources are not infinite and must be utilized in a prior-
itized manner, but this will always be so, and failure to
prioritize emergency preparedness is unacceptable. Even if
equipment could be purchased, stored, and appropriately
maintained to be ready on short notice, we currently have
substantial shortages of trained staff to appropriately op-
erate these machines. Augmentation of these specialized

staff to provide support with less technical duties may be
possible but will require a combination of pre-event and
just-in-time training, as well as determining which of the
less technical duties may be performed by staff with just-
in-time training and allow the more skilled staff to focus
their attention on more complex tasks.10,15

Based on projections developed by the Centers for Disease
Control and Prevention and the United States Department of
Health and Human Services, a severe pandemic, such as the
1918 pandemic, would result in hospitals becoming com-
pletely overwhelmed with patients who require care (Ta-
ble 1).16 Many of the patients who present for care will re-
quire mechanical ventilation, which will be in very limited
supply and therefore require the triage of this resource.

Discussions of ethics in disaster events generally, but
not exclusively, revolve around 2 classic ethical theories.
The first theory is that of utilitarianism, also referred to as
consequentialism. In general, the utilitarian theory is often
referenced with the statement of “the greatest good for the
greatest number.” In his 1863 essay Utilitarianism, John
Stuart Mill wrote, “The creed which accepts as the foun-
dation of morals, Utility, or the Greatest Happiness Prin-
ciple, holds that actions are right in proportion as they tend
to promote happiness, wrong as they tend to produce the
reverse of happiness.”17 Mill further defined that happi-
ness “is not the agent’s own greatest happiness, but the
greatest amount of happiness altogether.”17 This principle
is often used in descriptions of disaster and mass-care
planning, although “good” is generally used rather than
“happiness.” The abstract concept is one that appears ap-
propriate for disaster planning.

However, how a society defines “greatest good” is where
the challenges begin. Will “greatest good” be defined by
the number of lives saved, total years of life, quality-
adjusted years of life, or by some other measure? One of
the other challenges with this approach involves how we
as a society apply the term “greatest.” For example, let us

Table 1. Assumptions and Projections

HHS Pandemic Planning Assumptions
for a 1918-Like Scenario FluSurge* Projections

for Hospital Impact
Condition Number

Infected 90 million
Need medical care 45 million 191% of available beds
Hospitalized 9.9 million 461% of available beds
ICU level care needed 1.5 million 198% of available ventilators
Ventilator needed 743,000
Deaths 1.9 million

HHS � United States Department of Health & Human Services
* Calculated with the Centers for Disease Control and Prevention FluSurge software, available

at http://www.cdc.gov/flu/tools/flusurge.
(Adapted from Reference 16.)
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assume that a therapy was available in a limited quantity
for an illness that would otherwise cause the death of the
patient. If given in a single treatment, this therapy would
provide a partial cure for the illness, but would usually
leave the treated individuals with some level of chronic
disability that would allow them to live and function, but
with limitations. Now if the same limited therapy deliv-
ered in 3 doses to a single patient would result in a com-
plete cure without any chronic disability; how would we as
a society apply this resource? In our society, to how much
“good” does one individual have the right?

Some of the criticisms of the utilitarian approach in-
clude the fact that the impartial application of this princi-
ple could lead to the rights of the individual being severely
trampled as the interests of the majority override those of
the minority. Utilitarian theory also does not factor into
account the methods by which a goal is met, even if mor-
ally unacceptable. In a pure utilitarian approach, “the end
does justify the means.”

The other main theory that is often discussed relative to
disaster planning and triage is egalitarianism, which in-
volves the concept of equality among persons as well as
equal distribution of resources. John Rawls, one of the
well known contemporary supporters of egalitarianism, is
known for his work on the principles of equality, fair
opportunity, and justice. Norman Daniels, another contem-
porary philosopher, has also written extensively on prin-
ciples of justice and fairness within the health care system.
Daniels’s work is of particular relevance to this discussion
as it relates to rationing of scarce health care resources. In
1994 Daniels outlined 4 problem areas (Table 2) that need
to be considered in times of resource rationing.18,19

Neither consequentialism/utilitarianism nor egalitarian
theory fully addresses the issues encountered in disaster
planning within our society. Components of both of these
broad theories, as well as other theories and principles, are
needed if we are to develop a sound ethical framework for
disaster planning.

Ethical Framework

The debates that develop over planning efforts for mass-
care events often come down to the rights of the individual
versus the rights of the group/society. Planners at all levels
must have a fundamental understanding of the basic eth-
ical principles involved and how they apply to mass-care
planning. More important is the need for a public discus-
sion of how we as a society will define the ethical frame-
work that will be applied during times of scarce resources,
in particular, pandemic influenza.

Several authors and groups have worked to define some
of the values and principles involved.20-23 In the publica-
tion Stand On Guard For Thee, the University of Toronto
Joint Centre for Bioethics Workgroup outlined 10 substan-

tive values and 5 procedural values that are of relevance
(Table 3).20 The values outlined by the Toronto group
have substantial applicability for pandemic planning, and
public health planning in particular. Many of these values
will also have applicability to the ethical problems of tri-
age of scarce resources at the institutional level.

Beauchamp and Childress have outlined 4 key moral
principles that provide a starting framework for ethical
debate at the societal level but also have substantial ap-
plicability at the institutional level. The principles are:
(1) respect for autonomy, (2) nonmaleficence, (3) benefi-
cence, and (4) justice.3 A general overview of this frame-

Table 2. Problem Areas That Need to Be Considered in Times of
Resource Triage

Type of Problem Description

The fair chances/best outcome
problem

How much should we favor producing
the best outcome with our limited
resources?

The priorities problem How much priority should we give to
treating the sickest or the most
disabled patients?

The aggregation problem When should we allow an aggregation
of modest benefits to larger
numbers of people to outweigh
more substantial benefits to fewer
people?

The democracy problem When must we rely on a fair
democratic process as the only way
to determine what constitutes a fair
rationing outcome?

(Adapted from Reference 18.)

Table 3. Substantive and Procedural Values Relevant to Resource
Triage

Substantive Values
Duty to provide care
Equity
Trust
Stewardship
Solidarity
Individual liberty
Protection of the public from harm
Proportionality
Privacy
Reciprocity

Procedural Values
Reasonable
Open and Transparent
Inclusive
Responsive
Accountable

(Adapted from Reference 20.)
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work follows, but a detailed discussion of these principles
is beyond the scope of this article.

Respect for Autonomy

The concept of autonomy is the basis for the practice of
“informed consent” in medicine. Respect for autonomy is, at
a minimum, “to acknowledge that person’s right to hold views,
to make choices, and to take actions based on personal values
and beliefs.”3 During triage situations the concept of respect
for autonomy must be considered in relation to the situation
at hand. The act of triage during a disaster necessitates that
the patient’s autonomy become secondary to the greater good
of the group and is therefore relative to the situation. Health
care professionals working during a disaster may be unfamil-
iar with the concepts surrounding triage and have difficulty
setting aside this principle. Patients and their families may be
more willing to set aside their autonomy if there is a belief
that the distribution of the resources is being applied in a fair
manner.24 In order for this to occur successfully, education of
the public regarding the general principles would need to be
performed in advance. There would also be need for contin-
ued education of the public on specific triage criteria as pro-
tocols are developed.

Nonmaleficence

Primum non nocere—“Above all (or first) do no harm”—
has been an ancient maxim frequently invoked by health
care professionals since the time of Hippocrates. The prin-
ciple of nonmaleficence does not imply the maintenance
of biological life, nor does it require the initiation or con-
tinuation of treatment without regard to the patient’s pain,
suffering, and discomfort.3 Violation of this principle to
not cause harm in the service of the “greater good” will
probably generate some of the greatest debate within an
institution during a mass-care event if the triage of me-
chanical ventilators results in the removal of a patient from
the ventilator and the patient’s death.

Beneficence

This principle identifies the need to provide benefit and to
weigh the risks versus benefits to provide the best outcome
for the patient. This is more than the avoidance of causing
harm to a patient, but taking action to help others. The prin-
ciple of beneficence is also relative to the situation.

Justice

The principle of justice applies to both justice for an
individual, but also social justice/distributive justice. The
basic foundation of the principle of justice is generally
credited to Aristotle: equals must be treated equally, and

unequals must be treated unequally. Distributive justice
refers to fair, equitable, and appropriate distribution based
on the norms of social cooperation.3

Ethical Dilemmas

Mass-care events that are prolonged will generate a mul-
titude of ethical dilemmas. Ethical debates that occur in
health care, often around withholding or withdrawing care,
generate strong feelings on both sides of the debate. Sev-
eral factors need to be considered and are mentioned for
illustration and initial discussion, but are beyond the scope
of this article to discuss in the level of detail warranted.

Doctor-Patient Relationship. Triage of resources can
be an extremely daunting duty to perform and should be
performed by a physician who is not directly involved in
the care of the patient and ideally is aware only of the data
that are needed to make an objective assessment for triage.
The bedside physician would probably have substantial
difficulties performing this function and should therefore
remain an advocate for the patient, and although he has a
responsibility to be a steward of the limited resources, his
primary responsibility should be to the patient.

Withdrawal and Withholding of Care. Although some
authors identify an ethical distinction between these 2
points, Beauchamp and Childress have characterized the
distinction between these two as “morally untenable and
can be morally dangerous.”3 The concept of withdrawal of
a potentially life-sustaining treatment from one patient to
give it to another will generate substantial debate. Truog
discussed this issue in the context of extracorporeal mem-
brane oxygenation (ECMO), but the argument is relevant
to the broader discussion:

Just as respect for a patient’s autonomy requires con-
sent before initiating therapy, so must we obtain con-
sent before withdrawing it. In addition, the fiduciary
relationship between physician and patient is com-
monly held to require physicians to be exclusively
committed to the particular interests of their patients.
In caring for an individual patient, the doctor must act
solely as that patient’s advocate, against the apparent
interests of society as a whole, if necessary. These
considerations, however, are not absolute. The princi-
ple of respect for autonomy is only prima facie, and
must be balanced against competing claims of justice.
The mere fact that one patient needed ECMO sooner
than another may not be a sufficient moral reason for
giving it to that patient. ‘First come, first served’ has
been advocated as a method for allocating scarce re-
sources between patients with similar needs, but it is
less useful when the claims are not equal. Even if we
assume that all patients have an a priori equal right to
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a scarce resource, a patient with a poor prognosis who
has already consumed an appreciable part of that re-
source has less right to the continued use of it than
someone with a better prognosis who has had no use
of it at all. Simply because a patient is already receiv-
ing a benefit does not give that patient an ironclad
right to further use of that benefit, nor does it imply
that the caregivers have made a morally binding com-
mitment to giving that benefit exclusively to him.4

Patients and their families need to be made aware of the
potential circumstances in which certain therapies may be
discontinued prior to the initiation of the therapy. This
allows patients and their families to understand that re-
source use should be considered a therapeutic trial rather
than a resource “assignment.”

The response of patients and families to some of these
triage decisions cannot be fully anticipated; however, their
disagreement and frustration may be tempered by the fact
that they viewed the underlying process as fair and under-
stood it in advance: the so-called “fair process effect.”24

Tools for Mass-Care Triage

A small number of recent publications have outlined some
of the decision-making processes and possible decision tools
for triage of mechanical ventilation and critical care resources
in a pandemic influenza setting.25-29 The efforts made thus far
are limited by a general lack of useful clinical data regarding
patients suffering from pandemic influenza in the age of mod-
ern intensive care unit level of care. Talmor et al recently
published work on a simple triage scoring system to be used
on patients entering the health care system, to assist in de-
termining likelihood of death and need for critical care re-
sources.27 This work focused on the triage of patients at the

time of entry into the health care system or after initial sta-
bilization (primary or secondary triage), but was not designed
to be used as an ongoing tertiary triage tool for patients al-
ready admitted into the system. Challen et al recently pub-
lished their work that outlined a scoring system that utilizes
community-acquired pneumonia as a proxy for pandemic in-
fluenza.28

The work of both of these groups provides very good
initial steps into developing simple initial triage tools for
mass care in pandemic influenza events, but they are lim-
ited by the lack of available data specific to a pandemic
influenza event. Both of the proposed scoring systems
developed by these 2 groups were designed to be used to
assign a score at the time of initial evaluation in an emer-
gency department setting to determine need for admis-
sion28 or need for admission to critical care (Talmor),27

and are not designed for ongoing tertiary triage within a
facility. Any scoring system developed that can be used
for tertiary triage in a given mass-care event must be ob-
jective, accurate, and easy to use; it should utilize as few
diagnostic tests as possible, be reproducible,29 and be pre-
dictive of resource use, duration of resource use, and ex-
pected outcome.30 It should not discriminate against vul-
nerable populations.

We believe that the Sequential Organ Failure Assessment
(SOFA) score has the best utility as a starting point for triage
decisions, until event-specific decision tools can be devel-
oped and prospectively validated. The SOFA scoring sys-
tem’s advantages over other physiologic scoring tools in-
clude the limited need for laboratory results; it is non-
proprietary and has general ease of use. Caution must be
exercised, however, in making triage decisions based solely
upon a numeric score, such as from SOFA and other scoring
systems (eg, Acute Physiology and Chronic Health Evalua-
tion or Mortality Probability Model II) that were derived
from cohort analysis and are less accurate in predicting the
response of an individual patient.31 Thus, what constitutes a
“significant” difference in survival between the scores of 2
patients would be open to considerable interpretation.

If we are to generate a valid and specific triage tool for a
pandemic influenza event, we will need to develop the re-
search infrastructure at multiple institutions that will allow
for the rapid collection of data sets that have been agreed
upon prior to an event. We would also require a centralized
hub for data analysis to allow for the development of vali-
dated tools during a pandemic influenza event. Just as devel-
oping initial disaster plans during an event is not appropriate,
the development of research protocols and data-collection
processes is not appropriate during an event, given that the
staff who provide the expertise in these areas will already be
tasked extensively. Without the rapid development of valid
decision-making tools, medical professionals will face sub-
stantial difficulty determining which patients will benefit the
most from the scarce resources available.

Table 4. Accountability for Reasonableness Conditions Related to
Resource Triage

Publicity Transparency regarding limit
setting, including that grounds for
decisions must be accessible to
the public.

Relevance Rationales based on evidence,
reasons, and principles that fair-
minded people can agree are
relevant to decision-making.

Revisability/appeals Mechanism to challenge resource
triage decisions

Enforceability There is either a voluntary or public
regulation of the process to
ensure that the other conditions
are met.

(Adapted from References 34 and 35.)
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Operational Implementation

Implementation of any decision tools for resource triage
will occur at the facility level, regardless of source (fed-
eral, state, professional society, et cetera). At the facility
level, priority should be given to development of the pro-
cess by which decisions will be ethically made and how
any clinical decision tools will be incorporated into that
process. Although implementation is at the facility level, it
is essential that similar processes, triage protocols, and
standards of care are congruous across appropriate geo-
graphic regions. This can be achieved only by prioritizing

resource allocation and cooperatively working with local
public health and other agencies in an incident command
structure.25,32,33 There are many practical challenges to
implementing a regional approach, but failure to coordi-
nate response efforts across a region will probably result in
the inefficient use of resources, unacceptable variations in
level of available care at institutions, public confusion, and
the loss of public trust that a just allocation of the scarce
resources will occur. Facilities should develop processes
that adhere to the procedural values outlined in Table 3,
which overlap with those described by Norman Daniels as
“accountability for reasonableness” (Table 4).34,35

Table 5. Sample Process for Facility Response*

Incident commander recognizes that systematic changes are or will be required to allocate scarce facility resources and that no regional resources are
available to offset demand.

The planning chief gathers any guidelines, epidemiologic information, resource information, and regional hospital information.

Clinical care committee reviews facility/regional situation and examines:
• Alternate care sites. Can additional areas of the building be used for patient care? (Should be planned in advance.)
• Medical care adaptations (eg, noninvasive ventilation, changes in medicine administration techniques, use of oral medications and fluids

instead of intravenous).
• Changes in staff responsibilities, to allow specialized staff to redistribute workload (eg, floor nurses provide basic intensive care unit patient

care while critical care nurses “float” and troubleshoot) and/or incorporate other health care providers, lay providers, or family members
where practical.

• Triage plan describes how use of scarce resources at the facility (emergency department beds, operating rooms, ventilators) will be allocated:
What level of severity will receive care? What tool or process will be used to make decisions when there are competing demands for the
same resource?

• Community/regional strategies to cope with the situation and how the institutional response contributes to those efforts.
• Committee summarizes recommendations for care for next operational period and determines meeting and review cycles for subsequent

periods (may involve conference calls or similar to avoid face-to-face meetings during a pandemic).

Incident commander approves committee recommendations as part of incident action plan. Plan is operationalized. Public information officer
communicates updates to staff, patients, families, and the public.

Current in-patients, patients presenting to the hospital, and their family members are given verbal and printed information (ideally by the triage nurse
in the emergency department, for in-patients their primary nurse or physician) that explains the situation and that resources may have to be
re-allocated, even once assigned, in order to provide care to those who will most benefit. A mechanism for responding to patient/family
questions and concerns should also be detailed.

Security and behavioral health response plans should be implemented.

Triage plan (which may affect all units equally, or some more than others) implemented:
� Emergency department/out-patient screening of patients (and denial of service to patients either too sick or too well to be benefited by

evaluation/admission) based on guidance disseminated by the clinical care team.
� Tertiary triage team (may consist of a few critical care or infectious disease physicians, ideally not the physicians directly providing the

patient’s care and ideally 2 physicians of equal “rank” in the institution) considers situations in which there are competing patient demands
for a scarce resource. The resource should be assigned as follows:

When 2 patients have essentially equal claim to the resource, a “first-come, first-served” policy should be used.
When, according to guidelines or the triage team’s clinical experience, the claim to the resource is clearly not equal, the patient with a

more favorable prognosis/prediction shall receive the resource.

The triage team should ask for and receive whatever patient information is necessary to make a decision but should not consider subjective
assessments of the quality of the patient’s life or value to society, and, in fact, should ideally be blinded to such information when possible.

A “bed czar” (under the hospital incident command system in-patient unit leader) should be appointed to make final decisions on bed assignments.
This individual should have access to real-time in-patient and out-patient system status and, when needed, patient clinical information.

Whenever a decision is made to re-allocate a ventilator or similar critical resource, the treating physician and family should be provided with the
grounds for the decision (which should be documented for the record at the facility) and a rapid appeals process if there is additional or new
information that the family or treating physician(s) think(s) would affect the decision.

*Adapted from work developed as a discussion draft for the Minnesota Department of Health.
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The process a facility utilizes should be planned in ad-
vance (Table 5 shows a sample process). Facilities should
utilize an incident management system, such as the Hospital
Incident Command System,36 that is compliant with the Na-
tional Incident Management System,37 to facilitate command
and communication within their facility as well with outside
entities and to efficiently manage any limited-resource issues.
As a prolonged mass-care event unfolds and it becomes clear
that resources are becoming or will become limited without
the ability to resupply to a sufficient level to meet the current
demand or anticipated future needs, the incident command
team should identify changes to the level of care that provide
sufficient medical care relative to the resources available and
the patient demand. The goal should be to make the mini-
mum adaptive changes necessary to meet the current health
care demands.

Facility planning should also include the formation of a
multidisciplinary clinical care committee (Table 6) that
would be responsible for establishing a set of mass-care
practices that could be implemented in a disaster event that
would address issues of the level of care that will be pro-
vided with the available resources, including which critical
care interventions should be provided, who will receive
these services, and by what triage process these decisions
will be made.10,30 The clinical care committee would need
to regularly reassess the level of care that can be provided
with the resources available and continue to proceed with
the gradual degradation in care, with the goal of returning
to the normal community standard of care for all patients
as quickly as possible. Coordination regionally to deter-
mine level of care available across the area is essential to
justly distribute the limited care resources to patients.

Summary

There is no single moral theory that is able to success-
fully address every moral dilemma that is posed, and many
will be posed during any mass-care events when resources
are scarce. Community-wide education regarding the re-
alistic resources that are available for mass care, and broad
community discussions that identify how we, as a society,
would like to best apply those resources will alleviate
some of the difficulties that may arise during a mass-care
event, but it will not eliminate them. There are far too
many examples in our recent history of disasters that dem-
onstrate how fast our society can experience a moral break-
down when there is a loss of critical infrastructure, such as
health care. These discussions must occur prior to events
and be open to critical evaluation.

With regards to pandemic planning, Gostin has described
what he termed the “public health paradox,” which states:

There is no way to avoid the dilemmas posed by act-
ing without full scientific knowledge. Failure to move
aggressively in the early stages of pandemic influenza
canhavecatastrophicconsequences.Actions thatprove
to have been unnecessary will be viewed as draconian
and based on hysteria. The only safeguard is the adop-
tion of ethical values in formulating and implementing
public health decisions. Public health policy will re-
flect in a profound way the manner in which humane
societiesboth implicitlyandexplicitlybalance thecom-
mon good with respect for personal rights.38

This paradox applies equally well to hospital planning.
Certain mass-care events (pandemic influenza, for ex-

ample) may be so devastating in their scope that no
amount of surge capacity or capability planning and
preparedness at an institutional or regional level will be
sufficient to prevent the need to make difficult triage
decisions that will ultimately result in the deaths or
severe disability of patients in our care on a scale that
has never before been witnessed in the era of modern
medicine. How we manage ourselves as professionals
and how we make decisions regarding resource triage
will be reviewed by many as an event unfolds, but, most
certainly, in extreme detail following an event. Failure
to develop and utilize a sound ethical framework and
decision-making tools based on that framework, which
have been discussed openly and accepted within the
general community, will ultimately be to our personal,
professional, and societal detriment.
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Discussion

Hanley: In a contagious mass-
casualty event you’ll quickly be

overwhelmed by a majority of pa-
tients who have the disease, but
you’ll also be getting your usual sup-
ply of other types of patients. How

do you make sure that the triage pro-
cess doesn’t just focus on the pan-
demic patients but also fairly triages
other patients?
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O’Laughlin: Yes, you need to con-
sider organ score, duration of need, et
cetera. Let’s say you have a multiple
trauma patient from a car accident who
requires short-term use of a ventilator
and they’re probably going to do fairly
well. The short-term benefit of a ven-
tilator for that person may be a very
appropriate use rather than using the
ventilator for a pandemic patient. You
need to factor in the mechanism of
illness and the overall patient situa-
tion and fairly allocate the resources.
Lewis [Rubinson] mentioned yester-
day the draft proposals on the EMCC
[emergency mass critical care] tiers,
and that at the third-tier, where we’re
extremely overwhelmed, triage be-
comes an abstract process. If you have
no resources, it’s really hard to triage.
If you’re completely overwhelmed,
you may have to ask, “Should we of-
fer critical care?” You might decide
that the resources would be more ap-
propriately used elsewhere.

Talmor: If somebody comes in with
an MI [myocardial infarction] during
an epidemic, if we devote the resources
and take him to the catheterization lab-
oratory and reperfuse him, he will
probably do well, but providing the
usual level of care for that patient
would take 5 to 10 health care work-
ers, and it might not be fair to treat
him rather then perhaps saving other
people who are less ill from avian in-
fluenza. In an epidemic these trauma
patients will be triaged along with ev-
erybody else, based on some sort of
standardized scoring scheme.

The SOFA [Sequential Organ Fail-
ure Assessment] triage system used in
the emergency room has a strong dis-
advantage because it requires labora-
tory tests. In an epidemic we won’t
have time to wait for those results to
come back. That could lead to patients
being intubated who are discovered to
have no chance of survival and then
extubating and providing expectant
[palliative] care. Waiting for the lab
results would also delay treatment. I
think the subject of epidemic triage,

even in the ED [emergency depart-
ment], is not yet settled, and we’re far
from having the perfect system.

O’Laughlin: I couldn’t agree more.
Any scoring system that relies on a
laboratory test rather than clinical as-
sessment is a poor tool for a mass-
care triage environment. The assess-
ment needs to be done clinically. There
won’t be time or resources to run tests
on everybody. Triage decisions will
need to be made on the best clinical
impression we can get.

With regard to how many resources
you devote to somebody who would
be a high resource utilizer, such as a
cardiac or renal failure patient on he-
modialysis—all of those issues need
to be factored in when you’re making
resource allocation decisions and in
light of what you can realistically pro-
vide given the situation.

Rubinson: There’s no perfect scor-
ing system. SOFA got played because
it has been validated for multiple types
of patients, trauma patients and med-
ical patients, and allows comparison
of patient groups that we aren’t oth-
erwise able to compare. The reason
we don’t use predictive scores to de-
termine resource allocation every day
is because, when you prospectively
predict how someone is going to do,
there’s always fuzziness in our confi-
dence about the prognosis. In Amer-
ica the only time we don’t allocate
something is if the treatment would
be futile, but futility is in the eye of
the beholder.

Scoring tests needs to have high dis-
crimination and calibration. The score
needs to have very tight prediction of
outcome. That’s part of why they’re
not applied every day; it’s not because
they don’t have some utility. For in-
stance, we use them to compare units
to benchmarks. There’s been so much
focus on the SOFA score, which I think
was a good movement forward in the
triage discussion to look for objective
criteria, but how do we get people to
realize it’s not the score as much as

the decision-making process that’s
key?

Because 3 days into an event, SOFA
might go out the window as we add
data, and then it would be whatever
new scoring system we invent. And
that might get changed 3 days later.
How do we get people thinking about,
just place protocol X in here and pay
attention to building the system to im-
plement triage with attention to the
roles and responsibilities at all the dif-
ferent levels, such as hospital, local,
state, et cetera?

O’Laughlin: That’s what I men-
tioned with regards to hospital imple-
mentation and not focusing on tool
development. The tool is going to
change, depending on the event and
over the course of a prolonged event,
so we need a strong ethical founda-
tion and an absolutely open discus-
sion at the facility level and the re-
gional level.

In the Minneapolis/St Paul area I
served as the co-chair of the Metro-
politan Hospital Compact (what we
refer to as our regional hospital coor-
dination group), which assists in co-
ordinating all disaster activities for 27
hospitals in that metro area, and we
make sure that we have clear lines of
communication for coordination and
planning. It’s about building on re-
gional philosophies and discussions
and planning the regional application
of whatever process you put in place.
Whatever tool you put in place, the
facilities still must have that ground
work laid and have that discussion of
triage ethics prior to an event.

Branson: Therapists have asked me
whether ventilators in long-term-care
facilities will be taken away from ven-
tilator-dependent patients at those fa-
cilities who are never going to get bet-
ter. Is there a possibility that we will
be expected to take the ventilators from
those patients and give them to people
who have a better chance of survival?
What are the ramifications for the re-
spiratory therapist who actually does
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it, even though it would be under the
direction of a physician?

O’Laughlin: It’s my understanding
that, in general, if you reside in a long-
term-care facility and you are on a
ventilator, the state is not going to
come and withdraw you from it at the
long-term care facility. If that patient
from the long-term-care facility arrives
in the hospital for other reasons, that
would change things. But this is an
issue that needs to be discussed. If we
have an open discussion within a so-
ciety and we decide that those long-
term-ventilation patients should not
keep the ventilators, then that’s a so-
cietal decision. But my impression is
that there is no legal basis to do that.

Branson: I have heard some people
talk about buying a ventilator for ev-
erybody in their family and keeping
them at home, and if there’s avian flu
they’re going to take it to the hospital.
I always recommend not to do that.
Some people talk about trying to take
care of people at home.

O’Laughlin: I think we have com-
pletely underestimated the importance
of home care and home education in
our communities. Much of the care in
an influenza pandemic would happen
at home, not in the hospitals. I think
that’s really not discussed enough.
Many people seem to assume that it’s
all going to happen at the hospital,
and I don’t believe that’s true.

With regard to the issue of wealthy
versus poor patients and the equity of
distribution and availability of health
care resources in our society, we have
a disproportionate distribution of
health care in our country, with a large
population that is uninsured and does
not have easy access to medical care
other than the emergency department.
With that in mind, consider the issue of
trust. Do you think that there’s going to
be any trust among the people about the
distribution of health care resources if
there is any hint that we are being un-
just or unfair in our distribution? If we

play favorites in any way, we will have
major problems.

Someone raised the prospect of guns
in hospitals—people standing over
their loved one with a gun in hand,
saying “You’re not disconnecting my
wife.” If there’s a perception that the
resource allocation process is unfair,
we will have major problems. That
can’t be emphasized enough; the de-
cision-making process has to be open
and transparent so that people truly
believe the decisions are just and eq-
uitable.

Rubinson: Not only is the triage
mechanism important; so is the loca-
tion of the triage. I’ve seen plans in
which EMS [emergency medical ser-
vices] personnel are supposed to make
decisions that we can’t even make on
the in-patient side without strong ev-
idence. What are you doing in Min-
nesota? Have you changed the sensi-
tivity and specificity of your triage
based on location?

I’ve heard some people argue that
EMS should not change their intuba-
tion criteria from normal, except in a
clearly defined situation where a poor
patient outcome is assured. It’s OK to
throw a tube in and bring them in to
the ED; you can always take it out.
That is, the EMS should bring in al-
most everyone, because not bringing
them in would be a life-ending deci-
sion. Have you discussed what hap-
pens at the various triage sites: pre-
hospital versus the ED versus the ICU
[intensive care unit]?

O’Laughlin: I have not been in-
volved in any discussions regarding
pre-hospital versus ED triage. Whether
somebody was intubated in the field
and withdrawn in the ED versus not
offered intubation at all, the ethical
issues and background principles are
the same. Withdrawing a ventilator has
the same ethical basis as not offering it.
That’s not something that people think
of intuitively, because you’re taking
something away from somebody, so it’s
much harder for the health care worker

who is working with these patients and
their families to think about this.

Rubinson: Although they weren’t
necessarily given a ventilator on first
presentation to the ED, they would just
be getting positive-pressure ventila-
tion, probably manual ventilation,
within most of the EMS systems com-
ing into the ED. But would you still
say that people would feel more un-
comfortable pulling out the tube?

O’Laughlin: On the pre-hospital,
field side, I think this is going to have
to be a systems-based discussion, be-
cause, let’s say that we’ve gotten to
the point where there is no space to
put anybody in the hospital and your
EMS resources are stretched very thin.
They may have a protocol that any-
body who is in respiratory arrest will
be potentially talked to about limiting
the resources and providing comfort-
care measures only.

But we still need to recognize that
care needs to be provided. Leaving
someone at the house, for instance, is
a situation I wouldn’t promote at all,
because they can’t necessarily get pal-
liative care, which I think we have a
responsibility to deliver. We have a
responsibility to deliver a basic level
of care and that includes palliative
care. But it’s going to be an issue of
what resources you have at the time,
including EMS.

Hanley: In my hospital, a 75-year-
old cancer patient with asystolic ar-
rest would probably get about 5 min-
utes of ACLS [advanced cardiac life
support], but a 25-year-old patient with
metastatic cancer would get an hour
of ACLS. Should we factor age into
triage decisions?

O’Laughlin: Generally, age has not
been recommended as a direct triage
criteria. However, as we age, we are
obviously more likely to have organ
dysfunction to begin with, and that will
factor into the triage process. Interest-
ingly, when Ontario put out their draft
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publication for comment,1 there was
strong feedback from the 150 critical
care physicians from across the region
who were asked to comment on the fi-
nal protocols to include an age criteria.
Their recommendation was that it re-
quires further discussion and research.

So at this point, ethically, age is not
thought to be an appropriate determi-

nant. That said, I think we unconsciously
factor it in. Again, the triage decision-
making process has to be separate; you
can’t be the bedside physician and the
triage officer. The bedside physician
sees the patients’ sex, ethnicity, age, et
cetera, and the discussion with the fam-
ily can bias you in a decision-making
process. It’s not a conscious decision,

and that’s why the triage team should
make decisions on abstract patient data,
so the bias is better controlled. But it’s
not going to be perfect.

1. Christian MD, Hawryluck L, Wax RS, Cook
T, Lazar NM, Herridge MS, et al. Develop-
ment of a triage protocol for critical care
during an influenza pandemic. CMAJ 2006;
175(11):1377-1381.
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