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This document provides guidance to SCVHHS Enterprise, hospital leadership, hospital ethics 

committees, and frontline healthcare professionals for the triage of critically ill patients when a public 

health emergency creates demand for resources (e.g., ventilators, critical care beds, medications) that 

outstrips the available supply. It distinguishes two phases of response to crisis conditions, surge, which 

is a time for preparation that precedes actual crisis, and crisis, when a regional-level authority has 

declared an emergency. This plan will only be activated when all resources in the county have reached 

the crisis level and critical resources are unavailable county wide. This policy applies to patients in all 

hospitals throughout the Enterprise. A separate triage scoring process applies to children age 0-17 

and is attached as Appendix A Pediatric and Neonatal Crisis Standards of Care During a Public 

Health Emergency.  

Ethical Framework 

It is imperative that the teams who take on the difficult task of allocating scarce resources are supported 

by an explicit and comprehensive ethical framework.  The Enterprise’s plan rests on these principles: 

Duty to Care  

Healthcare professionals have a duty to care, even at personal risk. This includes a commitment to 

delivering the best care possible given the available resources. In a crisis, every patient should receive 

compassionate care, whether aimed at maximizing survival or supporting a dignified death. 

Location (includes hospital and all inpatient and outpatient locations and subacute facilities of the hospital, unless otherwise 

indicated)  

Enterprise Wide  X 

O’Connor Hospital   

Santa Clara Valley Medical Center   

St. Louise Regional Hospital  
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Duty to Steward Resources   

In crisis, all resources are potentially scarce, and all clinicians have a duty to protect them. All 

resources should be carefully allocated according to their known scarcity, likelihood of renewal, and 

the extent to which they can be replaced or reused.  The California Department of Public Health 

(CDPH) has issued Pandemic Crisis Guidelines, including a table with Strategies for Scarce Resource 

Situations (see Appendix B, CDPH Strategies for Scarce Resource Situations for reference).  Appendix 

B may be consulted for strategies from CDPH, which may be updated from time to time.  Every effort 

shall be made to move patients and resources throughout the Enterprise to avoid exhausting scarce 

resources. When usual supply chain sources are exhausted, the Hospital Incident Command (HICS) 

shall issue supply resource requests through the local Medical and Health Operational Area 

Coordinator (MHOAC), who in turn will attempt to fill these requests through regional and state level 

stores of supplies and various procurement capability. During declared disasters CDPH and the state 

Emergency Medical System authorities track health care resources including hospital med/surge and 

ICU surge capacity, ventilators, and other supplies and will help coordinate the allocation and 

distribution or re-distribution of those scarce resources.   

Distributive and Procedural Justice  

SCVHHS’s approach to crisis standards of care is that such tragically difficult decisions must be based 

on criteria that ensure that every patient has equitable access to any care from which they might benefit.  

Allocation criteria must be as clear, transparent, and objective as possible, and must be based on 

biological factors related only to the likelihood and magnitude of benefit from a scarce resource.  

Factors that have no bearing on the likelihood or magnitude of benefit, including but not limited to 

race, disability, gender, sexual orientation, gender identity, ethnicity, ability to pay, socioeconomic 

status, perceived social worth, perceived quality of life, immigration status, incarceration status, 

housing status or past or future use of resources, are irrelevant and will not be considered by those 

making allocation decisions. A system of allocation during crisis must be applied consistently and 

broadly, to maximize the opportunity for fairness and to minimize the influence of biases such as 

ageism, sexism, racism, or ableism. Allocation decisions should seek to support access to care for all, 

regardless of their insurance status, and especially for the most vulnerable or those who suffer 

disproportionately.  

Transparency  

To the extent practically feasible, crisis care  plans should be communicated as efficiently, widely, and 

comprehensively as possible across the healthcare system and within the community, inclusive of 

government agencies, nearby healthcare facilities, staff, patients, and other stakeholders. Such 

transparency is intended to build stakeholder trust and to minimize actual and vicarious negative 

impacts on patients, loved ones, staff, and members of the public after the crisis has abated. 

Creation of Triage Teams and Triage Oversight and Review Committee 

Definition of Triage Teams 

The SCVHHS Enterprise shall establish triage teams whose responsibility it is to implement the 

allocation framework in this policy.  The triage teams will be created under each hospital’s medical 
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director or physician executive.  The triage team is a group of healthcare workers and community 

members who are not involved in the clinical care of patients that are being triaged.  The goal of 

creating the triage team is to relieve the moral distress of having the treating physicians be required to 

choose who receives an allocated resource and avoid ad hoc decisions.  It is important to emphasize 

that patients’ treating physicians should not make allocation decisions; a triage team with 

expertise and training in the allocation framework will make allocation decisions.  

Definition of Triage Oversight and Review Committee 

The Triage Oversight and Review Committee should be made up of at least three individuals, recruited 

from the following groups or offices: Medical Director or designee, Chief Nursing Officer or designee, 

County Counsel (as a non-voting member) , hospital Ethics Committee or Consult Service, and/or an 

off-duty triage team member. In addition, the Triage Oversight and Review Committee should have 

representation consistent with the patient population being served. Three committee members are 

needed for a quorum to render a decision, using a simple majority vote.  

Executive Support 

Local senior leaders, including physicians and Hospital Administration, are responsible for appointing 

members of triage teams, and Triage Oversight and Review Committee, preferably no later than during 

surge conditions. A roster of approved triage team should be maintained that is large enough to ensure 

that a team will always be available on short notice; that team members will work in shifts lasting no 

longer than 13 hours; that team members will have sufficient rest periods between shifts; and that the 

rationale for all allocation decisions is comprehensively documented in the medical chart/EHR and in 

ways that facilitate rapid, real-time reporting as described herein. Senior leadership should provide the 

triage team with support staff to collect, analyze, and distribute information about the team’s work. The 

support staff member must be allocated appropriate time and provided with appropriate computer and 

IT support to maintain updated databases of patient priority levels and scarce resource usage (total 

numbers, location, and type).  

Responsibility of Triage Teams 

A triage team reports to the medical director or physician executive. Triage teams should be 

implemented no later than in surge conditions. Each team is led by a Triage Leader who shall be the 

intensivist, hospitalist, or physician with the highest level of training in critical care on the triage team. 

This individual will oversee the processes of (i) forming and educating triage team members during 

surge conditions, and (ii) making allocation decisions during crisis, which includes assessing all 

patients, assigning a level of priority for each, communicating with treating physicians, and directing 

attention to the highest-priority patients. A triage team should include a physician with intensivist or 

hospitalist background, a representative from critical care nursing, representative from social services, a 

member of the ethics committee and a community member of the Ethics Committee or volunteer 

approved by the medical director. In the event of shortages, at a minimum a physician (intensivist or 

hospitalist) critical care nurse and one other member must participate. 
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Responsibility of Triage Oversight and Review Committee 

The Triage Oversight and Review Committee reports to the Enterprise Chief Medical Officer, or 

designee.  The Triage Oversight and Review Committee shall decide appeals for withdrawal of scarce 

recourse, and periodically evaluate whether the review process is consistent with effective, fair and 

timely application of the allocation framework.  The appeal review process can happen by telephone or 

in person, and the outcome should be promptly communicated to whomever brought the appeal.  

Activation of Triage Team 

During crisis conditions, the triage team will be activated by the HICS  Once activated, teams will use 

the explicit allocation framework described in this policy to determine priority grouping for all patients 

eligible to receive scarce resources (see Appendix C Triage Workflow for detailed process). For 

patients already being supported by a scarce resource, the evaluation will include reassessment to 

evaluate for clinical improvement or worsening at pre-specified intervals. The Triage Leader will 

review the comprehensive list of priority scores for all patients and will communicate with the clinical 

teams immediately after a decision is made regarding allocation or reallocation of a scarce resource. 

Quality Assessment, Oversight, and Reporting 

As widespread crisis care triage would be novel at SCVHHS Enterprise, if this policy is implemented 

and as triage teams perform allocation decision making in multiple sites over a prolonged time period, 

the HICS is responsible for rapidly developing and deploying a method of tracking the implementation 

of this policy, defining and describing quality performance of triage teams, and longitudinally 

analyzing their performance. Under such a scenario, HICS is responsible for allocating a quality analyst 

or individual with equivalent capabilities, to be overseen by the Medical Director and /or hospital 

physician executive, to process the data emerging from local triage team activities, so that it can be 

regularly reported to SCVHHS Enterprise HICS for the purposes of oversight. 

Procedure for Activation of Crisis Care Protocol 

1) Assumptions- 

• The wide spread of infectious disease may result in a surge of patients requiring medical 

care that could overwhelm local and regional resources.   

• Healthcare facilities may experience extreme resource challenges that may include: 

inadequate inpatient or outpatient care space, supply and equipment shortages, and/or 

lack of sufficient trained personnel, and may become overwhelmed with persons seeking 

care.   

• Coordination among response partners at all levels (facility, local, regional, state, and 

federal) is expected to best meet medical surge needs.   

• Crisis standards of care are to be activated only in extraordinary circumstances when the 

level of demand for medical care exceeds available resources and crisis operations will 

be in effort for a sustained period.   
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2) Initiation of Crisis Care Protocol -Potential Triggers to initiate Crisis Care Protocol include 

but are not limited to:  

a) Lack of critical equipment/supplies including but not limited to: 

i) Mechanical ventilators or other oxygen delivery devices 

ii) Beds 

iii) Medical gases 

iv) Antibiotics 

v) Vasopressors and critical care medications 

vi) Crystalloid and blood products 

vii) Operating room equipment 

viii) Antiviral Medication 

ix) Dialysis equipment and supplies 

b) Lack of critical infrastructure, including but not limited to: 

i) Respiratory therapists 

ii) Personal protective equipment 

iii) Decontamination equipment 

iv) Power 

v) Staff support (food, housing, medication) 

c) Inability to transfer patients to another facility  

d) Lack of adequate support staff and healthcare workers (MD, RN, RT, etc.) 

During activation of the crisis care protocol, first responders and bedside clinicians should perform the 

immediate stabilization of any patient in need of critical care, as they would under normal 

circumstances. Along with stabilization, temporary ventilatory respiratory support should be offered to 

allow the triage team to assess the patient for critical resource allocation. Every effort should be made 

to complete the initial triage assessment within 90 minutes of the recognition of the need for scarce 

resources.  

Chronic ventilator patients are subject to the crisis care protocol. However, chronic ventilator patients 

using their own ventilators will not have their ventilators reallocated. 

Overview of Procedure 

A patient’s attending physician cares for his/her patient and performs all clinical evaluations. A triage 

team examines a patient’s clinical data and determines the patient’s level of medical need for a scarce 

resource (i.e., who is eligible for and/or continues to have access to scarce resource). The protocol 

consists of two steps: (1) assessment of mortality risk, and (2) periodic clinical assessments (“time 

trials”).  Based on these initial and ongoing assessments, patients will be placed in one of 4 priority 

groups.  Priority groups will receive care beginning with the highest priority and ending with the lowest 

priority.  As patients with higher priority enter the system, patients in lower priority groups may lose 

access to the resource (i.e. ventilator, ICU care). 
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Procedure for Triage Team’s Operations 

1) Triage Team: Working under the HICS, the following members will be activated and comprise 

the triage team.  The triage team works closely with the medical director or physician executive 

and HICS at each hospital.  At a minimum, the team will include a physician as described 

below, critical care nurse and one other member.  If possible, each team will have one of the 

following members: 

a) Intensivist or Hospitalist with Critical Care Background 

b) Representative from Critical Care Nursing 

c) Member of the Ethics Committee 

d) Representative from Social Services 

e) Community member (either a community member of the Ethics Committee, retired 

member of the medical staff, or chaplain) 

2) Duties of the Triage Team  

a) Receives number of scarce resource available and determination of which numerical 

group, following the scoring process below, will have access to the resource from HICS. 

b) Evaluates patients in need of scarce resource (i.e. critical care, ventilatory support, 

medications). 

c) Performs reassessment at weekly intervals for two weeks and then every three days for 

all patients receiving a critical resource.  Between these intervals, the treating team can 

notify the triage team of any significant change in the clinical picture, which prompts a 

reassessment by the triage team.  Standard care will be followed between these intervals, 

which may include withdrawing resource prior to next evaluation.  

 

d) Advises and assists the healthcare system to carry out the mission during a public health 

emergency through resolution of uncertainties and disputes over the healthcare systems 

capacity. 

e) Reviews all triage decisions retrospectively to create a routine quality review process. 

f) Is involved in the real-time appeals process regarding triage decisions. 

Procedure for Triage and Allocation of Scarce Resources. The triage framework must be applied to 

all patients presenting with critical illness and needing a scarce resource, not simply to those with the 

disease or disorder that arise from the public health emergency. (See Appendix A for the scoring 

process for children age 0-17)   

1) Patients shall receive a Sequential Organ Failure Assessment (SOFA) score based on 

established guidelines. 

This score will be automatically calculated within the electronic medical record.
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Sequential Organ Failure Assessment (SOFA) Score Scale 
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Additional Clinical Information regarding SOFA Glasgow Coma Scale Score Criteria  

 
 

2) The Glasgow Coma Scale score should not add points to the SOFA score when a patient 

cannot articulate intelligible words, even if this condition is due to a pre-existing speech 

disability or chronic ventilation. Clinicians should use clinical judgment to adjust SOFA 

scores downward where appropriate to account for chronic baseline levels of physiological 

functional impairment, including for any temporary elevation of a score or score element 

caused by any patient inability to access a regularly used stabilizing device or treatment 

(such as a CPAP or BiPAP unit, dialysis, or specific medications).  

 

3) Using the Multi-Principle Strategy (See table below) calculate patient’s score from 1-8 

based on SOFA score and comorbidities 

a) Enter patient’s SOFA score into the MPS Scoring system to determine score from 1-4 
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b) The primary physician will perform an assessment of patient’s comorbidities (see 

Appendix D MPS Scoring/Comorbidity Table for scoring) and assign a score of 0, 2 

or 4 for comorbid conditions.  This will be documented in the EHR. 

i) Under crisis conditions, it is expected that physicians will be able to more 

accurately prognosticate about a patients’ long term chances of term survival 

with meaningful recovery, because the generalized resource scarcity entails 

that fewer people are likely to receive adequate healthcare to recover under 

crisis conditions than under normal conditions.  

c) Using Table 1 below, calculate the MPS Score (1-8) based on the SOFA score 

combined with the comorbidities score. 

 

Table 1. Multi-Principle Strategy for Allocation of Scarce Resources During a Public Health 

Emergency 

 
Principle Specification Point System* 

 

1 2 3 4 

 Short-term 

survival 

Prognosis for 

short-term 

survival (SOFA 

score#) 

SOFA score < 

6 

SOFA score 6-

8 

SOFA score 

9-11 

SOFA score 

≥12 

Long-term 

survival 

Prognosis for 

longer-term 

survival (medical 

assessment of 

prospects for 

survival after 

hospital discharge) 

… Life 

expectancy < 

5 years despite 

successful 

treatment of 

acute 

condition 

… Death likely 

within 1 year 

despite 

successful 

treatment of 

acute 

condition 
#SOFA= Sequential Organ Failure Assessment; note that another measure of acute physiology that 

predicts in-hospital mortality, such as LAPS2 score, could be used in place of SOFA, but should 

similarly be divided into 4 ranges. 

*Scores range from 1-8, and persons with the lowest score would be given the highest priority to 

receive critical  

care beds and services. 

 

4) After calculating the MPS Score, the score is provided to the triage team who examines 

the information and assigns the patient a numerical code as follows: 

• #1 Highest Priority.  Patients in this group have the highest level of access to 

scarce resources because they are most likely to recover with treatment (and 

not likely to recover without it) and have a moderate risk of mortality. 

• #2 Intermediate Priority.  They will have access to scarce resources if 

available after each patient in the # 1 group has received access. 
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• #3 Lowest Priority. Those assigned the number 3 are patients who potentially 

have the worst outlook for survival, even with aggressive therapy, and 

therefore have lowest access.  

• 0 - manage without scarce resource as it is not needed at this time 

 

If scarce resources become available patients are reassessed and may become eligible for scarce 

resource. 

 

 

Priority Assignments Based on MPS Score 
Level of Priority MPS Score Group # 

Highest Priority MPS: 1-3 1 

Intermediate Priority MPS: 4-5 2 

Lowest priority MPS: 6-8 3 

Manage without scarce resource No score – patients do not need resource 0 

 

 

5) When there are not enough resources to treat an entire group with the allocated resource the 

following procedure is followed as a tiebreaker: 

a) If further stratification within a group is required the raw MPS score can be used to 

differentiate among group members 

b) Finally, simple lottery, or random allocation, is used. 

 

It is important to reiterate that all patients will be eligible to receive scare resources regardless of their 

priority score. The availability of scare resources will determine how many eligible patients will receive 

those resources.  

 

6) During Crisis Allocation, patients who are receiving the allocated resource must undergo 

periodic assessments: at one week, at two weeks and then every three days using the 

identical MPS scoring system. 

a) The patient’s attending physician performs the necessary clinical assessments 

involved in recalculating the SOFA and MPS Score and documents this number in the 

chart. 

b) The results of the clinical reassessments are provided to the triage team to assign a 

numerical code (0,1,2,3) to the patient. 

c) If a patient’s overall MPS score is higher than patients who are awaiting the critical 

resource, the patient will no longer have access to that resource so that patients with a 

statistically higher chance of survival may benefit from the resource. 

7) Procedure for Ongoing Allocation of Resource: Triage teams will make daily, or twice 

daily, determinations about how many priority groups can receive scare resources based on 

information about available resources from the HICS. 

a) Based on real time knowledge about the degree of scarcity of resource. 
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b) Based on predictions about the expected volume of new cases that will be presenting 

for care. 

 

8) Communication of Allocation Decisions 

a) Triage team will notify the Attending Physician about all decisions regarding 

allocation of resources. 

b) The Attending Physician will notify the patient/family members about the triage 

team’s decision. 

c) In isolated circumstances, the triage team may assist in communication with the 

family. 

d) During all situations requiring the triage of resources, the HICS will oversee the 

distribution of appropriate communication to patients, family members and the 

public.  

 

9) Decision-Making Process for Withdrawing the Scarce Resource 

a) Occurs when an incoming group #1 patient requires the allocated resource and one or 

more patients in the group #2 category are currently receiving that resource. The 

below procedure is followed 

i) Review of MPS Scores/numerical group for all patients receiving care 

ii) If #1 coded patients enter the healthcare system and are eligible for care, they 

are to receive that care in lieu of patients from #2 and #3 numerical groups 

iii) Patients from the same numerical group as an incoming patient will not have 

the resource withdrawn to accommodate a patient in the same numerical 

group 

iv) Patients in a lower prognosis group (i.e. Group #2 and Group #3) will have 

the resource removed to accommodate a patient in a better prognosis 

category.  Families will be notified about these triage decisions.  

v) Disagreement related to this redistribution should be brought to the Triage 

Oversight and Review Committee. 

      

10) Process for appeals 

It is possible that patients, families, or clinicians will challenge individual triage decisions. 

Procedural fairness requires the availability of an appeals mechanism to resolve such 

disputes. On practical grounds, different appeals mechanisms are needed for the initial 

decision to allocate a scarce resource among individuals, none of whom are currently using 

the resource, and the decision whether to withdraw a scarce resource from a patient who is 

clearly not benefiting from that resource. This is because initial triage decisions for patients 

awaiting the scarce resource will likely be made in highly time-pressured circumstances. 

a) Appeal of initial scoring assessment. 

Appeal of the initial scoring assessment will need to be adjudicated in real time to be 

operationally feasible. For the initial triage decision, the only permissible appeals are 

those based on a claim that an error was made by the triage team in the calculation of 
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the priority score or use/non-use of a tiebreaker. The process of evaluating the appeal 

should include the triage team verifying the accuracy of the priority score calculation 

by recalculating it. The treating clinician or Triage Leader should be prepared to 

explain the calculation to the patient or family on request. 

b) Appeals for withdrawal of scarce resource. 

i) The appeal should be immediately brought to a Triage Oversight and Review 

Committee. 

ii) The individuals who are appealing the withdrawal decision should explain 

their disagreement with the decision.  An appeal may not be brought based 

on an objection to the overall triage framework. The Triage Oversight and 

Review Committee should review the SOFA score, comorbidity score, 

overall MPS score and numerical group assignment to ensure that no errors 

have been made.   

iii) The Triage Oversight and Review Committee should explain the grounds for 

the withdrawal decision that was made. 

iv) The appeals process must occur quickly enough that the appeals process does 

not harm patients who are in the queue for the scarce resource. If this is 

untenable, simple verification priority scoring should be offered.  

v) The decision of the Triage Oversight and Review Committee will be final.

    

11) Palliative care and/or alternative forms of medical intervention are provided to those 

who are waiting for or are not eligible for scarce resources.  Goals of care conversations and 

review of advance directives should occur on admission and as frequently as clinically 

indicated. 

12)  Reassessments Throughout the Entire Period(s) of Allocation 

The triage process requires regular reassessments of the status of the healthcare crisis, 

available resources, and of all patients. As new data and information become available 

during a pandemic, the adult allocation protocol may be revised accordingly to ensure that 

triage decisions are made commensurate with updated clinical criteria.  

ATTACHMENTS:  

1. Appendix A – Pediatric and Neonatal Crisis Standards of Care During a Public Health 

Emergency 

2. Appendix B – California Department of Public Health Pandemic Crisis Guidelines:  2020 

Strategies for Scarce Resource Situations 

3. Appendix C – Triage Work Flow 

4. Appendix D – MPS Scoring/Comorbidity Table 

 

Issued: 12/09/20 

Revised:  
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Appendix A 

 

Pediatric and Neonatal Crisis Standards of Care During a Public Health Emergency  

 

This document provides the framework that applies to children age 0-17 if crisis standards of care are 

activated by the Hospital Incident Command. Every effort should be made to transfer pediatric patients 

to a Children’s hospital during the surge and crisis process if resources are available at those facilities. 

Scoring systems that are meaningful for adult critical care patients do not apply to pediatric patients and 

newborns. For that reason, the Enterprise has developed the following scoring and priority allocation 

procedures for children age 0-17.  

 

Goals of care discussions should be had with all families- if at any time the family chooses to redirect 

care the patient will be taken out of the triage system and the triage committee informed.  

 

Pediatric Intensive Care Unit (PICU) 

Mortality Risk Assessment for this Hospitalization Using Physician Clinical Judgment 

 

Summary Physician clinical judgment by a PICU physician, not on the active treating team is used to 

assess the patient’s risk of mortality and assign a group. The triage team extracts the group from the 

chart and allocates the restricted resource according to a patient’s mortality risk. There are no exclusion 

criteria delineated for pediatric patients – all patients will be assessed by the PICU attending physician 

to determine risk mortality and classified as below.  

 

1. Physician PICU Clinical Judgment  

 

Until a pediatric clinical scoring system is developed and clearly validated in the field for triage use, the 

physician judgment based on clinical expertise will be used to evaluate the likelihood of survival, and 

determine where the pediatric patient is grouped for restricted resource/ therapy. Physician clinical 

judgment considers only specific clinical factors based on available medical evidence and not personal 

values or subjective judgments, such as quality of life. Although the clinical assessment does not 

provide a numerical score (unlike the adult protocol that provides a quantitative SOFA score), it offers 

a rational framework to make group allocation decisions in a uniform manner. In order to make 

informed decisions, a PICU physician can work with the triage team if needed.  

 

The physician’s evaluation is based solely on clinical criteria, including the acute severity of a patient’s 

current medical condition, the epidemiology of the disease, and the existence and status of any severe 

underlying diseases or medical conditions (co-morbidities) that may hinder recovery. A mortality risk 

prediction is based on whether a patient could survive the acute medical episode that necessitates 

restricted resource/therapy. It is not focused on whether a patient survives in the long-term e.g. years 

after the pandemic. Physicians should use all appropriate and available medical tools to conduct the 

most thorough examination possible in emergency circumstances. Given the potential constraints 

associated with a pandemic, mortality risk predictions should be based on the best clinical evidence 

available. Physicians may also consider severe, end-stage chronic medical conditions when assessing 

mortality risk.  
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The presence of comorbidities complicates a patient’s ability to survive and may also cause the 

patient’s acute illness to be more severe. However, existence of such a condition should not, by itself, 

preclude a patient from being eligible for a restricted resource. Instead, physicians should examine a 

patient’s overall health to evaluate the patient’s current health status. Even for a patient diagnosed with 

a fatal condition, periods of relatively good health are possible, and the mere presence of a grave illness 

should not necessarily preclude the patient from receiving a restricted resource. In some circumstances, 

a patient with a severe medical condition may require restricted resource therapy because of 

e.g.influenza/COVID and not because of the chronic care disease itself. For example, a child with a 

serious condition may not have a long-term survival prognosis, but if the patient’s health is relatively 

stable, the child may still be eligible for restrictive/therapy, i.e., be placed in group 1 or 2. However, if 

the same child was in failing health, this patient would be placed in group 3 and given alternative forms 

of medical intervention and/or palliative care rather than a ventilator. When examining chronic 

comorbidity, severe comorbidity is functionally defined as significant chronic impairment/deteriorating 

of health prior to the acute illness/injury. Moderate comorbidity is functionally defined as significant 

chronic impairment of health but a patient is in a steady health state prior to the acute illness/injury. Of 

note intubation for control of the airway (without lung disease) is not considered lung failure.  

 

The physician will put the group in the patient’s chart i.e. 0, 1, 2, 3, and the triage team will review the 

information and determine the patient’s level of access to the restricted resource.  

 

Patients in Group ZERO (defer/discharge) are those who do not need the restricted resource/therapy. 

Group ONE patients (highest access) are those who have the highest priority for the restricted resource/ 

treatment because they are most likely to recover with treatment (and likely to not recover without it) 

and have a moderate risk of mortality. Prioritizing these patients for the restricted resource, ideally, 

increases the number of survivors by ensuring that patients receiving restricted therapy are those who 

have a high likelihood of recovering. Patients in Group TWO are those who are very sick and their 

likelihood of survival is intermediate and/or uncertain. These patients may or may not benefit (i.e., 

survive) with the restricted resource or therapy. They will receive such treatment if the restricted 

resource is available after all patients in Group ONE receive them. Group THREE patients (lowest 

access/palliate/ discharge) are those who have a high risk of mortality and are the last group to receive 

the restricted resource after the resource has been made available to Groups ONE and TWO. If the 

restricted resource is unavailable for group THREE they will instead receive alternative forms of 

medical intervention and/or palliative care.  

 

2. Triage Chart  

 

A triage team allocates restricted resources according to the group assigned.  

 
Mortality Risk Assessment Using Physician Clinical 

Judgment Numerical Code and Level of Access  

Assessment of Mortality Risk/Organ Failure  

Zero  

Use alternative forms of  

medical intervention as not needed or defer or discharge.  

Reassess as needed.  

LOW risk of mortality associated with acute illness/injury 

(including epidemiology of the disease, if known).  

One  MODERATE risk of mortality, such as single organ failure, 

associated with acute  
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Highest Priority  

Use restricted resource as available.  

illness/injury (including epidemiology of the disease, if known).  

Two  

Intermediate Priority  

Use restricted resource as available.  

HIGH/UNCERTAIN risk of mortality associated with acute illness/injury 

(including epidemiology of the disease, if known).  

Three  

Use resource until unavailable  

Use alternative forms of medical intervention 

and/or palliative care or discharge.  

Reassess if the restricted resource become 

available.  

HIGHEST risk of mortality associated with acute illness/injury  

(including epidemiology of the disease, if known).  

 

3. Periodic Reassessment in PICU  

 

The clinical team will reassess the need for the restricted resource daily on rounds and will follow the 

triage team’s reassessment as per the policy.  

 

NICU 

Mortality Risk Assessment for this Hospitalization Using Physician Clinical Judgment 

 

Summary: Neonatal patients are infants less than 44 weeks post menstrual age and include babies born 

prematurely.  

 

Physician clinical judgment by a NICU attending physician not on the current treatment team is used to 

assess the patient’s risk of mortality in this hospitalization and assign a group 0,1,2,3. The triage team 

examines the group in the chart and allocates the restricted resource/therapy.  

 

Exclusion criteria delineated for neonatal patients include medical conditions that result in immediate 

or near-immediate mortality even with aggressive therapy; conditions when goals of care of the family 

are supported; includes all those situations where Neonatal Resuscitation Program (NRP) is not offered.  

 

Until a Neonatal clinical scoring system is developed and clearly validated in the field for triage use, 

the physician judgment, based on clinical expertise, will be used to evaluate the likelihood of survival 

and to determine whether a newborn is eligible for the restricted resource/ therapy by group. Physician 

clinical judgment will consider only specific clinical factors based on available medical evidence and 

not personal values or subjective judgments, such as quality of life. Although the clinical assessment 

does not provide a numerical score, it offers an organized, rational framework to make allocation 

decisions in a uniform manner. Gestational age may be used as a factor to evaluate a neonate’s 

mortality risk, because there is a high correlation between young gestational age and mortality, but such 

information may not always be available, or accurate. Finally, birth weight is also a strong indicator of 

survival; however, it may be difficult to determine an exact birth weight cutoff that could be used as a 

triage criterion. The NICU physician may work with the triage team if needed.  

The process for grouping is defined in the PICU protocol. This includes the rational and the Triage 

group chart.  

 

4. Periodic Reassessment of NICU Patients  
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For neonates assigned the resource:  

 

1. Daily reassessments of the patients need for that resource will be performed by the clinical team 

that includes a Neonatologist. All efforts will be continued to try to obtain the resource and provide 

that resource if it is still needed.  

2.  Morbidity and Mortality reevaluation will be done by a group of Neonatologists during clinical 

rounds, they will not be on the current treating team and will share with the triage team as per 

protocol.  

3.  Trials off ventilation, if the resource is a ventilator, should not result in the resource being lost for 

24 hours, as this may lead to fear of Extubation trials and a prolonged unnecessary use of resource. 
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Appendix B 
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Appendix C 

Triage Work Flow 

 

Activation 

1. HICS: Surge is identified and possible need for allocation of resources is identified  

2. HICS via medical director requests triage teams to begin assessments. No actions to be taken at this 

time. Meaning resources continue to be allocated as per clinical need as determined by patient’s 

primary attending provider.  

3. Crisis is identified. HICS activates triage teams to begin to allocate resources.  

 

Allocation of Resources 

1. HICS determines the remaining available resource and notifies the Triage Committees. Triage Committees 

determine which priority level of patients (1,2,3) will continue to have access to the restricted resource. 

When the resource is no longer available for all three levels of patients and patients continue to present for 

care, resource allocation will occur as outlined below.  

2. HICS will notify hospital staff that resource allocation is occurring in order to expedite triage 

decisions and patient transfer within the hospital.  

3. Triage teams using prescribed method will calculate MPSi (Multi Principle Strategy) score for all 

patients. See below for triage team details.  

4. Triage team to categorize the patient into the described patient triage groups (see below for triage 

team workflow details).  

5. HICS determines the remaining available resource and notifies the Triage Committees. Triage 

committee uses this information about current resources available to determine what priority group 

will receive resources. The patients who do not fall into that determined group(s) will be excluded 

from critical care and alternative medical therapy or palliative care will be provided.  

6. Triage team to notify primary attending physicians and HICS of specific patients who will not be 

allocated the resources.  

7. Primary team attending physician to notify patient and/or family.  

8. Appeals process can be initiated by the primary team if they deem necessary. See details of appeals 

process in full document.  

9. Current patients who are using resources will be re-evaluated at 7 days, then 14 days after initial 

allocation, then every 3 days after that.  

10. If they no longer meet criteria for critical resources, the triage team will notify the attending 

physician who will notify the family.  

 

If resources become available those in other color groups may become eligible for critical resources.  

 

Palliative care services will be available for all patients throughout this process.  
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Patient’s Primary Attending Role 

1. When surge is initially identified, the primary team’s assessment of the patient is expected to be 

completed expeditiously for all patients at risk for intubation. This will enable triage team sufficient 

time to complete their assessments.  

 

2. Primary team to review patient’s comorbidities in HealthLink. Ensure all sections are filled out. If a 

patient does not have a certain comorbidity you are still expected to document that they do not have 

it.  

 

3. Triage team will contact the primary team attending to confirm the MPS score and assign the patient 

to the priority group. The goal is for triage assessments to be done within 90 minutes of the process 

being triggered.  

 

4. The primary team attending will notify the patient/ family members about triage team’s decision.  

 

5. Appeals process can be initiated by the primary team if they deem necessary. See details of appeals 

process in full document. If the primary team wants to appeal, they should communicate with the 

triage team immediately.  

 

6. Primary team can consider social work or palliative care consult for assistance with difficult 

situations.  
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Triage Team Workflow 

1. HICS via medical director to reach out to the head of triage committee to communicate the beginning of the 

health system surge to activate triage teams. This will then be communicated to triage team leaders who will 

communicate to their triage team.  

 

2. HICS will be responsible for reaching out to the head of the triage committee to indicate when 

escalation from surge to crisis.  

 

3. Individual triage team leader to activate triage process. Meanwhile patient’s attending physician 

shall concurrently assess comorbidities and completing triage notes. Once this is completed the 

triage team work process can be started.  

 

4. Guidance for Multi-Principle Strategy (MPS) score is found in Table 1.  

The two rows in the Table are independent point values that are then totaled. The process includes the 

following:  

a. Determine SOFA score, assign point value in the column header. (e.g. SOFA 10 = 3 points). MPS per 

SOFA score can range from 1-4. If baseline MAP is <70 remove 1 from the SOFA score calculated prior 

to placing into MPS score.  

b. Then, no matter the SOFA score or point total for step one, determine the comorbidity burden 

and assign either 0, 2 or 4 points based on existing comorbidities. (e.g. cirrhosis with a MELD 

score > 20 = severely life limiting comorbidity= 4 additional points).  

 

Tips for MPS score calculation for comorbidities can be seen in the comorbidities document. A 

summarized version can be found in Table 2.  

 

Example of how to calculate comorbidities. If a patient has more than one comorbidity that fits 

the categories they get one score for the highest MPS scoring item. Eg. if a patient has 

malignancy with a life expectancy of 6 years that counts as a “major comorbidity” and should 

score 2 points. If the same patient has cirrhosis with a MELD score of 28. Then that counts as 

an “indicator of morbidity within 1 year” and therefore they score 4 MPS points.  

In this example the patient gets 2 MPS points for malignancy or 4 MPS points for cirrhosis. 

Given that we pick the highest number the only comorbidity score will end up being 4. (we do 

not count the 2 anywhere at this stage)  

 

c. Total the two point values (in our example above 3 + 4= 7). I.e. the points for SOFA score (must be 

between 1-4) + points for comorbidities (must be either 0,2 or 4) 

d. Group into priority groups 1, 2, 3 and 0 according to this total. 

e. The maximum point total for these additions is 8.  If it is more than 8, recheck your calculations. 
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5. If not told otherwise by HICS at this point, communicate the result to the primary team attending. There 

must be a confirmation by the primary attending of the result, a “warm handoff” is preferred.  

 

6. If communicated to triage team by HICS that a certain priority group has resources only for a 

limited number of patients then the team will proceed to apply the following as a tiebreaker:  

 

a. If further stratification within a group is required the raw MPS score can be used to differentiate 

among group members.  

b. Finally, simple lotters, or random allocation, is used.  

 

7. Reassessments of patients including recalculation of their MPS Score will be done periodically. Per 

ICU guidelines for treatment of COVID-19 the timeline has been established to be at 7 days, 14 

days and every 3 days after that. HealthLink will be configured to trigger a reassessment at these 

time points.  

 

8. Triage team leader is responsible for running a triage report (a list of everyone’s priority groups) 

every day to ensure that patients’ current priority group is still accurate based on the latest 

automatically calculated MPS score. If there is a discrepancy between the priority group and MPS 

score, then triage team leader to start recalculation of MPS as outlined in HealthLink triage team tip 

sheet.  

 

9. If a patient’s MPS score changes upon reassessment the patient may be assigned to a different 

priority group and resources reallocated within the new groups.  

 

Communication within triage committee  

1. Initial communication that triage team is activated will be done by head of triage teams via email AND 

preferred cell phone or pager a response is expected immediately. After the first day that initial surge is 

declared further shift times will be communicated at least 24 hours in advance.  

2. Shifts will be 13 hours and will be available day and night.  
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Appendix D 
MPS Scoring/Comorbidity Table 

1. Alzheimer’s or Related Dementia Scoring Scale 
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i MPS Score = Multi Principle Strategy Score 
HICS = Hospital Incident Command Center 
 
 
 
 


