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Introduction 

Many ethical issues have arisen because of the COVID-19 pandemic. For example, there are 

ethical issues regarding voluntary self-isolation, social distancing, testing, and resource allocation. 

This document focusses on the specific ethical issue of rationing invasive mechanical ventilation 

in the unlikely event that there is a surge in cases of infection that overwhelms the health care 

system. There are three sections: Section 1 presents the Ethics Framework, Section 2 discusses 

some essential System and Process issues, and Section 3 provides Guidelines for making triage 

and rationing decisions. It is important to note that this document applies to all patients admitted 

to the ICU and/or receiving invasive ventilation, not only COVID-19 patients during a pandemic. 

 

Ethics Framework: The primary objective of this document is to save as many lives as possible. 

This approach requires adopting a public health ethic that focusses on producing good outcomes 

rather than meeting the needs of individual patients, i.e., promoting the principle of utility. This 

means that patients with the highest probability of surviving to hospital discharge will be 

prioritized over other patients who might benefit from treatment but are not expected to achieve 

that outcome.  

 

Provincial Oversight Committee: Rationing life sustaining interventions in this way is ethically 

justifiable if, and only if, it is absolutely necessary; in other words, it must be a last resort. It would 

be unacceptable if, because of a lack of ventilators, a patient in one region of New Brunswick was 

denied this potentially life saving treatment but there was an available ventilator elsewhere in the 

province. Therefore, this document establishes a Provincial Oversight Committee that has real-

time awareness of ventilator availability throughout the province. This group will have the ability 

to move patients and/or equipment around the province, it will be responsible for monitoring 

hospital level rationing decisions for equity, and it will be tasked with regularly re-evaluating the 

rationing guidelines in this constantly evolving pandemic.  

 

Interdisciplinary Clinical Triage Team (ICTT): If these extreme rationing decisions must be 

made, they could cause considerable distress among front line health care professionals. 

Healthcare Administration has an ethical duty to mitigate such emotional trauma and to assume 

responsibility for these tragic decisions. Therefore, this document establishes Interdisciplinary 

Clinical Triage Teams (ICTT) in each facility. These teams will be responsible for making the 

rationing decisions. The treating health care professionals will not be involved in rationing and 

will focus on providing care within the parameters of their fiduciary duties.  

 

Triage Guidelines: The guideline section of this document should be supplemented by clinical 

judgment. COVID-19 is a novel virus and, at the time of writing this document, there is a paucity 

of high-quality scientific evidence. Tempered with clinical judgment, the ICTT has the mandate 

to triage each patient as appropriately as possible; these guidelines are one of their tools.  
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Section 1 – Ethics Framework 

The COVID-19 Pandemic is expected to create many difficult ethical issues. Of concern within 

the hospital setting is the ethics of resource allocation. It is possible (although very unlikely) that 

there will be a surge in the demand for services that is so large that the system will progressively 

become overrun. One of the most dreaded COVID-19 rationing issues is the allocation of invasive 

mechanical ventilation (i.e., ventilators). 

 

Currently the regional health authorities have approximately 180 ventilators, and additional 

ventilators are available in stockpile. Providing ventilator treatment to a patient is complex; the 

patient is typically sedated and requires careful monitoring in an intensive care unit (ICU). A 

shortage of trained staff, ICU space, or ventilators could result in the need to make rationing 

decisions. If it is necessary to ration ventilators, because of an absolute shortage, the patient-

centered approach to clinical ethics might not be enough.  

 

Patient-Centered Ethics 

Under normal circumstances the healthcare professional and patient relationship is rooted in the 

best-interest principle; the technical term is a “fiduciary relationship.” The healthcare professional 

is in a position of power and the patient is considered vulnerable. Therefore, the healthcare 

professional has the legal and ethical duty to act in the patient’s best interest. For example, most 

emergency departments will prioritize a critically ill patient over patients who are not as sick. The 

implicit ethical principle is that the critically ill patient has the greatest need and, therefore, 

expedited treatment is in their best interest.  

 

Pandemic Ethics 

If the objective in a pandemic is to save as many lives as possible, then the patient-centered 

approach could be counter productive in many situations. When there are limited resources (or an 

absolute shortage), prioritizing “individual needs” over the “greater good” may not result in saving 

as many lives as possible. In fact, this approach may contribute to the worst possible outcome, i.e., 

a situation where resources are provided to patients that are not expected to survive at the expense 

of those expected to have better outcomes.  

 

Principle of Utility 

If the objective is to save as many lives as possible, then it will be necessary to prioritize patients 

expected to have the best outcome and not necessarily those with the greatest need. This means 

that it will be necessary to determine: 1) those patients who are so ill that they will probably die 

even if they receive treatment, 2) those patients who will likely survive even without treatment, 

and 3) those patients who might survive, but their survival is dependent on receiving treatment. 

The most consistent interpretation of the principle of utility is to try and save as many people in 

the third group as possible.  

 

The principle of utility emphasizes the concept of instrumental value. In other words, decisions 

must attempt to create the most productive outcomes possible. In some circumstances this might 

include prioritizing certain groups that have higher instrumental value. For example, some 



 

  3 

approaches might provide preferential access to health care providers if there is a staff shortage 

and they are needed to further combat COVID-19. 

 

Equity 

The principle of equity refers to the fair distribution of benefits and burdens. Put another way, we 

should not discriminate against anyone (or any group) simply to facilitate the objective of 

achieving the greatest utility. Section 15 of the Canadian Charter of Rights and Freedoms states: 

 

15. (1) Every individual is equal before and under the law and has the right to the equal 

protection and equal benefit of the law without discrimination and, in particular, 

without discrimination based on race, national or ethnic origin, colour, religion, sex, 

age or mental or physical disability. 

 

Definition of Best Outcome 

The best outcome is defined as survival to hospital discharge. In other words, patients with the 

highest probability of living to be discharged from the hospital will be prioritized. Within the 

context of allocating ventilators, the rate limiting factor is that there could be more patients 

requiring invasive ventilation than there are ventilators. Therefore, the goal must be to successfully 

ameliorate the rate limiting factor, i.e., effectively liberate patients from ventilator support and 

discharge them from the hospital. Other factors such as age, quality adjusted life years, and stage 

in the life cycle will not be considered. 

 

Summary of the Ethics Framework 

In summary, the objective is to save as many lives as possible. This means that resources will be 

directed to those who would likely die without treatment, but with treatment they have a good 

chance of surviving to hospital discharge. In pursuing this objective, we must not discriminate 

against people based on their race, national or ethnic origin, colour, religion, sex, age or disability. 

Section 2: System and Process Issues 

Provincial Committee 

The Provincial Committee will be responsible for ensuring that the guidelines regarding ventilator 

rationing decisions are being applied consistently across the province and that the criteria for 

making these decisions are impartial and up-to-date. This committee should be composed of 

individuals with the medical, scientific and ethical expertise to competently examine the existing 

state of knowledge on COVID-19. Furthermore, this committee must have real time knowledge of 

resource availability in the province. 

 

The Provincial Committee will be responsible for activating this triage protocol and is accountable 

for the resulting decisions, particularly for the decisions not to admit someone to intensive care, 

not to provide invasive ventilation, and the decision to withdraw potentially beneficial life 

sustaining treatment.  
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Interdisciplinary Clinical Triage Team (ICTT) 

The ICTT must have the clinical knowledge to review each case and use the relevant screening 

tools. This team should consist of a critical care physician, critical care nurse, a respiratory 

therapist, an ethicist, and someone from hospital administration responsible for allocating beds. 

Every facility providing invasive ventilation should have at least one ICTT. This team is 

responsible for communicating with the patient and family.  

 

The ICTT will be responsible for implementing the different triage levels at the direction of the 

Provincial Committee. It will also be responsible for communicating with the clinical team, the 

most responsible physician, and the patient/family. The ICTT will address any issues regarding 

the patient’s code status, advanced directive, disagreement with the decision to withhold or 

withdraw treatment, or any other form of disagreement with the care team or family. 

Section 3: Guidelines 

There are two steps to the guidelines: assessment and prioritization of ICU patients, and the levels 

of triage. Table 1 depicts the priority status of patients admitted to the ICU after being assessed 

and Table 2 illustrates the process for activating the three different Levels of Triage. Figure 1 

illustrates the entire process. 

 

Table 1: Priority Status of Patients Admitted to the ICU After Being Assessed 

2a. Blue 2b. Yellow 2c. Red 

High Probability of in hospital 

mortality.  

Moderate chance of living to be 

discharged from the hospital. 

The best chance of living to be 

discharged from the hospital. 

Given the current lack of knowledge regarding COVID-19, the Provincial Committee, and 

representatives from the various ICTTs should begin work studying the best way to screen and 

access patients admitted to the ICU. The objective is to find scientifically valid and ethically 

justifiable methods for determining the above-mentioned classifications. This should include 

clinical judgment and a critical appraisal of the various severity scales and scoring systems used 

in the ICU for predicting mortality. 
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Table 2: Level of Triage, Trigger, Role of Provincial Committee and Role of ICTT 

Level of 

Triage 
Trigger 

Provincial 

Committee 
ICTT 

Level 1 Some, but not 

all, facilities 

at 100% 

capacity 

Activate Level 1 

Triage 

Identify staff, resources, or patients to be 

moved and coordinate the move. 

Level 2 All facilities 

at 100% 

Determine that 

every ventilator in 

the province is in 

use.  

 

Activate Level 2 

Triage 

Identify patients that have the lowest likelihood 

of living to be discharged from hospital and do 

not admit to the ICU. If this persists for more 

than 24 hrs withdraw treatment form patients 

that have the lowest likelihood of living to be 

discharged from the hospital. 

 

Withhold or Withdraw Treatment from Blue 

patients (2a). 

Level 3 All facilities 

at 100% for 

prolonged 

period. 

Activate Level 3 

Triage 

Repeat Level 2 process but include Yellow 

patients (2b). 

 

Withhold or Withdraw Treatment from Blue 

patients (2a) and Yellow patients (2b) 

 

Level 1 Triage would be activated when the Provincial Committee detects that they must transfer 

patients to available resource or have resources transferred to patients. This will occur when the 

demand for ventilators in some facilities is approaching 100% but other locations are operating at 

less than 100%.  

 

Level 2 Triage would be activated only after Level 1 has been completely implemented and the 

Provincial Committee determines that every ventilator in the province is in use. If Yellow patients 

(2b) or Red patients (2c) require ventilator treatment and Level 1 has been fully implemented, then 

the Provincial Committee will instruct the local ICTT to stop admitting Blue patients (2a) to the 

ICU. If the need for this level of triage persists for more than 24 hrs then Blue patients (2a) 

receiving ventilator support will have it withdrawn.  

 

Level 3 Triage will be activated only after Level 2 has been completely implemented and the 

Provincial Committee has determined that every ventilator in the province is in use. At this point, 

if Red patients (2c) require ventilator treatment the Provincial Committee will instruct the ICTT 

to restrict admission to the ICU of Blue Patients (2a) and Yellow patients (2b). If this level of 

triage persists for more than 24 hrs then then Yellow patients (2b) receiving ventilator support will 

have it withdrawn.  
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Figure 1: Flow Chart for Allocating Ventilators During the COVID-19 Pandemic 

 
 

2a.b.c. Blue, Yellow and Red Patients 

 

• These are patients admitted to the ICU before this triage protocol is activated or when 

a Level One triage has been activated by the Provincial Committee.  

• All three groups of patients will be provided with the highest standard of care possible 

given the reality of limited resources. 

• The ICTT will be responsible for classifying these patients appropriately based on 

each patient’s probability of living to be discharged from the hospital. The ICTT will 

also make all decisions about withholding or withdrawing treatment given the Level 

of Triage that has been activated. 

  

Reassessment 

Unless condition 

worsens do not 

withhold or 

withdraw 

treatment. 

Reassessment 

Level 3 Triage: 

Withhold and/or 

Withdraw 

ventilator support. 

Reassessment 

Level 2 Triage: 

Withhold and/or 

Withdraw 

ventilator support. 

2c. Red 

Best chance of 

living to be 

discharged 

from the 

hospital. 

2b. Yellow 

Moderate 

chance of living 

to be discharged 

from the 

hospital. 

2a. Blue 

Worst chance 

of a living to 

be discharged 

from the 

hospital. 

1. Patients will be assessed to 

identify those that have the 

best chance of living to be 

discharged from the hospital. 
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https://www.nejm.org/doi/full/10.1056/NEJMp2005492
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oversight to guard against inappropriate inequities, and 3) the rationing criteria should be 

regularly re-evaluated.  

 

19. Rothstein M. Flattening the curve, then what? Hastings Centre, Bioethics Forum Essay.  

https://www.thehastingscenter.org/flattening-the-curve-then-what/ 

 

• This article argues that the “flattening the curve” strategy is, in reality, a short-term 

necessity resulting from systemic public health failures in the past. The article uses the 

experience of Taiwan as an example. I quote: 

 

“By comparison, Taiwan overreacted to the SARS epidemic in 2003, and placed 132,000 

people in home quarantine, which identified only 2 cases and caused widespread panic. 

Determined not to repeat the same mistake, the government rejected indiscriminate 

quarantine. Instead, it aggressively screened travelers, and promptly instituted widespread 

testing, contact tracing, and isolation. As a result, despite being 81 miles from mainland 

China, Taiwan only had 195 cases and 2 deaths from COVID-19 as of March 23, 2020.” 

On March 26, 2020 Taiwan had 252 cases, 2 deaths and a rate of 11 cases/million 

population. Canada has about 104/million and the US has 248/million. 

 

20. Surviving Sepsis Campaign: Guidelines on the management of critically ill adults with 

Coronavirus Disease 2019 (COVID1-1 

https://link.springer.com/content/pdf/10.1007/s00134-020-06022-5.pdf 

 

• These are recommendations from 36 experts from 12 countries about managing COVID-

19 patients in the ICU. It investigates 54 different recommendations as well as the level of 

evidence for each recommendation. 

 

21. The Commonwealth of Massachusetts Executive Office of Health and Human Services: Crisis 

Standards of Care planning guidance for the COVID-19 Pandemic  

https://d279m997dpfwgl.cloudfront.net/wp/2020/04/CSC_April-7_2020.pdf 

 

• This document presents a process for making triage decisions and explains the underlying 

ethical principles. Patients that would receive critical care services under normal 

circumstances are assessed to determine whether they are at risk of imminent death. Those 

at imminent risk are referred to symptom management and psychosocial support (i.e., 

palliative care), those not at risk are assessed by the Triage Officer. The Triage Officer, 

using SOFA, determines if the patient is a high priority, intermediate priority or low priority 

for critical care services. Patients are then reassessed regularly. The ethical principles in 

this document are to maximize overall benefit by saving lives but more importantly by 

maximizing the number of life years saved. Examples of near imminent risk of death are 

cardiac arrest unresponsive to appropriate ACLS, overwhelming traumatic injuries, 

massive intracranial bleeds, and intractable shock. (Note: this is a good document except 

for the explicit age discrimination.) 

 

22. Truog R, Mitchell C, Daley G. The toughest triage – allocating ventilators in a pandemic. The 

toughest triage – Allocating ventilators in a pandemic 

https://www.thehastingscenter.org/flattening-the-curve-then-what/
https://link.springer.com/content/pdf/10.1007/s00134-020-06022-5.pdf
https://d279m997dpfwgl.cloudfront.net/wp/2020/04/CSC_April-7_2020.pdf
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https://www.nejm.org/doi/full/10.1056/NEJMp2005689?query=recirc_curatedRelated_article 

 

• This article looks that the dilemma of withdrawing ventilatory support from patients during 

the COVID-19 pandemic. Typically, the withdrawing of life-sustaining treatment would 

happen in collaboration with the patient (and/or family) or it might occur in circumstances 

where continued treatment is considered futile. During this pandemic, however, the 

decision to withdraw treatment might be made because of limited resources, which is 

basically unprecedented in North America. In this situation the authors argue that a triage 

committee be responsible for making this decision and communicating it to the family. It 

is imperative that front-line professionals be supported in maintaining their fiduciary duties 

to their patients.  

 

23. UNESCO International Bioethics Committee and UNESCO World Committee on the Ethics 

of Scientific Knowledge and Technology. Statement on COVID-19: Ethical considerations 

from a global perspective (2020).  

https://unesdoc.unesco.org/ark:/48223/pf0000373115 

 

• This is a joint statement that affirms their respective positions on 11 ethical issues. Of 

particular note is statement #4, which refers to vulnerable individuals. It cautions that a 

pandemic might exacerbate the vulnerability of already vulnerable people.  

 

24. U.S. Public Health Service Commissioned Corps: Optimizing ventilator use during COVID-

19 Pandemic  

https://www.hhs.gov/sites/default/files/optimizing-ventilator-use-during-covid19-

pandemic.pdf 

 

• This document does not explicitly consider the rationing question but provides practical 

advice for maximizing ventilator use. There is a consensus statement against using a 

ventilator to treat more than one patient at a time; however, if this has to be done, it provides 

instructions.  

 

25. Venkatapuram, S. COVID-19 and the global ethics freefall. Hastings Bioethics Forum, 

Pandemic Planning.  

https://www.thehastingscenter.org/covid-19-and-the-global-ethics-freefall/ 

 

• This article contrasts the Utilitarian approach to managing a pandemic, such as the methods 

used by China in Wuhan, with a social justice perspective. To quote the author: “Public 

health ethics is not primarily or foremostly about the conflict between the interests of the 

few versus the greater good. It is about how we organize our society, how we relate to one 

another, to ensure that every individual is able to pursue a good life.” The practical aspect 

of this paper is the focus on public discourse. Decisions should be transparent and 

accountable.  

 

26. Vitalité Halth Network. Guide to adult critical care triage: SARS-CoV-2 (COVID-19). March 

27, 2020 

 

https://www.nejm.org/doi/full/10.1056/NEJMp2005689?query=recirc_curatedRelated_article
https://unesdoc.unesco.org/ark:/48223/pf0000373115
https://www.hhs.gov/sites/default/files/optimizing-ventilator-use-during-covid19-pandemic.pdf
https://www.hhs.gov/sites/default/files/optimizing-ventilator-use-during-covid19-pandemic.pdf
https://www.thehastingscenter.org/covid-19-and-the-global-ethics-freefall/
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• This document outlines a three-step triage process: 1) eligibility criteria for admission to 

the ICU, 2) exclusion criteria, and 3) an assessment with the Sequential Organ Failure 

Assessment tool (SOFA). If a patient meets one of the eligibility criteria and none of the 

exclusion criteria, the SOFA assessment is used to determine the patient’s priority level for 

critical care: Green means that the patient does not need critical care: Red means the patient 

had a SOFA score < 7 and is the highest priority for critical care, Yellow is for patients 

with a SOFA score between 8-11 and is an intermediate priority for critical care, and Blue 

is the category of patients with a SOFA score > 11 and represents patients who should not 

be admitted to the ICU or should be discharged if the need arises. The following three 

tables summarize the Eligibility Criteria, the Exclusion Criteria, and the Priority Levels. 

 


