
 

Crisis Triage Protocol 
 

This document is to be implemented when the demand for critical resources is more than the 

organization has capacity to care for. The Crisis Triage Protocol provides the framework for how 

decisions are made initially and then in an ongoing manner. The need for ongoing utilization of 

the Crisis Triage Protocol should be continuously evaluated and triage should be suspended 

immediately once critical resources are no longer scarce. 

Allocation process for ICU admission/ventilation 
The purpose of this section is to describe the allocation framework to make initial triage 

decisions for patients who present with illnesses that typically require critical care resources. 

The scoring system applies to all patients presenting with critical illness, not merely those with 

the disease or disorders that have caused the public health emergency. Chronic ventilator 

patients using their own ventilators should not have their ventilators reallocated.  

This process involves two steps, detailed below: 

1. Calculating each patient’s Sequential Organ Failure Assessment (SOFA) or 

modified SOFA (mSOFA) score. 

2. Determining each day how many priority groups will receive access to critical 

care interventions. 

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 support if available may be offered to allow the triage team 

to assess the patient for critical resource allocation.  

Ethical goal of the allocation framework.​ Consistent with accepted standards during public 

health emergencies, the goals of the allocation framework are to maximize benefit for 

populations of patients and honor the ethical commitments to ensure meaningful access for all 

patients, with determinations based on individualized patient assessments, without regard to 

age, disability, race, sex, sexual orientation, gender identity, immigration status, ethnicity, 

ability to pay, perceived quality of life, or homelessness.  

Note: ​ All patients should have their physician orders for life-sustaining treatment (POLST) 

forms or advance directives reviewed, updated, and followed, so that patients’ wishes can be 

followed to the extent possible in crisis care.  



STEP 1​: Calculate each patient’s SOFA or mSOFA score (or Pediatric Logistic Organ Dysfunction 

2 (PELOD-2) score for pediatric patients), and assign priority group.​  Patients who are more 

likely to survive with intensive care are prioritized over patients who are less likely to survive 

with intensive care. The SOFA score is a validated, objective measure of probability of survival 

to hospital discharge.  Alternately the mSOFA score can also be used to determine patients’ 

prognoses for hospital survival.  Lower scores indicate higher predicted benefit from critical 

care. 

Table 1. SOFA score SOFA Scale** 

 

Sequential Organ Failure Assessment (SOFA Scale) 

Dopamine (Dop), epinephrine (Epi), norepinephrine (Norepi) doses in ug/kg/min SI units in brackets  

Adapted from: Ferreira Fl, Bota DP, Bross A, Melot C, Vincent JL. Serial evaluation of the SOFA score to predict 

outcome in critically ill patients. JAMA 2001; 286(14): 1754-1758. 

*GCS 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 not caused by COVID-19, 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). 

**Modified SOFA or other objective, validated, nondiscriminatory survival scoring matrix may be used, including a 

COVID specific validated scoring system if one becomes available provided that the system does not use as a factor 

age, disability, or other characteristics listed in Key Points. 

 

As shown in ​Table 2​, priority groups are assigned according to the patient’s SOFA or  

mSOFA score, with group 1 being given the highest priority and group 4 given the  

lowest priority to receive critical care.   

 

Table 2.  Priority group based on SOFA score 

Variable 0 1 2 3 4 
PaO2/FiO2 mmHg >400 <​ 400 <​ 300 <​ 200 <​ 100 
Platelets, x 103/μL (x 
106/L)  

>150  
(>150) 

<​ 150 
(​<​ 150) 

<​ 100 
(​<​ 100) 

<​ 50 
(​<​ 50) 

<​ 20 
(​<​ 20) 

Bilirubin, mg/dL 
(μmol/L)  

<1.2 
(<20) 

1.2-1.9 
(20-32) 

2.0-5.9 
(33-100) 

6.0-11.9 
(101-203) 

>12 
(>203) 

Hypotension None MABP  <70 Dop  ​<​5 Dop >5, 
Epi ​<​0.1, 
Norepi ​<​0.1 

Dop >15, 
Epi >0.1 
Norepi  >0.1 

Glasgow Coma Score 
(GCS) * 

15 13-14 10-12 6-9 <6 

Creatinine, mg/dL 
(μmol/L)  

<12  
(<106) 

1.2-1.9 
(106-168) 

2.0-3.4 
(169-300) 

3.5-4.9 
(301-433) 

>5 
(>434) 

Principle Specification Priority Group* 
1 2 3 4 

Current 
Overall 
Clinical 

Prognosis for 
acute survival 
(SOFA score, 

SOFA score < 6 
Or 

mSOFA<6 

SOFA score 6-8 
Or 

mSOFA 6-8 

SOFA score 9- 11 
Or 

mSOFA 9-11 

SOFA score ​>​12 
Or 

mSOFA  ​>​12 



 

#SOFA = Sequential Organ Failure Assessment; note that a different, nondiscriminatory measure of acute 

physiology that predicts in-hospital mortality could be used in place of SOFA, provided that the system does not use 

as a factor age, disability, or other characteristics listed in Key Points, but should similarly be divided into 4 ranges.  

*Scores range from 1-4, and persons with the lowest score would be given the highest priority to receive critical 

care beds and services. 

 

Absence of categorical exclusion criteria:​ A central feature of this allocation framework is that 

it does not use categorical exclusion criteria to bar individuals from access to critical care 

services during a public health emergency. There are several ethical justifications for this. First, 

the use of rigid categorical exclusions would be a major departure from traditional medical 

ethics and raise fundamental questions of fairness. Second, such restrictive measures are not 

necessary to accomplish public health goals during a pandemic or disaster; it is equally feasible 

to assign all patients a priority score and allow the availability of resources to determine how 

many patients can receive the scarce resource. It is important to note that there are some 

conditions that lead to immediate or near-immediate death despite aggressive therapy such 

that during routine clinical circumstances clinicians do not provide critical care services (e.g., 

cardiac arrest unresponsive to appropriate advanced cardiovascular life support, massive 

intracranial bleeds not amenable to surgical intervention, intractable shock despite all 

appropriate treatment). During a public health emergency, clinicians should still make 

judgments about the medical appropriateness of critical care using the same criteria they use 

during normal clinical practice.  

 

STEP 2​: Make daily determinations of how many priority groups can receive the scarce 

resource.​ Hospital leaders and triage team should make determinations as needed, about 

which SOFA, mSOFA or ​PELOD-2 ​priority groups will result in access to critical care services. 

These determinations should be based on real-time knowledge of the degree of scarcity of the 

critical care resources, as well as information about the predicted volume of new cases that will 

be presenting for care over the immediate near-term. 

Resolving “ties'' in priority groups between patients​. In the event that there are ‘ties’ in SOFA, 

mSOFA, or ​PELOD-2​ priority groups between patients and not enough critical care resources for 

all patients with the lowest scores, consideration can be given to severe medical co-morbidities 

and advanced chronic conditions that limit near-term duration of benefit and survival. Patients 

who do not have a severely limited near-term prognosis for survival are given priority over 

those who are likely to die in the near-term, even if they survive the acute critical illness. Age, 

disability, ethnicity, perceived quality of life, homelessness do NOT define individuals likely to 

die in the near-term. Comorbid medical conditions occur in a spectrum of severity, and should 

only be used in allocation decisions based on the clinical decision that they will impact 

near-term survival. It is critical that objective criteria be used to define the severity of a given 

Status mSOFA, PELOD-2 
or other severity 
of illness score#) 

Or  
PELOD-2 ​≤​12 

Or 
PELOD-2 12-13 

Or 
PELOD-2 14-16 

Or 
PELOD-2 ​>​ 17 



comorbidity. The following are examples of severely life-limiting comorbidities which may 

correlate with a significantly increased risk of short-term mortality from critical illness. 

• Minimally conscious or unresponsive wakeful state from prior neurologic injury 

• American College of Cardiology/American Heart Association Stage D, NYHA class  

IV heart failure 

• World Health Organization Class 4 pulmonary hypertension 

• Severe chronic lung disease with FEV1<20% predicted, FVC<35% predicted, 

GOLD  

4 (D) 

• Cirrhosis with a model for end-stage liver disease score >20, Child-Pugh score >8 

• Malignant disease with a life expectancy of less than 12 months 

• Refractory hematologic malignancy (resistant or progressive despite 

conventional initial therapy) 

• Unwitnessed cardiac arrest, recurrent cardiac arrest, cardiac arrest with no 

return of spontaneous circulation 

• End-stage neurodegenerative disease 

• Severe and irreversible neurological event or condition, severe dementia 

• Severe circulatory failure, treatment-resistant despite 

• Increased vasoactive dose (hypotension and/or persistent inadequate organ 

perfusion) 

 

It is important to reiterate that all patients should be eligible to receive critical care beds and 

services regardless of their priority score. The availability of critical care resources should 

determine how many eligible patients will receive critical care.  

Reassessment for ongoing provision of critical care/ventilation  
 

The purpose of this section is to describe the process the triage team should use to conduct 

reassessments on patients who are receiving critical care services, in order to determine 

whether s/he continues with the treatment.  

Ethical goal of reassessments of patients who are receiving critical care services.​ The ethical 

justification for such reassessment is that, in a public health emergency when there is not 

enough critical care resources for all, the goal of maximizing the benefit for communities of 

patients would be jeopardized if patients who were determined to be unlikely to survive 

hospitalization were allowed indefinite use of scarce critical care services. In addition, periodic 

reassessments lessen the chance that arbitrary considerations, such as when an individual 

develops critical illness, unduly affect patients’ access to treatment.  



Approach to reassessment  

All patients who are allocated critical care services should be allowed a therapeutic trial of a 

duration to be determined by the clinical characteristics of the disease. Trial duration should be 

tailored to the patient, given the concern that patients with certain disabilities may need longer 

trials to determine benefit. The trial duration should be modified as appropriate if subsequent 

data emerge about the clinical course of the pandemic illness. Patients who present for acute 

care and are already using a ventilator chronically for pre-existing respiratory conditions (e.g., 

home ventilation or ventilation at a skilled nursing facility) should NOT be separated from their 

chronic ventilator to reallocate it to other patients. 

The triage team should conduct periodic reassessments of patients receiving critical 

care/ventilation. A multidimensional assessment should be used to quantify changes in 

patients’ conditions, such as recalculation of severity of illness scores, appraisal of new 

complications, and treating clinicians’ input. Patients showing improvement should continue 

with critical care/ventilation until the next assessment. If there are patients in the queue for 

critical care services, then patients who upon reassessment show substantial clinical 

deterioration, as evidenced by worsening severity of illness scores or overall clinical judgment 

should have critical care withdrawn, including discontinuation of mechanical ventilation, after 

this decision is disclosed to the patient and/or family. Although patients should generally be 

given the full duration of a trial, if patients experience a precipitous decline (e.g., refractory 

shock and disseminated intravascular coagulation) or a highly morbid complication (e.g., 

massive stroke) which portends a very poor prognosis for near-term survival, the triage team 

may make a decision before the completion of the specified trial length that the patient is no 

longer eligible for critical care treatment. 

Appropriate clinical care of patients who cannot receive critical care  

Patients who are no longer eligible for critical care treatment should receive medical care 

including intensive symptom management and psychosocial support. Where available, 

specialist palliative care teams should be available for consultation.  

Communication of triage decisions to patients, families, and 
surrogates 

Communication or disclosure of such triage decisions to patients and/or their next of kin is a 

required component of a fair triage process that manifests respect for persons, and takes into 

account individual needs and preferences. 

The triage team should first inform the affected patient’s attending physician about the triage 

decision. Those two physicians should collaboratively determine the best approach to inform 

the individual patient and family. Options include: 1) solely the attending physician; 2) solely 

the triage officer; or 3) a collaborative effort between the attending physician and triage officer. 



Appeals process for individual triage decisions 

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

identified triage team member should be prepared to explain the calculation to the patient or 

family on request. 

Decisions to withdraw a scarce resource should have a more robust process for appealing 

decisions to withdraw or reallocate critical care beds or services. Elements of this appeals 

process include: 

● The individuals appealing the triage decision should explain to the triage team 

the grounds for their appeal. Appeals based in an objection to the overall 

allocation framework should not be granted. 

 

● The triage team should explain the grounds for the triage decision that was 

made. 

 

● Appeals based on considerations, other than disagreement with the allocation 

framework, should immediately be brought to a Triage Review Committee that is 

independent of the triage team and of the patient’s care team. Any triage 

decision based on the factors such as age, disability, race, sex, sexual orientation, 

gender identity, immigration status, ethnicity, ability to pay, perceived quality of 

life, or homelessness. should be reversed and re-determined using only the 

relevant, individualized clinical assessment. 

 

● The appeals process must occur quickly enough that the appeals process does 

not harm patients who are in the queue for scarce critical care resources 

currently being used by the patient who is the subject of the appeal. 

 

● The decision of the Triage Review Committee or subcommittee is final. 

 

● Periodically, the Triage Review Committee should retrospectively evaluate 

whether the review process is consistent with effective, fair, and timely 

application of the allocation framework. 
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