COVID-19 Addendum: Allocation of Scarce Resources in Acute Care Facilities
Recommended for Approval by State Disaster Medical Advisory Committee (SDMAC) – 6/12/2020
Development of the COVID-19 Addendum
This addendum was created from a proposed COVID-19 triage protocol given to the Arizona Department of
Health Services on April 16, 2020. The proposal was the product of a joint collaboration between Chief
Medical Officers or their designees: Dr. David Beyda of the University of Arizona College of Medicine - Phoenix,
Dr. Hannah Dillon of Tucson Regional Medical Center, Dr. William Ellert of Abrazo Healthcare and Carondelet
Healthcare Phoenix, Tucson & Nogales, Dr. Keith Frey of CommonSpirit Arizona Division Dignity Health, Drs. C.
Bree Johnston and Patricia Mayer of Banner Health, Dr. Nina Shah of Honor Health, and Dr. Zebulon Timmons
of Phoenix Children’s Hospital.
Additionally, attendees of the statewide addendum discussions included Chief Medical Officers or their
Designees from the following systems/facilities: Canyon Vista Medical Center, Havasu Regional Medical
Center, Indian Health Service, Kingman Regional Medical Center, Northern Arizona HealthCare, Summit
Healthcare, Veteran’s Administration, Valleywise Health, Yavapai Regional Medical Center, and Yuma Regional
Medical Center.
Upon receipt, the Arizona Department of Health Services reformatted and organized the document in line
with the preexisting Arizona Crisis Standards of Care Plan, 3rd edition. Clarifications in line with the U.S. Health
and Human Services (HHS) bulletins were made, but otherwise no other substantive content changes.
Scope of COVID-19 Addendum
This addendum specifies statewide triage protocols for acute care facilities during the COVID-19 pandemic. It
corresponds with the Arizona Crisis Standards of Care Plan, 3rd edition but offers further guidance to reflect
current best practices and recently published evidence on COVID-19. Triage color groupings have been
updated to include SOFA scores consistent with current literature.
After describing the Scope and Principles, the structure of this Addendum includes Section A (Stabilization of
Patients Awaiting Triage), Section B (COVID-19 Triage Protocols for Scarce Resource Allocation), Section C
(Pediatric Considerations) and References.
Principles of COVID-19 Addendum
All lives are precious. If resources are sufficient, all patients who can potentially benefit from therapies will be
offered therapies. If resources are insufficient, all patients will be individually assessed. No one will be
categorically denied care based on stereotypes, assumptions about any person’s quality of life, or judgement
about a person’s “worth” based on the presence or absence of disabilities.
All patients, regardless of resource availability, will be treated with respect, care, and compassion. Triage
decisions will be made without regard to basis of race, ethnicity, color, national origin, religion, sex, disability,
veteran status, age, genetic information, sexual orientation, gender identity, quality of life, or any other
ethically irrelevant criteria.

It is the intention of Arizona health systems to collaborate such that no system reaches a Contingency or
Crisis Level unless all do. These triage protocols will go into effect when a facility moves from Conventional
(hereafter called Conventional, see page 18 of the Arizona Crisis Standards of Care Plan, 3rd edition) to
Contingency or Crisis Levels of Care (hereafter called Contingency or Crisis, respectively). If time permits,
facilities that have reached Contingency or Crisis Levels and face shortages of resources (hospital beds, ICU
beds, ventilators, dialysis machines, etc.) should work with other facilities to see if these resources are
available elsewhere. If time does not permit and/or other facilities are short on critical resources, triage
protocols as outlined here will go into effect. The Arizona Department of Health Services will coordinate
information regarding the Contingency and Crisis Indicators and lead the decision-making process of
transitioning to Contingency or Crisis Levels.
Prior to, as well as during, implementation of Crisis Standards of Care, all efforts must be made to determine a
patient’s goals of care and treatment preferences. It is imperative to know whether aggressive interventions
such as hospitalization, ICU admission or mechanical ventilation are consistent with a patient’s preferences.
For a patient with decision-making capacity, the individual’s informed refusals should be respected. All
hospitalized patients should be asked about advance care planning documents, goals of care, and are strongly
encouraged to appoint a proxy decision-maker (e.g., medical durable power of attorney (MDPOA) or health
care agent) if not previously in place. Patients in nursing homes, skilled nursing facilities, other long-term care
settings, and outpatient care settings should also be asked about their goals of care and advance care planning
documents and encouraged to appoint a proxy who is aware of their preferences regarding hospitalization and
critical care if not in place. If advance care planning documents are in place and available the healthcare
provider should verify the patient’s goals of care and treatment preferences remain the same. Medical orders
and advance care planning documents should be updated if the patient’s treatment wishes have changed.
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Section A: Stabilization of Patients Awaiting Triage
First responders and treating clinicians should stabilize undifferentiated patients as they would under normal
or Conventional circumstances (up to and including intubation for those in respiratory distress).
If a facility or EMS agency is in Contingency or Crisis Levels and critical resources are scarce, consultation with
a Triage Officer (facility) or Incident Command in conjunction with Administration Medical Director (EMS
Agency) may be done when making critical resource allocation decisions. Temporary support may be offered
(e.g., nonrebreather reservoir mask, bag valve mask for ventilation, intravenous fluids, vasopressors) until the
Triage Officer/Incident Command can complete their assessment. Every effort should be made to complete
the initial triage assessment as soon as possible if critical care resource need is identified.

Diagram 1 represents the flow of patient arrival through receiving triage and the importance of establishing
goals of care.
Diagram 1
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Section B: COVID-19 Triage Protocols for Critical Care Resource Allocation
As per the Arizona Crisis Standards of Care Plan, 3rd edition (pages 16, 70-72) on designating a Clinical Care
Committee (CCC) and Triage Officers, those serving as representatives of the CCC and Triage Staff should not
be treating providers, unless that is impossible given the staffing capabilities of the facility. Triage staff will
recuse themselves from triage determinations for patients they are personally treating unless no other option
exists.
These triage protocols would then be applied to both COVID-19 and non-COVID-19 patients.
Initial Process
1. The CCC will maintain situational awareness and report to the facility or system Incident Commander to
coordinate Crisis Standards of Care priorities and guidance within the Emergency Operations Center. The
CCC will liaise between the Arizona Department of Health Services and the healthcare facility as needed to
implement the Crisis Standards of Care at the facility level.
2. Triage Officers will review all cases brought forth for review under the Crisis Standards of Care and will
triage patients according to the Crisis Standards of Care priorities and any additional protocols or guidance
developed or approved by the Arizona Department of Health Services.
a. If Crisis Standards of Care are implemented, treating providers will communicate pertinent
clinical details to the representative of the CCC and the Triage Officer(s) as necessary.
b. Providers will assign Triage Priority Scores and Triage Color Groups, modeled on several other
state protocols, but remove age as a factor. This is conceptually consistent with the Arizona
Crisis Standards of Care Plan, 3rd edition. Assessments must be individualized for each patient
based on the best available, relevant, and objective medical evidence.
i. STEP 1: Assign points for the triage priority score according to the individual patient’s
SOFA score (range from 1-4 points), according to Reference Table 1-A / Reference Table
1-P and Summary Table 1.
ii. STEP 2: Assign additional points based on the individual evaluation of the patient and
consideration of 1 year or 5 year mortality. A maximum of 4 points (not 6 points) will
added from this step.
iii. STEP 3: Add points from STEP 1 and STEP 2 together to produce a total triage priority
score, which ranges from 1-8.
iv. STEP 4: Triage color groupings are then assigned based on the triage priority score,
according to Summary Table 2. Lower scores indicate higher likelihood of benefiting
from critical care, and priority is given to those with lower scores.
c. In the rare instance in which Reference Tables 1-3 may not capture an element important in
determining prognosis, providers may consider extra elements in cases where triage color
groupings are equal or are unable to be determined due to a lack of clinical data.
d. After presenting relevant clinical information, treating providers will be recused and the Triage
Officer(s) will make a triage decision regarding the allocation of scarce resources; for example,
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the initiation, continuation, or withdrawal of a particular scarce resource. Treating providers
will not make decisions to withhold or withdraw life-sustaining interventions in Crisis
Standards of Care situations as long as an independent Triage Officer is available.
e. Treating providers may make decisions to withhold or withdraw life-support based on goals of
care conversations through shared decision-making with patient/family. This is consistent
with conventional practice.
Explanation of Triage Priority Scores and Triage Color Groups
Triage Priority Scores are calculated using a point system based in a multi-principle allocation framework. No
single score (SOFA or PELOD-2) or condition alone is used to determine a final triage priority score. All
patients will be eligible to receive critical care beds and services regardless of their triage priority score, but
available critical care resources will be allocated according to priority score, such that the availability of these
services will determine how many patients will receive critical care.
Triage Priority Scores can be converted to three color-coded priority groups, called Triage Color Groups, in
accordance with the Arizona Crisis Standards of Care Plan, 3rd edition: RED, YELLOW and BLUE (pages 30-31).
Triage Color Groups, indicating priority for critical care resources, are assigned and modeled on several other
state protocols, but remove age as a factor for Triage Priority Scores or Triage Color Groups.
If there are multiple patients that have equal Triage Priority Scores, an Equal Priority Process will be used,
which is described below. If there is still not resolution of priority, then a second review will be obtained from
another non-treating Triage Officer.
Determination of Triage Priority Scores and Triage Color Groups
The following tables and diagrams will assist in determining the Triage Priority Score and Triage Color Groups
for an individual patient. Summary Tables 1 and 2 illustrate the crux of the determination; Reference Table 1A is the Sequential Organ Failure Assessment (SOFA) Score. Reference Table 1-P is the PELOD-2 score. If some
of the information normally used to determine the severity of underlying conditions is not immediately
available, clinical judgment will be required.
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Summary Table 1: Multi-principle Strategy for Determining Triage Priority Score for an Individual Patient;
Based on Pittsburgh, California and Maryland Frameworks
0 POINTS
SOFA score
(Table 1-A)
Or PELOD-2
score (Table
1-P)

1 POINT

2 POINTS

3 POINTS

4 POINTS

ADULT SOFA
SCORE (<6)
OR PEDIATRIC
PELOD-2 SCORE
<12

ADULT SOFA
SCORE (6-8)
OR PEDIATRIC
PELOD-2 SCORE
12-13

ADULT SOFA
SCORE
(9-11)
OR PEDIATRIC
PELOD-2 SCORE
14-16

ADULT SOFA SCORE
(≥12)
OR PEDIATRIC
PELOD-2 SCORE ≥
17

----------------------------------PLUS---------------------------------Additional
considerations

ADD
0 POINTS

Expected to live
more than 5
years if patient
survives the
acute illness

ADD
2 POINTS

ADD
4 POINTS

Death expected
within 5 years
despite
successful
treatment of
acute illness

Death expected
within 1 year
despite successful
treatment of acute
illness

Example: SOFA SCORE 14(4 points) + EXPECTED TO LIVE MORE THAN 5 YRS IF THEY SURVIVE THE ACUTE ILLNESS(0 points)=
TRIAGE PRIORITY SCORE: 4
Example: SOFA SCORE 6(2 points) + DEATH EXPECTED WITHIN 5 YRS DESPITE SUCCESSFUL TREATMENT OF ACUTE ILLNESS(4 points)=
TRIAGE PRIORITY SCORE: 6
Example: SOFA 14(4 points) + DEATH EXPECTED WITHIN 1 YR DESPITE SUCCESSFUL TREATMENT OF ACUTE ILLNESS(4 points)=
TRIAGE PRIORITY SCORE: 8

Summary Table 2: Determining Triage Color Group for an Individual Patient
Triage Color Group
RED
HIGHEST PRIORITY FOR CRITICAL CARE RESOURCES
YELLOW
INTERMEDIATE PRIORITY FOR CRITICAL CARE RESOURCES
BLUE
LOWEST PRIORITY FOR CRITICAL CARE RESOURCES

Triage Priority Score from
Summary Table 1
1-3
4-5
6-8
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Reference Table 1-A: Sequential Organ Failure Assessment (SOFA) Score

Equal Priority Resolution Process
Before proceeding with this process, it is important to be aware there are some persons who are likely to
experience immediate or near-immediate death despite aggressive therapy, such that during conventional
care clinicians do not provide critical care services (e.g., massive intracranial bleeds not amenable to surgical
intervention, intractable shock despite treatment). During a public health emergency, clinicians must still
make those same judgments about the medical appropriateness of critical care services using the criteria they
use during conventional care.
Once patients have been classified according to their Triage Priority Scores and Triage Color Groups, a
situation could still arise where limited resources are needed by two or more patients with the same Triage
Priority Scores.
If two or more patients require a single resource, additional factors may be considered as priorities,
including:
1. Pediatric patients < 18 years of age
2. First responders or frontline healthcare workers (HCWs). This prioritization reflects the instrumental
value HCWs serve in the community during a pandemic, as well as an acknowledgement of the
increased risk they are assuming in caring for high-risk patients. They specifically do not receive priority
because of an estimation of worth.
3. Single caretakers for minors or dependent adults
4. Pregnant patients
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5. Opportunity to experience life stages (childhood, young adulthood, middle years, and older years). The
justification for this principle does not rely on considerations of one’s intrinsic worth or social utility,
but rather that younger individuals have had the least opportunity to live through life’s stages. Public
engagement regarding allocation of critical care resources supports the use of this principle for
allocation decisions. (Neuberger 1998)
If patients requiring the same scarce resource cannot be effectively prioritized with any of the above,
allocation should proceed randomly.
Ongoing Triage
At regular intervals (daily for hospitalized patients) Triage Priority Scores will be recalculated. This does not
mean patient care will necessarily change; this is to allow treating physicians and Triage Officers to remain
aware of each patient’s status and for Incident Command awareness of local resources in relationship to
demand.
1. If an individual patient receiving scarce resources develops a condition that would drastically affect
their Triage Priority Score, that individual patient could have their triage color group reassigned.
2. A patient will not be reassigned a lower Triage Color Score simply because they continue to require a
scarce resource such as a ventilator. As long as the clinical course is not dramatically worse (e.g., the
development of a devastating complication) and the attending physician feels continued use of the
scarce resource is medically indicated, the resource will not be reassigned. The attending cannot
overrule the Triage Officer. Emerging clinical information on COVID-19 infections indicates some
patients require prolonged ventilation; we also expect new information might change treatments or
current therapies for this new and incompletely characterized infection. This document is not meant
to interfere with that need or with clinical judgment concerning ongoing treatment.
3. Withdrawing and withholding of life sustaining resources differ in triage whereas they are considered
ethically equivalent in non-triage circumstances. We therefore expect the withdrawal of a scare
resource from one patient to require a more stringent justification than the withholding of a scarce
resource from another.
4. At regular intervals, cases will be systematically reviewed by Leadership and the Triage Officer(s) other
than those making the original decision to ensure consistency, fairness, and adherence to the process.
Appeals Process
1. Appeals will be allowed if there is concern regarding whether an individual patient’s Triage Priority Score
or Triage Color Grouping is accurate; appeals based on rejection of the criteria will not be allowed.
a) If a clinician elects to appeal a decision, another appointed Triage Officer(s) not involved in the
original decision, if available, will be asked to review the case.
b) If the family or decision maker elects to appeal the decision, another appointed Triage Officer(s) not
involved in the original triage decision, if available, will be asked to review the case.
2. An appeal could be denied if there is a time-critical situation and insufficient time to conduct the appeal.
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Note on Chronically Ventilated Patients
When a chronically ventilated patient with their own ventilator is admitted, they will continue to be ventilated
using that ventilator which is considered to be their personal property. While ventilated by their own
ventilator, patients will be exempt from the triage process. Under no circumstances will a patient’s home
ventilator be “reallocated” to another patient. This is likewise true of other durable medical equipment that
belongs to a patient.
However, if a chronically ventilated patient’s respiratory status changes and they need to be ventilated with a
new ventilator provided by the hospital, the patient will be included for assessment and resource allocation if
a triage protocol is in place for crisis standards of care. If this occurs, that patient’s home ventilator remains
personal property and will not be subject to involuntary reallocation.
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Section C: Pediatric Considerations
Similarities to adult triage protocols: Triage strategies
Prioritization of scarce resources is a similar process to adults. In the event life-ending or life-limiting decisions
are being made, they should be made (when possible) in concert with the attending provider, a peer provider,
clinical leadership (CMO/CQO), and clinical ethics.
The triage process, ongoing triage, review and appeals are similar to adults. Once a patient is in the ICU, they
should be reassessed (like adults) once daily for continued need for ICU care and development of conditions in
Tables 2P and 3P that could change their priority score.
Differences from the adult triage protocols: ECMO, Equal priority resolution process and Tables 1-3
The decision to use ECMO should be on a case-by-case basis, if ECMO is available.
Summary Table 1 is still the main reference for pediatric triage protocols for scarce critical care resources, the
PELOD-2 scoring table is Reference Table 1-P.
If pediatric patients require the same resource and have the same Triage Priority Score, allocation should
proceed randomly.
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Reference Table 1-P: Pediatric Logistic Organ Dysfunction Score (PELOD-2)
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