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Abstract

Purpose The COVID-19 pandemic created conditions of

scarcity that led many provinces within Canada to develop

triage protocols for critical care resources. In this study,

we sought to undertake a narrative synthesis and ethical

analysis of early provincial pandemic triage protocols.

Methods We collected provincial triage protocols through

personal correspondence with academic and political

stakeholders between June and August 2020. Protocol

data were extracted independently by two researchers and

compared for accuracy and agreement. We separated data

into three categories for comparative content analysis:

protocol development, ethical framework, and protocol

content. Our ethical analysis was informed by a procedural

justice framework.

Results We obtained a total of eight provincial triage

protocols. Protocols were similar in content, although age,

physiologic scores, and functional status were variably

incorporated. Most protocols were developed through a

multidisciplinary, expert-driven, consensus process, and

many were informed by influenza pandemic guidelines

previously developed in Ontario. All protocols employed

tieredmorality-focused exclusion criteria to determine scarce

resource allocation at the level of regional health care

systems. None included a public engagement phase, although

targeted consultation with public advocacy groups and

relevant stakeholders was undertaken in select provinces.

Most protocols were not publicly available in 2020.

Conclusions Early provincial COVID-19 triage protocols

were developed by dedicated expert committees under

challenging circumstances. Nonetheless, few were publicly

available, and public consultation was limited. No

protocols were ever implemented, including during

periods of extreme critical care surge. A national

approach to pandemic triage that incorporates additional

aspects of procedural justice should be considered in

preparation for future pandemics.

Résumé

Objectif La pandémie de COVID-19 a créé des conditions

de pénurie qui ont amené de nombreuses provinces

canadiennes à élaborer des protocoles de triage pour

l’allocation des ressources en soins intensifs. Dans le

cadre de cette étude, nous avons cherché à réaliser une

synthèse narrative et une analyse éthique des premiers

protocoles provinciaux de triage lors de la pandémie.
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Méthode Nous avons recueilli les protocoles de triage

provinciaux en correspondant de façon personnelle avec

des intervenant�es universitaires et politiques entre juin et

août 2020. Les données des protocoles ont été extraites

indépendamment par deux personnes de l’équipe de

recherche et comparées pour en vérifier l’exactitude et la

concordance. Nous avons séparé les données en trois

catégories pour l’analyse comparative du contenu :

l’élaboration d’un protocole, le cadre éthique et le

contenu du protocole. Notre analyse éthique s’est

appuyée sur un cadre de justice procédurale.

Résultats Nous avons obtenu un total de huit protocoles

de triage provinciaux. Les protocoles étaient similaires

dans leur contenu, bien que l’âge, les scores

physiologiques et l’état fonctionnel aient été incorporés

de manière variable. La plupart des protocoles ont été

élaborés dans le cadre d’un processus consensuel

multidisciplinaire dirigé par des expert�es, et bon nombre

d’entre eux ont été élaborés en fonction des lignes

directrices sur la pandémie de grippe élaborées

antérieurement en Ontario. Tous les protocoles utilisaient

des critères d’exclusion à plusieurs niveaux axés sur la

moralité pour déterminer l’affectation de ressources

limitées au niveau des systèmes de soins de santé

régionaux. Aucun ne comportait de phase de mobilisation

du public, bien que des consultations ciblées aient été

menées auprès des groupes de défense des droits du public

et des instances concernées dans certaines provinces. La

plupart des protocoles n’étaient pas accessibles au public

en 2020.

Conclusion Les premiers protocoles provinciaux de triage

pour la COVID-19 ont été élaborés par des comités

spécialisés d’expert�es dans des circonstances difficiles.

Néanmoins, peu d’entre eux étaient accessibles au public et

la consultation publique était limitée. Aucun protocole n’a

été mis en œuvre, même pendant les périodes de pointe

extrême en soins intensifs. Une approche nationale du

triage en cas de pandémie qui intègre d’autres aspects de

justice procédurale devrait être envisagée en prévision de

futures pandémies.

Keywords clinical ethics � COVID-19 � health policy �
intensive care � rationing � triage

The COVID-19 pandemic placed a significant burden on

health care systems worldwide. Concerns regarding

intensive care unit (ICU) capacity and inadequate supply

of life-sustaining resources such as ventilators led many

governments and institutions to develop guidelines and

protocols for pandemic triage and scarce resource

allocation.1,2 The underlying ethical principles and

content of these documents, as well as stakeholder

involvement, have varied significantly across regions and

countries.3,4 At present, there is no universal consensus on

the most ethical or medically appropriate way to allocate

scarce medical resources in a pandemic.5 Nonetheless,

most organizations and experts agree that triage of scarce

medical resources should occur in a rational, protocolized

way to maintain fairness, transparency, and

accountability.6–8

In Canada, where health care resource allocation is

under provincial jurisdiction, provinces were responsible

for developing their own COVID-19 pandemic triage

plans. While this approach allows for regional autonomy in

priority-setting, it also has the potential to conflict with the

principle of universality inherent in the Canada Health Act

by hypothetically denying services to a patient in one

province that they would receive in another with a different

triage protocol.6–9 Moreover, it remains unclear how the

development of these protocols, stakeholder involvement,

and guiding ethical principles varied from province to

province.

The aims of this study were twofold. The first aim was

to undertake a narrative synthesis and comparative content

analysis of early written provincial COVID-19 pandemic

triage protocols for the allocation of ICU resources. The

second aim was to provide an ethical commentary on the

processes of triage protocol development and

implementation, with a focus on procedural justice.

Importantly, we wish to acknowledge the significant

effort put forth by individuals involved in triage protocol

development across Canada in the early days of the

pandemic under politically and emotionally charged

circumstances. Our hope is that our retrospective analysis

will help clinicians, policy makers, and the public better

understand regional variation in priorities and constraints

and contribute to a national discussion on how best to

allocate scarce life-saving resources in future public health

crises.

Methods

We obtained provincial protocols by contacting the

provincial health bodies, as well as relevant academic

and political stakeholders for each province, by e-mail

between June and August 2020. We identified stakeholders

through government and health authority websites and

personal communication within the Canadian critical care

community. An abbreviated search was subsequently

conducted for updated, publicly available protocols in

December 2022. We used the results of this search to

inform the final analysis. Given the sensitive nature of

these documents and the fact that permission was not
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obtained to share restricted or draft protocols publicly, we

did not identify individual protocols by province except in

the case of subsequent publication.

Once protocols were obtained, two researchers

independently extracted data using Microsoft� Excel

2020 (Microsoft Corporation, Redmond, WA, USA)10

and then compared these data for accuracy and

agreement. Our approach to narrative synthesis was

drawn from the method described by Popay et al.11 We

sorted and summarized triage protocols using a matrix and

then examined relationships between protocols using

directive content analysis of textual data through

systematic classification (i.e., coding) and identification

of themes or patterns.12,13 We separated data of interest

into three categories: protocol development, ethical

framework, and content. Protocol development data

included protocol authorship, degree of public

consultation, and public availability. Data on ethical

framework included both guiding and rejected ethical

principles. Content data included criteria used to determine

priority for treatment, as well as responsibility for

initiating, conducting, and overseeing triage.

We situated our ethical analysis within a distributive and

procedural justice framework, guided by the work of the

health ethicist and philosopher Norman Daniels and in

particular, his arguments on ‘‘accountability for

reasonableness’’ and fair procedures for setting allocation

priorities within health care.14,15

Results

We obtained a total of eight triage protocols from the ten

provinces and three territories in Canada (Table 1). As of

September 2020, three protocols were publicly available

and found through an internet search. We obtained five by

formal e-mail request. One province provided an ethical

framework that did not contain patient-level criteria or a

plan to operationalize scarce resource allocation. Three

provinces declined to share their protocols or did not reply

to email requests (British Columbia, Nova Scotia, and

Prince Edward Island). One territory, Nunavut, has no

critical care beds and therefore had not developed a critical

care triage protocol.

Four of the eight protocols were updated between

September 2020 and December 2022, following additional

consultation with disability advocacy groups and

representatives from other vulnerable populations, as well

as legal advisors. All four were available through an

internet search in December 2022. Two protocols were

additionally published in peer-review format: one in

September 2020 and the other in January 2022.16,17

Protocol development

Most protocols were developed by committees involving

health professionals, health organization leaders, and

ethicists. One committee explicitly listed involvement of

a patient and family advocate in protocol development.

Two additional committees described targeted public

consultation through patient and disability advocacy

groups on draft protocols during development. None

described use of broader engagement of the lay public in

protocol development or revision. All protocols appeared

intended to be applied at the level of provincial or regional

health care system rather than at the level of individual

hospitals or local health care systems, although this was not

always explicitly stated. Many committees drew inspiration

from publicly available or published documents from

Ontario, including the 2006 Ontario Influenza Triage

Guidelines, the 2009 Hamilton Health Sciences Critical

Care Triage Policy for Pandemic Influenza, and the Ontario

Health Clinical Triage Protocol for Major Surge in COVID

Pandemic 2020.18–20 Other provincial draft triage

documents from the H1N1 influenza pandemic were also

used as guidance. In addition, one protocol referenced the

2020 University of Pittsburgh Protocol for Allocation of

Scarce Critical Care Resources.21

Ethical framework

Protocols included three types of content: overarching

ethical principles, clinical criteria to guide triage decisions

about individual patients, and directions for

implementation of the triage process. Relevant ethical

principles are defined in Table 2. All protocols adopted the

ethical principles of utilitarianism and egalitarianism. Five

protocols included proportionality and three included fair

innings and reciprocity as additional guiding principles.22

Conversely, two protocols explicitly rejected fair innings,

reciprocity, and the multiplier effect from their ethical

framework. Additional guiding principles that were

mentioned at least once are listed in Table 1.

Protocol content

Most protocols employed a tiered mortality-focused

approach to triage, wherein no patient was excluded from

receiving critical care, but scare critical care resources

would have been allocated based on predefined disease-
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Table 1 Provincial COVID-19 triage protocols across Canada

N Additional notes

Triage protocol obtained Source of inspiration (number of protocols):

Yes

No

No protocol exists

8

3

2

Ontario Influenza Triage Guidelines 2006 (3)18

Hamilton Health Sciences Critical Care Triage Policy for Pandemic Influenza 2009 (2)19

Newfoundland and Labrador HINI Draft Critical Care Triage Protocol (2009) (1)

Alberta Pandemic Plan 2008 (1)

University of Pittsburgh Protocol for Allocation of Scarce Critical Care Resources 2020 (1)21

Ontario Health Clinical Triage Protocol for Major Surge in COVID Pandemic 2020 (3)20

Critical Care Triage during Pandemic or Disaster: A Framework for Alberta 2020 (1)

Publicly available (as of 2020)

Yes

No

3

5

2 peer-reviewed publications: Saskatchewan (2020);17 Ontario (2022)16

Government jurisdiction 8 Provincial health authority (all protocols)

Population Adult and pediatric:

Adult

Adult & pediatric

Not Stated

2

3

3

2 provinces—children at stage 2 of triage

1 province—children at stage 3 of triage

Authorship Committee composition:

Committee

Single author

Not stated

5

1

2

2 provinces—provincial COVID-19 ethics committee

1 province—physicians, nurses, organizational leaders, ethicists

1 province—above and patient and family advocate

1 province—committee composition not stated

Public consultation

Yes

No

3

5

Targeted consultation through public organizations, advocacy groups, and nonmedical experts

in law and policy

Guiding ethical principles Other principles mentioned:

Utilitarianism

Egalitarianism

Fair innings

Reciprocity

Proportionality

8

8

3

3

5

Consultation, transparency, revisability, enforcement, consistency, accountability,

responsiveness, personal freedom, solidarity, stewardship, duty to care, inclusivity, fairness

Rejected ethical principles

Fair innings

Reciprocity

Multiplier effect

2

2

2

Explicitly stated to be considered and rejected

Goal

One-year survival

Short-term survival

2

6

Short-term survival variably defined as ‘‘to hospital discharge,’’ ‘‘surviving acute illness,’’

or ‘‘a few months beyond hospitalization’’

Physiologic score

Yes 3 SOFA score in all cases

No 5

Functional assessment Functional scores used:

Yes

No

7

1

CFS; ECOG Performance Status Score (cancer); GDS (dementia)

Age criteria

Yes

No

Not stated

3

4

1

Compound scores in all cases: SOFA score ? age or CFS ? age
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specific prognostic criteria that attempted to standardize

mortality estimates across various acute and chronic

conditions. In six protocols, these prognostic criteria were

used to stratify patients into three groups based on predicted

in-hospital or short-term mortality (80%, 50%, 30%). A

tiered approach to triage was then proposed based on the

degree of resource scarcity: in stage 1 triage, critical care

resources would not be allocated to patients with

80% predicted mortality; in stage 2, critical care

resources would not be allocated to those with

50% predicted mortality; and in stage 3, the cut-off to

not allocate critical care resources was 30% predicted

mortality. Of the two remaining protocols, one did not

specify numerical cut-offs for predicted mortality, and one

only specified an 80% predicted mortality cut-off, without

a more extensive tiered approach.

There was notable overlap in disease-specific clinical

criteria between protocols. Most tiered mortality-focused

criteria were based on the severity of pre-existing diagnoses

such as chronic obstructive pulmonary disease, cancer, and

Table 1 continued

N Additional notes

Tie-breaker criteria

Life years

Lottery

First come, first served

Reciprocity

3

6

4

1

More than one tie-breaker criterion in some cases

Reassessment process

Yes

No

7

1

E.g., every 12–24 hr, or at advancement to next stage of triage

Scalable based on need All E.g., multiple tiers with estimated survival cut-points for exclusion (\ 30%,\ 50%,\ 80%)

Oversight process All E.g., central triage committee, ministry of health, ethics committee

Responsible for triage Triage team composition examples:

Triage team

Triage team and patient’s MRP

3

5

MRP and nurse

Physician, senior nurse leader, ethicist, Indigenous elder

Two peer physicians, ethicist

Physician, nurse, respiratory therapist, ethicist, administrator

Responsible for activation

Health authority executive team

Provincial oversight committee

Provincial Ministry of Health

Automatic trigger

3

2

3

1

None formally activated

CFS = Clinical Frailty Scale; ECOG = Eastern Cooperative Oncology Group; GDS = Global Deterioration Scale; MRP = most responsible

physician; SOFA = Sequential Organ Failure Assessment

Table 2 Ethical principles included in provincial COVID-19 triage protocols

Ethical principle Definition Example

Utilitarianism Maximize total benefits Maximizing number of lives saved or total number of

life-years

Egalitarianism Provide equal opportunity Determine allocation using a lottery system

Fair innings Give everyone an equal opportunity to experience the

phases of life

Prioritizing younger individuals

Reciprocity Reward past usefulness or sacrifice Prioritizing essential workers who contract COVID-19

while at work

Proportionality Benefits outweigh harms Excluding the fewest number of people possible from

access to care

Multiplier effect Prioritize individuals with key roles in society that

will ultimately lead to more lives saved

Prioritizing health care workers who can provide

medical care to others
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dementia. Various combinations of age, functional status,

and physiologic derangement according to the Sequential

Organ Failure Assessment (SOFA) score23 were also used in

three of the eight protocols. For patients whose predicted

mortality was below the cut-offs used in the tiered mortality-

focused prognostic criteria, tie-breaker criteria were then

used to determine allocation of scare critical care resources.

These were variable, and included first-come first-serve, a

lottery system, or consideration of potential life-years lost.

None of the protocols specified how a lottery system would

be operationalized. Seven of eight protocols included a

reassessment process that could involve withdrawal of life

support from an existing ICU patient after a certain time

frame had elapsed, or if advancement to the next stage of

tiered triage was required. In most protocols, the stated goal

of triage was maximizing short-term survival, measured in

weeks to months, although two protocols used one-year

survival as their benchmark.

All protocols were directed towards adult patients.

Three protocols additionally included a plan for pediatric

triage to be triggered at either stage 2 (two protocols) or at

stage 3 (one protocol) of the adult triage process. In two of

the three protocols, decisions to withhold or withdraw life

support treatment (WLST) from pediatric patients would

be informed by expert consensus among pediatric

intensivists that predicted mortality was likely to be high.

The third protocol also used the Pediatric Logistic Organ

Dysfunction score to inform WLST for pediatric patients.24

Protocol implementation

In most cases, initiating the triage process was considered

either the responsibility of the provincial ministry of

health, the executive leadership team of a regional health

authority, or a separate provincial oversight committee. In

all cases, decisions to activate triage would be made based

on reaching a particular level of resource scarcity, typically

measured as the percentage of ICU bed capacity (either

baseline or surge) occupied. Only one province would use

an automatic trigger to initiate triage, based on exceeding

the maximum number of critical care surge beds in the

province.

All protocols employed a triage team, with or without

involvement of the patient’s most responsible physician, to

make frontline triage decisions. All triage decisions were

intended to be overseen by a central body, removed from

frontline decision-making. This central body was

responsible for ensuring that triage decisions followed the

prescribed procedure and for mediating clinical

disagreements.

Discussion

In this comparative analysis, we found important

similarities and differences between provincial triage

protocols for the COVID-19 pandemic. Most protocols

employed tiered mortality-focused disease-specific criteria,

while age, physiologic scores, and functional status were

variably incorporated. All were intended to determine

allocation of scarce resources at the level of provincial or

regional health care systems, although only three protocols

included pediatric patients. Most protocols were developed

through a multidisciplinary, expert-driven, consensus

process, and many were informed by influenza pandemic

guidelines previously developed in Ontario. Targeted

consultation with public advocacy groups and citizen

stakeholders was used to refine draft protocols in select

provinces. Most protocols were not publicly available or

easily accessible at the time of initial data analysis,

although two protocols were subsequently published in

peer-review format. Notably, no triage protocols were

formally activated in Canada, including at times of

substantial critical care surge.25,26

It is interesting to consider how Canadian COVID-19

triage protocols compare with others in the literature. A

comparative analysis of 21 publicly available COVID-19

triage guidelines from 13 countries identified similar

considerations and disagreements, including whether to

use illness severity scores to prioritize patients and whether

to involve the patient’s most responsible physician in triage

decisions.4 In many cases, details of protocol development,

including authorship, were unclear in contradiction to

stated commitments to transparency and accountability.

Substantial variation was also seen in early ventilator

allocation guidelines within the USA, highlighting the

potential for inequity within a federal system.27

Considerations of distributive justice

Fair allocation of scarce medical resources within society

invokes considerations of both substantive and procedural

justice.14 Much of the existing ethical debate around

allocation of critical care resources in the COVID-19

pandemic has centred on issues of substantive justice,

i.e., the criteria used to prioritize certain individuals for

access to care. These include SOFA score, age, chronic

disease, and functional impairment, which may have poor

predictive accuracy for short-term survival in viral

respiratory illness28,29 or unfairly and systematically

disadvantage groups that have already been

marginalized within society, such as people with

disabilities or from racial and ethnic minority

communities.30–34 Given that issues of substantive

justice in COVID-19 triage have been widely and
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robustly debated, we have chosen to focus our discussion

on aspects of procedural justice that we believe can be

refined in preparation for the next global pandemic.

These aspects are ensuring the ethical legitimacy of

triage protocols and determining ethical and legal

responsibility for their implementation and oversight.

Triage protocols must be transparent, accountable,

and responsive

Ideally, a process to distribute scarce resources should be

accepted as legitimate and fair by the members of

society to whom it applies.35 Transparency,

accountability, and public consultation are instrumental

to legitimacy. Although some public and stakeholder

consultation occurred during the COVID-19 pandemic,

more can be done to enhance the transparency and

accountability of triage protocols that exist within the

Canadian health care system. For instance, pediatric

patients, along with their caregivers and physicians, are

important stakeholders for pediatric triage. Their

involvement was not clearly described in existing

protocols. Additionally, greater consideration should be

given to including more diverse stakeholders on protocol

development committees (e.g., various ages, cultural and

ethnic identities, and socioeconomic strata) to minimize

unrecognized entrenchment of health care system bias

into triage protocols. Triage development committees

should clearly indicate the roles and demographics of

involved members, along with processes used for

stakeholder engagement. In some cases, consultation

may have been adequate, but was not clearly described

in protocol documents.

Health care systems and government bodies should also

develop mechanisms to involve the broader public when

determining acceptable guiding principles for pandemic

triage, and to make protocols publicly available for review.

Otherwise, these processes may contribute to further

mistrust of the health care system by historically

marginalized communities. Effective models for public

consultation exist.36,37 For instance, the Canadian Program

of Research on Ethics in a Pandemic conducted a

successful public engagement initiative following the

H1N1 pandemic.37 A similar process ought to be

repeated now on a national level to strengthen trust given

public concerns about COVID-19 triage and to take

advantage of heightened public interest in this topic.25,26

Importantly, fair and adequate public consultation does not

require decision-makers to adopt all proposed criteria or to

reach complete consensus. Rather, we propose that

inclusion of diverse nonmedical stakeholders from

committee inception, public release of draft protocols,

and a deliberate and well-documented consideration of

points of disagreement by the committee should be

considered a good faith attempt to achieve procedural

justice.

Transparency and accountability can also be enhanced

through development of explicit processes for tracking and

publicly reporting on triage decisions if triage becomes

necessary. Processes for conducting independent review

after the need for triage has been resolved are also

important and should be incorporated into protocols in

advance. Broad public consultation and measures to

improve accountability for Canadian triage protocols

should occur as soon as possible in preparation for future

public health emergencies.

Legitimacy also requires protocols that are responsive

and adaptive. Governments and health care systems have a

duty to revise triage protocols based on updated scientific

information and ethical deliberation. Otherwise, justice is

threatened by ineffective and misguided allocation of

resources. For instance, SOFA scores have been shown to

have poor discriminative accuracy for COVID-19

mortality.28,38 Some provincial protocols were more

responsive than others and rejected the use of SOFA

criteria based on this evidence; however, others did not.

These remaining protocols must be updated before the next

respiratory pandemic.

Attempts to test triage protocols using real-world data

are inherently limited by difficulties such as obtaining

granular information on clinical criteria, predicting

counterfactual outcomes, and accounting for situational

complexity. We caution that data-driven attempts to

validate triage criteria may lead to flawed conclusions

that further disadvantage certain populations. Nonetheless,

thoughtful research efforts can still provide useful

information on inconsistencies and unforeseen challenges

associated with protocol implementation.39 Governments

and researchers should jointly develop methods to

periodically refine triage criteria as new evidence emerges.

Triage implementation should involve automatic

triggers

There is broad consensus that triage should be considered

only when severe resource shortages require clinicians to

make decisions that put patients at risk of poor outcomes,

otherwise known as crisis standards of care.40 Premature

initiation is harmful if it prevents health systems and

governments from maximizing all available resources,

including redistribution of patients to areas with greater

capacity (load balancing) or mitigation and adaptation to

provide functionally equivalent care (e.g., caring for ICU

patients in the postanesthesia care unit). Conversely,

delayed initiation or refusal to activate triage can also

cause substantial harm. Persistent crisis standards of care
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may lead to unnecessary mortality through suboptimal

treatment of large numbers of people. In the USA, ICU

demand during the pandemic strongly correlated with

increased ICU mortality. In one study, one in four deaths

were potentially attributable to hospital capacity strain.41 In

another, the hazard ratio for death was 1.94

(95% confidence interval, 1.46 to 2.59) when COVID-19

ICU demand was more than 75% to 100% when compared

with periods of low ICU demand.42

Without formal triage protocols, frontline providers may

also feel obligated to pursue ad hoc, subjective triage in an

attempt to maintain some internal standard of care, because

of an inaccurate perception of resource shortages or the

belief that institutions have abdicated responsibility.40

Anecdotally, informal triage has been reported in both

the USA and Italy.40,43 Secretive or informal triage can

lead to moral distress for frontline providers or expose

them to medicolegal risk.44 Biased clinician judgements

may also lead to unfair and medically unnecessary

withholding or withdrawal of life support based on

nonevidence-based criteria.

It is difficult to determine how formal triage protocols

might have impacted excess pandemic-related mortality

within Canada had they been instituted.45 Nevertheless,

decisions not to employ triage despite crisis standards of

care deserve equal scrutiny. It is notable that no triage

protocols were ever activated in Canada, including at times

of substantial critical care surge. A similar phenomenon

was observed in the USA. Despite widespread crisis

conditions, only nine states formally declared crisis

standards of care46 and implementation of ventilator

triage within these states was still left to individual

hospitals, none of which initiated formal triage.40

Reasons for avoiding triage are complex but may include

political concerns, practical concerns about liability or

logistics, or uncertainty about appropriate resource

thresholds at which to authorize triage. Additionally, the

psychological challenges of ethical decision-making,

which include considerations of competing risk,

anticipation of decision regret, and concerns about the

consequences of action versus inaction, must not be

underestimated.47–49 The fact that no provincial triage

protocols were implemented, despite extensive efforts

devoted to their development and the prolonged state of

crisis care in many health systems, illustrates the significant

political and psychological challenges involved in

allocating scarce life-saving resources.

We propose that future protocols make greater use of

automatic triggers to determine when to take the difficult

step of initiating triage. In Canada, only one province used

an automatic trigger in their protocol to determine when to

initiate triage. All other protocols required a subjective

decision for initiation. The use of explicit triggers is

beneficial because such triggers are fully transparent and

prevent political considerations from dissuading necessary

acts. Although determining appropriate triggers may be

challenging, several have recently been proposed.50

Defining these triggers in advance allows for public and

expert consultation to ensure optimal societal agreement

before a crisis arises. Once explicit triggers are set, they

can also be used as clear benchmarks of pandemic severity

and motivators to hold governments responsible for

maximizing effective use of resources across regions.

Although some may argue that subjective judgement leads

to more nuanced decisions and should be allowed to

override automatic triggers, we propose that this should be

the exception rather than the rule.

A pan-Canadian approach to triage is needed

Automatic triggers address decisional inertia but do not

determine who ought to be responsible for determining

allocation of scarce life-saving resources and at what level

of society this should occur. We propose that governments,

not hospitals, ought to be responsible for initiating triage in

times of crisis standards of care. We further propose that

Canada adopt a national approach to crisis standards of

care and triage of critical care resources in preparation for

future pandemics.

Governments are directly accountable to members of

society, unlike hospital boards or ad hoc triage committees.

Appointing governments with the moral responsibility for

activating pandemic triage also removes one of many

moral burdens from frontline clinicians and allows them to

focus on their primary ethical obligation to individual

patients and families. Some might worry that political

motivations will hinder necessary acts if governments are

responsible for triage. These concerns can be mitigated by

establishing processes for transparency and accountability,

automatic triggers, and binding independent review in

advance through democratic legislation. Once such

processes are in place, direct accountability and the

negative political consequences of triage are more likely

to motivate governments to innovate and coordinate

resources more effectively across broad regions, rather

than avoid decision-making because of political concerns.

A national approach is justified for several reasons. First,

by ensuring that a patient’s chance of receiving scarce

resources is equivalent regardless of location, a national

approach best conforms to the ethical tenants of procedural

justice as well as the legislative stipulations of the Canada

Health Act.9 More explicit and transparent collaboration

between provinces and the federal government provides an

opportunity to effectively use national expertise and

actively debate key ethical decision points from diverse

perspectives. Canada already has a coordinated approach to
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assessing health technologies and data sharing (Canadian

Research Data Centre Network). There is also increasing

recognition of the need for pan-Canadian health human

resources planning. Thus, there is both precedent and

growing demand for national collaboration on key health

issues such as pandemic planning.

Second, because global pandemics generally affect

entire countries, allowing local triage to occur while

resources go unused elsewhere is inefficient and potentially

unjust.51 Although geographic constraints will always pose

challenges, a national approach allows for a coordinated

response to load sharing and the most effective distribution

of all available national resources. This approach is

particularly beneficial to ensure provinces and territories,

such as Nunavut, who rely on intra-provincial transfer to

access critical care resources are not unfairly

disadvantaged in times of national crisis. Additionally,

the federal government already has a well-established

blueprint for public consultation and for independent

inquiry, as was seen following use of the Emergencies

Act in February 2022.52,53 Moreover, a federal approach

overcomes concerns at the provincial level about

unfavourable comparisons with other provinces,

eliminating another barrier to rational risk-based

decision-making. Nonetheless, even with enhanced

national coordination, regional variation in the need for

triage activation will likely remain. Thus, close

coordination between provincial and federal levels of

governments will always be important and should be

integrated into any future crisis standards of care. Concerns

about regional autonomy, however, should not outweigh

considerations of distributive justice, nor the utilitarian and

egalitarian objectives of public health in an emergency.

Strengths and limitations

Regarding the limitations of our study, we were unable to

obtain protocols from three provinces. All protocols

analyzed in this study were obtained over the summer

and fall of 2020 and may have undergone further revisions

since that time. Our analysis was confined to written

documents and does not capture aspects of protocol

development that were not recorded within the

documents themselves, which may have included

additional public or expert consultation. Finally, although

we completed an updated search for revised documents in

late 2022, we confined this to publicly available protocols.

Our study also has important strengths. Although there have

been several secondary analyses of triage documents, our study

focuses specifically on the Canadian context. Furthermore, our

study includes documents that were not made publicly

available, allowing for a broader comparison. Lastly, we

believe our focus on aspects of procedural justice is unique and

underrepresented in existing literature on COVID-19 triage.

Conclusion

In Canada, early provincial COVID-19 triage protocols

were developed by dedicated committees of thoughtful

experts under challenging circumstances. Nonetheless, no

protocols were ever implemented, including during periods

of extreme critical care surge. While many ethical concerns

pertaining to early triage protocols have been addressed,54

others remain unresolved within Canadian health policy,

including how to enhance transparency and public

accountability. Here, we have attempted to draw attention

to aspects of pandemic triage that could benefit from

further discussion and have proposed potential avenues for

future policy development. Although it is tempting to avoid

the topic of triage now that the moment of crisis has

passed, a national conversation is needed to learn from

recent efforts and prepare for future pandemics.
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