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Abstract

Objectives: To assess hospitals’ plans for implementing Minnesota’s statewide guidance for allocating
scarce critical care resources during the COVID-19 pandemic.
Patients and Methods: Individuals from 23 hospitals across Minnesota were invited to complete a 25-
item survey between July 20, 2020, and September 18, 2020 to understand how hospitals in the state
intended to operationalize statewide clinical triage instructions for scarce resources (including mechanical
ventilation) and written ethics guidance on the allocation of critical care resources in the event crisis
standards of care triggered triage.
Results: Of individuals invited from 23 hospitals, 14 hospitals completed the survey (60.9% institutional
response rate) and described plans for triage at their respective hospitals. Planned triage team composition
and size varied. Hospitals’ plans for which individuals should assign a triage score (reflecting patients’
illness severity) also differed markedly. Most respondents described plans for staff training to address
potential bias in triage.
Conclusion: Despite explicit state guidance to encourage consistency across hospitals, we found
considerable heterogeneity in implementation plans. Plans diverged from Minnesota’s written ethics
guidance on whether to consider race during triage to help mitigate health disparities. Inconsistencies
between the state’s 2 guidance documents could explain some of these differences. Collaboration between
hospitals and committees developing statewide guidance may help identify barriers to effective oper-
ationalization. Ongoing review of published guidance and hospital plans can identify issues of clarity and
consistency and promote equitable triage.
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S oon after the eruption of the COVID-19
pandemic in 2020, it became apparent
that state and regional surges could

lead to acute shortages of scarce critical care
resources. Multiple states, including Minne-
sota, revised or developed written triage pro-
cedures to be used if crisis standards of care
(CSC) were triggered, defined as “a substantial
change in usual health care operations and the
level of care it is possible to deliver, which is
made necessary by a pervasive (eg, pandemic
influenza) or catastrophic (eg, earthquake
and hurricane) disaster.”1,2
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www.mcpiqojournal.org n ª 2024 THE AUTHORS. Published by Else
access article under the CC BY-NC-ND license (http://creativecommons
Minnesota has a robust history of devel-
oping both ethics guidance and clinical triage
instructions for scarce resource allocation
(Table 1).3-8 Minnesota COVID Ethics Collab-
orative (MCEC) developed an ethics frame-
work to guide allocation of ventilators and
other critical care resources in the COVID-19
pandemic, to be used in the event that scarcity
caused authorities to trigger the onset of CSC
for these resources (“ethics guidance” here-
after).6 This document was published on the
Minnesota Department of Health’s website on
May 4, 2020, and centers on the trigger for
s://doi.org/10.1016/j.mayocpiqo.2024.09.003
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TABLE 1. Timeline of Statewide Triage Guidance in Minnesota

Development of ethics guidance before
COVID-19

Developed in the Minnesota Pandemic Ethics Project (2007-
2010)4 and the project to develop ethics guidance for crisis
standards of care (2016-2017).5 Minnesota’s ethics guidance
was developed and refined with extensive community
engagement. Activities included solicitation of written public
comment as well as engagement with residents in diverse
communities throughout the state and with individuals in
relevant professional roles.

Development of clinical triage instructions
before COVID-19

In 2010, the Minnesota Department of Health (MDH) first
published “Patient Care Strategies for Scarce Resource
Situations,” containing clinical triage instructions for each
scarce resource, including mechanical ventilation.3 This tool
was developed by MDH’s Science Advisory Team, reviewed
and promulgated by MDH, and periodically revised, with the
last update before the pandemic in 2016.

Formation of Minnesota COVID Ethics
Collaborative (MCEC) and development of
COVID-19 ethics guidance

In March 2020, in response to the declaration of the COVID-19
pandemic by the World Health Organization, the MCEC
formed to address ethical challenges specific to the pandemic
in collaboration with the MDH, the University of Minnesota,
and the Minnesota Hospital Association. Ethics guidance
developed by MCEC was reviewed by the MDH Scientific
Advisory Team and posted to the MDH website in updated
form on May 4, 2020.6 No additional revisions occurred
during the COVID-19 pandemic.

Formation of Critical Care Work Group
(CCWG) and review of clinical triage
instructions for COVID-19

Also in March 2020, a group of critical care physicians from
around Minnesota began meeting regularly as the CCWG to
review MDH’s clinical triage instructions3 and strategize
about optimizing patient access to hospital care.7 The
statewide CCWG reviewed MDH’s clinical triage instructions
on mechanical ventilation but did not issue revised guidance.
The clinical triage instructions were last revised in
August 2021.

Scarcity during COVID-19 Although CSC were never formally triggered by Minnesota
authorities, conditions of acute scarcity did exist in some
Minnesota hospitals at different times in 2020 and 2021.8

CSC, crisis standards of care.
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activation of the allocation framework, ethical
principles to guide allocation decisions, and
recommended triage procedures (Table 2).3,6

No additional revisions to this document
occurred during the COVID-19 pandemic.

Minnesota Department of Health’s clinical
triage instructions for allocating ventilators
are found in section 6 of “Patient Care Strate-
gies for Scarce Resource Situations” (hereafter
“clinical triage instructions”).3 This document
was last updated in 2016 and was subse-
quently revised in August 2021 in response
to COVID-19. A Critical Care Work Group
(CCWG), separate from MCEC, was convened
in March 2020 to review the clinical triage
Mayo Clin Proc Inn Qual Out n December 2024
instructions but did not issue any revisions.
The clinical triage instructions involve calcu-
lating a score to determine severity of organ
dysfunction, the sequential organ function
assessment (SOFA), as well as evaluation of
the severity of comorbid conditions, an esti-
mation of likely duration of critical illness,
and assessment of disease trajectory (Table 2).

There are areas of divergence between the
ethics guidance and clinical triage instructions.
Notably, the ethics guidance limits prognostic
assessments for purposes of triage to survival
to hospital discharge, whereas the clinical
triage instructions allows for consideration of
survival 2 years postdischarge (revised to 1
;8(6):537-547 n https://doi.org/10.1016/j.mayocpiqo.2024.09.003
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TABLE 2. Summary of Central Ethical and Clinical Guidance for Mechanical Ventilation Allocation Decisions in
Minnesota

Allocation of ventilators and related scarce critical
care resources during the COVID-19 pandemic

(ethical guidance)6
Patient care strategies for scarce resource situations

(clinical triage instructions)3

Triage/rationing decisions should be separated
from bedside care and made by a triage officer
or team

Assess condition-specific prognosis and underlying disease
state

Only substantial differences in prognosis should be
used to prioritize patients

Assess severity of organ dysfunction using sequential organ
function assessment or other scoring mechanism (small
differences should not be used for allocation decisions)

Prognostication should be limited to survival of
current illness to hospital discharge

Assess duration of need of mechanical ventilation (ie, long
duration vs short duration)

Triage/rationing decisions should be based on an
individual’s clinical trajectory; such decisions
should be reviewed and revised as necessary

Assess clinical trajectory (ie, improving or worsening clinical
condition over time)

Triage decisions should not be based on race,
ethnicity, gender identity, citizenship, age,
disability status, quality of life or social value
judgments, life expectancy beyond current
event, ability to pay, or “first come, first served”

Reassess patients at regular intervals; mechanical ventilation
may be reallocated from patients with a poor prognosis

Triage officer or team should not be provided with
patient characteristics irrelevant to determining
likelihood of survival to hospital discharge

A review team should be established for oversight
of the triage officer or team

Triage and retrospective review decisions should
be documented in the patient’s chart using a
standardized template

Bias in decision-making should be mitigated via
advanced training or inclusion of institutional
equity and inclusion officers in triage or
retrospective review teams

MN HOSPITALS’ IMPLEMENTATION OF STATEWIDE GUIDANCE
year survival in 2021).3 Minnesota hospitals
planning for the possibility of triage under
CSC were left to navigate this inconsistent
guidance.

For statewide guidance on patient triage to
influence practice, hospitals must review and
translate it into a workflow and oversight pro-
cess that could be operationalized under con-
ditions of acute scarcity, across diverse
practice settings. There are few accounts of
how hospitals bridged the gap between guid-
ance and implementation. We report results
of a survey conducted in July to September
2020 with individuals from health systems
across Minnesota to assess their hospitals’
planned response to Minnesota’s clinical triage
instructions and ethics guidance. This histori-
cal case study explores how institutions
Mayo Clin Proc Inn Qual Out n December 2024;8(6):537-547 n http
www.mcpiqojournal.org
prepared to operationalize state triage guid-
ance, including triage team composition, pa-
tient assessment, review of triage decisions,
and steps to mitigate bias and enhance equity
in triage decisions. Identifying unresolved is-
sues with translating state guidance into prac-
tice creates an opportunity for Minnesota to
clarify and harmonize written guidance and
increase triage consistency for the future.
PATIENTS AND METHODS

Survey Instrument
The study team (K.A.R., J.P.L., N.S., and
E.S.D.), including members with expertise in
bioethics, health equity, and critical care,
developed a 25-item survey (Supplemental
Materials, available online at http://www.
s://doi.org/10.1016/j.mayocpiqo.2024.09.003 539
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mcpiqojournal.org) containing both closed-
ended and open-ended questions to elicit re-
spondents’ understanding of their hospitals’
plans for implementing Minnesota’s statewide
clinical triage instructions and ethics guid-
ance.3,6 The survey was additionally refined
in collaboration with leading members of the
Minnesota statewide CCWG (S.K. and J.D.)
and MCEC (D.D. and S.M.W.). The survey
was distributed using REDCap and piloted
with 3 content experts for face validity in
May 2020. The study was reviewed and deter-
mined to be exempt by Mayo Clinic’s institu-
tional review board (#20-005327), and
consent was obtained from all participants.
Data Collection
An initial recruitment email was sent to 1 or
more individuals from 23 hospitals across
the state, who were identified by the research
team as having been actively involved in
statewide MCEC and CCWG discussions, ac-
cording to group rosters. If an individual
self-identified as knowledgeable about their
hospital’s plans for triage implementation, a
survey invitation was extended. A statement
was appended to the beginning of the survey
informing respondents that continuing with
the survey constituted consent to participate.
All survey responses were collected
TABLE 3. Triage Team Characteristics

Characteristic N¼14

No. of members
�3 2
4-7 5
7-10 1
>10 5
Unsure 1

Mode of consultation
Conference call 7
Video conference 5
In-person 1
Unsure 1

Rotating call schedule
Yes 12
No 2

Triage team training session
Already commenced 8
Currently planning 5
Unsure 1

Mayo Clin Proc Inn Qual Out n December 2024
anonymously, although hospital names were
collected for internal tracking purposes. The
survey was open from July 20, 2020, to
September 18, 2020.

Data Analysis
Fixed responses were analyzed using descrip-
tive statistics. Short-text responses were quali-
tatively analyzed via inductive content
analysis, based on frequencies and descrip-
tions of implementation strategies. Results
are presented anonymously to prevent identi-
fication of participants or hospitals.

RESULTS
Individual respondents from 14 hospitals (of
the 23 hospitals invited) completed the survey
(61% response rate), including hospitals
within all 9 major health care systems in Min-
nesota.9 Only 1 survey was completed per
hospital, although 3 respondents indicated
they worked at hospitals within the same
health system. All survey responses were
included for analysis, including hospitals
within the same health system. Hospitals
ranged from large academic and private hospi-
tals to small community hospitals, spanning
both urban and rural settings around the state.
Five were outside of the largest urban centers
in the state, and 2 were publicly funded; hos-
pitals ranged in size from >500 beds (4 hospi-
tals), 300-499 beds (7), and <300 beds (3).
Most respondents were physicians (11/14),
specializing in palliative medicine (6), internal
or hospital medicine (4), family medicine (1),
general surgery (1), and critical care (1). Other
professional backgrounds included social
work and graduate-level training in ethics.
Each respondent affirmed that their hospital
had developed or was in the process of devel-
oping an operational plan for triage in
response to the pandemic.

Triage Team Composition
Minnesota’s ethics guidance recommends the
establishment of a triage officer or team with
expertise in ethics and the management of crit-
ically ill patients. The guidance also recom-
mends training on equity and fairness in
triage for team members. Respondents were
asked to describe the composition of their
planned triage teams (Table 3). All hospitals
planned to have physicians participate in
;8(6):537-547 n https://doi.org/10.1016/j.mayocpiqo.2024.09.003
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TABLE 4. Institution-Specific Plans for Assigning Triage Scores

Institution
Individuals responsible for
assigning SOFA score Additional clarification

Assessment of prognosis/
comorbidities, duration of
need, and response to me-

chanical ventilation Additional clarification

1 Generated by EHR GCS calculated by
bedside RN

Bedside physician or NPPA;
research RN

Bedside clinician enters
assessment into electronic
medical record

2 Research RN Bedside physician or
NPPA available for
clarification

Research RN Triage officer available for
confirmation or clarification

3a Generated by EHR GCS calculated by
bedside RN or
physician

Bedside physician or NPPA Duration of need documented
by intubating physician
Comorbidities by clinical

documentation
improvement specialists

4 Triage team Triage team Will be discussed with ethics
and equity and inclusion
officers on triage team

5 Bedside physician or NPPA Triage team Comorbidities not included
due to ethical concerns

6 Bedside physician or NPPA Critical care triage
support team
available as a
resource

Bedside physician or NPPA Bedside physician or NPPA
assesses comorbidities and
duration of need
Data team oversees and
prompts triage support

teams to assist with triage
scoring

7 Generated by EHR Reviewed by triage
officer

To be determined Automated predictive value
calculations for COVID-19
and readmission will be used
as a guide
Staff will be identified to
complete this step when

necessary

8 Bedside physician or NPPA
Ethics triage officer

Triage team

Bedside physician or NPPA
Critical care lead
Ethics triage officer

Triage team

9b Critical care lead
Ethics triage officer

Unsure

10b Bedside physician or NPPA
Critical care lead

Bedside physician or NPPA
Critical care lead

11 Bedside physician or NPPA Reviewed and adjusted
by triage officer

Bedside physician or NPPA Reviewed and adjusted by
triage officers

12b Ethics triage officer
Triage team

Initial assignment by
triage officer
Reviewed by triage

team

Ethics triage officer
Triage team

Triage team likely to complete
Ethics triage officer may not
have time for chart review

13 Generated by EHR Reviewed by triage
team

Triage team Triage RN reviews chart and
presents to triage team

Continued on next page

MN HOSPITALS’ IMPLEMENTATION OF STATEWIDE GUIDANCE

Mayo Clin Proc Inn Qual Out n December 2024;8(6):537-547 n https://doi.org/10.1016/j.mayocpiqo.2024.09.003
www.mcpiqojournal.org

541

https://doi.org/10.1016/j.mayocpiqo.2024.09.003
http://www.mcpiqojournal.org


TABLE 4. Continued

Institution
Individuals responsible for
assigning SOFA score Additional clarification

Assessment of prognosis/
comorbidities, duration of
need, and response to me-

chanical ventilation Additional clarification

14a Generated by EHR GCS calculated by
bedside RN or
physician

Bedside physician or NPPA Duration of need determined
by intubating physician
Comorbidities determined
by clinical documentation
improvement specialists

EHR, electronic health record; GCS, Glasgow Coma Score; NPPA, nurse practitioner/physician assistant; RN, registered nurse; SOFA, sequential organ failure assessment.
aInstitutions are affiliated.
bInstitutions are affiliated.
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triage, with 10 indicating that these members
would include specialists in critical care or
palliative medicine. Eight hospitals planned
to include an ethicist, and 3 included a mem-
ber of their hospital’s diversity, equity, and in-
clusion team. No hospitals planned to include
a community member on the triage team. Five
hospitals’ planned triage teams had from 4 to 6
members, whereas 5 additional hospitals
planned to include more than 10 members.
Most hospitals planned to require a quorum
of 3 to reach a triage decision (8/14 hospitals).
Eight triage teams had completed at least one
training session by the time of the survey,
with an additional 5 hospitals indicating they
were planning training sessions.

Plans for Implementing Triage Protocols
A patient’s SOFA score is a key component of
Minnesota’s clinical triage instructions. Re-
spondents were asked to describe who was
responsible for assigning patients a SOFA
score at their hospital (Table 4). Five hospitals
planned to use an automatic SOFA calculator
in the electronic health record, with 6 more
hospitals relying on the bedside team to calcu-
late the SOFA score. Eleven respondents pro-
vided additional detail about SOFA score
assignment, such as plans for clinicians to
confirm accuracy of automated SOFA calcula-
tions and manual calculation of certain score
elements (eg, Glasgow Coma Score).

Minnesota’s 2020 clinical triage instruc-
tions called for calculating patients’ triage
scores by assessing severity of chronic illness,
prognosticating 2-year survival and estimating
duration of mechanical ventilation, whereas
ethics guidance recommended considering
Mayo Clin Proc Inn Qual Out n December 2024
only likelihood of survival to hospital
discharge. Respondents described divergent
planned approaches for performing these as-
sessments. Responsible parties would include
bedside clinicians, triage team members, rede-
ployed research nurses, or billing and coding
specialists. In their written comments, some
clarified that the triage officer or team and/or
ethics committee would participate real-time
in review of comorbidity and length of stay as-
sessments. One respondent indicated that
their hospital did not plan to factor comorbid-
ities into ventilator allocation decisions, citing
ethical concerns about the disproportionate
burden of chronic diseases on historically
disadvantaged populations.

Minnesota’s ethics guidance recommends
that the triage team should be blinded to pa-
tient demographic characteristics to prevent
bias in triage decisions. Respondents described
plans for information sharing and documenta-
tion at their hospitals (Table 5). Eight hospitals
planned for all triage team members to have
full access to medical records of patients dur-
ing triage assessments (including access to pa-
tient demographic characteristics), with the
remaining hospitals describing restricted med-
ical record access for triage team members, or
no direct access. Although most respondents
(11/14) stated that the bedside and triage
teams at their respective hospitals would
directly communicate with each other, one
specified that an ethics triage officer would
liaise between the clinical and triage teams.

Minnesota’s ethics guidance recommends
that hospitals designate the individual respon-
sible for communicating triage decisions to pa-
tients and families, such as a triage officer,
;8(6):537-547 n https://doi.org/10.1016/j.mayocpiqo.2024.09.003
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TABLE 5. Triage Team Workflow

Workflow N¼14

Triage team access to medical records
Full access, all members 8
Full access, some members 3
Limited access 2
No access 1

Direct communication between triage team and
clinical team permitted
Yes 11
No 3

Communication of triage decision to patient/family
Triage team members 6
Clinical team 6
Third party (eg, palliative care, social
work, and chaplain)

2

Documentation of triage team decisions
Health record 6
Database outside of electronic
health record

1

Dual record keeping 7

MN HOSPITALS’ IMPLEMENTATION OF STATEWIDE GUIDANCE
bedside clinician, or palliative care team. Re-
spondents described different anticipated
pathways for communicating triage decisions
to patients and families. One respondent spec-
ified that a representative from palliative med-
icine and chaplaincy would accompany the
patient’s attending physician in relaying triage
determinations to families. A respondent at a
different hospital indicated that the decision
would be communicated by the clinical
team. One respondent stated that their hospi-
tal was in the process of training teams (e.g., a
physician and social worker) to assist with pa-
tient/family communication.

The ethics guidance also recommends that
all triage decisions should be documented in
the patient’s health record. Respondents indi-
cated that dual record keeping was planned
for many of the hospitals (7/14), meaning
that triage decisions would be recorded in
the patient’s medical record and in a separate
database maintained by the hospital, to facili-
tate review of allocation decisions for fairness
and outcomes.

Real-Time and Retrospective Review of
Cases
A step-by-step procedure for appeals (real-
time review) of a triage decision is outlined
in the ethics guidance. All respondents stated
Mayo Clin Proc Inn Qual Out n December 2024;8(6):537-547 n http
www.mcpiqojournal.org
that patients, surrogate decision-makers, or
the bedside team could initiate the appeal of
a triage decision. Plans for adjudicating ap-
peals differed by hospital, with 5 respondents
indicating that their hospitals planned to
create an appeals team; 6 hospitals planned
to create a review team whose responsibilities
would include adjudicating appeals and con-
ducting regular retrospective review of all tri-
aged cases. One respondent stated that
hospital ethics leadership would adjudicate
any appeals, whereas another indicated con-
ducting these reviews would be the responsi-
bility of the hospital’s chief executive officer
or their designee.

The ethics guidance recommends routine
retrospective review of all triage decisions by
a multidisciplinary team comprised of at least
3 members. At the time of the survey, 11 hos-
pitals were planning a review process to retro-
spectively evaluate all triage decisions, with
meeting frequency determined by triage vol-
ume. Most respondents (7 of the 11 hospitals
planning a review process) described a review
team composed of multiple disciplines,
including clinicians of various specialties and
representatives from ethics, equity, social
work, clergy/chaplaincy, and hospital leader-
ship. At the time of the survey, only one re-
view team planned to include community
members on the retrospective review team.

Efforts to Reduce Bias in Triage
The ethics guidance also recommends safe-
guards against bias such as antiracism and
disability bias training. Most respondents
identified at least 1 strategy to reduce bias/
discrimination in their hospitals’ planned
triage process, including hospital-wide anti-
bias training for all employees (11/14).
Hospital-wide antibias training was mandatory
for 5 hospitals and optional for 6 hospitals. Six
respondents noted that antibias training was
required for triage team members. A few clar-
ified that their hospitals intended to intensify
antibias training for staff involved in triage de-
cisions (e.g., equity training and formal triage
exercises). Other planned strategies to mitigate
bias included ensuring diversity on the triage
team (6/14) or review committee (8/14). Re-
spondents reported that 6 hospitals planned
to blind triage teams to patient demographic
characteristics, including race. Two
s://doi.org/10.1016/j.mayocpiqo.2024.09.003 543
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respondents indicated that their hospitals were
debating whether race should be affirmatively
considered in triage decisions to mitigate exist-
ing inequities.

DISCUSSION
Hospitals face a challenge in translating the
guidance expressed in statewide ethics frame-
works and scarce resource allocation protocols
into an operational hospital triage plan. Fac-
tors such as setting (rural vs urban), affiliation
(within a major health system or unaffiliated),
hospital size, existing consultative ethics
expertise, and institutional culture may influ-
ence the implementation of statewide guid-
ance. Evidence suggests that even within
states, adaptation of statewide guidance may
vary by health care system.10 Implementation
is also challenging when state guidance is
not uniform. To our knowledge, this is the
first description of how hospitals planned to
adapt statewide pandemic resource allocation
guidance to their respective practice settings.
The variation we found may not only reflect
the need to adapt guidance to diverse hospitals
across the state, but it also may reflect state
failure to communicate clear and consistent
guidance or hospital disagreement with that
guidance. Variation in how hospitals within a
state plan to conduct triage may have trou-
bling implications for patient care if it results
in substantially different triage outcomes
across individual hospitals within a state.

Although intended plans for implementa-
tion of statewide guidance varied by hospital,
respondents described processes consistent
with most of the components of Minnesota’s
ethics guidance. Divergent responses may
reflect the different resources available to
each hospital based on their size, available
staff, and whether they were part of a broader
health system. When intended plans deviated
from fundamental aspects of Minnesota’s
ethics guidelines, such as the recommendation
that triage decisions not consider the patient’s
race or ethnicity, individuals responsible for
planning at those hospitals may have reasoned
that a different strategy would better fulfill the
ethical commitments and objectives embraced
as the foundation of the state’s guidance. In
fact, during statewide ethics and CCWG dis-
cussions in 2020, participants actively debated
questions such as to the degree to which
Mayo Clin Proc Inn Qual Out n December 2024
bedside teams should be involved in triage
and how to combat discrimination experi-
enced by persons with disabilities and minori-
tized racial groups.

The ethics guidance stated that triage and
retrospective review teams should include in-
dividuals with ethics expertise. The impor-
tance of including individuals with ethics
expertise in triage is stressed in the literature,
particularly in shaping hospital policies, pro-
moting more equitable outcomes for histori-
cally disadvantaged groups, and reducing the
moral distress that bedside clinicians may
face regarding triage decisions.11,12 Several re-
spondents specified in their open-ended re-
sponses that their hospitals were intentional
about who they planned to include on the
triage team, to ensure triage decisions were
made by those with relevant clinical and ethics
expertise and diverse lived experience, to miti-
gate bias. This commitment to an ethically
sound triage process also extended to plans
for enhanced training for their triage teams
or review teams, with most respondents indi-
cating that their hospital had held at least
some training sessions as of September 2020,
although some had not yet begun this process.

One point of divergence among hospitals
was in the parties responsible for clinical as-
sessments at various steps in the triage pro-
cess. Respondents described differing plans
for assessing the components of the triage
score. This was not a surprising finding, given
the differences of opinion that emerged in
statewide CCWG discussions, with some indi-
viduals advocating that bedside clinicians were
the most knowledgeable parties to both eval-
uate patients and communicate triage deci-
sions to families, but others arguing that
bedside clinicians should be prohibited from
involvement in the triage process to reduce
potential bias and moral distress. Respondents
reported that 5 hospitals proposed use of
SOFA scores generated by their electronic
medical records, whereas other respondents
questioned automated scores’ accuracy, partic-
ularly with respect to neurologic assessments
and assignment of SOFA points when clinical
data were missing. Respondents from some
hospitals stressed the importance of factoring
clinical judgment into evaluation of patients’
chronic medical conditions, advocating that
experienced critical care clinicians perform
;8(6):537-547 n https://doi.org/10.1016/j.mayocpiqo.2024.09.003
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triage. Other hospitals trained redeployed
research nurses or even billing specialists to
participate in triage assessments, suggesting
they had insufficient staff to devote an inten-
sivist to triaging patients.

Since early in the pandemic, patient activ-
ists, civil rights attorneys and scholars, as well
as the federal Office for Civil Rights have criti-
cized triage policies for perpetuating disadvan-
tage on the basis of race/ethnicity, age,
disability, socioeconomic status, and other fac-
tors without immediate clinical relevance.13-17

SOFA and scoring mechanisms based on
severity of organ dysfunction have been criti-
cized for discriminating against persons with
disabilities or with underlying chronic dis-
ease,18 particularly when triage protocols call
for prognostication beyond the acute illness.19

Additionally, data published because this sur-
vey was fielded shows that SOFA overestimates
in-hospital mortality for Black patients but
underestimated for White patients,20 leading
to calls to modify SOFA (e.g., removing creati-
nine)21 or develop an alternative prognostic
measure to mitigate this potential source of
bias, as has been advocated by some scholars.
Minnesota’s MCEC and CCWG debated how
to address SOFA concerns. Several respondents
indicated that their hospital had yet to reach in-
ternal consensus on the best strategy to
enhance triage fairness with regard to race/
ethnicity, age, and disability. Although some re-
spondents described hospital plans to review
and adjust SOFA scores for disability or chronic
disease, other hospitals were considering using
patient race as corrective factors for systematic
disadvantage. Notably, affirmative prioritization
of minoritized racial or ethnic groups in triage
deviates from MCEC’s guidance that race ought
not to be considered in critical care triage deci-
sions.22-24 Minnesota’s ethics guidance states
that likelihood of survival to hospital discharge
should be considered during triage. In contrast,
Minnesota’s clinical triage instructions call for
the consideration of specific comorbidities
and postdischarge prognostication; instructions
that, despite disability and equity concerns
raised, are still prevalent in state triage guidance
across the United States.19,25

Strengths and Limitations
Findings may not be generalizable to other
states, particularly considering Minnesota’s
Mayo Clin Proc Inn Qual Out n December 2024;8(6):537-547 n http
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years-long prepandemic planning, a history
of robust community engagement, COVID-
era statewide collaboration, and presence of
guidance documents that were not fully
harmonized.26-28 Although respondents were
employed by diverse hospitals, survey re-
sponses do not describe all implementation
planning across Minnesota. Other hospitals
may have developed different strategies and
resources to operationalize Minnesota’s guid-
ance, if at all. Responses are reflective of sum-
mer 2020; perspectives on triage ethics may
have evolved after survey completion or dur-
ing surge events.8,9

Selection criteria may have biased survey
respondents in favor of closer adherence to
Minnesota’s guidance, because invitations
were issued based on known involvement in
MCEC and/or CCWG. Individuals were not
formally designated representatives of their
respective hospitals and might have had vari-
able knowledge of hospital plans, especially
unwritten plans. Surveying multiple respon-
dents per hospital could have yielded a more
complete rendering of implementation plans,
particularly in large hospitals where responsi-
bility for planning and overseeing triage was
shared. Finally, this study was not designed
to assess hospitals’ written policies on triage
implementation because these data were
unavailable.

CONCLUSION
Issuing statewide pandemic triage guidance
does not guarantee uniformity in implementa-
tion. Instead, state guidance initiates a process
of hospital planning for operationalizing that
guidance and determining how to cope with
episodes of acute scarcity requiring triage.
From the standpoint of patients, what matters
most is what hospitals and clinicians plan to
do if triage is needed.

Hospitals would benefit from continuing
review of operational plans developed during
the COVID-19 pandemic. States should re-
view their triage guidance, resolving any
inconsistency or unintentional ambiguity that
could create obstacles to implementation.
Greater collaboration between hospitals and
the state should include channels for bidirec-
tional communication about practical chal-
lenges hospitals are facing with translating
guidance into practice.
s://doi.org/10.1016/j.mayocpiqo.2024.09.003 545
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