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tries developed triage guidelines to handle such situations. However, at the current stage in
the pandemic there have been a few initial indications that these guidelines may suffer from
problems of feasibility. If these suspicions are confirmed in the time to come when systematic
studies are conducted, this will provide a strong reason for re-evaluating the guidelines. This
article provides a model for the re-evaluation of the existing triage guidelines that draws on
insight into indirect ethics and which is designed to ensure that we can learn from the costly
experiences during the course of the COVID-19 pandemic.
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The COVID-19 pandemic has overwhelmed healthcare sys-
tems and, in several countries, has been accompanied by
a severe shortage of essential services and medical equip-
ment. Most significantly, the large number of critically ill
patients has, in some cases, led to a lack of sufficient
ICU (intensive care unit) beds and ventilators. The atten-
tion that has been directed to this sort of shortage is both
understandable and expectable. While rationing of medical
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resources is well-known in healthcare contexts, the decision
of who should have access to mechanical respiratory assis-
tance in cases where the number of patients in critical need
exceeds the number of available ventilators, will in most
cases involve a direct choice between life and death [1].
As the authors of a recent article on this sensitive issue has
put it, the allocation of ventilators constitutes one of the
‘‘toughest triage’’ decisions [2].

In order to handle the potential shortage of the acute
treatment capacity, many countries have developed guide-
lines for prioritisation in cases involving scarcity. Even
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though these guidelines, as we will return to shortly, diverge
on several points, there is also a large element of agree-
ment across the recommendations [3]. However, in light of
the fact that we are no longer in the first phase of the pan-
demic, the time has come to start considering to what extent
the triage recommendations have worked. That is, whether
the guidelines have provided hospitals and medical person-
nel with appropriate and useful guidance. At the present
stage in the pandemic, it still too early to provide a definitive
answer to this question. However, as we will return to, there
are some preliminary indications that application of triage
guidelines may not have been without problems. If these
indications are confirmed in the time to come when more
thorough analyses are conducted, this will constitute a rea-
son for reassessing the guidelines. The purpose of this article
is to provide an overall framework for how triage guidelines
should be reconsidered in cases in which there turns out to
be a conflict between the contents of the guidelines and the
ability to act on these guidelines when hospitals are over-
whelmed and medical staff have to engage in life and death
decisions. More precisely, the article will proceed as follows.
First, a few preliminary words on the existing triage recom-
mendations and their feasibility. Second, a model drawing
on insights from standard ethical theory will be outlined
for how triage guidelines should be re-evaluated. Thus, the
overall purpose will be to show how one should proceed in
the process of revising guidelines in order to provide both
plausible and feasible assistance in future COVID-19 triage
decision-making.

Triage guidelines and feasibility

In anticipation of the shortage of ventilators, triage guide-
lines have been developed in many countries. These
guidelines serve as professional advice and are generally
not legally binding. They serve several interrelated pur-
poses. For instance, they may facilitate triage decisions and
provide some degree of transparency and objectivity. Fur-
thermore, they may help in lifting part of the responsibility
of the toughest decisions from the shoulders of individual
clinicians [3]. However, most importantly, they are devel-
oped in order to ensure that triage decisions are ethically
right. That is, they are borne by the highly plausible and
widely shared assumption that triage decisions are not all
equally right.

Whether the guidelines that have been developed have
succeeded in qualifying triage decisions in the desired ways
should of course be considered at some point. At the time of
writing, infection rates are again very high in many countries
and even though the number of ICU beds has been increased
in many places it is unfortunately much too early to be sure
that triaging will not be necessary. However, at some point in
the course of the pandemic there will be sufficient grounds
for re-evaluating the guidelines. A crucial question in this
process will of course be whether the recommendations
have actually succeeded in guiding triage decision-making
in an appropriate manner. For the time being, this question
cannot be answered. Systematic studies on the feasibility of
the guidelines in countries that have been forced to engage
in triaging have not yet been conducted. However, there are

a few indications that the guidelines may not have been as
feasible as could have been desired.

For instance, in a recent article, Benjamin Herreros and
his colleagues have reported their experiences during the
outbreak of COVID-19 in Spain. The authors explain that
national triage recommendations were developed at a late
stage in the outbreak of the disease and that, in the lack of
general guidelines, hospitals had to develop their own triage
protocols. However, on the top of these initial problems, it is
also underlined that: *‘If this delay were not enough, many
of the aforementioned guidelines were eminently theoreti-
cal, lacking usefulness for clinicians who had to make clear,
rapid, decision in their clinical practice’’ [4]. The result of
this feasibility problem has been that ‘‘[t]riaging systems
have been carried out and still are — according to local
idiosyncrasies’’ [4]. As noted, it is currently difficult to esti-
mate the generality of these problems. However, suppose
that the massive pressure that has been placed on ICUs in
some countries turns out to have led to similar challenges
concerning usefulness and feasibility of the existing triage
guidelines. How should a reassessment of these guidelines
proceed to ensure that we can learn from such experiences?
The purpose of the following section is to outline the con-
tours of a model that attempts at providing an answer to
this question.

A model for the reassessment of triage
guidelines

What we wish to suggest is that a scheme for the
re-evaluation of triage guidelines should be based on con-
siderations of indirect ethics. Such considerations constitute
a standard ingredient in ethical theory and have been the
subject of comprehensive theoretical discussion — mainly in
the modern consequentialist tradition. The idea of indirect
ethics can easily be illustrated.

Suppose as a simple analogy, that a parent wishes to take
precautions to avoid that a young child burns her hands at
the kitchen stove. In this case, a possible procedure might
be to explain to the child precisely when the hobs are hot
(e.g. *"if this light is on, then this hob is hot, if the light is
not on, it is not hot, and the same for the other hobs ...”").
Obviously, this is not how parents would usually act. Rather,
what most parents would wisely do is to tell the child not
to touch the stove at all. Is the latter prescription correct if
the goal is to avoid the child burning its hands? No, obviously
not. There are many cases in which one can touch the stove
without being burnt. However, given the level of maturity of
the child, this simpler rule is more likely to satisfy to goal of
avoiding burns than the much more complicated description
of when the stove is hot and when this is not the case.

It is precisely the same pattern that may exist in some
cases where ethical theories are put into practice. Draw-
ing on the standard ethical terminology, there may be cases
where the criterion of rightness (that is, the specification
of when an act is morally right) does not coincide with the
decision procedure (that is, the rule by which an agent’s
decisions are guided). These are cases in which guidance by
the criterion of rightness (analogous to the wish that the
child should not burn its hands) would result in an outcome
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that is worse than if the agent is guided by a simpler rule
of thumb (analogous to the prescription ‘‘never touch the
stove’’). The task of an indirect approach to ethics is to
develop those decision procedures which in real life appli-
cation will lead agents as close as possible to acting in ways
that are right according to the criterion of rightness [5—8].
As noted, it is a standard position in ethical theory that
there may sometimes be circumstances under which an indi-
rect ethical approach constitutes the only consistent way of
putting ethical principles into practice. What we suggest is
that, insofar as it turns out that COVID-19 triage recommen-
dations are faced with problems of feasibility, an indirect
ethical approach should be adopted. More precisely, this
should be done by engaging in considerations indicated by
the following three-step procedure:
¢ identify the most plausible ethical approach to triaging in
a crisis situation where there is a shortage of ventilators;
e explore the practical obstacles that exist for clinicians in
the application of triage guidelines;
¢ develop new guidelines which, given the practical obsta-
cles, are most likely to lead to clinical decisions that are
in accordance with the most plausible ethical approach
to triaging.

A few comments should be added to each step:

e the first step in the process is to consider what constitutes
the most plausible in principle approach to triaging when
there is an imbalance between the number of patients in
critical need and the number of ventilators. It might per-
haps be expected that this is what has already been done
in the existing triage recommendations. However, there
are several reasons to doubt this. For instance, a princi-
ple that plays a dominant role in current guidelines is to
maximise benefit. Principles concerning the maximisation
of benefit figure in all existing triage recommendations
[9]. However, this has been interpreted differently in dif-
ferent countries. There are differences about whether
focus should be on long-term or short-term prognosis. Fur-
thermore, there are differences with regard to whether
one should maximise benefit by focusing on the number
of lives saved or on the life years saved [10]. In cases
where focus is placed on the latter, there are also differ-
ences with regard to whether one should only focus on life
years saved or also on the quality of the life years saved.
Given the assumption that these possibilities cannot all
be equally plausible it seems fair to suggest that the
differences between the national guidelines, at least in
some countries, would benefit from reconsideration at the
basic theoretical level. This is also indicated by the sig-
nificance of the question as to whether a certain priority
should be given to people whose lives are of instrumental
value. For instance, existing guidelines differ with regard
to whether healthcare workers should be prioritised [3].
Furthermore, if one moves beyond the question of max-
imisation of benefit to the question of how considerations
of justice — such as whether a certain priority should be
given to the worst-off — there are also significant dif-
ferences between existing guidelines [3]. Thus, given the
fact that both questions of benefit and justice (and how
these considerations should be combined) are theoreti-
cally complex, it cannot simply be taken for granted that

the first step in the suggested procedure has already been
properly answered by the existing triage guidelines;

¢ whereas the first step in the procedure constitutes a stan-
dard ethical challenge, this is not the case for the second
step. On the contrary, this step will require studies involv-
ing healthcare workers at the ICUs where the number
of patients has exceeded the number of ventilators. The
explanations of why triage recommendations may have
been difficult to follow and have perhaps been experi-
enced as ‘‘lacking usefulness’’ may take many forms. For
instance, they may concern a lack of the sort of knowledge
that is required in order to be able to prioritise as recom-
mended; a lack of theoretical guidance with regard to how
values should be balanced in conflict cases; experiences
of the fact that the recommendations appear morally
dubious or that they require too much of the individual
decision-maker; a lack of clarity with regard to deci-
sion procedures and overall distribution of responsibility;
or the experience of stress or fatigue in overburdened
healthcare personnel [11]. Several other explanations can
be imagined. But the task at this step will be to uncover
and carefully analyse the actual causes of inapplicability
during the current COVID-19 crisis;

e the final step in the procedure will then be to combine
the considerations and knowledge obtained at the pre-
vious steps. Specifically, the task will be to adjust the
basic triage principles identified at step (1) to the practi-
cal conditions and obstacles revealed at step (2) in such a
way that the resulting guidelines will lead to actual triage
decisions that come as close as possible to what is ideally
desirable.'

Concluding considerations

Future reassessment of the triage guidelines that have been
developed to handle the most acute pressure which the
COVID-19 pandemic has placed on healthcare systems in sev-
eral countries, will be important in order to assist healthcare
personnel and, not least, to ensure that the right decisions
are taken in cases involving a shortage of ICU beds and venti-
lators. As noted, the idea of indirect ethics is certainly not in
itself new or innovative if seen from the perspective of aca-
demic ethical theory. However, we believe that a model for
a re-evaluation of the existing guidelines that draws on the
insights of indirect ethics as instantiated in the suggested

"It might be objected that if the guidelines that follow from
adjusting the principles identified at step (1) to the practical condi-
tions and obstacles identified at step (2), differ from the currently
existing guidelines, then one cannot be certain that one can learn
from the practical problems associated with the use of the current
guidelines. However, this objection does not seem convincing. First,
as noted, there may be many explanations of why guidelines are
difficult to follow in practice. And these explanations need not all
depend on the specific content of the guidelines. Second, and more
importantly, it seems very difficult to believe that the guidelines
that follow from the three-step procedure will differ radically from
existing guidelines. For instance, as noted, a principle concerning
maximisation of benefit figures in all existing guidelines and it is rea-
sonable to expect that this will also be one of the basic principles
identified at step (1).
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three-step model has several advantages First, it will spur
theorists to engage in considerations of what constitutes the
most plausible triage principles. Second, it will ensure that
guidelines are based on an accurate understanding of the
difficulties that are associated with the use of such recom-
mendations in clinical practice. Third, it will help to ensure
a revision of guidelines that aim at providing the best pos-
sible fit between principled validity and clinical usefulness.
In our view, the suggested model may function as a heuristic
device for the national or international ethical committees
that develop triage guidelines. And, it will constitute a way
of ensuring that we can learn from the costly experiences
during the COVID-19 pandemic.
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