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The severe acute respiratory syndrome-coronavirus-2 (SARS-
CoV-2 or COVID-19) pandemic has overwhelmed health care sys-
tems the world over, turning the situation into a “mass casualty
emergency” (MCE) in some locations. Ideally, medical resour-
cesdmaterial and humandwould be unlimited. However, as the
current pandemic has made evident, such thinking is
utopiandshortages and rationing are here.1 As such, health care
providers must be prepared to make critical allocation choices with
life-and-death consequences.1,2

Under usual circumstances, health care providers’ primary
duties are to their patients. These duties include non-
abandonment, relief of suffering, and respect for the patient’s
rights and preferences.3 During MCEs, however, the paradigm be-
comes more complex. The duty of health care providers may be to
promote equity in distribution of risks and benefits to society. Such
a shift has received several monikers: crisis standard of care,4 crisis
care,5 and disaster care protocols.6

The patient who triggered this discussion on equity in distri-
bution of risks and benefits during an MCE was a 17-year-old with
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confirmed COVID-19. In the pediatric intensive care unit (PICU), he
required sedation, pharmacologically induced muscle paralysis,
and mechanical ventilation. While under those clinical conditions,
the patient developed sustained tachycardia and hypertension. In
an effort to rule out seizures associated with autonomic changes,
the PICU’s medical team requested that he be placed under
continuous video-electroencephalographic (EEG) monitoring.
Given the nonspecific nature of the vital signs’ changes, and in
an effort to avoid exposing an EEG technologist to COVID-19,
and potentially contaminating a limited resourcedEEG equi-
pmentdweopted to take await-and-see stance.Within 30minutes
of the PICU’s medical team’s request, the boy’s vital signs returned
to normal, making the need for electrophysiological monitoring
unnecessary. This situation, however, engendered moral discom-
fort among the providers over the hesitance of using a resource
when, before the coronavirus pandemic, it would have readily been
employed.

Decisions regarding the allocation of limited medical resources
among patients should consider ethically appropriate criteria
relating to medical need. These include, among others, the likeli-
hood of benefit, urgency of need, change in quality of life, duration
of benefit, the resources required for successful treatment,
comorbidities that may affect outcomes, and the availability of
qualified personnel. In addition, decisions made during MCEs are
likely to change from moment to moment. A resource that is not
available at one time may be so later, and vice versa.4 Such
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instability forces providers to establish candid lines of communi-
cation with patients.

The concept of allocating scarce medical resources based on
need and benefit has been addressed by several organizations
including the American Medical Association,7 the Society of Critical
CareMedicine,8 the American Academy of Pediatrics,9 and the Child
Neurology Society.10 The former two organizations typically
address the needs of adult patients, and the latter two do so for
pediatric patients. And although age may play a role in the manner
in which these organizations frame their advice, the principles
upon which they offer recommendations are, nonetheless, aligned.

The allocation of resources duringMCEs can be accomplished by
considering one or more of the following:

� Based on the principle of distributive justice, priority use of
scarce medical resources may need to be given to patients for
whom treatment will avoid unexpected premature death and
extremely poor outcomes and to those who are most likely to
benefit from them.2

� Based on the ethical principles of veracity and transparency,
allocation of scarce medical resources needs to be accomplished
using objective, consistent, and transparent protocols.2

� Based on the ethical principles of respect for persons and ve-
racity, clinicians need to explain to patients or their kin that
decisions regarding allocation of scarce medical resources may
need to be made.1

� Based on the principle of justice, allocation of scarce medical
resourcesmay need to be decided according to degree of benefit,
likelihood of benefit, duration of benefit, and the number of
people whowill benefit (how rapidly can the resource be shared
with or transferred to additional patients).2

� Based on the principles of utilitarianism, scarce resources may
need to be allocated to first responders, those who care for the
ill, and those who keep critical infrastructure operating.1

� Based on the principle of respect for persons, individuals may
voluntarily forgo resources for the sake of benefiting others.

� As all patients must share a single pool of scarce resources, the
principles of justice and equality require that the process of
resource allocation apply to patients with and without the
resource-limiting illness.1,3

Clinicians’ aids to the allocation of limited medical resources
during an MCE.

� A hospital’s ethics committee. During anMCE, a hospital’s ethics
committee can assist high-acuity services tailor severity-of-
illness scores to the realities of the MCE taking into consider-
ation the principles of medical ethics. In addition, the ethics
committee might meet with a hospital’s leadership to assess the
situation, monitor how decisions for the allocation of scarce
medical resources are being made, suggest possible alternatives,
and support the providers who are compelled to set aside
patient-focused standards of care and use society-focused crisis
standards of care.1

� A crisis triage officer (CTO). As indicated earlier, during an MCE
the traditional role of the clinician as advocate for the individual
patient may need to be set aside temporarily. Instead, clinicians
may need to move on to a paradigm where their duty is to
promote equity in distribution of risks and benefits to society.
Bedside clinicians are averse to the need to make crucial de-
cisions at the bedside in a time of crisisdthe existence of
advance directives proves the point. The role of the CTO is to
optimize population health outcomes rather than individual
health outcomes.4 CTOs discharge their responsibility from afar,
thus mitigating the impact that such momentous decisions can
have on the bedside clinician.1

� Resource allocation protocols (RAP). Utilizing RAPs is not an
option, its a forced choice.4 Nevertheless, RAPs provide guidance
to clinicians on how to allocate resourcesdsupplies or staf-
fingdduring times of scarcity.6 Drawn ahead of an MCE, RAPs
offer ethical and equitable processes to allocate scarce medical
assets when the demand exceeds supply. Adoption of RAPs may
actually decrease morbidity and mortality.4 RAPs are based both
on egalitarian principles and that which a reasonable and pru-
dent clinician would do under similar circumstances.

Some have said, in varied ways, that the silver lining of a crisis is
the opportunity to learn from the mistakes that were made and
prepare for the inevitable next crisis. Setting aside for a moment
the terrible toll that the novel coronavirus pandemic has exacted on
humankind, it has also offered an opportunity to change the way
medicine is practiced, at least in the United States. To do so, how-
ever, we will need to accept that sometimes “it is OK to wait” and
give population health outcomes equal footing with individual
health outcomes.
References

1. Emanuel EJ, Persad G, Upshur R, et al. Fair allocation of scarce medical re-
sources in the time of Covid-19. N Engl J Med. 2020;382:2049e2055.

2. Hick JL, Hanfling D, Wynia MK, Pavia AT. Duty to Plan: Health Care, Crisis
Standards of Care, and Novel Coronavirus SARS-CoV-2. NAM Perspectives.
Discussion paper. Washington, DC: National Academy of Medicine; 2020.
Available at: https://nam.edu/duty-to-plan-health-care-crisis-standards-of-
care-and-novel-coronavirus-sars-cov-2/. Accessed May 13, 2020.

3. The Hastings Center, COVID-19 petition, an open letter to the White House
coronavirus task force and the U.S. Congress. Available at: https://docs.google.
com/document/d/1C-LxnsqchtslcXw_P1ANHdQHmmUioSQ10532Gou5_UU/
edit. Accessed May 13, 2020.

4. Koenig KL, Lim HCS, Tsai SH. Crisis standard of care: refocusing care goals
during catastrophic disasters and emergencies. J Exp Clin Med. 2011;3:
159e165.

5. Koenig KL. Crisis standard of care is altered care, not an altered standard. Ann
Emerg Med. 2012;59:443e444.

6. Schultz CH, Annas GJ. In reply: crisis standard of care is altered care, not an
altered standard. Ann Emerg Med. 2012;59:444.

7. American Medical Association. AMA Code of Medical Ethics’ opinions on allo-
cating medical resources. J Ethics. 2011;13:228e229.

8. Fischkoff K, Marshall MF, Okhuysen-Cawley R, et al. Society of critical care
medicine crisis standard of care recommendations for triaging critical re-
sources during the COVID-19 pandemic. Available at: https://www.sccm.org/
COVID19RapidResources/Resources/Triaging-Critical-Resources. Accessed May
13, 2020.

9. Antomaria AH, Powell T, Miller JE, et al. Ethical issues in pediatric emergency
mass critical care. Pediatr Crit Care Med. 2011;12:S163eS168.

10. Graf WD, Epstein LG, Pearl PL. Practical bioethics during the exceptional cir-
cumstances of a pandemic. Pediatric Neurol. 2020;108:3e4.

http://refhub.elsevier.com/S0887-8994(20)30188-0/sref1
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref1
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref1
https://nam.edu/duty-to-plan-health-care-crisis-standards-of-care-and-novel-coronavirus-sars-cov-2/
https://nam.edu/duty-to-plan-health-care-crisis-standards-of-care-and-novel-coronavirus-sars-cov-2/
https://docs.google.com/document/d/1C-LxnsqchtslcXw_P1ANHdQHmmUioSQ10532Gou5_UU/edit
https://docs.google.com/document/d/1C-LxnsqchtslcXw_P1ANHdQHmmUioSQ10532Gou5_UU/edit
https://docs.google.com/document/d/1C-LxnsqchtslcXw_P1ANHdQHmmUioSQ10532Gou5_UU/edit
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref4
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref4
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref4
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref4
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref5
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref5
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref5
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref6
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref6
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref7
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref7
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref7
https://www.sccm.org/COVID19RapidResources/Resources/Triaging-Critical-Resources
https://www.sccm.org/COVID19RapidResources/Resources/Triaging-Critical-Resources
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref9
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref9
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref9
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref10
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref10
http://refhub.elsevier.com/S0887-8994(20)30188-0/sref10

