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TRIAGE IN A PANDEMIC: EQUITY, UTILITY,
OR BOTH?

PAUL WALKER, MB BS, PHD

Abstract

In terms of the setting of priorities for resource allocation, two general principles
are important. These are equity and utility. Based on these two concepts, there are
two historically discrete models for triage of limited resources. These are the French
egalitarian model based on equity and the British military model based on utility.
Modern paramedic and emergency room care in multiple casualty situations favors
the triage model based on utility. Modern ICU care favors the triage model based on
equity. There are issues to be addressed in both triage responses. In a pandemic, both
the utilitarian model and the equity model are active, and their applicability changes
as the trajectory of the pandemic progresses.
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Introduction

‘Triage’ is the process of deciding the order or priority of treatment of ill or injured
patients, usually in settings where available resources are not limitless. ‘Pandemic’
refers to an epidemic occurring worldwide, or over a very wide area, crossing
international boundaries and usually affecting a large number of people.

In terms of deliberation aimed at the setting of priorities for resource allocation,
two general principles are important. These are equity and utility (Verweij 2009).
Equity, as the basis for triage, aims for an allocation of resources which is fair, right,
and just—for example, mitigating health disparities and avoiding discrimination on
non-medical grounds. Equity is not the same as equality. Equity means allocating
resources based on the needs of the recipients. Equality means giving everyone
exactly the same resources. Utility, as the basis for triage, aims for an allocation of
resources which maximizes one or more outcomes—for example, number of lives
saved.

Although Kant and other duty-based ethicists have argued that humans should
be seen as ends in themselves and hence intrinsically valuable (Kant 1956, 62—
65), traditionally principles of triage in multiple casualty situations are utilitarian
(NYTFLL 2015, 33; Bazyar, Farrokhi, and Khankeh 2019; Clarkson and Williams.
2020). In situations of multiple casualties, limited resources (for example, numbers
of trained rescuers and available equipment for resuscitation) are directed to salvage
the greatest number of lives. This utilitarian response thus requires compromise of
ethical principles centered upon the autonomous health needs of any one individual,
in favour of the aggregated health needs of the greater number. For example, following
a motor vehicle accident, four patients are moderately injured but will likely live with
sufficient resuscitation, while one is severely injured and will likely take most of the
resuscitative team’s resources. The four patients are prioritised for treatment over the
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one very severely injured patient. This argument can only run so far though. Consider
now that although the four have been resuscitated, to survive long term each requires
an organ transplant—one a heart, one a liver, one a kidney, and the fourth a lung. You
know there is one young healthy patient waiting in your clinic for a check-up. Despite
the obvious utilitarian attraction, it is impermissible to harvest four of her organs in
order to save the four accident victims.

Historically, there are two distinct models for triage of limited resources, based
on conceptions of equity and of utility. These are regularly, but erroneously, conflated
(Jonsen 1990; Baker and Strosberg 1992). After explaining the difference, I will argue
that in a world pandemic both models are active, but their applicability changes as the
trajectory of the pandemic progresses.

Models for Triage

The egalitarian model dates from the Napoleonic era, where Baron Dominique
Jean Larrey saw privileged officers being carried in early by their manservants,
though less-severely injured than poorer soldiers who had to get themselves to the
hospital tents. He set out to prioritize treatment of the most dangerously wounded
first. Larrey’s model is thus based on equity, without regard for “rank or distinction”
(Beecher 1969, 110; Kirby 2010, 758).

The utilitarian model dates from the 18" Century, where the British hospitalists
John Aitken and Thomas Percival aimed to maximize utility, which in warfare is
success in battle. So, priority treatment was given to those who can most expeditiously
be returned to active duty in order to defend the compound, over those who had more
severe injuries preventing their rapid return to active duty (Churchill 1952; Kirby
2010, 758). Thus in Northern Africa during World War 2, prioritizing the war effort,
penicillin was given to those soldiers laid low with syphilis, in preference to those
with war injuries (Beecher 1969, 280-281). This utilitarian model of triage prioritises
the greatest good for the greatest number.

Shifting Models in a Pandemic: Utility Early

As noted above, in modern paramedic or emergency room care of multiple casualty
situations, the utilitarian (British military) triage model which aims for the greatest
good for the greatest number via saving the greatest number of casualties, is favoured.

Since at least the 2003 emergence of SARS 1, pandemic preparedness priorities
also favour the utilitarian model of saving as many lives as possible (Kass et al.
2008, 228; Verweij 2009; Kirby 2010, 758; Fiest et al. 2020, 412). Arguably, this is
good both for individuals and for the community (with caveats about quality of life).
Within the utilitarian triage model, the treatment of healthcare workers (HCWs) is
prioritised so as to return them to the front line, where they can potentially save
more lives. Ancillary benefits accruing to the prioritisation of HCWs are that they
are encouraged to turn up for work, safe in the knowledge they will be prioritised for
treatment if infected.

As the pandemic approach to triage, prioritising the saving of as many lives as
possible appears simple and clear, and is likely to help inspire confidence in health
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departments and government policies. Medical exclusion criteria aside, two points of
clarification to the phrase ‘save as many lives as possible’ are important.

First, giving consideration to incorporating into ‘number of lives saved’ a
measure of number of years of life saved and number of quality-adjusted or disability-
adjusted years of life saved, is potentially important. There are precedents for this
consideration. Guidelines for the allocation of lungs for transplantation allow for
expected duration of survival after transplantation (“the difference between expected
lifetime with versus without a transplant™), not simply avoidance of death (“expected
lifetime without a transplant”) (Egan et al. 2006, 1226).

Second, public health initiatives during a pandemic such as border closures,
self-isolation, social distancing, and working from home inflict significant collateral
financial and social damage on society and our way of life. Hence, from the perspective
of governments, allocation of resources in a pandemic under the utilitarian model
could move beyond mere numbers and quality of lives saved, and could aim at saving
as many specific lives as possible. This is in order to maximize specific utilities—
utilities which are potentially useful in the post-pandemic recovery phase. These
might include prioritising saving the lives of workers in border protection and policing
in order to maintain the law, order, and the safety of citizens. Community or public
goods such as happiness or economic viability may be prioritised, as may social
infrastructure. Hence prioritising lives to be saved as those who work in sanitation,
counselling, or entertainment; or financial security such as workers in banks and other
financial institutions, over saving ‘average’ citizens (Kass et al. 2008). Guidelines
from the University of Pittsburgh assign a priority score for allocation of a ventilator
that incorporates giving priority to individuals who perform tasks vital to the public
health response (White and Halpern 2020, 7).

Ideally, determining the actual basis for utilitarian triage decisions about
prioritisation of certain lives over others from a community or public good perspective
would be based upon a clear and transparent articulation of the outcomes to be
maximised. Kirsten Fiest’s et al. (2020) recent systematic review of the allocation of
intensive care resources during an infectious disease outbreak identified 83 articles.
Of these, 30 explicitly stated which ethical principles guided the development of
their triage criteria. Twenty based their protocols on the basis of helping the greatest
number to survive (stewardship), 5 based resource allocation on societal contributions
(reciprocity), and only 4 reported engaging the public to prioritize triage criteria
(Fiest et al. 2020, 8-9). Additionally, despite prior experience of influenza epidemics,
many institutional COVID-19 policies may have been determined within a relatively
short space of time (Antommaria et al. 2020, 193). This suggests that the societal and
governmental utility priorities above are uncommonly discussed in this context. Our
era is characterized by an expansion of world travel and migration, which has brought
people from widely disparate cultures and belief-systems into our communities. The
resultant socio-cultural, ethno-national, and religious diversity is both deep-reaching
and results in conflicting conceptions of equality versus justice and liberty versus
autonomy; bringing about a far-reaching moral pluralism (Walker and Lovat 2019,
72). Achieving consensual agreement as to which utilitarian outcomes should be
prioritised is important, but will likely be both challenging and time-consuming.
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Shifting Models in a Pandemic: Equity Later

In modern ICU care, efforts are made to restrict admissions to the very sick and to
accelerate the discharge of less severely ill patients (Kirby 2010, 758). This is done
in order to give critical care priority to very sick individuals, who are expected to
benefit the most from such intervention (while not thought to be futile). Once the
patient is no longer severely unwell and becomes only moderately unwell, they are
discharged from the ICU to an intermediate-level care unit. Thus, current ICU triage
practice is closer to the egalitarian (French) model for triage than the utilitarian
model in that admission is based solely upon the severity of illness, resources are
allocated according to need, and there is no discrimination based upon officer status
vs. enlisted man—than to the utilitarian model (Kirby 2010, 758).

The changing applicability of triage models based on utility and equity to a
health service or hospital, as the course of a pandemic progresses, may be equally
applicable to an individual patient. Consider an adult with diabetes, lung, and heart
disease. In a pandemic she is more vulnerable to infection and once infected, has a
poorer survival prognosis. The equity model for triage would point toward priority
vaccination aiming to prevent disease. However, once infected, with a poorer survival
prognosis and limited resources, arguably the utilitarian model would point away
from active treatment.

Shifting Models in a Pandemic: Utility Revisited

In summary thus far, although the utilitarian model for triage of limited resources
may begin the pandemic response, once a patient is ill enough to reach an ICU, the
basis for triage switches to the egalitarian model, wherein the most severely ill (but
not futile) patients are given priority admission into an ICU, and less-severe patients
are not admitted.

Taking this thinking one step further, as the pandemic relentlessly progresses,
a more complex decision-making situation may arise involving re-allocation of
resources. Consider a military hospital which accepts civilian patients for treatment,
but in a battlefield surge must transfer civilian patients under their care to a local
hospital which may not have the expertise or equipment to keep them alive, in order
to follow their duty to prioritize the care of injured soldiers (O’Mathtina 2016, 10). In a
pandemic, although only required in a particularly dark scenario, existing guidelines
acknowledge that if there is a shortfall in available ventilators, there may arise the
need to re-allocate existing ventilators to those with greater survival prognosis, rather
than have the situations where “patients unlikely to survive were allowed indefinite
use of ventilators” (White and Lo 2020, 1774; NYTFLL 2015, 61-71; White and
Halpern 2020, 3-4).

In 2006 in the UK, it was estimated that during an influenza pandemic, between
four and five times the number of ventilated intensive care beds would be required
than were available (Marsh 2006). In 2020 in the US, it was estimated that during
COVID-19, each available ventilator might be required to service between 1.4 and
31 patients (Truog, Mitchell, and Daley 2020, 1973). Thus, it may be that decisions
need to be made about limiting the duration of care for patients who do not improve
rapidly (Marsh 2006, 791). It could reach the point where switching off the ventilator
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of someone already on life-support, in order to benefit someone else with a better
survival prognosis, may be required. Or, monitoring and then taking someone off
their ventilator if they are not progressing well enough or sufficiently quickly using
indices such as the Sequential Organ Failure Assessment (SOFA). Of 29 US hospitals
with a ventilator triage policy and associated with the Association of Bioethics
Program Directors, 95% used a version of the SOFA score (Antommaria et al. 2020,
191) plus discrete time intervals for reassessment. Once taken off life support, the
ventilator-dependent patient would then die. These actions are difficult to justify
under traditional ethical frameworks. From the perspective of the patient already
on the ventilator, the action breaches the principles of autonomy (the removal of
ventilator support is not taken at the patient’s or relative’s request), beneficence, non-
maleficence (because death will follow), and justice (the removal of ventilator support
is not taken because treatment is deemed futile, and in ordinary, non-pandemic times,
the ventilation would have continued). One solution widely proposed is triage teams
or committees, discrete from the clinical care teams, to make the decision.

My point here is that arguably, the triage model is challenged once more. The
triage model for getting into the ICU in the latter stages of a pandemic is based on
equity—treating the most seriously ill (matching resources to those with the greatest
need). While the triage model for getting out of the ICU (involuntarily) switches back
to triage based on utility—saving the most lives.

Conclusion

There are issues to be addressed about both the triage response founded on equity and
the triage response founded on utility. Both of the two underlying models of triage
have challenges in their practical application. In a pandemic, both models are active,
and their applicability changes as the trajectory of the pandemic progresses.
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