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Pandemic triage: the ethical challenge
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n their article describing a triage protocol for critical care
during an influenza pandemic, Christian and associates
(page 1377)" identify some of the medical and ethical is-
sues that are likely to arise during a pandemic. The authors
have attempted to close a significant gap in the Canadian in-
fluenza pandemic plan related to triage and the prioritization
and use of scarce resources,” while also considering the ethi-
cal repercussions of such a protocol. Pandemic influenza or,
as SARS demonstrated, any catastrophic outbreak of infec-
tious disease will have profound effects on the availability and
delivery of health care services and the functioning of health
care institutions. As Christian and associates make explicit, in
the absence of a thoughtful approach, health care resources
will be depleted within the first weeks of a pandemic. The au-
thors conclude that “development of a triage protocol is a
complex process that cannot be undertaken during a pan-
demic.” As a result, both precaution and foresight planning®
are needed to achieve the primary goals of the Canadian Pan-
demic Influenza Plan: “first to minimize serious illness and
overall death and second to minimize societal disruption.”
Christian and associates state that “under normal circum-
stances, all patients should have an equal claim to receive the
health care they need.” Here, an important distinction can be
made between equity of access and equity of outcomes from
available health care resources and services, both of which are
critical aspects of this protocol. The first concept, equity of
access, is related to the 4 primary components of the triage
protocol: inclusion criteria, exclusion criteria, minimum
qualifications for survival and a 4-category colour-coded pri-
oritization tool. Since resources will be drawn from a single
common pool, the protocol does not differentiate between
uninfected patients and those infected with influenza. In-
stead, individuals who are worst off but deemed most likely to
benefit from admission to an intensive care unit (ICU) and
access to ICU services, on the basis of the criteria and tools
listed above, will be admitted for treatment, including ventila-
tion. Thus, the protocol, which is “aimed at maximizing ben-
efits for the largest number of patients presenting to an over-
whelmed critical care system,” adheres to utilitarianism,
where utility necessitates “balanc[ing] benefits and draw-
backs to produce the best overall results.”® In the context of a
pandemic, or during other public health emergencies, the
best overall result is to minimize serious illness and death by
administering a finite pool of resources to those who have the
greatest opportunity to benefit from them.

The second consideration, which is directly linked to eq-
uity of access and the value of fairness invoked to defend this
protocol, is equity of outcomes. Some patients will be denied
access to critical care resources and will be discharged or ex-
cluded from the ICU because of their predicted inability to
benefit from care; nonetheless, as a matter of fairness, these
patients must be provided with appropriate palliative care or
pain management, or both.

Moreover, since health and well-being demand special
moral consideration, patients not only have an equal claim to
the health care from which they will benefit under normal cir-
cumstances, they also have an equal claim to the health care
from which they will benefit under all circumstances. Although
the applicability and relative weight of values and principles
may differ during emergency and non-emergency situations,
these values and principles do not change: “The same basic
morality applies to any human interactions. But when the same
rules are applied in different contexts, different conclusions re-
sult.”® During a public health emergency, such as an influenza
pandemic, the emphasis will shift from the individual to the
population. Therefore, while caring for individual patients with
specific needs, health care workers must also consider com-
munities, the public interest and the common good.

Stand on Guard for Thee,” a document produced by the Pan-
demic Influenza Working Group at the University of Toronto’s
Joint Centre for Bioethics, is cited as the primary ethical foun-
dation for this protocol. Yet it is unclear how the substantive
principles in that document shaped the protocol, since Christ-
ian and associates refer only to proportionality. Specifically, we
are puzzled as to how their assessment of the other substantive
values listed in Stand on Guard for Thee — individual liberty,
protection of the public from harm, privacy, duty to care, reci-
procity, equity, trust, solidarity and stewardship — resulted in a
classic utilitarian basis for the protocol. It is precisely in the
weighing of these principles that the hard work of ethics is
done, since the framework of the working group’s document
does not include a mechanism to weigh and specify principles.

Christian and associates acknowledge that this protocol has
never been employed and that it was developed by a panel of ex-
perts, without public input. They also note that engaging the
community and the greater public in the foundational values of
this protocol will be of great importance, but unfortunately
they do not address how this will be accomplished. Openness
or transparency, a crucial step toward building the necessary
public trust, is a procedural value that is rightly identified in
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Stand on Guard for Thee; however, without a carefully contem-
plated strategy of public engagement, public education and
trust may be difficult to capture when we need it most.

In the absence of a national ethics framework, Christian
and associates have addressed one of many difficult decisions
that will confront pandemic planners across Canada, and they
are to be commended for their effort. However, their article is
missing a crucial element: they provide a robust scientific dis-
cussion of triage, stating that a set of substantive and proce-
dural values informed their triage protocol, but they do not tell
us exactly how that occurred. There is an urgent need for a na-
tional ethical framework that makes explicit the values and
principles that will guide pandemic influenza planning. The
development of such a framework entails real work in the for-
mulation of policy and its implementation; we must be clear
why certain values are privileged and others not. This paper
contributes to the project, but there is much tough work yet to
be done. Three key interconnected values that are identified in
Stand on Guard for Thee appropriately focus on the common
good and thus are highly relevant to pandemic planning: eq-
uity (we need to maintain equity and not increase inequity in
the face of fear and uncertainty), trust (we need to have trust in
both fair processes and fair treatments) and solidarity (we are
all in this together, and protecting the public and hence our-
selves will require society-wide collaborations). By maintain-
ing equity, building trust and promoting solidarity, the com-
mon good can be more effectively promoted and protected.
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