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I n March 2020, health authorities throughout Canada 
developed frameworks for resource allocation to address 
potentially overwhelming demand for critical care 

resources because of coronavirus disease 2019 (COVID-19). We 
describe the ethical principles and process used in Saskatch
ewan to develop an operational resource allocation framework 
for adult patients. 

What are the key ethical principles for 
resource allocation in a pandemic?

In a pandemic, common ethical principles may be weighed dif-
ferently than in usual practice. Generally, the decision to insti-
tute, continue, withhold or withdraw life-sustaining therapies is 
based on the interplay of medical prognosis and patient auton-
omy. In pandemic situations, autonomy considerations are con-
sidered secondary to distributive justice.1 The principles of 
respect for human dignity and nonabandonment must also be 
upheld, in particular for patients who are excluded from care in 
the intensive care unit (ICU). These patients should be provided 
appropriate palliative care.2,3

During implementation of a resource allocation protocol, the 
following process principles must be upheld: transparency, con-
sistency, accountability, proportionality and responsiveness.4–6 It 
is necessary to develop an a priori triage protocol that uses 
objective physiologic criteria upon which resource allocation 
decisions can be made. Our approach to developing a resource 
allocation protocol is detailed in Box 1.

The goal of resource allocation protocols is to identify 
patients whose outcome would be fatal if ICU care is denied, but 
who are likely to survive if they do receive ICU care.1,7 In other 
words, the protocol seeks to find patients for whom a substantial 
“incremental” survival benefit would be derived by admission to 
the ICU.8 Although allocation to maximize survival to hospital 
discharge is considered the most acceptable principle, ethical 
discourse and public consultation has shown that other alloca-
tion principles may be also acceptable.9,10 These principles 
include saving the most life-years (prioritizing those who are 

most likely to live the longest after recovery), life-stage or life-
cycle criteria (prioritize patients who have not had the oppor
tunity to live through stages of life such as developing a career or 
having children) and instrumental value (prioritize those who 
have particular instrumental value to others in the pandemic, 
e.g., health care workers).

We designed our framework to maximize survival to hospital 
discharge, given its acceptance in other resource allocation 
frameworks and studies.7,9,11 Members of our working group 
agreed that maximizing life-years saved could potentially 
unfairly disadvantage older adults, patients with disabilities and 
patients with chronic conditions. However, criteria were 
included within the framework that could serve as tiebreakers, 
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KEY POINTS
•	 The coronavirus disease 2019 (COVID-19) pandemic raised the 

possibility of overwhelming demand for critical care resources, 
necessitating the creation of resource allocation frameworks.

•	 The working group who developed Saskatchewan’s resource 
allocation framework were guided by the ethical principles of 
transparency, consistency, accountability, proportionality and 
responsiveness.

•	 Saskatchewan’s framework was designed to include 
considerations that will not unfairly disadvantage older adults, 
people who are disabled and those with chronic health 
conditions; a goal of maximizing survival to hospital discharge 
rather than life-years saved; and a triage team at arms-length 
from the most responsible physician directly involved in the care 
of the patient who is critically ill. 

•	 The framework outlined objective and increasingly stringent 
criteria for exclusion from care in the intensive care unit 
proportional to the capacity strain on the health system, 
intended to be used by a representative triage team to make 
decisions under the oversight of a dedicated committee.

•	 As the COVID-19 pandemic subsides, priority should be given to 
seeking broad consultation to elicit public perspectives on 
resource allocation for health care in crises, which should inform 
future frameworks.
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in the following order of priority: physiologic criteria, life-cycle 
and instrumental value criteria (Figure  1, Table  1). Tiebreaker 
criteria would be used when 2  patients present with identical 
clinical and physiologic situations. For example, if a healthy 
50-year-old and a healthy 70-year-old both require ICU care and 
have a Sequential Organ Failure Assessment (SOFA) score of 5, 
the life-year tiebreaker criterion would be used to offer the 
50-year-old an ICU bed first.

Importantly, quality-of-life considerations should not factor 
into resource allocation decisions.12 First, quality-of-life judg-
ments may unfairly disadvantage older adults, patients who 
require long-term ventilation and patients with disabilities. 
Second, during a pandemic, it may not be possible to determine 
future quality of life before the institution of life-supportive ther-
apy owing to severe time and resource constraints.10 Most impor-
tantly, quality-of-life considerations are most relevant in the 
shared decision-making paradigm, where the patient may refuse 
care because it would leave them with an unacceptable quality 
of life. The acceptability of a certain quality of life is solely the 
patient’s purview. In pandemic situations where autonomy is not 
at the forefront of ethical decision-making, the patient may 
refuse ICU care, but physicians should not make this judgment 
on behalf of the patient unilaterally.

Special populations such as older adults, patients who are 
undergoing long-term ventilation, health care workers, patients 
who are pregnant and patients with disabilities require specific 
considerations and solutions (Table 2).

How was Saskatchewan’s Critical Care Resource 
Allocation Framework operationalized?

The first draft of our resource allocation framework was largely 
based on the Ontario Health Plan for an Influenza Pandemic 
(OHPIP),7 which describes inclusion and exclusion criteria for ICU 
care and a prioritization tool. A similar approach has been 
adopted in numerous subsequent guidelines and resource allo-
cation frameworks.2,11,21–24 Therefore, because of ease of imple-
mentation and broad acceptance in the literature, we chose the 
OHPIP as a starting point.

Four major structures and processes were created to operational-
ize the Saskatchewan Critical Care Resource Allocation Framework.

Province-wide referral system
If implemented during a pandemic surge, our resource allocation 
framework will be applied to all adult patients requiring critical 
care services within Saskatchewan, not just those presenting 
with COVID-19, to ensure consistency of care for patients regard-
less of presenting illness. A centralized provincial flow and con-
sultation service was established and will be used to track avail-
ability of critical care beds and attempt to balance admissions 
among tertiary critical care sites.

Stages of critical care triage
Most of the published triage protocols assume a state of absolute 
scarcity in which demand outstrips supply of resources. How-
ever, as community spread occurs in a pandemic, there may be 
times when a relative scarcity of resources will exist. Relative 
scarcity occurs when baseline capacity for critical care is over-
whelmed and surge capacity attempts to meet demand. In these 
stages of relative scarcity, measures to cope with the surge in 
demand can be implemented that are proportional to the level of 
scarcity.25 Therefore, we developed objective and increasingly 
stringent criteria for exclusion from ICU care that were propor-
tional to the capacity strain on the system in Saskatchewan 
(Table  1, Table  3). The effect of this is 3-fold: it ensures that 
resource allocation decisions are made transparently and consis-
tently throughout all phases of the pandemic (reduces bedside 
rationing); it forms part of the surge response in attempting to 
maximize the number of ICU-days available as demand is 
expected to grow; and it attempts to remain prepared for sudden 
surges of a large number of patients, such as those seen in some 
regions of Italy that experienced a severe COVID-19 outbreak.26

Our critical care triage stages are compared in Table  3, and 
detailed exclusion criteria are included in Table  1. We defined 
these stages as percentages of baseline capacity of funded ICU 
beds, because surge capacity is a moving target. The definition of 
each stage was matched to what surge resources would be 
required and to the degree to which the system would be 
strained for manpower, equipment and physical space. For 
example, 1 of Saskatchewan’s tertiary ICUs is funded for 10 beds 
but can physically accommodate 15  patients. At 150% of base-
line capacity (15  beds, which would correspond to stage  2), a 
second unit would need to be opened, resulting in a substantial 
incremental demand for ICU resources.

Box 1: Development of the framework 

•	 A working group of physicians (representing critical care, 
internal medicine, cardiology, infectious diseases, surgery, 
trauma and transfusion medicine), nurses, departmental 
leadership, health care administrators, ethicists and a 
patient–family advisor was convened to develop the 
framework.

•	 One author (S.V.) performed a literature review using 
purposive sampling of articles in English relevant to the 
following topics: triage guidelines for mass-casualty events or 
pandemics; triage protocols in the United States or Canada, 
from peer-reviewed and grey literature; bioethical discourse 
on principles of resource allocation; performance of triage 
protocols in practice; and information about prediction of 
clinical course and outcome for coronavirus disease 2019 
(COVID-19). Reference lists from pertinent papers were 
reviewed to find additional relevant articles, and relevant 
references were solicited from the working group.

•	 The working group met virtually 3 times over about 4 weeks. A 
draft framework was circulated to members of the working 
group before the first meeting, based on the literature review, 
the clinical expertise of intensivists within the working group 
and knowledge about the health care system in Saskatchewan. 
Open discussions at the virtual meetings led to group consensus 
for all aspects of the framework, in particular for the criteria to 
be used to exclude patients from critical care. Conservative 
exclusion criteria were used in an effort to err on the side of the 
rule of rescue. We also used consultants when necessary, 
including those with expertise in geriatrics, neurology and 
emergency medicine.
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Triage team structure
In a scenario requiring activation of our framework, every patient 
who may need ICU care will be reviewed by a triage team consist-
ing of 2  intensivists and an ethicist, ideally representing at least 
2 geographic locations. The working group felt that this structure 
for the triage team, along with standardized documentation, 
would ensure consistency and accountability. The triage team is 
convened by teleconference via centralized services within the 
province-wide referral system to achieve consistency of the 
resource allocation process for patients in both rural and urban 
areas. The use of teleconference has an added benefit of reduc-
ing hidden bias for vulnerable populations, as teleconferenced 
triage team members are provided only with anonymized clinical 
data. Further, this structure ensures that the most responsible 
physician, who has a fiduciary duty to their patient, is not 
involved in rationing decisions. The most responsible physician 

is therefore not placed in a conflict-of-interest situation and can 
continue to advocate for the patient. For example, if the most 
responsible physician believes a factual error has been made, or 
if the patient’s status changes at a later date, the most responsi-
ble physician can ask for a review of the triage team’s decision.

Oversight committee
An oversight committee was established with the goal of ensur-
ing consistency, accountability and responsiveness. The com-
mittee includes representation from physicians, patients and 
families, Saskatchewan Health Authority First Nations and 
Metis Health Services, rural health care workers, a lawyer and 
clinical ethicists. This committee is responsible for updating the 
resource allocation protocol as new local clinical data or pub-
lished evidence become available. A formal evidence support 
team was created to support the evidence-based revision of 

1. Inclusion criteria

Refractory hypoxemia

• SpO2 < 90% with FiO2 > 0.85

• Respiratory acidosis
(pH < 7.2)

• Inability to protect or
maintain airway 

• Clinical evidence of 
impending respiratory
failure

Hypotension  refractory
to volume resuscitation 
with clinical evidence of 
shock requiring
vasopressor or 
inotropic therapy  

• SBP < 90 mm Hg or relative
hypotension PLUS one of: 

• Altered level of 
consciousness, decreased 
urine output, elevated 
lactate, or other evidence 
of end-stage organ failure 

2. Exclusion criteria (overview, 

     see Table 1 for detailed 

     exclusion criteria) 

Patient preference (ACP or GOC 
designation)

Past medical history
• Metastatic or hematologic 

malignant disease with an 
estimated survival < 6 mo 

• Advanced and irreversible
immunocompromise

• Severe, irreversible and terminal 
neurologic event or condition
 • Advanced untreatable 
neurodegenerative disease

• End stage organ failure not on 
the transplant list

Severity of presenting illness
• Cardiac arrest with poor 

prognostic factors
• Severe trauma or burn
• Severe neurologic injury
 Age > 80 yr and Clinical Frailty Scale 
5 or greater

1.  Inclusion
criteria met?

3.  Prioritize according

      to illness severity 

      and bed availability

4.  Reassessment

every 72 h.

Clear evidence 

of deterioration?

2.  Any exclusion

      criteria?
5.  Recovery

Yes No No

Yes

Non-ICU management

No

Yes

Provide palliative  care Provide palliative care

3. Prioritization

• Highest priority for care: SOFA ≤ 7 
• Intermediate priority for care: SOFA ≥ 8 

If several patients are in the same 
priority category, further tiebreaker 
protocols may be necessary (see above).  
The following are suggested as 
tiebreakers, in order of acceptability: 
physiologic criteria, life-cycle and 
instrumental value criteria.

5. Reassessment every 72 h

     (performed by triage team)

• Consider palliative care if the patient 
develops 2 additional organ failures

• Discharge from ICU: No substantial 
organ failure

ICU admission phase

At any time during ICU admission, triggers consideration of palliative care 
(to be discussed with triage team)

• SOFA score > 20
• Development of 2 additional organ failures

Figure 1: Critical care triage stage 4 protocol for patients with coronavirus disease 2019 in Saskatchewan. Note: ACP = advance care planning, Fio2 = 
fraction of inspired oxygen, GOC = goals of care, SOFA = Sequential Organ Failure Assessment, Spo2 = oxygen saturation. Extracorporeal life support 
(ECLS) may provide effective treatment for refractory cases, but it requires extensive resources. Each request for ECLS will be reviewed by at least 
2 ECLS experts, in addition to the triage team. These ECLS experts will be designated by the area leads of the Department of Critical Care (Regina and 
Saskatoon). The number of patients that can be placed on ECLS is small and should be decided on a case-by-case basis. Definite exclusion criteria 
include age older than 60 years; receiving mechanical ventilation for more than 7 days; irreversible neurologic, multiorgan failure; malignancy; cardiac 
arrest; severe end-stage liver, lung, kidney or heart disease; advanced neurocognitive disease; pregnancy; body mass index > 45; inability to receive 
anticoagulation or blood products; or ECLS resources not available in city. Legend: red = highest priority patient (most likely to benefit from admission 
to the intensive care unit [ICU]), yellow = intermediate priority patient (may benefit from ICU care), green = patient does not require ICU care (too well), 
blue = palliative care only (poor prognosis is likely).
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this protocol, and any clinician could provide this team with 
evidence that could inform a revision. Further responsibilities 
of the committee include mediating disagreements among 
members of the triage team, reviewing appeals by the most 
responsible physician and performing retrospective quality-
improvement reviews.

What are the limitations of our approach?

Because of the rapid trajectory of the COVID-19 pandemic in 
early 2020, the Saskatchewan Critical Care Resource Allocation 
Framework was developed expediently. There are shortcomings 
with this process that we are working to improve.

Table 1: Detailed exclusion criteria

Criteria Critical care triage stage 1 Critical care triage stage 2 Critical care triage stages 3 and 4

Patient 
preference

As documented by 
goals-of-care and advance 
care planning discussions

As documented by goals-of-care and 
advance care planning discussions

As documented by goals-of-care and advance care 
planning discussions

Past medical 
history

Clinician judgment; must 
be mutually agreed upon 
by patient and clinician

•	 End-stage organ failure*
•	 Heart failure NYHA class IV
•	 Lung disease

•	 COPD with FEV1 < 30% predicted or 
baseline Pao2 < 55 mm Hg, or 
secondary pulmonary hypertension

•	 Cystic fibrosis with postbronchodilator 
FEV1 < 30% predicted or baseline 
Pao2 < 55 mm Hg

•	 Pulmonary fibrosis with VC or TLC < 60% 
predicted, baseline Pao2 < 55 mm Hg or 
secondary pulmonary hypertension

•	 Primary pulmonary hypertension 
with NYHA class IV symptoms

•	 Cirrhosis with MELD > 20

•	 Metastatic malignant disease with expected 
survival of < 6 mo

•	 Advanced and irreversible immunocompromise
•	 Severe, irreversible and terminal neurologic event 

or condition (end-stage dementia)
•	 Advanced untreatable neurodegenerative disease 

(Parkinson disease, ALS)
•	 End-stage organ failure*

•	 Heart failure NYHA class III or IV
•	 Lung disease

•	 COPD with FEV1 < 30% predicted or baseline 
Pao2 < 55 mm Hg, or secondary pulmonary 
hypertension

•	 Cystic fibrosis with postbronchodilator FEV1 < 30% 
predicted or baseline Pao2 < 55 mm Hg

•	 Pulmonary fibrosis with VC or TLC < 60% 
predicted, baseline Pao2 < 55 mm Hg or 
secondary pulmonary hypertension

•	 Primary pulmonary hypertension with NYHA 
class IV symptoms

•	 Cirrhosis with MELD > 20

Severity of 
presenting 
illness

Clinician judgment; must 
be mutually agreed upon 
by patient and clinician

•	 Age > 80 yr and cardiac arrest with 1 of the 
following poor prognostic factors:†
•	 Unwitnessed cardiac arrest
•	 Any PEA arrest
•	 Recurrent cardiac arrest

•	 Cardiac arrest, regardless of age, with 1 of the 
following poor prognostic factors:
•	 Unwitnessed cardiac arrest
•	 Any PEA arrest
•	 Recurrent cardiac arrest

•	 Severe trauma or burns
•	 Trauma with ISS > 16, unless determined to be 

acutely reversible
•	 Burns with 2 of the following:

•	 Age > 60 yr, > 40% BSA, inhalational injury
•	 Severe neurologic injury

•	 TBI meeting all of the following criteria:
•	 Age > 60 yr, GCS < 8, and 1 or both unreactive pupils

•	 SAH with WFNS grade V
•	 CVA

•	 Age > 70 yr with large MCA territory CVA, 
substantial deficits, not amenable to reperfusion

•	 Posterior circulation stroke with GCS < 8

Age and 
Clinical 
Frailty Score

Clinician judgment; must 
be mutually agreed upon 
by patient and clinician

Clinician judgment; must be mutually 
agreed upon by patient and clinician

•	 Age > 80 yr and
•	 Clinical Frailty Score ≥ 5

Note: ALS = amyotrophic lateral sclerosis, BSA = body surface area, COPD = chronic obstructive pulmonary disease, CVA = cerebrovascular accident, FEV1 = forced expiratory volume in 
1 minute, GCS = Glasgow Coma Scale, ICU = intensive care unit, ISS = Injury Severity Score, MCA = middle cerebral artery, MELD = Model for End-Stage Liver Disease, NYHA = New York Heart 
Association, PEA = pulseless electrical activity, SAH = subarachnoid hemorrhage, TBI = traumatic brain injury, TLC =  total lung capacity, VC = vital capacity, WFNS = World Federation of 
Neurosurgical Societies.
*If the patient is currently on a waiting list for organ transplant and admission to the ICU would place them at the top of the waiting list, an exception should be made and the patient 
should be admitted to the ICU. However, if organ donation programs are put on hold because of the pandemic, this exception is no longer valid.
†If the patient’s most responsible physician determines the cause of the cardiac arrest to be acutely reversible, the patient is not excluded from ICU care.
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Table 2: Special populations

Population Rationale
Incorporation into the Saskatchewan Critical Care 

Resource Allocation Framework

Older adults Evidence suggests that risk for poor ICU outcomes is not defined 
exclusively by age.13 Instead, frailty (defined as CFS ≥ 5) is 
associated with higher in-hospital and long-term mortality.14 In 
octogenarians, frailty is predictive of short-term ICU 
mortality.15,16 Although frailty may portend a poorer outcome in 
younger patients who are critically ill, the validity of applying the 
CFS more broadly is still being investigated.17

A combination of age and frailty is used as exclusion 
criteria in stage 3 (Table 1).

Chronically 
ventilated

Palliation for patients on long-term ventilation is not justifiable, 
even if it allows a greater number of healthier patients to 
survive. This policy would risk inappropriate quality-of-life 
judgments and could be seen as disadvantaging vulnerable 
patients.

Patients who are already receiving life-sustaining 
treatments in long-term care settings or at home are 
considered to be a different population altogether from 
the medical patient who is acutely ill. However, should 
patients receiving long-term ventilation require 
treatment in an acute care facility, they should be 
considered part of the acute care cohort and subject to 
the resource allocation framework.2

Patients with 
disabilities

Patients with intellectual, physical or developmental disabilities 
are considered vulnerable populations and at risk for 
discrimination within the health care system.18 Patients with 
stable, nonprogressive conditions will not be excluded solely on 
the basis of these conditions.

The structure and process of the triage team is meant to 
form a system of checks and balances to eliminate 
discrimination based on disability.

Pregnant patients A patient who is pregnant and her potentially viable fetus should 
be considered as 2 separate lives, and therefore these patients 
can be prioritized based on the life-cycle principle.19

Pregnancy with a potentially viable fetus is included as a 
tiebreaker in stage 4 (Figure 1). 

Health care 
workers

Health care workers have instrumental value (i.e., a health 
care worker who is healthy can save the lives of more 
patients).10,20 However, during a stage of critical illness, it is 
unclear whether the health care worker, if saved, would be 
able to return to work in a timely fashion to help others. 
Instrumental value is a potentially subjective concept that 
lends itself too easily to other, potentially extraneous, 
considerations of social worth.

Health care workers are included as tiebreakers in stage 4 
(Figure 1). 

Note: CFS = Clinical Frailty Score, ICU = intensive care unit.

Table 3: Comparison of critical care triage stages

Triage 
stage

Baseline ICU 
capacity, % Scarcity Inclusion criteria Exclusion criteria overview (see Table 1) 

Withdrawal of life-
supportive treatment

1 100–150 Relative According to usual 
clinical practice

According to usual clinical practice According to usual clinical 
practice

2 150–200 Relative According to usual 
clinical practice

•	 End-stage organ failure
•	 Cardiac arrest with poor prognostic factors

According to usual clinical 
practice

3 200–250 Relative According to usual 
clinical practice

•	 End-stage organ failure
•	 Terminal neurologic diseases
•	 Metastatic malignant disease with poor 

prognosis
•	 Cardiac arrest with poor prognostic factors
•	 Severe trauma or burns
•	 Severe neurologic injury
•	 Age > 80 yr and Clinical Frailty Score ≥ 5

According to usual clinical 
practice

4 > 250 Absolute Formal inclusion 
criteria (Figure 1)

According to stage 3 exclusion criteria Formalized reassessments and 
uniform criteria for palliation

Note: ICU = intensive care unit. 
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Membership in the working group
The working group (see Box 1) was heavily weighted toward clin
icians (physicians and nurses) and health care administrators, 
which, at a time of uncertainty and potential rapid change in the 
pandemic, expedited the development of this framework. How-
ever, other important stakeholders could have been included in 
earlier reviews of the framework. Representation from rural and 
Indigenous stakeholders, and the health authority’s legal team, 
were subsequently included on the oversight committee. The 
working group sought approval from the Saskatchewan Ministry 
of Health only after the document had been approved. The Sas-
katchewan Human Rights Commission requested to review this 
approved document and provided minimal revisions.

System integration
Our framework does not specifically address the provision of 
other life-supportive therapies that might become scarce during 
a pandemic surge such as dialysis, medications and blood trans-
fusions. Maintaining open communication with parallel commit-
tees involved in managing resource-specific shortages, such as 
blood supply,21 is essential.

Public consultation
Ideally, the goals of a resource allocation framework and the def-
inition of benefit are developed with public consultation. Differ-
ent groups within Saskatchewan may consider benefit differ-
ently. There is a noticeable gap in the literature regarding public 
input on how to allocate resources in a pandemic, with only 
1  study identified by our working group.9 As the COVID-19 pan-
demic subsides, priority should be given to seeking broad public 
consultation to elicit perspectives on resource allocation for 
health care, which should inform future frameworks.

How does our COVID-19 resource allocation 
framework compare with others?

The first Canadian resource allocation framework made publicly 
available during the COVID-19 pandemic was the Ontario Health 
Clinical Triage Protocol for Major Surge in COVID Pandemic (the 
“Ontario protocol”).27 The Ontario protocol differs from our 
framework in 2  important ways. First, the Ontario protocol 
implements triaging of patients only when demand has 
exceeded surge capacity. As Saskatchewan is a smaller province 
with fewer tertiary care ICUs, increasing capacity, in particular 
scaling human resources, is more challenging. Our working 
group considered that linking triage with surge capacity would 
ensure that beds would be available for healthier patients who 
may present to critical care later in an outbreak than patients 
who may present earlier because of chronic underlying condi-
tions. Second, the criteria for palliation differ. In the Ontario pro-
tocol, if a triage level (a similar concept to a triage stage in Sas-
katchewan’s framework) is activated, any patients currently in 
ICU care who meet exclusion criteria for this triage level are 
thereafter provided palliative care only. In contrast, the Sas-
katchewan protocol includes definite criteria for palliation in 
stage  4 only; otherwise, withdrawal of life-sustaining therapy is 

based on usual clinical practice. The criterion for palliation in the 
Saskatchewan protocol has been modified to reflect a longer ICU 
stay for patients with COVID-19 and SOFA scores that reflect a 
greater than 90% mortality based on data from the H1N1 epi-
demic.28,29 The Saskatchewan working group considered that the 
criteria for palliation should be individualized to the patient and 
kept independent of the capacity strain as much as possible.

After the initial development of our framework, a multiprinci-
ple allocation framework was described and implemented in 
some American states.13,20 Their approach uses a point system to 
balance multiple resource allocation principles. Notably, this 
framework does not exclude any patients from ICU care, and 
patients are prioritized according to those who would benefit 
most. In contrast, our framework has maintained the primary 
principle of maximizing patient survival to hospital discharge. 
Other principles of resource allocation, such as life cycle and 
instrumental value are used only as tiebreakers, because our 
working group was concerned that using these principles upfront 
may inadvertently disadvantage vulnerable patients. A second 
potential disadvantage of the multiprinciple allocation frame-
work is the lack of exclusion criteria, which may lead to a large 
number of patients awaiting allocation to life-sustaining treat-
ment. In turn, clinicians may be reticent to provide palliative care 
until the patient is in extremis at the end of life, for fear that pro-
viding palliative treatment for refractory symptoms may shorten 
life while waiting for an ICU bed. In contrast, frameworks that 
clearly exclude patients from ICU care may ensure that best med-
ical management is first provided, followed by appropriate palli-
ative care if the patient’s condition worsens.

Conclusion

The Saskatchewan Critical Care Resource Allocation Framework 
was developed with specific attention to the ethical principles of 
proportionality, consistency, accountability, transparency and 
responsiveness. Our context of a small geographically dispersed 
population required the development of a provincial flow and 
consultation service to balance capacity strains, as well as 
development of a triage team structure that is convened through 
a provincial consultation service, to ensure consistency for rural 
and potentially vulnerable communities. Describing triage 
stages, with increasingly stringent exclusion criteria, is an impor-
tant feature of this resource allocation framework. This staged 
approach was developed to accompany a surge response in the 
setting of limited human resources and to reduce bedside 
rationing.

Ensuring that the process was transparent, consistent, 
responsive, accountable and proportional were key concerns in 
the development of this framework. We hope that these key 
principles, if implemented correctly, will help to alleviate some 
of the emotional weight of triage decisions on our clinicians 
and encourage primary health care providers to start discus-
sions about realistic goals of therapy with patients and their 
families in an outpatient setting to decrease stressful circum-
stances that they may face if admission to hospital occurs 
during a pandemic.
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