ASK
Do

ADD KNOW-ledge
to your
Decision-Making
Aimed at Healthcare Professionals

Don’t
Know
Practical Guideline 4 Ethical Clinical
Decision-Making in Scenarios
with Scarce Resources During the
COVID-19 Pandemic
1

ADD KNOW-ledge to your Decision-Making
Practical Guideline 4 Ethical Clinical Decision-Making in
Scenarios with Scarce Resources During the COVID-19 Pandemic
Aimed at Healthcare Professionals

1. ASK: Is this an ethical problem or not?
Imagine yourself outside of the current pandemic context and ask yourself what you would
do then. For example: “In normal circumstances, would I offer treatment to this patient
or palliative care?” If the answer is “palliative care”, there is no dilemma. If appropriate,
go over the patient’s wishes verbally (DNR, living will). Clinical futility or declination of
treatment by the patient or surrogate decision-makers are sufficient ethically to withhold
therapies and preserve limited healthcare resources.

2. DO:
- Try to make a decision by prioritizing patients with a better probability of recovery when
deciding who receives limited resources (e.g. ventilator). When circumstances allow, those
who were not chosen to receive the resource should still be given other treatment or, if
terminally ill, palliative care. Scientific evidence and clinical experience should be used at
all times. The mortality risk can be rapidly measured with different COVID-19 Calculators.
Some calculators don’t require laboratory test results.
- Acknowledge patients whose jobs convey a higher risk of infection and consider prioritizing
them for treatment if all else equal as this (“instrumental value during a pandemic”), may
be ethically justifiable based on notions of some of these individuals being able to help
save more lives by their work offer in light of the COVID-19 pandemic and may promote an
equitable treatment in access to care. This idea is of limited scope and not a principle to be
applied outside of severe resource allocation challenges.
- Use Arrival time (“first come first served”) or random selection (raffles, etc.) only as “tiebreakers” after having considered the “instrumental value during a pandemic” criterion.
Use random selection in non-emergency allocation of resources to prevent influence from
personal implicit biases and prejudices.
- Communicate outcome probabilities to the patient and the family as soon as possible.
There may not be much opportunity to interact with them.
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- Re-assess patients. Once admitted some may have deteriorated. In such cases, if
two patients with equal prognosis deteriorate closely in time, “first deteriorated, first
treated” (first come, first served) rule could be applied for resource allocation (e.g.
ICU bed).

3. DON’T:
- Assign a “social utility” value to patients (e.g. judging how much someone or
someone’s worth for its future or past contributions to society). The interpretation
of what is valuable is subjective. This might lead you to exclude and discriminate
vulnerable populations (e.g. people with disabilities, immigrant status, etc.) based
on personal biases.
- Use the Age of a patient as an isolated criterion to decide whether he or she receives
treatment or not. Instead, if time is limited in the calculation of recovery probability,
use a quick scale that doesn’t require laboratory values, and consider comorbidities.
If necessary and time allows, use one of the available mechanisms in your hospital
for complex decision-making.

4. KNOW:
- Available resources in your hospital for complex decision-making such as ethics
or bioethics advisory services; consider on-line assistance bioethics consultation
services; protocols for consulting among colleagues to avoid personal and clinical
management biases; and designating one or several individuals per shift that can be
responsible for decision-making in ethically complex cases.
- Laws in your state and the rules and standards in your hospital.
- Limitations of yourself. Keep in mind that a guideline is not a substitute of a
personal reflective process. We recommend you read this full text in your free time,
reflect at conscience and discuss with co-workers to help create consensus or
express moral concerns or considerations ahead of time. Each clinical team could
use such reflection to create their specific protocols. This might help reduce stress
and increase moral certainty in the decision-making process. Remember, this can
be a stressful process so self-assess your health and seek support when required.
3
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RATIONALE

Introduction
The purpose of this guideline is to accompany healthcare providers during decision-making
dilemmas in the context of the COVID-19 pandemic. Particularly we address resource allocation
during circumstances of scarcity. Today there are 3,040,709 COVID-19 confirmed cases
worldwide, with 211,099 (6.9%) deaths and 893,967 (29.4%) recoveries (1). There is a 15,529
cumulative total of cases in Mexico, of which between 7439 (48%) and 9086 (59%), depending
on the reference, have recovered (1, 2). The National Autonomous University of Mexico (UNAM)
currently reports 127,338 inferred cases and 1434 confirmed associated deaths, that is a fatality
rate of 9.2% (2)1. The saturation of healthcare systems varies from country to country depending
on their previous infrastructure and the actions taken to control the crisis. Even well- resourced
nations can be impacted. Thus, systems with insufficient means of surveillance or contact
tracing, tests for all suspected cases and/or the adequate isolation measures, are more likely
to suffer. Other factors such as duration of immunity, cross-immunity between this and other
coronaviruses and seasonal variation, could also affect the healthcare systems saturation, by
affecting the transmission dynamics (3).2
Triage is an everyday task of physicians in emergency services. What makes the present
situation different is the scarcity of resources in part due to the novelty of this disease and its
sudden requirements. In Wuhan, 5% of infected patients required intensive care, while 2.5% were
in need of mechanical ventilation. However, in the scope of this guideline, resource scarcity
refers to not only the amount of material supplies and medical personnel to respond to the
pandemic, but also the latter’s lack of training and skills to navigate emergency/intensive care
and the moral dilemmas encountered in this area. Due to the extraordinary circumstances,
many of the decision-makers responding to this pandemic, will include healthcare personnel
without emergency medicine or bioethics expertise. The great responsibility carried by these

The corrected estimates should be considered for surveillance purposes in those countries in which enough resources
aren’t available to test most suspected cases.
2
To view the most recent changes in numbers, consider:
COVID-19 cases spread by state in the Mexican Republic - UNAM
COVID-19 Global Map - Johns Hopkins University)
1
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professionals could cause them an emotional overload which when added to the physical
stress may take a toll on their health. Additionally, uninformed and stressed decisionmakers led by personal biases might contribute to the worsening of unique challenges
facing each society, such as corruption and political interests, which could have further
repercussions in the distribution of scarce resources especially for vulnerable groups (4).
In line with the efforts of international organizations that admonish countries and
individuals to protect and accompany healthcare providers during this pandemic (5,6), the
purpose of this guideline is to provide healthcare workers responding to the pandemic with
an ethical framework for decision-making. Here we propose a list of ten recommendations
divided in association to four words (Ask, Do, Don’t, Know) to help their memorization.
We hope these help healthcare professionals navigate moral dilemmas and make
informed decisions that benefit the patient and society while protecting themselves from
unnecessary burden. When integrating ethical considerations to his or her reflection, the
decision-maker shares his or her burdens with society; thus, a practical guideline could
help distressed healthcare personnel avoid psychological and moral harm. Furthermore,
transparency about the justification behind each decision grants society a much-needed
feeling of trust during pandemics, according to previous recommendations from the
World Health Organization (WHO) (4,6).
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One of the most feared scenarios among health care providers and
bioethics communities is that in which two patients with a similar
prognosis are in need of medical care, yet, the available resources
are only sufficient for one of them. The recommendations
contained in this guidance have been designed to be considered
in such scenarios where healthcare capacity has been reached.
If the hospital has enough resources, the classic medical ethics
principles would apply. However, what “resource scarcity” means
in practical terms and when to apply the due rationing measures
are two questions for which answers are difficult to generalize.
In scenarios in which the resource that is being disputed is the
last one, scarcity is clear for the decision-maker. However, from
the perspective of someone with more knowledge about the total
available resources (e.g. chief of emergency room) scarcity might
be interpreted to take place before the last resource is distributed.
Furthermore, hospitals with previous distribution of resources
issues in countries in which scarcity of resources is rather familiar,
might find it difficult to distinguish the uniqueness of the current
circumstances. Thus, they might not see why they should take a
different approach in their triage, if this was formerly always based
on the classic rule “sickest first”, regardless of the frequent lack
of resources. For these reasons, we recommend that this and
other guidelines are only considered as a base to discuss when
they should be applied (e.g. when total resources are considered
“limited” - yellow coded - and the trend of demand is rising vs. only
when there is one last resource being competed for), by whom (e.g.
physician, nurse) and where (e.g. ER, hospitalization, ICU, testing
area) thus leading to the design of specific and clear protocols of
their own.
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Explanation for each recommendation:

1

ASK:
Is this an ethical problem or not?
As it is pointed out in the document “Informe del Comité de Bioética de España sobre
los aspectos bioéticos de la priorización de recursos sanitarios en el contexto de la
crisis del coronavirus” (Report from the Bioethics Committee from Spain regarding
the bioethical aspects of the prioritization of health resources in the context of the
coronavirus crisis) (2020), in times of crisis it is easy to lose sight of whether a decision

is really a result of the resource shortage due to the crisis at hand. The stressful circumstances
could lead a physician to perceive his or her own decision of not to treat a patient, as “extreme”
or “tragic” while it would not be perceived as such under non-critical circumstances (7). For this
reason, the physician must bear in mind 1) that in ordinary circumstances (outside of the context
of a pandemic) triage decisions involving a timely and optimal allocation of resources are made
on a daily basis around the world and 2) that principles of good clinical practice still apply during
the pandemic (7,8). Meaning that just like in everyday practice, during this pandemic there will
be many cases in which opting for not utilizing a resource is compatible with the principles of
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respect for persons, beneficence, and nonmaleficence in order to procure a
dignified death by avoiding clinically futile treatments and allowing the disease
to take its natural course, while also providing palliative care.
Cases in which there is a high mortality risk despite treatment are well
recognized as scenarios of everyday clinical practice in which it is ethically
valid for patients, family members, and physicians to opt for palliative care and
avoid therapeutic resources aiming to cure. Accordingly, and in order to avoid
stress-related confusion, we recommend that the clinician starts his or her
thought process considering what the right thing to do would be with the current
patient if there was no resource scarcity (7). This might help to distinguish
whether there is an ethical dilemma or not. For example, this thought might
lead him or her to consider: Is this a patient suffering from a chronic disease
that meets terminality criteria?3 Has the patient made a written (living will
/ advance decision to refuse treatment) or a verbal request that no invasive
measures are used to prolong his/her life?4 If the answer to any of the previous
questions is “YES”, then there is no ethical dilemma and the patient should
only receive palliative care (9). If the answer to both questions is “NO”, then the
doctor should consider triage and prioritizing management options.
We suggest that the clinical assessment of each case taking place in the context
of scarce resources, be first made from an everyday practice perspective
as means to uncover whether the decision not to treat stems from resource
scarcity or from the patient’s terminal conditions and wishes. We think this
could give moral certainty to physicians who might be confused about the
nature of their decisions. (7)
Consider: chronic kidney failure, cardiac insufficiency, pulmonary disease, Acquired
Immunodeficiency Syndrome (AIDS), cancer, amyotrophic lateral sclerosis, liver failure, major
neurocognitive disorder, Parkinson’s disease and Multiple decubitus or pressure ulcers with
irreversible immobility. (9)
4
If the patient is not found completely conscious to make decisions, and a family member or
legally assigned representative is present, request information regarding patient’s wishes (Living
Will or “DNR””. This is a good moment to remind the family members the importance for the clinical
team to have such information clear to help them consider the patient’s autonomy and dignity
before life threatening circumstances. Remember that in emergency situations, written informed
consent can be substituted by a verbal one. The implementation of a system in which there is
staff in charge of verifying that all patients have a living will and/or reflect about the difficult
questions they will have to answer, could help to better take advantage of their time with the
treating physician.
3
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2

DO:
Try to make a decision based on the probability of recovery or mortality
Suppose that in a given moment, the emergency room is at full capacity and there are
only two beds available in the ICU. Triage is being performed by three people and each
one determines that their patient requires a bed in the ICU. Which of the three should

be admitted? This is a clear ethical dilemma of resource scarcity.
The probability of recovery of each patient based on an ICU stay and utilization of those scarce
resources can be calculated based on clinical data, and, thus the allocation of resources by means
of this criterion seems fair and free of bias. One may argue that there are different calculators
to use and each has its blind spots and limitations, and one could argue about whether life
expectancy without intervention should be considered (i.e. life years saved). However, decisions
such as these are already performed in everyday medical practice for cases such as transplant
candidate selection (8). Unsurprisingly, its use is the least controversial amongst the ethics and
bioethics communities (7, 10, 11, 12).
In the case that a real scarcity of resources exists, the decision-maker should consider first,
the patients’ probability of recovery. Although the rule “the sickest first” is typically utilized in
triage situations in which the limited resource is time, this changes when the limited resource is
material. The idea is to determine among the significantly ill patients, which has more probability
of benefiting from therapy or a specific resource. In this case, which will be the most likely to
recover (8). Investing the given resource in those with a higher mortality risk means to withhold
a resource from someone who had, based on prognosis, better chances of recovery, and as a
result, both lives could be lost.
The criterion of recovery prognosis is coherent with the goal of “saving the most lives” which is
not only supported by utilitarianism, whose goal is to maximize benefits, but also by egalitarian
views, which consider all lives as equal, thus saving most lives is derived as the best thing to
do for egalitarians too (8). Additionally, this criterion allows for a fair distribution of resources
among all, not only for those affected by the pandemic. Therefore, its use promotes an equitable
access to care (7).
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The specific application of this criterion will depend on the place and the time
available to make the clinical assessment. When time allows, it is advisable to
use validated mortality estimation scales adequate for the type of patient and the
available resources. For example, if the decision takes place in ER admissions and
the person performing the triage has no access to laboratory results, then, scales
such as the Modified Early Warning Score (MEWS) could be useful. If laboratory
values were available, other more thorough scales such as the PSI/PORT score
(Pneumonia Severity Index for community-acquired pneumonia) would seem more
adequate (13, 14). These score types use relevant factors such as chronic diseases,
the functional, nutritional, and cognitive status of the patient, hemodynamic
instability, and organ failure criteria. Once laboratory test results are available (e.g.
serum chemistry panel, complete blood cell count, and arterial blood gas analysis),
calculating these scores takes about 3 minutes.5 These medical and technical
aspects are relevant to consider when worries about there not being enough time to
assess properly might come up specially in those countries with previous resource
scarcity. In such scenarios clinical judgment and involvement of more than one
opinion might be the next best option.

If technology allows (e.g. use of smartphones), online risk calculators for emergency medicine could be
used, such as the “Rapid Emergency Medicine Score”, the “APACHE II” and “qSOFA” (for sepsis). Based
on the experience of one of the authors of this guideline, we particularly recommend the “MEWS” for
initial assessments in which no laboratory test results are available. When results available “PSI/PORT”
could be helpful because it is designed exclusively for pneumonia. Lastly, it is worth mentioning that
the “Guangzhou Institute of Respiratory Health” has developed its own calculator for predicting, at the
moment of admission, the probability of developing a critical disease. However, to our knowledge, there
are no validation studies for the latter. Here are the links to some of the scores:

5

a. Quick assessments for when laboratory test results are not available:
- Modified Early Warning Score (MEWS) for clinical deterioration (<1min):
https://www.mdcalc.com/modified-early-warning-score-mews-clinical-deterioration (15).
- Rapid Emergency Medicine Score (2 min) (Takes into account the Glasgow Coma Scale for
patients with an altered state of consciousness):
https://www.mdcalc.com/rapid-emergency-medicine-score-rems. (16)
b. Assessments for which laboratory tests are required:
- PSI/PORT (3 min):
https://www.mdcalc.com/psi-port-score-pneumonia-severity-index-cap (17).
- Guangzhou Institute of Respiratory Health (no validation studies available):
http://118.126.104.170/ (18)
c. Assessments for when laboratory and imaging studies are available:
- APACHE II ( Intensive Care Unit):
https://www.mdcalc.com/apache-ii-score (19).
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Acknowledge patients whose jobs give them a higher risk of infection (“instrumental
value”), this promotes an equitable treatment in access to care.
The social utility criterion has two components: instrumental value and social worth or broad
social value (20). The first refers to the value of an individual due to their essential function
within society (eg. a physician in COVID-19 times, security jobs or food distributors). The second
refers to the overall worth that an individual has for society and shall be discussed in a section
below. Some experts have proposed one or both criteria during this and the previous influenza
pandemic (20). The instrumental value of healthcare personnel has been considered by many
groups as a relevant measure to protect those who are essential to society during this pandemic
(5, 7, 21, 22, 23).
Our suggested approach for the recognition of healthcare personnel value would be to
acknowledge them as part of a broader vulnerable group in this pandemic (24). Their vulnerable
status is due to their, although not thus far quantified, likely increased risk of infection compared
to that of the general population (22, 24, 25). From this, it follows that their equitable access to
care should be protected6. One might argue that the healthcare systems around the world are not
equitable at baseline, nor work in a risk-based fashion to promote a fair distribution of resources,
and thus could question whether placing certain groups at an advantage, might be fair towards
others. However, acknowledging the healthcare systems’ previous deficiencies does not lead to
a reasonable argument against working towards positive changes (e.g. promoting equity).
Another important consideration are the documented cases of the psychological and physical
harm suffered by many healthcare professionals and other workers, triggered by a notion of
them as “disease-carrier instruments”. Thus, risks for these vulnerable populations come not
only from their occupation, but stem from the population’s fear from the current extraordinary
circumstances. Thus, it seems reasonable to change the previous methods of distribution of
resources, to promote equity in the current circumstances. Additionally, it’s worth noting that
in some countries, many people which would be put in a temporarily “advantageous” position
with occupational risk consideration, are not only healthcare personnel, but also those who in

Equity is one of the values promoted by the World Health Organization in its “Guidance for Managing Ethical Issues in
Infectious Disease Outbreaks”

6

13

non-pandemic times are most likely to be in the “bad end” of the access to healthcare due to
economic reasons (e.g. bus drivers, maids, janitors, etc.) (24). These people might be acquiring
a risk in a job they willingly perform, only due to their economic disadvantage.
Different measures could be implemented in these regards, for example, a system that considers
a percentage of beds for those with high occupational risk (available as required), based on the
risk of infection associated with their job. One such measure is a “reserve system” in which
particular amount of resources are reserved in advance for particular groups according to their
occupational risk (26).
Our recommendation is to think of “instrumental value”, not as how much someone’s worth
for their job, but as a fair recognition of the higher risks associated to certain jobs during this
pandemic, which seeks to provide their equitable access to healthcare. Moreover, we suggest
considering that one is maximizing utility by prioritizing those who will be able to “save more
lives” by the intrinsic nature of their work should they recover. This principal thus adheres with
utility considerations, and is only applicable when specified to COVID-19 healthcare workers.
The emphasis of this criterion’s implications of equity in access to care is essential.

Use Arrival time (“first come first served”) or random selection (raffles, etc.) only as a “tiebreaker” to decide who receives care or resources only after considering “instrumental
value” criterion. Use “arrival time” if the probability of recovery or mortality is the same
in two patients. Use of random selection in non-emergency allocation of resources to
prevent influence from personal implicit biases and prejudices.
In a case in which two patients with similar likelihood of recovery, seek medical attention or
require the same resource (e.g. ventilator, test or vaccine in the future), who should receive the
resource?
In the context of life-threatening conditions, some ethical guidelines have suggested avoiding
the time of arrival as a criterion whenever possible because in order to benefit the “common
good”, or the number of successful hospital discharges7, some would have to be sacrificed,
those arriving first (8). The same applies to the criterion of “the sickest first” (7, 8). Others have
“Number of successful hospital discharges is a narrow concept derived from the initial utilitarian concept of “maximizing
net benefits”.

7
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pointed out that using the time of arrival as the main or only criterion,
goes against the principles of justice and equity, as it leaves out the
medical assessment as a criterion, assuming that the individuals are
in conditions of perfect equality (7). Namely, one would be denying a
resource to a person with higher survival probability and giving it to a
person with lower survival chances, solely because of his unfortunate
time of arrival. Therefore, it cannot be justified to be used systematically
in circumstances of resource scarcity.
However, the use of arrival time as a criterion can be considered
fair in those situations in which, after using the recovery criterion
and prioritizing those with occupational-related risk, there is still
uncertainty regarding who should receive the resources. For example,
if the case took place in the emergency room and the patients had the
same prognosis, and both patients belonged to the same risk group
(eg. healthcare professionals), then, “first come first served” might work
as the fairest chance-based approach. On the other hand, if the same
problem took place in a non-emergency context, such as two patients
requiring a test or a vaccine (when available), random selection (e.g.
raffle) could be considered to be a fair approach because it can prevent
corruption from affecting the most vulnerable within the system.
The WHO has already warned that corruption could become worse in
times of health crises of this nature because of a competition for scarce
resources, which will make necessary to look after vulnerable groups
(4). In this case, individuals with economic disadvantages or without
“contacts” within the system and those affected by elitism or racism
in everyday life, will be at higher risk of suffering unfair treatment.
For example, in Mexico a mixed elitism and racism already exists and
doesn’t spare access to services areas (27). If a patient with certain
characteristics (e.g. Native American features) seeks medical attention
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at the same time as someone with other more beneficial characteristics according to the decision
maker’s prejudice (e.g. Caucasian appearance or with a high socio-economic aspect) serious
mistakes could be made. In such cases, chance would be the fairest way to avoid inadequate
preferential treatment.
As strange as they may seem, methods for allocation of resources based on chance or
randomness (e.g. raffles, first come first served) instead of someone’s judgment, may be the
best options when considering the prevalence of biases in physicians and others performing
the rationing (28). Discussing these issues and developing protocols within a team, may help
address technical difficulties of concern. Establishing fair and transparent systems can favor
the trust of society in their governments and healthcare providers, especially in those in which
the Corruption Perceptions Index is already high (e.g. Venezuela, Nicaragua, Haiti, Mexico, etc)
(4, 29).

Communicate outcome probabilities to the patient and the family as soon as
possible. There may not be much opportunity to interact with them.
Following the ordered steps mentioned above, physicians may feel better prepared to talk to
the patients and their families about their prognosis and rationale of their decision-making.
This is especially important in the cases in which the circumstances do not allow for the family
members or patients to be involved in life threatening decision-making processes. For example,
strict norms which prohibit leaving home could lead to the arrival of patients in an ambulance
without family members. In these cases, family members could be distressed due to the
difficulties in communicating with the clinical team to inquiry about the patient. Furthermore, if a
patient suddenly deteriorated cognitively, leading to a loss of decision-making capacity, and no
verbal instruction was given by the patient initially (e.g. do not resuscitate), the decision-making
scenario for the clinician could become more difficult.
Some groups have proposed having a system that has a person involved in the reception of legal
documents such as advanced treatment decisions, DNRs, etc (23). This would save time for the
physician involved. However, healthcare infrastructure is different from country to country and
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even between institutions, which means some will not have enough personnel. Following an
organized protocol and effective communication would help those in whose circumstances the
only communication the physician will have with the family will be at admission.
Being clear from the beginning about the context in which the patient is given attention, and
obtaining relevant information regarding end-of-life patient’s wishes, could decrease anxiety
and is a way to care for the patient’s autonomy.

Re-assess patients who once admitted may have deteriorated and reconsider
their chances of recovery. In such cases, if two patients with similar prognosis
deteriorate closely in time a “first deteriorated, first treated” (first come, first
served) rule applies for resource allocation (e.g. ICU).
In a situation of resource scarcity and allocation, it is relevant to keep in mind who is deteriorating.
Different tools have been developed specifically for this purpose, some can be found at MD+
CALC’s COVID-19 Resource Center. Newer options require validation to this day (30).
As mentioned above, in the case in which two already admitted patients deteriorate and require
UCI admission, if both recovery prognoses are the same, and occupational-risk has been
considered, then “first come, first served”, or “first sick, first treated” could be considered (12).
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3

DON’T
Don’t assign the value of “social utility” to a patient to decide whether they
will receive treatment or not.
Suppose that two patients meet criteria to be placed in a ventilator, and when the
physician looks at the medical files of the two patients, he or she realizes that one of

them has a disability (e.g. a cognitive disability), a behavioral disorder (e.g. an addiction), or a
negative social history to his judgment (e.g. criminal history, immigrant without legal status,
homeless or jobless person) while the other one does not. Should the physician take these facts
into account as criteria to decide who is given a ventilator? Which one of the two patients is
more “valuable” to society?
As previously mentioned, the “broad social value” or “social worth” refers to the overall value
that an individual has for society. This requires that the decision-maker summarizes in a quick
judgment the patients’ past and future contributions to society and ponders which could have
more merit in order to receive the disputed resource (8, 20).
If the social value criterion were to be applied by healthcare personnel, they would have to
judge how much each of the patients will benefit society more or has already. First, to consider
that one of them is more “valuable” than the other goes against human dignity, a value that is
foundational and dictates that every human being has an intrinsic value. This means that a
clinician who respects human rights cannot participate in determining which human is better
than another.
Secondly, the subjectivity of what is valuable for each individual, leads to the possibility that
one physician’s judgment might differ from another. It must be considered that if the social
worth criterion was used, many populations subject to everyday negative stereotypes would be
harmed due to the prejudices and personal biases of the person performing triage. For example,
in capitalist societies, those who do not have jobs (eg. elderly, retirees) could be at greater risk to
be denied the limited healthcare resource if the other patient does have a job, without considering
whether the person with a job has negatively affected society in various other ways. In a place
where certain nationalist ideas are prominent, immigrants might be a vulnerable population.
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In accordance with this, a group of human rights experts from the UN warned that “emergency
declarations based on the COVID-19 outbreak should not be used as a basis to target particular
groups, minorities, or individuals. It should not function as a cover for repressive action under
the guise of protecting health... and should not be used simply to quash dissent” (31). Both
policymakers and healthcare personnel must ensure that their actions do not affect vulnerable
groups (4, 7, 21, 23, 31, 32).
Additionally, the interpretation of what is valuable depends directly on the government and
the people making the decisions, and this does not always represent the majoritarian, or ever
ethically correct, view (23, 33, 34, 35). In fact, the first time social worth was used to allocate
resources it was in the context of hemodialysis treatment, and the decisions made were based
on criteria such as whether the patients were professionals or head of the household. Once this
became public, society rejected the method used (8). In the current pandemic, the general and
subjective notion of social value criterion has been explicitly rejected by some groups (8, 23).
The subjectivity of this criterion shows that its employment turns out to be extremely complex
and impractical for bedside decisions. The physician could face a situation in which he does
not agree with what the state requests. For example, a physician that is asked by law to use
a criterion he or she finds unethical might result in a conscientious objection dilemma. Such
dilemmas are difficult to clarify, especially in emergency situations. In the case of Mexico, after
a state of health emergency was declared, the refusal of healthcare providers to comply with
the Health Department is considered an offense. This provision does not mention conscientious
objection specifically, but it is open to interpretation and could lead to the limitation of this
right, given the current exceptional circumstances. Here we present a translation of the literal
transcription from the Ley General de Salud (General Law of Health):
“Article 468. Health care professionals, technicians or auxiliary personnel that without a
legitimate cause refuse to carry out the functions or services that health authorities demand
from them in the implementation of an extraordinary operation regarding general health matters,
will be given from 6 months up to 3 years imprisonment and a fine equivalent to five and up to
fifty days of minimum wage…”
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Whether any other criteria should be considered (besides the
medical) for the good of society, it is first and foremost the
state’s responsibility to make this decision, taking into account
its exclusive power to limit or suspend individual’s rights8(7). If
non-medical complex norms were to be established by the state
to stratify populations in the rationale for the distribution of
resources, it should be the responsibility of administrative roles
to apply them. To ascribe equivocal responsibilities to the medical
staff can lead to both erroneous decision-making and a detriment
in the mental health of physicians.
It is worth remembering that despite the numerous social, political,
and economic effects, the character of the crisis at hand is one
of public health (7). While finding solutions to this crisis entails
an in-depth interdisciplinary analysis, it is the responsibility of
health and government authorities to carry it out. The ethical and
bioethical analysis that is required at the public healthcare level
is different from the one that pertains to the decision-making of
healthcare providers. The medical duty of healthcare providers
does not include carrying out an economic, political, and/or social
analysis of each patient. Such duty must be limited to the clinical
analysis within a professional ethics framework in a particular
context fitting the physician’s limited time.
If the function of healthcare professionals is recognized as
essential, then, leaving equivocal responsibilities to them which
could take a toll on their health counteracts what is trying to be
protected in the first place by the “instrumental value”.
For now, while it is true that due to the health crisis Mexico and other countries
have declared temporal limitations of some rights such as freedom of transit, this
does not imply a loss of fundamental rights or human rights established in the
Constitution of The United Mexican States. The limitations of rights imposed during
sanitary emergencies serve the purpose of containing the spread of the disease
rather than denying a particular population’s access to care. The latter must respond
to science and the adequate resource distribution for the benefit of the individual
and the society, trying to keep a balance when possible.

8

20

This is added to the evidence regarding the baseline burnout that physicians suffer in their
everyday decision-making processes (36). As another group has mentioned: “Not having clear
criteria or general guidelines for decision-making can be as stressful as being limited to follow
a series of statutes that can be considered to be unjust or unethical” (8).
We suggest avoiding “social value” as a criterion for resource allocation based on the recognition
of human dignity, its subjectivity and the potential harm to various vulnerable populations
based on personal biases. The above might also trigger uncertainty, moral and psychological
harm to the decision-maker, whose training does not correspond to these kinds of judgments.
If the latter occurred, there would be a detriment to the provided care, leading to a self-feeding
undesired loop, which wouldn’t hold even in a utilitarian framework.

Don’t use the age of a patient as an isolated criterion to decide whether he or she
receives treatment or not. Instead, if time is limited in the calculation of recovery
probability, use a quick scale that doesn’t require laboratory values, and consider
comorbidities. If necessary, and time allows, use one of the available mechanisms
in your hospital for complex decision-making.
In the aforementioned hypothetical case, there are two patients with similar characteristics and
only one ventilator available. If one of the patients is 65 years old with a history of diabetes and
the other patient is 85 without comorbidities, what should be done? What would happen if the
patients were closer in age and without comorbidities? “We have to decide who must die and
whom we shall keep alive” (33), an Italian doctor mentioned when sharing his experience in the
pandemic.
In the growing concern about resource shortages, the use of age as a criterion for resource
allocation has been proposed in this and other pandemics (33, 35, 37, 38). The proposal is not
so simple, in some cases it could be interpreted as, choosing the younger patient or the one with
more life-years remaining (8, 35, 38). Other researchers have suggested establishing an age
limit as an exclusion criterion in a triage protocol for critical care patients in a pandemic (35).
Two arguments are thought to be at the basis of this criterion.
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The first argument is based on the supposition that age alone is a determinant indicator for a worse
recovery prognosis, and implies that it would be morally justifiable to apply this generalization
systematically as a criterion. The hypothesis which proposes age as a determinant factor in the
recovery prognosis, could be gathered from two matters. The first could be an intuition which
makes people associate the physiological aging process to a poor recovery prognosis.
While it is true that age brings about respiratory physiological changes such as decreased
lung compliance, decreased strength of the respiratory muscles, decreased forced expiratory
volume in one second, and decreased forced vital capacity, among others, to our knowledge,
there are no studies that have proven a direct association between these and a poor prognosis
when mechanical ventilation is required (39). However, the association of these parameters
with a poor prognosis for patients with chronic pulmonary disease (restrictive and obstructive)
has been shown (40). Therefore, the statement posing that the elderly population has a lower
survival probability due to the physiological age-related changes, is false. Thus far, comorbidities
such as lung diseases, diabetes mellitus, hypertension and coronary artery disease have been
significantly associated with lower recovery rates in patients with COVID-19 (40).
The second matter which could lead to the first argument is the reported high mortality rate
in elderly patients during this pandemic. This has led to establish a hypothesis relating to the
effects of aging on the immune system and the severity of infection by COVID-19 (39). However,
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one must consider the higher prevalence of chronic diseases in this age
group. According to the National Council of Aging, in the U.S. approximately
80% of elderly have a chronic disease and 77% have two (41). Many of the
reports aforementioned don’t show a comparison of mortality for elderly
with comorbidities and without (42, 43, 44, 45). Thus, it seems possible
that the presence of comorbidities, and not age alone, determines the
prognosis of the patient (46, 47). Therefore, we conclude that, until this
day, there is no scientific basis that justifies the denial of care to elderly
patients previously healthy, under the premise that their age alone would
decrease their probability of recovery during this pandemic (47). This
could be labeled as discrimination against older people, or “ageism”.
The second argument underlying the proposal of utilizing age as a triage
criterion, is based on the “Life Cycle Principle”. This principle is inherently
egalitarian because it aims to give all individuals an opportunity to
experience all stages of life. According to this principle, the prioritization
of resources does not decrease linearly with the patient’s age increase.
Instead, the principle would be a decisive factor in situations in which the
age of patients being compared is significantly different (8). For instance,
if a bed was being disputed by an eighteen year-old and an eighty-threeyear-old patient, according to this principle the younger should receive it.
The elderly population has been identified as a target of discriminatory
and negative attitudes in different countries around the world (48). A
group of researchers has reported the tendency of the general population
and healthcare personnel in different countries to stereotype the elderly
as affable, but also as subjects of low competence (49, 50). Against this
backdrop it is reasonable that people concerned for the due respect to the
elderly have considered the Life Cycle principle as discriminatory. However,
proponents of the Principle have emphasized its egalitarian basis and its
objective to promote equal opportunities among human beings (8).
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Our recommendation is to avoid a systematic use of age as an isolated criterion in the allocation
of resources because it is discriminatory and does not have a scientific basis thus far. In a situation
in which two patients with a large age gap both need a vital resource, the use of probability
of recovery criterion, which includes age and other variables in the calculation, will probably
resolve the issue. For circumstances in which the resource is not immediately lifesaving, such
as a rapid test or a vaccine (when available), and occupational risk has been considered, random
assignment of resources or the Life Cycle principle could be considered depending on society’s
values. For example, perhaps in countries with a low natality rate, society, with a representative
population of the elderly, might consider the Life Cycle principle as a better option. Therefore, it
is important that governments consult the public opinion and know their values and interests
(8).

4

KNOW:
Available resources in your hospital for complex decision-making such
as ethics or bioethics advisory services, protocols of consulting among
colleagues to avoid personal and clinical management biases, and
designating one or several individuals per shift that can be responsible for
decision-making in ethically complex cases.

a. Ethics or bioethics advisory services when available
Some countries have published guidance noting the importance of using hospital ethics and
bioethics advisory services in the current context (7, 51). While it is true that in several developing
countries these types of advisory services are not available, it is also true that a lot of institutions
in such countries have experts on bioethics or clinical ethics. This allows for the assignment of
roles for such experts so that they can assist the emergency teams. Technology can also help
alleviate the challenges posed by this pandemic. For example, in Mexico the Faculty of Bioethics
of Anahuac University has recently created a virtual consulting service in Clinical Bioethics that
responds to current needs of the health system (52).

24

b. Discuss your decision-making with two other
colleagues to avoid personal and clinical management
biases.
In scenarios with complex decisions and sufficient time,
it is advisable to have a tripartite deliberation and careful
assessment of the pros and cons of such a decision. Different
healthcare professionals can contribute with different points
of view, which can facilitate decision-making and reduce the
emotional load that comes with one-party decisions (27, 32,
51). The exact method could be spoken ahead of time to avoid
technical difficulties when this kind of team work is required.

c.Designate one or several individuals per shift that can
be in charge of the decision-making in difficult cases.
The establishment of these roles in advance allows for
an efficient implementation.
Although it would be ideal that such roles were carried out by
medical specialists trained in intensive/critical care, other
specialists and healthcare workers can also assume this
responsibility if the situation warrants it. The goal here is
to generate different points of view that can contribute to
the decision-making of the physician as a single entity (51).
Having third parties performing the decision while excluding
the physician at the bedside, is a shielding mechanism of moral
distress to the latter.
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Laws in your state and the rules and standards in your hospital.
Each person should interpret these recommendations within their own institutional and State
legal context in order to adapt the reflection and prepare their actions ahead of time.

Limitations of yourself. Keep in mind that a guideline is not a substitute of a
personal reflective process. We recommend you read this full text in your free
time, reflect at conscience and discuss with co-workers to help create consensus
or express moral concerns or considerations ahead of time. Each clinical team
could use such reflection to create their specific protocols. This might help reduce
stress and increase moral certainty in the decision-making process. Remember,
this can be a stressful process so self-assess your health and seek support when
required.
Guidelines help to reflect ahead of time on relevant matters that may cause internal moral conflict.
We recommend that the clinical team discusses these recommendations and their particular
views or concerns (e.g. religious, cultural) (). Such reflections can then be integrated into the
already existing protocols. This will promote that individual and collective moral concerns are
expressed and considered with anticipation, allowing teams to be better prepared when difficult
decision-making takes place for one person.
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