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DESCRIPTION
The COVID-19 pandemics and the overload of hospitalization
bring back the question of fair access to intensive care units and
to ventilators. Doctors have long used criteria to prioritize access
to treatments. The triage model used for emergencies gives
priority to the sickest, those at risk of dying or those facing
severe consequences, if delays in response are too long. It is the
triage nurses who decide which cases will be given priority. This
way of prioritizing was introduced on the battlefields by the
surgeon-in-chief of Napoleon's armies, Jean Dominique de Larey,
who applied the ideals of the French Revolution, by first treating
the most affected, rather than those of higher rank [1,2]. This
measure is fair if it meets the following two conditions: it applies
the same rule to all; and it responds first to the most urgent
needs [3-7]. The former condition applies impartiality and the
latter specifies the content of the rule, which involves medical
competence in assessing need. Non-medical criteria, for example,
waiting lists, or social criteria such as age or social roles, may also
be used for prioritization. These are not equitable if they do not
meet health needs.

In the context of dialysis in the United States in the early 1960s,
a triage protocol was used to determine who would have access
to treatment, taking into account the fact that the Seattle Kidney
Center had only six machines, although a large number of
patients with severe kidney disease could have benefited. An
initial triage was based on a medical assessment and a second
triage was conducted by an independent committee that
accorded priority on the basis of social criteria, such as marital
status, number of dependents, education, employment, or place
of residence [8]. This committee favored those most useful to
society, the working man over the unemployed, the married man
with one or more children over the single man, and Washington
state residents over those from other American states.

To give access to critical care and ventilators, New York State
(USA) and the province of Ontario (Canada) have developed

their own triage protocols. In the New York State Ventilator
Allocation Guidelines [9], those who would not survive intensive
care treatment and ventilator use are first screened out based on
medical criteria, and then the Sequential Organ Failure
Assessment (SOFA) is used to assess mortality risk. This tool
allows doctors to examine the status of six organs or systems,
liver, kidneys, lungs, brain, blood pressure and coagulation,
according to four levels of impairment. Each level is represented
by a color, and it is the triage officer who grants or denies access
to intensive care beds. Finally, a reassessment is made after 48
and 120 hours of intensive care, and those for whom treatment
is ineffective at these points are discharged from the intensive
care unit and will receive palliative care. Physicians assess the
severity of impairments and effectiveness of treatments;
decisions on access to or withdrawal from the ICU are made
either by the triage officer or by a committee.

The Ontario Clinical Triage Protocol for Major Surge in
COVID Pandemic has population-based goals of minimizing
mortality and morbidity in the general population, as opposed
to individual mortality and morbidity. It is, therefore, the
principle of utility that dominates over an adequate response to
individual needs. The protocol is applied in extreme situations
of limited resources when the health system can no longer meet
the demand; it occurs at three levels. At the first level, those with
a probability of death ≥ 80% within one year are eliminated,
followed by those with a 50% and 30% probability of death,
depending on the pandemic outbreak curve and the extent of
the resource gap. Elimination is done using 13 indicators that
address health conditions such as severe trauma or burns, severe
cognitive impairment, end stage organ failure, advanced
neurocognitive disease, etc. Individuals who meet the exclusion
criteria will not have access to intensive care, regardless of
whether their problem is related to a critical condition. In case
of a tie between candidates, randomization is used [10].

The second version of the Quebec National Prioritization
Protocol, entitled Prioritization for Access to Critical Care
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(Adult) in the extreme pandemic context, is inspired by the
Ontario Protocol and uses the same exclusion criteria with a few
exceptions. However, in case of equal scores between candidates,
using life cycle as a criterion, the youngest have priority, which is
equivalent to using age as a social criterion; then priority is given
to caregivers and finally, as a last resort, randomization is used,
if necessary and according to the degree of overload of the
health care system [11,12].

CONCLUSION
The two protocols are similar in that using a protocol provides
more equal access to care than individual medical judgment.
However, medical review and judgment are essential to triage
patients who need and will survive intensive care. To this end,
statistical references by type of impairment are factors to be
considered. However, they do not replace the medical judgment
that focuses on evaluating a specific individual’s health. The
Ontario protocol relies more on the death statistics of
individuals within one year, using exclusion criteria, whereas
SOFA places greater emphasis on individual health based on
inclusion criteria in a score that will ultimately eliminate
individuals who are too ill to survive the disease and intensive
treatments, including ventilator use. Both protocols have their
limitations; the first is difficult to use in the high prioritization
stages when those with a 30% chance of death within a year
must be eliminated, and the second may not allow for the
elimination of a sufficient number of people when resources
become increasingly scarce. However, protocols that can best
reconcile the response to individual needs and population goals
to save more non co-morbid lives are more equitable.
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