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Globally, as of 10:33am CEST, 19 April 2021, there have been 140,886,773 confirmed cases of COVID-19, including
3,012,251 deaths, reported to WHO. As of 19 April 2021, a total of 792,796,083 vaccine doses have been administered.




Introduction

The novel CoronaVirus disease 2019 (COVID-19) is placing a
tremendous stress on health care system worldwide.

There are many appropriate responses to the pandemic including:
1. Public heath measures to reduce the extent of the spread

2. Ensure that clinicians have high quality discussion about goals of care in
community settings or after hospitalization.



-thical implications of advanced care plannir

The Ethical challenge is regarding rationing health care in the context of
scarce resources and crisis capacity.

Promoting public good.
Respecting patient autonomy.

Balancing patient harm with anticipated benefits.



Continuation.....

Upholding our duty of care.
Protecting health care providers.
Equity.
Promoting trust with patients, family members and the heath care providers.

Using limited health care resources responsibly.



Initiation of Advanced directive
planning

Initial step can take place in outpatient settings or Online resources.

Importance of initiation of goals of care discussion:

Patient: To avoid unwanted intensive life sustaining treatment.
Health Care system: Avoid nonbeneficial high intensity care.

Families, patients and health care professionals: Avoid putting them at
high risk of disease transmission.



Components of advanced Care
Planning

Cardiopulmonary resuscitation (CPR).
Organ Donation.
Continue life support.

End of life comfort measures.



Cardiopulmonary resuscitation
(CPR)

Inpatient approach is essential in nonbeneficial situations:
Increasing psychological distress on the families.

Increasing psychological distress on the health care workers and increase
risk of exposure.

Increase strain on personal protective equipment



Proposed approach to having an informed
assent discussion with a patient or family
member



% :
@ Assess patient’s values and goals

» Elicit values and preferences for therapies and outcomes from the patient
or designated family member and formulate overall therapeutic goals

“Is it important to your mother to live as long as possible, no matter what
her quality of life, or are there circumstances in which she would not want

to receive life support, such as a prolonged nursing home stay?”
G J, /
No Is longevity the patient’s primary value Yes

above all else, including quality of life?

Proceed with informed assent Informed assent not appropriate

@ Discuss cardiopulmonary resuscitation (CPR)
» Briefly describe CPR explaining how, when, and why it is performed

“We want to be sure we are taking the best possible care of your mother,
so | would like to talk to you about CPR.”

!

/® Summarize the role of CPR

* Provide a personalized explanation about the lack of ability of CPR
to achieve the previously assessed patient goals

“Given what you have told me about your mother and her goals,
N CPR will not help her reach her goals.” )

'

Present a definitive assent statement
* Inform the patient or the patient’s family that CPR will not be offered

“Since CPR will not work to achieve your mother’s goals in this situation,
we do not provide it.”

'

@ Assess understanding and allow for objection

* Discuss the patient’s or family’s understanding of the assent statement,
the decisions made, and any objections they may have

“I want to make sure you understand. Do you have any questions?”

JAMA. 2020;323(18):1771-1772. doi:10.1001/jama.2020.4894



Scoring system



Development and validation of the ISARIC
4C Deterioration model for adults
hospitalized with COVID-19: a prospective

cohort study

Rishi K Gupta, MRCP, Prof Ewen M Harrison, PhD, Antonia Ho, PhD,
Annemarie B Docherty, PhD, Stephen R Knight, MBChB, Maarten van

Smeden, PhD, et al.

January 11, 2021:10.1016/52213-2600(20)30559-2



Overall (n=74944) Ventilatory supportor Death (n=16 885) Mo deterioration Missing (n=996)
HDU or ICU admission (n=42 024)
(n=15039)
Age, years 75 (60-84) 65 (55-75) 83 (77-89) 73(57-83) 75(59-84)
Sex
Female 32 807 (43-9%) 0127 (341%) 7106 (42.2%) 20141 (48.0%) 433 (43.5%)
Male 41993 (56.1%) 9889 (65-9%) 0742 (57-8%) 21 800 (52-0%) 562 (56.5%)
Missing 144 23 37 a3 1
Ethnicity
White 55016 (B2-8%) 9941 (75-0%) 13612 (89-5%) 30854 (83-0%) 609 (79-2%)
south Asian 3520 (5-3%) 1010 (7-6%) 479 (32%) 1992 (5-4%) 39 (5-1%)
Black 2553 (3-8%) 743 (56%) 345 (2:3%) 1435 (3-9%) 30 (3-9%)
East Asian 492 (0-7%) 162 (1.2%) 71(0-5%) 255 (0.7%) 4(0-5%)
Other 4844 (7-3%) 1403 (10-6%) 698 (4-6%) 2656 (7-1%) 87 (11-:3%)
Missing 8510 1780 1680 4832 227
SARS-CoV-2 PCR positive 66136 (96-9%) 13153 (96.1%) 15275 (98.2%) 37106 {(96.7%) 602 (97.6%)
Missing data 6715 1346 1325 3665 379
Number of comorbidities 1(1-2) 1({0-2) 2 (1-3) 1({0-2) 1({0-2)
Missing data 839 63 202 406 163
Mosocomial infection 7320 (9-9%) 541 (3-6%) 2093 (12-5%) 4542 (10-9%) 144 (16-6%)
Missing data b44 64 101 351 128
Radiographic infiltrates 29579 (61-9%) 8417 (76-9%) 6960 (63-5%) 14015 (55-0%) 187 (53.7%)
Missing data 27145 4004 5920 16533 648
Temperature, °C 37-2(36.5-38.1) 37.5(36-8-38.4) 37-1(36:4-38.0) 371 (36:5-38.0) 37:0(36:5-38.0)
Missing data 3106 462 647 1783 214
Heart rate, per min 90 (78-104) 95 (82-109) 90 (77-105) 88 (76-102) 89 (79-102)
Missing data 3383 422 717 2021 223
Respiratory rate, breaths per min 20 (18-26) 24 (20-30) 22 (18-28) 20 (18-24) 20 (18-24)
Missing data 3535 483 687 2113 252




Overall (n=74944)

Ventilatory support or

Death (n=16 885)

No deterioration

Missing (n=996)

HDU or ICU admission (n=42024)
(n=15039)

Systolic blood pressure, mm Hg 130 (114-147) 124 {115-145) 128 (110-147) 130 (115-147) 130 (114-148)
Missing data 3187 426 648 1891 222

Diastolic blood pressure, mm Hag 74 (64-84) 74 (65-83) 71(61-82) 75 (65-84) 73 (65-83)
Missing data 3330 458 690 1955 227

Oxygen saturation, % 95 (92-97) 94 (89-96) 95 (91-97) 96 (94-97) 96 (93-98)
Missing data 3756 537 799 7203 217

Room air or oxygen
Room air 48574 (69-4%) 7213 (50:3%) 9978 (63-1%) 30809 (78-7%) 574 (76-4%)
Cheygen 21453 (30-6%) 7128 (49-7%) L824 (36-9%) 8324 (21-3%) 177 (23-6%)
Missing data 4917 GOE 1083 2891 245

Glasgow coma scale 15 (15-15) 15 (15-15) 15 (15-15) 15 (15-15) 15 (15-15)
Missing data 7839 1754 1693 4020 367

Haemoglobin, g/L 128 (112-142) 132 (116-145) 122 (105-138) 129 (113-142) 128 (112-141)
Missing data 11748 1398 2562 7448 340

White cell count, x10* cells per L 75 (5-4-10-7) 8.0 (5-7-11.2) 8-3(5-8-11.9) 71(52-9.9) 77 (5-4-10.7)
Missing data 12130 1491 2669 7623 347

Lymphocytes, = 10° cells per L 0.90 (0-60-1.30) 0-80 (0-60-1.20) 0-80 (0-50-1.16) 096 (0-67-1.40)  0-90 (0-60-1.30)
Missing data 12345 1535 2700 7763 347

Neutraphils, x 10° cells per L 58 (3.9-87) 6.4(43-93) 66 (43-9.9) 53 (3-6-7:9) 5.8 (37-87)
Missing data 12 308 1533 2702 7726 347

Platelets, » 10° cells per L 221 (167-290) 219 (166-287) 209 (154-284) 226 (173-294) 218 (161-285)
Missing data 12463 1538 2730 7847 348

Alanine aminotransferase, IU/L 25 (16-43) 33 (21-54) 22 (15-37) 24 (15-40) 24 (15-43)
Missing data 26735 3861 6289 16 085 500




Overall (n=74944)

Ventilatory support or

Death (n=16 885)

No deterioration

Missing (n=996)

HDU or ICU admission (n=42024)
(n=15039)

(Continued from previous page)

Bilirubin, mg/dL 10 (7-14) 10 (7-15) 10 (7-15) 9 (6-13) 10 (7-14)
Missing data 22931 3107 5308 14 025 491

Urea, mmol/L 7 (5-11) 7 (5-11) 10 (7-16) 6 (4-9) 7 (5-12)
Missing data 18509 2761 3965 11344 439

Creatinine, pmol/L 86 (67-121) 86 (68-118) 106 (76-158) 81 (64-107) 85 (68-122)
Missing data 12 656 1609 2699 7998 350

Sodium, mmol/L 137 (134-140) 136 (133-139) 138 (135-143) 137 (134-140) 137 (134-140)
Missing data 12277 1491 2623 7810 353

C-reactive protein, mg/L 80 (33-154) 126 (64-210) 98 (48-174) 58 (22-119) 76 (30-151)
Missing data 16318 2198 3508 10202 410

NHS region
East of England 7852 (10-5%) 1640 (10-9%) 1935 (11-5%) 4223 (10-0%) 54 (5-4%)
London 8239 (11-0%) 2275 (15-1%) 1509 (8-9%) 4400 (10-5%) 55 (5-5%)
Midlands 15583 (20-8%) 2547 (16:9%) 3699 (21-9%) 9068 (21-6%) 269 (27-0%)
North East and Yorkshire 10305 (13-8%) 2233 (14-8%) 2223 (13-2%) 5773 (13-7%) 76 (7-6%)
North West 12914 (17-2%) 2170 (14-4%) 3290 (19-5%) 7311 (17-4%) 143 (14-4%)
Scotland 3066 (4-1%) 605 (4-0%) 572 (3-4%) 1846 (4-4%) 43 (4-3%)
South East 9445 (12-6%) 2130 (14-2%) 1971 (11-7%) 5051 (12-0%) 293 (29:4%)
South West 3915 (5-2%) 723 (4-8%) 794 (4-7%) 2361 (5-6%) 37 (3-7%)
Wales 3625 (4-8%) 716 (4-8%) 892 (5:3%) 1991 (4-7%) 26 (2-6%)

Data are median (IQR) or n (%), calculated from non-missing data. Participants are shown by the first chronological deterioration category through which they met the
composite primary outcome (HDU or ICU admission, ventilatory support, or death). HDU=high-dependency unit. ICU=intensive care unit. SARS-CoV-2=severe acute

respiratory syndrome coronavirus 2. NHS=National Health Service.

Table 1: Baseline characteristics of the study cohort, stratified by outcome




Mo deterioration

(n=42024)

Overall (n=74944)

Ventilatory supportor  Death (n=16885)
HDU or ICU admission
(n=15039)

Missing (n=996)

Female 32 807 (43-9%) 5127 (341%) 7106 (42-2%) 20141 (48-0%) 433 (43-5%)
Male 41993 (56-1%) 9889 (65-9%) 9742 (57-8%) 21800 (52-0%) 562 (56-5%)
Missing 144 8 1
Ethnicity
White 55016 (82-8%) 9941 (75-0%) 13612 (89-5%) 30854 (83-0%) 609 (79-2%)
South Asian 3520 (5-3%) 1010 (7-6%) 479 (3-2%) 1992 (5-4%) 39 (5-1%)
Black 2553 (3-8%) 743 (5-6%) 345 (2:3%) 1435 (3-9%) 30 (3-9%)
East Asian 492 (0:7%) 162 (1.2%) 71(0-5%) 255 (0-7%) 4 (0:-5%)
Other 4844 (7-3%) 1403 (10-6%) 698 (4-6%) 2656 (71%) 87 (11-:3%)
Missing 8519 1780 1680 4832 227
SARS-CoV-2 PCR positive 66136 (96-9%) 13153 (96-1%) 15275 (98-2%) 37106 (96.-7%) 602 (97-6%)
Missing data 6715 1346 1325 3665 379
Number of comorbidities 1(1-2) 1({0-2) 2(1-3) 1({0-2) 1(0-2)
Missing data 830 68 202 406 163
Mosocomial infection 7320 (9-9%) 641 (3-6%) 2093 (12-5%) 4542 {10-9%) 144 (16-6%)
Missing data 644 b4 101 351 128
Radicgraphic infiltrates 29579 (61-9%) 8417 (76-9%) 6960 (63-5%) 14 015 {55-0%) 187 (53-7%)
Missing data 27195 40094 5920 16533 648
Temperature, °C 372 (36:5-38.1) 37-5(36-8-38.4) 37-1(36:4-38.0) 371 (36-5-38.0) 370(36.5-38.0)
Missing data 3106 462 647 1783 214
Heart rate, per min 90 (78-104) 95 (82-109) 90 (77-105) 88 (76-102) 89 (79-102)
3383 717 223

Missing data

422

2021




Overall (n=74944) Ventilatory supportor Death (n=16 885) No deterioration Missing (n=996)

HDU or ICU admission (n=42024)
(n=15039)
Systolic blood pressure, mm Hg 130 (114-147) 124 (115-145) 128 (110-147) 130 (115-147) 130 (114-148)
Missing data 3187 426 648 1891 222
Diastolic blood pressure, mm Hg 74 (64-84) 74 (65-83) 71(61-82) 75 (65-84) 73(65-83)
Missing data 3330 458 690 1955 227
Oxygen saturation, % 95 (92-97) 94 (89-96) 95 (91-97) 96 (94-97) 96 (93-98)
Missing data 756 i 799 220 217

Room air or oxygen

Room air 48 574 (69-4%) 7213 (50:3%) 9978 (63-1%) 30809 (78-7%) 574 (76-4%)
(heygen 21453 (30-6%) 7128 (49-7%) L824 (36-9%) 8324 (21-3%) 177 (23-6%)
Missing data 4917 o2 1083 2891 245

Glasgow coma scale 15 (15-15) 15 (15-15) 15 (15-15) 15 (15-15)
Missing data 7839 1759 1693 367

Haemoglobin, g/L 128 (112-142) 132 (116-145) 122 (105-138) 129 (113-142) 128 (112-141)
Missing data 11748 1398 2562 7448 340

White cell count, x10* cells per L 75 (5-4-10-7) 8.0 (57-11.2) 83 (5-8-11.9) 71(5-2-9.9) 7-71(5-4-10.7)
Missing data 12130 1491 2669 7623 347

Lymphocytes, = 10° cells per L 0.90 (0-60-1.30) 0-80 (0-60-1.20) 0-80 (0.50-1.16) 096 (0-67-1-40)  0-90 (0-60-1.30)
Missing data 12345 1535 2700 7763 347

Neutrophils, x 10° cells per L 58 (3.9-87) 6-4(43-9:3) 6.6 (43-9-9) 53 (3-6-7.9) 5.8 (37-87)
Missing data 12 308 1533 2702 7726 347

Platelets, » 10° cells per L 221 (167-290) 219 (166-287) 200 (154-284) 226 (173-294) 218 (161-285)
Missing data 12463 1538 3730 7847 348

Alanine aminotransferase, IUJL 25 (16-43) 33 (21-54) 22 (15-37 24 (15-40) 24 (15-43)

Missing data 26735 3861 6289 16085 500




Overall (n=74944) Ventilatory supportor Death (n=16 885) No deterioration Missing (n=996)

HDU or ICU admission (n=42024)
(n=15039)
(Continued from previous page)
Bilirubin, mg/dL 10 (7-14) 10 (7-15) 10 (7-15) 9 (6-13) 10 (7-14)
Missing data 22931 3107 5308 14 025 491

Urea, mmol/L

Missing data

Creatinine, pmol/L 86 (67-121) 86 (68-118) 106 (76-158) 81 (64-107) 85 (68-122)
Missing data 12 656 1609 2699 7998 350

Sodium, mmol/L 137 (134-140) 136 (133-139) 138 (135-143) 137 (134-140) 137 (134-140)
Missing data 12277 1491 2623 7810 353

C-reactive protein, mg/L 80 (33-154) 126 (64-210) 98 (48-174) 58 (22-119) 76 (30-151)
Missing data 16318 2198 3508 10202 410

NHS region
East of England 7852 (10-5%) 1640 (10-9%) 1935 (11-5%) 4223 (10-0%) 54 (5-4%)
London 8239 (11-0%) 2275 (15-1%) 1509 (8-9%) 4400 (10-5%) 55 (5:5%)
Midlands 15583 (20-8%) 2547 (16-9%) 3699 (21-9%) 9068 (21-6%) 269 (27-0%)
North East and Yorkshire 10305 (13-8%) 2233 (14-8%) 2223 (13-2%) 5773 (13-7%) 76 (7-6%)
North West 12914 (17-2%) 2170 (14-4%) 3290 (19-5%) 7311 (17-4%) 143 (14-4%)
Scotland 3066 (41%) 605 (4-0%) 572 (3-4%) 1846 (4-4%) 43 (43%)
South East 9445 (12-6%) 2130 (14-2%) 1971 (11-7%) 5051 (12-0%) 293 (29:4%)
South West 3915 (5-2%) 723 (4-8%) 794 (4-7%) 2361 (5-6%) 37 (3:7%)
Wales 3625 (4-8%) 716 (4-8%) 892 (5:3%) 1991 (4-7%) 26 (2-6%)

Data are median (IQR) or n (%), calculated from non-missing data. Participants are shown by the first chronological deterioration category through which they met the
composite primary outcome (HDU or ICU admission, ventilatory support, or death). HDU=high-dependency unit. ICU=intensive care unit. SARS-CoV-2=severe acute
respiratory syndrome coronavirus 2. NHS=National Health Service.

Table 1: Baseline characteristics of the study cohort, stratified by outcome




4C Mortality Score

Risk Group

Inhospital Mortality

0-3 Low 1.2-1.7%
4-8 Intermediate 9.1-9.9%

9-14 High 31.4-34.9%
>15 Very High 61.5-66.2%0




Critical care Triage



[ Critical Care Special Features ] E CH EST

Triage of Scarce Critical Care Resources in (@ orsoruposes
COVID-19 An Implementation Guide for

Regional Allocation

An Expert Panel Report of the Task Force for Mass Critical Care and the
American College of Chest Physicians

Ryan C. Maves, MD, FCCP, James Downar, MD, Jeffrey R. Dichter, MD; John L. Hick, MD;

Asha Devereaux, MD, MPH, FCCP,; James A. Geiling, MD, MPH, FCCP, Niranjan Kissoon, MBBS;

Nathaniel Hupert, MD, MPH, Alexander S. Niven, MD, FCCP,; Mary A. King, MD, MPH, FCCP, Lewis L. Rubinson, MD, PhD;
Dan Hanfling, MD, James G. Hodge Jr, JD, LLM,; Mary Faith Marshall, PhD,; Katherine Fischkoff, MD;

Laura E. Evans, MD, FCCP; Mark R. Tonelli, MD, FCCP; Randy S. Wax, MD, MEd, Gilbert Seda, MD, PhD, FCCP;

John S. Parrish, MD, FCCP; Robert D. Truog, MD, Charles L. Sprung, MD, FCCP; and Michael D. Christian, MD, FCCP; on
behalf of the ACCP Task Force for Mass Critical Care

Endorsed by the American Association of Critical-Care Nurses and the Society of Critical Care Medicine



Substantive values to guide ethical decision-making

¢ Individual Liberty

* Protection of the public from harm
* Proportionality

¢ Privacy

* Duty to provide care

* Reciprocity

¢ Equity

* Trust

¢ Solidarity

¢ Stewardship

Procedural values to guide ethical decision-making

* Reasonableness
¢ Transparency
¢ Inclusiveness
e Responsiveness
e Accountability

Ethical principles possible to inform triage

¢ Utilitarian: “greatest good for the greatest number”

¢ Egalitarian: “allocation based upon need”

e Libertarian: “protection of individual liberty & patient choice” Social benefit
e Communitarian: “respect for social & cultural values”

e Life cycle: “fair innings or years life saved”




T

Step 1: Does this patient meet criteria for critical care

services (i.e., need for mechanical ventilation or

circulatory support)?

NO

|

Step 2: Does the patient (or designated surrogate)

agree to receive intensive care?

NO

|

the regional/local triage plan?

Step 3: Does the patient’s expected risk of mortality,
based on comorbid conditions and acute illness using

YES

-[ Admit to medical ward with supportive care ]

-

Admit to medical ward with supportive care
Palliative care consultation

standardized assessments, exceed the threshold set by

=

NO

Y

Admit with intensive care services,
with periodic reassessment and
possible reallocation by triage team.

-

REASSESS

Consider comfort measures

\

~

Admit to medical ward with supportive care
Palliative care consultation

» care resources based on changes in

Consider comfort measures

"

REASSESS

Y
Periodically consider reallocation of critical

availability, demand, and patient status

N y




e vitalité

Diagram 6.1: CRITICAL CARE TRIAGE PROTOCOL
For all patients requiring treatment in the ICU, whether or not they have

COVID-19

Does the patient present with any of the following criteria for inclusion?
e Refractory hypoxemia (FiOz 2 40% for saturation > 90% for COVID-19
patients or SpO2 < 90% with non-rebreathing mask /FiOz > 0.85 for non-
COVID-19 patients)

Respiratory acidosis with a pH < 7.2
Clinical signs of imminent respiratory failure

Inability to protect airway or to keep it open
Hypotension with clinical shock refractory to reestablishment of fluid
volume, requiring vasopressor/inotrope treatment that cannot be dealt

NO

with on the unit
I ves

Does the patient present with any of the following criteria for exclusion?
e Score SOFA > 11
e Cardiac arrest: unwitnessed, recurrent, refractory to usual measures;
arrest related to trauma
Metastatic malignity with poar prognosis
Serious bumns: body surface > 40%, severe inhalation injuries
Organ failure in terminal stage:
cardiac: class 3 or 4, New York Heart Association
pulmonary: chronic severe pneumopathology with FEV < 25%
liver: MELD score > 20
renal: requiring dialysis
neurological: grave and irreversible neurological event/status with
high probability of mona'li_tly

co0oo0O0O

@ NO

What category is the patient in at this time?
« Blue: High probability of mortality; should not be admitted to ICU

Blue

or should be discharged from critical care and receive medical
treatment and palliative care, if required

o |Initial: Criteria for exclusion or SOFA > 11

0 72 hours: Criteria for exclusion or SOFA > 11 or SOFA 8to 11,

l

unchanged

Red

e Red: Highest priority for critical care
o Initial: SOFA < 7 or failure of one organ
0 72 hours: SOFA < 11 and declining

* Yellow: Intermediate priority for critical care
o Initial: SOFA 8 to 11
0 72 hours: SOFA < 8 with minimal decline (drop of < 3 points in
72 hours)

e Green: Low probability of mortality; put off admission to or
discharge from critical care
o |Initial: no major organ failure
0 72 hours: no longer needs a ventilator

00

Green

U

Do not admit to ICU

|:> Do not admit to ICU

Do not admit to ICU or
discharge from ICU

Administer/continue
treatment - High Priority

Administer/continue
treatment - Low Priority

Discharge from ICU
Good prognosis

Updated: April 1,2020 19




e vitalité

Tool 6.1, 2" PHASE: Critical Care Triage Tool

MEASURE

following criteria for inclusion?

NO

Does the patient present one of the Do not admit to

(:> ICU

ﬂ YES

MEASURE

Does the patient present one of the
following criteria for exclusion?

YES
Do not admit to
—> ICU

What category is the patient in at this time?

YELLOW

Initial 72 hours Priority MEASURE
Criteria for High probability of mortality; should not
Criteria for | exclusion or be admitted to ICU or should be
exclusion or | SOFA > 11 discharged from critical care and
SOFA >11 |or SOFA <8, | receive medical treatment and palliative
unchanged care, if required.
SOFA <7 or | SOFA < 11
failure of and declining | Highest priority for critical care
one organ progressively
SOFA < 8 with
SOFA 8 to minimal . o N Administer/continue
11 decline (drop Intermediate priority for critical care treatment
of < 3 points in LOW PRIORITY
72 hours)
— No longer Low probability of mortality; put off -
: needs a admission to or discharge from critical
organ failure ;
ventilator care

Updated: April 1, 2020

20



bidities that restrict ICU admission from the Swiss Academy of Me

Stage A: when beds are available exclusion criteria

for ICU admission include any one of:

Malignant disease with <12 months’ life

Severe and irreversible neurological conditions expectancy

NYHA class IV heart failure End-stage neurodegenerative diseases

COPD GOLD grade 4 group D Severe circulatory failure

Cardiac arrests which are unwitnessed, recurrent

Liver cirrhosis with Child-Pugh score >8 or with no return of spontaneous circulation
Severe dementia Treatment resistant despite increased vasoactive
therapy

Estimated survival <12 months




Stage B: when no beds are available exclusion criteria for ICU admission include an

one of:

Severe cerebral deficits after stroke
NYHA class lll or IV heart failure

COPD GOLD grade 4 group D or COPD groups A—D with either FEV,<25% or cor

pulmonale or home oxygen therapy (long-term oxygen therapy)
Liver cirrhosis with refractory ascites or encephalopathy >stage |

Moderate confirmed dementia

Severe burns (>40% of total body surface area affected) with inhalation injury

Stage V chronic kidney disease (KDIGO)

Age >85 years

Age >75 years and at least one criterion (liver cirrhosis, stage Ill chronic kidney

disease (KDIGO), NYHA class >I| heart failure, estimated survival <24 months)




STEP 1 Reassess daily to

Discharge to Screen Patient for ICU Care after determine continued
palliative care reviewing patient’s end of life directive/ priority for
POLST or similar living will agreements hospitalization
STEP 2
A. Does patient meetICUinclusion 7777770
criteria? and Consider

discharge to

B. Will patient benefit from ICU care? ol
palliative care

#| Admitto floor p—»

STEP 3 STEP 4 STEPS

ICU Resource available? m Compel_ting reason for ._m_' Add patientto .
reallocation of resource? ICU waitinglist
STEP 6 ADMITTO ICU

e Pk i . Data Collection

1. Expected duration of need 2. Prognosis
3. Response to treatment 4. MSOFA 5. Baseline functional status

UNCHANGED IMPROVING

. . Consider continued ICU
WORSENING Consider continued ICU care
or consider moving to floor care. If extubated with no

Scaicare,provide. | WthowgenorNbPv (e U TR g
appropriste pallistive care. todetermine continued need reas:.-::i:!‘:g\tr‘ts ::5';":1 =
for hospitalization. hospitalization "

L ) L ] »

A framework for critical care
triage developed in

Washington.

Northwest Healthcare Response
Network



Conclusion

Encourage early conversation with patients and families in those with chronic life
limiting illness and old age.

Allows the patient to receive medical care that aligns with their values even when
they cannot speak for themselves.

Implication of 4 C mortality scoring system to all Critically ill patients with
COVID 19.

Triage plan is necessary to ensure the greatest benefit to the greatest number
during the Pandemic based on the available resources.



