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Crisis Standards of Care

‐ Never let the future disturb you.  You will meet it if you have to with the same weapons of 
reason which today arm you against the present. 

‐ Marcus Aurelius.  Meditations.  AD 200

Crisis Standards of Care Planning at 
University of California Davis Medical Center
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• CTICU 10 beds
• NSICU 10 beds
• Burn Unit 20 beds
• SICU 16 beds
• MICU 16 beds
• MSICU 8 beds
• CCU 10 beds
• PICU 20 beds
• ER 68 beds
• PACU 50+ beds

Disclosures: I Work Here

3

4



3

Order of Business

• Brief Review UCOP Crisis Standards of Care Guideline

• Operational Plan at UCDMC

• Equity controversies 

• Crisis Standards of Care Triage Project

• SOFA Severity of illness score
• Accepted in many triage rubrics
• Vision is to apply triage to ALL patients
• Worst value in last 24hr
• No value? score “0”
• Epic derived ESOFA
• Continuously recalculating
• 84% accurate (manual SOFA 65%)

Triage Scoring System
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Triage Scoring System (cont.)
• Comorbidity adjustment
• Age not considered
• May be challenged
• Exempt for lack of expertise or access 

Allocation Score

• Pregnant with viable 24 WO fetus deduct 4 points from allocation score
• Health care workers deduct 4 points at 72 hrs and 2 points at all other evaluations 
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Triage Tiers Overview
Stabilize as needed until triage officer available; Triage on Admission then every 48 -72 hrs.

• Arrest no ROSC, or ROSC with nonshockable
rhythm

• Severe Burns IN Appendix UCOP DOC 
• Severe Trauma IN APPENDIX UCOP DOC 
• Severe Neurological Injury

• Health Care / Critical Care Worker 1st
assessment

• Complex acute surgery 120 hrs
• Pretrans awaiting offer eval

2nd 72 hrs: IC Officer

• Complex acute surgery 120 hrs
• Pretrans awaiting offer eval

• Pregnant with viable 24 WO fetus deduct 4
points

• Health care workers violet deduct 4 points
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ICU: Secondary Triage of floor patients 
(ICU V Floor) and tertiary/reallocation 
triage of ICU patients in ICU for 72 hrs.:  
Start at Surge level 6

ER: Primary (ER admit) and 
Secondary triage for ICU (merits 
ICU, merits floor)

ICU Triage Officer
q12hr shift
Resources: RN/RT,
Admin

ER and 
Surgical Triage
Officer q12hr shift

CMO or acting CMO
• CNO or acting CNO
• Bioethics (available)
• Legal representation
• Critical care

leadership
• Surgical, Medical

• Diversity (available)

Primary ICU Teams

CSC start/end
Resource
availability Tier 
allocations
Decisions/appeals

q12 hr mtg and
ongoing

Palliative Care Team

Identify green/blue pts
Communication of tier and
result Communicate with 
family Appeals

Patients triaged out of
resources Ongoing care 
of patient and 
communication with
family

Identify green/blue pts
Communication of tier and
result patients triaged out 
of resources Ongoing care 
of patient and 
communication with family

Identified green/blue pts
Communication of tier and
result Communicate with
family

• Start/stop CSC
• Appeals 
• Tiebreakers within 

tiers
• Resource flow
• Communication

Hospital Command Center (HCC)

Hospital Command Center (HCC) CSC Triage Team

Team Functions
Begin and end CSC
• Adjudication of any appeals of the initial triage decisions
• Review of any allocation assessment that triggers the reallocation of a potentially life sustaining treatment
• Review of any allocation assessment concerning an unrepresented patient
• Ongoing oversight and review of triage processes, crisis conditions, and need for modification
• Oversee flow of resources from pts no longer requiring them to pts who do
• Tiebreaker lottery

Team Tasks
• Schedule and facilitate daily meetings/huddle for all CSC activities (ER and ICU officers)
• Maintain Triage Officer assignments, schedule, and contact information 
• Appeals. Done by CC officer. Re-assessment of eSOFA at minimum and manual SOFA calculation, 

reassessment of comorbidity score, double checking allocation score and tier placement
• Evaluate all resource withdrawal
• Resource for officer scoring questions
• Documentation for all metrics and scoring
• Develop triage specific quality spreadsheet 
• Develop vision of comprehensive quality analysis of triage process
• Develop public-facing After Action Report
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ED Triage Officer

Role Functions
• Initial/Primary Triage of all patients in the ED
• Secondary Triage of all patients, ICU v Med surg
• Work with Surgical and ICU Triage Officers

Role Tasks
• Triage all potential admits
• Low priority catastrophic injury
• DNR/I screen
• Allocation score and tier
• Triage note
• Order code status in EMR
• Communications to patients and families

ICU / Critical Care Triage Officer
Activated Surge level 6

Role Functions
• ICU Admission/secondary Triage of all identified patients ON THE FLOOR
• Re-triage of all patients in the ICU who have not been triaged in last 72 hrs.
• Work with Surgical and ED Triage Officers
• Role Tasks
• Identification of reallocation targets in ICUs
• Communication with all current ICU primary faculty:
• Identify patients for potential withdrawal of LSTs
• Recovery, catastrophic injury, GOC change
• Communicate triage results to primary team
• Communicate to patients and families concerning triage results
• Triage notes on all triaged patients
• Communicate appeals to Triage Team
• DNR order on appropriate patients
• Communicate resource availability to Triage Committee, ER
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ICU 
Triage 
Tool
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What may be appealed:
• Accuracy of the triage calculation
• There is no appeal of the allocation framework itself

Process for appeal:
• Any patient, patient representative, or member of the provider team (MDs, RNs, 

RTs, LCSW, etc.) may make an appeal
• There is an automatic appeal for every unbefriended or underrepresented patient 

(lacks decisional capacity AND surrogate)
• The attending physician notifies the Triage Officer of the request for an appeal
• Triage Committee – Evaluate for catastrophic conditions and recalculate score. 
• CC Leader on HCC Triage team will review appeals by reviewing at minimum 

eSOFA (esp sat/fio2 ratio and vasopressors), recalculating a manual sofa as 
needed, and reviewing the comorbidity score and allocation score calculation and 
tier placement for accuracy.

Appeals

Lottery: Tiebreakers Within Tiers

• www.random.org
• Find True Random Number Generator
• Assign each pt a range of numbers
• Generate the number and allocate to 

appropriate patient 
• Can “weight” 

• Not recommended by UCOP
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Allocation Score
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• 2003 Singh - 21 indicators  
• Community SE disadvantage  
• 1990 census 
• Theoretical relevance and empiric research 
• Factor/cluster analysis  
• 17 variables clustered 
• Composite area deprivation index 
• Linked to infant and age adj mortality 
• Census block - smallest geographic unit  

• 2014 Kind 
• Singh method 
• Updated ADI

NEJM. 2018. 378: 26.  2456-2458 
Ann Int Med.  2014.  161:11.  765-775  
Am J Pub Health.  2003.  93:7.  1137-1143

Area Deprivation Index (ADI)

https://www.neighborhoodatlas.medicine.wisc.edu/mapping

CSC Triage Project

• Assessing the outcomes and disparity implications of triage 
policies allocating scarce resources

• 125 MICU patients from UCD Critical care registry 
• 7/1/20-8/31/20

• Triage according to UCOP rubric at T0 and T72h
• eSOFA 24 h and Morbidity score based upon info in 

MICU H and P (HB and FJ)
• Development of allocation score

• Triage according to UCOP rubric with “Justice adjustments” 
at T0 and T72hr
• Subtract 1 point from allocation score for ADI 8-10

• Measured Ethnicity, Age, Elix Hauser, Mortality (hospital, 3 
and 6 mos), ADI, HPI, SVI
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Questions of Project
• Does Triage Tier predict mortality?
• Does Age or Elix Hauser predict mortality?
• Does UCOP Triage Rubric exacerbate inequity?
• Disproprotionate number of pts from deprived/vulnerable 

communities are in lower priority triage tiers
• Does Adjustment to the UCOP Triage Rubric improve inequity?
• What is the cost to mortality?
• Perform a retrospective triage run on data.

Cohort characteristics
Category Mean or %

Age 61 +/- 17

Sex M57%/F43%

Covid + 20%

SOFA 0hr (mort range) 7 (15-20%)

SOFA 72hr 5

Major comorbidity 23%

Minor comorbidity 30%

Elixhauser score (pred mort) 23 (20%)

Prim Dx Category

Respiratory 64%

Cardiac 27%

ID 24%

Neurologic 13%

Metabolic 16%

GI 9%

Hematologic 6%

Renal 6%

Mortality: Hosp 19%

Mortality: 3 mo 31% (18%unk)
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Figure 1: Distribution of patients in critical care resource allocation tier using UCOP guidelines 
(unadjusted) and with allocation score adjustment for area deprivation index (adjusted). 

Footnote: Red (Score 1-3) = Highest Priority for ICU; Orange (Score 4-6) = Intermediate Priority for ICU; Yellow (Score 7-
8) = Lower Priority for ICU; Blue = Acute catastrophic condition (lowest priority for critical care due to extremely high risk of 
death); Green = No significant organ failure AND/OR no requirement for life-saving interventions (critical care NOT currently 

needed due to clinical stability); Purple = XX. 
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Distribution of patients in critical care resource allocation tier using UCOP guidelines (unadjusted) 
and with allocation score adjustment for area deprivation index (adjusted) at T72h. 
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Triage Tier Mortality 
Unadjusted for 

ADI

Mortality Adjusted 
for ADI

Red 11.3% 12.8 %

Orange 21.2 % 23.7 %

Yellow 60 % 66.7 %

TT Assignment at T0 is 
Associated with Mortality

P < 0.05 P < 0.05

Hospital Mortality and Other Covariates

Patients who died were significantly older than those discharged alive (p = 0.018) but mean Elix Hauser scores did not differ significantly by in-hospital mortality (p = 0.187)
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Hospital mortality and at-risk communities

Figure 2: Distribution Of Area Deprivation Index (ADI) 
Scores In Cohort And Triage Tiers Time 0
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• UC Davis Medical Center Planning
• ER: Drs. Colby and Turnipseed
• Pulm/CCM: Drs. Sebat, Sandrock, Adams
• Bioethics: Drs. Yarborough and Fedyk
• Disaster planning: Kristina Spurgeon
• Palliative Care: Drs. Fairman and MacMillan
• Surgery: Drs. Gallante and Coconaur
• PICU: Drs. Mateev and Natale
• Nursing: Christine Williams, Emma Blackmon, Kevin 

Floyd
• Diversity/Inclusion: Dr. Ton
• IT and quality: Drs. Johl, Adams, Jackie Stocking

Thank You

• CSC Triage Project
• Dr. Yarborough
• Dr. Fairman
• Dr. Wenger
• Dr. Jespersen
• Dr. Fazio
• Dr. Adams
• Dr. Taylor

• UCOP Bioethics Consortium

Questions?
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Contact Information
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