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Abstract 

 

We describe the process by which all 

hospitals and health systems in Arizona, 

normally competitors, rapidly cooperated to 

develop a statewide protocol (“Addendum”)
i

 

delineating how to allocate scarce resources 

during the COVID-19 pandemic should 

triage be required anywhere in the state. 

Eight physician ethicists from seven different 

health systems created the Addendum, which 

was accepted by all hospitals and health 

systems, approved by the State Disaster 

Medical Advisory Committee (SDMAC), and 

then formally adopted by the Arizona 

Department of Health Services (ADHS). In 

addition, the entire state developed a plan to 

“stick together” such that no facility would be 

forced to triage unless all were overwhelmed. 

Because we are unaware of any other state’s 

hospitals and health systems producing and 

committing to a shared triage protocol and 

plan, we believe this experience can serve as 

a model for other locales during the absence 

of sufficient state or federal guidance.  

 

 

Abbreviations 
ADHS: Arizona Department of Health Services 

CMO: Chief Medical Officer 

CSC: Arizona Crisis Standards of Care Plan, 3
rd

 

edition  

SDMAC: State Disaster Medical Advisory 

Committee 

 

The Challenge 
 

Potential shortages of ventilators and other 

scarce resources during COVID-19 

compelled creation of plans to allocate 

resources fairly (1). Without protocols, 

resources would be allocated on a first come 

first serve basis, which is inefficient and 

ethically problematic (1-4). Without a 

cohesive state plan, public confusion 

combined with uneven resources could lead 

to “hospital shopping” with vastly different 

individual outcomes that would likely benefit 

patients with greater social or economic 

advantages and be determined by geography 

rather than medical criteria. 
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The Goal 
 

Because the existing Arizona Crisis Standards 
of Care Plan, 3

rd
 edition (CSC, 2) was 

deemed too non-specific to apply usefully in 

the pandemic, representatives from hospitals 

and hospital systems across the state, 

including small rural hospitals, competing 

private hospital systems, and federal agencies 

(Indian Health Service and the Veteran’s 

Administration) sought a common triage 

protocol to addend the CSC. The goal was to 

create a protocol accepted by all hospitals, 

health care systems and ADHS. 

 

Background 
 

The pandemic caused severe and previously 

unknown shortages of personal protective 

equipment and life-sustaining equipment and 

therapies (6). 
 

Much has been written about 

the need to allocate scarce resources in a 

manner that is fair, consistent, and based on 

sound ethical principles. Multiple states, 

cities, and health systems have shared their 

processes and protocols for triage during the 

pandemic (7,8). However, integration 

between disparate systems has proved 

challenging at both the local, state and federal 

levels. 

 

Arizona is the sixth largest state in the 

country and the fourteenth most populous, 

with five-sixths of the population 

concentrated in two main metropolitan areas: 

Phoenix and Tucson. In addition, Arizona is 

home to twenty-one Native American 

tribes/nations. Most of the state is rural, 

distances from populated areas to health care 

facilities can be great, and access to health 

care is unevenly distributed. In Arizona 

health insurance coverage of the population 

is 45.1% employer, 5.2% non-group, 21% 

AHCCCS (Arizona’s Medicaid equivalent), 

21.6% Medicare, 1.5% Military, and 11.1% 

uninsured (9).  

 

Triage ethics differ from “usual” clinical 

ethics in which the lens is the individual 

patient and all patients have access to life-

sustaining treatments. When life-sustaining 

resources are insufficient (e.g., pandemics, 

war), the concentration of the lens shifts from 

the individual good to the greater community 

(10). This shift is not only challenging for 

health care workers but also for a society that 

is increasingly divided and distrustful of 

experts. Therefore, it was clear that any 

protocol had to be fair, transparent and 

uniform across the state in order to be 

effective and acceptable. This necessitated 

cooperation between organizations traditional 

in competition with each other that lacked a 

solid framework for this kind of emergency 

cooperation. 

 
Creation and Adoption 

 

In the early months of 2020, New York City 

and Italy were epicenters of the pandemic, 

and the world watched as they were 

overwhelmed with cases causing a shortage of 

beds and personal protective equipment. In 

response, Arizona hospitals and health 

systems rapidly examined their existing triage 

protocols and the state CSC, finding them 

outdated for the current pandemic. 

Therefore, amid predictions for a major 

surge in Arizona by summer 2020, Phoenix 

area hospital chief medical officers (CMOs) 

created the Triage Collaborative. Over the 

course of three half-hour meetings from 

March 24 to April 16, this collaborative 

developed, proposed, and attained full 

consensus on the Addendum (for Timeline 

see Table 1 below). 

 



 

 

Southwest Journal of Pulmonary and Critical Care/2021/Volume 22 
 

121 

 
 

The first meeting laid a foundation for 

seamless collaboration since all participants, 

CMOs or their physician designees, were 

empowered to make decisions during the 

meetings without delay. This framework, 

uniquely possible due to the acute time 

pressure of the pandemic, enabled broader, 

more streamlined collaboration than had 

previously been possible between 

organizations that were normally in 

competition. 

At the second meeting a week later, with 

representatives from the entire state in 

attendance, ADHS proposed a “Surge Line”. 

This 24/7 state-run hotline accessible to all 

Arizona healthcare providers would enable 

rapid transfers of COVID-19 patients to 

needed levels of care possible due to its 

ability to monitor statewide resource 

availability. All agreed to take part in the 

Surge Line, and it was rapidly implemented 

(11) Notably, and critical to success of the 

Surge Line, participation by healthcare 

systems was mandated and insurers were 

required to cover transfers and COVID-19 

treatment at in-network rates by the 

Governor’s Executive Order 2020-38 in late 

May (12).  

 

On April 9, the Governor issued Executive 

Order 2020-27 which called for immunity 

from civil liability “in the course of providing 

medical services in support of the State’s 

public health emergency for COVID-19… 

(including) triage decisions…based 

on…reliance of mandatory or voluntary state-

approved protocols …” (13). This established 

the necessity of a state-approved protocol. 

ADHS agreed to consider any protocol 

presented to them by the medical 

community. Driven by that Order, the Triage 

Collaborative immediately shifted from 

sharing individual protocols to developing the 

needed statewide protocol. In addition, the 

Collaborative committed to cooperation 

agreeing that no facility would have to triage 

unless the entire state was overwhelmed. This 

was to ensure treatments in triage would not 

be determined by individual knowledge of 

resource availability and variability (“hospital 

shopping”) but rather a uniform statewide 

plan (14). To create the protocol a writing 

group of eight individuals from seven 

different systems volunteered to begin work 

immediately. 

 

The writing group reviewed the existing CSC 

and individual system protocols for suitability 

and agreed a new protocol was required that 

would be transparent, ethically sound, and 

reflect current best practices. After reviewing 

protocols from other states and literature on 

triage ethics, the group agreed on the 

following goal: maximize the number of lives 

saved while treating patients without 

discrimination. The final meeting of the full 
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Triage Collaborative April 16 included 

review and unanimous acceptance of the 

protocol submitted by the writing group, 

which was then handed off to ADHS for 

formatting. 

 

ADHS convened the State Disaster Medical 

Advisory Committee (SDMAC) in mid-June 

where the Addendum was discussed and 

approved.  ADHS then accepted and 

published the final COVID-19 Addendum: 
Allocation of Scarce Resources for Acute 
Care Facilities (15). The SDMAC was 

reconvened again in late June and 

recommended activation of the CSC, 

including the Addendum. The formal 

activation of the CSC by the Governor and 

ADHS on June 29 was unprecedented and 

signaled the ability to proceed with triage per 

the Addendum if needed. Arizona 

experienced its first major surge shortly 

thereafter, in July 2020. 

 

Ethical Considerations 

 

After a great deal of discussion, the writing 

group agreed on several key concepts: 

1. Goals of care should be assessed as the 

first step in triage so that patients who do 

not desire ventilators or ICU beds will 

not compete for scarce resources that are 

unwanted (10).  

2. The best available acute assessment score 

(e.g., SOFA, PELOD) should be utilized 

as an initial triage tool but should not be 

used alone (6-8).  

3. Limited life expectancy should be 

included as a triage factor.  

4. The protocol should avoid categorical 

exclusions and instead be based on 

prioritization criteria. 

5. Perceived quality of life should not be 

considered. 

6. The value of all lives must be explicitly 

recognized with triage criteria never used 

to deny resources when they are not 

scarce.  

7. Criteria is only to prioritize patients when 

resources are scarce. 

8. Criteria must not include any ethically 

irrelevant discriminatory criteria including 

race, ethnicity, national origin, religion, 

sex, disability, age, or gender identity.  

9. Patients should be re-assessed and re-

prioritized periodically based on their 

clinical course and continued likelihood 

of benefit.  

10. Where “ties” occur in priority scores, the 

group must agree on which other factors 

to consider. 

11. An explicit statement rejecting 

reallocation of personal/home ventilators 

(or any other durable medical 

equipment) in order to further protect 

patients with chronic respiratory 

conditions or disabilities was essential.  

The Process 
 

Bringing together the various health systems 

was remarkably seamless due to the amount 

of decision power delegated to participants 

by their respective healthcare institutions. 

However, the group faced a tight timeline to 

complete the protocol to prepare for a 

potential emergency.  

 

Although members of the writing group 

agreed on the primary goal (e.g., maximizing 

number of lives saved), reaching consensus 

on other principles (e.g., how to incorporate 

life expectancy, life cycle, and instrumental 

concerns) was more challenging. However, 

over a short but intense time, members were 

able to reach decisions that all “could live 

with”. 
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Previous articles have advocated considering 

not only the number of lives saved using an 

acute assessment tool but incorporating other 

considerations, such as maximizing the 

number of years of life saved and using life 

cycle considerations (19,20). While the 

writing group agreed, members expressed 

concern about possible unintended 

consequences with those criteria. First, 

groups that have faced institutional racism 

and lifelong health disparities were more 

likely to have a shorter life expectancy and 

could face “double jeopardy” in triage 

protocols, particularly if comorbidities more 

prevalent in communities of color were used 

(21-4). Likewise, older patients would often 

be disadvantaged with these criteria. Group 

members felt strongly that use of life-years 

saved should be tempered to address these 

concerns and so elected to include near term 

life expectancy and the Life Cycle principle. 

Other issues included whether and how to 

prioritize pediatric patients, pregnant women, 

and single caretakers (25,26).  

 

The group did agree to prioritize healthcare 

and other frontline workers in case of equal 

scores, not because of greater estimation of 

“worth” but because of the instrumental value 

they serve in the community and as an 

acknowledgement of their increased risk.  

While the writing group did resolve issues in 

a way all parties “could live with”, members 

recognized ongoing discussions and updates 

would be important. For instance, after our 

Addendum was created, a strong case was 

made that triage policies should also promote 

population health outcomes and mitigate 

health inequalities (23). We echo the need to 

grapple with how best to address these equity 

and justice concerns. And although no 

protocol can perfectly reconcile all tensions 

we hope the Addendum reflects our sincere 

attempt to balance competing considerations 

fairly, ethically, and in a way that could be 

widely implemented if needed.  

 

The Team 
 

Unique in the country, Arizona 

demonstrated a collaboration between all its 

hospitals and health systems with a subgroup 

of physician-ethicist representatives writing, 

employees at ADHS formatting and 

supporting the work, the SDMAC endorsing 

it, and the ADHS then accepting and 

publishing the Addendum with the 

agreement of the Governor’s’ office. 

 
The Follow-up 

 

Arizona survived both the July 2020 and the 

January 2021 surges without resorting to 

triage and all hospitals and health systems 

continue to cooperate. The state Surge Line 

continues to function and as of Feb 1 had 

transferred over 3700 patients across the 

state. We remain acutely aware of the 

ongoing challenges of public perception, 

news reports, and social media, particularly in 

a society as divided as the U.S. is today. 

Already, the Addendum has been mis-

characterized on social media as allowing 

health care providers to refuse scarce 

resources to older people and those with 

disabilities. We particularly hope that further 

conversations occurring outside the acute 

impending emergency will allow time for 

public engagement, which will provide 

valuable input and may mitigate inaccurate 

perceptions of the criteria used. Meantime, 

we believe our statewide transparent 

approach, with the support of ADHS, 

provided a novel approach and contributed 

to the state avoiding triage during the worst of 

our surges. 

Conclusion 

 

We believe the cooperation of hospitals and 

health systems (pre-COVID competitors) in 

developing a shared triage Addendum 

accepted by the state of Arizona represents a 

unique contribution and may provide a 
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model for other localities facing public health 

emergencies requiring rapid decisive action.  
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