
Proposal for Framework in Allocating Scarce Critical 
Care Resources during COVID-19 Pandemic 

As the corona virus disease 2019 (COVID-19)pandemic intensifies, shortages of ventilators have 

occurred in Italy and are likely imminent in parts of the US. Hospitals in New York City such as 

Montefiore Health system are quickly becoming overwhelmed with COVID positive patients.  

Introduced here is a framework being adopted by many hospitals during the COVID crisis. It focuses on 

a shift from the Individual patient focus and the effort to maximize the well-being and outcomes in 

populations of patients. The key here is to prevent the exclusion of any specific group, meaning large 

patient groups such as moderate to severe heart and lung disease, etc. The process allows priority to go 

to those most likely to benefit and all patients remain a candidate. This makes clear that all individuals 

are “worth saving” by keeping all patients who would receive critical care during routine clinical 

circumstances eligible. 
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Under this allocation framework, all patients who meet usual medical indications for 
ICU beds and ventilators are eligible and are assigned a priority score using a 1 to 8 
scale (lower scores indicate higher likelihood of benefit from critical care), based on: 

 1. Patients’ likelihood of surviving to hospital discharge, assessed with an 
objective measure of acute illness severity 

 2. Patients’ likelihood of achieving longer-term survival based on the presence 
or absence of comorbid conditions that influence survival. 

 In addition, individuals who perform tasks vital to the public health response 
are given heightened priority by subtracting points from their priority score. 

 In the event that there are ties in priority scores between patients, life-cycle 
considerations are used as a tiebreaker, with priority going to younger patients, 
who have had less opportunity to live through life’s stages.  

 The recommend categories are as follows: age 12-40, age 41-60; age 61-75; 
older than age 75. The ethical justification for incorporating the life-cycle 
principle is that it is a valuable goal to give individuals equal opportunity to pass 
through the stages of life—childhood, young adulthood, middle age, and old 
age. Evidence suggests that, when individuals are asked to consider situations 
of absolute scarcity of life-sustaining resources, most believe younger patients 
should be prioritized over older ones. 
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