
Western Cape Provincial Critical Care Triage and Decision Tool 

Referral of any patient to ICU (COVID-19 & non-COVID-19) 

Has the patient expressed wishes NOT to be admitted to ICU? 

Does the patient require critical care and ventilatory support? 

Is the patient likely to benefit from being admitted to ICU? 

Review exclusion criteria 

YES 

YES 

RE-REFER 

NO 

NO 

NO 

YES 

Management  

Non-COVID: High Care/

Ward  

COVID: Isolation ward 

DETERIORATION 

Management Plan 
(excluding ICU) 

 
e.g. Isolation COVID-19 
ward. 
Advise on O2 therapy, IPC. 
 
e.g.non-COVID-19 patient 
in HCU/ward 
 
Early end-of-life discussion 

with next –of-kin 

Refer to Palliative Care 

Team if available 

Refer to Association of 

Palliative Care Practition-

ers  guidelines 

  Calculate Priority Score = Point in A + B + C + D 
Max = 15 points. Minimum = 1 point 
Co-Morbidity: Only 1x score given for the worst co-morbidity 

1 2 3 4 

A. Acute illness score SOFA < 6 SOFA 6-8 SOFA 9-11 SOFA ≥12 
B.  Age No score 65-75 years >75 years  No score 

C. Baseline Functionality 

score 
No score No score Clinical Frailty Score = 4 Clinical Frailty Score =5  (>5 

Exclusion criteria) 
D. Co-morbidity score 

Save the most life-years 
Choose the worst category 

column for the patient. 
A single point (the worst) is 

allocated for the Co-

Morbidity Score. 
Therefore; if a patient has 

more than one co-

morbidity, only the worst 

one will determine the 

point. 

ECOG should be used for 

patients with malignancy 

 

Co-morbidities 

 

 

• COPD mMRC 1 

(chronic lung diseas-

es) 

• Hypertension, DM, 
ischaemic heart 
disease (IHD) 

• BMI ≥35   

• Chronic cardiac 

conditions not requir-

ing surgery: chronic 

AF, valvular lesions, 

known heart failure 

NYHA 1 

• Co-morbidities (+/- 10-

year mortality risk) 
  
• COPD mMRC 2 (chronic 

lung diseases) 
• Chronic renal failure 

(GFR 31-59ml/min) 
• Chr heart failure/

IHD   NYHA 2 

• Patient on chronic 

immunosuppressive 

drugs (prednisone, 

DMARDs, etc.) 

• Macro-vascular disease: 

Stroke, IHD with previ-

ous CABG, PVD 

• Previous cardiac surgery 

requiring regular follow 

up   

• Malignancy with ≤10 

year expected survival 
• Mild dementia 
• ECOG 1  

Co-morbidities (+/- 5-year 

mortality risk) 
 

• COPD mMRC 3 (chronic 

lung diseases) 
• Known atherosclerotic 

peripheral vascular dis-

ease and amputation,   

• 75+ yrs with hip fracture  
• HIV: Detectable viral load, 

CD4 ≤ 200, on cotrimoxa-

zole prophylaxis 
• Malignancies with ≤5 year 

expected survival 
• Moderate Dementia 
• Chronic end-stage renal 

disease (GFR 16 - 30 ml/

min) 
• Liver cirrhosis with history 

of decompensation 
• ECOG 2 
  

Severely life-limiting condi-

tions; death likely within 1 

year: 
• Chronic end-stage renal 

disease (GFR ≤ 15 ml/min) 
• Dialysis 
• All cancers with ≤1 year 

expected survival, 
• Chronic heart failure/IHD 

NYHA 3 
• Liver Cirrhosis: MELD ≥ 20 
• ECOG 3 or > 
• High spinal  lesion above 

C5 
 

RED 1-3   
 

Highest priority for ventilatory 
support 

GREEN 10-15 
 

Lowest priority for ventilatory 
support. Palliation strongly 

suggested 

YELLOW 7-9 
 

Low priority for ventilatory 
support  

ORANGE 4-6 
 

Intermediate priority for venti-

latory support 

Admit referrals sequentially from red to orange to green groups. If there are ties within a specific group, tie breakers will  be used to prioritize patients.  

1. Patient age groups (years) in following order: 12-40; 41-60; 61-75; > 75. 

2. Individuals whose work supports provision of healthcare and essential services to others 

3. Lower priority score from above  

Re-classify 

No response  

or  

worsening 

End-of-life care 

Palliative Care Team 

to provide additional 

support/advice 

Patients triaged to not 

receive ICU bed/

ventilation 

Transfer to  

Appropriate 

Site 

• COVID-19 patients in 

   Isolation ward 

• Non-COVID-19    

patients in high care/

other site 

 

Management Plan 

excl. ICU 

• Medical care incl. 

  intensive symptom 

  management 

• Advise on O2 Rx, 

IPC 

• Psychosocial sup-

port. 

• Discuss end-of-life 

issues with next-of-

kin 

Reassess daily for 

changes in resource 

availability or changes in 

clinical condition 

Improvement in clinical 

status 

and/or 

resource availability 

NO 

Discuss with referral center at 

earliest opportunity 

 


