
             
 

 

Measured, respectful, equitable: choices in a time of pandemic 
 

 
Healthcare, in all its dimensions 
 
The tragic events of these days have inspired much reflection, to which we add some considerations from Slow Medicine. 
We do this not for the pleasure of giving explanations, finding mistakes or placing blame, but with the goal of learning from 
this dramatic experience.  
 
As is well known, when faced with a dramatic event it is human nature to draw up detailed lists of the errors made and what 
should be done in the future. Take care of the environment, reduce consumption, step up prevention, reorganize the 
healthcare system, reduce inequality, rethink the economic system, dedicate more resources to research and much more. 
These are all legitimate matters that require the utmost attention, but they shouldn’t make us forget that life also involves 
limits and death. 
 
Precisely in light of what happened during the pandemic, we think something should also change in how we face crucial 
moments of existence, when the demands of life and death touch, intertwine, merge and manifest with opposing needs. 
 
In these days, overwhelmed by the growing requests for help, all attention focused on the provision of technology, 
respirators, oxygen, intensive care beds, innovative treatments, tests, vaccinations, and masks. These absolutely important 
issues were addressed with commendable effort. 
 
On the other hand, little or virtually no attention was paid to the person, their loved ones, their feelings, and the enormous 
suffering caused by the sudden, total and cruel separation from every human relationship. There are heart-wrenching stories 
of grandparents, parents, spouses, children urgently taken away by ambulance, not given the chance to say goodbye, give 
a word of comfort, a hug, a glance. Deceased in solitude, far from their loved ones, in strange environments and swept up 
in a feverish struggle for survival. 
 
To this point, even healthcare management should have been less hospital centric and more careful with public health, the 
territory and healthcare workers who, particularly in the early stages, faced the pandemic with “bare hands” and the difficult 
responsibility to decide. 
 

How to combine the pandemic and Slow Medicine 
 
Even in an emergency, even in the congested time frame of dramatic decisions, the Slow way of thinking is relevant.  
  
This is because Slow applied to medicine is not the same as “slow”, or taking it easy. It refers to a way of practicing medicine, 
both in managing chronic conditions as well as moments of urgency. The adjective Slow encompasses three characteristics 
of the movement’s manifesto: measured, respectful and equitable healthcare. These make reference to the three 
founding principles of bioethics that for fifty years have served as the backbone for practicing medicine in the modern era – 
beneficence, autonomy and justice. It’s not about a magic formula that provides and guarantees the healthcare of our 
dreams. Instead, to us these three adjectives refer to quality standards, allowing us to make a well-reasoned assessment 
of our behaviours.  
 
As the pandemic continues, but in less stressful times, it is appropriate to reflect on the days behind us and the way in which 
we offered healthcare and countered the epidemic. With no accusatory intention. That said, it is a fact that strengths and 
weaknesses emerged in our system in the most intense days of the fight against Covid-19. There were exemplary 
behaviours as well as some that left us puzzled. It can be instructive to calmly compare and contrast them with the practice 
of medicine using the Slow way. Above all, it can lead to improvements. These will be useful to us in times of a pandemic, 
as well as in times of normalcy. 
 
What is measured, respectful and equitable in moments when faced with choices that involve death and making decisions 
for oneself and for others? What advice and what support can be given to people, healthcare professionals and institutions 
when faced with a pandemic of this magnitude? 

https://www.slowmedicine.it/slow/wp-content/uploads/2018/12/manifesto_uk.pdf


 
 

Measured healthcare, or healthcare in the right measure  
 
“The doctor acts according to the principle of treatment effectiveness in respect of the individual’s autonomy and in 
consideration of the appropriate use of resources”. The three principles of medical professionalism were summarised by 
these words in the 2006 Code of medical ethics of the Italian Federation of Physicians. The first criterion – delivering effective 
treatment – has increasingly found itself being measured not only against the criterion of scientific validation but also with 
respect to quantity. Slow Medicine has adhered to the motto: “Less is more”, promoting the Italian equivalent “Doing more 
does not mean doing better”. To avoid any doubt, it does not mean doing the least possible, but looking for the right 
measure. That is why health professionals are encouraged to look for appropriateness, identifying and excluding at least 
five habitual practices in their area that have not proven to benefit health. The international movement Choosing Wisely 
took on the challenge, focusing on a number of well-argued lists of tests, treatments and procedures at risk of being 
overused, based on the expertise of health professionals and scientific evidence. 
 
Of course, it is true that “sometimes less is more, sometimes more is more, and often we just don’t know” (Lisa Rosenbaum, 
New Engl J Med 2017). However, we wonder if the uncertainty caused by an epidemic for which we currently have no 
effective remedies justifies “doing everything possible”, or “prolonging life at any cost”, rather than basing our actions on a 
reasonable expectation of doing more benefit than harm. It is the principle of proportionality that considers the fact that 
fragile, elderly patients in conditions so critical as to require intubation for any reason, including COVID-19, have very low 
survival outcomes and poor quality of life.  
 
It is in this scenario, where choices were made more tragic due to the exceptional concentration of cases, forcing clinicians 
at times to decide who should have intensive procedures, that we consider the exemplary initiative of SIAARTI (the Italian 
Society of Anaesthesia Analgesia Reanimation and Intensive Care). SIAARTI gives an account of the criteria with which to 
make choices with the document “Clinical ethics recommendations for the allocation of intensive care treatments, in 
exceptional, resource-limited circumstances” (March 16, 2020). This implies a willingness to bring light to that grey area of 
the clinic in which decisions are made without explanation and without sharing with other health professionals. That is, the 
belief prevails that certain things are done but not said. With a term that sounds enigmatic in Italian, this behaviour of 
outlining criteria is called accountability. It corresponds to the attempt to account for criteria in medicine that are used for 
making choices.  
 
This did not only happen in Italy. As the pandemic spread, doctors in many other countries faced an exponential increase 
of persons needing vital organ support. They, too, had misgivings about which decisions to make when considering a 
possible shortage of intensive care beds, equipment, and supportive healthcare services. 
 
In the past, the self-referential criterion of choices made in “science and consciousness” prevailed. Even when both are 
present, nowadays transparency must equal accountability. An accountability of actions that is not directed at judges, as 
occurs in the unfortunate event of lawsuits, but at the citizens themselves. Accountability gives confidence to those who 
must necessarily trust the “science and consciousness” of health professionals, but who are reassured that it isn’t a blind 
trust. This occurs when choice and decision criteria are made public by the health professionals themselves. 
 
 
 

Respectful treatment: an alliance between health professionals and patients 
 
The respect promoted by the Slow Medicine goes beyond privacy protection and the sensitivity needed to take care of a 
person undergoing medical treatment. It stems from the second principle that characterizes modern healthcare: respect for 
autonomy. This must never fail, even when people are no longer autonomous in a social sense. Here we find another word 
for which it is hard to find the equivalent in Italian: empowerment. Here it means that clinical decisions are made together 
with the sick person, not on the sick person. This approach extends to all situations, including extreme ones. The end of life 
condition is not excluded. Sharing of paths and choices is an indispensable condition for exercising empowerment.  
 
Information and consent (even in its crude and bureaucratic form, widely known as informed consent in clinical practice) 
has almost disappeared from the care provided in the era of a pandemic. Almost considered a luxury that can’t be afforded, 
like a gourmet recipe in time of famine, especially when there is an overflow of critical patients. Even information to family 
members of individuals admitted to the ICU and guests of the elderly care home was extremely difficult and often lacking 
due to the limitations imposed by security and privacy needs. 
 
Regarding respect for the patient’s wishes and preferences, recommendation n. 8 of the international movement Choosing 
Wisely on COVID-19 deserves special mention. It reads, “Don’t intubate frail elderly patients in the absence of a discussion 
with family members regarding the patient’s advance directives whenever possible”. This attention establishes the perimeter 

https://www.nejm.org/doi/10.1056/NEJMms1713248
https://www.nejm.org/doi/10.1056/NEJMms1713248
http://www.siaarti.it/SiteAssets/News/COVID19%20-%20documenti%20SIAARTI/SIAARTI%20-%20Covid-19%20-%20Clinical%20Ethics%20Reccomendations.pdf
http://www.siaarti.it/SiteAssets/News/COVID19%20-%20documenti%20SIAARTI/SIAARTI%20-%20Covid-19%20-%20Clinical%20Ethics%20Reccomendations.pdf
https://choosingwiselyitaly.org/wp-content/uploads/2020/04/COVID-19_Recommendations.pdf
https://choosingwiselyitaly.org/wp-content/uploads/2020/04/COVID-19_Recommendations.pdf


of good medicine. “Whenever possible”, of course, but first of all we must recognize the citizen’s right to self-determination 
in the medicine of our era, even in emergency situations. 

 
Along the same lines, the aforementioned SIAARTI document includes among its recommendations that “advance 
healthcare directives or advance care planning should be carefully evaluated” and that “these plans should be shared as 
much as possible between the patient, their proxies and all the healthcare staff involved in patient care.” Regarding the 
relationship with family members, worth mentioning is the joint SIAARTI, ANIARTI, SICP and SIMEU document entitled 
“How to communicate with families living in complete isolation” (April 18, 2020). The sensitivity shown here by doctors and 
nurses, palliative care physicians and experts in emergency medicine embodies what is meant in the area of Slow Medicine 
as “respectful treatments”, extended not only to the sick but also to family members. It makes communication an integral 
part of treatment.  
Much concern has been raised particularly regarding the absence of palliative care in the time of a pandemic. “Dying badly 
from the Coronavirus is a reality of frightening numbers and represents a tragedy inside a tragedy”, states dr Giorgio Trizzino 
(ex-director of the Hospice-Palliative Care ARNAS Civico in Palermo), from the benches of Parliament. 
 

The overly widespread conception that palliative treatments are reserved for cancer patients and as an alternative to 
therapeutic measures has also weighed on the crisis. This occurs even more when they are organized as a transfer of skills, 
when there “is nothing left to do”, by the treatment specialists and other specialists, particularly of palliative care. The slogan 
“When there is nothing left to do there is a lot to do”, made by pioneers of palliative care in Italy right from the beginning, is 
still far from becoming commonplace among health professionals. In some cases, unfortunately, even facilities such as 
hospices dedicated to accompanying people on their last stretch of the road, soothing pain and making death less harrowing, 
were not used for these purposes and death occurred in a state of neglect. In some other cases, institutions intended to 
support the aged and those lacking self-sufficiency were used as hospices, not in the strict sense but as a place to die. 
However, when treatments prove ineffective, even Covid-19 sufferers have the right to “die well” in any environment where 
they are, by having their symptoms checked and receiving psychological and spiritual support. 
 
Finally, one cannot fail to remember the loneliness and fear that marked people’s experiences. These were felt by patients 
in all phases of the illness as well as by healthcare professionals, and the psychological consequences are likely to last for 
a long time. 
 
 

Equitably allocated and organized resources 
 
The pandemic was probably able to rage through some places also because the organization was not sufficiently ready to 
deal with an unpredictable event, at least in the manner, timeframe and scale with which it occurred. The resources were 
stretched too thin and not all the people infected received the treatment they needed. Think about the shortcomings of public 
health programs in containing the number of infections, of home nursing services, of a territorial assistance network, 
protection for health workers, hospital beds, palliative healthcare services, and space in intensive care units. The ability to 
cope with an emergency has, not surprisingly, a technical term in English: preparedness. While it sounds like preparation, 
it implies many specific capabilities for facing unpredictable events, like planning, arranging resources and multi-disciplinary 
skills, and being able to intervene. Preparedness implies the opposite of the superstitious attitude “let’s hope I’ll be ok” …In 
fact, our preparedness has never been put in a position to work. 
 
The first reaction to the wave of patients suffering from symptoms of acute respiratory failure was the search for ventilators 
and beds, especially for the intensive care unit, rather than strengthening home treatment in the first phases of the illness. 
No intermediate facilities were identified and organized to serve as a filter to hospital access and to assist less serious 
patients, entrusting their treatment and isolation to family members. This resulted in an inadequate healthcare support. 
These services, however, can be made stronger in emergency situations, like through the support of Special 
Continuity Assistance Units (USCA). That said, they cannot be created from nothing, if there is not already an extensive 
service facility with health professionals and well-tested programs upon which to rely. 
 
The pandemic has revealed the dysfunctionality of public and community health services, as well as cultural limits, of a 
planning system centred almost exclusively on technology and specialization. Suddenly, in all its gravity, order was 
compromised and organisational disfunctions emerged, particularly the shortcomings of health policy intended to provide 
for the macro allocation and mobilization of resources. 
 
When we talk about the territory we don’t mean a physical place, but a structured network of services that penetrate the 
social fabric of the target community. In this context, the general practitioner can’t be a separate element from the system, 
but must hold a prominent place within a multi-professional group. Such a group must be equipped with responsive and 
well-coordinated connections, including: primary prevention services, home care services, support services, family, 
volunteer associations, social services, hospices, nursing homes, … 
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It is only in a well-structured territorial context that patients can receive the treatment they need without being unnecessarily 
compelled to go to the hospital. In turn, they will be able to take advantage of all community resources with the aim, when 
possible, of staying in their family and social environment. 
 
Our hope is that, in light of what has happened, a radical renewal of the organization of healthcare should be launched 
without delay. It should be carried out from a systemic perspective, taking into account that the specialization of skills and 
integration of expertise and activities between the hospital and the territory must proceed in complete harmony, in 
accordance with structured and shared programs. 
 
In the territory, in particular, it must be understood that services are not based on hierarchy, orders and procedures but, 
rather, on principles that characterize the operation of networks. That is, they should be based on functional and flexible 
aggregations, on work in multi-professional teams, services that are responsive to needs, and stimulus and support that 
come from the target community. Most of all, they must act in a way that is measured, respectful, and equitable. 
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