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Foreword 

Renato Lauro – Rector of Tor Vergata University of Rome 

The Healthcare sector is an extremely complicated one, characterized by 

delicate ethical and social implications and intrinsic multidimensional factors. 

The Healthcare sector is also an extremely dynamic one: it is based on 

robust clinical and industrial research activities, which are perhaps beyond compare. 

The healthcare sector has registered continuous expansion in therapeutic procedures 

that have fostered a rapid rise in the life-span and (especially) the quality of life for 

people. 

Last but not least, technological evolution and the consequent modification 

of people’s expectations put a great strain on the nations’ capacity to cope with rising 

costs. 

Today economic and organizational research is intertwined with clinical 

and industrial research. Only using a multidisciplinary approach can one credibly 

deal with the complex nature of Healthcare. 

As above, the Tor Vergata University of Rome represents a privileged 

observation post and (at the same time) an original workshop of knowledge: it 

comprises outstanding competence in all the most important fields of medical 

research:  suffice it to mention the clinical and healthcare assistance fields, with an 

important General Hospital that holds degree courses in Medicine, Nursing and 

health professions; healthcare economy and management; healthcare engineering 

(including IT applied to healthcare); the inter-faculty course in Biotechnology and 

also that of health legislation. 

The annual Health Report, published by CEIS (the Inter-Department Centre 

of the Tor Vergata University of Rome) and by the Tor Vergata Economy 

Foundation, represents an example of excellence in applied Healthcare research, in 
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addition to being at attempt for a multidisciplinary approach towards problems 

involving healthcare policies. 

We are therefore pleased to present the 7th edition of the Report, with the 

hope that the volume might continue to represent a reference point for the 

development of national healthcare policies, in the belief that only continuous and 

systematic scientific support will allow the Italyn National Health Service to always 

remain a leader in international excellence. 
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Presentation of the Report 

Luigi Paganetto – President, Fondazione CEIS-Economia Tor Vergata 
P. Lucio Scandizzo – Director, CEIS – Tor Vergata University 

We are pleased to present the 7th edition of the Healthcare Report (2009) by 

CEIS-Fondazione Economia Tor Vergata, which this year is titled “Healthcare and 

Economic Development”. 

The Report is based on our longstanding research work in the fields of 

health economics, of the economic assessment of healthcare projects, of the 

management of public and private healthcare facilities, which also serves as a basis 

for postgraduate degree programs and for technical and scientific consulting services 

to public and private-sector organisations. 

The Report does not aim to present a picture of the healthcare situation in 

Italy; rather, its objective is to turn the spotlight onto certain critical aspects of the 

peculiar condition of the healthcare system in this country, economically poised 

between the public and private sectors, with respect to the overall economic situation 

and the geographical and administrative breakdown of the healthcare services. 

Like in previous years, the Report aims to provide a scientific basis for the 

healthcare policies and decisions by government and private organisations, focusing 

on the crucial themes related to the implementation of fiscal federalism, within an 

institutional framework striving to maintain adequate public levels of solidarity. As 

observed many times before, healthcare in Italy is not more expensive – in both 

absolute and relative terms – compared to other European countries. Moreover, its 

results, in terms of both public health and the cost effectiveness of the expenditure, 

are appreciably improving. At the same time, however, the regional differences in 

performance and efficiency are such as to legitimately fuel concerns for public 
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finance, as well as for the equally important principles of solidarity and social 

inclusion. 

As a public good, which includes significant amounts of trust, the analyses 

carried out show how the Italyn health system is searching for a difficult balance 

between the State and the marketplace. 

Moreover, as a local public good, this balance should be sought and found 

geographically, which becomes a difficult task indeed when it has to proceed in 

parallel with the administrative and financial devolution required by the construction 

of a federal institutional framework. Last but not least, as an instrument of social 

inclusion and integration, accompanied by an increasing tendency to combine with 

care services, healthcare is a key component of well-being, from the point of view of 

social justice and fairness as well, which objectives can also be achieved through 

adequate levels of healthcare services. 

In this framework of solidarity and subsidiarity, two goals appear whose 

successful implementation crucially depends on their being pursued with 

simultaneous and sufficient intensity. 
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Healthcare and economic development 

F. Spandonaro1 

Key highlights of the Italyn social and health care system (executive summary) 

In 2008, health expenditure in Italy (according to the latest available 

figures) accounted for 8.7% of the country’s GDP (and the figure for 2009 is set to 

increase further, also as a result of the economic recession), although it has been 

estimated that overall the health-related economy (i.e. including the dependent 

sectors, in terms of added value) exceeds 12%, thus representing the 3rd ranking 

industry in Italy, after the food and construction sectors. 

Despite the sector’s strategic importance, further highlighted by its high 

research and development content, and, therefore, highly competitive market 

potential, care-oriented policies prevail over business exploitation policies: it ensues 

that the trade specialisation indices, in Italy, in the pharmaceutical and medical 

device sectors are barely sufficient, in the former case, and totally unsatisfactory, in 

the latter case, a fact that proves the country’s lack of attention to the industry; this 

situation is further confirmed by the following figures: the pharmaceutical trade 

balance features a positive balance of just € +0.6 bn taking into account medicinal 

drugs alone, but negative for € 2.4 bn if we broaden the picture to include raw 

materials as well; on the contrary, the trade balance for medical devices is 

considerably negative and stands at € 3.6 bn. 

                                                 
1  Coordinator of the 7th CEIS Report on Health. Faculty of Economics, “Tor Vergata” 

University of Rome. 
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This predominance of care-oriented policies can be easily explained, being 

dictated by the concerns for its impact on public expenditure, which is 

unquestionably very high, standing at 6.7% of the GDP. 

If we take a closer look, however, we will see that these concerns are 

scarcely grounded: the incidence of overall health expenditure in Italy is 8.7% of the 

GDP, below the OECD average (8.9%), and decidedly below the EU-15 average of 

9.2%; above all, however, is the fact that the expenditure reduction policies seem to 

be working: since 1990 the incidence has increased at a slower pace, in Italy, 

compared to the other countries, stopping ad just one percentage point of the GDP: 

only Finland and New Zealand have managed to do better, also thanks to a decidedly 

higher growth of their GDP. 

As a result of these trends, i.e. a medium-to-low percentage of health 

expenditure, combined with a longstanding slow growth of the GDP, total per capita 

expenditure in Italy today is 17.6% lower (€ 2,286) than that of the EU-15 countries 

(and, if we were to also consider other countries such as Canada, Japan and the USA, 

the difference would practically double); over the years the differential has first 

reversed and then broadened: in 1990, in fact, health expenditure in Italy was 8.2% 

higher than the EU-15 average. This figure certainly features a significant component 

of the difficulties recorded in this sector. 

Public health expenditure stands at 76.5% of the total expenditure, a figure 

that is substantially in line with the European average (77.4%). In terms of the 

percentage of the GDP, the incidence of public expenditure has grown over the years, 

reaching 6.6% in 2004 and then stabilising at about 6.7%, although the forecast is for 

a slight growth in 2009 (7.0% of GDP) due to the low growth of the GDP, and might 

even increase further to 7.5% in 2010 and 7.7% in 2011, based on the forecasts set 

out in the Report. 

While funding for the health sector proper is in line with the European 

figures (albeit with the above caveats), expenditure for care for dependent people and 
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for social care is much lower (standing at just € 123 per over-65 year old) and split up 

among a number of schemes (Fondo Nazionale per le Politiche Sociali, Fondo per le 

Politiche sulla Famiglia, Fondo per le Politiche relative ai Diritti ed alle Pari 

Opportunità, Fondo per le Non Autosufficienze, Fondo per l’Inclusione Sociale degli 

Immigrati), with respect to care for dependent people and social care in general. 

Public health expenditure plays an important income redistribution role: the 

apportionment of the resources ensures a per capita average expenditure of € 1.745, 

with a maximum of € 2.119 in Trentino Alto Adige and a minimum of € 1.638 in 

Campania (23% difference). These differences can be explained as a result of the 

weighting of the per capita figures according to need: it has been estimated that 

approx. 1% more over-65 year olds determines increased financing for 2.2%. 

Redistribution as a result of public funding can be appreciated in the fact 

that the average funding granted to Regions, compared to their GDP, stands at about 

5.7% in the North, 6.0% in the Centre and 9.3% in the South. 

Despite this redistribution, the deficits are concentrated in the central-

southern regions: Lazio, Sicilia and Campania alone, based on their operating results, 

account for almost 77% of the Italyn National Health System’s overall deficit (2008). 

The peculiarity that most stands out, with respect to the composition of 

expenditure for the Italyn National Health System, is the component of private health 

expenditure, which, on a per capita basis, rises from € 292 in Basilicata to € 649 in 

Friuli Venezia Giulia, with no clear relationship with the average income of 

households. Almost 86% of this expenditure (2007) consists of out-of-pocket 

expenses, while in Europe many countries are below 50% (32.5% in France). 

The lack of a second pillar for health coverage entails undesirable equity-

related effects, which result in over 338,000 households per year subject to 

impoverishment due to health or social care expenditure (caring for dependent 

persons), and almost 992,000 households obliged to incur very high health expenses, 

at least once a month, much above their means (so-called “catastrophic” expenses). 
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Moreover, it has been estimated that in over 2,600,000 households, at least one 

member has given up spending for health, due to the economic burden this would 

have entailed. 

From an organisational point of view, the system features certain common 

trends (e.g., the merging of Local Health Authorities (ASL) and the cutbacks in the 

number of acute care beds), albeit at different speeds and an equal number of 

centrifugal forces at regional level, recently accelerating as a result of the federal 

reform process. 

The average size of an ASL catchment area today is 350,000 inhabitants, 

with significant regional differences: the more extreme cases range from 1.5 million 

inhabitants of the only ASL in Marche, to 118,200 in Basilicata, according to a ratio 

of 1 to 12; likewise, the average size of the districts ranges between 154,000 

inhabitants, on average, in Lazio (more than double the 60,000 threshold laid down 

by the law) to less than 25,000 in Molise (according to a ratio of 1 to 6). 

The differences between catchment areas are even more pronounced, in 

respect of other forms of primary care: in the case of the “guardia medica” facilities 

(doctor on call services, operational out of GP hours), catchment areas range from 

61,700 inhabitants, on average, in the Autonomous Province of Bolzano, to 4,200 in 

Basilicata); medical advice centres feature catchment areas ranging from 57,000 

inhabitants, on average, in the Autonomous Province of Trento, to 5,700 in Valle 

D’Aosta; Mental Health facilities feature catchment areas of between 118,200 

inhabitants in Basilicata to 15,700 in Valle D’Aosta. 

According to the most recent available data (2007), ASL staff numbers 

(minus the direct-management hospital staff members), vary between 6.5 staff per 

1.000 people in Valle d’Aosta, to 1.4 in Lombardia, with a nationwide average of 3.0; 

this disparity in the number of staff providing non-hospital services is very 

significant, and during the last five years (3.6% over the last 5 years) – despite the 

fact that the overall staff numbers have dropped slightly (although this trend might be 
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impaired as a result of the changes in freelance activities and of outsourcing) – the 

regions can be approximately evenly divided into two groups: just over half the 

regions have increased their staffing complement, in particular, the Autonomous 

Provinces of Bolzano and Trento and Basilicata (+94.1%, +41.3% and +29.8%, 

respectively), while the others have cut back on their staff numbers (especially 

Lombardia 36.3% and Liguria 26.2%). 

Moving on to examine the hospital facilities, the general trend is a drop in 

the number of hospitals and beds, albeit at different rates and according to different 

procedures and levels from one region to the other. Approximately one third of the 

regions and autonomous provinces have cut back both the number of hospitals and 

beds, between 2000 and 2007, and about half of these have reduced more beds than 

hospitals, percentagewise. To date, the density of acute care beds per 1.000 people 

stands at 3.8 nationwide; the regions with the lowest number of acute beds are 

Campania and Piemonte (3.3 and 3.4 acute beds per 1.000 people, respectively); on 

the contrary, the region featuring the highest density of acute beds is Molise, with 5.2 

beds per 1.000 people. This geographical unevenness is significant also with respect 

to long-term rehabilitation beds. Compared to a nationwide average of 0.6 non-acute 

beds per 1.000 people, at local level the figure ranges between 1.3 beds in the 

Autonomous Province of Trento to the total absence of such beds in Valle d’Aosta. 

The staff of all public hospitals number approx. 2.6 per bed (nationwide 

average, not including university hospitals), ranging from a minimum of 1.9 in 

Molise to a maximum of 3.1 in Friuli Venezia Giulia and the Autonomous Province 

of Bolzano. In this case too the average staff complements differ significantly: in 

2002-2007 (latest available figures) the staff numbers of public-sector hospitals in 

half the regions increased apparently (although this trend might be impaired as a 

result of the changes in freelance activities and of outsourcing), especially in Molise 

and Liguria (+14.9% and +13.3%, respectively), while it dropped in the remaining 
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50% of the regions, especially in the Autonomous Province of Bolzano (6.6%), 

according to a rate of 1.2% per year. 

As mentioned previously, the composition of public and private-sector 

health services is changing and, consequently, the composition of expenditure as well 

(also due to outsourcing by public hospitals): the percentage of expenditure for 

services provided by the private-sector facilities under agreements with the regional 

authorities (the so-called “convenzioni”) dropped from 42.6% in 2001 to 37.1% in 

2008; public expenditure for services provided by the private sector under the above 

mentioned agreements is highest in Lazio, Lombardia, Puglia and Sicilia (in excess of 

40%); on the contrary, in Valle d’Aosta, Friuli Venezia Giulia and the Autonomous 

Province of Bolzano this percentage drops to below 26%. 

Another trend that can be observed is that the higher the use of private-

sector “accredited” facilities, the larger the number and fragmentation of these 

facilities: for example, in the case of specialist facilities, in 2007, the test laboratories 

in Friuli Venezia Giulia featured an average of almost 600,000 tests per facility, 

serving 43,600 inhabitants, on average, while in Sicilia, the average number of tests 

was less than 85,000, serving only 6,000 inhabitants. Likewise, in the case of 

diagnostics centres, the range is between an average of 34,000 consultancies for a 

catchment area of 21.000 inhabitants in Emilia Romagna, and 10,000 consultancies 

for 11.000 inhabitants in Sardegna. 

With regard to direct expenditure, 79% is for staff and supplies, on average, 

a figure that drops to 73% in Lazio, but rises to 86% in Calabria, which figures 

approximately reflect the different outsourcing policies. 

Hospital care too can vary considerably from one region to another: general 

inpatient rates vary from 109.5 per 1.000 residents in Piemonte to 183.3 in Abruzzo. 

Considering over-75 year old inpatients, the differences are even more significant, 

ranging between 254.3 in Piemonte to 470.5 in the Autonomous Province of Bolzano. 

The differences continue with average hospital stays (between 5.5 days in Campania 
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and 8.0 in Valle d’Aosta), day hospital patients (between 23.4% in Puglia and 42.6% 

in Sicilia), and, above all, the percentage of surgical DRGs (between 31.2% in 

Calabria and 50.4% in Piemonte). Inpatient complexity too differs regionally: the 

“average value of production” per inpatient in Valle d’Aosta is 34.7% higher than in 

Sardegna. 

It has been estimated that the figures of inappropriateness for hospital stays 

(based, for example, on the percentage of DRGs at risk of inappropriateness, as 

defined by the Health Ministry) ranges between 15.0% in Toscana and 25.4% in 

Sicilia. 

Regional differences also explode with respect to other non-acute sectors: 

suffice it to mention that rehabilitation inpatients vary between 0.8 per 1.000 

residents in Sardegna and 8.9 in Lombardia; the average days of hospital stay vary 

between 16.0 days in Abruzzo and 40 in Lazio. Likewise, in the case of long-term 

care, the figures vary between 0.02 per 1.000 residents in Valle d’Aosta and 7.0 in 

Emilia Romagna, with an average stay of between 15.6 days in Friuli Venezia Giulia 

and 51.9 days in Calabria. 

Moving on to examine residential care (RSAs, Hospices, etc.) and home 

care, the information systems are deficient; however, we can equally appreciate 

certain absolutely critical elements. With regard to residential care, this is largely 

paid for by the patients themselves: 94% of all people cared for in residential social 

and health facilities for dependent elderly people, in fact, are required to contribute to 

the expenses, and 90% of people cared for in RSAs: moreover, in over 50% of 

residential care facilities for dependent elderly people, and 28% of RSAs, the fees 

paid by the patients account for over 50% of all revenues. 

With regard to integrated home care services, there is an enormous 

difference in the services actually provided, with respect to the number of elderly 

patients (which dropped from 84.1% in 2004 to 81.2% in 2007), and the failure of 
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social and health care integration: only 34.9% of the over-65 year old patients, in fact, 

also received some form or other of social care services. 

In the case of expenditure for prescription drugs, although Italy continued 

to rank 8th in the OECD league table for per capita expenditure (US$ 518), it seems 

to have stabilised – at least geographically – after repeated measures by the 

Government; the case of expenditure for hospital drugs, however, is a totally different 

matter, even though largely determined by expensive innovatory drugs subject to 

monitoring (so-called “file F” drugs). 

Once again, however, the stability of the overall national figures conceal 

significant regional differences, with per capita figures (regionally speaking) ranging 

between € 360 in Lazio and € 240 in the Autonomous Province of Bolzano: in 

percentage terms, this translates into 15.7% in Lazio to 10.3% in the Autonomous 

Province of Bolzano. The regional ceiling has been “substantially” complied with 

(except in the case of Lazio, Abruzzo, Campania, Puglia, Calabria, Sicilia and 

Sardegna), while only a limited number of regions have complied with the overall 

16.4% cap (14% of expenditure under partnership agreements + 2.4% of expenditure 

by the health facilities), namely, Valle d’Aosta (14.8%), Lombardia (15.4%), Veneto, 

Trento (14.0%) and Bolzano (13.5%). 

Lastly, specialist services are no exception to the general rule of regional 

variability: it has been estimated, in fact, that per capita overall expenditure (taking 

into account both public and private sector facilities) is equal to € 211, however 

ranging between € 417 in the Autonomous Province of Bolzano and € 136 in 

Abruzzo; the differences feature a clear North-South gradient, albeit inverted 

compared to pharmaceutical expenditure, which confirms how socio-economic 

differences among the population decidedly affect the consumption of health services 

and, therefore, the care models to be implemented. 
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Healthcare and economic development 

In the capacity of curator of the 7th CEIS Report on Health, before 

summarising its content and offering a key for the general interpretation of the report, 

I think it is my duty to briefly mention the aim of the Report and, therefore, its 

structure. The adopted index is the result of an in-depth reflection, the genesis of 

which is of primary importance. 

I would like to begin by re-iterating that the principal aim of the CEIS 

Report on Health, ever since its first edition, was to provide a contribution for the 

formulation of health policies, in support of the political decision makers; therefore, 

we have always strived to provide considerations grounded on (qualitative and 

quantitative) assessments of the Italyn National Health System (INHS) first, and the 

Regional Health Systems (RHSs) later on. 

Such assessments descend directly from the institutional research work 

carried out, while representing, at the same time, an “independent” overview 

produced by a public university body (the Centre for International Studies on 

Economics and Development – CEIS – of “Tor Vergata” University). 

Over the years, the Report (like the similar works produced by other 

authoritative university and research institutions) has taken on a suppletive role, with 

respect to the accountability duties of the INHS (including the RHSs): we can safely 

claim, in fact, that the systematic dissemination of the INHS data is a contribution to 

enhancing the transparency of the service with respect to its stakeholders. 

Therefore, I would like to return to the issues of assessment and 

accountability, also addressed a number of times in the previous Reports, because 

they have been on the agenda of the various Health Ministers for a long time now. 

Despite the efforts made, we are obliged to admit that an assessment 

system suited to boosting the accountability of the INHS to the general public still 

seems hard to take root. 
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Personally, I am convinced that this profound debate on the (admittedly 

considerable) assessment difficulties encountered in the health sector actually 

conceals a strong resistance, within the system itself, against assessment. This is 

signalled by the gradual consolidation of a tendentially distorted message, which 

confuses monitoring with accountability. 

It is worthwhile to mention here that monitoring is a prerequisite for the 

general improvement of the INHS (and the RHSs), in terms of effectiveness, 

efficiency and fairness, while accountability (in modern states) is, rather, a duty of 

public-sector bodies, enabling that democratic function par excellence, the 

assessment of government. 

Monitoring, of course, also requires an independent supervision and 

assessment of the actions of the monitored body, with a view to ensuring the ongoing 

improvement of its performance, which means that it must necessarily be a part of the 

INHS. 

Accountability, however, does not require any superstructures: the civil 

society, in fact, has within itself the skills and capabilities (by universities, research 

centres, scientific organisations, stakeholder associations, citizens, etc.) for assessing 

the available information and, through this, the System (as this Report, and many 

other scientific contributions prove); allowing these “outside” institutions to express 

an opinion or judgement on the system’s performance is a duty that stems from the 

observance of the constitutional principle of Subsidiarity. 

Therefore, the INHS, and the RHSs, should “morally” commit themselves 

(since they are already legally duty-bound in this respect) to collect and provide the 

data for this transparency operation, within a useful timeframe; on the contrary, 

today, the relevant data is often too little and too late in coming, and researchers are 

generally obliged to reason in terms of the “history” of the INHS, rather than on its 

current development. Even the health figures supplied by the Central Statistics 

Office-Istat-are generally 2/3 years (too) “old”. 
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The dramatic nature of this situation stands out even more in a year such as 

the present year, which follows a particularly significant year – 2009 – characterised 

by a worldwide market crisis: it would be expedient to assess the effects of this crisis 

on the INHS today, and the system’s ability to respond (considering that it is, after 

all, one of the key elements of the broader welfare system); instead, we will be able 

to effectively do so only in a year’s time, when, we hope, the crisis will be just a bad 

memory. 

What should be high on the political health agenda, therefore, is not the 

issue of assessment (because there already are a sufficient number of systems of 

indicators grounded on “available data”), but an organic, systematic and timely 

production and (underlined) dissemination of useful data for analysing the overall 

performance of the system. 

The CEIS can only thank the competent Government departments for their 

willingness to help and the data they supply for research purposes, as soon as it 

becomes available: our hope, however, is that the health information system may 

soon make a significant leap forward, in terms of quality, by abandoning the 

bureacratic data collection methods it has followed until now. 

Of course, I understand that there are issues of responsibility and privacy 

involved, but I am also convinced that, if there’s the will, these problems can be 

easily overcome; at stake here, in fact, is the belief in Subsidiarity as a constitutional 

value and, consequently, the will (or lack thereof) to finally break through this closed 

circle. 

One particularly critical element on which to ground the overhauling of the 

entire system is the classification of the single subjects of analysis: their definitive 

identification is an absolute prerequisite for making valid comparisons and reliable 

considerations based on fact, especially in such a complex context as the health 

sector. 
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With regard to demand, classification is, probably, rather simple and 

straightforward, since the population classification criteria are well known and shared 

internationally, like diseases and healthcare procedures (although cross-checking this 

information with socio-economic, fragility, etc. conditions can prove interesting); 

however, the same cannot be said with regard to supply, where complexity – not to 

say confusion – reigns supreme. 

Unfortunately, the regulations governing the INHS have been introduced 

haphazardly, over the years, often as a result of new contingent needs or special 

interests, resulting in a set of rules that it is difficult, if not impossible, to define 

unequivocally. 

It is not by accident that Italy – despite the fact that it collects a huge 

amount of data (albeit much less information) – is among the countries that are hard 

put to comply with the international statistical criteria, embodied in the SHA – 

System of Health Accounts. 

For example, outside of hospital care surveys it becomes very hard to find 

regionally comparable ambits and, at times, even to compare different Local Health 

Authorities within the same region. And even at hospital level, understanding the 

actual differences between “long-term care” (basic levels of hospital care) and 

“residential care” (basic levels of regional care) is no easy task; not to mention the 

practical impossibility of extrapolating public expenditure for specialist services from 

overall hospital expenditure. 

Although we are still convinced that policies should be prioritarily analysed 

with respect to the demand size, for the set of reasons mentioned above we have 

decided to substantially organise the volume of data based on supply criteria. 

This choice has a twofold motivation: the INHS is, basically, a supply 

structure, whereby the request for accountability should primarily target the facilities 

and professionals providing the services; moreover, it is based on the services 
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supplied that the entire system of partnering agreements (“convenzioni”) should be 

overhauled, to render the relevant data both intelligible and processable. 

Consequently, the Report is divided into 3 parts: the first concerns the 

macro-aspects, such as the population and socio-economic framework, INHS/RHS 

funding, expenditure, plus a chapter containing a summary assessment of the 

system’s global performance, starting with its fairness. 

Part two is inspired by the above mentioned SHA, and comprises 6 

chapters, one for each (macro) type of supply facility. The list begins with hospital 

services, though not including rehabilitation and long-term care services; the rationale 

for this breakdown is that, in our opinion, the criterion for distinguishing between 

hospital and residential care services should be the capacity, by hospitals, to treat 

unstable patients. 

These “intermediate” care services are addressed in the next chapter, on 

rehabilitation, long-term care and all the other forms of residential care, ranging from 

hospices to RSAs (residential care facilities for dependent elderly people), etc.; to this 

day we know very little about this rather muddled assortment of services, almost the 

only thing they have in common being the capacity to provide full time residential or 

day care to their patients. Moreover, in the international league tables this type of 

care is divided between outpatient and nursing facilities: the regulation and 

organisation of professions in Italy obey a peculiar logic, which will require, in the 

future, a special fact-finding survey. 

The next two chapters are dedicated to outpatient facilities, the 

distinguishing features of which, in our opinion, are the handling (“taking 

responsibility for” in the Italyn definition) of the special care needs of different 

groups of patients, which is lacking in the specialist facilities and present in all the 

primary-care outpatient facilities, such as GP surgeries, mental health centres, local 

addiction treatment centres, counselling services, etc.. This is followed by outpatient 
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services provided directly at home and welfare benefits for dependent people, and, 

lastly, the pharmaceutical services delivered by pharmacies and hospitals. 

The third and last part deals with the care support networks: it opens with a 

general overview and then moves on to focus on procurement networks and 

production networks (with respect to medicinal drugs and medical aids). 

The effort put into this reorganisation of the Report is aimed at building a 

general framework of the subject matters investigated by the surveys, as a basis for 

improving comparisons between the RHSs, which are increasingly growing apart. 

A further innovation in the 2009 Report we would like to highlight here is 

the broadening, as far as possible, of its vision of Health to the overall health and care 

system: in the Italyn version of the text we have avoided using the term umbrella 

term “socio-sanitario”, which tends to exclude all those services lacking a medical 

component, because we believe (and explain this belief in detail in chapter 9) that the 

attempts to separate sanità-“healthcare” and assistenza-“care” (an Italyn linguistic 

nicety that English-speaking readers can find it hard to appreciate) have to all intents 

and purposes failed. 

Remaining in the (mine)field of definitions, with respect to the Italyn 

context, we are able to define “health care services” (prestazioni sanitarie, i.e. 

services delivered by healthcare professionals); we can also define “social care 

services”, albeit to a lesser extent (prestazioni socio-assistenziali, thus defined 

because we lack a clear map of the “social care” professions, since they are not 

included among the healthcare professions); but if we view the matter from the 

perspective of the “beneficiary” of the services, who needs care or support of one 

kind or another (and the etiology is more often than not a common one), then a 

division based on the profession of the provider of the service is wholly captious. 

Maintaining the distinction and separation between “health care” and 

“social care” services, especially as regards funding, is entirely useless and the cause 
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of further confusion, not to mention inefficiency (see, in chapter 2, the issue of how 

funds are wasted by being scattered among a number of dependent care schemes). 

In order to achieve effective integration between “health care” and “social 

care”, the welfare system should be reorganised along three lines of action: pension 

schemes, low-income support programs (cash benefits) and health/social care 

services (services in kind), which latter services, in the Report, also includes such 

welfare benefits as care vouchers or allowances. 

The need to reorganise the subject matters of the research surveys – 

strongly felt by the researchers who have contributed to drafting the Report – 

unquestionably descends from the growing differentiation, at regional level, among 

the RHSs, which is also giving rise to another need: that of shifting the focus of the 

surveys back onto health policies. 

The health economics and management studies mostly tackle the problems 

from a perspective that is “internal” to the system, almost as if health care can be 

considered separately from the context in which the organisations develop and 

operate. 

This approach entails some interesting consequences: for instance, the so-

called “southern healthcare issue”, meaning the simultaneous concentration in the 

southern regions of Italy of the largest health system deficits, as well as the biggest 

problems of inappropriateness, can hardly be explained from inside the system: the 

standards, regulations and even resources (weighted at least) are mostly super 

imposable in the regions and, therefore, they cannot be responsible for the inertia of 

the southern RHSs (including Lazio). 

What we mean is that the incapacity to rationalise in those regions cannot 

be explained based on solely endogenous elements: by just acknowledging this fact, 

researchers would run the risk of certifying reality, without producing any useful 

tools for interpreting the root causes of those problems, in order to start tackling 

which – in chapter 1 of the Report – we have described the context in which the 
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RHSs operate, providing some social and economic highlights as an introduction to 

the analysis on healthcare. 

What emerges is that the North-South divide in healthcare also features a 

parallel divide in any other sector of Society: income producing capacity, labour 

market participation, education, etc. 

Figure 1 

A comparison of Regional Indicators 

Source: Istat data processed by the authors 

In the preceding figure we have calculated the variations from the average 

value of 4 indicators: (1) perinatal mortality, which is a health indicator, but is also 

related to socio-economic factors (in order to allow comparisons with the other 

indicators, the negative values represent an improvement on the average value); (2) 
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the percentage of population with just primary school qualifications, or no 

educational qualifications at all (here again, the negative values indicate an 

improvement on the average value relating to education); (3) the economic activity 

rates, i.e. labour market participation; (4) the per capita GDP. 

What becomes immediately apparent is that Italy is split in two, with the 

southern regions consistently featuring below-average indicator values. 

By broadening the picture, therefore, we can safely maintain that the 

“southern healthcare issue” can be interpreted as part of the more general “Southern 

Issue”. 

If we accept this approach, certain recent policies – such as the Deficit 

Reduction Plans – take on a new meaning: the adopted model is implicitly impaired, 

in fact, by the assumption that the problems affecting the health systems in the 

southern regions (and Lazio) can be solved simply by adopting internal RHS 

solutions; but if we adopt the alternative model, it is necessary to reverse the cause-

effect relationship and the solution to (most of) the problems of the regional health 

systems should be found outside the health systems themselves: for example, by 

creating a social capital, without which no public (or other) organisation can function 

efficiently: the top-down control system cannot credibly replace that of (socially-

driven) bottom-up controls. 

Obviously, this does not mean that the Deficit Reduction Plans should be 

abandoned, because all improvements (even if marginal) in the social infrastructure, 

such as the RHSs, can support social cohesion and, ultimately, promote the 

development of the social capital, triggering a virtuous circle. 

What it does entail, however, is that we should abandon the illusion of a 

rapid reduction of the health deficit (unless, of course, we are content with purely 

financial – and short-term – financial improvements): if the social capital does not 

grow, we can hardly expect to revolutionise the health systems of so large a part of 

the country. 
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The example of the so-called "Southern Issue" brings to mind the bad habit 

of a self-referential approach that is typical of the health system, which is 

multifaceted for a number of other reasons. 

For example, it should be highlighted that the construction of a 

substantially monopsonist public health supply system (not to be confused with the 

unquestionable importance and significance of having a public health system, with 

respect to regulation and governance) can expose Healthcare to heavy financial risks, 

directly related to the unresolved problem of the national debt. 

The national debt - after having dropped by 15%, compared to the GDP, 

between 1995 and 2003 - has reversed the trend and is now stable or even rising 

again, going back to those values that previously obliged the Country to enter Europe 

subject to a derogation of the principles of Maastricht: to disprove the justification of 

the ineluctability of events it should be noted that Belgium, with which, at the 

beginning of the 1990s, Italy shared one of the highest national debts, has since 

reduced its debt/GDP ratio by over 40%, to well below 100%; if the economy fails to 

grow at a much higher rate than the other countries (which seems rather unlikely, in 

the short term at least), the financial pressure on public expenditure and, 

consequently, on the health sector, is destined to remain very strong; the risk is for 

investments to drop to almost zero, which means structural or technological 

obsolescence and/or rising debts, now at regional level. 

Economic recovery, although partially exogenous compared to the health 

sector (although they do mutually influence each other, to a certain extent, as we will 

show later on), is fundamental to understanding the future dynamics of the RHSs. 

The following diagram, in fact, shows a health consumption model that 

appears much more complex than usual. 
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Figure 2 

Italyn National Debt/GDP Trends 

Percentage values 

Source: European Commission 

For many years, the main concern of the Italyn Governments was to check 

the growth of health expenditure, which was accused of featuring a higher than one 

elasticity, compared to the GDP, as a result of which it tended to absorb a growing 

proportion of the resources produced over the years. 

This model - which viewed Healthcare as a “luxury good” - was 

empirically confirmed throughout the 1990s, but no longer seems to be consistent 

(albeit according to a merely descriptive analysis of the data): having exceeded a 

certain per capita GDP threshold (in the region of $ 25/30,000), the expenditure/GDP 

ratio seems to have stabilised (except in the US, which, however, is historically an 

outlier). 

This stabilisation now stands at about 10% (in the 9-11% range) of the 

GDP, which is a region that has already been reached by Italy as well. 
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The phenomenon might be described as one of “satiety” (a level beyond 

which all other needs acquire priority status), and explained in accordance with the 

dynamics of international competition, which do not allow any country to allocate 

resources to Welfare above a certain level. 

This “stabilisation” has some important consequences; for example, it 

entails that if the "rate" remains the same, the denominator becomes fundamental: the 

GDP gap between Italy and certain comparable countries, with respect to 

development (Australia, Canada, France, Germany, Japan, the Netherlands, Spain, 

Sweden, UK, USA) is a significant one and entails a considerable gap of resources 

earmarked for Health. 
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Figure 3 

Percentage with respect to GDP of total health expenditure (%) vs per capita 

GDP ($ PPP) 

Source: OECD, Health Data 2009 

Unfortunately, the gap, with respect to the GDP (which is negative for 

Italy), progressively increased throughout the 1990s, accelerating after 2000, which 

means the relative impoverishment of the country. 

Healthcare was partially safeguarded (as can be evinced from the preceding 

graph, at least during the worst phase of the last decade), nevertheless, despite the 

GDP gap and the “percentage” gap (Italy stands at 9%, at the bottom end of the 9-

11% range), the country spends for healthcare approx. €650 on average less than the 

other comparable countries: we are in the region of almost 30% of the overall health 

expenditure and 35% of the public per capita percentage. 
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This gap in health expenditure - which is broadening as a result of the 

economic stagnation - is too large to be ignored; the fact that the amount of resources 

earmarked for healthcare will be increasingly (of course) linked to the general 

economic performance is further confirmed, inter alia, by the observation of the close 

link that exists between funding and consumption trends, corroborated by the 

decision to use the joint allocation of VAT resources to finance the system (it already 

provides for over one third of all healthcare requirements). 

This gap reveals a rather limited willingness to pay for healthcare by 

Italyns; in a broader perspective, it also suggests the urgency of asking oneself how to 

ensure care levels in line with the international standards, given the scarcity of 

available resources. 

Figure 4 

GDP and Healthcare expenditure gap with the comparable countries  

Source: Meridiano Sanità – Studio Ambrosetti, The European House 
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Of course, we could offer an explanation linked to the greater efficiency of 

the INHS: but this appears to be inconsistent with the debate under way on the 

rationalisation of the INHS for over three decades now. 

The search for mechanisms capable of ensuring a balance should, therefore, 

be finer; it can, for example, be assumed that there is a market share not subject to 

competitive pressure, in which the application to the production factors of 

administered prices (lower than the average of the other countries), cuts back the 

costs of the system; this is, at least partially, true: for example, the objection might be 

applied to staff remuneration, but the estimates by Meridiano Sanità (Studio 

Ambrosetti – The European House) seem to indicate that the relevant cost checking 

effect is a very small part of the gap. 

In any case, there is a large part of health expenditure (at least 25%) that 

has come to terms with globalisation (and price globalisation as well): suffice it to 

mention pharmaceutical products and medical devices. This is confirmed by the fact 

that innovations (rightly protected by patent law) have a substantially similar price 

worldwide. 

This leads us to conclude that either the country reverses this relative 

impoverishment trend to reduce the gap of resources and, therefore, health 

expenditure, with the other economically developed countries, or it will have to 

increasingly ration health services. 

This would translate into having to establish priority actions, especially 

with regard to the public sector, where rationing must be balanced by fairness. 

The use of rationing is the only credible way of explaining the dimensions 

of the health expenditure gap with the comparable countries. The Report highlights 

how this, unfortunately, occurs in an implicit manner: for example, by means of 

bureaucratic mechanisms, which delay the spreading of certain innovatory 

technologies (see the further investigation in chapter 10); but, above all, leaving out 

of the basic levels of care (effectively requirable) that which is associated with the 
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quality - rather than the length - of life and life processes: from this perspective, we 

can explain the absence of formal protection for dependent people, but also the delay 

in the digitisation of healthcare processes. 

The integration of healthcare policies, with respect to both care and 

industry, is, therefore, an issue that must be tackled as soon as possible. 

Welfare-related sectors), had experienced the same The country’s 

specialisation indexes with respect to the pharmaceuticals and medical device sectors 

(see chapter 13) show how, in the former case, they are just about sufficient, while in 

the latter case the distance is very large indeed. 

An adequate degree of specialisation in this sector, in fact, would entail 

that, as a result of the innovation, healthcare expenditure would be partially offset by 

improvements in the balance of payments, triggering greater economic development. 

Instead, the country is currently obliged to pay the bill of innovation twice. 

In other words, the promotion of (true) innovation means giving real 

meaning to the slogan according to which “Health is an investment, not just a cost”; 

but, in order to lay the foundations for a virtuous circle, capable of enabling the so-

called “life sciences industry” to make a giant leap forward, with respect to quality, 

we need to create a favourable environment for research, as the driver of innovation. 

It must be admitted here that healthcare policies do not seem to focus much 

on promoting innovation, a fact that can be inferred from the system’s incapacity to 

respect the requests for stability and simplification coming from the industry (with 

regard to this point, see the analysis of the national and regional pharmaceutical 

policies contained in chapter 10), and even more from the lack of transparent rules for 

defining and measuring innovation. 

The need to promote innovation and, indeed, establish it as a priority, 

should lead the country to reflect on the requirement of an explicit and coordinated 

assessment mechanism, along the lines of the National Institute for Clinical 

Excellence (NICE) in the UK. 
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It appears obvious and clear that this responds precisely to the need for 

prioritisation; what we need to explain here, however, is how it also responds to the 

need of promoting innovation. 

The latter, in fact, should be promoted and encouraged, first and foremost, 

on an ex ante basis, with respect to industrial policies, creating the conditions for 

Italyn-based research and for this research to take root and bear its fruits in the 

country; ex post, the healthcare system must be able to pay for the innovation 

according to the principle of “value for money”. Therefore, the promotion of 

innovation should be grounded on access to the markets – i.e. the definition of the 

criteria of reimbursability – and rather than establishing whether a product is 

innovatory or not (the more so if one considers that a certain degree of innovation, 

marginal or otherwise, can be found in almost all the products that reach the market), 

we should establish the principle according to which the greater the incremental 

benefits introduced, the greater the price paid by Society; of course, there are also 

many elements of complexity (suffice it to mention the different dimensions of the 

potential markets: for example, in the case of rare diseases, the insufficient size of the 

markets should be taken into account, for return on investment purposes), but 

decision-making support criteria – such as the cost for QALY – appear to be the best 

available public technology for assessing the value of money. 

In other words, the growing attention for HTA and economic assessments 

in the Health sector, should not be a means for preventing or delaying the market 

access of innovation, but rather a way of ensuring that the allocation of the available 

resources is more proportional to the actual value, for Society, of the innovations 

themselves. 

The broadening of the analysis perspectives in the healthcare sector, 

proposed by the 2009 Report, enables us to take into account some other scarcely 

marginal benefits: for example, our experience, in this latest year of the crisis, should 

encourage us to keep in mind the importance of such economic sectors, which, by 
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their very nature are (largely) protected from cyclical oscillations: during periods of 

serious recession these sectors (clearly including the Health sector), become an 

important anti-cyclic element, capable of supporting an economy in crisis; that the 

welfare system should intensify its commitment during a negative economic cycle 

seems an obvious fact, since the mission of the system is precisely that of supporting 

individuals and households during the most fragile phases their life: less obvious is 

the fact that in so doing it also ends up supporting the economy as a whole; we can 

easily understand that, even if the Health sector (and the other average contraction as 

the other economic sectors, the recession recorded by the GDP in 2009 would have 

been even deeper. 

With regard to the updating of the INHS/RHS performance trends, 

reference should be made to the abstracts introducing each chapter of the Report: here 

we will mention a few particularly significant issues for health policies in the 

forthcoming future, starting by pointing out that – internationally – there is a general 

lack of a “second pillar”: over the last decade, in the entire OECD area (with limited 

exceptions), there has been an increase in the incidence of out-of-pocket expenses, 

with respect to total household consumption, leading to a substantial paradox: the 

countries with the highest per capita income, in fact, feature the lowest out-of-pocket 

expenses, and vice versa. Italy features considerable out-of-pocket expenses: in 2007 

(the latest available figures) they totalled almost 86% of the private proportion of 

healthcare financing, with obvious problems with respect to fairness. 

We have reported the latter since the first Report, measuring the 

impoverishment and catastrophe indexes (i.e. the exaggerate incidence of expenditure 

for health on household budgets). In chapter 4 we can see how «alongside the 

persistence of a manifest core of unfairness, comprising those households that are 

obliged to impoverish themselves (338,052 households) and/or incur catastrophic 

expenses (991,958 households), there is another core of “latent unfairness” 

comprising those households (approx. 2,636,471), not necessarily separate from the 
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former, which, although in need of health care, are unable to provide for it because of 

the excessive and unaffordable costs it entails». The presence of elderly and 

dependent family members considerably enhances this tendency to “do without”: we 

have also observed how couples with children tend to postpone spending for 

healthcare for the adult members of the family, if this entails the possibility of 

impoverishing the household; this protective behaviour towards the children is 

confirmed by the relatively low percentage of households that do without child 

healthcare (which, moreover, is generally free). Based on the figures processed by us, 

it can be inferred how the greatest difficulty in accessing healthcare is of a financial 

nature, «indicated as the foremost cause for doing without healthcare, with much 

higher percentages compared to the other (long-lasting) problem of waiting lists». 

If we consider that disabilities, together with dental expenses, are the top 

causes for the impoverishment of households, from the point of view of fairness, a 

fundamental role is played by the funding of healthcare services and, within this 

general framework, the percentage allocated for dependent persons. The figures show 

(see chapter 2) that the overall funds for welfare policies are short of €1.5 bn, which 

is totally inadequate, compared to the redistribution needs for achieving fairness; the 

situation is further aggravated by the fragmentation of the relevant funding schemes 

and the failure to suitably define the so-called “basic levels of social care” 

(abbreviated as LIVEAS), as a result of which the regional distribution of Funds 

cannot be based on objective parameters. 

In short, the integration with health care has failed, even though this goal is 

often referred to in the healthcare policy documents. 

The awareness that the public-sector’s role in this field is insufficient is at 

the core of the concerns that convinced legislators to link the relaunching of 

Integrated Healthcare to the provision of dental and social/health care services (see 

the Ministerial Decrees issued on 31.3.2008 and 27.10.2009, respectively). 
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The above mentioned decrees aimed at boosting the creation of a second 

welfare pillar – currently lacking in Italy, except with regard to social security – but 

which has proved insufficient in most OECD member countries. 

Therefore, although the intentions of legislators are unquestionably 

appreciable, several issues still need tackling and addressing and a solution found: 

 the project set out in the decrees is still too hesitant and scarcely 

incisive, probably due to the fear that it may require yet more 

public resources; in other words, there still doesn’t seem to be 

sufficient awareness that the operation is aimed at redirecting 

the huge amount of out-of-pocket expenses towards forms of 

collective insurance, capable of ensuring elements of solidarity; 

 the regulations feature many shortcomings of a “technical” 

nature as well, with respect to the determination of the part 

linked to the dental and social/health care services, but also with 

respect to putting into place the necessary guarantees and 

criteria for guiding the investments, and the related supervisory 

operations; 

 nor do the regulations seem to have been successful in 

implementing a real and effective equality in the treatment of 

subjects, with respect to both management (Funds) and demand 

(members); in particular, in the current system, it is not clear as 

to how to regulate the aggregation of non-organised forms of 

demand, along the lines of open-ended social security funds; 

 moreover, it is highly unlikely that the second pillar may 

function efficiently lacking a first pillar: and this is the case – as 

mentioned above – of the LIVEAS services (basic levels of 

social care); suffice it to mention, for example, that, despite the 

fact that dependence is the focus of the debate, there is no 
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shared and common definition of this condition: the definition, 

in fact, is more or less broad and inclusive depending on the 

region, thus generating strong asymmetries in the supply of care 

services (see chapter 9); as a matter of fact, the only unifying 

element emerges with respect to the determination based on a 

multidimensional assessment: but, on the contrary, the 

composition of the Assessment Boards, the scales of 

disability/functionality applied, the assessment layouts, the 

eligibility criteria, the services provided and the amount of 

welfare benefits accorded as well, all the above differ 

significantly from one region to the other; this, of course, results 

in unfairness, but also poses a number of difficulties for any 

Funds desiring to operate nationwide or within a number of 

different regions; 

 last, but not least, based on the first analysis of the existing 

funds, it emerges – paradoxically – that the idea of a purely 

“healthcare-based” second pillar is anti-historical, because most 

of the existing covers also provide social care services and/or 

cash-based allowances, having implemented – in fact – effective 

forms of integration; therefore, we must hope that any 

applicable regulations acknowledge the laudable functions of 

the Funds, regardless of the type of services provided and the 

organisation adopted; this, moreover, appears to be consistent 

with the oft-repeated desire to foster integration, in other words, 

tax incentives should be extended to all the welfare funds, based 

on the recognition of the truly meritorious nature of their 

actions, but regardless of the type of services provided 

(healthcare, social care, etc). 
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We have already mentioned the issue of the regional distribution of the 

Funds, with reference to Social matters. With regard to Healthcare too, the issues of 

distribution are important: over the years, in fact, the Regional governments have 

found it increasingly difficult to reach a unanimous and shared agreement, with 

respect to the objective criteria for calculating the quotas; it is no accident, in fact, 

that the tendency is towards adopting negotiation-based apportionment criteria. 

The issue is absolutely significant from the point of view of healthcare 

policies, whether for distributing the available resources at the central level, or for 

adopting a federal approach, in respect of the equalisation levels for healthcare 

purposes (ex Legislative Decree No. 56/2000). It remains a central issue even with 

respect to the determination of standard costs and requirements, as set out in the 

provisions delegating the Government in this respect, under Law No. 42/2009: it is, 

in fact, difficult to think that costs, in the healthcare sector, can be standardised, 

regardless of the needs of the population. 

In any case, it should never be forgotten, and always be kept in mind, that 

the determination of the deficit depends both on expenditure and on the funds 

received: therefore, a distorted apportionment of the resources can lead to mistaken 

assessments. 

With regard to this matter, certain points now seem to be clearly accepted 

and acknowledged, as follows: 

 objective apportionment criteria are required, with regard to 

both regulations and ensuring the basic levels of care (LEAs), 

and for the purpose of preventing conflicts; 

 age is the principal, but not the only, factor for establishing 

need; 
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 estimating needs is a statistical process and has nothing to do 

with accounts: in other words, if we separately calculate and 

apply the effects of the determinants, for example age and 

deprivation, we are committing a very serious mistake, because 

they are very obviously related. 

On the contrary, a fact that does not yet appear to be very clear is that the 

criteria for determining need do not seem to take into due account the fact that the 

organisation of the INHS features two distinct component: the protection of both 

individual and collective health; in other words, the international capitation models 

seem to be affected by the procurement structure of the organisations to which the 

funds are allocated (as in the case of the Primary Care Trusts in the UK, see chapter 

8), whereas in Italy the funds are allocated to the regional governments, which have a 

mixed structure, acting as both purchasers and providers of services; the fact that in 

the apportionment of the funds absolutely no account is taken of the supply, 

therefore, appears to be a critical element. 

Moving on to the technicalities, it should be added that it is not possible to 

make estimates of needs, with respect to 21 statistical observations (the Regions and 

Autonomous Provinces), because of the lack of the degrees of liberty needed to make 

the estimates themselves. 

Therefore, our recommendation is that the entire subject matter should be 

overhauled, also by performing the regional allocation process by adding up the 

needs of the “areas” (Provinces? Vast Areas?) that make up the Regions themselves. 

This could also avoid certain risks inherent in the double allocation 

process, without prejudice to the autonomy of the single regions, with respect to the 

allocation of the resources of the ASLs and AHs: Centre/Regions, therefore 

Regions/Healthcare Establishments (which, in the Italyn system are called “Aziende”, 

namely, enterprises, undertakings). 
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The analysis of this second passage (with respect to which, see chapter 2), 

highlights the risk that the apportionment at local level be conditioned somehow by 

historical expenditure. The different resource apportionment models, like the 

different levels of regional centralisation are, in fact, related to the financial 

conditions, rather than to planning decisions. For example, having regard to hospital 

care, it has been observed how a larger number of hospital beds is (almost always) 

associated with a higher percentage funding of this type of care, which goes to show 

that the supply is funded, rather than the demand. 

To this we must add that the present funding system, combined with the 

accounting system, provides a distorted image of the economic efficiency of the 

healthcare “establishments” (the “aziende”): if the revenues be included among the 

allocations, and these should not correspond to or coincide with the actual needs of 

the population living in the catchment areas concerned, the operating results would 

not be comparable in terms of economic efficiency: in this case, the recommendation 

is that the Healthcare Establishments and, therefore, the General Mangers of these 

establishments, should be assessed based on comparable criteria. 

Moving back to the subject of Apportionment, or Distribution, chapter 2 

shows how the level of regional funding is closely linked to the percentage of over-65 

year olds in the population, with very few exceptions. Practically speaking, it has 

been surveyed that an increase of slightly above 1 percentage point of elderly people 

entails an increase of the per capita percentage of 2.2%. There are some exceptions, 

however, as in the case of Lazio, for example, which features a lower amount of 

funding compared to Calabria, even though it has a higher percentage of over-65 year 

olds; and the same occurs with respect to Lombardia, as compared to Veneto. 

Moreover, it should be said that the current system of distribution based (in 

principal at least) on the total equalisation of need, has, to date, allowed substantially 

uniform regional healthcare consumption, even if with considerably different 
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resources: the funding of and, therefore, expenditure by the Southern regions, as a 

percentage of the GDP, is significantly higher compared to the Centre and the North. 

Figure 5 

Number of beds per 1.000 inhabitants compared to the LEA 

percentage for hospital care 

Year 2007 
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The graph once again evokes the need to broaden the perspective of the 

analysis: it is obvious, in fact, that there are difficulties in making federalism work in 

a socially sustainable and viable manner, lacking a solution to the so-called “Southern 

Issue”; given the present economic gap, any shift from a rationale aimed at achieving 

horizontal fairness (100% equalisation), to one of vertical fairness (equalisation only 

with respect to the Basic Levels of Care – LEAs – or a part of the fiscal capacity), 

entails the acceptance of inequalities that can be hard to govern, socially: this is 
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especially true if the process occurs in a phase in which there appear to be no margins 

(for the reasons mentioned above, related to the national debt and the prolonged 

economic stagnation) for creating additional resources that can be used to moderate 

the impact of the financial decisions. 

Moving on to expenditure, the following graph confirms that funding and 

expenditure are closely linked. 

Figure 6 

Funding as a percentage of the GDP by geographical area  

Percentage values  -  Years 1992-2008 
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Despite the expenditure figures have been weighted by age, according to 

the criteria implicitly used in connection with the funding phase, we can once again 

see the indication of an excess expenditure in the case of Lazio, although this is 

decidedly more opinable for the other two regions with the most serious financial 

problems: Campania and Sicilia. Paradoxically, Calabria is the region that spends the 

least (apart from the accounting recording problems). 
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The fact that almost all the smaller regions are gathered together at the 

“apparently efficient” end of the graph seems to be a demonstration of what has been 

said above, with respect to the limited consideration of the supply phenomena in the 

distribution system. 

With regard to this matter, another aspect worthy of note is the regional 

distribution of private-sector expenditure. 

Figure 7 

Public per capita expenditure for healthcare, by weighted population  

Year 2008 

 
Source: OECD, Health Ministry and ISTAT data processed by CEIS Sanità 

This expenditure appears to be only partially related to the regional per 

capital income, as also to the levels of the so-called “tickets” (i.e. fees applied under 

the healthcare charging scheme), which suggests both an inefficient charging scheme 

and different supply capabilities by the public sector. 
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In prospect, the overall expenditure trend (public plus private sector), not 

including the crisis of 2009, which determined a cutback in consumption that could 

be postponed, features a further growth (we should remind our readers that Italy is on 

the lower edge of the international range of expenditure with respect to the GDP), 

although remaining in the region of 9% of the GDP. 

Table 1 

Total expenditure forecasts for health care 

Percentage values 

Year 2008 2009 2010 2011 

Total expenditure for health care 136,7 134,3 138,5 142,3 
Rate of change +7,3% -1,7% +3,3% +2,7% 

Share of GDP 8,7% 8,8% 8,9% 8,9% 

Source: data processed by CEIS 
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Figure 8 

Private per capital expenditure for 2007 

 
Source: OECD, Health Ministry and ISTAT data processed by CEIS Sanità  

This trend, together with the inertia of the public system, if the GDP 

growth trends were to be confirmed, as set out in the Pre-budget Report, would entail 

the reopening of the gap between funding and expenditure, in the region of 0.5-0.7 

percentage points of the GDP. 

Lastly, we would like to dedicate a few words to the single care areas. 

With regard to hospital services (see chapter 5), the key element is the great 

regional variability of performance. 

The following figure offers a (multidimensional) interpretation of the 

inappropriateness, from which the enormous gap in quality among the Regions can be 

evinced. 
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Table 2 

Forecast of public expenditure for health care  

Percentage values  

Year 2008 2009 2010 2011 

Public expenditure for health care 107,8 112,0 117,0 122,4 
Rate of change 5,3% 3,9% 4,5% 4,6% 
Share of GDP 6,9% 7,3% 7,5% 7,7% 

Source: data processed by CEIS 

Figure 9 

Indicator of (in)appropriateness  -  Year 2006 

Source: SDO and Health Ministry data processed by CEIS Sanità. 
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As regards intermediate care (see chapter 6), it emerges, alongside the 

absolute inadequacy of the information systems, that there are deep-rooted 

differences in charge schemes for residential services. These differences appear to be 

related both to the differentiation in the type of services, and to the local 

characteristics of the health and care system. The only uniform indication that 

appears to emerge from the set of surveys and analyses carried out is the considerable 

weight of the charges applied to the patients, 90% of which are required to pay, often 

resulting in 40% of all the establishment’s revenues. This is a clear example of 

implicit rationalisation, i.e. the failure of the INHS’ welfare role. 

Moving on to specialist outpatient services (see chapter 7), once again we 

can see serious shortcomings by the information system, which provides only the 

expenditure referred to the so-called “accredited” facilities. 

It has been estimated that specialist healthcare expenditure, in 2008, 

totalled approx. € 12.6 bn (accounting for 10.8% of the total public healthcare 

expenditure), which, therefore, is not far from the figure relating to pharmaceutical 

expenditure. 

This expenditure can be broken down as follows: approx. 73.3% by the 

public-sector facilities, and the remaining 26.7% by the private-sector facilities, with 

marked differences between the North and the South of the country. For monitoring 

purposes, the figure highlights the importance of extrapolating the costs incurred by 

public-sector hospitals. 

Moreover, we believe that, in Italy, there is an average per capita 

expenditure of € 211.3 for total outpatient specialist services, although this ranges 

from € 277.8 in the North to € 151.5 in the Centre and € 158.3 in the South. These 

figures should be interpreted in the light of the potential complementarity between 

specialist and hospital care: by standardising compared to need, we can effectively 

see certain evidence of this (which, however, needs to be investigated further): the 

increased use of specialist services seems to be associated with a lower use of 



  50 

hospital services, thus confirming how the “silos” policies have turned out to be 

tendentially inefficient. 

Moving on to 1st level outpatient services, which represent the core of 

primary care, we must first of all mention (see chapter 8) the importance of the 

contents of the recently renewed partnership agreement with GPs and pediatricians. 

The effort towards integration and accountability appears obvious, in 

particular with regard to the introduction of the model of the UCCP (Complex 

Primary Care Units). But for the model to overcome the rationale of a mere grouping 

together of healthcare professionals, to become an effective integration of services 

and care for patients, then it is necessary to promote further discussions, in order to 

solve the potential conflicts between the healthcare “Districts” and the UCCPs. 

While the Local Health Authorities, ASLs, are being overhauled and 

regrouped, the UCCP cannot become simply a disaggregation of the districts (with 

30,000 inhabitants the former and 60,000 the latter), with the added impairment of 

overlapping functions. 

At local level, there are still problems in the accomplishment of a “rational” 

organisation, to achieve which we must retackle certain issues and problems, which 

have still not been solved, such as: 

 the concrete expression of integration; 

 the separation between buyer and provider roles; 

 gatekeeping (which is widespread today at various levels); 

 financial accountability (and, therefore, independence). 

As proof of the fact that we are still lacking a rational organisation, we may 

observe how the effective medium dimension of the catchment areas of the districts 

and the primary care facilities at regional level vary enormously: 
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Figure 10 

Per capital specialist expenditure compared to per capita hospital expenditure 

Year 2008 

Source: Health Ministry figures processed by CEIS Sanità  

In 2006 (latest available figures), out of 3,781 elderly people cared for 

under ADI (Integrated Home Care) scheme, only 573 actually received health care 

and social care services at home. 
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Therefore, it is obvious that the only form of integration implemented to 

date is within the healthcare system (involving different healthcare professionals), 

which, of course, is not sufficient to define home care as “integrated”, in this case. 

 the districts vary by about 7 times (range 25-154,000 

inhabitants); 

 the Mental Health Centres (CSM) by about 10 times (range 16-

118,000 inhabitants); 

 the Advice Centres by about 5 times (range 12-57,000 

inhabitants); 

 the Addiction Centres (SERT) by approx. 10 times (range 53-

502,000 inhabitants). 

Moving on to home care (see chapter 9), we must observe that the national 

regulations provide that all the regions must provide integrated home care services, 

but they do not provide any benchmarks as to the levels to be achieved, as a result of 

which both Friuli Venezia Giulia – 7.3% of over-65 year olds cared for at home – and 

Valle d’Aosta 0.3% of elderly people cared for at home – can be said to comply with 

the Basic Levels of Care requirements. 
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Figure 11 

Percentage of elderly people cared for under Integrated Home Care (ADI) 

schemes, compared to the total elderly population  

Year 2007 

Source: Health Ministry data processed by CEIS Sanità. 

With regard to pharmaceutical care (see chapter 10), in 2009 there was the 

early abandonment of the promises of market stability, with new cutbacks introduced 

in the well-known Decree passed after the earthquake in Abruzzo. The need for these 

measures might be debatable, because the cut-backs already made (which have all 

become final, despite the fact that they were originally introduced as only temporary 

measures), combined with the diffusion of generic drugs, seems to have stabilised 

expenditure; but the decree also introduces elements capable of causing a certain 

degree of market distortion, and on which the spotlight has not been adequately 

turned: in particular, the imposition by law of a margin of advantage for equivalent 
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produce perverse effects on product quality: if it were to remain in force for a limited 

period (9 months) it might encourage opportunistic behaviours. 

In any case, the pharmaceutical measures might lead to further savings, 

provided that they become more “refined”, on the one hand by promoting 

(meritorious) innovation, and on the other by reducing prescription variability, which 

is a factor of widespread inappropriateness (at times, featuring a negative sign, i.e. of 

under-consumption, as in the case of prevention vis-à-vis risk factors). 

Last but not least, we must record a growing anarchy, at regional level, 

with respect to the real conditions of access to innovation: for example, in the phase 

of approval of the new molecules under the Regional Hospital Formulary (PTOR), 

but also the rules of appropriateness and the purchasing and distribution mechanisms. 

This regional variability is limitedly justified by local epidemiological or 

organisational differences, being rather related to financial aspects: from this point of 

view it represents the worst aspect of healthcare federalism and should be done away 

with by introducing clear and applicable rules, with respect to the concrete contents 

of the guarantees represented by the Basic Levels of Care. 
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Figure 12 

Regional comparison of elderly people cared for under Integrated Home 

Care (ADI) schemes and home care integrated with healthcare services 

Year 2006 

Source: Health Ministry figures processed by CEIS Sanità. 

This last observations brings us back to the need to introduce more order in 

the overall system. In order to preserve the unquestionable improvements to the 

INHS – introduced firstly by the reforms passed in the 1990s, and followed by the 

Federalist reform – from being wiped away by excessive unjustified differences, it is 

necessary to adopt common definitions and a consistent organisation, enabling 

significant comparisons, as well as fair rules and standards, not subordinate to short-

term requirements, the price for which will necessarily be paid later on. 
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1. Demographic and Socio-Economic Reference 
Framework 

C. Alato2 

1.1 Introduction 

The Health System is constituted for the most part by personal-care 

services: this remark suffices to warrant the significance of keeping the demographic 

dynamics always in mind when assessing health policies. Notwithstanding the above, 

such a dynamics is not the only (or the major) determinant of the evolution of health 

systems. Hence, this chapter shall describe the main data supporting health policy 

analyses, namely, demographic, social and economic frameworks in their various 

aspects. 

Besides, while it would be quite helpful to succeed in analyzing the 

morbidity-related framework, this is known to be inadequate in Italy and, therefore, 

the review shall be confined to aspects correlated with morbidity, such as mortality 

and disability. 

1.2 The Demographic Structure and Evolution  

When dealing with the health state of a country, a crucial element to be 

considered is the country’s population dynamics, that is the evolution of the natural 

(births and deaths) or social (immigrations and emigrations) components that affect 

the size and structure of the population. 

While the reasons of sweeping changes in the demographic dynamics and, 

therefore, in the demographic structure, should be looked for especially in the 

                                                 
2  CEIS Sanità (Center for Health Economics and Health Care Management), Faculty of 

Economics, University of Rome “Tor Vergata”. 
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processes of medical science and in the modifications of social behaviors, these 

phenomena do not change over a short time period. The continuous life expectancy 

increase witnessed in the developed countries may be attributed to advances in 

medicine and their accessibility to the population as a whole, but it is in the changing 

social behaviors that one needs to look for the causes of the rapid drop in fecundity 

that, as far as Italy is concerned, is below the “replacement level” (2.1 children per 

woman), that is to say, the theoretical threshold that allows a population to keep its 

size unchanged, being the level of  mortality and migratoriness the same. 

In any event, as far as the health policies are concerned, it is quite likely 

that the most relevant aspect in the demographic dynamics is the ageing of the 

population. 

This term is used to signify the increase in %age weight of senior citizens, 

even though it is questionable what should be the reference age to define the elderly 

state: while 65 years of age is the most frequently used reference, this value seems by 

now inconsistent in consideration of the general health improvement of the 

population. 

In Italy, just as in most other countries, the mortality statistics are used to 

outline the health conditions of the population and to plan and verify the effectiveness 

of the measures designed to improve public health. Therefore, mortality is an 

important although partial indicator of the state of health of a population, since 

significant decreases in mortality in consequence of a few serious pathologies (for 

instance, a few tumors), can result from advances in the diagnosis or treatment, even 

if the incidence of the disease remains stable or is even on the increase. By the same 

token, many widespread diseases having considerable social impact (for instance, 

arthrosis, diabetes, hypertension, etc.), are characterized by low or even negligible 

levels of mortality. 

In an ageing society, the mortality indicators do not suffice, on their own, 

to evaluate the health-related outcomes (in the multidimensional acceptation of the 
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term). The spread of chronic diseases, disability and, more generally, the quality of 

survival are turning into increasingly more important parameters even in the culture 

of the medical and health world. At any rate, the mortality analysis allows outlining a 

rough picture of the health and health-care conditions of a country that proves useful 

for comparative purposes. 

The Resident Population 

Italy’s resident population has grown from 56.6 millions in 1985 to a little 

over 60 millions in 2009. 

The largest Regions in terms of resident population are Lombardia (that, by 

itself, accommodated 16.2% of the Italyn population in 2009), Campania, Lazio, 

Sicilia, followed by Veneto and Piemonte. The smallest are Valle d’Aosta, Molise, 

Basilicata and Umbria, which do not reach a million inhabitants. 

The ratio of the most densely populated Region (Lombardia) to the least 

populated Region (Valle d’Aosta) is close to 76.7 times; leaving aside the Regions 

with a special statute, the ratio of Lombardia to the smallest Region (Molise) is 

nonetheless close to 30 times. 
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Figure 1.1 

Evolution of the Resident Population 

Values in millions 

Source: ISTAT 

The increase of the Italyn population from 1985 to 1990 was 0.2 % (with a 

yearly average of 0.04%); in the subsequent five-year period (1990-1995), this 

increase was 0.3% (with a yearly average of 0.1%); from 1995 to 2000, the rate of 

growth decreased, getting to 0.1% (with a yearly average of 0.03%). After 2000, the 

growth has stepped up to a considerable extent (thanks also to the immigration 

phenomenon): in the five-year period from 2000 to 2005, it was 2.7%, with a yearly 

variation of 0.5 %, and in the last four years it has reached a 0.7% yearly average. 

At a regional level, the Lazio population witnessed the highest increase in 

recent years: from 2000 to 2005, it has reported a 3% increase and, in just four years, 

from 2005 to 2009, it has reported a 6.8% increase (that is, a yearly average of 1.7%). 

From 2005 to 2009, the only two Regions that have experienced a negative 

growth have been Basilicata and Molise, which have reported a negative variation, 

with a loss of 0.4% and 1.0%, respectively. 
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As previously pointed out, in interpreting the aforementioned data one 

should bear in mind that Italy, which in a remote post has been a Country of 

migrants, since a few decades has turned into an immigration country. 

Altogether, in 2009, the resident foreigners regularly living in Italy are 

3,891,295, of which 1,913,602 men and 1,977,693 women. 

The number of foreigners is continuously on the increase, even though their 

increase rate has been halved in the last five years (+28.4% in 2004, +13.4% in 

2009). 

Even with respect to 2008, the foreigners have increased by 458,644 units 

(+13.4%): although quite high, this increase is lower than that the one reported in the 

preceding year (+16.8%). 

During last year, the highest increase has been reported in Basilicata 

(+20.1%), Sardegna (+16.8%) and Molise (+16.6%), while the lowest was reported in 

the Provincia Autonoma di Bolzano (+10.1%) and Lombardia (+11.0%). 

Therefore, the regular foreigners represent 6.5% (6.6% males and  6.4% 

females) of the total resident population, with a trend that has increased over the 

years (in 2003 they represented 3% of the total population). 

At a territorial level, the foreign population is mostly concentrated in the 

northern and central Regions. In 2009, the highest values have been reported in 

Emilia Romagna and Umbria, where the resident foreigners represent 10% of the 

total number of residents. These two Regions are followed by Lombardia and 

Toscana (9% of the total resident population), Marche and Lazio (8% of the total 

resident population). 

A lower number of foreigners reside in the South, in particular, in 

Basilicata and Molise, where they just represent 2% of the total resident population.  
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Demographic Balance 

At a national level, the birthrate of the resident population has increased 

from 9.3 per thousand in 1995 to 9.6 per thousand in 2008. 

At a regional level, throughout that period, the highest birthrate has been 

reported in Campania, followed by Trentino Alto Adige, Sicilia, Puglia, Calabria and 

Lazio. Even though the birthrate in these Regions proves higher, the trend is actually 

on the decrease: in Campania, the rate dropped from 12.5 per thousand in 1995 to 

10.5 per thousand in 2008. The same situation occurs in Calabria, where the rate 

dropped from 11.0 per thousand to 9.0 per thousand; the same situation is also 

reported in the other Regions, the only exception being Lazio, where the birthrate has 

increased from 9.0 per thousand in 1995 to 10.1 per thousand in 2008. 

In the years under consideration, a significant birthrate growth has occurred 

particularly in Emilia Romagna, where it has increased from 7.1 to 9.7 per thousand, 

and Toscana, where it has increased from 7.2 to 9.1 per thousand inhabitants. 

The Regions in which the rate proves instead lower are Liguria, Friuli-

Venezia Giulia, Molise, Toscana, and Sardegna. In the period going from 1995 to 

2008,  the birthrate in these Regions showed an upwards tendency, with the exception 

of Molise, where the birthrate dropped from 9.0 per thousand in 1995 to 7.8 per 

thousand in 2008, and Sardegna, where the birthrate dropped from 8.6 to 8.1 per 

thousand. 

From 1995 to 2008, the national mortality rate remained invariable at 9.8 

per thousand inhabitants (value exceeding the birthrate). 

There are different trends at a regional level: a few Regions reported a 

slight rate decrease (northern Regions), and a few reported a slight increase (southern 

Regions). 

Clearly, this rate proves higher in the “older” Regions: Liguria has the 

highest mortality rate, having reached 13.9 per thousand in 1995 and 13.4 per 
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thousand in 2008. In addition to Liguria, a high mortality rate is reported in Toscana, 

Emilia Romagna and Umbria (with a mortality rate approximating 11 per thousand) 

and Friuli-Venezia Giulia (11.7 per thousand); vice versa, Puglia and Sardegna report 

the lowest mortality rate (about 8 per thousand). 

In the years under consideration, the nation-wide trend of the natural 

balance of the population (difference between birthrate and mortality rate) has always 

shown negative values, even if the difference between the number of births and the 

number of deaths has decreased over the years (from -29,139 in 1995 to -8,467 in 

2008). 

At a regional level, it may be noted that just Trentino Alto Adige, 

Campania, Puglia and Sicilia have always reported a positive balance. 

There has been a change in sign in the natural balance of Valle d’Aosta, 

Lombardia, Veneto and Lazio: from a negative balance in 1995, over the years they 

have moved to a positive balance. 

On the other hand, Basilicata, Calabria and Sardegna have experienced the 

opposite trend: positive at the beginning and negative later on. 

In the remaining Regions, the balance proves negative in all the years being 

considered. 

The rate of natural population increase (difference between birthrate and 

death rate) gives us the trends outlined above in percentages (with respect to the 

resident population). 

It may be inferred that significant increases are only reported by Trentino 

Alto Adige (in particular the Provincia Autonoma di Bolzano), Campania and Puglia 

(and to a smaller extent, by Calabria and Sicilia), while Liguria and Friuli-Venezia 

Giulia (and to a smaller extent, Piemonte, Emilia Romagna, Toscana, Umbria, 

Marche and Molise) are on the decline. 
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Figure 1.2  

Regional Rates of Natural Increase 

Values per thousand residents 

 

Source: ISTAT 

It should be noted that the calculation does not take into account the 

contribution of the foreign population, which may be inferred from the registrations 

in the population registry of persons coming from abroad: there have been a lot of 

them in 2008 (534,712), and they have exceeded by far the cancellations due to 

relocations abroad (80,974 in the same year), giving a balance close to 460,000 

persons. 

The Population Structure by Age 

Analyzing the population structure by age, it turns out that, over the years, 

the number of younger age cohorts has dropped while, at the same time, that of the 

older age cohorts has been on the increase. Comparing the data relative to 1985 and 

2009, it turns out that the number of children (0 - 14 years) has declined from about 
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11 millions in 1985 to about 8.5 millions in 2009, while individuals over 75 years 

have increased by 3 millions.  

Taking into consideration the age composition of the population, it may be 

noted that the population from 0 to 14 years of age has dropped from 19.6% in 1985 

to 14.0% in 2009, while individuals that are over 75 have risen from 5.3% to 9.8%. 

Figure 1.3  

Population Age Structure 

Values in millions  -  Years 1985 and 2009 

Source: ISTAT 

In 2009, the median age of the Italyn population has reached 43 years, with 

a 6-year increase with respect to 1985. 

During the period being considered, the increase in the median age has 

been reported especially in the populations of the southern Regions. In particular, 

Puglia reported an age increase from 34 years in 1985 to 43 years in 2009, and 

Sardegna from 33 to 41 years. In 2009, in Liguria the median age has reached 47 

years, while in Piemonte, Friuli-Venezia Giulia and Toscana this figure is 45 years. 
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In the period taken into consideration, the highest median age increase has 

been reported in the 1985-1990 five-year period (above all in Sardegna, Veneto, 

Puglia and Lazio). Over the years, the increase dynamics has eased to a greater extent 

between the central and northern Regions (in the 2005-2009 five-year period, Emilia 

Romagna reported a -0.1% negative variation). 

Taking into consideration the foreign population, we may note that, in 

2009, the share of individuals over 75 is a mere 0.6% as against the 10.0% figure of 

the national resident population. In fact, most foreigners have an age included 

between 30 and 44 years (37%); 24% are in the 15-29 age group, and children (0-14 

years) represent 19%. 

Table 1.1 

Median age of the Population by Region of Residence 

Region 1985 1990 1995 2000 2005 2009 
Italy 37 38 40 41 42 43 
Piemonte 39 41 42 43 44 45 
Valle d’Aosta 39 40 41 42 43 43 
Lombardia 37 39 40 42 42 43 
A. P. Bozen 35 36 37 39 40 40 
A. P. Trent 38 39 40 41 42 42 
Veneto 37 39 40 41 42 43 
Friuli V. G. 40 42 43 44 45 45 
Liguria 42 44 45 46 47 47 
Emilia Romagna 40 42 43 44 44 44 
Toscana 40 42 43 44 45 45 
Umbria 40 41 43 44 44 44 
Marche 39 41 42 43 44 44 
Lazio 36 38 39 41 42 43 
Abruzzo 37 39 40 41 43 43 
Molise 38 39 40 41 43 44 
Campania 32 34 35 37 38 39 
Puglia 33 35 36 38 40 41 
Basilicata 35 36 38 39 41 42 
Calabria 34 35 37 38 40 41 
Sicilia 35 36 37 38 40 41 
Sardegna 34 36 37 39 41 43 

 

Source: ISTAT 
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In the foreign population, there are more males (20% of the total 

population) than females (18%) in the 0-14 age group , while the share of women in 

the 45-59 age group is higher than the share of men, (17% and 14%, respectively, of 

the total foreign population). There is an even higher share of women whose age is 

included between 60 and 74: in this age group, women are twice as many as men. 

Insofar as the foreign population is concerned, the median age reported in 

2009 is 31 years, that is, 12 years lower than the median age of the Italyn resident 

population. 
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Table 1.2 

Median Age of the Foreign Population by Region of 

Residence  –  Year 2009 

Regions 2008 
Italy 30.8 
Piemonte 30.2 
Valle d’Aosta 30.8 
Lombardia 29.8 
A. P. Bozen 32.2 
A. P. Trent 30.0 
Veneto 29.3 
Friuli V. G. 31.5 
Liguria 32.2 
Emilia Romagna 30.2 
Toscana 31.4 
Umbria 31.3 
Marche 30.4 
Lazio 32.6 
Abruzzo 31.5 
Molise 31.9 
Campania 33.9 
Puglia 31.9 
Basilicata 32.0 
Calabria 32.3 
Sicilia 31.4 
Sardegna 34.0 

Source: ISTAT 

The Region that reports the “lowest” median age for foreigners is Veneto, 

where the median age of foreigners is 29 years, followed by Lombardia (30 years). 

The median age of foreigners is instead higher in Sardegna (34 years). 

Ageing 

The ageing of the population is one of the most important phenomena of 

the recent demographic trends in our Country. 

Although being a characteristic shared throughout the national territory, the 

progressive ageing of the population features a moderate variability. 
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With reference to the presence of youths, the northern and central Regions 

have shares of individuals in the “younger” age groups that are lower than those in 

the grown-up and elderly age groups. The Region that is the least “young” is Liguria, 

while the “youngest” Region is Campania.  

On the opposite front, it may be noted that, out of the total population, the 

share of individuals 75 and over, which in 1985 was 5.3% at a national level (a little 

over 3 million individuals), has increased over the years reaching 7.9% in 2000, and 

getting to 9.8% in 2009 (5.9 million individuals). The Regions that, over the entire 

period taken into consideration, reported the highest increase in this population group 

have been Liguria, which from an 8.1% figure in 1985 got to 13.7% in 2009 and, 

more in general, the central Regions, all of which report figures exceeding the 

national average. The southern Regions still report values that are lower than the 

national average, with the exception of Abruzzo, Molise, and Basilicata that are 

experiencing a rapid ageing.  
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Figure 1.4 

Regional Population over 75 

Percentage values  -  Years 1985 and 2009 

Source: ISTAT 

The same trend may be observed taking into consideration the population 

over 65 and over 85 years. 

The nation-wide share of the population over 65 years has risen from 

12.9% in 1985 to 20.1% in 2009, and that of the population over 85 years from 0.9% 

in 1985 to 2.5% in 2009. From 1985 to 2009, Liguria – the “oldest” Region – 

witnessed an increase of the population over 65 from 18.6% to 26.8%, with an 

increase over the same period of the population over 85 from 1.5% to 3.8%.  

A synthetic indicator linked to the composition of the population by age is 

provided by the index of dependence of the elderly (population aged 65 years and 

over with respect to the active population of 15 to 64 years), which provides an 

indication with respect to sustainability-related problems. 

At present, in Italy, 100 persons in working age have on average 31 

“dependent” persons, and this means 12 persons more than in 1985. 
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The Region that is characterized by the highest ratio of senior citizens to 

the active population is Liguria, where the elderly have increased from 27.5% in 1985 

to 43.3% in 2009; a sizable indicator increase has also been reported in Piemonte, 

Umbria, Lazio, Lombardia and Marche. Conversely there has been a lower growth of 

the indicator under consideration in Campania, Sicilia, Calabria and the Provincia 

Autonoma di Trento. 

On the other hand, the old age index (ratio of the population over the age of 

65 to the population aged 0-14 years) succeeds in estimating the extent of the 

Table 1.3 

Regional Index of Dependence of the Elderly 

Percentage values 

Region 1985 1990 1995 2000 2005 2009 
Italy 19.1 21.5 24.0 26.8 29.3 30.6 
Piemonte 22.0 24.1 26.9 30.4 33.9 35.2 
Valle d’Aosta 19.7 21.9 24.4 27.4 29.8 31.6 
Lombardia 17.4 19.5 22.0 25.3 28.4 30.2 
A. P. Bozen 16.1 18.2 20.4 22.7 24.5 26.7 
A. P. Trent 19.8 22.8 25.1 26.7 27.9 29.2 
Veneto 18.2 20.7 23.3 25.8 28.1 29.7 
Friuli V. G. 24.3 27.5 29.4 31.2 33.7 36.0 
Liguria 27.5 30.7 34.4 38.6 42.4 43.3 
Emilia Romagna 23.5 27.2 30.5 33.2 34.8 34.8 
Toscana 24.2 27.7 30.6 33.2 35.5 36.2 
Umbria 22.9 27.5 31.1 34.2 36.1 36.1 
Marche 22.4 26.2 29.6 32.5 34.6 34.9 
Lazio 16.6 19.2 22.0 25.2 27.9 29.6 
Abruzzo 21.3 24.4 27.3 30.2 32.2 32.3 
Molise 23.0 25.8 28.7 31.9 33.6 33.4 
Campania 14.4 16.0 18.1 20.4 22.4 23.6 
Puglia 15.8 17.6 19.8 22.6 25.2 27.0 
Basilicata 18.5 20.8 23.2 27.0 29.9 30.4 
Calabria 17.7 19.8 21.7 24.7 27.0 27.9 
Sicilia 18.4 20.2 22.2 24.7 26.8 27.6 
Sardegna 16.6 17.7 19.3 21.9 24.6 27.2 

 

Source: ISTAT 
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population ageing, even though it is considered a rough indicator since, with the 

ageing of a population, there is generally an increase in the number of the elderly and, 

at the same time, a decrease in the number of younger individuals, so that the 

numerator and the denominator change in the opposite director, heightening its effect. 

In Italy, in 2009, there are 143 persons over 65 years for every 100 children 

under 15 years of age. 

In 1985, the indicator stood at 66%, it had already peaked at 100% in 1992 

and, in 1995, had reached 112%. 

Generally, the southern Regions have a lower share of the elderly with 

respect to the average figure, even though, from 1985 until now, it is nonetheless 

possible to note an increase in the indicator under consideration. Liguria is always the 

Region that reports the maximum value of this indicator: in 1985, the old age index 

stood already at 136% and, at present, it is 236%, notwithstanding a slight reduction 

witnessed from 2005 to 2009. Liguria is followed by Emilia Romagna and Friuli-

Venezia Giulia: since 2005, the former reported a drop in the rate that, in four years, 

changed from 184% to 173%. Campania, instead, moves in the opposite direction: 

while in 1985 there were just 37 senior citizens for every 100 children, the figure 

today has already reached 95.  
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In the five-year period from 1985 to 1990, the index has grown more 

rapidly in the northern and central Regions, particularly in Emilia Romagna, Veneto, 

Friuli-Venezia Giulia, Lazio and Lombardia, while the growth has been lower in the 

South, especially in Sicilia and Calabria. The subsequent five-year periods have 

witnessed a reversal of the trend: the increase in the central and northern Regions has 

been slower than in the South. 

Life Expectancy 

In 2008, Istat estimated a life expectancy at birth in Italy that was 78.8 

years for men and 84.1 years for women. 

Table 1.4 

Regional Ageing Index  –  Percentage values 

Region 1985 1990 1995 2000 2005 2009 

Italy 65.6 87.6 111.6 126.6 137.8 143.4 
Piemonte 93.1 125.0 157.3 172.0 179.7 178.7 
Valle d’Aosta 83.1 112.2 140.2 148.2 151.0 151.2 
Lombardia 68.0 94.2 121.5 135.0 141.5 142.4 
A. P. Bozen 52.3 69.8 82.1 89.8 95.8 104.9 
A. P. Trent 75.0 101.1 117.8 120.7 121.0 124.8 
Veneto 67.7 96.3 124.0 133.7 137.3 139.2 
Friuli V. G. 106.2 150.5 182.8 188.4 186.9 187.4 
Liguria 135.7 187.7 228.3 239.7 242.5 236.1 
Emilia Romagna 107.0 154.5 192.4 196.0 184.5 172.8 
Toscana 104.1 143.9 180.4 191.3 191.8 185.9 
Umbria 93.0 128.0 163.9 182.3 187.7 181.7 
Marche 86.9 118.0 151.4 165.8 171.6 169.9 
Lazio 59.0 82.8 108.3 124.3 135.0 140.9 
Abruzzo 72.1 94.0 120.6 139.4 155.9 162.4 
Molise 75.6 95.1 119.4 140.2 160.4 171.7 
Campania 36.6 46.7 60.8 72.3 84.8 94.9 
Puglia 41.1 54.2 72.7 89.4 106.1 119.5 
Basilicata 53.5 68.2 87.4 110.3 132.6 146.6 
Calabria 47.3 59.1 76.0 94.9 115.7 128.7 
Sicilia 50.7 62.8 78.2 92.3 107.8 118.5 
Sardegna 46.4 61.9 82.9 107.3 130.9 150.9 

 

Source: ISTAT 
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With respect to 2005, the growth has been 0.6 and 0.3 years, respectively, 

for men and women. Therefore the gender difference keeps on decreasing: the life 

expectancy for men approaches that for women, whose life expectancy increase is 

slowing down. The gender difference over the years has declined from 5.6 years in 

2005 to 5.3 years in 2008. 

Table 1.5 

Life Expectancy at Birth by Sex 

Region 
2005 2009 

Males Females Males Females 
Italy 78.1 83.7 78.7 84.0 
Piemonte 78.0 83.5 78.4 83.6 
Valle d’Aosta 78.0 83.5 78.4 83.6 
Lombardia 78.1 84.0 78.7 84.1 
A. P. Bozen 78.4 84.4 78.9 85.1 
A. P. Trent 78.5 84.8 79.1 84.8 
Veneto 78.4 84.5 78.9 84.6 
Friuli V. G. 77.8 83.7 78.3 83.9 
Liguria 78.0 83.8 78.4 83.7 
Emilia Romagna 78.7 84.1 79.0 84.1 
Toscana 78.9 84.2 79.3 84.3 
Umbria 78.4 84.0 79.0 84.2 
Marche 79.4 85.0 79.6 84.9 
Lazio 77.9 83.1 78.8 83.9 
Abruzzo 78.2 84.2 78.7 84.7 
Molise 78.2 84.2 78.7 84.7 
Campania 76.4 82.1 77.3 82.7 
Puglia 78.6 83.5 79.1 84.1 
Basilicata 78.0 83.2 79.0 84.2 
Calabria 78.1 83.2 78.8 84.0 
Sicilia 77.7 82.6 78.2 83.2 
Sardegna 77.6 83.9 78.5 84.4 

 

Source: ISTAT 
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Figure 1.5 

Life Expectancy at Birth by Gender 

Years 2005-2008 

Source: ISTAT 

In 2008, the Regions reporting the longer life expectancy have been 

Marche (79.6 years), the Provincia Autonoma di Trento (79.4) and Toscana (79.1) for 

men, and the Provincia Autonoma di Bolzano (85.1 years), Marche (84.9), Abruzzo 

and Molise (84.7) for women. At the lowest levels for both men and women (77.3 

and 82.7 years respectively) there is Campania. In case of men, the negative deviation 

of Campania is exactly a year with respect to Liguria and Friuli-Venezia Giulia. 
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1.3 Mortality 

The raw mortality rate is an important but partial indicator of the state of 

health of a population since it does not account for such dimensions as chronicity 

and, generally, quality of life. The paragraphs below provide a few specific measures 

that allow significant comparisons. 

Table 1.6 

Regional Index of Structural Dependence 

Percentage values 

Region 1985 1990 1995 2000 2005 2009 
Italy 48.2 46.0 45.5 48.0 50.6 51.9 
Piemonte 45.6 43.4 44.0 48.1 52.8 54.8 
Valle d’Aosta 43.5 41.5 41.8 45.9 49.5 52.5 
Lombardia 43.0 40.3 40.2 44.0 48.4 51.4 
A. P. Bozen 46.9 44.3 45.3 48.0 50.1 52.1 
A. P. Trent 46.2 45.3 46.5 48.9 50.9 52.7 
Veneto 45.2 42.2 42.1 45.1 48.6 51.0 
Friuli V. G. 47.3 45.7 45.4 47.7 51.7 55.2 
Liguria 47.7 47.0 49.5 54.7 59.9 61.6 
Emilia Romagna 45.5 44.9 46.4 50.1 53.6 55.0 
Toscana 47.5 46.9 47.5 50.6 54.0 55.7 
Umbria 47.6 48.9 50.1 53.0 55.4 56.0 
Marche 48.1 48.4 49.2 52.1 54.8 55.4 
Lazio 44.7 42.5 42.3 45.5 48.5 50.6 
Abruzzo 50.9 50.3 49.9 51.8 52.9 52.2 
Molise 53.3 53.0 52.8 54.6 54.6 52.9 
Campania 53.7 50.3 47.8 48.6 48.8 48.4 
Puglia 54.0 50.2 47.1 47.9 49.0 49.5 
Basilicata 53.2 51.3 49.8 51.4 52.5 51.1 
Calabria 55.2 53.2 50.4 50.8 50.4 49.5 
Sicilia 54.6 52.4 50.6 51.5 51.7 51.0 
Sardegna 52.5 46.4 42.6 42.4 43.3 45.2 

 

Source: ISTAT 
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Perinatal Mortality 

The rate of perinatal mortality (ratio of stillbirths and death of live-born 

babies within the first week of life to live births) is an important indicator of the level 

of development of a nation, being affected by various factors that include 

environmental and economic conditions, advances in the diagnostic techniques and in 

the pregnancy, delivery and child care services, as well as extensive access to these 

resources. 
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Generally, in the five-year period from 2000 to 2005, a decline in the 

perinatal mortality rate has been reported in all the Regions, except for Friuli-Venezia 

Giulia (which reported the highest increase), Basilicata, Umbria and, to a smaller 

extent, Sardegna (+8.2%) and Lombardia (+4.2%). 

Table 1.7 

Regional Perinatal Mortality Rate 

Values per thousand births 

Region 2000 2001 2002 2003 2004 2005 
Italy 5.67 5.63 5.34 5.14 5.26 5.08 
Piemonte 5.60 5.13 5.49 5.77 5.04 5.30 
Valle d’Aosta 2.91 6.03 6.33 1.82 9.28 2.78 
Lombardia 5.19 5.36 5.45 4.81 4.87 5.40 
A. P. Bozen 4.47 5.03 5.06 4.91 4.52 3.87 
A. P. Trent 3.68 4.54 5.80 4.35 4.44 3.69 
Veneto 4.82 4.94 4.98 4.61 4.54 4.29 
Friuli V. G. 3.51 5.64 4.28 6.01 5.39 7.01 
Liguria 5.71 4.39 5.76 6.12 6.13 4.57 
Emilia Romagna 6.43 5.72 5.10 5.11 4.58 4.97 
Toscana 4.98 5.01 3.42 3.79 5.02 4.45 
Umbria 4.14 2.34 2.20 3.79 3.75 6.47 
Marche 5.17 5.63 4.65 5.47 4.87 4.42 
Lazio 5.75 4.83 4.83 5.52 5.40 4.68 
Abruzzo 4.69 5.42 4.49 3.73 5.27 3.92 
Molise 6.61 6.37 5.93 4.34 4.01 6.03 
Campania 6.16 6.69 5.99 6.03 5.68 5.14 
Puglia 5.84 6.15 4.81 4.32 5.75 5.23 
Basilicata 3.21 6.10 6.80 1.34 4.74 5.94 
Calabria 7.23 7.41 5.85 5.60 6.57 5.40 
Sicilia 7.35 6.49 7.11 5.75 6.41 5.88 
Sardegna 4.51 5.01 5.47 6.15 4.26 4.88 

 

Source: ISTAT 



  78 

Children’s Mortality 

Even the children’s mortality (ratio of deaths during the first year of life to 

live births) is an indicator used in health-care programming, as it is considered a 

Country’s development indicator. 

In Italy, from 2000 to 2006, the mortality rate in the first year of life 

dropped from 4 to 3 deaths (4 for males and 3 for females), every 1.000 live births. 

The highest death rate during the first year of life is reported in Calabria, 5 

per thousand (6.6 for males and 4.3 for females); leaving aside Valle d’Aosta, owing 

to its scarce numerousness, the lowest rate is reported in Molise with 2 per thousand 

(1.6 for males and 2.5 for females). 

Always at a regional level, it may be noted that, as a rule, the rate is higher 

for males and in the South. 
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Data show a constant decrease in almost all the Regions, where rate 

differences are on the decrease. 

In the period from 2000 to 2006, the nation-wide rate declined by 24%. The 

highest reduction was reported in Valle d’Aosta (-81.2%), Molise (-66.5%), Sicilia (-

33.9%) and Umbria (-31.3%), while the lowest reduction was reported in Abruzzo (-

2.4%), Friuli-Venezia Giulia (-3.4%) and Veneto (-7.8%). 

Table 1.8 

Regional Children’s Mortality Rate by Sex 

Values per thousand live-born babies 

Year 2006 

Region 
Children’s mortality rate 

Males Females Total 
Italy 3.8 3.0 3.4 
Piemonte 3.5 3.4 3.5 
Valle d’Aosta - 1.7 0.8 
Lombardia 3.1 2.1 2.6 
A. P. Bozen 6.7 1.9 4.3 
A. P. Trent 4.1 1.6 2.9 
Veneto 3.6 2.0 2.8 
Friuli V. G. 2.3 2.4 2.3 
Liguria 3.1 3.2 3.2 
Emilia Romagna 3.5 2.8 3.2 
Toscana 3.1 2.5 2.8 
Umbria 2.5 3.5 3.0 
Marche 4.1 2.6 3.4 
Lazio 4.5 3.2 3.9 
Abruzzo 4.4 3.4 3.9 
Molise 1.6 2.5 2.0 
Campania 4.3 4.1 4.2 
Puglia 4.0 4.1 4.0 
Basilicata 3.1 3.8 3.4 
Calabria 6.6 4.3 5.5 
Sicilia 4.7 3.4 4.1 
Sardegna 3.5 2.8 3.2 

 

Source: ISTAT 
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On the other hand, the mortality rate in the first year of life has witnessed a 

considerable increase in the Provincia Autonoma di Bolzano (+64.3%) and a more 

limited one in Marche (+6.6%).  

Standardized Mortality 

The raw mortality rates, already analyzed in the preceding paragraph within 

the context of the natural population balance, do not lend themselves to comparisons 

as they depend considerably on the age structure of the population age. Therefore, 

let’s consider the standardized mortality rates (based on the population structure of 

the 2001 Census). 

In Italy, the standardized mortality rate increased from 76 per 10,000 in 

2002 to 88 per 10,000 in 2006, even though it had decreased in 2004 with respect to 

2002 (70 per 10,000) in consequence, perhaps, of the exceptional mortality in 2003 

due the summer heat wave. 

The same trend has been reported in all the Italyn Regions, with values for 

men constantly higher than for women. In 2006, the men’s standardized rate stood at 

115 for 10,000, with the women’s rate at 70 per 10,000. The regional record goes to 

Campania that reported the highest mortality rate in all the years taken into 

consideration: in 2006 it stood at 97 per 10,000 (124 per 10,000 for males and 79 per 

10,000 for females). In 2006, high rate values were reported also in Sicilia with 94 

per 10,000, Lazio with 91 per 10,000, Piemonte and Valle d’Aosta with 90 per 

10,000.  

The lowest standardized mortality rates were reported in Marche (80 per 

10,000), Veneto, Toscana and the P. A. of Trento (83 per 10,000). 
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Figure 1.6 

Gender-Standardized Regional Mortality Rate per 10,000 Inhabitants 

Source: ISTAT 

Avoidable Mortality 

The concept of avoidable mortality was proposed by the WHO. 

In the three-year period from 2000 to 2002, the rate of avoidable mortality 

in Italy stood at 229.1 and 103.7 by 100,000 residents, for men and women 

respectively.  

The Region where the reported rate was the highest for both sexes is Valle 

d’Aosta with a rate that stood at 306.0 for men and 123.2 for women (by 100,000 

residents). 

Values that were lower than the national average were reported for men 

and women alike in Liguria, Emilia Romagna, Toscana, Umbria, Marche, Molise, 

Puglia, Basilicata and Calabria. 

In the regional rating of the days lost per capita (with respect to the specific 

life expectancy) owing to avoidable mortality (Atlas of Avoidable Mortality, ERA, 
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www.atlantesanitario.it) the worst position for both sexes is taken by Valle d’Aosta: 

in 2000-2002, the days lost on average were 32.25 days per inhabitant for men and 

15.08 for women. 

The best ranking Region for males is Toscana, with 20.2 days lost, while 

the best ranking Region for women is Umbria, with 10.71 days lost.  

The analysis of the avoidable mortality rates by intervention typology 

highlights that higher values are connected with a want of primary prevention, with 

an avoidable mortality rate (calculated on the population 0-74 years) that is 152.6 for 

males and 37.0 for females. 

High values are also detected for health-care and hygiene interventions for 

men (58.9 per 100,000) and for the want of early diagnosis for women (34.9 per 

100,000).  

At a regional level, the highest avoidable mortality rate values for primary 

prevention interventions are reported, for both sexes, in Valle d’Aosta (220.7 per 

100,000 for men and 50.2 per 100,000 for women); the lowest values for men are 

reported in Calabria (22.6), Puglia and Basilicata (18.8 in both), while the lowest 

values for women are reported particularly in Abruzzo (8.8), Calabria (7.2), Puglia 

(6.6) and Basilicata (5.1).  
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Breaking up the figures by the main groups of causes highlights that, as far 

as Italy is concerned, the highest avoidable mortality values are due to tumors (94.4 

for males and 50.8 for females). 

Table 1.9 

Days of Life Lost Owing to Avoidable Mortality by 

Region and Gender and Regional rating  –  Average for 

the years 2000-2002 

Region 

Males Females 
Days lost 
due to all 
causes 

Placing 
Days lost 
due to all 
causes 

Placing 

Italy 22.98 - 12.04 - 

Piemonte 24.81 18 12.74 17 

Valle d’Aosta 32.25 21 15.08 21 

Lombardia 23.85 14 11.83 13 

A. P. Bozen 25.92 20 10.79 5 

A. P. Trent 24.50 17 10.76 4 

Veneto 23.08 10 11.23 9 

Friuli V. G. 24.37 16 12.87 18 

Liguria 20.58 3 11.95 14 

Emilia Romagna 23.32 13 12.09 15 

Toscana 20.20 1 10.74 3 

Umbria 20.66 4 10.71 1 

Marche 20.33 2 10.86 6 

Lazio 23.19 12 12.43 16 

Abruzzo 22.22 7 10.73 2 

Molise 23.08 11 11.72 12 

Campania 24.20 15 13.43 20 

Puglia 21.17 6 11.64 11 

Basilicata 22.37 8 11.05 7 

Calabria 20.91 5 11.38 10 

Sicilia 22.40 9 13.23 19 

Sardegna 25.34 19 11.19 8 
 

Source: ERA processing of ISTAT data 
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At a regional level, higher values are reported for both sexes in Lombardia, 

Valle d’Aosta and Friuli-Venezia Giulia; while higher values are reported in 

Campania, Veneto and the Provincia Autonoma di Trento for males and in Lazio and 

Piemonte for females. 

Dealing with the circulatory system, Campania reports the highest 

avoidable mortality values for both men (100.8 per 100,000 residents) and women 

(47.2 per 100,000 residents) when compared with the nation-wide figures of 75.7 and 

30.3, respectively, for men and women.  
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1.4 Education 

As recently as 2008, 25% of the population throughout the nation 

(12,720,000 individuals) lacked educational qualifications or had merely attended 

primary school, even though this datum is on the decrease with respect to 2006 

(13,361.000 individuals). Thirty-two percentage of the population (16,109,000 

individuals) have a lower secondary school leaving certificate; 5% of the population 

Table 1.10 

Regional Avoidable Mortality Rates by Intervention 

Values by 100.000 (population aged 0-74 years). average for the years 2000-2002 

Region 
Males Females 

Total 
mortality Tumors Circulatory 

system 
Traumatisms 
& poisoning 

Total 
mortality Tumors Circulatory 

system 

Traumatism
s 

& poisoning 
Italy 229.1 94.4 75.7 37.3 103.7 50.8 30.3 10.6 
Piemonte 243.3 98.7 74.7 46.5 108.4 54.1 28.5 13.7 
Valle d’Aosta 306.0 109.6 89.4 76.9 123.2 56.7 33.1 13.8 
Lombardia 243.4 111.0 72.9 37.4 103.7 55.4 26.4 10.7 
A. P. Bozen 242.5 83.1 68.9 64.1 94.1 48.0 23 13.1 
A. P. Trent 246.6 105.6 69.8 44.4 96.6 53.1 25.4 8.2 
Veneto 234.0 104.1 66.7 43.4 98.2 52.6 23.3 12.4 
Friuli V. G. 247.1 106.0 71.4 44.9 112 59.5 25.9 14.5 
Liguria 210.1 95.4 66.8 26.2 102.2 54.0 27.3 8.2 
Emilia Romagna 224.9 88.5 72.0 44.4 102.4 53.9 25.3 13.7 
Toscana 203.2 88.6 63.0 34.8 92.8 47.6 24.4 10.4 
Umbria 207.7 76.7 75.1 38.6 91.6 45.5 25.4 12.1 
Marche 196.7 74.6 65.9 39.7 90.4 46.3 23.8 11.9 
Lazio 232.2 92.4 82.6 35.0 108.3 54.3 32 10.1 
Abruzzo 213.9 77.9 72.2 41.7 88.8 39.9 27.6 10.2 
Molise 219.3 68.9 83.1 43.6 97.9 34.5 36.3 13.1 
Campania 254.1 105.7 100.8 24.3 120.8 51.4 47.2 7.3 
Puglia 207.0 85.2 67.6 33.5 98.9 44.3 31.9 9.1 
Basilicata 215.0 73.7 76.9 40.4 95 36.9 34.9 12.3 
Calabria 204.9 68.7 77.9 35.6 97.7 39.1 36.3 8.4 
Sicilia 222.2 81.1 88.1 31.3 113 47.1 41.4 9.3 
Sardegna 245.3 98.4 71.9 49.7 98.4 48.1 26.6 11.6 

 

Source: ERA processing of ISTAT data 
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(2,726,000 individuals) have attained vocational qualifications, with a share that has 

remained unchanged with respect to 2006, while 27% of the population (13,933,000 

individuals) have obtained the upper secondary school leaving diploma; finally, 11% 

(that is to 5,466,000 individuals) have obtained a university diploma, degree or a 

PhD, and this figure is on the increase with respect to 2006 (10%). 

Figure 1.7 

Distribution of the Resident Population (15 years and over) by Educational 

Qualifications  –  Percentage values 

Source: ISTAT 

Comparing the Italyn levels of education with those of the OECD 

Countries, it stands out at once that just Mexico, Portugal and Turkey have a higher 

share of the population that fails to obtain an upper secondary school leaving 

diploma. 

Since 2000, there has been a 13.8% (-2.0% from 2005 to 2006) reduction 

of the population with less than upper secondary education. Other countries have 
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done much better: Ireland reduced it by 35.2% (-2.8% from 2005 to 2006), the Czech 

Republic by 28.6% and Sweden by 27.3%. 

Analyzing the share of the population with an upper secondary education, 

Italy is second last, with a figure that is only higher than that reported by Turkey. 

From 2000 to 2005, the highest increase in the share of the population with 

upper secondary education reported has been reported in Poland with 54.5% (+5.9% 

2006/2005), followed by Ireland with 52.6 % (+6.9% 2006/2005) and Luxembourg 

with +50.0% (even if a -11.1% reduction has been reported from 2005 to 2006). 

From 2000 to 2005, Italy has witnessed a 33.3 % increase (+8.3% 

2006/2005) in the share of the population with upper secondary education. 

On the other hand, insofar as tertiary education is concerned, Italy is 

halfway through the list, even though no improvements are reported. 
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Table 1.11 

Share of the Population with a Tertiary Level of Education 

OECD countries  -  Percentage values 

Region 2000 2005 2006 

Australia 31 33 34 

Austria 62 63 63 

Belgium 31 35 35 

Canada 41 39 39 

Czech Republic 75 77 77 

Denmark 52 47 47 

Finland 41 44 44 

France 41 41 41 

Germany 58 59 59 

Greece 31 36 37 

Hungary 55 59 60 

Iceland 32 32 34 

Ireland 28 35 35 

Italy 33 38 38 

Japan 49 60 60 

Korea 44 44 44 

Luxembourg 38 39 42 

Mexico 16 18 18 

Netherlands 41 42 42 

New Zeeland 35 30 31 

Norway 57 45 46 

Poland 69 68 68 

Portugal 11 14 14 

Slovak Republic 73 72 72 
Spain 16 21 21 
Sweden 47 54 54 
Switzerland 60 57 56 

Turkey 15 18 18 

United Kingdom 37 37 38 

United States 51 49 48 
 

Source: OECD 
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Figure 1.8 

Distribution of the Population by Level of Education 

OECD countries  -  Percentage values 

Source: OECD Health Data 2009 

As far as Italy is concerned, considerable differences may be made out at a 

regional level: most individuals in the northern and central Regions attain the lower 

and the upper secondary school diploma. In the South, most individuals attain the 

primary school and lower secondary school leaving certificate. 

Lazio is the Region with the highest average level of education: in 2008, 

34% of the individuals attained their upper secondary school diploma and 15% got a 

degree or a PhD; even the two Province Autonome di Trento e Bolzano are 

characterized by higher values than the other Regions: in the former, 15% of the 
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population being considered have a professional qualification, in the latter, 38% have 

attained the lower secondary school leaving certificate. 

At the other end, there are the populations of Basilicata and Calabria that, 

in 2008, stood out for having attained the lowest average educational qualifications: 

30% of the individuals over 15 years of age have no educational qualification or have 

just attained the primary school leaving certificate. 

In Italy, the school-attendance rate (ratio of upper secondary school 

students to the 14-18 year old population) is 93% (with 93% for males and 94% for 

females). The indicator values are lower in the northern Regions and, especially, in 

the Provincia Autonoma di Trento (84%) and Lombardia (87%). The highest values 

may be found in the central and southern Regions. 

Basilicata is the Region that, with 105% (106 for males and 103 for 

females) has the highest school-attendance rate3. This indicator features values 

exceeding 100 even in Marche (101% for both sexes), Sardegna (103%, particularly 

for women), Umbria (101% for males and 100% for females) and Molise (with 100% 

for both sexes). 

A similar situation may be observed considering the rate of diploma 

holders (diploma holders to the +19 population): the rate is higher in both the central 

and the southern Regions; the nation-wide share of diploma holders is 74% (with 

70% for males and 79% for females); once again, the highest value is reported in 

Basilicata and is 90% (86% for males and 94% for females). High rate values are also 

reported in Molise (84%) and Marche (83%). 

                                                 
3  Values exceeding 100 are due to the presence of youths of 14 to 18 years of age that 

repeat a year at school, early school attendances, or students that live in other Regions. 
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In the North, the number of diploma holders is lower: in Trentino Alto 

Adige and, in particular, in the Provincia Autonoma di Bolzano4, the rate is 62% 

(52% and 72%, respectively, for males and females). 

As for the rate of transition from 2nd level secondary school to university 

(ratio of students who got their diploma the preceding years to the enrolled students), 

it stands at 66% nation-wide (71% of females against 60% of males), with a value 

that is nearly constant throughout the period. At a national level, the university 

enrolment rate of youths in the 19-25 years group is 40%. 

At a regional level, the indicator reaches the highest value in Molise with 

79%, (this Region has also the highest enrolment rate, that is 58%); on the contrary, 

the Provincia Autonoma di Bolzano is characterized by the lowest value (42%, with a 

15% enrolment rate). 

Taking into consideration students enrolled in universities locates outside 

their Region of residence, it turns out that the southern Regions are characterized by 

greater mobility. This applies in particular to Basilicata, where 75% of all university 

students study outside their Region. High values are also reported in Molise (60%) 

and Calabria (41%), in the face of an average nation-wide value of 20%. 

The number of the university students that study outside their Region of 

residence proves high even in Valle d’Aosta and the Provincia Autonoma di Bolzano 

(74% and 51%, respectively). 

In Italy, the number of degree holders per 100 persons of 25 years of age 

stands at 20%; the highest %age of university graduates is reported in Molise (26%), 

followed by Abruzzo and Basilicata (23%) and Calabria (22%); the lowest %age is 

reported in the Provincia Autonoma di Bolzano that stands at 7%. With reference to 

the latter aspect, it should be noted that these data should be ascribed to the 
                                                 
4  The values shown for the Provincia Autonoma di Bolzano include the students enrolled 

in the first and second classes of the vocational schools that are recognized for the fulfillment of 

compulsory education (Financial Act 2007, paragraph 623). 
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propensity of youths who reside in Bolzano to enroll in a foreign university, 

particularly those in Austria. 

Figure 1.9 

Regional Indicators of University Education 

Academic year 2006-2007 

Source: ISTAT processing of Miur data 

1.5 The Household Structure 

The household aggregation arrangements are an indicator of the social 

modifications that have occurred in the Country. 

If the number of households5 witnesses a constantly increasing trend, the 

latter is accompanied by a decrease in their size. 

In Italy, there are at present 23.2 million household groups (2006-2007 

average), with nearly a 1 million increase with respect to 2002-2003. 
                                                 
5  A group of persons sharing living arrangements that are related through blood, 

marriage, kinship, adoption, guardianship or affective ties constitute a household. 
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At the same time, we are witnessing a decrease in the average number of 

members that, at presents, stands at 2.5 individuals per household, in the face of a 2.6 

average figure in 2002-2003.  

Figure 1.10 

Number of Households  –  Values in thousands 

 

Source: ISTATt 
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Figure 1.11 

Average Number of Household Members 

 

Source: ISTAT 

The increase in the number of households is a phenomenon shared by all 

the Regions; a higher number of members is reported in the southern Regions and 

particularly in Campania, which reports an average number of 3 members out of 

nearly 2 million households. 
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Analyzing the household typologies, it may be noted that singles are on the 

increase. In fact, more than one fourth of the households are represented by a single 

person: to be exact, 26% of them amounting to a total of 6.1 million individuals (+1% 

with respect to 2002-2003). Women live alone more frequently: 16 % of them with 

respect to 10% of men. Considering singles aged 60 years and over, this percentage 

Table 1.12 

Households and Average Number of Members by Region of Residence 

Values in thousands 

Country 

2002-2003 average 2005-2006 average 2006-2007 average 
Number 
of 
househol
ds 

Average 
number 
of 
members 

Number 
of 
househol
ds 

Average 
number 
of 
members 

Number 
of 
househol
ds 

Average 
number 
of 
members 

Italy 22,187 2.6 22,906 2.6 23,219 2.5 
Piemonte 1,794 2.4 1,859 2.3 1,886 2.3 
Valle d’Aosta 53 2.3 55 2.2 56 2.2 
Lombardia 3,673 2.5 3,862 2.4 3,880 2.5 
A. P. Bozen 174 2.7 186 2.6 188 2.6 
A. P. Trent 192 2.5 201 2.5 205 2.5 
Veneto 1,700 2.7 1,805 2.6 1,850 2.6 
Friuli V. G. 496 2.4 516 2.3 518 2.3 
Liguria 723 2.2 737 2.2 744 2.2 
Emilia Romagna 1,685 2.4 1,737 2.4 1,782 2.4 
Toscana 1,412 2.5 1,443 2.5 1,477 2.5 
Umbria 311 2.7 336 2.6 342 2.5 
Marche 559 2.6 581 2.6 601 2.5 
Lazio 2,163 2.4 2,135 2.5 2,160 2.5 
Abruzzo 470 2.7 491 2.7 495 2.6 
Molise 125 2.6 121 2.7 124 2.6 
Campania 1,922 3.0 1,945 3.0 1,968 2.9 
Puglia 1,413 2.8 1.468 2.8 1,481 2.7 
Basilicata 211 2.8 221 2.7 220 2.7 
Calabria 720 2.8 739 2.7 740 2.7 
Sicilia 1,802 2.8 1,866 2.7 1,888 2.7 
Sardegna 589 2.8 602 2.7 614 2.7 

 

Source: ISTAT 
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increases to 57%, with a high gender differential. In fact, singles aged 60 years and 

over are mostly women, with a value that is slightly more than double (71%) the 

figure reported for men (nearly 35%). 

At a territorial level, the number of singles is higher in the northern and 

central Regions, with Liguria that ranks first with 35% (21% is represented by 

women, although this value is on the decrease with respect to 2002-2003, and the 

remaining 14% is represented by men, on the increase with respect to the 2002-2003 

surveys). 

In contrast, Puglia, with 22%, is the Region where the lowest number of 

singles resides. 

Taking into consideration singles aged 60 years and over, the analyses 

reverse: in fact, the highest %ages are reported in the southern Regions. 

The Region that accommodates the record number of resident singles aged 

60 years and over is Puglia, with 65% (39% for men and 80% for women), while the 

Region characterized by the lowest %age is Lazio, with 52% (32% and 64%, for men 

and women respectively). 

At any rate, most household groups are still made up by couples with or 

without children, even though the former are on the decrease with respect to the 

preceding years. 

In fact, as for the couples with children, the %age drops from 59% in 2002-

2003 to 57% in 2006-2007. The incidence of couples with children is at its highest in 

Campania (65%), Sicilia and Sardegna (63%) and Calabria and Puglia (62%); 

instead, it is lower on average in the North: the lowest value is reported in Liguria 

(50%). 

In 2006-2007, all the Regions reported a reduction in the number of 

couples with children with respect to 2002-2003, with the exception of Toscana 

where the number of couples with children has remained nearly constant. 
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On the other hand, single parents with children have increased from 11% in 

2002-2003 to 13% in 2006-2007.  
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The couples without children represent 31% of the total household groups, 

and this is a 1.4% increase with respect to the average figure in 2002-2003 (when 

they were 29%). 

In 2006-2007, the couples without children are more frequent in Friuli-

Venezia Giulia (38%), Liguria (37%), Piemonte (36%) and Emilia Romagna (35%); 

vice versa, they are less frequent in Campania (21%), Calabria (24%), Sicilia and 

Sardegna (25%, respectively). 

Table 1.13 

Couples and Single Parents with Children by Region of 

Residence  –  Percentage values 

Region 2002-2003 average 2005-2006 average 2006-2007 average 
Italy 58.9 57.2 56.7 
Piemonte 52.0 50.8 50.5 
Valle d’Aosta 52.9 51.4 52.8 
Lombardia 57.2 55.6 54.7 
A. P. Bozen 59.5 58.0 58.4 
A. P. Trent 61.1 57.6 58.8 
Veneto 58.1 58.5 58.0 
Friuli V. G. 57.7 57.9 56.6 
Liguria 51.4 51.0 50.4 
Emilia Romagna 49.4 46.7 46.8 
Toscana 53.6 50.1 50.7 
Umbria 52.4 50.7 52.5 
Marche 57.8 56.0 55.3 
Lazio 57.8 57.0 54.7 
Abruzzo 58.7 57.7 56.9 
Molise 60.2 57.3 58.3 
Campania 61.5 60.0 60.7 
Puglia 66.2 67.3 64.9 
Basilicata 67.7 62.5 61.9 
Calabria 62.7 61.1 60.6 
Sicilia 65.1 62.5 61.8 
Sardegna 65.2 61.6 62.6 

 

Source: ISTAT 
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The large households (with 5 or more members) are about 6%. There are 

even fewer “extended” households, that is to say, those types of households 

characterized by the presence of two groups (couple, or single-parent groups) or a 

single group with members aggregated to the household: they represent 5% of the 

total households and are on the decrease with respect to previous years.  

The large households reside for the most part in the South: in 2006-2007, 

Campania accommodated 13% of them; this figure is more than twice the national 

Table 1.14 

Childness Couples by Region of Residence 

Percentage values 

Region 2002-2003 average 2005-2006 average 2006-2007 average 
Italy 29.2 30.2 30.6 

Piemonte 36.6 36.6 36.3 

Valle d’Aosta 35.3 34.3 33.3 
Lombardia 31.2 31.8 33.4 
A. P. Bozen 26.3 29.6 28.5 

A. P. Trent 25.4 28.0 26.0 

Veneto 27.2 31.0 30.8 

Friuli V. G. 31.3 31.1 31.5 

Liguria 33.6 36.3 37.9 
Emilia Romagna 37.4 38.2 37.4 
Toscana 35.9 36.1 35.4 
Umbria 34.9 37.0 34.9 
Marche 31.5 30.2 31.2 
Lazio 31.1 30.7 32.4 
Abruzzo 28.3 29.2 29.6 
Molise 29.0 31.2 30.7 
Campania 27.5 28.9 28.1 
Puglia 19.3 20.1 21.1 
Basilicata 21.9 25.8 27.0 
Calabria 27.2 28.7 30.9 
Sicilia 24.8 24.4 24.4 
Sardegna 23.7 25.4 25.2 

 

Source: ISTAT 
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average, even though it is on the decrease with respect to 2002-2003 when it was 14 

%. 

In general, in the years taken into consideration, the large households have 

been on the decrease in all the Italyn Regions, and mostly in the South. The only 

Region against the current trend is Basilicata (from 7% to 8%). 

In the period going from 2006 to 2007, the highest share of households 

aggregating a number of groups is reported in the central Regions: Umbria and 

Marche account for nearly 8% of them (between 2002 and 2003, they were 10% in 

Umbria), and Toscana for 7% (between 2002 and 2003, they were still 10%). Even 

Abruzzo and Campania stand out among the other Regions on account of a higher 

number of households with a number of aggregates (7%). 

1.6 Economic Framework  

The economic and, in particular, the income dimensions are some of the 

leading determinants of health spending and health differences. In any event, the 

economic aspect is also important at a macro level: it is in fact a crucial factor to gain 

an insight into the public financing developments and to analyze the problems of the 

sustainability of health systems. 

GDP 

At a national level, the nominal GDP has swelled from € 420,324 millions 

in 1985 to € 1,572,244 millions in 2008, with a  241.1% increase that amouts to an 

yearly average of 5.9%. 
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The GDP grew in all the Regions, even though those in the North keep on 

showing GDP values that are significantly higher, as well as more dynamic rates of 

growth. 

  

Table 1.15 

Regional GDP  –  Values in million euro 

Region 1985 1990 1995 2000 2005 2008 
Italy 420,324.5 682,152.9 947,338.7 1,191,057.0 1,429,479.3 1,572,244.2 
Piemonte 38,183.4 60,335.4 80,275.2 98,724.6 116,253.1 126,855.7 
Valle d’Aosta 1,244.7 2,003.0 2,831.8 3,184.0 3,911.9 4,280.0 
Lombardia 85,600.3 141,638.1 199,100.9 247,051.8 297,600.4 326,130.5 
A. P. Bozen - - 10,185.6 12,782.3 15,218.7 17,059.0 
A. P. Trent - - 9,501.3 12,202.0 14,451.3 16,062.3 
Veneto 35,898.7 59,457.5 87,105.1 111,712.3 134,177.4 147,982.8 
Friuli V. G. 8,922.6 15,402.4 21,700.9 27,253.4 32,536.7 36,052.2 
Liguria 13,696.1 21,359.3 27,038.7 33,689.9 39,668.7 43,766.0 
Emilia Romagna 36,057.7 58,387.5 82,573.8 106,293.5 124,184.7 139,529.4 
Toscana 29,488.6 45,227.9 62,949.2 79,808.3 96,128.1 106,073.2 
Umbria 5,911.4 9,448.8 13,111.6 16,649.7 19,628.1 21,747.8 
Marche 10,292.9 16,528.7 23,463.8 30,560.7 37,194.9 41,612.2 
Lazio 41,459.7 68,676.4 99,562.9 123,325.0 154,814.9 171,300.2 
Abruzzo 7,870.0 13,260.4 18,149.3 22,729.7 26,116.7 29,177.1 
Molise 1,780.3 2,973.7 3,954.0 4,907.7 5,711.8 6,498.9 
Campania 28,117.8 44,763.0 59,203.0 75,421.3 91,731.1 98,031.5 
Puglia 18,979.9 31,712.4 43,665.8 55,923.1 64,867.5 71,446.1 
Basilicata 2,916.3 4,636.1 6,795.1 8,825.4 10,059.7 11,198.1 
Calabria 9,313.1 14,455.0 20,999.1 26,145.5 31,676.4 34,156.2 
Sicilia 26,545.3 42,327.9 54,062.0 66,712.4 80,842.0 87,803.0 
Sardegna 9,160.7 14,702.3 20,724.6 25,994.6 31,431.0 34,035.9 

 

Source: ISTAT 
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In the same period, the real GDP has witnessed a 44.4% increase that 

amounts to an yearly average of 1.6%. 

  

Table 1.16 

Nominal GDP Variations  –  Percentage values 

Region 1990/1985 1995/1990 2000/1995 2005/2000 2008/2005 2008/1985 
Italy 62.29 38.87 25.73 20.02 9.99 274.05 
Piemonte 58.01 33.05 22.98 17.75 9.12 232.23 
Valle d’Aosta 60.92 41.38 12.44 22.86 9.41 243.85 
Lombardia 65.46 40.57 24.08 20.46 9.59 280.99 
A. P. Bozen - - 25.49 19.06 12.09 - 
A. P. Trent - - 28.42 18.43 11.15 - 
Veneto 65.63 46.50 28.25 20.11 10.29 312.22 
Friuli V. G. 72.62 40.89 25.59 19.39 10.80 304.05 
Liguria 55.95 26.59 24.60 17.75 10.33 219.55 
Emilia Romagna 61.93 41.42 28.73 16.83 12.36 286.96 
Toscana 53.37 39.18 26.78 20.45 10.35 259.71 
Umbria 59.84 38.77 26.98 17.89 10.80 267.89 
Marche 60.58 41.96 30.25 21.71 11.88 304.28 
Lazio 65.65 44.97 23.87 25.53 10.65 313.17 
Abruzzo 68.49 36.87 25.24 14.90 11.72 270.74 
Molise 67.03 32.97 24.12 16.38 13.78 265.05 
Campania 59.20 32.26 27.39 21.62 6.87 248.65 
Puglia 67.08 37.69 28.07 15.99 10.14 276.43 
Basilicata 58.97 46.57 29.88 13.99 11.32 283.99 
Calabria 55.21 45.27 24.51 21.15 7.83 266.75 
Sicilia 59.46 27.72 23.40 21.18 8.61 230.77 
Sardegna 60.49 40.96 25.43 20.91 8.29 271.54 

 

Source: ISTAT 
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Analyzing the real GDP value, it may be noted that, in the period from 

1985 to 2008, it has increased on average by 1.6% yearly, but with a declining 

growth: from 2.9% in the first five-year period to 0.8% in the last period. 

The Regions that contributed the most to such growth are Veneto, Friuli-

Venezia Giulia and Marche, which reported a 2.1% average yearly increase, and 

Emilia Romagna, which reported a 2.0% average yearly increase.  The Regions that 

witnessed the lowest GDP growth have been Valle d’Aosta (0.6%), Liguria (0.8%) 

and then Campania and Sicilia (1.0%). 

Table 1.17 

Regional GDP at Constant Prices 

Values in million euro (value 2000) 

Region 1985 1990 1995 2000 2005 2008 

Italy 883,887.5 1,017,673.3 1,084,022.5 1,191,057.
0 1244,782.2 1,276,578.0 

Piemonte 77,094.0 87,539.0 92,316.9 98,724.6 101,161.1 102,867.8 
Valle d’Aosta 3,040.0 3,318.5 3,370.4 3,184.0 3,398.3 3,512.0 
Lombardia 177,807.5 214,296.6 227,515.5 247,051.8 259,959.6 266,264.5 
A. P. Bozen - - 11,670.5 12,782.3 13,284.2 13,764.5 
A. P. Trent - - 10,879.6 12,202.0 12,531.7 12,940.0 
Veneto 75,195.6 88,076.0 98,868.4 111,712.3 116,917.0 121,014.9 
Friuli V. G. 17,948.2 21,665.7 24,555.4 27,253.4 28,146.8 29,164.5 
Liguria 28,910.7 30,996.9 30,973.4 33,689.9 34,044.0 34,956.5 
Emilia Romagna 72,994.8 84,701.1 94,810.3 106,293.5 109,019.1 114,355.4 
Toscana 60,540.0 66,471.6 72,510.7 79,808.3 83,690.8 85,847.9 
Umbria 11,852.0 13,629.7 14,911.1 16,649.7 17,183.8 17,641.9 
Marche 20,699.8 23,661.9 26,819.4 30,560.7 32,560.3 33,750.7 
Lazio 93,992.0 108,918.0 115,515.5 123,325.0 134,725.2 139,711.8 
Abruzzo 16,454.8 19,371.2 20,276.4 22,729.7 22,800.0 23,675.4 
Molise 3,653.4 4,232.1 4,479.6 4,907.7 5,045.2 5,276.4 
Campania 62,286.7 68,231.8 68,958.0 75,421.3 78,888.0 78,447.3 
Puglia 40,588.6 47,474.8 49,273.3 55,923.1 56,304.8 57,595.0 
Basilicata 6,041.7 6,669.0 7,456.3 8,825.4 8,740.3 8,972.0 
Calabria 19,672.9 21,603.4 23,387.3 26,145.5 27,470.5 27,455.1 
Sicilia 55,976.7 62,756.8 61,452.9 66,712.4 70,730.0 71,052.1 
Sardegna 20,260.9 22,464.2 23,762.9 25,994.6 27,163.6 27,248.1 

 

Source: ISTAT 
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It seems useful to compare Italy’s economic perfomance with the economic 

performance of the OECD Countries. 

If the nominal GDP value has increased in all the OECD countries 

throughout the period taken into considerations, the highest increases have been 

reported in Turkey (+53.9% yearly average), Mexico (+26.4%), Greece (+11.7%), 

Iceland (+11.75%), Korea (+11.3%), Portugal (+9.2%) and Ireland (+9.1%); lower 

values were reported in Japan (+2.0%), Switzerland (+3.5%), Germany (+3.8%), 

France (+4.3%), Denmark (+4.4%), Austria (+4.5%), Belgium (+4.5%), the 

Netherlands (+4.8%), Finland (+5.2%), Canada (+5.3%), United States and Sweden 

(+5.5%). 

In any event, the comparison is distorted by the price dynamics, so that it 

should be repeated based on the real GDP trends. 

The highest growth is reported in Korea (yearly average of 6.2% in the 

1985-2005 period) and Ireland (+5.6%). 

At the opposite end, there is Italy, indeed, the country that has reported the 

lowest growth (yearly average of +1.7% in the 1985-2005 period), followed by 

Switzerland (+1.8%) and Denmark  
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At a national level, the per capita GDP at current prices has swelled from € 

7,428 in 1985 to € 26,371 in 2008, with a € 18,280 increase in a little over twenty 

years. 

Table 1.18 

Yearly Mean GDP Variations at Constant Values (2000 prices) 

OECD countries  -  Percentage values 

Region 1990/1985 1995/1990 2000/1995 2005/2000 2008/2005 2008/1985 

Australia 2.89 3.24 3.89 3.36 3.09 3.31 

Austria 2.88 2.07 2.99 1.59 3.02 2.46 

Belgium 3.09 1.59 2.86 1.58 2.25 2.27 

Canada 2.88 1.72 4.13 2.54 1.93 2.70 

Czech Republic - -0.96 1.48 3.74 5.12 - 

Denmark 1.41 2.34 2.86 1.26 1.39 1.89 

Finland 3.34 -0.76 4.82 2.51 3.38 2.57 

France 3.26 1.15 2.81 1.67 1.65 2.15 

Germany 3.30 2.20 2.01 0.59 2.29 2.06 

Greece 1.24 1.25 3.45 4.08 3.66 2.65 

Hungary - - 3.92 4.24 1.85 - 

Iceland 3.17 0.26 4.88 4.29 3.73 3.21 

Ireland 4.71 4.63 9.61 5.47 2.70 5.64 

Italy 3.14 1.27 1.90 0.89 0.84 1.67 

Japan 4.79 1.52 0.98 1.30 1.23 2.02 

Korea 9.64 7.81 4.38 4.49 4.16 6.24 

Luxembourg 7.48 3.95 6.13 3.59 3.99 5.11 

Mexico 1.68 1.53 5.45 1.87 3.26 2.70 

Netherlands 3.35 2.29 4.05 1.32 3.00 2.78 

New Zealand 0.58 3.11 2.67 3.91 1.26 2.39 

Norway 1.70 3.73 3.68 2.22 2.51 2.79 

Poland - 2.18 5.41 3.08 6.00 - 

Portugal 5.67 1.70 4.08 0.87 1.06 2.80 

Slovak Republic - - 3.38 4.90 8.40 - 
Spain 4.50 1.51 4.11 3.27 2.80 3.27 
Sweden 2.55 0.67 3.34 2.56 2.17 2.26 
Switzerland 2.91 0.10 2.04 1.31 3.00 1.77 
Turkey 5.56 3.21 4.12 4.55 4.12 4.33 
United Kingdom 3.32 1.64 3.44 2.50 1.98 2.62 
United Stated 3.22 2.52 4.35 2.41 1.74 2.94 

 

Source: OECD 



  106 

At constant prices, the per capita GDP has swelled from € 13,300 in 1985 

to € 21,412 in 2008, with a € 8,112 increase in a little over twenty years. 

All the northern Regions feature per capita GDP rates exceeding the 

national average: the “richest” Regions are Valle d’Aosta, the Provincia Autonoma di 

Bolzano and Lombardia. 

Different data stand out in the central Regions: Lazio and Toscana have 

rates exceeding the national average, Marche is aligned with the national level, while 

Umbria is below it. 

The per capita GDP level is lower than the national average in all the 

southern Regions. The poorest Regions are Calabria, Sicilia and Puglia. 
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Public Finance 

A critical element of the Italyn economy is represented by its sizable 

National Debt (nominal value of all the gross consolidated liabilities of the central 

public administrations, local governments and social security institutes). 

  

Table 1.19 

Regional Per Capita GDP  –  Values in euro 

Region 1985 1990 1995 2000 2005 2008 
Italy 7,427.8 12,032.1 16,665.5 20,923.8 24,451.3 26,371.4 
Piemonte 8,686.1 13,953.1 18,838.6 23,366.6 26,847.2 28,822.5 
Valle d’Aosta 11,064.3 17,507.6 24,275.1 26,783.4 31,837.9 33,973.7 
Lombardia 9,684.0 16,027.6 22,431.4 27,538.5 31,682.9 33,822.5 
A. P. Bozen - - 22,827.4 27,875.4 31,900.5 34,538.7 
A. P. Trent - - 20,836.8 25,933.7 29,045.1 31,288.8 
Veneto 8,25.0 13,623.7 19,796.3 24,907.7 28,548.7 30,623.4 
Friuli V. G. 7,321.5 12,833.7 18,342.0 23,129.8 27,007.7 29,501.2 
Liguria 7,770.7 12,605.7 16,475.4 21,219.0 24,912.7 27,186.9 
Emilia Romagna 9,181.4 14,965.8 21,200.0 26,941.1 29,914.1 32,632.3 
Toscana 8,289.6 12,801.2 17,958.8 22,859.1 26,715.1 28,847.4 
Umbria 7,313.5 11,670.9 16,114.4 20,283.8 22,851.6 24,589.0 
Marche 7,270.4 11,619.2 16,347.4 20,966.0 24,490.0 26,793.6 
Lazio 8,209.9 13,424.8 19,319.2 24,101.2 29,376.8 30,803.8 
Abruzzo 6,409.4 10,667.9 14,469.0 18,023.2 20,101.0 22,037.3 
Molise 5,408.5 9,000.7 12,010.6 15,204.8 17,741.2 20,256.2 
Campania 5,081.3 7,982.0 10,401.8 13,192.0 15,845.8 16,868.9 
Puglia 4,815.8 7,902.0 10,766.4 13,862.5 15,945.2 17,526.1 
Basilicata 4,772.7 7,587.3 11,143.1 14,673.6 16,863.3 18,947.8 
Calabria 4,478.0 6,947.3 10,170.3 12,892.2 15,765.2 17,012.6 
Sicilia 5,372.3 8,516.8 10,802.3 13,360.9 16,126.2 17,457.0 
Sardegna 5,673.1 8,976.1 12,552.0 15,865.6 19,048.5 20,434.4 

 

Source: ISTAT 
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The trend of the Public Debt with respect to the GDP has been on the 

decrease from 1995 until 2004 and then underwent a new acceleration in 2005. 

A new drop has been reported in 2007, followed by a slight pickup in 2008. 

Table 1.20 

Public Debt over GDP 

Percentage values 

Year Public debt/GDP Variation 

1995 121.5 - 
1996 120.9 -0.7 
1997 118.1 -2.8 
1998 114.9 -3.1 
1999 113.7 -1.2 
2000 109.2 -4.6 
2001 108.8 -0.4 
2002 105.7 -3.1 
2003 104.4 -1.3 
2004 103.8 -0.5 
2005 105.8 2.0 
2006 106.5 0.7 
2007 103.5 -3.0 
2008 105.7 2.2 

 

Source: ISTAT 
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Figure 1.12 

Trend of the Public Debt to GDP ratio 

Percentage values 

 

Source: European Commission 

If the general situation of European Union is taken into consideration, the 

debt/GDP ratio in 2008 stood on average at 61.5%: Italy is the country with the 

highest ratio, amounting to 105.7%, with a 15.8 reduction since 1995; only Greece 

exceeds 90% (Belgium is close to it), having reduced the ratio by 11.1 and 40.2 

percentage points, respectively, over the same period. 
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 Table 1.21 

Public Debt to GDP ratio – EU Member Countries 

Percentage values 

Country 1995 2000 2005 2008 
Austria 68.3 66.5 63.7 62.5 
Cyprus n.a. 58.8 69.1 49.1 
Belgium 129.8 107.8 92.2 89.6 
Finland 56.7 43.8 41.4 33.4 
France 55.5 57.3 66.4 68.0 
Germany 55.6 59.7 67.8 65.9 
Greece 108.7 103.2 98.8 97.6 
Ireland 82.1 37.8 27.5 43.2 
Italy (a) 121.5 109.2 105.8 105.7 
Luxembourg 7.4 6.2 6.1 14.7 
Malta 35.3 55.9 69.8 64.1 
Netherlands 76.1 53.8 51.8 58.2 
Portugal 61.0 50.5 63.6 66.4 
Slovakia 22.1 50.3 34.2 27.6 
Slovenia n.a. n.a. 27.0 22.8 
Spain 63.3 59.3 43.0 39.5 
EUR-16 72.3 69.2 70.0 69.3 
Bulgaria n.a. 74.3 29.2 14.1 
Denmark 72.5 51.5 37.1 33.3 
Estonia 9.0 5.2 4.5 4.8 
Latvia 15.1 12.3 12.4 19.5 
Lithuania 11.9 23.7 18.4 15.6 
Poland 49.0 36.8 47.1 47.1 
United Kingdom n.a. 41.0 42.3 52.0 
Czech Republic 14.6 18.5 29.8 29.8 
Romania 7.0 22.6 15.8 13.6 
Sweden 72.2 53.6 51.0 38.0 
Hungary 87.4 54.3 61.7 73.0 
EU-27 n.a. 61.9 62.7 61.5 

 

Source:  European Commission 

(a) Italy’s debt was brought up-to-date with the data provided by the Bank of Italy (2008 
Yearly Report). 
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Table 1.22 

The Change in the Public Debt to GDP Ratio in the EU 

Member 

Countries – Percentage values 

Country 2000/1995 2005/2000 2008/2005 2008/1995 
Austria -1.80 -2.80 -1.20 -5.80 
Cyprus n.a. 10.30 -20.00 n.a. 
Belgium -22.00 -15.60 -2.60 -40.20 
Finland -12.90 -2.40 -8.00 -23.30 
France 1.80 9.10 1.60 12.50 
Germany 4.10 8.10 -1.90 10.30 
Greece -5.50 -4.40 -1.20 -11.10 
Ireland -44.30 -10.30 15.70 -38.90 
Italy (a) -12.30 -3.40 -0.10 -15.80 
Luxembourg -1.20 -0.10 8.60 7.30 
Malta 20.60 13.90 -5.70 28.80 
Netherlands -22.30 -2.00 6.40 -17.90 
Portugal -10.50 13.10 2.80 5.40 
Slovakia 28.20 -16.10 -6.60 5.50 
Slovenia n.a. n.a. -4.20 n.a. 
Spain -4.00 -16.30 -3.50 -23.80 
EUR-16 -3.10 0.80 -0.70 -3.00 
Bulgaria n.a. -45.10 -15.10 n.a. 
Denmark -21.00 -14.40 -3.80 -39.20 
Estonia -3.80 -0.70 0.30 -4.20 
Latvia -2.80 0.10 7.10 4.40 
Lithuania 11.80 -5.30 -2.80 3.70 
Poland -12.20 10.30 0.00 -1.90 
United Kingdom n.a. 1.30 9.70 n.a. 
Czech Republic 3.90 11.30 0.00 15.20 
Romania 15.60 -6.80 -2.20 6.60 
Sweden -18.60 -2.60 -13.00 -34.20 
Hungary -33.10 7.40 11.30 -14.40 
EU-27 n.a. 0.80 -1.20 n.a. 

 

Source:  European Commission 
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The Labour Market 

Not all of the population in active age actually shows up on the labor 

market, whether on its own volition or because dispirited. 

In 2008, Italy’s activity rate (ratio of persons belonging to the labor force to 

the corresponding reference population aged 15-64 years) was 64%, with a slight 

increase with respect to 2004 (63%).  

At a regional level, the population’s propensity to enter the labor market is 

very unequal; in the southern Regions it is definitely lower and on the decrease: in 

particular, in Campania it has declined from 54% in 2004 to 49% in 2008, and in 

Calabria from 54% to 51%. 

It is, instead, considerably higher and on the increase in the northern and 

central Regions: in Liguria, in the period going from 2004 to 2008, it has increased 

from 65 to 69%; likewise, in Umbria, it has increased from 66 to 70% and, in Friuli - 

Venezia Giulia, from 65 to 69%. In any event, the Region that reports the highest 

activity rate is Emilia Romagna (74% in 2008), followed by the Provincia Autonoma 

di Bolzano. 

Analyzing the activity rates by gender, it may be observed that they are 

definitely higher for men than for women. From 2004 to 2008, the activity rate for 

men has remained nearly constant at 76%, while the activity rate for women has 

increased from 51% in 2004 to 52 % in 2008. 

At a regional level, it may be observed that the rate is lower in the southern 

Regions and considerably lower for women. In the South, the male activity rate is 

almost twice as high as the female rate. In particular, the lowest activity rate for 

women is reported in Campania (33% in 2008, as against 66% for men), Sicilia (35%, 

as against 68%), Puglia (36%, as against 71%) and in Calabria (37%, as against 

65%). 
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In 2008, Italy’s labor forces amounted to 25.1 million persons (24.3 

millions in 2004); 23.4 million persons were employed (22.3 millions in 2004) and 

1.7 million persons were looking for a job (2.0 millions in 2004). 

Therefore, from 2004 to 2008, the labor forces have reported altogether an 

increase (+732,000 persons). The male workforce has increased from 14.5 to 14.9 

millions, the female workforce from 9.8 to 10.2 millions. 

In 2008, the number of the employed has grown in respect of both men 

(+671.000) and women (+644,000) and, at the same time, the number of individuals 

looking for a job has decreased for both sexes (-104,000 for men and -164,000 for 

women). 

At a national level, the employment rate that in 2004 stood at 58 % has 

grown in 2008 (with a yearly variation with respect to the preceding year amounting 

to 0.04%), leading to a 0.6% average yearly growth from 2004 to 2008. 

The Regions that reported a higher employment rate growth are Liguria and 

Umbria, where the yearly average variation has been 1.6%, while Campania and 

Calabria have reported a negative variation amounting to -1.4% and -1.0%, 

respectively. 

The Region with the highest employment rate (72%) is Emilia Romagna, 

followed by Trentino Alto Adige with 70% (72% in the Provincia Autonoma di 

Bolzano and 67% in the Provincia Autonoma di Trento) and Veneto with 69%. 
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On the average, Italy’s unemployment rate from 2004 to 2008 has 

decreased from 8.1% to 6.7%. 

The southern Regions have reported, and keep on reporting, the highest 

unemployment rate. The “crisis” that broke out in 2008 involves mostly men and 

affects particularly the South, which proves to be the most fragile area. 

The highest unemployment rate has been reported in Sicilia (13.8% in 

2008, more than double the national datum), followed by Campania (12.6%) and 

Table 1.23 

Employment Rate by Residence Region 

Percentage values 

Region 
2004 2005 2006 2007 2008 

M F T M F T M F T M F T M F T 
Italy 70.7 45.5 58.1 70.7 45.5 58.1 71.7 46.6 59.1 72.0 47.0 59.5 71.6 47.5 59.5 
Piemonte 73.8 53.9 63.9 74.5 54.4 64.5 74.7 56.1 65.5 75.1 56.8 66.0 74.9 57.4 66.2 
Valle d’Aosta 75.8 58.9 67.6 74.7 58.2 66.7 75.6 58.6 67.3 76.7 60.1 68.6 76.3 60.5 68.6 
Lombardia 76.9 55.4 66.2 76.9 55.3 66.3 77.7 56.8 67.4 78.4 56.9 67.8 78.4 57.5 68.1 
A. P. Bozen 80.3 60.2 70.4 80.6 59.6 70.3 81.5 60.2 71.0 81.2 60.6 71.1 81.3 62.6 72.1 
A. P. Trent 76.4 56.0 66.3 76.3 54.8 65.7 77.0 55.1 66.2 77.1 56.6 67.1 76.7 57.9 67.5 
Veneto 77.3 52.4 65.0 76.9 53.1 65.2 78.3 53.8 66.3 78.6 54.3 66.6 78.3 55.8 67.2 
Friuli V. G. 72.7 52.8 62.9 72.4 54.1 63.4 75.7 55.3 65.7 76.1 56.2 66.3 75.6 56.0 66.0 
Liguria 71.9 50.7 61.2 73.5 51.2 62.3 73.7 53.1 63.3 74.3 55.8 65.0 74.9 55.6 65.2 
Emilia 
Romagna 77.9 60.7 69.3 78.2 60.2 69.3 79.3 61.9 70.7 80.5 62.6 71.6 80.5 62.8 71.7 

Toscana 74.9 53.2 64.0 75.0 54.2 64.6 76.6 55.5 66.0 76.0 56.3 66.1 76.5 56.8 66.6 
Umbria 72.2 52.0 62.1 73.7 51.3 62.5 73.7 53.6 63.6 75.3 56.0 65.6 75.3 57.2 66.2 
Marche 74.9 54.8 64.9 75.3 53.9 64.7 76.9 54.5 65.8 76.8 55.5 66.2 75.1 56.3 65.8 
Lazio 71.2 47.4 59.1 69.7 48.3 58.8 71.9 48.0 59.7 72.9 48.4 60.4 72.7 49.1 60.7 
Abruzzo 69.7 44.1 56.9 70.8 45.0 57.9 71.8 45.1 58.4 72.6 44.6 58.6 72.2 47.2 59.7 
Molise 66.2 38.7 52.5 65.6 36.9 51.4 67.2 38.3 52.8 67.5 40.7 54.2 67.4 41.6 54.6 
Campania 61.9 29.3 45.5 61.2 27.9 44.4 60.7 28.6 44.5 60.6 28.1 44.2 58.8 27.4 42.9 
Puglia 62.4 29.0 45.5 63.0 26.9 44.7 63.8 28.7 46.0 64.5 30.1 47.1 64.4 30.3 47.1 
Basilicata 64.3 34.5 49.5 63.9 34.5 49.2 66.6 34.3 50.5 65.8 34.4 50.1 65.2 35.1 50.1 
Calabria 60.9 31.9 46.3 59.4 31.0 45.2 60.5 31.9 46.1 59.6 31.2 45.3 58.1 30.9 44.4 
Sicilia 60.6 27.2 43.6 61.2 28.4 44.5 61.8 29.7 45.5 61.3 29.2 45.0 60.2 29.4 44.5 
Sardegna 65.3 37.9 51.6 66.5 37.1 51.8 67.1 38.3 52.8 67.4 39.0 53.3 65.4 40.5 53.1 

 

Source: ISTAT 
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Sardegna (12.2%). High values are also reported in Calabria (12.1%), Puglia (11.6%) 

and Basilicata (11.1%). 

The only two Regions that have reported a substantially unchanged rate 

from 2007 to 2008 are Valle d’Aosta and Trentino Alto Adige. 

The lowest unemployment rates have been actually reported in Trentino 

Alto Adige, particularly in the Provincia Autonoma di Bolzano (2.4%), Emilia 

Romagna (3.2%) and Valle d’Aosta (3.3%). 

There are still differences in the unemployment levels between men and 

women. In 2004, the rate relative to women was 10.5%, while the rate relative to men 

was 6.4%. The female unemployment has decreased more (a yearly average variation 

of    -5.2%, causing the rate to reach 8.5%), while the decrease for men has amounted 

to -3.5% (causing the rate to reach 5.5%): therefore the difference in rates in the 

period taken into consideration has dropped by 1.2 percentage points. 
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Table 1.24 

Unemployment Rate by Region of Residence 

Percentage values 

Region 
2004 2005 2006 2007 2008 

M F T M F T M F T M F T M F T 
Italy 6.4 10.5 8.0 6.2 10.1 7.7 5.4 8.8 6.8 4.9 7.9 6.1 5.5 8.5 6.7 
Piemonte 4.3 6.5 5.3 3.3 6.4 4.7 3.2 5.1 4.0 3.5 5.2 4.2 4.0 6.3 5.0 
Valle 
d’Aosta 2.2 4.1 3.0 2.5 4.3 3.2 2.4 3.8 3.0 2.4 4.3 3.2 2.5 4.2 3.3 

Lombardia 2.9 5.6 4.0 3.1 5.4 4.1 2.9 4.8 3.7 2.6 4.6 3.4 3.0 4.8 3.7 
A. P. Bozen 2.0 3.5 2.7 2.2 3.5 2.8 1.9 3.6 2.6 2.0 3.3 2.6 1.9 3.0 2.4 
A. P. Trent 1.8 5.0 3.2 2.4 5.2 3.6 1.8 4.8 3.1 1.8 4.4 2.9 2.4 4.5 3.3 
Veneto 2.5 6.7 4.2 2.9 6.2 4.2 2.4 6.5 4.0 2.0 5.2 3.3 2.3 5.2 3.5 
Friuli V. G. 2.6 5.8 3.9 3.2 5.3 4.1 2.5 4.9 3.5 2.4 4.7 3.4 2.7 6.4 4.3 
Liguria 4.0 8.1 5.8 3.2 9.1 5.8 3.4 6.6 4.8 4.2 5.7 4.8 4.0 7.1 5.4 
Emilia 
Romagna 2.7 5.0 3.7 2.7 5.3 3.8 2.6 4.3 3.4 2.1 3.9 2.9 2.4 4.3 3.2 

Toscana 3.6 7.3 5.2 3.7 7.3 5.3 3.1 7.0 4.8 2.8 6.3 4.3 3.3 7.3 5.0 
Umbria 3.8 8.3 5.7 4.1 8.8 6.1 2.6 8.3 5.1 2.7 6.9 4.6 3.2 6.8 4.8 
Marche 3.8 7.3 5.3 3.4 6.5 4.7 3.2 6.4 4.5 2.7 6.1 4.2 3.9 5.7 4.7 
Lazio 6.3 10.3 7.9 6.4 9.5 7.7 6.1 9.6 7.5 5.1 8.2 6.4 5.9 9.7 7.5 
Abruzzo 5.5 11.5 7.9 4.5 12.7 7.9 4.6 9.5 6.5 3.9 9.8 6.2 5.1 8.7 6.6 
Molise 8.9 15.3 11.3 8.2 13.2 10.1 7.2 14.5 10.0 6.4 10.9 8.1 6.9 12.4 9.1 
Campania 12.3 21.7 15.6 11.9 20.8 14.9 10.3 17.9 12.9 9.5 14.6 11.2 10.4 16.8 12.6 
Puglia 12.1 21.8 15.5 11.5 20.9 14.6 10.3 17.7 12.8 9.0 15.5 11.2 9.4 15.8 11.6 
Basilicata 9.4 18.6 12.8 8.5 18.4 12.3 7.9 15.2 10.5 6.3 15.3 9.5 8.7 15.2 11.1 
Calabria 11.9 18.5 14.3 12.2 18.2 14.4 11.2 15.9 12.9 9.4 14.5 11.2 10.1 15.7 12.1 
Sicilia 13.8 23.7 17.2 13.4 21.6 16.2 11.2 17.8 13.5 10.6 17.3 13.0 11.9 17.3 13.8 
Sardegna 11.3 18.1 13.9 9.8 18.0 12.9 8.5 14.6 10.8 7.2 14.2 9.9 9.8 15.9 12.2 

 

Source: ISTAT 
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2.  Health funding system6 

C. Giordani7 

Summary 

The most important features of the analysis in 2009 are: 

 Public funding is the main choice in OECD Area. Our Country 

is above OECD countries average (76.5% in 2007, while the 

OECD average was 72.9%). Estimates for 2008 show a slight 

increase in the national public share: 77.4%. Considering a 

broader period, in the first phase, from 1970 to 1980, almost all 

OECD countries, have recorded an increase in the percentage of 

public expenditure, and thereafter, from 1980 to 2007, most of 

OECD countries had an “oscillating” trend. In Italy, the share of 

public expenditure decreased by about 7 percentage points from 

1990 to 2000 but then, from 2000 to 2008, it increased by more 

than 4/5 percentage points. 

 The whole OECD area (with some exceptions) over the last 

decade recorded an increased incidence of out-of-pocket 

expenditure on total household consumption. There is a 

significant paradox: countries with the highest per capita 

income register the smallest share of out-of-pocket expenditure, 

and vice versa. Italy has a significant share of out-of-pocket 

                                                 
6  This chapter used the comma as decimal separator 

 
7  CEIS Sanità, “Tor Vergata” University of Rome, Department of Economics. 
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expenditure in 2007, because it reaches 85,9% of private 

financing of health expenditure, although this figure is 

decreasing over the previous year. This fact highlights a 

deficiency in the “second pillar of healthcare”. 

 The Italyn NHS (SSN) funding proportion of GDP increased by 

1.7 percentage points from 1982 (4.9%) to 2008 (6.6%, with an 

increase of 0.1% over the previous year). The growth was at 

irregular rates, with a peak between 1990 and 1991, just before 

the major reforms of 1992. After a decreasing trend, from 1998 

to 2008 there was a new upsurge in the percentage. In the 1982-

2008 period, gap between expenditure and funding has 

decreased, and also the deficit decreased, consequently. 
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Figure 2.1 

SSN funding as share of GDP 

Percentage values  -  Years 1982-2008 

Source: elaborations by CEIS Sanità on Ministry of Health and ISTAT Data 

 The level of funding is closely linked to the regional share of 

over 65 population, with few exceptions.  In practice, just over 

10% share of more elderly, it corresponds to an increase of 

about 22% of per capita share of funding. There are some 

exceptions, such as Lazio, which has a lower funding share than 

Calabria, while it registers a higher share of over 65 population, 

as well as Veneto with respect to Lombardia. 
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 With regard to geographical distribution, data show that the 

financing in percentage of GDP of the southern Regions is 

significantly higher than that of Central and Northern ones. This 

gap is a measure of redistribution of resources implemented 

with the allocation system, and it highlights the importance of 

equalization mechanisms within federalist system. 

Figure 2.2 

Funding by geographic areas 

Percentages of GDP  -  Years 1992-2008 

Source: elaborations by CEIS Sanità on Ministry of Health and ISTAT Data 

 From 2003 to 2008, gap between the national deficit and the 

deficit accumulated from the 5 “worst performing” Regions has 

expanded until 2004, and thereafter it has shrank, especially in 

2007.  In 2008, according to data released by the Ministry of 
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Health, there is a slight decrease of the deficit concentration. 

Top 5 Regions that registered the highest deficit (Lazio, 

Campania, Sicilia, Puglia and Abruzzo) have accumulated 

88.0% of national deficit, decreasing by more than 3 percentage 

points over the previous year (in 2000, the share of the deficit 

accumulated by top 5 Regions with the highest deficit was 

70.9%). 

Figure 2.3 

Deficit concentration: 

Share of deficit of the five Regions with the highest deficit* 

Percentage values  -  Years 2004-2008 

* Total deficit is calculated only considering Regions with deficit 
Source: elaborations by CEIS Sanità on Ministry of Health Data 

 Analyzing the regional per capita economic results over the last 

five years, every year Lazio is the Region that has suffered the 

highest deficits, which appear to be much higher than national 

average. Over the last three years of the five years period, 
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Molise is positioned immediately after Lazio, also recording an 

economic result that was much worse than national 

average. Lombardia and Friuli Venezia Giulia are among the 

most “virtuous” Regions, recording a surplus for each year of 

the period considered. But if the calculation of economic result 

is taken also considering the extraordinary management 

activity, in some Regions the economic results “change sign”. 

For example in 2008, Piemonte, Veneto and Emilia Romagna 

would have surpluses and not deficits. On the contrary, in 2005 

and 2006, if we consider extraordinary revenues and costs, 

Lombardia was recording deficits and not surpluses. 

 The definition of the most suitable criteria for the allocation of 

resources in health systems is the focus of a scientific debate, 

which still does not achieve shared results. The criteria can be 

either objective (i.e. structure of population, of consumption, 

etc.), or subjective; in these ones, strictly political criteria (i.e. 

political agreements among Regions) and criteria that are based 

on financial considerations (i.e., maximum increase, etc.) are 

included. In fact, over the years it was found a real difficulty in 

finding a shared agreement among the Regions, with respect to 

the use of objective criteria, so the trend is the adoption of 

subjective criteria for the allocation of resources. The risk of 

this trend is that, for example, the allocation could be 

conditioned by historical expenditure, without trying to apply 

“corrections” to that criterion, such as trying to cover ex ante 

the expected deficit. The different patterns of the allocation of 

resources, and also the different levels of centralization of 

resources, are often tied to regional financial conditions, or to 
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the need to finance the public supply. For example, with respect 

to hospital care, the analysis of choices made at the regional 

level suggests as more beds are almost always associated with 

better funding of this type of care. 

Figure 2.4 

Number of beds in public and conventioning health companies per 

1.000 inhabitants vs share of LEA for hospital health care 

Absolute and percentage values  -  Year 2007 

Source: elaborations by CEIS Sanità on Ministry of Health and ISTAT Data 

 The funding of social policies, as it is currently set, as well as 

being totally “ridiculous” compared to the needs of the 

population, it has strong critical elements, such as: the non-

integration with Health; the fragmenting (the Law No. 

296/2006, as well as determine National Fund for social 

policies, has established the Fund for family policies, the Fund 

for the policies relating to the rights and equal opportunities, the 



  124 

Fund for term care, the Fund for social inclusion of 

immigrants); the lack of medium-term planning, that makes it 

difficult for regions to support the development of effective 

policies; not to define the so-called LIVEAS (Essential Levels 

of Social Care), which would anchor the allocation of regional 

funds with objective parameters. 

2.1. Funding systems in OECD Countries 

The financing of health expenditures may occur with resources both public 

and private. Examples of public resources are the general revenues (taxes) and social 

health insurance; instead, out-of-pocket expenses supported by households and 

individual insurance are typically private resources. 

Public financing is basically justified by considerations of fairness, 

recognizing that “health” is a meritorious good. Consequently, the classification of 

health systems on the basis of the nature of the funding can provide useful 

information about how Health is considered a meritorious good. 

It’s difficult to classify Health systems of OECD countries in “pure” 

categories (public vs. private): indeed, for the most part, they show “mixed” 

characteristics. 

As you know, Italy, like most European and extra-European countries 

(such as Canada or Japan), has implemented a system that is fundamentally public, as 

the majority of health coverage is guaranteed by State through general taxes and/or 

social insurance. 

In particular, the main source of financing of health expenditure is revenue 

from general taxation system (called “Beveridge System”) in the following countries: 

Australia, Canada, Denmark, Finland, Iceland, Ireland, Italy, Norway, New Zealand, 

Portugal, United Kingdom, Spain and Sweden. 
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Instead, countries such as Austria, Belgium, France, Germany, Japan, 

Luxembourg, Poland, and Hungary have adopted a public system called “Bismarck 

System”: social insurance is the main source of financing of health expenditure.   

Netherlands has a mixed system from 2007: about 50% is financed by 

general taxation, while for the remaining part, families are forced to take out private 

insurances. 

Among the systems that are classified as “private” systems, U.S. are 

included: in this Country there are public coverage programs for low-income families 

(Medicaid) and elderly (Medicare), but the most of the population provides private 

health care insurances (public coverage reaches just over 27% of population, while 

the others have the option of providing private health insurance or not at all). 

Another way to classify health systems concerns the extension of 

mandatory coverage of population. In many OECD countries, there is a system called 

“universal system”; in this system the entire population has health coverage (through 

the public system and / or with mandatory insurance). 

In Italy and in the United Kingdom, universal coverage is guaranteed by 

NHS, while in countries such as Switzerland and Holland (2007, with the 

“Hoogervorst” reform), the universal coverage is guaranteed by the obligation, for all 

adults, to take out an individual health insurance by a private insurance provider. 
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Table 2.1 

Characteristics of health systems 

OECD Countries  -  Year 2007 

Countries % of 
coverage 

Insurance: 
voluntary=v 
obligatory=o 

Addressee of 
insurance: 

individuals=i 
groups=g 

Life insurance including health 
coverage 

Private 
insurance 

Long Term 
Care 

Australia 100 v i yes (ex. serious diseaes and 
disability) no 

Austria 98 v i   

Belgium 99 v+o (LTC) 
mutuals: i 
privates:i 

(25%)+g (75%) 

no mutuals (unavailable for 
privates) yes 

Canada 100 v i (10%)+g (90%) yes (serious diseaes and 
disability) yes 

Korea 100 v i yes yes 
Denmark 100 v i+g normally, no no 
Finland 100 v    
France 99,9 v i+g   
Germany 89,6 v+o i+g yes (permanent disability) yes 

Japan 100 v (car 
insurance) i+g yes (ex. tumours and others 

specific diseases) yes 

Greece 100 v  yes n.d. 

Ireland 100 v i+g yes (ex. serious diseaes, hospital 
expenditure) yes 

Iceland 100 v i yes yes, recently 
Italy 100 v i+g yes yes 
Luxembourg 99,7     
Mexico 50,4 v  no no 
Norway 100 v i  no 
New Zeland 100 v i+g yes no 
Holland 71,2 v i+g no no 
Poland 97,3  n.d.   
Portugal 100  n.d.   
United Kingdom 100 v i+g yes (serious diseaes)  

Check Republic 100 v i 
not normally (yes for serious 

diseaes and disability and 
disability) 

no 

Slovakia 97,6     
Spain 99,5 v i  yes 
United States 27,3 v  no yes 
Sweden 100     
Switzerland 100 v    
Turkey 67,2 v  yes (serious diseaes)  
Hungary 100 v  yes no 

Source:   OECD Health Data 2009 
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In some OECD countries that have adopted a system of universal public 

healthcare coverage, there is however a significant use of private health expenditure; 

it can be due both to the cost-sharing and to the inefficiency in public systems (such 

as long waiting lists), and also to the different amplitude of the complementary 

private health insurance market. For example, we can cite our country, where private 

health expenditure reached in 2007, 23.5% of total expenditure. 

Figure 2.5 

Health expenditure by source of funding (public and private).  

OECD Countries. Percentage values  -  Year 2007 

Source: elaborations by CEIS Sanità on OECD Health Data 2009 

Looking at the picture above, it is immediately evident that the public 

funding is the main choice among OECD area: considering the 27 countries surveyed, 
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half of them has recorded a share of public funding over 75%; in particular, countries 

like Ireland, Japan, Sweden, United Kingdom, Iceland, Norway, Denmark, Czech 

Republic and Luxembourg, they reached or exceeded 80%. As we said, they are 

countries with a typical system of universal healthcare coverage. 

In the other countries, except Switzerland (59.3%), Korea (54.9%), United 

States (45.4%) and Mexico (45.2%), this share never falls below 60%. 

With respect to Italy, the share of public funding reached 76.5% (in 2006 

this figure was only slightly higher, 77.2%, while in 2005 it was equal to 76.2%), 

exceeding the OECD countries average (72.9% in 2007, slightly below the average 

recorded in 2006, which was equal to 73.4%). 
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Table 2.2 

Share of public funding of health expenditure 

OECD Countries. Percentage values  -  Years 1970-2008 

 1970 1980 1990 2000 2005 2007 2008 
Australia n.d. 62,63 66,17 67,09 67,41 67,73 n.d. 
Austria 63,00 68,82 73,37 76,83 76,14 76,41 n.d. 
Canada 69,94 75,58 74,54 70,36 70,27 69,98 69,84 
Check Republic n.d. n.d. 97,45 90,32 88,61 85,19 n.d. 
Denmark n.d. 87,78 82,73 82,43 83,73 84,49 n.d. 
Finland 73,80 79,01 80,92 71,05 73,48 74,64 n.d. 
France 75,45 80,06 76,58 79,38 79,26 78,99 n.d. 
Germany 72,81 78,69 76,20 79,68 76,97 76,88 n.d. 
Greece 42,54 55,60 53,70 60,01 60,11 60,35 n.d. 
Hunary n.d. n.d. n.d. 70,73 72,30 70,62 n.d. 
Iceland 66,67 88,37 86,59 81,01 81,39 82,50 n.d. 
Ireland 81,69 81,96 71,72 73,48 77,47 80,69 n.d. 
Italy n.d. n.d. 79,51 72,51 76,23 76,54 77,41 
Japan 69,81 71,29 77,59 81,28 82,69 81,25 n.d. 
Korea n.d. 20,13 36,52 44,88 52,06 54,94 52,66 
Luxembourg 100,00 92,71 93,10 89,25 90,14 90,88 n.d. 
Mexico n.d. n.d. 40,44 46,56 45,47 45,18 n.d. 
Holland n.d. 69,35 67,07 63,08 n.d. n.d. n.d. 
New Zeland 80,43 87,99 82,40 78,02 77,89 77,97 n.d. 
Norway 91,56 85,12 82,80 82,49 83,54 84,09 84,19 
Poland n.d. n.d. 91,68 70,03 69,40 70,87 n.d. 
Portugal 58,94 64,31 65,53 72,54 71,75 71,52 n.d. 
Slovakia n.d. n.d. n.d. 89,38 74,39 66,85 n.d. 
Spain 65,36 79,92 78,75 71,62 70,58 71,79 n.d. 
Sweden 86,03 92,53 89,86 84,89 81,65 81,72 n.d. 
Svitzerland n.d. n.d. 52,38 55,43 59,46 59,27 n.d. 
Turkey n.d. 23,52 60,96 62,93 71,40 n.d. n.d. 
United Kingdom 86,96 89,35 83,55 79,33 81,92 81,73 n.d. 
United States 36,18 40,82 39,21 43,21 44,45 45,37 n.d. 

Source: elaborations by CEIS Sanità on OECD Health Data 2009 
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Figure 2.6 

Share of public funding of health expenditure. OECD Countries 

Percentage values  -  Years 1970-2007 

Source: elaborations by CEIS Sanità on OECD Health Data 2009 

Considering a longer period, in a first phase, from 1970 to 1980, all 

countries we surveyed, they have increased the percentage of public expenditure, 

except Luxembourg and Norway. Subsequently, from 1980 to 2007, most of OECD 

countries have recorded an “oscillant” trend. 

Specifically, Australia, Korea and Turkey have recorded a constant 

increasing in the share of public funding, while Canada, Czech Republic, Holland and 

Slovakia have decreased this share. 
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Figure 2.7 

Composition of private funding of health expenditure. OECD Countries 

Percentage values  -  Year 2007 

Source: elaborations by CEIS Sanità on OECD Health Data 2009 

With respect to the share of private funding, it includes out-of-pocket 

expenditure, or spending fully borne by households (including shared health 

expenditure), private insurance expenditure, and residual expenditure for other items 

that include, among others, products of non-profit institutions and other corporations 

than Health Insurance Companies. 
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Table 2.3 

Out-of-pocket and private insurances 

expenditure. Share of total health expenditure 

OECD Countries. Percentage values  -  Year 2007 

Countries Out-of-pocket Private insurances 

Austria 15,39 4,56 
Belgium 18,30 5,40 
Canada 14,88 12,78 
Check Republic 13,18 0,21 
Denmark 13,80 1,63 
Finland 18,85 2,11 
France 6,83 13,43 
Germany 13,09 9,28 
Hunary 24,89 1,15 
Iceland 16,05 0,00 
Ireland 9,90 8,10 
Italy 20,16 0,94 
Korea 35,70 4,13 
Mexico 51,09 3,73 
Holland 5,55 5,67 
New Zeland 13,98 4,96 
Norway 15,12 0,00 
Poland 24,25 0,55 
Slovakia 26,23 0,00 
Spain 21,06 5,87 
Sweden 15,90 0,20 
Switzerland 30,56 9,20 
United Kingdom 11,45 1,10 
United States 12,21 35,25 

Source: elaborations by CEIS Sanità on OECD Health Data 2009 

On average, in OECD countries 18.7% of total health expenditure is 

financed by private expenditure of households (17.1% in 2006)8. 

                                                 
8  In these considerations, for 2007, Australia, Greece, Japan, Luxembourg, Portugal and 

Turkey are excluded, because for them there is no available data comparable with regard to the 

subdivision of private spending. Please note that for 2006 and 2005 countries “outsiders”; for lack 

of data were. 
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More specifically, except in 4 countries (USA, Holland, France and 

Canada)9, over 50.0% of the private financing of health expenditure is the out-of-

pocket expenditure of families, with variability among OECD countries. It goes from 

51.2% in Ireland up to 95.0% in Norway. Note, then, as in 2/3 of the countries that 

share exceeds 70.0%. Italy records a significant share of out-of-pocket expenditure in 

2007, because it reaches 85,9% of private financing of health expenditure, although 

this figure is lower than that of the last year, when it was equal to 88.5%. 

Over the last decade, in the OECD area (except in a few countries such as 

USA and France), there was a generalized increase of the incidence of out-of-pocket 

expenditure on total household consumption, although the growth rate now appears to 

be slowing; this trend  leads to potential problems in the area about equity and 

solidarity. In fact, the greater is the share of out-of-pocket and individual insurance 

expenditure; the lower is the solidarity among the population. 

With few exceptions, a paradox occurred: countries with the highest 

income recorded the lowest out-of-pocket expenditure share, and vice versa. 

In 2007, private health insurance represents, on average10 5.4% of total 

expenditure (nearly one percentage point more than in 2006, when the average was 

equal to 4.7%) and 18.5% of private expenditure (it was stable compared to 2006, 

when it was equal to 18.4%); again, not without some variability among countries. 

Significant shares of financing by private insurance are recorded in the U.S. 

(64.5%, against 66.4% in 2006), but also in France (63.9% versus 63.0% in 2006), 

Canada (42.6%, stable compared with 2006, when the percentage stood at 42.7%), 

Ireland (41.9%, increasing with respect to 38.6% over the last year), Germany 

                                                 
9  The same 4 countries in 2006 had a share of OOP expenditure less than 50%. 
10 The value, approximately, is the average of the percentages recorded in countries whose 

we have 2007 data. In particular, there are considered Greece and Turkey, while recording the 

complete absence of private insurance in countries like Iceland, Norway and Slovakia. 



  134 

(40.1%, against 39.7% in 2006) and Holland (33.2% compared with 31.9% over the 

last year). 

On the contrary, in countries such as Norway, Iceland and Slovakia, the 

private health insurance market is being absent, while in others countries, although 

this market is present, there are only few persons who use it:  this happens in Sweden 

(1.1% of private health expenditure), Czech Republic (1.4%) and Poland (1.9%). 

In our country, the private insurance market has difficulties to take off: in 

2007, the share of total private expenditure stood at 4.0%, remaining virtually 

unchanged over the previous biennium; consequently, the share of private insurance 

on the total health expenditure does not reach even 1% (0.9% in 2006). 

The theme of developing the forms due to the so-called “second pillar” is 

recently in the center of attention of health policies: see the recent legislation (D. 

Min. 31.3.2008 and the D. Min. 15/1/2008). 

2.2. Italyn funding system and SSN economic result 

2.2.1 Recent legislation and National funding data 

The SSN funding system occurs under various reforms over the years. 

Among the most important, there is one that began in the middle of 90s, and that has 

pursued two fundamental purposes: the separation of national and regional funding 

sources and the creation of a system of own revenues to finance health system. 

This process took place within a more general strengthening of local 

financial autonomy that substantially improved with the introduction of specific taxes 

(IRAP for the Regions, ICI for municipalities and the ICP for Provinces) and the 

expansion of regulatory authority of provinces and municipalities about the 

management of these charges. In this context, we could not cite all the more 

important legislation that has succeeded over time, so we just want to highlight some 

of the latest measures that had been taken. 
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Law No. 42/2009, for example, delegates the Government on fiscal 

federalism, implementing the Art. 119 of the Constitution. In essence, the 

fundamental principles of fiscal federalism that are involved in the Law are: first, the 

coordination between expenditure centers and withdrawal centers; this will 

automatically mean more responsibility of institutions in managing resources. Then, 

another principle is also the replacement of historical expenditure based on the 

continuity of expenditure levels reached over the previous year, with “standard 

costs”. 

By Law No 102/2009, however, a fund with a budget amounting to € 800 

million, from the year 2010, was created for actions which will be defined by decree 

of the Ministry of Labour, Health and Social Policy, according to the Ministry of 

Economy and Finance. 

By the Agreement 3/12/2009 between State, Regions and Autonomous 

Provinces, the “Pact for Health 2010-2012” was approved. 

New Pact for Health (which is valid for three years, from 2010 up to 2012) 

provides, among other things, updating resources for NHS financing: € 106.2 billion 

for 2010 (increasing by € 1.6 billion, with respect to the current legislation, of which 

€ 584 million from the budget of the State), € 108.7 billion for 2011 (increasing by € 

1.72 billion, of which € 419 million from the budget of the State) and € 111.7 billion 

for 2012. By the agreement, the replenishment of non-self-sufficiency Fund for € 400 

million was provided for 2010 year. The area of programmable actions scheduled in 

the extraordinary program of health building investments is increased by € 24 billion. 

A final important aspect discussed in the Agreement is about procedures for helping 

regions which have severe financial or delivery service problems through a more 

effective preparation, implementation and evaluation of “return Plans” from deficits. 

Finally, the Law 191/2009 (Financial Act 2010) sets out provisions to 

implementer with the aim to ensure compliance with Community obligations and the 

achievement of fiscal targets over the period 2010-2012, to implement the mentioned 
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new pact for Health and to ensure the economic and financial balance of health 

management in terms of efficiency and appropriateness at the regional level. With 

regard to health resources over three years, the figures are confirmed in the 2010-

2012 Pact for Health. 

With regards to data on the SSN funding, at national level, the historical 

series of current financing11 as a percentage of GDP, from 1982 to 2008, confirm an 

upward but rather irregular trend (Figure 1). 

Over the lapse of time, there was an increased incidence of financing as a 

proportion of GDP of 1.7 percentage points: from 4.9% in 1982 to 6.6% in 

2008. Over the last year, there was the peak of financing as a percentage of GDP (and 

according to the latest Financial Act and to the estimates of GDP, this share will 

increase), while the minimum value, 4.6% of GDP, was recorded in 1986. 

The growth rate of funding has been rather irregular, with a peak between 

1990 and 1991, just before the 1992 reforms12. Since 1992, there has been a falling 

trend that reversed around 1998. 

                                                 
11  For all the analysis on financing and NHS financial performance, the data source is the 

Ministry of Health (Health Report 2008). The current funding was calculated including the revenues 

of intramoenia and excluding the extraordinary management activity and health interregional 

mobility. The balances of mobility have been taken into account in the analysis of regional 

economic results. It also states that the national figure is the result of regional values, while no 

account is taken of funding for other NHS structures funded directly by the State (Italyn Red Cross 

and Institute for Experimental Zooprophylactic their operating needs, fund Deposits and Loans for 

the repayment of loans pre reform, University for providing scholarships for postgraduate 

clinicians). 
12  CEIS Sanità Report 2007, chapter 1.4, page 76. 
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Table 2.4 

Funding as percentage of GDP by geographic areas 

Percentage values  -  Years 2004-2008 

Geographic areas 2004 2005 2006 2007 2008 
Italy 6,13 6,41 6,45 6,52 6,62 
North 5,22 5,53 5,56 5,59 5,68 
Centre 5,66 5,89 5,87 5,97 6,02 
South 8,65 8,90 9,01 9,18 9,33 

Source: elaborations by CEIS Sanità on Ministry of Health and ISTAT Data 

Analyzing the trend of financing as a percentage of GDP, by geographical 

distribution, we can note that it is sufficiently uniform among all areas of the country. 

Note, also, a further feature of the financing related to equalization factors. Indeed, 

for the southern regions the level of funding as a percentage of GDP is higher than 

that in Central and Northern Regions, and this gap provides a measure of the 

resources redistribution that was done ex ante by the funding system, and it makes 

more clearly the importance to implementing federalism with an appropriate 

equalization between regions. 
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Figure 2.8 

Composition of SSN funding 

Percentage values  -  Year 2008 

Source: elaborations by CEIS Sanità on Ministry of Health Data 

Referring to sources of NHS funding (Regions and Autonomous 

Provinces), and according to the Health Report published by the Ministry of Health, 

in 2008 the largest share of funding, representing 45.7% of total revenues from VAT 

and Accise duties, was equal to € 47.5 billion. Afterwards, 37.8% of funding comes 

from IRAP and IRPEF regional additional, estimated by the Ministry of Economy 

and Finance in € 38.9 billion. Finally, there are the revenue from tickets: 1.08% of the 

total, amounting to € 1.12 billion. 

Then, there are the other sources of funding: 

 various own revenue, resulting from tickets collected by 

healthcare companies, from performances (health and non-

health) to public and private entities and other income such as 

interest income and other financial income, refunds, etc.; 
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 further transfers from public and private sector, which mainly 

include the shares of special regions and autonomous provinces, 

covering their needs. In this item are also included the 

additional transfers from the Region or Autonomous Province, 

that are supported by their own budgets (for example, additional 

resources allocated to achieve the financial and economic 

balance), or by other government departments, provinces, 

municipalities and Private Sector; 

 National Health Fund and government shares for Regions and 

Autonomous Provinces. The Legislative Decree n. 56/2000 

abolished the national health fund, but bounded funds by special 

legislation are remaining, for financing health expenditures that 

are covering specific activities and specific 

purposes. Particularly, these activities include: care and training 

concerning AIDS, scholarships for the medicians, care to 

immigrants and to Hanseniani, assistance and research for 

cystic fibrosis, veterinary care, and priorities of the National 

Health Plan, prison medicine. 
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Figure 2.9 

Share of National funding from IRAP and IRPEF. 

Percentage values  -  Years 2004-2008 

Source: elaborations by CEIS Sanità on Ministry of Health Data  

Looking at figure 9, from 2004 to 2008 the percentage of revenue from 

IRAP and IRPEF additional shows a decreasing trend, both at the national level and 

in the several geographical areas, with an exception in the Centre and in the South 

between 2004 and 2005. 

The highest percentage of revenue from VAT and Accise duty is recorded 

by Calabria (85.5% of total funding), followed by Basilicata (84.9%) and Molise 

(82.5%): we have to consider that it is not a local revenue, as in this item the regional 

equalization is compensated;  in other words, the financing of the regions which have 

the fewest revenues from IRPEF and IRAP, waiting for an explicit definition of 

equalization mechanisms (those in the Decree N. 56/2000 are in fact “frozen”) is 

guaranteed by the VAT transfer. 



  141 

In 2008, the three regions in which the own revenues were the highest, 

were California (4.4% of total funding), Emilia Romagna (4.3%) and Veneto (3.4%). 

2.2.2 The economic result of Italyn National Health Service 

Over the laps of time 1982-2008, the national health expenditure has 

constantly been higher than national funding, so that chronic budget deficits have 

ensued13. 

                                                 
13 In this work we used the economic result as an indicator, which nationally means the 

algebraic sum of losses and revenues recorded by the Italyn Regions.  This indicator is not the real 

deficit, which represents the algebraic sum of expenditure and financing, net of the balance of 

intramoenia (in his Health Report, the Ministry of Health also considers the balance of 

extraordinary management activity). Subsequently, the term “deficit”, the most commonly used, 

means the negative economic result, i.e. the operating loss. 
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Figure 2.10 

Expenditure, funding and deficit. Shares of GDP 

Percentage values  -  Years 1982-2008 

Source: elaborations by CEIS Sanità on Ministry of Health and ISTAT Data 

The gap between health expenditure and health funding narrowed over the 

years, and consequently also the level of the deficit. More specifically, the gap tends 

to disappear almost completely in 1992, 1995, 1996, 2003 and 2008, when the most 

important reforms were actuated. 

Referring to the last five years, after a substantial stability of the value 

recorded in 2005 and 2006, there was a decrease of almost 0.1 percentage points in 

2007 (compared with 2006), and again a stability of the value observed in 2008 

compared with that of the previous year (-0.04 percentage points). 
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Comparing the total deficit recorded by the 5 “worst performing” Regions, 

over the lapse of time 2004-2008, with the total of national deficit (defined as the 

sum of regional deficits and surpluses), we can observe an increasing concentration 

of it. 

Figure 2.11 

Deficit concentration 

Economic result as percentage of GDP of 5 “worst performances” Regions 

Percentage values  -  Years 2004-2008 

Source: elaborations by CEIS Sanità on Ministry of Health Data 

In 2008, according to data released by the Ministry of Health14, there was a 

slight decrease of deficit concentration. In particular, the 5 regions with the highest 

                                                 
14 Please note that the analysis of the financing (and its deficit derived from the difference 

with the current health expenditure) made taking into account the revenues of intramoenia, but not 

those related to extraordinary management activity, and for this may differ from the results 

compiled and distributed by the Ministry of Health. 
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deficit (Lazio, Campania, Sicilia, Puglia and Abruzzo) have summed the 92.0% of 

national deficit, recording a decrease of less than 5 percentage points compared with 

the previous year. In 2000 the share of the economic result attributable to the 5 

regions with the greatest deficit stood at 74.5%. 

Figure 2.12 

Deficit concentration: 

Share of the 5 “worst performances” Regions* 

Percentage values  -  Years 2004-2008 

* Compared with the total National deficit (defined such as algebric sum of deficts and surpluses of all 
Regions) 

Source: elaborations by CEIS Sanità on Ministry of Health Data 

Restricting the analysis to the first 3 Regions with the highest deficit, or 

Lazio, Campania and Sicilia, trends are confirmed. 
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In the following analysis, we replicate the previous analysis, comparing the 

data with the total deficit accumulated only by the regions where the current health 

expenditure has been higher than the health funding: in other words, any surplus is 

“sterilized”, providing a more precise quantification of deficit concentration. 

“Sterilizing” surpluses, the percentages of deficit concentration are 

reduced, but the trend is confirmed. In 2008, the 5 regions with the highest deficit 

(Lazio, Campania, Sicilia, Puglia and Abruzzo) have summed the 87.7% of national 

deficit, recording a decrease of less than 4 percentage points compared with the 

previous year. In 2000, the share of economic result attributable to the 5 regions with 

the highest deficit stood at 70.9%. The evolution of deficit appears to be independent 

of changes in cost and financing items (CEIS Sanità Report 2007, Chapter 1.4, pp. 

79-80). 

Table 2.5 

Annual variations of funding, deficit and most important health expenditure 

elements 

Percentage values  -  Years 2002-2008 

 2002 2003 2004 2005 2006 2007 2008 
Personnel +2,72% +1,18% +5,58% +7,64% +5,21% +1,20% +4,03% 
Goods and services +9,08% +10,55% +13,13% +17,88% +1,22% +12,65% +1,65% 
Funding +6,79% +4,39% +6,01% +7,51% +4,50% +5,11% +3,31% 
Deficit/Surplus -31,23% -23,89% +85,61% +4,21% -6,07% -23,57% -18,15% 

Source: elaborations by CEIS Sanità on Ministry of Health Data 

We can observe that in 2002, 2003 and 2007, despite an increase in funding 

which is higher than the expenditure for health personnel (but lower than the 

expenditure for goods and services), the deficit recorded a decrease, comparing it 

with the previous years. Furthermore, in 2005, compared with 2004, there was an 

increase in the percentage of personnel costs which was higher than the increase of 

funding, and deficit recorded an increase. 
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However, in some years it seems not to be correlation between the items. In 

2004, for example, we can observe a strong increase in the deficit compared with 

2003, despite the increased proportion of funding was higher than that recorded in the 

level of health expenditure for personnel. In 2005 and 2008, there was a lower 

percentage of increase of deficit despite the increased percentage of funding was not 

reaching that recorded by health expenditures for personnel. 

2.3. Regional allocation of funding  

The definition of the most suitable criteria for the allocation of resources in 

health systems is the focus of a scientific debate that still does not reach shared 

results. 

At now, in practice the financing of public health expenditure is based on 

agreements between the Ministry of Eaconomy, the Ministry of Health and Regions, 

which are followed by an agreement between the Regions themselves, that is 

approved by the Conferenza Stato-Regions. The criteria that should inform the 

process, excepting some limited short-term needs, go back to the criterion of total 

funding of Essential Levels of Care (LEA), such as the rights of citizens, and the 

recognition of the different needs of the population. 

This criterion is still valid today, although over the recent years, 

adjustments which can overcome the differences between the regions, have been 

adopted. 
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Figure 2.13 

Regional per capita funding* and over 65 population 

Euros and percentage values  -  Year 2008 
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Source: elaborations by CEIS Sanità on Ministry of Health and ISTAT Data 

In 2008 in the ordinary Regions, comparing the share of funding allocated 

with the share of elderly population (over 65), it’s possible to confirm the close link 

between resources allocated and demographic structure and, in particular, the share of 

elderly. 

It seems like Campania, which received the lowest per capita amount of 

resources for health (€ 1,585.95), is also the region that recorded the lowest 

percentage of over 65 (15.7%) and over 75 (7.3%) population. On the contrary, the 

primacy of the highest percentage of elderly ups to Liguria (26.8% of the population 

is over 65, and 13.6% is over 75), and also the highest per capita funding (€ 

1,941.18). In practice, it is noted that just over 10% of more elderly corresponds to an 

increase of about 22% of the capitation. 
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There are some exceptions: afor example, Lazio has a funding which is 

lower than that of Calabria, while recording a higher share of over 65 population, as 

well as Lombardia with respect to Veneto. 

The following table shows the allocation15 of health resources between 

Regions and Autonomous Provinces over the period 1995-200816, separating the 

analysis for five-year periods. 

In 1995, Calabria received the lowest per capita funding, while the higher 

per capita share has been assigned to Trentino Alto Adige. Excluding special regions, 

where the funding mechanism is different than that adopted by ordinary Regions, the 

highest share was allocated to Emilia Romagna. 

In 2000, Basilicata is the region which had the least allocated resources, 

while the highest levels of per capita funding was recorded in the Trentino Alto 

Adige (Liguria if special regions are not considered; Liguria is a region where there is 

a high proportion of over 65 population).  

In 2005, Campania becomes the Region with the lowest allocated 

capitation, while at the top there is always Trentino Alto Adige (Liguria considering 

ordinary Regions). In 2008, in the last three positions are always Campania, Sicilia 

and Puglia, and in the first 8 positions there are respectively: Trentino Alto Adige, 

Valle d’Aosta, Liguria, Friuli Venezia Giulia, Piemonte, Toscana, Emilia Romagna 

and Umbria. 

                                                 
15  To calculate per capita values werea used ISTAT data on residing population at January 

1, 2008. 
16  The data source is the Ministry of Health. The current funding was calculated including 

the revenues for the intramoenia and excluding those related to extraordinary management activity. 

The last year for which comparable data was available is 2008. 
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2.4. Regional economic result 

As you know, every year the Ministry of Health, in its Health report 

published in the General Report on the economic situation, analyzes current costs and 

revenues of National Health Service, defining an economic result at regional 

level. These data differ from that we can find in CIPE resolutions, both for modality 

Table 2.6 

Regional per capita funding  

Euros  -  Years 1995-2008 

Regions 1995 2000 2005 2008 

Italy 828,55 1.167,10 1.568,05 1.744,79 
Piemonte 840,38 1.219,12 1.691,52 1.860,89 
Valle d'Aosta 888,18 1.438,97 1.884,39 2.108,86 
Lombardia 854,33 1.184,99 1.551,15 1.709,58 
Trentino Alto Adige 957,04 1.465,09 1.932,39 2.119,48 
Veneto 870,37 1.200,55 1.580,64 1.748,71 
Friuli Venezia Giulia 882,62 1.238,98 1.678,82 1.921,31 
Liguria 900,43 1.347,32 1.712,17 1.941,18 
Emilia Romagna 907,76 1.289,05 1.655,11 1.814,53 
Toscana 854,21 1.233,76 1.643,10 1.822,56 
Umbria 897,47 1.270,24 1.611,93 1.774,66 
Marche 851,35 1.346,89 1.581,08 1.761,67 
Lazio 814,04 1.172,00 1.598,32 1.708,55 
Abruzzo 816,32 1.161,95 1.545,60 1.715,80 
Molise 788,67 1.150,09 1.587,56 1.744,49 
Campania 763,86 1.034,33 1.415,39 1.638,39 
Puglia 786,97 1.063,57 1.465,07 1.674,56 
Basilicata 754,31 1.026,99 1.519,05 1.741,38 
Calabria 752,80 1.036,63 1.491,44 1.712,49 
Sicilia 759,11 1.048,49 1.493,61 1.641,73 
Sardegna 788,46 1.065,69 1.471,86 1.713,33 

Source: elaborations by CEIS Sanità on Ministry of Health Data 
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of calculation and the differences that occur ex post compared with that originally 

planned and allocated. 

In the following, we analyze, according to data provided by the Ministry of 

Health, the economic result recorded over the last five years by the Regions, 

calculating it as the difference between current costs and revenues, and including the 

interregional patient mobility balance 17. 

                                                 
17  For the calculation of profits or losses for the current management, compared to figures 

from the Ministry, here the extraordinary management activity is not considered, while costs and 

revenues associated to intramoenia activity are taken into consideration.  The balance of 

interregional patient mobility is also considered, but not the international mobility (Italyns who go 

to seek treatment abroad and vice versa). In the results discussed in this chapter, the deficit is 

calculated considering the interregional mobility from 2001 to 2008 (estimates), years for which 

comparable data are available.a 
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Table 2.7 

Regional economic results 

Euros  –  Years 2004-2008 

Regions 
2004 2005 2006 2007 2008 

mln. Pro 
capite mln. Pro 

capite mln. Pro 
capite mln. Pro 

capite mln. Pro 
capite 

Italy -4.543,02 -78,48 -4.732,88 -80,96 -4.466,36 -76,02 -3.366,95 -56,94 -2.781,53 -46,66 

Piemonte -567,50 -132,90 10,24 2,36 -23,57 -5,43 11,26 2,59 -29,86 -6,78 

Valle d'Aosta -13,06 -107,04 -12,92 -105,12 -12,67 -102,17 -12,58 -100,77 -15,13 -120,10 

Lombardia 229,08 24,77 206,99 22,04 93,84 9,90 75,25 7,88 60,78 6,30 

T. Alto Adige 1,57 1,63 16,08 16,50 -10,02 -10,17 -4,12 -4,14 15,30 15,19 

Veneto 46,00 9,91 8,53 1,81 64,33 13,58 21,77 4,56 -42,36 -8,77 

F. V. Giulia 4,14 3,45 27,37 22,72 50,35 41,67 34,16 28,17 7,34 6,01 

Liguria -312,53 -198,12 -230,54 -144,79 -97,74 -60,70 -109,71 -68,23 -113,82 -70,70 

E. Romagna -351,67 -86,18 -8,07 -1,94 -48,16 -11,50 4,14 0,98 -11,14 -2,60 

Toscana -157,09 -44,05 -66,01 -18,35 -134,84 -37,25 1,83 0,50 10,75 2,92 

Umbria -33,66 -39,69 -10,74 -12,51 -43,68 -50,33 1,90 2,18 16,67 18,85 

Marche -150,74 -100,17 -28,84 -18,99 -35,09 -22,95 13,42 8,73 18,31 11,79 

Lazio -1.060,68 -203,78 -1.701,83 -322,93 -2.011,27 -379,14 -1.688,36 -307,35 -1.547,68 -278,31 

Abruzzo -107,20 -83,36 -181,98 -140,06 -171,22 -131,17 -149,89 -114,44 -69,81 -52,73 

Molise -38,48 -119,60 -71,00 -220,53 -59,10 -184,17 -65,40 -204,33 -65,23 -203,30 

Campania -1.007,34 -174,87 -1.482,72 -256,13 -687,09 -118,65 -616,36 -106,45 -392,32 -67,51 

Puglia 3,34 0,83 -352,33 -86,61 -255,65 -62,79 -233,86 -57,46 -204,41 -50,14 

Basilicata -25,10 -42,05 -25,35 -42,49 -20,44 -34,40 -10,88 -18,40 -25,08 -42,44 

Calabria -122,43 -60,87 -83,03 -41,32 -104,84 -52,30 -75,83 -37,95 -88,45 -44,05 

Sicilia -670,51 -134,01 -542,52 -108,22 -842,05 -167,83 -552,90 -110,21 -295,94 -58,84 

Sardegna -209,15 -127,29 -204,20 -123,76 -117,47 -70,95 -10,78 -6,50 -9,46 -5,68 

Source: elaborations by CEIS Sanità on Ministry of Health and ISTAT Data 

As shown in the table, in 2008 the only regions which have recorded a 

surplus are Lombardia, Trentino Alto Adige, Friuli Venezia Giulia, Toscana, Umbria 

and Marche. 

Not always, more or less per capita losses coincide with those in absolute 

terms, considering the fact that a Region may register a high per capita loss (which is 

inefficient) against a low value in absolute terms due to the lack of population, and 
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vice versa. Using per capita values, it seems how over all the years of the five year 

period, Lazio recorded the worst economic result, with a loss that is much higher than 

national average. Particularly, in 2004 it recorded a per capita loss of € 203.78 while 

Italy recorded a per capita average of € 78.48; in 2005, Lazio recorded losses for € 

322.93 against a national negative value slightly higher than over the previous year (€ 

80.96); in 2006, costs exceed revenues for a total of € 379.14 in Lazio, and in Italy 

the per capita average is equal to € 76.02. In 2007, both figures show a decline: Lazio 

recorded a per capita loss of € 307.35, while the national average, always negative, 

however, and stood at € 56.94 per capita. 

Over the last three years of the 5 years period, Molise is positioned 

immediately after Lazio, recording a significantly worse outcome than the national 

average. Also from 2006 to 2008, the third position in the ranking of the highest per 

capita deficit is different in each year, and it is occupied respectively by Sicilia (€ 

167.83 per capita), Abruzzo (€ 114.44) and Valle d’Aosta ( € 120.10). 

In 2004, Liguria is on the second position in the ranking of “less virtuous” 

Regions (€ 198.12 per capita), followed by Campania (€ 174.87), which is the second 

in 2005 (with € 256.13), just before Molise (€ 220.53). 

Lombardia and Friuli Venezia Giulia regions are among the most 

“virtuous”, having recorded surpluses for each of the years considered. In particular, 

at the top there are Lombardia in 2004 (€ 24.77 per capita), Friuli Venezia Giulia 

from 2005 to 2007 (respectively € 22.72, € 41.67 and € 28.17), Umbria (€ 18.85). 

This region has seen higher profits than losses only in the last two years of the five 

year period. 

The economic results discussed in this chapter, as we said, do not consider 

extraordinary costs and income. The extraordinary costs are represented, for example, 

by “minusvalenze”, “sopravvenienze passive” (which also include the costs for 

arrears of contracts and conventions in the event of insufficient provisions in the 

previous years), “insussistenze passive” and changes in “rimanenze finali”. However, 
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extraordinary revenues include “plusvalenze”, “sopravvenienze attive”, 

“insussistenze attive”. 

In this chapter only the ordinary current management is analyzed, 

providing the value of a “structural deficit” rather than financial deficit, also if some  

items of extraordinary management activity are considered entirely structural: it is the 

case of “insussistenze passive” which sometimes depends on underestimation of the 

passive mobility or of the future costs of contracts. 

If the calculation of economic results is taken considering the extraordinary 

management activity, it is possible to observe how this is highly influential in some 

cases. This phenomenon is mainly due to the various items that various regions have 

included in the extraordinary costs and income. 
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Table 2.8 

Regional economic results  

(considering and not considering extraordinary management activity) 

Euros  –  Years 2004-2008 

Regions 
2004 2005 2006 2007 2008 

without 
(mln.) 

with 
(mln.) 

without 
(mln.) 

with 
(mln.) 

without 
(mln.) 

with 
(mln.) 

without 
(mln.) 

with 
(mln.) 

without 
(mln.) 

with 
(mln.) 

Italy -4.543,02 -5.789,95 -4.732,88 -5.734,88 -4.466,36 -4.483,36 -3.366,95 -3.643,69 -2.781,53 -3.202,14
Piemonte -567,50 -671,13 10,24 0,87 -23,57 -7,17 11,26 30,69 -29,86 2,62 
Valle d'Aosta -13,06 -13,30 -12,92 -13,91 -12,67 -13,52 -12,58 -13,53 -15,13 -15,37 
Lombardia 229,08 131,32 206,99 -14,29 93,84 -4,33 75,25 9,81 60,78 21,18 
P.A. Bolzano 22,92 25,21 30,68 28,06 13,00 25,27 22,48 22,40 16,12 15,04 
P.A. Trento -21,34 -8,97 -14,59 -2,84 -23,01 -14,07 -26,60 -8,48 -0,82 -2,13 
Veneto 46,00 5,68 8,53 -114,10 64,33 71,39 21,77 75,42 -42,36 16,18 
Friuli Venezia Giulia 4,14 9,36 27,37 27,17 50,35 18,30 34,16 39,48 7,34 7,62 
Liguria -312,53 -328,91 -230,54 -253,76 -97,74 -100,12 -109,71 -141,81 -113,82 -109,48 
Emilia Romagna -351,67 -380,10 -8,07 -16,30 -48,17 -38,42 4,14 25,93 -11,14 7,19 
Toscana -157,10 -240,36 -66,01 -14,99 -134,84 -120,62 1,83 42,24 10,75 39,27 
Umbria -33,66 -52,38 -10,74 -8,24 -43,68 -40,65 1,90 6,89 16,67 16,70 
Marche -150,74 -162,77 -28,84 -18,30 -35,09 -38,95 13,42 15,02 18,31 18,81 
Lazio -1.060,68 -1.669,28 -1.701,83 -1.737,35 -2.011,27 -1.970,86 -1.688,36 -1.613,93 -1.547,68 -1.638,80
Abruzzo -107,20 -103,71 -181,98 -240,92 -171,22 -140,41 -149,89 -151,47 -69,81 -87,80 
Molise -38,48 -43,69 -71,00 -139,38 -59,10 -58,79 -65,40 -66,63 -65,23 -73,20 
Campania -1.007,34 -1.181,81 -1.482,72 -1.792,59 -687,09 -761,09 -616,37 -863,69 -392,32 -496,63 
Puglia 3,34 41,63 -352,33 -411,95 -255,65 -169,90 -233,86 -312,85 -204,41 -414,40 
Basilicata -25,10 -31,19 -25,35 -42,76 -20,44 -22,10 -10,88 -17,59 -25,08 -25,80 
Calabria -122,43 -128,36 -83,03 -79,11 -104,84 -34,93 -75,83 -125,24 -88,45 -113,59 
Sicilia -670,51 -747,69 -542,52 -563,15 -842,05 -932,45 -552,90 -573,88 -295,94 -331,75 
Sardegna -209,15 -239,52 -204,21 -327,08 -117,47 -129,93 -10,78 -22,48 -9,46 -37,80 

Source: elaborations by CEIS Sanità on Ministry of Health and ISTAT Data 

Table 8 shows, in 2005 and 2006, a couple of cases where extraordinary 

management activity impact heavily on the economic result. In 2005, Lombardia 

recorded a surplus for more than € 200 million. Considering extraordinary income 

and costs, it recorded a deficit. 
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In the same year, the phenomenon also affects Veneto: just over € 193 

million of extraordinary costs, compared with about € 70 million of extraordinary 

revenue.  

In 2006, again in Lombardia there are € 98 millions of extraordinary costs 

that weigh very heavily on the regional budget, against extraordinary income which 

are about zero. 

In 2008, in three regions (Piemonte, Veneto and Emilia Romagna) we can 

observe the opposite trend: they record a surplus only considering the extraordinary 

management activity, while a deficit is observed in otherwise. 

2.5. The interregional health patient mobility balance 

In the regional level of deficit, a significant role is played by inter-regional 

patient mobility. 
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Table 2.9 

Interregional patient mobility balance 

€ billions  -  Years 2001-2008 

Regions 2001 2002 2003 2004 2005 2006 2007 2008* 
Piemonte -20,27 -20,82 -19,53 -19,00 -10,73 -11,94 -3,40 -3,40 
Valle d'Aosta -11,68 -12,86 -14,15 -16,28 -17,60 -17,27 -16,39 -16,39 
Lombardia 356,06 397,02 406,73 438,50 422,09 430,99 441,01 441,01 
P. A. Bolzano 3,26 5,58 6,50 6,60 6,13 5,86 7,59 7,59 
P. A. Trento -6,51 -12,49 -13,11 -15,38 -15,83 -17,18 -16,99 -16,99 
Veneto 112,13 100,32 112,30 116,28 118,37 111,26 99,87 99,87 
Friuli Venezia Giulia 20,74 22,31 17,08 15,52 15,26 12,06 15,36 15,36 
Liguria 9,67 2,81 -8,51 -19,05 -18,64 -16,66 -17,75 -17,75 
Emilia Romagna 213,18 232,01 249,49 270,71 289,20 308,16 327,47 327,47 
Toscana 84,21 73,12 85,25 103,66 103,93 106,57 106,59 106,59 
Umbria 18,23 34,42 35,65 27,25 18,61 15,92 15,33 15,33 
Marche -25,42 -26,68 -35,86 -44,96 -43,84 -43,91 -43,21 -43,21 
Lazio 64,87 64,13 51,06 42,50 63,86 70,16 44,55 44,55 
Abruzzo 17,83 11,17 16,23 17,38 13,31 8,36 -3,73 -3,73 
Molise -13,08 -1,79 3,46 0,26 6,35 19,16 21,85 21,85 
Campania -256,08 -269,16 -263,73 -260,57 -269,29 -283,15 -280,47 -280,47 
Puglia -90,50 -107,00 -126,87 -153,55 -173,01 -183,88 -174,98 -174,98 
Basilicata -57,94 -53,61 -55,82 -53,93 -47,96 -40,75 -39,08 -39,08 
Calabria -170,41 -187,92 -192,54 -210,57 -211,73 -213,98 -223,07 -223,07 
Sicilia -197,28 -199,31 -203,93 -195,35 -196,49 -200,51 -198,70 -198,70 
Sardegna -51,02 -51,27 -49,69 -50,02 -52,01 -59,26 -61,84 -61,84 

*For 2008 we utilize data of  2007 such an estimate because definitive data, which derive from agreements 
between Regions, are not disposable yet. 

Source: Ministry of Health 

Over the last five years, the regions with an active balance of health 

mobility (i.e. they receive more for non-residents who come to seek treatments in the 

region, compared with paying for the residents of the region that go to seek treatment 

elsewhere in Italy) are in the centre and in the north: Lombardia, Autonomous 

Province of Bolzano, Veneto, Friuli Venezia Giulia, Emilia Romagna, Toscana, 

Umbria, Lazio and Abruzzo. The passive health mobility is much higher than the 

active in the Regions of the Centre-South of Italy (Campania, Puglia, Basilicata, 

Calabria, Sicilia, Sardegna), with some occasional “geographic exception” 
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represented by Piemonte, Valle d’Aosta, Autonomous Province of Trento , Liguria 

(since 2003), and Marche. 

In 2008, compared with 2001, the following Regions have reduced the 

negative balance of health mobility: Piemonte, Molise and Basilicata, while that 

which have increased the value are: Valle d’Aosta, Autonomous Province of Trento, 

Marche, Campania, Puglia, Calabria, Sicilia and Sardegna. Referring to the active 

balance, it increased in Lombardia, in the Autonomous Province of Bolzano, Emilia 

Romagna and Toscana, but it declined in Veneto, Friuli Venezia Giulia, Liguria 

(becoming passive in 2008), Umbria, Lazio and Abruzzo (active in 2001 and passive 

in 2008). 

2.6. The intervention of Government in regional deficits 

In the following, are synthetically analyzed the interventions following the 

formation of regional deficits, with reference to the so-called “return plans”, that the 

regions are called to draft and implement under the supervision of central 

Government. 

Actually, the regions with a return Plan from deficits are seven: Abruzzo, 

Campania, Lazio, Liguria, Molise, Sardegna, and Sicilia. Calabria is agreeing the 

preparation of its return Plan. 

The return plans are articulated in the three years period of 2007-2009, and 

they have the aim to restore the economic-financial balance of the regions that have 

signed it. They first identify the causes of the deficit of the region, considering the 

various problems that have occurred in it. Plans are real programs of regional 

restructuring. 

As shown in the Annual Report of Corte dei Conti over the year 2008, the 

rebalancing of health accounts started in 2007 went on: Ministries of Health and 

Economic have “flanked” Liguria, Lazio Abruzzo, Molise, Campania, Sicilia and 

Sardegna, which have subscripted the Regional Return Plans.  In this process, central 
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government is involved in the whole process of verification of compliance, which is 

actuated by the “monitoring tables” and by the Committee for monitoring and 

verification of essential levels of care (established by Articles 9 and 12 of the State-

Regions Act 23.3.2005). 

Since the first survey of year 2008, about the measures taken up to April, 

there were increasing difficulties of Regions with the return plans, with a negative 

assessment about the achievability of provided results for the year. However, the 

annual audit had only partially confirmed the difficulties appeared over the year. 

In the following is schematically illustrated the situation highlighted by the 

2008 monitoring of the Corte dei Conti in the regions with return plans and in those 

who have submitted a draft plan. 

2.7. The intra-regional allocation of resources 

The allocation of funds to the regions for the activity of the SSR does not 

exhaust the funding process; at least two issues remain to be explored: the regional 

allocation of funds between care functions and between companies. 

From regional behaviors, it’s possible to know both the organizational and 

the health models implicitly adopted. 

At regional level the main problem is to allocate resources taking into 

consideration the differential health needs among ASL (local health units). 

All regions have, in effect, adopted a system of allocation of funds between 

Health structures which is still based mainly on weighted capitation, tying the sums 

to function in accordance with the Essential Levels of Care. 
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Table 2.10 

Financing bonds of destination: National criteria 

Percentage values  -  Years 2003-2010 

Health care level 2003-2005 2006-2010 

Collective (prevention) 5,0 5,0 
Territorial 49,5 49,5 

General and pediatric medicine  5,8 5,8 
Pharmaceutical  13,0 13,0 
Specialistic  10,7 10,7 
Other territorial care 20,0 20,0 

Hospital care 45,5 45,5 

Source: Financial Laws and documents by Ministry of Health  

All Regions adopt, in practice, the criteria proposed by the allocation 

system at national level, sometimes making appropriate corrections, or by assigning 

to LEA different shares of resources compared with the objectives defined in the 

DPCM 29.11.2001. 

The differences between the shares internally allocated by the regions to 

LEA are in principle justifiable, in a federalist perspective, on the basis of the aim to 

obtain an increase in the internal allocative efficiency, which dependent on a resource 

allocation that meets the particular needs of each Region according to their 

characteristics (socio-demographic and not only); from that point of view, the 

demographic criterion prevails and it is adopted by all regions, along with other 

criteria which may be rather different. 

The risk of this practice, by contrast, is that the criteria are forced to 

determine allowances that ex post reproduce distributions of resources based on 

historical expenditure. 
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Table 2.11 

Shares allocated to LEA by regions  

Percentage values  -  Years 2007-2008 

2007 

Regions 

Collective health 
care in the 

environment of 
life and work 

Hospital care Territorial 
health care 

Other health 
care 

Valle d’Aosta 5,50% 45,00% 46,00% 3,50% 
Lombardia 5,50% 43,50% 51,00% - 
Emilia Romagna 4,50% 44,00% 51,50% - 
Toscana 5,00% 43,00% 52,00% - 
Lazio 4,90% 48,50% 46,60% - 
Campania 5,00% 42,00% 39,10% 13,90% 
Puglia 4,40% 48,40% 47,20% - 
Basilicata 5,00% 44,00% 51,00% - 
Calabria 5,00% 44,00% 51,00% - 
Sicilia 5,00% 46,00% 49,00% - 
Sardegna 5,00% 45,00% 50,00% - 

2008 

Lombardia 5,50% 43,50% 51,00% - 
Veneto 5,00% 44,00% 51,00% - 
Friuli Venezia Giulia 0,00% 54,30% 45,70% - 
Emilia Romagna 4,60% 45,00% 50,40% - 
Toscana 5,00% 42,00% 53,00% - 
Lazio 5,00% 44,00% 51,00% - 
Molise 5,00% 44,00% 51,00%  
Campania 5,00% 42,00% 39,60% 13,40% 
Calabria 5,00% 44,00% 51,00%  
Puglia 4,40% 47,20% 48,40% - 
Basilicata 5,00% 44,00% 51,00% - 
Sardegna 6,30% 45,00% 48,70% - 

Source: elaborations by CEIS Sanità on D.G.R. 

Referring to hospital care, the analysis of choices made at regional level 

suggests that a better funding of this type of care is almost always associated with a 

higher number of beds. Among the exceptions, we highlight the choices made by 

Sicilia and Puglia, where a higher share of LEA for hospital care is associated fewer 

beds, compared with other regions. 
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Table 2.12 

Number of beds per 1.000 inhabitants (public and convention health 

companies) vs LEA shares for hospital care 

Percentage and absolute values  -  Year 2007 

Regions 
Number of utilised beds (per 1.000 

inhabitants (public and convention health 
companies) 

LEA shares for hospital 
care 

Valle d'Aosta 3,33 45,00 
Lombardia 3,92 43,50 
Emilia Romagna 4,19 44,00 
Toscana 3,44 43,00 
Lazio 4,44 48,50 
Campania 3,14 42,00 
Puglia 3,64 48,40 
Basilicata 3,39 44,00 
Calabria 3,78 44,00 
Sicilia 3,25 46,00 
Sardegna 3,99 45,00 

Source: elaborations by CEIS Sanità onMinistry of Health and ISTAT data 

In any case, regional choices show an historical variability: for example, 

considering hospital care in 2007, Lazio allocates to it 48.5% of FSR, while 

Campania stops at 42.0%, compared with a provided share, in the national planning, 

equal to 44.0%. 

The regional variability is even more evident looking at shares for 

territorial care: in 2007 it goes from 39.1% of Campania to 52.0% of Toscana 

(national target was set at 51.0%). 

Considering the shares for Collective health care in the environment of life 

and work, most of Regions has allocated for this item, as determined at national level, 

5.0%; Puglia stopped at 4.4%, while Lombardia and Valle d’Aosta went up to 5.5%. 

In 2008, the regional variability is reduced, and in many regions there is the 

trend to allocate to LEA the same shares which are used at national level, with some 
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exceptions: it’s the case of Emilia Romagna, Toscana, Campania, Puglia and 

Sardegna. 

It’s important to consider that the percentages above really depend on 

shares centrally held by the Regions ex ante that subsequently are further distributed 

to healthcare companies.  

The share of funds allocated to local health units and hospitals supply, 

therefore, an indication both of the regional centralization of resources and the 

systems used to ensure the management and the financial sustainability of the system. 

Referring to 2008, we highlight that Veneto allocated to Health 

organizations, to ensure LEA, the 96.2% of the funding received, centralizing the 

remaining 3.8%, which includes the management of an integrative fund for specific 

purposes. Emilia Romagna, instead, gives the ASL, 85.6% of resources allocated to 

the Region. There is, however, to highlight how in 2008 it was finally activated the 

Regional Fund for not self-sufficiency (FRNA)18, which also includes health 

resources that historically were allocated to local health companies for financing 

residential and semi-residential care for the elderly. 

The choices of the Regions are related to regional socio-economic and 

financial situation, which characterizes the regional health service, and our analysis 

shows a positive correlation between levels of deficit of regions considered and the 

level of centralization of health resources. 

                                                 
12 Pursuant regional law no. 27/2004, art. 51. 
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Table 2.13 

Centralization of health financial resources 

Share of FSR allocated to health companies 

Percentage values  -  Years 2003-2008 

Regions 2003 2004 2005 2006 2007 2008 

Valle d’Aosta nd nd nd nd 96,1% nd 
Lombardia nd nd nd nd 97,0% nd 
Veneto nd nd nd nd nd 96,2% 
Liguria 96,8% 96,2% nd nd 98,0% nd 
Emilia R. nd nd nd nd 96,4% 85,6% 
Toscana 100,0% 100,0% 100,0% 100,0% 100,0% nd 
Lazio 95,0% 95,1% 95,4% nd nd 92,2% 
Molise nd nd nd 100,0% 100,0% nd 
Campania 88,4% nd 89,5% 85,5% 87,6% 88,0% 
Puglia 96,6% nd 94,2% nd 92,4% 93,0% 
Basilicata 97,4% 96,5% 92,0% 92,0% 92,0% 92,0% 
Calabria nd nd 95,4% nd 92,3% 92,6% 
Sicilia 97,1% nd 97,1% 93,5% nd nd 
Sardegna nd nd 95,6% nd nd nd 

Source: elaborations by CEIS Sanità on D.G.R. 

Another aspect of interest is that of controlling the flow of transactions 

between companies and local hospitals. An analysis of the Regional Council 

deliberations can get the different ways that individual regions have adopted with 

regard to resources allocation. 

In the following we exemplify the situation in some regions, noting the 

deep differences in negotiation mechanisms which have been adopted. 

For example, in Emilia Romagna regional financial resources are allocated 

directly to local health authorities, with a bond of destination for further needs of 

allocation. Hospital care is financed by charging the competence territorial companies 

on the basis of the residence of patient, taking into consideration the services 

provided using the regional tariffs. The region directly fund the hospitals only for the 

shares of tariff integration for additional costs incurred. 
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Toscana seems to be the one with the most autonomy model: the FSR is 

entirely utilized to direct funding local health companies, imposing only one 

budgetary constraint: the respect of the level of health care highlighted in the 

Regional Health Plan. Therefore, same ASL pay hospitals for their cares on the basis 

of the regional tariffs. 

On the contrary, Liguria allocates the financial health resources directly to 

hospitals and territorial health companies, eliminating the reasons for bilateral 

negotiation between them. In addition, a share of FSR remains centralized at the 

regional level, to achieve specific purposes, such as strategic purposes or higher 

costs. 

The Lazio region directly finances the ASL. To finance hospitals, the 

Region have a system of tariff removals and there is a regional fund for hospital care 

that have to be distributed among local health companies on the basis of resident 

population, weighted with consumption by age. 

Therefore, the system of the Lazio region does not seem to pursue the logic 

of competition between providers, but principles of planning with centralized 

controls. In 2008, the share for ASL is equal to 92.17% (for funding LEA: prevention 

5%, territorial care 51%, hospital care 44%); the share of centralized regional 

management is equal to 1.47%; the share of funding for hospital care, high 

specialization and organizational complexity is equal to 6.35%. 

Basilicata, which has progressively reduced the proportion of health fund 

for health structures and increased the share of resources managed in a centralized 

manner, directly funds the hospitals. The Region uses financial constraints, such as 

the setting of a maximum level of expenditure: if this limit is passed, the General 

Managers of healthcare companies are obliged to adopt specific measures suggesting 

concrete measures and operational modalities for the return of the level of 

expenditure. 
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Finally, the Region of Puglia, among all those analyzed, is that with the 

highest level of regional centralization, having large amounts of financial resources 

for regional purposes, including the destination, in a specific measure, to a guarantee 

fund subsequently allocated, in fixed measure, between healthcare structures. For 

health care provided by hospitals, the Region imposes a bond of destination for the 

resources of territorial health companies, and it provides a system of tariff regression 

and insurmountable limits of remuneration, which are apply to public IRCCS and to 

university hospitals as well. 
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Table 2.14 

Allocation of Regional health fund 

Veneto - Year 2008 
Legislation 

DGR 2690/2008 – Allocation of health resources to Health compagnie of Veneto in 2008 to provied LEA 
Centralization of health financial resources 

Allocated to health compagnie 96,2% 
Direct funding to Region 3,8% 

Shares for financing LEA Allocation Criteria 
Collective health care in the 
environment of life and work 5,0% per capita share of  mountains and lagoon population increased by 25% 

Territorial health care 51,0% 

Pharmaceutical care 12,5% per capita share 

specialistic care (excluding diagnostic 
f prevention) 12,5% weighting  per capita share by aging 

residential rehabilitation care for non 
self-sufficient elderly (residential, 

semi-residential and diurnal 
structures) 

6,2% 
“demanding” assigned according to DGR 4200/2007 

health high relevance for religious persons (DGR 4191/07) 
health high relevance for sapa, svp e diurnal centers on 31/12/2007 

residential rehabilitation care for 
disabled persons and other 

extensive residential rehabilitation 
0,7% 

historical expenditure (DGR 4589/07) 
proportional allocation according to needs estimated by regional planning (DGR 

4589/07) 
residential rehabilitation care for 
disabled persons (big structures 

correction) 
0,2% by effective localization of resources 

residential and semi-residential 
rehabilitation care for persons 

depending on drugs 
0,3% 

20% average costs in 2002-2003-2004 
25% average costs in the first 9 months 2005 and estimated for the last 3 months 

15% 15-64 years residents at 31/12/2003 
14% estimates of average needs of opiates in 2001-2002 
14% average number of users added to CT in 2002-2004 

10% average number of users in Veneto added to private CT in 2001-2002 
2% negative difference between assigned budget and expenditure in 2005 

other residential extra-hospital 
rehabilitation care 1,5% residents 

general medicine and other territorial 
care 15,3% per capita share 

other territorial care 
(SUEM-helicopter rescue, etc.) 1,8% per capita share of of  mountains and lagoon population increased by 25% 

hospital care 44,0% 50% per capita share and 50% per capita share weighting by ageing 
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Table 2.14 

Allocation of Regional health fund 

Emilia Romagna - Year 2008 
Legislation 

DGR 602/2008 – Planning and financing guidelines for health compagnie of SSR, year 2008 
Centralization of health financial resources 

Allocated to health companies 85,6% 
Direct funding to Region for:financing integrated system SSR-University, financing regional structures and funcions, 

innovation, fund for supportino return plans, economic financial balance and SSR compagnie qualification, 
differential regional rates, FRNA (regional fund for not self_sufficient ) 

14,4% 

Shares for financing LEA Allocation Criteria 
Collective health care in the 
environment of life and work 4,6% (4,5% in 2007) 

Public hygiene 44% residents in 1/1/2007, integrated by an estimate of turistic flow off side 
universitary students 

Safety and hygiene of work 18% local units to control and number of employees 
Safety control 6,5% facilities to verify 

Veterinary care 31,5% 

It needs to distinguish  Public Health (45% of veterinari care), assigned on the 
basis of  the number of Unità Bovine Equivalenti (UBE) and food hygiene (55%), 

allocated on the basis of residents on 1/1/2007 and integrated with the same 
modalities of public hygiene 

Territorial health care 50,4% (51,5% in 2007) 

Pharmaceutical care 15,3% Per capita share, weighting by specific pharmaceutical consumptions by sex and 
age on 1° semester 2007 in all local health companies in the Region 

General medicine 7,23% Estimated costs of the shares which are in the Convention and which also include 
other costs for non resident citizens (students, immigrants, etc.) 

Specialistic, hospital and territorial 
care 15% Weights on the basis of specialistic consumption observed in 2006 in all health 

companies of the Region. Residents in 1/1/2007 correcting by students 

Mental health 3,64% Neuropsychiatry of children: distribution of less than 18 year population. 
Psychiatric care for adults: residents 18-64 years 

Pathological dependency 1,01% Residents15-54 years old, correcting with the prevalence of drug addiction in 
many different territorial realities 

Home care and hospice 2,22% 25% is allocated on the basis of the distribution of residents 45–74 years old, 
while the remaining 75 % in on the basis of the distribution of over75 

Residential and semi-residential 
health care 4,45% Allocation of over 75 population 

Other cares (Health Programs, 
Woman health and Children Health) 1,55% 

Woman health: number of 14-49 years women 
Baby health: frequency of  0-4 years children. Residual share: under 65 years 

population 

Hospital care 
45,0% 

(44,0% in 
2007) 

Population weighted on the basis of the utilization of specific hospital servicecs 
(with a correction, for ordinary hospitalization,related to standardized mortality 

rate of under 75) 
 



  168 

Table 2.14 

Allocation of Regional health fund 

Lazio - Year 2008 
Legislation 

DGR 1050/2007 – Allocation between local companies of FSR resources for 2008 
Decree of President of Regional Executive 43/2009 – Revision of deliberation n. 1050 28 December 2007 

Regional health fund to allocate 
On the basis of DGR 1050/2007: € 8.750.000.000 

On the basis of Decree 43/2009: € 8.751.988.406. Difference is due to: 
share for prison medicine (CIPE regulation n. 48 of 27/3/2008) 

Share for covering higher contractual costs for personnel, 2006/2007 (CIPE regulation n.100 18/12/2008) 
Bambino Gesù Hospital financing is assigned directly by Government and not by Region (L. 31/2008) 

Centralization of health financial resources 
Direct funding to Region 1,47% 
Share of aim destination: 

ARES 118 
Emergency DGR 175/2008 

High specialization and organizational complexity acutes for 
activity with relevant waiting costs 
Art. 3 comma 164 Law 311/2004 

Share for research and training medicine faculty 
Provision for reserve 

6,35% 

Quota indistinta parametrata pro capite per LEA 92,17% 
Shares for financing LEA 

Collective health care in the environment of life and work 5% 
Territorial health care 51% 
Pharmaceutical care 15,8% 
General medicine 6,25% 

Specialistic health care 9% 
Mental health 4,50% 

Pathological dependency 1,50% 
Territorial, home and rehabilitation care 7,90% 

Residential health care for elderly 3,50% 
Geomorphological corrective 2,55% 

Hospital care 44,0% 
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Table 2.14 

Allocation of Regional health fund 

Puglia - Year 2008 
Legislation 

DGR n. 95, 31/1/2008; DGR n. 2336; DGR n.. 2338, 28/11/2008 
Centralization of health financial resources 

Allocated to health companies 93,04% 
With a constrainct (Fund for ri-conversion program, expenditure for 

conventionated staff, general and pediatric medicine, regional plan of 
prevention, etc.) 

6,96% 

Shares for financing LEA Allocation Criteria 
Collective health care in the environment of life and work 4,4% residents (simple per capita share) 

Territorial health care 48,4%  
Pharmaceutical care 14,0% Total weighted basic share 

General medicine 6,0% population weighted by age classes 
over14 and under 14 years old 

Pediatric medicine 1,0% population weighted by age classes 
over14 and under 14 years old 

Other territorial care 27,4% residents (simple per capita share) 
Hospital care 47,2%  

Hospital care 39,2% 
population weighted analyzing the 

consumption index of hospital resources 
(from SDO) 

Hospital structural costs 8,0% simple per capita share 
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Table 2.14 

Allocation of Regional health fund 

Sardegna - Year 2008 
Legislation 

DGR 18/8, 26/3/2008 
Shares for financing LEA Allocation Criteria 

Collective health care in the environment of life and work 6,3% absolute population (82%); UBE + 
dispersion (18%) 

Territorial health care 48,7%  

Pharmaceutical care 14,0% weighting population (on the basis of the 
average of consumptions) 

General medicine 4,7% over 14 years population 
Pediatric medicine 1,0% 0-14 years population 

Continuità assistenziale 1,7% Turists or number of doctors 
Territorial health emergency 1,4% number of doctors, central costs 

Specialistic care 11,0% weighting population (on the basis of the 
average of consumptions) 

Elderly care 3,0% over 65 population; dispersion of 
population 

Other territorial care 11,9% absolute population ;dispersion of 
population 

Hospital care 45,0%  

Ordinary and daily hospitalization 30,0% 
weighting population (on the basis of 

hospital consumptions (DRG)); effective 
hospital rate 

Financing by functions 15,0% “à forfait” financing; historical 
expenditure 

Source: elaborations by CEIS Sanità on D.G.R 

2.8. Plan targets19 

In addition to indistinct funding essential levels of assistance, analyzed so 

far, with Resolution CIPE is also provided funding and priority purposes of national 

importance (also known as “Plan targets” as highlighted in the National Health Plan) 

according to Legislative Decree no. 662/96 and subsequent Law No 133/2008 (which 

converted the Decree No 112/2008). 

                                                 
19  Data presented in this section have been prepared by the Directorate General of health 

planning of the Ministry of Health. We thank in particular Dr. Massimo Giannoni (Head Office V) 

and Dr Paolina Caputo. Full details are published on www.salute.gov.it.  
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The Agreement 25.3.2009, highlighting the targets which have to be 

considered priority pending the adoption of the 2009 National Health Plan in 2011, 

while placing himself in continuity with the previous plan, notes the emerging needs 

that require new organizational, economic and management commitments. 

 Primary care. To primary care and assistance within 24 hours 

the agreement reserve 25% of total resources confirming a high 

interest in achieving the purpose of develop forms of health care 

which can reduce inappropriate access in emergency 

structures. The regions, in fact, are encouraged to propose,  as 

further step than the trial of the “Houses of health”, operating 

projects of “healthcare in h24”, according to the guidelines 

contained in the Agreement, involving the activation of 

ambulatories for managing less serious codes, territorial 

ambulatories, managed by Medical Care Continuity, Early 

Intervention points for a first-emergency health response to 

emergency situations in less serious situations in poor areas.   

The bond of € 10 million, which was present in the previous 

agreement, for the presentation of projects of “facilitating 

communication in patients with severe neuromotor disorders”, 

is maintained. 

 Not self-sufficiency. Agreement on the need to increase the 

integrated home care (ADI) to allow weak and not self-

sufficient persons to remain at home, with the application of a 

treatment and multi-professional care project.  
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 Promoting organizational and healthcare models of patients in a 

vegetative state and minimally conscious during chronicity. For 

these patients, Plans suggest organizational models aimed at 

ensuring the development and uniformity among the country of 

the rehabilitative and care approach during chronicity: care 

pathways in Special Unit Home Permanent (SUAP) or paths to 

encourage home care, where it’s possible, for young people.  

 Palliative care and pain therapy. In this context, the Agreement 

establishes a bond of € 100 million on the resources, to test 

organizational models that provide a greater easy accessing to 

the available care resources, particularly by implementing the 

care network to improve supply in the territory for adult and 

paediatric patient. 

 Intervention for bio banks of human material. Always with the 

aim to qualify the care networks, Plans include the target to 

promote actions about “bio banks”, which are a determining 

factor for the development of care and research. The bond for 

this aim is equal to € 15 millions. 

 Prison Health. The agreement includes some delicate aspects of 

the broader reorganization of Health Prison enshrined in the 

Legislative Decree no. 230/1999 and in the DPCM April 1, 

2008. The protection of prisoners and their children, mental 

health, children health and information system are the items on 

which regions are invited to submit projects which, while 

considering the specificities of prisons existing on the ground, 

can take into care these patients until their reintegration into 

society.  
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 Physical activity for the prevention of chronic diseases and to 

maintain physical efficiency in the elderly. A Space is devoted 

to an intervention area which is actually undervalued but which 

is potentially rich in beneficial effects, some well documented, 

on various diseases. Is therefore required to develop programs 

to promote physical activity among the population and to 

prescribe it for people with high risk, considering a possible 

expansion of these programs.  

 National Prevention Plan. In view of drafting the National Plan 

of Prevention 2009-2011, it’s considered to give regions the 

opportunity to consolidate ongoing programs. The bond of € 

240 mln on resources is confirmed.  

 Protection of maternity and promotion of the appropriateness of 

birth path. Aims are: to promote natural childbirth, to humanize 

the event of birth, to reduce maternal and neonatal mortality and 

to establish new rules for neonatal transport.  

 Additional planning candidates for co-financing. Regions will 

have the possibility to develop projects also addressed to issues 

included in the Ministerial Decree December 23, 2008 

(Guidelines for access to co-financing to regions and 

autonomous provinces of Trento and Bolzano, 2008)  

By Agreement 26.2.2009 is approved the proposal of the Minister of Health 

for the allocation of bonded resources for the year 2009, for a value of € 

1.410.070.000. 

In the agreement, which takes note of changes of Article 1 paragraph 34bis 

of the Legislative Decree No 662/1996, art. 79 paragraph 1 quater of  Legislative 

Decree 25.6.2008 (converted in Law No. 133/2008), it’s established that the 70% of 

resources will be paid at the moment of the conclusion of the Agreement, and the 
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allocation of the remaining 30% will depend on the approval of the specific projects  

by the Conferenza Stato-Regions.  

Year 2008 

In the Agreement signed on 26.2.2009, the need to ensure the continuity for 

achieving the aims set out in Health Plan 2006-2008 (which is now in its final year of 

validity) is confirmed. It reaffirms, therefore, for the year 2008, the guidelines and the 

bonds on the resources contained in the previous one. 

To pursue the aims of the Agreement 26.2.2009, the proposal of the 

Ministry of Welfare about the allocation of financial resources (bonded by Article 1, 

paragraph 34, Law 662/1996, and amounted for the year 2008 to € 1,360.600 

millions) is approved by the Act 26.2.2009. The sum was already provisional by the 

CIPE Resolution No 27.3.2008 48. 
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Table 2.15 

Allocation of bonded shares to obiettivi di Piano Sanitario  

(Agreement 26th February 2009).  

€/000  -  Year 2008 

Regions Total Primary 
care 

Woman 
and baby 

health 

Training 
for 

personnel 

Network 
care 

Clinical 
governanc

e 

Waiting 
lists 

Preventio
n Plan 

R�gional 
guidelines

Piemonte 112.211,77 34.016,85 581,53 3.690,94 4.815,00 1.200,00 3.690,94 35.716,51 28.500,00 
Lombardia 246.072,39 61.518,10 12.105,00 16.500,00 5.428,00 34.955,10 32.157,00 83.098,29 310,50 
Veneto 123.057,68 31.443,06 18.706,00 1.181,65 8.200,00 6.000,00 12.038,02 43.938,95 1.550,00 
Liguria 41.449,57 15.474,06 0,00 0,00 2.550,00 6.013,00 4.898,25 6.537,74 6.000,00 
Emilia R. 108.871,73 27.217,93 10.887,17 9.798,46 4.354,87 3.266,15 32.661,52 16.934,44 3.751,19 
Toscana 93.789,62 25.616,13 6.000,00 8.000,00 9.000,00 15.000,00 13.000,00 17.173,49 0,00 
Umbria 22.504,26 5.626,07 4.046,26 956,42 3.078,57 3.073,85 2.201,19 3.521,90 0,00 
Marche 39.599,15 12.962,86 2.320,00 1.299,00 1.950,00 300,00 13.533,99 7.233,30 0,00 
Lazio 141.612,26 35.403,06 28.322,45 7.080,61 21.241,04 5.664,49 13.558,10 21.692,97 8.648,73 
Abruzzo 33.765,32 0,00 0,00 0,00 0,00 0,00 0,00 0,00 0,00 
Molise 8.251,20 0,00 0,00 0,00 0,00 0,00 0,00 0,00 0,00 
Campania 149.265,51 37.316,38 28.500,00 3.129,01 6.000,00 20.000,00 14.921,20 23.873,92 15.525,00 
Puglia 104.917,35 28.775,60 6.023,05 2.539,76 10.759,99 5.035,43 11.561,09 16.686,84 23.475,59 
Basilicata 15.244,13 3.811,03 699,00 500,00 2.002,50 200,00 2.055,27 2.466,32 3.510,00 
Calabria 51.507,88 12.876,97 6.000,00 1.734,11 6.000,00 11.370,78 5.202,32 8.323,71 0,00 
Sicilia 68.480,19 12.453,70 8.177,00 7.017,00 4.500,00 6.250,00 9.420,49 20.662,00 0,00 

TOTAL 1.360.600,0
0 344.511,80 132.367,46 63.426,96 89.879,98 118.328,80 170.899,38 307.860,37 91.271,01 

Source:  Ministry of Health, General Direction of Health Planning 

2.9. The allocation of “social” 

The Law 328/2000 for the promotion and the achievement of social policy 

purposes has established the National Fund for Social Policies (FNPS) as a single 

fund which includes, since 2001, the resources previously allocated to finance the 

individual acts in this field. This choice was made with the aim to ensure uniformity 

and consistency in the development of social policies in their entirety. 

The Financial Act for 2007 (Law No. 296/2006), in addition to determining 

the national fund for social policies (FNPS), has set up additional funds as the Fund 
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for family policies, the Fund for Policies relating to the rights and equal 

opportunities, the Fund for not self-sufficiency, the Fund for social inclusion of 

immigrants. 

This system of financing, as currently set, however, presents some 

problems for regional needs. For example, the fact that funds for social policies are 

determined annually by the financial laws involves an objective difficulties for the 

region for a medium-long term planning, which is important to support the 

development of effective social policies. 

Moreover, it remains important a fast and practical definition of so-called 

LIVEAS (Essential Levels of Social Care), which would anchor the allocation of the 

Fund to objective parameters.  

With reference to the year 2008, according to the Decree of the Ministry of 

Labour, Health and Social Policy 19.11.2008, the resources in FNPS amounted to € 

1.464.233.696: 52.4% for funding actions which are considerate individual rights, 

44.8% to Regions and Autonomous Provinces for interventions about social policies, 

and the remaining 2.8% to the Ministry of Welfare. 

Table 2.16 

General allocation of FNPS resources € and percentages 

Year 2008 

Amounts for funding subjective rights (maternity allowances, 
allowances for families, benefits to parents of people with 
severe disability, compensation for workers suffering from 
thalassemia major) 

766.600.000,00 52,4% 

Funds allocated to the Regions and Autonomous Provinces 
(for actions in the field of social policy) 656.451.148,80 44,8% 

Sums allocated to the Ministry of Welfare (to cover operating 
costs for achievement institutional objectives) 41.182.547,56 2,8% 

Total 1.464.233.696,36 100,0% 

Source:  Decree Ministry of Healt,h 19 november 2008 
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Referring to resources allocated to regions and autonomous provinces for 

actions in the field of social policies, according to the mentioned Ministerial Decree, 

they shall be distributed as shown in the table below. 

Table 2.17 

FNPS resources for Regions and autonomous provinces 

€ and percentage values  -  Year 2008 

Regions € % 
Abruzzo 16.090.739,50 2,45 
Basilicata 8.077.225,53 1,23 
Calabria 26.995.322,85 4,11 
Campania 65.532.951,62 9,98 
Emilia Romagna 46.304.750,99 7,05 
Friuli Venezia Giulia 14.398.929,74 2,19 
Lazio 56.457.581,07 8,60 
Liguria 19.819.533,67 3,02 
Lombardia 92.885.946,70 14,15 
Marche 17.562.813,32 2,68 
Molise 5.236.277,97 0,80 
P.A. Bolzano 5.406.825,45 0,82 
P.A. Trento 5.541.618,61 0,84 
Piemonte 47.140.810,08 7,18 
Puglia 45.800.019,59 6,98 
Sardegna 19.433.617,23 2,96 
Sicilia 60.297.916,38 9,19 
Toscana 43.027.718,45 6,55 
Umbria 10.777.029,31 1,64 
Valle d'Aosta 1.894.603,12 0,29 
Veneto 47.768.917,62 7,28 
Total 656.451.148,80 2,45 

Source: Decree Ministry of Health, 19 November 2008 
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2a. Competencies for Federalism in Healthcare 

Meneguzzo M., Fiorani G., Cepiku D.20 

2a.1  Introduction 

The enabling act on fiscal federalism, approved in May 2009, is part of a 

change process in the SSN (National Healthcare Service), which is intended as a 

system of regional healthcare services, aiming at reconciling health protection with 

the demand of accountability in resource utilization. This process, which has been 

developed over the last decade, features a rich and diverse range of practices 

(regionalization, corporatizations, externalizations, stakeholder and user 

empowerment, clinical governance, and so on).  

Thus, the Healthcare System is a major application scope for the 

institutional federalist reform; in this perspective, it demands important interventions 

at the level of design, policy formulation and, most of all, implementation, also 

representing a critical research area for economics and management.  

So far, theoretical considerations about the impact of federalism on health 

management have focused on a comparative approach which is typical of public 

economics (for instance, OECD's Fiscal Federalism Network), with a specific stress 

on topics such as the distribution of functions between different levels of government, 

funding (own revenues vs transfers from Central level), expenditure policies, types 

and criteria for fund transfers (standard costs), redistributing funds both vertically and 

horizontally (equalization), investment financing. Among these subjects, the literature 

mainly focused on redistributive effects and fairness (Granaglia, 2008; Carabini, 

2009; Manzi, 2009) thus neglecting the significant (and not only geographical) 

                                                 
20  Marco Meneguzzo edited the paragraph 1, Denita Cepiku the paragraph 2 and Gloria 

Fiorani the paragraph 3. 
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differences between Regions and Local Health Services which will undoubtedly 

affect timing and implementation features of the federalist model. More recent 

contributions focus on standard costs and their impact on expenditure control and 

savings achievement. 

This work concentrates on the identification of critical design and 

implementation issues of this reform that may arise while converting the SSN into a 

federal system: among these, distinguishing key capabilities is crucial. In this view, 

job profiles and demanded skills are identified at different institutional levels 

(Central, Regions, Local Service), in order to design, implement and monitor impacts 

of federal-oriented transformation processes in the health sector. Job profiles and 

skills directly refer to the top management and to managers, sub-managers and 

professionals found in public technical structures. 

After a brief review of the literature on fiscal federalism (Paragraph 2), 

aimed to frame the reform process in Italy (in terms of adopted purposes and 

instruments) in similar transformation processes in other EU countries, and a review 

of literature on job profiles21, we conducted interviews with selected witnesses 

(Paragraph 3) representing all levels of government and relevant perspectives: 

                                                 
21 We refer to various interpretative models (not detailed in this document), from 

Mintzberg's seminal considerations in 1977 on managerial roles, to the early 90's model by the 

Kennedy School of Government (distrinction between strongly strategically committed public 

managers and operators of inter-institutional networks), to the adaptation of this model (Meneguzzo 

– Del Vecchio, 1993) to healthcare systems in Southern Italy featured by weak strategic and 

operational commitment, to career design and definitions of key competencies in the core 

management (Dipartimento Funzione Pubblica, 2003) up to recent contributions on entrepeneurship 

and skills enhancement (EFMD, 2007). The analysis of this literature is not reported here and will 

be deepened in future works by the Authors. 
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 central level: Ministry of Welfare, Ministry of Economy and 

Finance, Minister for Federalist Reforms, Minister for 

Regulatory Simplification, Minister for Regional Affairs, 

Presidency of the Council of Ministers, Age.Na.S. (National 

Agency for Regional Health Services), ASSR (Agency for 

Regional Health Services), Parliamentary Commission for the 

implementation of fiscal federalism, etc. 

 regional level: a selection aimed to represent different 

geographical areas and different models for Regional Health 

Systems; 

 other significant entities and stakeholders: Cittadinanzattiva (a 

non-profit organization for the promotion of civic participation 

and the protection of citizens’ rights; specifically, as promoter 

of the Courts for the Rights of Patients), Trade Unions, 

Hospitals Federations, Medical trade unions, and so on. 

In this contribution, we report some early results emerging from the first 

interviews. The competencies topic will be further analyzed in future works by the 

authors. 

2a.2 Federalism in the healthcare sector 

Multiple reasons underlie the proposals on health federalism (Figure 1) and 

their nature is technical, operational and decisional (economies of proximity and 

capillarization and a better matching of health services supply to demand dynamics 

and local specificities), being tied to a greater accountability of Regions  with respect 

to the overall financial equilibrium (through the provision of a larger legislative, 

programming and organizational autonomy) or to positive emulation (stimulating 
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competition between Regions and introducing solidarity federalism systems) etc. 

(Borgonovi, 2008). 

These purposes will be pursued through a set of announced levers operating 

at the central and regional level, and at the local and individual unit one as well. 

Tools for the central level include the introduction of standards for assistance levels 

and costs to which the amount of State funding would be linked, substitutive powers 

("La Loggia" Law, 131/2003), mechanisms for the dynamic coordination of public 

finance, equalization funds etc. 

At the regional level, tools as: the involvement of private spending, taxes 

related to specific health services, selection and reduction in the number of hospitals, 

reduction of not appropriate services, but also instruments for demand, expectations 

and general needs, are all available (Borgonovi, 2008; Tardiola, Ghersi, 2009).  

However, we cannot expect these instruments, which are mainly 

regulatory, to be by themselves sufficient to achieve the purposes of a federalistic 

design. The actual impact in terms of expenditure control capabilities and quality 

enhancement will depend, as was the case with other reforms, on a series of context 

factors, both internal and external, which will affect its effectiveness. 

Among the internal factors, we can mention: the need to own the necessary 

competencies and adequate organizational, managerial and economical skills, given 

the scarce internal and external mobility of staff, the availability of planning and 

controlling systems, of accounting and budgeting systems, the quality of institutional 

arrangements, and so on. 

Among the external factors, we can count: the specific features of different 

regional contexts, the economical as well as the political interests of induced markets, 

the presence of organized crime, the need to establish inter-regional cooperation 

mechanisms, also to address the lack of specific skills and professionalism. 

The excessive debate on instruments (such as models for calculating 

standard requirements and costs) should indeed not focus on the need for a balanced 
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regional budget exclusively. Regional capabilities to enact federalism, in terms of 

public management and public governance, must be in the foreground; otherwise, the 

risk at stake is to even aggravate the existing imbalances. 

Figure 2a.1 

Federalism in healthcare: 

purposes, implementation tools and conditioning factors 

 

Contributions from public management and public governance theories can 

be useful, especially when they focus on strategic, organizational and administrative 

change processes in the various institutional levels involved in the federal State 

reform, inter-institutional relationships and multi-level governance, institutional, 

social and economical-financial sustainability of public policies, capacity building 

PURPOSES

• Rebalancing SSR deficits
• Enhancing the quality of 
medical care

• Making regions more 
accountable on fair and 
effective use of public 
resources

• Establishing a virtuous 
cycle by positive 
emulation

IMPLEMENTATION TOOLS 

• State funding based on 
standards (assistance 
levels and costs)

• Threats of substitution 
powers / promise of 
greater autonomy

• Regional reforms 
(rationalizing the offer, 
reducing not appropriate 
services, expenditure 
partnership systems, 
finalized charges)

CONDITIONING FACTORS 

• Internal
• Knowledge, skills, 
abilities;

• Planning and 
controlling systems

• Accounting and 
budgeting systems

• Institutional 
arrangements. 

• External
• Economic interests of 
related industries

• Strong political 
implications

• Organized crime
• Inter‐regional 
cooperation and 
equalization.
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and skills development processes (central administrations, regions, health units), 

public accounting, performance and public policies impact measurement.  

A criticality of these areas emerges cyclically in the history of the Italyn 

National Healthcare Service, since the delays in many regions and local health 

authorities in initiating the early '80s reform (Meneguzzo, 1991; Meneguzzo Del 

Vecchio 1993; Meneguzzo, Mele, Tanese, 2004), in the processes of corporatization, 

in the difficulties in consolidating the role in governance and programming for 

Regions (regionalization). With federal health reforms, we face the same risk we 

already encountered in the past. 

2a.3 Key Capabilities for Federalism: an Initial Framework 

On the basis of the first set of interviews, we considered useful to provide a 

summary highlighting the main areas of relevant capabilities for the implementation 

of health federalism (Figura 2). These are namely the "Inter-institutional relationships 

management" and "Project management/strategic management" abilities; "Managing 

people and leadership" abilities are found to have a medium level of relevance (while 

"Legal and regulatory" and "Public communication and e-government" skills are of 

medium-low relevance). 
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Figure 2a.2 

Competence areas for federalism 

 

The ability to manage interinstitutional networks appears relevant at all 

levels of government.  

At the ministerial and regional level, such competency is crucial in 

managing “Working Tables” (Table 25): these are where the two levels of 

Government act before the norm is adopted. 

“Working tables are becoming an intermediate step between Government 

and Regions [...] the agreement logic is changing the law system [...] the Tables 

actually produce the Governmental acts”. 
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Interinstitutional Worktables 

Interinstitutional worktables are basically of two types: 
 Commissions which are created on a voluntary initiative; these 

Commissions do not have a mandate, i.e. there isn't any ministerial decree 
establishing their constitution (they're usually created upon sending a 
letter or email). 

 Ministerial Commissions with a political mandate; these Commissions are 
created by ministerial decree. 

“Spontaneous” Commissions are numerous and are sometimes also replicated at a National level. 
Ministerial ones are, instead, a few; there are some about fiscal federalism and just one about 
health federalism. It should be noted how only one of the tables provided by L. 42/2009 is 
currently active.  
Mapping the Tables (both ministerial and non-ministerial ones) would be interesting, in that it 
could suggest the presence of dozens of tables on the same theme and the intervention of the same 
people at the ministerial level on the various tables. Although it would be impossible to retrieve 
number and composition of "spontaneous" Tables, it would be feasible to conduct a review of 
Ministerial Tables by legislation; anyway, some Tables among those found may no longer be 
operational (there are no official records to dissolve a Table). 

Also Agenas (National Agency for Regional Health Services)22 underlines 

how the most significative competencies for the Agency in facing federalism are 

primarily attributable to interinstitutional relationships and project management. 

“Managing relationships/negotiations with other levels of government (an 

ability which is present at the agency level) and coordinating public-private networks 

(an ability which is averagely present but growing) are abilities of high 

relevance”[...]“I follow directly, not through contracts, an average of 3-4 projects 

per year, two of which are currently at the EU level”. 

In Agenas, with reference to public networks and public-private networks, 

especially relationships with Universities are increasing. 

“There is number of conventions with Universities and Regions, with the 

aim of creating synergies and networks. External competence areas are in fact much 

needed, as the few professionals in Agenas only allow to participate in Tables. These 

                                                 
22 National agency under public law acting as liaison and decisional support to Ministry of 

Welfare and Regions on development strategies for the National Health Service. 
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are mainly public networks: one can speak of public-private networks where the 

Convention is with private universities such as Bocconi” [...] “Capabilities of 

medium relevance are the ones relating to the management of relationships with non-

profit organizations or the private sector (associations, companies, financial 

intermediaries) but with institutional intermediation. Relationships with politics are 

of low relevance because Agenas is a technical institution”. 

The ability to manage institutional relationships is especially crucial for 

federalism at the single company level, both vertically (Company – Region) and 

horizontally (Company – Company). 

“The federal model, even if it's a competitive one, will lead to a substantial 

increase in inter-institutional relations [...] in a climate of constant change, the 

presence is essential” [...] “The level of such skills at company level is currently 

average but could be furtherly developed”. 

Highly relevant for federalism is also the ability to coordinate public-

private networks (emergencies laboratory, volunteering). 

“The ability to coordinate public-private networks is especially relevant to 

face resource scarcity; in this field, competencies could be furtherly developed. 

Highly relevant and very present at the company level is, in particular, the ability to 

manage relationships with the non-profit sector”. 

Averagely relevant is the management of relationships with the private 

sector (associations, companies, financial intermediaries) which is often involved in 

projects as sponsor (for instance Pfizer, which was involved in the project “A 

comparative analysis of aggregated demand experiences in health management”23). 

In political relationships, the ability to manage and exercise lobbying as 

well as political communication are highly relevant, and so is the level of presence. 

For the company, there is low relevance in the ability to manage 

relationships and technical tables at EU level with international organizations. 
                                                 
23  Fiaso – Ceis Laboratory (2009) 
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With reference to the second competence area which was found significant 

(“project and strategic management”), it is appropriate to distinguish at company 

level. In the new model, the strategic role shifts at a regional level. At a company 

level, a substantial increase in the demand for professionals capable of managing 

projects, rather than for strategic management experts, is expected. 

“Medium/high relevance of Project management abilities stands 

confirmed” [...] Roles in companies are transforming in a context in which 

healthcare services are no longer exclusively supply-oriented: planning for projects 

becomes crucial. Notice how micro-projects by health units have lately grown in 

number; just think about how many projects on HTA or electronic filing are around, 

which were developed from the bottom and sometimes without even involving the top 

management (CEOs)”. 

Developing project abilities at company level brings along a demand for 

capabilities in people management and particularly in staff evaluation. 

“In the context of the Project Management, Planning and Controlling 

macro-area, performance evaluation is of high relevance for federalism, being it 

something simple to implement for smaller projects but still needing an evolution for 

staff evaluation.. At a company level, there are several attempts at staff evaluation 

(for instance, Crema's Hospital), which however still result too fragmented and 

inadequate for an extremely complex task (a small firm still counts more than 3000 

people!) [...] Analysis and evaluation of managers and coordinating personnel might 

suffice [...] We report how out of 140 health companies which are members of Fiaso 

there are only 10 professionals capable of developing staff”. 

Concerning management and development of human resources and project 

leadership, the ability to promote forms of mobility and scouting staff in other 

govermental structures is highly relevant in a federalist perspective. However, the 

level of this distinctive skill is in companies still low, although growing. 
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“Scouting on a national basis is virtually absent, above all we report the 

absence of a database for company capabilities, also at a regional level (in the 

Regions of Toscana and Friuli Venezia Giulia, however, projects in this direction 

have been activated)”. 

“The ability to activate project teams, technical groups and task forces and 

to manage multidisciplinary workgroups is also of medium-high relevance for 

federalism. The ability to activate project groups is already largely diffused at 

company level. The development of this ability was stimulated in the past by the need 

to shift from a hierarchical approach to an efficiency-effectiveness one, following the 

start of corporatization processes”. 

Besides, at the company level we will report a larger importance in the 

“Public communication and government” area. 

“Communication is a highly relevant competence area for federalism also 

as a result of the growth in projects. Synergies between Health Units and Hospitals 

on this subject will become more and more relevant; an example being the Province 

of Modena, where communication is carried on by Health Units and Hospitals.. at 

the company level, however, the level is still low and it should be developed with 

targeted training interventions, particularly concerning public and institutional 

communication. Communication with political referents (like the Conference of 

Mayors), both horizontally and vertically, just involves the top management (CEO)”. 

At the company level the demand for law/legal competencies is reported as 

sharply decreasing. 

“Centralizing many of the functions at a regional or Broad Area level will 

imply a short-term (one to one and a half year) reduction for single Legal Offices in 

Healh Units. In Toscana, for example, the law and legal function has already been 

passed on to the ESTAV (Bureau for Broad Area Services)”. 

As a result, interinstitutional relationships and communication between 

Health Units and Broad Area/Region will increase. 
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“Interinstitutional relationships and communication between Health Units 

and Broad Area/Region will increase with greater or lesser intensity depending on 

the organizational model the Regional Health Service will adopt. For instance, this 

tendency will be weaker in Lombardia and stronger in Veneto, where 

interinstitutional relationships will increase significantly because of the negotial 

approach adopted between Broad Areas, which feature a high functional 

specialization24”. 

Instead, the law-legal area appears relevant (after the interinstitutional 

relationships and project management ones) for Agenas.  

“Competencies in legal issues and law interpretation are highly relevant, 

and these are particularly well developed in Agenas. Regional legal staffs on health 

themes actually work only in 5 or 6 Regions. In the other Regions they're basically 

just “bureaus for disputes”. A real legislative office tracking the actual development 

of projects is not found in all Regions; but where it does, it's excellent”. 

Lastly, the EU standards and funds expert capabilities appear to have low 

relevance. 

“On several issues, there is no EU legislation (for instance on “dependent 

people”); there is only on a few ones (for example, on HTA)”. 

                                                 
24 The model is different in Toscana, where there is no logic of specialization for Broad 

Areas, which were attributed the same functions to be performed on different territorial areas.  
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3. Health Expense 

Polistena B.25 

Synopsis 

The distinctive elements of our 2009 analysis are:  

 The average per-capita health expense in OECD countries for 

the year 2007 amounts to $ 3.075, with an annual average 

variation of  +5.7% in the 1999-2007 period. Northern Europe 

countries (Holland, Belgium, Norway, Ireland) have a higher-

than-average per-capita expense, which is also rapidly 

increasing. On the other hand Mexico, Poland, Hungary, 

Slovakia, Czech Republic, Korea, Spain and Greece have a 

higher-than-average variation but a lower-than-average per-

capita health expense. Iceland, Sweden, Denmark, Germany, 

France,  Austria and Switzerland register a higher-than-average 

per-capita expense but a lower annual average variation. Italy, 

along with New Zealand and Finland, belongs to the group of 

countries that have both a lower-than-average per-capita 

expense and a lower-than average variation.  

There is an important positive relation between the levels of 

expense and their dynamics.  

As far as expense goes, Italy can be considered a “virtuous” 

country, registering a  lower-than-average expense and a 

contained growth.  

                                                 
25  CEIS Health, Faculty of Economy, University of Rome “Tor Vergata”. 
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Figure 3.1 

Total per-capita health expense and average annual growth 2007/1990 

Source: CEIS Health elaboration on OECD Health Data 2009 

 The countries where the average rate of health expense on GNI 

grew the most since 1970 are Holland, Denmark, U.S. and 

Portugal, but also Hungary, Belgium and Turkey. On the other 

hand, the countries that registered the lowest growth are Italy, 

Hungary, Poland and the Czech Republic. It must be taken into 

account that these countries also registered a modest GNI 

growth, a factor that strongly influenced the low growth in 

health expense.  
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 In 2008, the average per-capita public health expense per 

weighted population in Italyn regions amounted to  € 1,757: € 

1,814 in the North, € 1,877 in the Center and € 1,704 in the 

South. Despite the fact that these data are extrapolated from the 

different demographic structures, we notice a distinct lack of 

homogeneity. 

 The regions with the highest per-capita health expense per 

weighted population are Trentino Alto Adige, Valle d’Aosta 

and Lazio, while those with the lowest expense are Calabria, 

Basilicata and Marche.  

Figure 3.2 

Public per-capita health expense per weighted population 

Year 2008 

 
  Source: CEIS Health elaboration of OECD Ministry of Health and ISTAT data 

1.500

1.600

1.700

1.800

1.900

2.000

2.100

2.200

Tr
en

tin
o 

A
. A

.
V

al
le

 d
'A

os
ta

La
zi

o
M

ol
is

e
Fr

iu
li 

V
en

ez
ia

 G
iu

lia
Em

ili
a 

R
om

ag
na

Pi
em

on
te

V
en

et
o

To
sc

an
a

Li
gu

ria
A

br
uz

zo
Lo

m
ba

rd
ia

C
am

pa
ni

a
Pu

gl
ia

U
m

br
ia

Si
ci

lia
Sa

rd
eg

na
M

ar
ch

e
B

as
ili

ca
ta

C
al

ab
ria



  197 

 The regions with the highest direct expense rate for the year 

2008 are Valle d’Aosta, Friuli Venezia Giulia and the 

Autonomous Province of Bozen, while those with the lowest 

direct expense are Lombardia, Lazio and Puglia. We can draw 

the conclusion that the latter are more likely to outsource their 

health services.  

 The average private health expense in Italy in the year 2007 

amounted to € 479,26: € 472,36 in the North, € 477,64 in the 

Center and € 466,45 in the South. The northern regions, which 

have the highest average per-capita GNI, also have the highest 

private expense, especially Friuli Venezia Giulia, Emilia 

Romagna and Piedmont. The southern regions that register the 

lowest private health expense are Basilicata, Sicilia and 

Sardegna. The lack of a significant correlation between private 

health expense and prescription charge points to a potentially 

unjust system of expense sharing.  
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Figure 3.3  

Private per-capita health expense  

Year 2007 

 
  Source: CEIS Health elaboration of OECD Ministry of Health and ISTAT data 
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 The main determinants of health expense are GNI, age, 

institutional variables (grants especially), the share of direct 

expense on National health service expense, prescription charge 

and number of employees as well as the proxy variable of 

technological innovation. The impact of the institutional set-up, 

given by the relation between direct expense and National 

Health Service expense, proves the choice of strongly private 

accreditation models to be inefficient. This phenomenon can be 

seen as a failure of the government to manage the relation 

between public and private system.  The prescription charge 

impact is significant, with a predictable negative sign, in 

showing how expense sharing can effectively reduce moral 

hazard.  

3.1. Analysis of health expense in OECD countries 

The health systems of OECD countries face a constant growth in health 

expenses, along with a necessity to curb the cost of public assistance. This happens 

because health expense is at an all-time high and keeps absorbing a significant part of 

the GNI.  

Many determinants contribute to this rise in expense, the most often 

mentioned being ageing and innovation.  

An ageing population undoubtedly determines a growth in necessities, but 

the effect of ageing on health expense still hasn’t been effectively studied and 

remains unclear. Therapeutic innovation certainly determines a growth in health 

expenses, both because new therapies increase request (and patients’ expectations) 

and because they are usually more expensive.  
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Economic determinants have a bigger short-term impact. For example, the 

context of general recession and the uncertainty of a future upturn put even more 

pressure on the economic sustainability of the system, with the risk of weakening 

even further its capacity of responsiveness, especially in relation to the accessibility 

of innovative health technologies.  

Figure 3.4 

Health expense on GNI of OECD countries  

Percentages for the year 200726 

Source: CEIS Health elaboration on OECD Health Data 2009 

                                                 
26  Data for Australia, Turkey, Luxembourg and Portugal refer to the year 2006 
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The (total) local health expense in terms of GNI allocated share changes 

considerably among the countries: an analysis of OECD countries in 2007 shows 

percentages going from 16.0% in the U.S. to 5.9% in Mexico. The countries with the 

largest GNI share for health expense are the U.S, France, Switzerland, Germany and 

Belgium, spending 11.0%, 10.8%, 10.4% and 10.2% of their respective GNI. On the 

other hand we have Czech Republic, Korea and Poland with a total share of health 

expense on GNI of 6.8%, 6.8% and 6.4% respectively. 

The OECD data show Italy to be only slightly under the OECD average, 

with an expense amounting to 8.7% of GNI (the OECD average being, as in the 

previous year, 8.9%), but significantly under the average of a panel of similar 

European27 (9.5% of GNI) and even international countries28 (9.9% of GNI).  

The analysis of total per-capita health expense, purchasing power being 

equal, shows the U.S. at the top of the chart with a health expense of $ 7.290, 

followed at a distance by Norway ($ 4.763) and Switzerland ($ 4.417). At the bottom 

of the chart we find Mexico, which in 2007 spent an average of $ 823 in health, 

preceded by Poland ($ 1.035). 

The average per-capita expense in Italy is $ 2,686. Comparing it to the 

European countries we defined “similar”, we notice a gap of $ 625.7, which soars to 

$ 829.6 in comparison with the similar international countries.  

                                                 
27  The chosen European panel includes Belgium (B), Denmark (DK), France (F), Italy (I), 

Germany (D), Holland (ND), Spain (E), Sweden (S) and the United Kingdom (UK).  
28  The chosen international panel includes Europe as well as Australia (AUS), Canada 

(CAN), Japan (J), New Zealand (NZ) and the U.S.  
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Table 3.1 

Total per-capita health expense  in OECD countries Values in International dollars

Countries  1970 1975 1980 1985 1990 1995 2000 2005 2007 

Average OECD 199 387 632 925 1192 1532 1961 2707 3075 
Australia n.d. 438 644 930 1203 1610 2271 2983 n.d. 
Austria 196 435 783 939 1618 2216 2824 3472 3763 
Belgio 150 349 643 969 1357 1853 2377 3301 3595 
Canada 301 480 780 1264 1738 2057 2516 3464 3895 
Corea n.d. n.d. 107 180 357 525 809 1296 1688 
Danimarca n.d. 543 896 1256 1544 1871 2378 3152 3512 
Finlandia 185 345 571 925 1366 1481 1853 2590 2840 
Francia 194 369 668 1035 1449 2101 2542 3303 3601 
Germania 269 572 971 1409 1768 2274 2671 3348 3588 
Giappone 152 301 585 874 1125 1551 1967 2474 n.d. 
Grecia 161 n.d. 491 n.d. 853 1263 1449 2352 2727 
Irlanda 117 275 513 657 791 1203 1805 2831 3424 
Islanda 175 374 755 1183 1666 1909 2736 3304 3319 
Italy n.d. n.d. n.d. n.d. 1359 1538 2052 2536 2686 
Lussemburgo n.d. n.d. n.d. n.d. 1910 2553 4021 n.d. 
Messico n.d. n.d. n.d. n.d. 296 386 508 724 823 
Norvegia 144 323 668 943 1369 1862 3039 4301 4763 
Nuova Zelanda 215 424 509 640 990 1245 1605 2253 2510 
Olanda n.d. 441 728 958 1416 1798 2337 3450 3837 
Polonia n.d. n.d. n.d. n.d. 289 411 583 857 1035 
Portogallo 48 155 276 397 636 1035 1509 2098 n.d. 
Regno Unito 160 294 470 692 963 1349 1833 2693 2992 
Repubblica 
Ceca n.d. n.d. n.d. n.d. 559 899 980 1455 1626 

Slovacchia n.d. n.d. n.d. n.d. n.d. n.d. 603 1139 1555 
Spagna 95 212 363 496 872 1193 1536 2267 2671 
Stati Uniti 356 601 1091 1811 2810 3748 4704 6558 7290 
Svezia 312 532 946 1273 1596 1745 2283 2958 3323 
Svizzera 346 621 1017 1459 2033 2568 3217 4015 4417 
Turchia n.d. 44 70 68 155 173 432 618 n.d. 
Ungheria n.d. n.d. n.d. n.d. n.d. 660 852 1411 1388 

Source: CEIS Health elaboration on OECD Health Data 2009 
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3.2. Health expense dynamics in OECD countries 

Much like had happened the previous year, between 2006 and 2007 we 

observe a further slowdown in the growth of both the average health expense and the 

health expense of individual countries. The per-capita health expense in Italy, which 

had increased an annual average of 4.3% between 2001 and 2005, shows an annual 

average growth of 1.2% between 2005 and 2007.  
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Table 3.2  

Total per-capita health expense  in OECD countries  

Average annual percentage variation  

Countries  1975/1970 1980/1975 1985/1980 1990/1985 1995/1990 2000/1995 2005/2000 2007/2005 

Average OECD 14.27 10.32 7.91 5.19 5.15 5.06 6.67 2.58 
Australia n.d. 8.01 7.63 5.28 6.00 7.12 5.61 n.d. 
Austria 17.29 12.47 3.70 11.50 6.49 4.97 4.22 1.62 
Belgio 18.40 13.00 8.55 6.97 6.43 5.11 6.79 1.72 
Canada 9.78 10.20 10.14 6.58 3.43 4.11 6.60 2.37 
Corea n.d. n.d. 10.96 14.68 8.02 9.03 9.88 5.43 
Danimarca n.d 10.54 6.99 4.22 3.92 4.91 5.80 2.19 
Finlandia 13.27 10.60 10.13 8.11 1.63 4.58 6.93 1.86 
Francia 13.72 12.60 9.15 6.96 7.71 3.88 5.38 1.74 
Germania 16.29 11.16 7.73 4.64 5.16 3.27 4.62 1.39 
Giappone 14.64 14.21 8.36 5.18 6.63 4.87 4.69 n.d. 
Grecia n.d. n.d. n.d. n.d. 8.17 2.79 10.17 3.00 
Irlanda 18.64 13.28 5.07 3.78 8.75 8.45 9.42 3.88 
Islanda 16.40 15.08 9.40 7.09 2.76 7.46 3.84 0.09 
Italy n.d. n.d. n.d. n.d. 2.51 5.94 4.33 1.16 
Lussemburgo n.d. n.d. n.d. n.d. n.d. 5.98 9.51 n.d. 
Messico n.d. n.d. n.d. n.d. 5.45 5.65 7.34 2.60 
Norvegia 17.54 15.64 7.14 7,74 6.34 10.29 7.19 2,.06 
Nuova Zelanda 14.55 3.72 4.69 9,12 4.69 5.21 7.02 2,18 
Olanda n.d. 10.54 5.64 8,13 4.89 5.38 8.10 2.15 
Polonia n.d. n.d. n.d. n.d. 7.30 7.24 8.01 3.85 
Portogallo 26.42 12.23 7.54 9,88 10.23 7.83 6.81 n.d. 
Regno Unito 12.94 9.84 8.04 6,83 6.97 6.32 8.00 2.13 
Repubblica Ceca n.d. n.d. n.d. n.d. 9.97 1.74 8.22 2.25 
Slovacchia n.d. n.d. n.d. n.d. n.d. n.d. 13.56 6.42 
Spagna 17.41 11.36 6.44 11.95 6.47 5.18 8.10 3.33 
Stati Uniti 11.04 12.67 10.67 9.18 5.93 4.65 6.87 2.14 
Svezia 11.26 12.20 6.12 4.63 1.80 5.52 5.32 2.35 
Svizzera 12.41 10.37 7.48 6.86 4.78 4.61 4.53 1.93 
Turchia n.d. 9.73 -0.58 17.91 2.22 20.08 7.42 n.d. 
Ungheria n.d. n.d. n.d. n.d. n.d. 5.24 10.62 -0.33 

Source: CEIS Health elaboration on OECD Health Data 2009 
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The dynamics of health expense between 1990 and 2007 can be divided 

into two main periods: 1990-2000 and 2000-2007.  

On the whole we can observe that the countries that started out with a 

lower level of expense registered the highest increase.  

The variation of the total per-capita health expense in Italy, with the 

exception of the 1995-2000 period, is lower than the average of partner countries. 

Italy’s growth, given the initial levels of expense, was lower than expected.  
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Figure 3.5 

Relation between 1990 health expense and 2000/1990 increase in OECD countries

Values in International dollars and percentage variations 

Source: CEIS Health elaboration on OECD Health Data 2009 
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Figure 3.6 

Relation between 2000 health expense and 2007/2000 increase in OECD 

countries  

Values in International dollars and percentage variations 

Source: CEIS Health elaboration on OECD Health Data 2009 

3.3. Relation between health expense and GNI in OECD countries 

The dynamics of health expense described above brought along an increase 

of its impact on GNI.  
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The countries where the average share of health expense on GNI has grown 

the most since 1970 are Holland, Denmark, the U.S. and Portugal, but also Hungary, 

Belgium and Turkey. On the other hand, the countries that registered the lower 

growth are Italy, Mexico, Poland and the Czech Republic. It’s worth noticing that, 

except for Italy, the other countries registered a modest GNI growth which influenced 

the low growth in health expense. 
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Table 3.3 

Health expense on GNI in OECD countries  

Percentage variation 

Countries  1975/1970 1980/1975 1985/1980 1990/1985 1995/1990 2000/1995 2005/2000 2007/2005

Average OECD n.d. -4,0 -2,4 -2,7 -0,0 -0,1 1,6 -4,1 
Australia n.d. -0.2 0.3 0.3 0.5 0.9 0.4 n.d. 
Austria 1.7 0.5 -1.0 1.9 1.2 0.4 0.5 -0.3 
Belgio 1.7 0.7 0.7 0.2 1.0 0.4 1.7 -0.1 
Canada 0.1 0.0 1.1 0.8 0.1 -0.2 1.1 0.2 
Corea 0.0 4.1 -0.2 0.4 -0.2 0.8 1.2 0.7 
Danimarca 8.7 0.2 -0.4 -0.2 -0.2 0.2 1.2 0.3 
Finlandia 0.7 0.1 0.8 0.6 0.2 -0.7 1.3 -0.3 
Francia 1.0 0.6 1.0 0.4 2.0 -0.3 1.0 -0.1 
Germania 2.4 0.0 0.4 -0.5 1.8 0.2 0.4 -0.3 
Giappone 1.1 0.8 0.2 -0.7 0.9 0.8 0.5 n.d. 
Grecia n.d. n.d. n.d. n.d. 2.0 -0.7 1.5 0.2 
Irlanda 2.2 1.0 -0.8 -1.4 0.6 -0.4 1.0 0.3 
Islanda 1.0 0.6 0.9 0.6 0.4 1.3 -0.1 -0.1 
Italy n.d. n.d. n.d. n.d. -0.4 0.8 0.8 -0.2 
Lussemburgo 1.2 0.9 0.0 0.2 0.2 0.2 1.9 n.d. 
Messico n.d. n.d. n.d. n.d. 0.7 0.0 0.7 0.1 
Norvegia 1.5 1.1 -0.4 1.0 0.3 0.5 0.7 -0.2 
Nuova Zelanda 1.5 -0.8 -0.8 1.8 0.3 0.5 1.4 0.1 
Olanda 7.0 0.4 -0.1 0.7 0.3 -0.3 1.8 0.0 
Polonia n.d. n.d. n.d. n.d. 0.7 0.0 0.7 0.2 
Portogallo 2.6 0.2 0.4 0.2 1.9 1.0 1.4 n.d. 
Regno Unito 0.9 0.2 0.2 0.1 0.9 0.2 1.2 0.2 
Repubblica 
Ceca n.d. n.d. n.d. n.d. 2.3 -0.5 0.6 -0.3 

Slovacchia n.d. n.d. n.d. n.d. n.d. n.d. 1.5 0.7 
Spagna 1.1 0.7 0.1 1.1 0.9 -0.2 1.1 0.2 
Stati Uniti 0.9 1.0 1.3 1.9 1.4 0.0 2.1 0.3 
Svezia 0.7 1.4 -0.4 -0.3 -0.2 0.2 1.0 -0.1 
Svizzera 1.5 0.4 0.4 0.5 1.4 0.6 1.0 -0.4 
Turchia 2.2 0.2 -0.8 1.1 -0.2 2.4 0.8 n.d. 
Ungheria n.d. n.d. n.d. n.d. 7.3 -0.4 1.4 -0.9 

Source: CEIS Health elaboration on OECD Health Data 2009 
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By analyzing the relation between per-capita health expense and per-capita 

GNI in OECD countries, we can observe a significant statistic relation between the 

variables, which also appear to be stable in time.  

Incidentally, the total percentage of GNI set aside for Health could also be 

appointed as proxy for the willingness-to-pay (WTP) of the different countries.   

By observing the WTP variation in time we can draw the following 

considerations:  

In the year 1990 most of the countries were located along the line of 

regression, with the exception of Turkey and Switzerland, which spent a considerably 

larger percentage of their GNI on health.  

In 1990 the U.S. showed a WTP in line with other countries, despite the 

presence of a positive gap both in terms of GNI and of per-capita health expense ($ 

1.000 more than Germany, the country with the second highest per-capita health 

expense).  

The WTP of the Italyn health system in 1990 was for the most part in line 

with the competitor countries.  
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Figure 3.7 

Relation between per-capita health expense and per-capita GNI in OECD 

countries  

Values in International dollars  –  Year 199029 

Source: CEIS Health elaboration on OECD Health Data 2009 

In 2006, the U.S. left the other countries behind by showing a much higher 

WTP.  

                                                 
29  Data for Australia, Turkey, Japan, Luxembourg and Portugal refer to the year 2006. 
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Figure 3.8 

Relation between per-capita health expense and per-capita GNI in OECD 

countries 

Values in International dollars  –  Year 200630 

Source: CEIS Health elaboration on OECD Health Data 2009 

Italy was still on the regression line, but with a lower level of expense than 

its competitors, assuming a position similar to Spain.  

                                                 
30  Data for Australia, Turkey, Japan, Luxembourg and Portugal refer to the year 2006. 
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Figure 3.9 

Relation between per-capita health expense and per-capita GNI in OECD 

countries  

Values in International dollars  –  Year 200731 

Source: CEIS Health elaboration on OECD Health Data 2009 

In 2007 Italy surpassed the average WTP, probably because of a prolonged 

standstill in GNI.  

                                                 
31  Data for Australia, Turkey, Japan, Luxembourg and Portugal refer to the year 2006. 
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3.4. The composition of health expense in OECD countries 

With the exception of Mexico and the U.S., which present a percentage of 

public health expense in relation to total health expense amounting to 45.2% and 

45.4% respectively, in all the other countries the most substantial part of health 

expense is represented by the public sector. The Italyn public health expense in 2007 

is 76.5% of total expense (6.7% of GNI).  
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Table 3.4 

Share of  public health expense on total health expense 

OECD countries  -  Percentage values 

Countries  1970 1975 1980 1985 1990 1995 2000 2005 2007 

Average OECD 72.6 76.8 73.0 73.1 72.6 72.1 72.1 72.9 71.8 
Australia n.d. 73.6 62.6 70.6 66.2 65.8 67.1 67.4 n.d. 
Austria 63.0 69.6 68.8 76.1 73.4 73.9 76.8 76.1 76.4 
Belgio n.d. n.d. n.d. n.d. n.d. 78.5 n.d. n.d. n.d. 
Canada 69.9 76.2 75.6 75.5 74.5 71.4 70.4 70.3 70.0 
Corea n.d. n.d. 20.1 29.4 36.5 36.3 44.9 52.1 54.9 
Danimarca n.d. 85.4 87.8 85.6 82.7 82.5 82.4 83.7 84.5 
Finlandia 73.8 78.6 79.0 78.6 80.9 72.0 71.1 73.5 74.6 
Francia 75.5 78.0 80.1 78.5 76.6 79.7 79.4 79.3 79.0 
Germania 72.8 79.0 78.7 77.4 76.2 81.6 79.7 77.0 76.9 
Giappone 69.8 72.0 71.3 70.7 77.6 83.0 81.3 82.7 n.d. 
Grecia 42.6 n.d. 55.6  53.7 52.0 60.0 60.1 60.3 
Irlanda 81.7 79.0 82.0 75.8 71.7 71.9 73.5 77.5 80.7 
Islanda 66.2 87.1 88.2 87.0 86.6 83.9 81.1 81.4 82.5 
Italy n.d. n.d. n.d. n.d. 79.5 70.8 72.5 76.2 76.5 
Lussemburgo 88.9 91.8 92.8 89.2 93.1 92.4 89.3 90.2 n.d. 
Messico n.d. n.d. n.d. n.d. 40.4 42.1 46.6 45.5 45.2 
Norvegia 91.6 96.2 85.1 85.8 82.8 84.2 82.5 83.5 84.1 
Nuova Zelanda 80.3 73.7 88.0 87.0 82.4 77.2 78.0 77.9 n.d. 
Olanda n.d. 67.9 69.4 70.8 67.1 71.0 63.1 n.d. n.d. 
Polonia n.d. n.d. n.d. n.d. 91.7 72.9 70.0 69.3 70.8 
Portogallo 59.0 58.9 64.3 54.6 65.5 62.6 72.5 71.8 n.d. 
Regno Unito 87.0 91.1 89.4 85.8 83.6 83.9 79.3 81.9 81.7 
Repubblica 
Ceca 96.6 96.9 96.8 92.2 97.4 90.9 90.3 88.6 85.2 

Slovacchia n.d. n.d. n.d. n.d. n.d. n.d. 89.4 74.4 66.8 
Spagna 65.4 77.4 79.9 81.1 78.7 72.2 71.6 70.6 71.8 
Stati Uniti 36.2 40.7 40.8 39.3 39.2 44.9 43.2 44.4 45.4 
Svezia 86.0 90.2 92.5 90.4 89.9 86.6 84.9 81.6 81.7 
Svizzera n.d. n.d. n.d. 50.3 52.4 53.6 55.4 59.5 59.3 
Turchia n.d. 50.0 29.4 50.6 61.0 70.3 62.9 71.4 n.d. 
Ungheria n.d. n.d. n.d. n.d. n.d. 84.0 70.7 72.3 70.6 

Source: CEIS Health elaboration on OECD Health Data 2009 
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The share of public health expense in our country showed a tendency to 

decrease between 1990 and 1995, while it went back to growing constantly between 

1995 and 2007. On the whole, however, the decrease in the share of public expense 

and its subsequent growth is a tendency common to all European countries. 
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Table 3.5 

Share of  public health expense on total public expense 

OECD countries  -  Percentage values 

Countries  1970 1975 1980 1985 1990 1995 2000 2005 2007 

Average OECD n.d. n.d. n.d. n.d. 11,91 12,08 13.76 15.49 15.41 
Australia n.d. 14.2 11.6 11.8 12.6 13.0 15.4 17.0 n.d. 
Austria n.d. n.d. 10.3 9.2 11.9 12.5 14.7 15.8 15.9 
Belgio n.d. n.d. n.d. n.d. n.d. 12.4 n.d. n.d. n.d. 
Canada 13.3 12.9 12.8 12.7 13.5 13.3 15.1 17.7 18.1 
Corea n.d. n.d. 3.9 5.7 8.0 7.1 9.3 11.0 n.d. 
Danimarca n.d. 16.5 14.9 13.1 12.3 11.3 12.7 15.0 16.2 
Finlandia n.d. 12.6 12.4 12.0 13.0 9.2 10.6 12.4 12.9 
Francia n.d. n.d. 12.3 12.1 12.9 15.2 15.5 16.5 16.6 
Germania n.d. n.d. n.d. n.d. n.d. 15.0 18.2 17.5 18.2 
Giappone n.d. n.d. n.d. n.d. n.d. n.d. 16.0 17.6 n.d. 
Grecia n.d. n.d. n.d. n.d. n.d. n.d. 10.1 13.1 13.2 
Irlanda n.d. n.d. n.d. 10.6 10.2 11.7 14.7 16.8 17.1 
Islanda n.d. n.d. n.d. n.d. n.d. n.d. 18.4 18.2 17.8 
Italy n.d. n.d. n.d. n.d. 11.6 9.8 12.7 14.1 13.9 
Lussemburgo n.d. n.d. n.d. n.d. 13.2 13.0 13.9 16.7 n.d. 
Messico n.d. n.d. n.d. n.d. n.d. 11.4 12.5 n.d. n.d. 
Norvegia n.d. n.d. n.d. n.d. n.d. 13.0 16.4 18.0 18.3 
Nuova Zelanda n.d. n.d. n.d. n.d. 10.6 13.3 15.6 18.3 n.d. 
Olanda n.d. 9.4 9.3 9.0 9.8 10.5 11.4 n.d. n.d. 
Polonia n.d. n.d. n.d. n.d. n.d. 8.4 9.4 9.9 10.8 
Portogallo n.d. n.d. n.d. n.d. n.d. 11.2 14.9 15.3 n.d. 
Regno Unito 9.3 10.2 11.0 10.8 12.0 13.0 14.3 15.3 15.6 
Repubblica 
Ceca n.d. n.d. n.d. n.d. n.d. 11.7 14.1 14.1 13.5 

Slovacchia n.d. n.d. n.d. n.d. n.d. n.d 9.7 13.7 15.1 
Spagna n.d. n.d. n.d. n.d. n.d. 12.1 13.2 15.2 15.6 
Stati Uniti 7.9 9.3 10.7 11.0 12.9 16.5 17.2 19.1 19.4 
Svezia n.d. n.d. n.d. n.d. n.d. 10.6 12.6 13.5 14.1 
Svizzera n.d. n.d. n.d. n.d. 14.2 14.6 16.0 18.9 n.d. 
Turchia n.d. n.d. n.d. n.d. n.d. n.d. n.d. n.d. n.d. 
Ungheria n.d. n.d. n.d. n.d. n.d. n.d. 10.6 12.0 10.5 

Source: CEIS Health elaboration on OECD Health Data 2009 

If we analyze the impact of health expense on public expense, the countries 

with the highest share are the U.S. and Norway, while those that set aside the lowest 

share for public health are Hungary and Poland. In 2007, 13.9% Italyn public expense 



  218 

was absorbed by health. It’s important to notice that Italyn value is lower than the 

value of all “similar” countries, a factor that could point to the contribution given by 

health to the recovering of Italy’s finances. 

3.5. Public healthcare spending in Italy 

Based on the statistics of the Ministry of Health, public healthcare spending 

in Italy went from € 80.724 billion in 2003 to € 106.632 billion in 2007, making for 

an average annual increase, in terms of face value, of 5.2 %. Total public spending on 

healthcare was in line with the national average in the north (5.3%), higher than the 

average in the central regions (5.7%) and below the national average in the south of 

Italy (4,4%). 

It is important to note that this variation is influenced by the fact that the 

costs of the IRCCS, not a part of the calculation in the past, have been included.  

Table 3.6 

Public healthcare spending and annual rates of variation 

Year 
Ministry of Health32 

billions of euro Rate of Variation 
2001 76.70  
2002 80.12 4.47 
2003 82.72 3.25 
2004 89.61 8.33 
2005 96.20 7.35 
2006 100.05 4.00 
2007 103.88 3.83 
2008 106.63 2.64 

Source:  CEIS Health processing of data from Ministry of Health 

                                                 
32  The total statistic does not include extraordinary operations and transfers to Bambin 

Gesù and SMOM. 
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As shown by the statistics, the years 2006 and 2008 marked a slow-down in 

the growth of spending, following two years of noteworthy growth.  

An analysis of healthcare spending by individual region points to an 

extreme degree of variability: the regions in which spending on healthcare grew most 

rapidly during the five-year period 2001-2006 were Lazio, Valle d’Aosta, Molise and 

Sicilia, while the regions registering the highest growth between 2006 and 2007 were 

Friuli Venezia Giulia, Lombardia and Calabria, and Friuli Venezia Giulia, Valle 

d’Aosta and Basilicata between 2007 and 2008. In contrast, the regions in which 

healthcare spending showed the lowest growth during the five-year period were Friuli 

Venezia Giulia, Calabria and Campania, while Lazio and Sicilia recorded decreases 

in spending between 2006 and 2007 (these same regions, having registered sharp 

annual increases during the five-year period 2001-2006, were subject to cost-

reduction plans); at the end between 2007 and 2008Abruzzo and Sicilia recorded 

decreases in spending. 
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Table 3.7 

Public Health Expenditure 

Regions 2006/2001 
Average 
annua 

2007/2006 
2008/2007 

Italy 5.46 3.83 2.65 
North 5.21 4.80 3.81 
Centre 6.45 2.84 1.96 
South 5.21 3.13 1.45 
Piemonte 5.26 3.67 4.29 
Valle d'Aosta 6.53 0.95 5.65 
Lombardia 5.04 5.58 3.05 
P. A. Bolzano 5.89 3.03 4.20 
P. A. Trento 4.99 5.70 3.07 
Veneto 5.31 3.75 3.72 
Friuli Venezia Giulia 4.29 10.90 7.66 
Liguria 4.76 3.78 3.67 
Emilia Romagna 5.72 4.50 3.97 
Toscana 5.28 3.74 3.53 
Umbria 5.65 2.64 3.01 
Marche 4.81 3.37 4.33 
Lazio 7.72 2.22 0.33 
Abruzzo 5.60 3.89 -0.39 
Molise 6.16 5.21 3.66 
Campania 4.64 3.47 1.24 
Puglia 5.53 5.23 2.07 
Basilicata 5.45 5.75 4.90 
Calabria 4.01 4.88 2.84 
Sicilia 6.01 -0.04 -0.03 
Sardegna 4.79 2.82 3.42 

Source: CEIS Healthcare processing of data from the Ministry of 
Health 

Public healthcare spending in Italy as a whole was equal to 6.8% of the 

GDP in 2008, while healthcare spending in northern, central and southern Italy 

absorbed respective levels of 5.8%, 6.5% and 9.4% of the GDP in 2008. As shown by 

the graph, healthcare spending as a percentage of GDP was similar in Italy as a whole 

and in the central and northern regions, while the south showed distinctly higher 

levels. This discrepancy is tied to the fact that the southern regions, on the average, 
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present a GDP that proves significantly lower than that of the central and northern 

region in addition to which the balancing mechanism used between the regions 

results in a situation where there is little or no correlation between overall healthcare 

spending and levels of income; the effect of redistribution engendered by the 

mechanisms of solidarity implicit in universal type systems of social security tend to 

invert the relationship that normally exists between the portion of the GDP absorbed 

by healthcare assistance and the average per capita GDP. 

Figure 3.10 

Public healthcare spending as a percentage of the GDP  

Geographic break-down  -  Years 2001-2007 

 
Source:  CEIS Healthcare processing of statistics from the Ministry of Health  

Healthcare spending as a percentage of GDP shows levels greater than 9% 

in Molise, Campania, Calabria, Sicilia, Puglia and while the lowest values, below 

6%, were registered in Lombardia, Emilia Romagna and Veneto. 
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Table 3.8 

Regional public healthcare spending as a 

percentage of GDP 

Regions 2001 2006 2007 2008 

Italy 6.14 6.74 6.72 6.78 
North 5.20 5.66 5.68 5.80 
Centre 5.83 6.56 6.47 6.46 
South 8.56 9.36 9.38 9.37 
Piemonte 5.76 6.31 6.30 6.48 
Valle d'Aosta 5.39 6.11 5.96 6.18 
Lombardia 4.67 5.04 5.10 5.17 
P. A. Bolzano 5.88 6.46 6.39 6.50 
P. A. Trento 5.65 6.14 6.15 6.23 
Veneto 5.30 5.74 5.70 5.81 
Friuli Venezia Giulia 5.53 5.81 6.15 6.53 
Liguria 6.68 7.30 7.20 7.36 
Emilia Romagna 5.11 5.71 5.70 5.80 
Toscana 5.82 6.32 6.32 6.41 
Umbria 6.40 7.15 7.05 7.18 
Marche 6.07 6.31 6.26 6.42 
Lazio 5.70 6.70 6.53 6.41 
Abruzzo 7.21 8.25 8.22 8.00 
Molise 8.55 9.71 9.77 9.92 
Campania 9.14 9.68 9.71 9.81 
Puglia 8.35 9.38 9.64 9.58 
Basilicata 7.74 8.55 8.75 9.05 
Calabria 9.07 9.27 9.48 9.65 
Sicilia 8.85 9.96 9.69 9.51 
Sardegna 7.56 8.08 8.07 8.23 

Source: CEIS Healthcare processing of data from the Ministry of Health 

Given the natural differences in the regional levels of income, it is only on 

account of the mechanisms of solidarity that per capita spending on healthcare 

remains essentially uniform among the regions. 
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Table 3.9 

Regional public per capita healthcare spending 

Regions 2001 2006 2007 2008 

Italy 1,369 1,646 1,703 1,757 
North 1,443 1,656 1,714 1,785 
Centre 1,409 1,771 1,854 1,870 
South 1,259 1,565 1,607 1,658 
Piemonte 1,394 1,687 1,750 1,810 
Valle d'Aosta 1,515 1,846 2,000 2,005 
Lombardia 1,346 1,574 1,636 1,714 
P. A. Bolzano n.d. 2,055 2,141 2,183 
P. A. Trento n.d. 1,763 1,828 1,915 
Veneto 1,367 1,604 1,685 1,735 
Friuli Venezia Giulia 1,354 1,669 1,633 1,805 
Liguria 1,503 1,845 1,859 1,932 
Emilia Romagna 1,423 1,727 1,780 1,844 
Toscana 1,400 1,690 1,748 1,804 
Umbria 1,361 1,642 1,702 1,737 
Marche 1,338 1,570 1,621 1,668 
Lazio 1,443 1,904 2,018 1,992 
Abruzzo 1,361 1,693 1,727 1,788 
Molise 1,365 1,823 1,843 1,944 
Campania 1,282 1,622 1,585 1,641 
Puglia 1,210 1,507 1,566 1,649 
Basilicata 1,169 1,479 1,538 1,634 
Calabria 1,244 1,425 1,525 1,605 
Sicilia 1,253 1,562 1,665 1,665 
Sardegna 1,275 1,563 1,590 1,631 

Source: CEIS Healthcare processing of data from the Ministry of 
Health 

Per capita public spending on healthcare in Italy is, on the average, € 1,754, 

meaning € 54 more than in the previous year. 

In the North public health expenditure is equal to € 1.785, in the Centre in 

equal to € 1.870 and in the South € 1.658. 
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Figure 3.11 

Health care expenditure per capita 

Source:elaboration CEIS Sanità on Ministero della Salute and ISTAT data 

Per capita spending is equal to € 2.246 in Bolzano, € 2,099 in Valle d’Aosta,  

€ 1,605 in Calabria and € 1,631 in, Sardegna. The gap between the minimum and the 

maximum value in equal to € 641. 
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Table 3.10 

Per capita public regional healthcare spending for the 

weighted population 

Regions 2008 Graduatoria delle 
Regions 

Italy 1,757  
North 1,814  
Centre 1,877  
South 1,704  
Piemonte 1,814 14 
Valle d'Aosta 2,066 19 
Lombardia 1,771 9 
Trentino A, A, 2,119 20 
Veneto 1,810 13 
Friuli Venezia Giulia 1,853 16 
Liguria 1,778 11 
Emilia Romagna 1,838 15 
Toscana 1,781 12 
Umbria 1,705 6 
Marche 1,682 3 
Lazio 2,031 18 
Abruzzo 1,772 10 
Molise 1,958 17 
Campania 1,708 8 
Puglia 1,706 7 
Basilicata 1,671 2 
Calabria 1,636 1 
Sicilia 1,702 5 
Sardegna 1,689 4 

Source: CEIS Healthcare processing of data from the Ministry of Health 

3.6. Private spending on healthcare in Italy 

In 2007, private spending accounted for an  average of 21.9% of all 

spending, up slightly compared to 2006 (21.6%). Private spending was clearly higher 

in the north (22.4%) than  in the central regions (20.7%), and in the south (21.7%), in 

lines with levels of family income. 
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As shown by the graph, there is an unmistakable positive correlation 

between private spending and family income (R2=69.8%). 

Figure 3.12 

Correlation between per capita private spending on healthcare and per capita 

GDP by region  -  Year 2007 

Source: CEIS Healthcare processing of ISTAT statistics 

The regions with the highest percentages of private spending in 2007 were 

Friuli Venezia Giulia (24,7%) and Emilia Romagna (26,2%). In contrast, the regions 
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with the lowest levels of private spending, registering figures of less than 17%, were 

Basilicata, Sicilia. 

Table 3.11 

Private spending as a percentage of total spending 

Regions 2000 2005 2007 

Italy 26.56% 22.23% 21.89% 
North 26.53% 22.85% 22.42% 
Centre 25.75% 21.10% 21.00% 
South 27.06% 22.09% 21.71% 
Piemonte 29.29% 25.24% 26.06% 
Valle d'Aosta  23.65% 21.82% 23.86% 
Lombardia 30.91% 26.78% 25.62% 
Trentino A. A. 25.00% 21.34% 19.97% 
Veneto 27.98% 24.29% 24.00% 
Friuli Venezia Giulia 30.30% 27.85% 27.40% 
Liguria 25.80% 21.51% 21.21% 
Emilia Romagna 30.92% 26.99% 26.21% 
Toscana 27.03% 23.51% 23.51% 
Umbria 22.57% 19.32% 20.34% 
Marche 26.32% 23.11% 21.62% 
Lazio 27.68% 21.04% 20.71% 
Abruzzo 23.22% 17.48% 17.27% 
Molise 23.81% 16.74% 19.75% 
Campania 21.78% 17.37% 18.10% 
Puglia 22.95% 19.48% 17.98% 
Basilicata 19.89% 15.54% 15.00% 
Calabria 22.97% 20.52% 18.24% 
Sicilia 22.07% 16.52% 16.86% 
Sardegna 20.98% 17.69% 17.27% 

Source: CEIS Healthcare processing of data from the Ministry of Health 

The Region with higher private health expenditure are Friuli Venezia 

Giulia e l’Emilia Romagna, at the opposite side find Basilicata and Sililia (lower 

health expenditure)  
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Table 3.12 

Per capita private spending on healthcare 

Regions 2000 2005 2007 

Italy 426.36 465.27 479.26 
North 436.45 457.14 472.36 
Centre 425.89 471.08 477.64 
South 414.13 451.00 466.45 
Piemonte 505.61 554.09 605.42 
Valle d'Aosta  455.93 511.12 602.51 
Lombardia 515.82 555.71 565.45 
Trentino A. A. 449.16 500.61 478.13 
Veneto 467.20 495.84 520.43 
Friuli Venezia Giulia 532.05 617.57 649.10 
Liguria 459.02 510.96 506.88 
Emilia Romagna 555.48 604.52 606.52 
Toscana 437.86 490.60 521.36 
Umbria 354.03 384.54 425.79 
Marche 429.26 456.02 444.11 
Lazio 486.15 525.20 505.78 
Abruzzo 344.93 355.81 363.11 
Molise 357.21 405.96 479.89 
Campania 323.18 348.66 368.07 
Puglia 338.66 362.92 360.11 
Basilicata 259.71 277.93 291.54 
Calabria 342.21 381.98 404.44 
Sicilia 285.91 312.82 338.18 
Sardegna 317.56 346.66 341.56 

Source:  CEIS Healthcare processing of ISTAT data 

Per capita private healthcare spending in Italy is equal to € 479.3; each 

citizen of northern Italy spends an average of € 472.4, while the figure is € 477.6 in 

the central regions and € 466.4 in the south. 

Between  2006 and 2007 private healthcare spending grew by an average of 

0.2%. The highest rate of growth was observed in the regions of central Italy 

(+0,4%), while in the south, though the starting level was lower, private spending 
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grew by only 0.2%. In the north, growth in private healthcare spending was equal to 

0.3%. 

Table 3.13 

Variations in private per capita healthcare spending 

Regions 2007/2000 2007/2006 

Italy -4.67% 0.23% 
North -4.11% 0.32% 
Centre -1.99% 0.41% 
South -5.36% 0.23% 
Piemonte -4.75% 0.31% 
Valle d'Aosta  -5.36% 0.06% 
Lombardia -5.47% -0.68% 
Trentino A. A. 0.21% 2.65% 
Veneto -5.29% 0.26% 
Friuli Venezia Giulia 0.00% 0.00% 
Liguria 0.00% 0.00% 
Emilia Romagna -5.03% -0.94% 
Toscana -3.97% 0.33% 
Umbria -2.91% -0.85% 
Marche -4.59% -0.23% 
Lazio -4.71% -0.62% 
Abruzzo -3.53% 0.51% 
Molise -2.23% 1.35% 
Campania -4.69% 0.23% 
Puglia -6.98% 0.01% 
Basilicata -5.95% 0.08% 
Calabria -4.05% 1.60% 
Sicilia -3.68% 0.40% 
Sardegna -4.97% -0.79% 

Source: CEIS Healthcare processing of ISTAT data 

The regions where private pending has grown the most are Umbria, Emilia 

Romagna and Abruzzo, while those where it has grown the least are Liguria, 

Provincia Autonoma di Trento and Marche. 
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Total spending varies to a greater extent between the regions than  does 

public spending: the effect of private spending, therefore, is to increase the gap 

between the regions. 

There isn’t a correlation between private health expenditure and ticket in 

2007 probably for an inefficient compartecipation system. 

Figure 3.13 

Correlation between per capita private health expenditure and per capita Ticket

Year 2007 

 Source:  CEIS Healthcare processing of ISTAT and Fedefarma data 
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3.7. Direct public spending on healthcare functions in Italy 

In analysing the component parts of public spending on healthcare, a 

distinction must be made between the portion made directly and that disbursed to 

affiliated/accredited operations. 

Direct spending constitutes the larges portion, at figures, for 2008, of 

62.3% for Italy as a whole, 62.9% for the north, 64.2% for the central regions and 

60.1% for the south. 
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Table 3.14 

Direct spending as a percentage of public spending on healthcare 

Regions 2001 2006 2007 2008 

Italy 57.07 33.01 60.86 62.26 
North 59.96 33.08 62.16 62.94 
Centre 57.11 32.40 62.04 64.21 
South 53.09 33.29 58.35 60.09 
Piemonte 61.78 35.08 64.69 64.35 
Valle d'Aosta 74.43 42.68 74.79 74.61 
Lombardia 52.67 29.51 55.42 56.49 
P. A. Bolzano 72.71 40.47 72.21 72.17 
P. A. Trento 65.20 36.39 64.51 65.25 
Veneto 63.90 31.86 62.35 64.25 
Friuli Venezia Giulia 65.85 37.37 71.61 73.43 
Liguria 59.49 37.36 66.43 67.26 
Emilia Romagna 65.07 35.03 67.04 67.06 
Toscana 68.09 36.52 71.73 72.35 
Umbria 69.63 36.81 71.81 72.61 
Marche 68.08 37.54 69.55 69.41 
Lazio 45.01 28.06 53.21 56.95 
Abruzzo 59.75 31.92 60.22 61.74 
Molise 63.11 33.49 60.17 60.82 
Campania 48.44 32.75 57.22 58.78 
Puglia 53.73 29.80 56.21 58.41 
Basilicata 64.19 36.15 66.12 67.03 
Calabria 56.35 39.04 58.65 59.98 
Sicilia 49.51 33.19 57.19 59.15 
Sardegna 63.40 37.63 66.10 67.83 

Source:  CEIS Healthcare processing of data from the Ministry of Health 

Personnel 

In Italy, in 2008, public spending for personnel is equal to € 35,176.9 

million. During 2001-2008 the expenditure for the personnel growth up about 3,9%: 

3,9% in the north, 4,0% in the Centre and in the south. 
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Table 3.15 

Spending on personnel as a percentage of direct spending 

Regions 2001 2006 2007 2008 

Italy 20,556 33,415 33,814 35,177 
North 11,411 15,207 15,432 16,259 
Centre 3,745 6,785 6,772 7,048 
South 8,333 11,423 11,611 11,870 
Piemonte 2,174 2,707 2,710 2,817 
Valle d'Aosta 84 108 102 109 
Lombardia 3,735 4,587 4,642 4,867 
P, A, Bolzano 338 424 471 518 
P, A, Trento 271 338 360 373 
Veneto 2,236 2,556 2,548 2,680 
Friuli Venezia Giulia 593 736 825 911 
Liguria 835 1,088 1,091 1,130 
Emilia Romagna 2,133 2,663 2,682 2,854 
Toscana 1,947 2,342 2,350 2,473 
Umbria 463 554 556 580 
Marche 781 949 946 979 
Lazio 2,152 2,940 2,919 3,015 
Abruzzo 634 741 742 773 
Molise 178 210 209 216 
Campania 2,446 3,128 3,173 3,158 
Puglia 1,623 1,950 2,009 2,056 
Basilicata 277 345 352 378 
Calabria 1,008 1,173 1,188 1,247 
Sicilia 2,131 2,861 2,912 2,973 
Sardegna 848 1,015 1,026 1,068 

Source: CEIS Healthcare processing of data from the Ministry of Health 

The regions with the higher levels of direct spending are Valle d’Aosta and 

Friuli Venezia Giulia, while those with the lowest levels of direct spending are 

Lombardia, Lazio and Puglia. 

The main spending item is personnel, equal to 33.0% of total public 

spending in Italy as a whole; the geographic break–down is 32. 7% in the north, 

31.2% in the centre and 34.7% in the south. As can  be observed, the portion of 
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spending absorbed by personnel in the south is higher than  the Italyn average, in 

addition to being higher than the other geographical compartments for 2008 as well. 

The regions where spending on personnel absorbed the highest percentages 

of public spending on healthcare in 2008 were the Liguria and Veneto, while the 

regions where the level of public spending absorbed was lowest were Puglia and 

Friuli Venezia Giulia. 

In Italy as a whole, and in the other geographical compartments too, the 

percentage of total spending represented by spending on personnel decreased both 

during the five-year period 2001/2006 and between 2006 and 2008. 
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Table 3.16 

Variation of personnel spending 

Regions 2006/2001 2007/2006 2008/2007 

Italy 10.20 1.20 4.03 
North 5.91 1.48 5.37 
Centre 12.62 -0.20 4.07 
South 6.51 1.65 2.23 
Piemonte 4.48 0.12 3.94 
Valle d'Aosta 5.05 -5.10 6.85 
Lombardia 4.20 1.19 4.85 
P. A. Bolzano 4.65 11.05 10.03 
P. A. Trento 4.52 6.70 3.59 
Veneto 2.71 -0.34 5.18 
Friuli Venezia Giulia 4.39 12.14 10.40 
Liguria 5.43 0.31 3.57 
Emilia Romagna 4.53 0.71 6.42 
Toscana 3.76 0.38 5.23 
Umbria 3.66 0.29 4.22 
Marche 3.98 -0.26 3.50 
Lazio 6.44 -0.73 3.30 
Abruzzo 3.17 0.14 4.17 
Molise 3.33 -0.46 3.47 
Campania 5.04 1.42 -0.46 
Puglia 3.75 3.01 2.37 
Basilicata 4.49 2.05 7.22 
Calabria 3.07 1.35 4.96 
Sicilia 6.07 1.77 2.11 
Sardegna 3.65 1.11 4.07 

Source: CEIS Healthcare processing of data from the Ministry of Health 
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Table 3.17 

Spending on personnel as a percentage of total health 

spending 

Regions 2001 2006 2007 2008 

Italy 35.06 33.40 32.55 32.99 
North 34.97 33.27 32.22 32.70 
Centre 33.21 32.23 30.96 31.24 
South 37.39 34.69 33.93 34.68 
Piemonte 34.79 32.33 31.37 32.02 
Valle d'Aosta 35.34 34.24 33.75 34.01 
Lombardia 35.12 33.73 32.87 32.96 
P. A. Bolzano 35.80 35.28 35.61 36.25 
P. A. Trento 36.97 35.62 34.40 34.29 
Veneto 46.58 43.43 40.82 41.29 
Friuli Venezia Giulia 30.81 29.60 28.36 28.86 
Liguria 43.57 41.06 44.26 46.73 
Emilia Romagna 37.61 36.78 37.13 37.32 
Toscana 36.28 32.02 30.75 31.19 
Umbria 37.10 37.28 37.70 38.66 
Marche 35.18 36.33 35.12 35.09 
Lazio 37.80 35.73 34.44 35.25 
Abruzzo 39.80 37.00 35.80 36.39 
Molise 41.29 37.54 36.68 37.11 
Campania 39.85 38.29 36.94 36.65 
Puglia 29.15 27.47 26.68 27.47 
Basilicata 36.94 32.87 31.69 33.14 
Calabria 40.55 35.43 33.52 33.46 
Sicilia 33.42 34.07 33.40 32.84 
Sardegna 33.31 30.58 29.94 30.03 

Source: CEIS Healthcare processing of data from the Ministry of Health 

The spending entry for personnel was equal to 52.8% of direct public 

spending in Italy; looking at the geographic break-down, it stood at 52.0% in the 

north, 50.0% in the central regions and 56.0% in the south, confirming that the 

percentage of spending absorbed by the south for personnel is higher than the Italyn 

average. 

The regions where spending on personnel absorbed the highest percentages 

of direct spending on healthcare in 2008 were the Calabria, Provincia Autonoma di 
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Bolzano and Sicilia, while the regions where the level of direct spending absorbed 

was lowest were Veneto, Lazio and Toscana. 

Table 3.18 

Spending on personnel as a percentage of direct 

spending 

Regions 2001 2006 2007 2008 

Italy 61.43 54.88 52.28 52.84 
North 58.32 53.53 51.19 52.00 
Centre 60.93 52.11 48.86 50.00 
South 66.56 58.68 56.16 55.96 
Piemonte 59.84 55.06 53.46 52.91 
Valle d'Aosta 62.59 58.06 54.72 51.19 
Lombardia 58.49 53.40 50.22 51.60 
P. A. Bolzano 59.92 56.87 61.33 62.82 
P. A. Trento 57.69 57.02 56.90 56.94 
Veneto 56.77 51.35 47.87 49.29 
Friuli Venezia Giulia 56.34 52.06 51.34 51.29 
Liguria 59.14 54.69 52.21 52.22 
Emilia Romagna 58.09 53.30 51.36 52.43 
Toscana 58.44 51.58 49.49 49.86 
Umbria 59.30 52.28 50.52 50.95 
Marche 58.53 55.05 53.22 51.59 
Lazio 64.76 51.62 46.85 49.44 
Abruzzo 61.82 54.59 51.32 50.79 
Molise 64.26 58.88 55.11 55.44 
Campania 69.00 59.55 56.82 53.88 
Puglia 62.00 54.42 51.26 51.87 
Basilicata 61.60 57.14 54.39 55.48 
Calabria 71.23 65.41 61.81 64.11 
Sicilia 69.00 59.88 58.94 60.26 
Sardegna 64.22 58.33 55.90 55.85 

Source: CEIS Healthcare processing of data from the Ministry of Health 

It is important to note that, over the years, spending on personnel (salaried 

employees) has grown due to the tendency of the aggregate expense to follow 

increases in the cost of living, with cyclical variations occurring on account of 

contract renewals. 
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The per capita personnel expenditure it’s equal to € 590,0  in Italy, € 599,6 

in the North, € 603,6 in the Centre and € 569,9 in the South. 

Table 3.19 

Personnel expenditure per capita 

Regions 2001 2006 2007 2008 

Italy 479.93 568.75 571.85 590.03 
North 504.52 570.17 575.05 599.60 
Centre 490.18 599.33 586.78 603.62 
South 445.07 550.23 559.41 569.93 
Piemonte 515.31 623.51 622.69 640.11 
Valle d'Aosta 705.73 868.39 818.59 866.57 
Lombardia 414.81 484.12 486.27 504.72 
P. A. Bolzano n.d. 879.18 966.27 1049.77 
P. A. Trento n.d. 672.37 710.99 727.41 
Veneto 495.99 539.54 533.72 554.54 
Friuli Venezia Giulia 502.28 608.84 680.33 745.30 
Liguria 528.70 675.49 678.54 701.94 
Emilia Romagna 537.86 635.88 634.99 667.43 
Toscana 557.07 646.85 646.04 672.65 
Umbria 562.06 638.90 637.00 655.28 
Marche 533.21 620.58 616.01 630.62 
Lazio 420.59 554.30 531.37 542.22 
Abruzzo 502.86 567.86 566.72 584.05 
Molise 553.35 652.91 651.62 672.61 
Campania 428.46 540.16 547.92 543.42 
Puglia 403.01 478.94 493.54 504.44 
Basilicata 462.22 580.94 595.59 638.95 
Calabria 499.34 585.05 594.83 621.32 
Sicilia 428.15 570.26 580.37 591.11 
Sardegna 518.96 613.15 618.53 641.33 

Source: CEIS Healthcare processing of data from the Ministry of Health 
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Table 3.20 

Expense for personnel per capita  

Value in € 

Regions 2008 
Italy 590,03
North 593,11 
Centre 600,95 
South 579,64 
Piemonte 621,94 
Valle d'Aosta 853,06 
Lombardia 511,02 
Trentino A.A. 895,60 
Veneto 564,45 
Friuli Venezia Giulia 716,25 
Liguria 623,77 
Emilia Romagna 647,74 
Toscana 648,02 
Umbria 632,89 
Marche 616,21 
Lazio 557,83 
Abruzzo 587,35 
Molise 654,95 
Campania 560,90 
Puglia 512,24 
Basilicata 622,59 
Calabria 618,73 
Sicilia 605,96 
Sardegna 644,25 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.21 

Regional spending for salaried personnel33 

Figures in euro per employee 

Regions 2001 2006 Var. Average annual 
2006/2001 

Italy 41608.04 61142.85 8.00 
North 39459.73 55740.62 7.15 
Centre 42410.88 60826.58 7.48 
South 44394.26 70449.92 9.68 
Piemonte 39755.11 60829.56 8.88 
Valle d'Aosta 46479.29 92333.62 14.71 
Lombardia 37522.13 45382.99 3.88 
P. A. Bolzano 62969.46 79508.15 4.77 
P. A. Trento 43460.85 63043.29 7.72 
Veneto 39552.70 62151.95 9.46 
Friuli Venezia Giulia 35615.40 49200.44 6.68 
Liguria 39658.81 55080.88 6.79 
Emilia Romagna 40747.45 67347.01 10.57 
Toscana 39975.13 69844.06 11.81 
Umbria 42948.36 69641.92 10.15 
Marche 44552.56 66667.35 8.39 
Lazio 43948.78 52666.05 3.69 
Abruzzo 40825.31 60340.77 8.13 
Molise 46627.79 62600.54 6.07 
Campania 47239.57 72103.89 8.83 
Puglia 43083.62 67723.21 9.47 
Basilicata 46761.01 69470.41 8.24 
Calabria 44363.48 74028.79 10.78 
Sicilia 44882.48 72596.66 10.10 
Sardegna 40242.39 71922.21 12.31 

Source: CEIS Healthcare processing of data from the Ministry of Health  

In 2006, per-employee personnel spending in Italy as a whole was equal to 

€ 61,142.85. Looking at the geographic break-down, we find the north positioned 

slightly below the national average (€ 55,740.62), the central regions in line with the 

                                                 
33  The per-employee spending figures for 2007 are not available. 
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average (€ 60,829.56), and the south distinctly above (€ 70.449,22) the national 

average. 

During the five-year period 2001-2006, per-employee spending grew at an 

average annual rate of 8.0% in Italy as a whole: 7.1% in the north, 7.5% in the central 

regions and 9.7% in the south. 

The regions with the highest levels of per-employee spending in 2006 were 

the Valle d’Aosta and the Provincia Autonoma di Bolzano, while those with the 

lowest levels of per-employee spending were Lombardia and Friuli Venezia Giulia. 

The regions where per-employee spending showed the greatest growth 

were Valle d’Aosta, Sardegna and Toscana (average annual variation of more than 

12.0%), while those where such spending grew the least were Lazio and Lombardia 

(average annual variation of less than 4%). 

Despite the quantitative and qualitative differences in staffing, finding 

explanations for the difficulties observed proves difficult. 

The direct expense for goods and services 

The other function included in the direct expense regards goods and 

services, which will be analysed separately 

In Italy, in 2008, € 12.979 millions. Were spent for goods. In the period 

2001-2008 this expense item went up, in nominal value, of 9.3% per average year: 

7.8% in the North,10.4% in the Centre and 11.1% in the South. 

In real terms the variations are more reasonable and respectively of 6.6% 

per average year all over Italy, of 5.1%in the North, of 7.6%in the Centre and of 7.6% 

in the South. 
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Table 3.22 

The Direct Expense for goods 

Absolute values in Million of € 

Regions 2001 2006 2007 2008 

Italy 6946.39 11454.24 12504.79 12978.85 
North 3598.72 5384.46 5812.09 6104.93 
Centre 1439.90 2577.24 2885.31 2879.74 
South 1907.77 3492.53 3807.40 3994.18 
Piemonte 639.95 1000.69 1055.15 1108.61 
Valle d'Aosta 17.60 28.54 30.21 33.46 
Lombardia 1087.98 1572.05 1735.64 1824.14 
P. A. Bolzano 90.68 119.22 126.61 132.48 
P. A. Trento 70.87 100.06 104.38 109.48 
Veneto 669.20 972.32 1053.08 1073.32 
Friuli Venezia Giulia 161.59 267.25 317.10 328.48 
Liguria 235.01 367.23 385.75 414.84 
Emilia Romagna 625.86 957.11 1004.16 1080.14 
Toscana 606.53 973.72 1018.86 1079.38 
Umbria 131.70 210.83 229.27 234.28 
Marche 268.58 392.72 410.37 434.01 
Lazio 433.09 999.97 1226.81 1132.07 
Abruzzo 176.71 286.87 303.58 324.26 
Molise 39.24 62.27 69.07 75.20 
Campania 399.25 909.07 967.97 1009.75 
Puglia 398.00 751.65 886.26 904.45 
Basilicata 71.21 120.03 132.68 130.28 
Calabria 168.39 235.06 275.81 303.89 
Sicilia 421.74 787.92 794.89 856.52 
Sardegna 233.23 339.67 377.13 389.84 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.23 

Direct expense for goods 

Percentage variations 

Regions 
Average 
annua 

2006/2001 
2007/2006 2008/2007 

Italy 10.52 9.17 3.79 
North 8.39 7.94 5.04 
Centre 12.35 11.95 -0.19 
South 12.86 9.02 4.91 
Piemonte 9.35 5.44 5.07 
Valle d'Aosta 10.16 5.86 10.73 
Lombardia 7.64 10.41 5.10 
P. A. Bolzano 5.63 6.20 4.64 
P. A. Trento 7.14 4.32 4.88 
Veneto 7.76 8.31 1.92 
Friuli Venezia Giulia 10.59 18.65 3.59 
Liguria 9.34 5.04 7.54 
Emilia Romagna 8.87 4.92 7.57 
Toscana 9.93 4.64 5.94 
Umbria 9.87 8.74 2.18 
Marche 7.89 4.49 5.76 
Lazio 18.22 22.69 -7.72 
Abruzzo 10.18 5.82 6.81 
Molise 9.68 10.92 8.87 
Campania 17.89 6.48 4.32 
Puglia 13.56 17.91 2.05 
Basilicata 11.01 10.54 -1.81 
Calabria 6.90 17.34 10.18 
Sicilia 13.32 0.88 7.75 
Sardegna 7.81 11.03 3.37 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

The expense for goods, in Italy, on the average went up of 10l.5% per year 

in the quinquennium 2001-2006 of 9.2% between 2006 and 2007 and of 3.8% 

between 2007 and 2008. Analysing the distributions it can be observed that in the 

North the expense for goods went up of 8.4% between 2001 and 2006, of 7.9% 

between 2006 and 2007 and of 5.0% in the last year taken in account; in the Centre 
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the increase was higher: of 12.3% in the quinquennium, of 12.0% between 2006 and 

2007, whereas there was a light decrease in the last year taken in account (-0.2%, 

average conditioned by the reduction of expense for the expense on goods in Lazio) 

in the South the increase was  respectively of 12.9%,9.0% and 4.9% 

It must be observed that, in the last year analysed, the expense for goods, 

on the whole, slackened its growth except in the South. 

In 2008 in Italy goods absorbed the 12.25%  of the total public expense, a 

bit more than in 2007(12.0%). In the North and in the Centre the expense for goods 

was superior to the national average, and the same as 12.3% and 13.1% of the global 

public expense, whereas in the South the expense for goods was inferior to the 

average (11.4% of the public expense). 
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Table 3.24 

Expense Share For Goods On The Total Public Health 

Expense  -  Values in € 

Regions 2001 2006 2007 2008 

Italy 9.06 11.45 12.04 12.17 
North 10.15 11.78 12.13 12.28 
Centre 9.38 12.28 13.37 13.08 
South 7.37 10.47 11.07 11.44 
Piemonte 10.88 13.17 13.39 13.49 
Valle d'Aosta 9.74 11.51 12.07 12.65 
Lombardia 8.97 10.14 10.61 10.82 
P. A. Bolzano 11.68 11.54 11.89 11.94 
P. A. Trento 9.84 10.89 10.75 10.94 
Veneto 10.86 12.18 12.71 12.49 
Friuli Venezia Giulia 10.10 13.54 14.49 13.94 
Liguria 9.90 12.27 12.42 12.88 
Emilia Romagna 11.09 12.84 12.89 13.34 
Toscana 12.40 15.39 15.52 15.88 
Umbria 11.74 14.27 15.12 15.00 
Marche 13.71 15.85 16.02 16.24 
Lazio 5.87 9.34 11.21 10.31 
Abruzzo 10.29 12.72 12.96 13.90 
Molise 8.94 10.53 11.10 11.66 
Campania 5.46 9.90 10.19 10.50 
Puglia 8.17 11.79 13.21 13.21 
Basilicata 10.16 13.14 13.73 12.86 
Calabria 6.70 7.69 8.60 9.22 
Sicilia 6.76 9.43 9.52 10.26 
Sardegna 11.19 12.90 13.93 13.92 

Source: elaboration CEIS Sanità on data of Ministry Of Health 

In 2008 the regions which spent a higher share of the health expense for 

buying goods  were Marche, Toscana and Umbria that devoted to this item more than 

15.0% of the global health expense, whereas the ones which spent less were Calabria, 

Sicilia and Lazio with an expense share for goods inferior to 10.5%. 

Comparing the datum to the direct expense, in the North the goods share 

coincide with the national average (19.1% against 19.5%), in the Centre it is superior 
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to the national average (20.4%) and inferior in the South (18.8%). The goods expense 

has been increasing anywhere on the whole. 

Table 3.25 

Share for the goods expense on the direct public health 

Percentage values 

Regions 2001 2006 2007 2008 

Italy 15.87 18.81 19.33 19.49 
North 16.92 18.95 19.28 19.52 
Centre 16.42 19.79 20.82 20.43 
South 13.89 17.94 18.42 18.83 
Piemonte 17.61 20.35 20.81 20.82 
Valle d'Aosta 13.08 15.39 16.18 15.69 
Lombardia 17.04 18.30 18.78 19.34 
P. A. Bolzano 16.07 15.98 16.48 16.05 
P. A. Trento 15.10 16.89 16.48 16.69 
Veneto 16.99 19.53 19.78 19.74 
Friuli Venezia Giulia 15.34 18.91 19.73 18.50 
Liguria 16.65 18.47 18.46 19.17 
Emilia Romagna 17.04 19.16 19.23 19.84 
Toscana 18.21 21.45 21.45 21.76 
Umbria 16.86 19.88 20.83 20.60 
Marche 20.14 22.79 23.08 22.86 
Lazio 13.03 17.55 19.69 18.56 
Abruzzo 17.22 21.13 20.99 21.30 
Molise 14.17 17.50 18.25 19.32 
Campania 11.26 17.31 17.34 17.23 
Puglia 15.21 20.97 22.62 22.81 
Basilicata 15.83 19.87 20.49 19.14 
Calabria 11.90 13.11 14.34 15.62 
Sicilia 13.65 16.49 16.09 17.36 
Sardegna 17.66 19.52 20.54 20.38 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

In 2008 the regions which spent a higher share were Marche and Puglia. 

On the contrary the regions that spent less were Calabria, Valle d’Aosta, the 

Autonomous Province of Bolzano and the Autonomous Province of Trieste, with a 

share expense for goods inferior to 17.0% of the direct public expense. 
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What is written above is also valid for the expense  indicator for goods per 

capita. In the South this one (€ 191.8) is inferior to the Italyn average (€ 217.7), 

whereas both in the North (€ 225.1) and in the Centre (€ 246.6) is superior. 

Table 3.26 

Expense per-capita for goods 

Values in € 

Regions 2001 2006 2007 2008 

Italy 123.99 194.96 211.48 217.70 
North 146.42 201.89 216.59 225.13 
Centre 132.11 227.64 250.01 246.65 
South 92.84 168.23 183.44 191.78 
Piemonte 151.67 230.48 242.41 251.88 
Valle d'Aosta 147.52 230.21 242.07 265.56 
Lombardia 120.83 165.91 181.83 189.18 
P. A. Bolzano n.d. 247.01 259.61 268.23 
P. A. Trento n.d. 199.13 205.87 213.26 
Veneto 148.43 205.20 220.61 222.11 
Friuli Venezia Giulia 136.80 221.18 261.50 268.79 
Liguria 148.83 228.07 239.91 257.69 
Emilia Romagna 157.79 228.56 237.77 252.62 
Toscana 173.55 268.99 280.04 293.55 
Umbria 159.79 242.93 262.63 264.88 
Marche 183.45 256.88 267.15 279.45 
Lazio 84.65 188.50 223.33 203.57 
Abruzzo 140.10 219.77 231.77 244.91 
Molise 122.05 194.05 215.80 234.37 
Campania 69.94 156.98 167.17 173.75 
Puglia 98.86 184.61 217.76 221.87 
Basilicata 118.80 202.04 224.38 220.44 
Calabria 83.42 117.27 138.04 151.36 
Sicilia 84.72 157.04 158.44 170.29 
Sardegna 142.67 205.15 227.26 234.05 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

In 2008 the regions with an expense per capita higher were Toscana, 

Marche and Friuli Venetia Giulia, whereas the ones with a lower expense were 

Calabria, Sicilia and Campania. 
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As to utility purchase, in Italy in 2008, were spent € 12.929 millions. 

In the period 2001-2008 this item of expense went up in nominal terms of 

8.7% per average year: 7.5% in the North, 10.7% in the Centre and 9.3% in the 

South. 

In real terms the variations are more moderate and respectively of 5.9%per 

average year all over Italy, of 4.8 in the North, of 7.9% in the Centre and of 6.5% in 

the South. 
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Table 3.27 

Direct Expense for utilities 

Abs, values in millions of € 

Regions 2001 2006 2007 2008 

Italy 7,227 11,534 12,670 12,929 
North 3,861 5,646 6,241 6,418 
Centre 1,469 2,754 3,015 2,987 
South 1,897 3,134 3,414 3,525 
Piemonte 580 842 863 1,011 
Valle d'Aosta 25 35 39 52 
Lombardia 1,165 1,666 1,910 1,840 
P. A. Bolzano 112 159 127 141 
P. A. Trento 66 104 111 115 
Veneto 789 1,098 1,306 1,286 
Friuli Venezia Giulia 196 317 373 408 
Liguria 246 384 422 433 
Emilia Romagna 682 1,040 1,091 1,132 
Toscana 567 879 957 899 
Umbria 135 220 228 240 
Marche 189 268 263 333 
Lazio 578 1,387 1,567 1,514 
Abruzzo 146 238 248 271 
Molise 44 60 67 65 
Campania 495 859 929 1,131 
Puglia 418 616 710 700 
Basilicata 82 101 114 124 
Calabria 153 220 249 253 
Sicilia 401 780 800 645 
Sardegna 158 260 296 337 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.28 

Direct Expense for utilities 

Percentage variations 

Regions Average annua 
2006/2001 2007/2006 2008/2007 

Italy 9.80 9.85 2.05 
North 7.90 10.55 2.83 
Centre 13.39 9.47 -0.93 
South 10.56 8.93 3.25 
Piemonte 7.76 2.43 17.11 
Valle d'Aosta 6.91 9.15 33.84 
Lombardia 7.42 14.62 -3.65 
P. A. Bolzano 7.24 -20.61 11.65 
P. A. Trento 9.55 7.28 3.60 
Veneto 6.83 18.97 -1.55 
Friuli Venezia Giulia 10.17 17.43 9.44 
Liguria 9.32 10.06 2.65 
Emilia Romagna 8.79 4.94 3.73 
Toscana 9.15 8.89 -5.99 
Umbria 10.37 3.40 5.18 
Marche 7.23 -1.88 26.71 
Lazio 19.12 12.99 -3.38 
Abruzzo 10.35 4.28 9.23 
Molise 6.02 12.26 -2.99 
Campania 11.65 8.13 21.74 
Puglia 8.08 15.20 -1.45 
Basilicata 4.37 12.69 8.54 
Calabria 7.49 13.37 1.47 
Sicilia 14.25 2.58 -19.43 
Sardegna 10.44 14.09 13.72 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

The expense for services went up of 9.8% per average year in the 

quinquennium 2001-2006 and still between 2006 and 2007, whereas  its growth 

definitely went down  between 2007 and 2008 (+2.1%); this average  trend was 

conditioned by the relevant reduction of the expense for goods in Sicilia (-19.4%). 
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In particular the regions where the expense for goods went up more are 

Valle d’Aosta and Marche, whereas the ones where it was reduced were Sicilia, 

Lazio, Molise, Veneto and Puglia. 

To understand these variations in the expense trends, it is necessary to 

remember that the item goods and utilities  represents a composite aggregate, whose 

variations depend on internal modifications due both to the outsourcing  policies and 

to the modifications of credit ratio (both of which transform the expense for goods 

into expense for utilities and conventional expense). 

In terms of share on the public health expense, for this item too the North 

and the Centre record an expense superior to the national average, in the South this 

share is much inferior. In Italy, in 2008,the share for utilities equals ,on the whole, 

12.1% in the North,13.6% in the Centre and 10.1% in the South. 
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Table 3.29 

Direct Share Expense For Utilities On The Public 

Health Expense  

Percentage values 

Regions 2001 2006 2007 2008 

Italy 9.42 11.53 12.20 12.13 
North 10.89 12.35 13.03 12.91 
Centre 9.57 13.12 13.97 13.57 
South 7.33 9.39 9.92 10.10 
Piemonte 9.86 11.08 10.95 12.30 
Valle d'Aosta 14.01 14.26 15.42 19.53 
Lombardia 9.61 10.75 11.67 10.91 
P. A. Bolzano 14.49 15.43 11.89 12.74 
P. A. Trento 9.12 11.28 11.45 11.51 
Veneto 12.80 13.75 15.77 14.97 
Friuli Venezia Giulia 12.23 16.08 17.03 17.31 
Liguria 10.35 12.82 13.59 13.46 
Emilia Romagna 12.09 13.95 14.01 13.98 
Toscana 11.59 13.88 14.57 13.23 
Umbria 11.99 14.91 15.02 15.34 
Marche 9.66 10.82 10.27 12.48 
Lazio 7.83 12.96 14.32 13.80 
Abruzzo 8.47 10.56 10.60 11.62 
Molise 10.13 10.07 10.74 10.05 
Campania 6.77 9.36 9.78 11.76 
Puglia 8.58 9.67 10.59 10.22 
Basilicata 11.68 11.09 11.82 12.23 
Calabria 6.09 7.18 7.77 7.66 
Sicilia 6.42 9.34 9.58 7.72 
Sardegna 7.59 9.87 10.95 12.04 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

Comparing the datum with the direct public health expense, this share 

represents  on the average 19.4% in the North, 21.2% in the Centre and 16.6 % in the 

South. 
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The regions which devote a higher share of direct expense to the expense 

for utilities are Lazio, Valle d’Aosta and Veneto, on the contrary the ones which 

devote a lower share are Calabria and Sicilia. 

Table 3.30 

Direct Expense for Services on the Health Direct 

Public Expense  

Percentage values 

Regions 2001 2006 2007 2008 

Italy 16.51 18.94 19.59 19.42 
North 18.16 19.87 20.70 20.52 
Centre 16.75 21.15 21.75 21.19 
South 13.81 16.10 16.51 16.62 
Piemonte 15.95 17.13 17.02 18.98 
Valle d'Aosta 18.82 19.06 20.66 24.21 
Lombardia 18.24 19.39 20.66 19.51 
P. A. Bolzano 19.93 21.37 16.48 17.13 
P. A. Trento 13.99 17.49 17.55 17.56 
Veneto 20.03 22.05 24.54 23.65 
Friuli Venezia Giulia 18.57 22.46 23.19 22.97 
Liguria 17.41 19.29 20.21 20.03 
Emilia Romagna 18.58 20.81 20.90 20.79 
Toscana 17.02 19.35 20.14 18.13 
Umbria 17.22 20.77 20.69 21.06 
Marche 14.19 15.57 14.80 17.57 
Lazio 17.40 24.35 25.15 24.83 
Abruzzo 14.18 17.54 17.17 17.81 
Molise 16.06 16.73 17.66 16.66 
Campania 13.97 16.35 16.63 19.29 
Puglia 15.98 17.20 18.12 17.65 
Basilicata 18.20 16.78 17.64 18.21 
Calabria 10.81 12.25 12.95 12.98 
Sicilia 12.97 16.33 16.20 13.07 
Sardegna 11.97 14.93 16.14 17.62 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

The per-capita average expense equals € 216.9: € 236.7 in the North, 

€ 255.8 in the Centre and € 169.2 in the South. 
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Table 3.31 

Per Capita Expense for Services 

Values in € 

Regions 2001 2006 2007 2008 

Italy 128.99 196.31 214.26 216.86 
North 157.08 211.68 232.57 236.66 
Centre 134.79 243.27 261.25 255.82 
South 92.32 150.96 164.48 169.25 
Piemonte 137.38 194.01 198.22 229.59 
Valle d'Aosta 212.19 285.11 309.13 409.90 
Lombardia 129.36 175.83 200.06 190.82 
P. A. Bolzano n.d. 330.41 259.60 286.19 
P. A. Trento n.d. 206.22 219.25 224.34 
Veneto 175.03 231.69 273.60 266.10 
Friuli Venezia Giulia 165.55 262.63 307.29 333.69 
Liguria 155.61 238.28 262.62 269.25 
Emilia Romagna 172.06 248.32 258.37 264.71 
Toscana 162.27 242.70 262.95 244.58 
Umbria 163.21 253.79 260.89 270.85 
Marche 129.26 175.46 171.34 214.72 
Lazio 113.02 261.49 285.32 272.33 
Abruzzo 115.36 182.42 189.58 204.85 
Molise 138.26 185.57 208.85 202.13 
Campania 86.73 148.31 160.38 194.53 
Puglia 103.85 151.41 174.50 171.68 
Basilicata 136.53 170.59 193.13 209.74 
Calabria 75.80 109.57 124.62 125.84 
Sicilia 80.51 155.49 159.51 128.18 
Sardegna 96.72 156.90 178.61 202.36 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

The regions with a lower per-capita expense for services are Calabria and 

Sicilia, whereas the ones with a higher per capita expense are Valle d’Aosta and 

Friuli Venetia Giulia, with a value which in 2008 is the same as more than the double 

in comparison with the ones above quoted. 

Generally speaking the regions that tend more to the direct production, 

recording a share of direct expense superior to 72% are Valle d’Aosta, Friuli Venetia 
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Giulia, Umbria, Toscana and the autonomous Province of Bolzano, on the contrary 

the regions that tend more to the services are Lombardia, Lazio, Puglia , Sicilia and 

Campania where the share of the direct expense on the total health expense is inferior 

to 60.0%. 

3.8. The Bodies Operating Within The Public Health Expense Per 

Functions In Italy 

The agreed/credited expense, that is to say the expense for health services 

purchased from private bodies and professional people in terms of agreement with 

SSR, varies according to each Region and tends to go down with the passing of the 

time. 

In 2008 in Italy, it amounted to € 39,527.73 millions. In the period 

2001-2008 this item of expense went up , in nominal terms, of 2.7% per average year: 

3.7% in the North,2.6% in the Centre and 1.6% in the South. 

In real terms the variations are more controlled and respectively 0.2%per 

year all over Italy: 1.1% in the North, 0.0% in the Centre and -1.0% in the South. 
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Table 3.32 

Agreed Expense 

Absolute Values in millions of € 

Regions 2001 2006 2007 2008 

Italy 32,680 38,756 38,662 39,528 
North 14,109 17,174 17,546 18,238 
Centre 6,524 7,886 7,632 7,819 
South 12,047 13,695 13,484 13,471 
Piemonte 2,230 2,662 2,777 2,855 
Valle d'Aosta 46 62 64 51 
Lombardia 5,714 6,874 7,037 7,358 
P. A. Bolzano 211 287 296 284 
P. A. Trento 251 326 337 345 
Veneto 2,201 2,985 2,935 3,119 
Friuli Venezia Giulia 546 560 581 580 
Liguria 958 996 1,009 1,053 
Emilia Romagna 1,952 2,420 2,510 2,594 
Toscana 1,554 1,772 1,790 1,810 
Umbria 339 413 412 422 
Marche 622 745 772 772 
Lazio 4,008 4,957 4,657 4,815 
Abruzzo 689 878 879 801 
Molise 161 235 243 252 
Campania 3,764 3,827 3,826 3,690 
Puglia 2,246 2,786 2,777 2,868 
Basilicata 250 309 318 332 
Calabria 1,093 1,253 1,241 1,314 
Sicilia 3,088 3,520 3,333 3,330 
Sardegna 754 889 868 883 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.33 

Agreed Expense 

Percentage values  

Regions Average annua 
2006/2001 2007/2006 2008/2007 

Italy 3.47 -0.24 2.24 
North 4.01 2.16 3.94 
Centre 3.87 -3.23 2.45 
South 2.60 -1.54 -0.10 
Piemonte 3.60 4.31 2.79 
Valle d'Aosta 6.23 1.70 -19.50 
Lombardia 3.76 2.37 4.55 
P. A. Bolzano 6.39 3.16 -4.10 
P. A. Trento 5.40 3.49 2.25 
Veneto 6.29 -1.69 6.29 
Friuli Venezia Giulia 0.52 3.79 -0.19 
Liguria 0.78 1.22 4.38 
Emilia Romagna 4.39 3.70 3.33 
Toscana 2.65 1.05 1.11 
Umbria 4.02 -0.22 2.31 
Marche 3.66 3.71 -0.06 
Lazio 4.34 -6.05 3.40 
Abruzzo 4.94 0.20 -8.86 
Molise 7.78 3.62 3.83 
Campania 0.33 -0.04 -3.55 
Puglia 4.40 -0.32 3.29 
Basilicata 4.29 2.94 4.52 
Calabria 2.76 -0.93 5.86 
Sicilia 2.65 -5.31 -0.10 
Sardegna 3.33 -2.36 1.77 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

The public health expense ,in 2008, equals 37.1%, a bit less than in 2007. 

In particular it  absorbs the 36.7% of the health public expense in the North, 35.5% in 

the Centre and 38.6% in the South. 
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Table 3.34 

Share of Agreed Expense on the Total Public Health 

Expense  -  Percentage values 

Regions 2001 2006 2007 2008 

Italy 42.61 38.74 37.22 37.07 
North 39.79 37.58 36.63 36.68 
Centre 42.49 37.58 35.36 35.53 
South 46.55 41.05 39.19 38.59 
Piemonte 37.93 35.03 35.25 34.74 
Valle d'Aosta 25.57 25.21 25.39 19.35 
Lombardia 47.13 44.35 43.00 43.63 
P. A. Bolzano 27.15 27.79 27.83 25.61 
P. A. Trento 34.80 35.49 34.75 34.47 
Veneto 35.70 37.39 35.43 36.30 
Friuli Venezia Giulia 34.12 28.38 26.56 24.62 
Liguria 40.39 33.29 32.47 32.69 
Emilia Romagna 34.59 32.48 32.23 32.03 
Toscana 31.77 28.00 27.27 26.63 
Umbria 30.25 27.99 27.20 27.02 
Marche 31.75 30.05 30.15 28.87 
Lazio 54.29 46.31 42.56 43.86 
Abruzzo 40.16 38.92 37.54 34.34 
Molise 36.77 39.66 39.06 39.13 
Campania 51.44 41.69 40.27 38.37 
Puglia 46.11 43.69 41.38 41.88 
Basilicata 35.75 33.82 32.92 32.81 
Calabria 43.54 40.98 38.70 39.84 
Sicilia 49.50 42.13 39.91 39.88 
Sardegna 36.21 33.75 32.05 31.54 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

Whereas at level of al location the differences are limited, at regional level 

the variability is really great: we pass from less than 20% in Valle d’Aosta to more 

than 43% in Lazio and Lombardia, in general the regional health systems that  more 

use the private structures are Lazio, Lombardia and Puglia in decreasing order. 
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Pharmaceutical expense 

The greater amount of agreed expense was allocated to the Pharmaceutical 

aid which amounted to € 11,207.87 millions in Italy in 2008. In the period 2001-2008 

this item  was reduced of  -0.6% per average year in nominal terms: -0.4% in the 

North, -0.4% in the centre and -0.8% in the South. 

In real terms the variations are more relevant  and respectively of-3.1% per 

average year all over Italy, of -2.9 % in the North, of  -2.9 % in the Centre and -3.3% 

in the South. 



  260 

Table 3.35 

Agreed Pharmaceutics Expense 

Absolute values in millions of € 

Regions 2001 2006 2007 2008 

Italy 11,662 12,382 11,539 11,208 
North 4,697 4,871 4,724 4,569 
Centre 2,379 2,678 2,441 2,313 
South 4,585 4,834 4,374 4,326 
Piemonte 804 804 797 808 
Valle d'Aosta 21 23 23 21 
Lombardia 1,626 1,679 1,632 1,560 
P. A. Bolzano 69 64 61 60 
P. A. Trento 71 80 79 79 
Veneto 786 804 783 752 
Friuli Venezia Giulia 210 238 233 225 
Liguria 381 386 348 335 
Emilia Romagna 728 794 770 728 
Toscana 674 679 657 626 
Umbria 165 172 165 158 
Marche 295 309 305 294 
Lazio 1,245 1,518 1,313 1,236 
Abruzzo 282 290 267 267 
Molise 67 68 64 63 
Campania 1,264 1,217 1,118 1,114 
Puglia 864 935 837 855 
Basilicata 119 120 112 124 
Calabria 465 522 497 496 
Sicilia 1,190 1,307 1,139 1,071 
Sardegna 333 373 340 336 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.36 

Agreed Pharmaceutics Expense 

Percentage variations  

Regions 
Average 
annua 

2006/2001 
2007/2006 2008/2007 

Italy 1.21 -6.81 -2.87 
North 0.73 -3.02 -3.28 
Centre 2.40 -8.84 -5.22 
South 1.06 -9.50 -1.12 
Piemonte -0.02 -0.90 1.47 
Valle d'Aosta 1.78 -1.61 -7.42 
Lombardia 0.65 -2.85 -4.40 
P. A. Bolzano -1.56 -4.92 -1.13 
P. A. Trento 2.42 -1.83 0.48 
Veneto 0.44 -2.60 -3.88 
Friuli Venezia Giulia 2.48 -2.20 -3.09 
Liguria 0.23 -9.66 -3.78 
Emilia Romagna 1.74 -2.99 -5.48 
Toscana 0.15 -3.20 -4.79 
Umbria 0.85 -3.87 -4.39 
Marche 0.90 -1.05 -3.85 
Lazio 4.05 -13.52 -5.86 
Abruzzo 0.58 -7.97 -0.03 
Molise 0.18 -6.11 -0.48 
Campania -0.75 -8.11 -0.41 
Puglia 1.59 -10.50 2.11 
Basilicata 0.10 -6.88 10.90 
Calabria 2.34 -4.79 -0.37 
Sicilia 1.91 -12.91 -5.92 
Sardegna 2.28 -8.83 -1.30 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

Thanks to the pharmaceutics agreed expense reduction we have observed 

not only a slackening of the growth rate but also  a reduction in absolute value in 

several cases. 

Between 2007 and 2008 the agreed expense was reduced on the average of 

-2.9%: -3.3% in the North, -5.2% in the Centre and of  -1.1% in the South. This 
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reduction had already started in 2006 (-6.8% in Italy, -3.0% in the North, -8,84% in 

the Centre and -9.5% in the South). 

Generally in all the regions, but mainly in the South, between 2001 and 

2008 was recorded a reduction of the incidence of the agreed pharmaceutics expense 

on the total health expense. The incidence of the agreed pharmaceutics aid on the 

present health expense was reduced anywhere in the country, even if with different 

rates of intensity. 

In particular the share for the national pharmaceutics expense diminished 

between 2007 and 2008 passing from 11.1% to 10.5% of the total public health 

expense. In the North it went from 9.9% to 10.5%, in the Centre  from 11.3% to 

10.5% and in the South from 12.7% to 12.4%. Therefore meaningful gaps remain 

among the repartitions 

The incidences of lower expense are recorded in the Autonomous Province 

of Bolzano, of Trento and in the regions Valle d’Aosta, Veneto and Emilia Romagna 

where the absorption is inferior to 9.0%. On the other hand the regions that devote a 

higher share of the health expense to the pharmaceutics are Calabria, the only region 

which still is above the ceiling of 13.00% in 2008(15.0%), Sicilia 12.8%) and Puglia 

(12.5%). 
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Table 3.37 

Share of Agreed Pharmaceutics Expense on the 

Total Health Expense  

Percentage Values 

Regions 2001 2006 2007 2008 

Italy 15.21 12.38 11.11 10.51 
North 13.25 10.66 9.86 9.19 
Centre 15.49 12.76 11.31 10.51 
South 17.72 14.49 12.71 12.39 
Piemonte 13.68 10.58 10.11 9.84 
Valle d'Aosta 11.71 9.32 9.08 7.96 
Lombardia 13.41 10.84 9.97 9.25 
P. A. Bolzano 8.88 6.17 5.69 5.40 
P. A. Trento 9.90 8.75 8.12 7.92 
Veneto 12.76 10.07 9.45 8.76 
Friuli Venezia Giulia 13.15 12.05 10.63 9.57 
Liguria 16.06 12.88 11.21 10.41 
Emilia Romagna 12.90 10.65 9.89 8.99 
Toscana 13.78 10.73 10.01 9.21 
Umbria 14.70 11.65 10.91 10.12 
Marche 15.06 12.45 11.92 10.98 
Lazio 16.87 14.18 12.00 11.26 
Abruzzo 16.43 12.88 11.41 11.45 
Molise 15.31 11.46 10.23 9.82 
Campania 17.27 13.26 11.77 11.58 
Puglia 17.75 14.67 12.48 12.48 
Basilicata 17.04 13.14 11.57 12.23 
Calabria 18.53 17.09 15.51 15.03 
Sicilia 19.06 15.65 13.63 12.83 
Sardegna 16.00 14.18 12.57 12.00 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

In terms per-capita, in Italy € 188,0€ 188.0 are spent on drugs: € 168.5 in 

the North, € 198.1 in the Centre and € 207.7 in the South, these values are superior 

both to the national average and even more to the Northern one. 
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Table 3.38 

Agreed  Pharmaceutics per-Capita Expense 

Values in € 

Regions 2001 2006 2007 2008 

Italy 208.15 210.76 195.15 187.99 
North 191.12 182.65 176.04 168.49 
Centre 218.24 236.51 211.49 198.13 
South 223.16 232.83 210.76 207.69 
Piemonte 190.66 185.14 183.01 183.65 
Valle d'Aosta 177.39 186.39 182.16 167.09 
Lombardia 180.56 177.25 170.93 161.77 
P. A. Bolzano n.d. 132.02 124.23 121.28 
P. A. Trento n.d. 159.87 155.54 154.36 
Veneto 174.40 169.63 164.00 155.71 
Friuli Venezia Giulia 178.11 196.83 191.82 184.45 
Liguria 241.41 239.44 216.61 208.18 
Emilia Romagna 183.53 189.52 182.30 170.20 
Toscana 192.84 187.56 180.65 170.18 
Umbria 200.06 198.19 189.41 178.74 
Marche 201.46 201.81 198.74 189.00 
Lazio 243.33 286.18 239.00 222.25 
Abruzzo 223.64 222.44 204.00 201.75 
Molise 208.95 211.22 198.84 197.40 
Campania 221.42 210.15 193.13 191.63 
Puglia 214.72 229.71 205.68 209.68 
Basilicata 199.20 202.02 188.99 209.70 
Calabria 230.58 260.65 248.95 246.83 
Sicilia 238.96 260.60 226.98 212.99 
Sardegna 203.96 225.46 205.08 201.67 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

The regions with a higher agreed per capita expense are Calabria (€ 246.8), 

Lazio (€ 222.2) and Sicilia (€ 213,0),whereas the ones with a lower level of expense 

are the Autonomous Province of Bolzano (€ 121.3), Veneto (€ 155.7) and Lombardia 

(€ 161.8). 
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Expenses Of Hospitals Working  Within The National Health System 

The agreed hospital expense is really heterogeneous among the regions, 

mirroring the different room the regions give the private operators in allocating 

hospital services. In 2008 in Italy the agreed hospital expense amounted to € 8.948.74 

millions. In the period 2001-2008 this share of expense went up, in nominal terms, of 

1.6% per average year: 3.0% in the North, 1.1% in the Centre and 0,0% in the South. 

In real terms the agreed hospital expense was reduced of -0,9% per year in 

Italy: more exactly it went up of  0.4% per year in the North, and it went down of 

-1.5% in the Centre and of -2.5% in the South. 
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Table 3.39 

Hospitals Working within the National System 

Absolute values in millions of € 

Regions 2001 2006 2007 2008 

Italy 7,997 8,487 8,694 8,949 
North 3,482 3,876 4,061 4,290 
Centre 1,828 1,923 1,880 1,969 
South 2,688 2,689 2,753 2,690 
Piemonte 496 496 515 531 
Valle d'Aosta  7 8 1 
Lombardia 1,857 2,055 2,101 2,265 
P. A. Bolzano 35 20 21 22 
P. A. Trento 38 49 51 53 
Veneto 345 525 547 557 
Friuli Venezia Giulia 93 44 45 54 
Liguria 264 177 207 218 
Emilia Romagna 354 502 565 589 
Toscana 212 218 234 215 
Umbria 34 38 39 40 
Marche 68 86 86 94 
Lazio 1,514 1,581 1,522 1,620 
Abruzzo 125 192 189 138 
Molise 25 66 67 73 
Campania 895 659 721 731 
Puglia 593 775 783 761 
Basilicata 6 4 5 6 
Calabria 180 202 215 241 
Sicilia 758 698 677 642 
Sardegna 107 93 96 97 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.40 

Hospitals Working within the National System 

Percentage variations 

Regions 
Average 
annual 

2006/2001 
2007/2006 2008/2007 

Italy 1.20 2.44 2.93 
North 2.16 4.78 5.63 
Centre 1.02 -2.21 4.73 
South 0.01 2.40 -2.29 
Piemonte -0.02 3.82 3.16 
Valle d'Aosta n.d. 11.13 -86.04 
Lombardia 2.05 2.26 7.82 
P. A. Bolzano -10.37 4.67 2.24 
P. A. Trento 4.97 4.86 2.51 
Veneto 8.76 4.18 1.73 
Friuli Venezia Giulia -13.85 1.03 21.52 
Liguria -7.72 17.17 5.31 
Emilia Romagna 7.27 12.50 4.16 
Toscana 0.53 7.26 -8.12 
Umbria 2.35 3.31 3.12 
Marche 4.80 -0.41 10.12 
Lazio 0.87 -3.75 6.45 
Abruzzo 8.95 -1.73 -26.72 
Molise 21.61 1.62 9.92 
Campania -5.94 9.46 1.42 
Puglia 5.51 1.08 -2.89 
Basilicata -7.49 35.88 15.47 
Calabria 2.31 6.54 11.89 
Sicilia -1.62 -3.04 -5.15 
Sardegna -2.71 2.89 1.76 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

The state of the hospital expense working within the national system varies 

greatly among the regions: on the whole it went of 1.2% per year between 2001 and 

2006, of 2.4% between 2006 and 2007 and of 2.9% between 2007 and 2008. Between 

2007 and 2008 the expense of hospitals working within the national system went up 

more in the North than in the Centre and it went down in the South. 
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The agreed hospital expense (which includes the purchase of 

hospitalization in acute diseases, rehabilitation and long term hospitalization in 

hospitals working within the national health system) at national level, in 2008, 

represented 8.4% of the total public health expense, stabilizing at the same level in 

2006 and 2007. 

The regions with a share of hospital agreed expense higher are Lazio 

(14.8%), Lombardia (13.4%) and Molise (11.3 %), whereas the ones with a lower 

share are Valle d’Aosta, (0.4%), Basilicata (0.6%) and the Autonomous Province of 

Bolzano (1.9%). 
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Table 3.41 

Share of Expense of Hospital Working within the 

National System on the Total Public Health Expense 

Percentage values 

Regions 2001 2006 2007 2008 

Italy 10.43 8.48 8.37 8.39 
North 9.82 8.48 8.48 8.63 
Centre 11.90 9.16 8.71 8.95 
South 10.39 8.06 8.00 7.71 
Piemonte 8.44 6.52 6.53 6.46 
Valle d'Aosta 0.00 2.99 3.29 0.43 
Lombardia 15.31 13.26 12.84 13.43 
P. A. Bolzano 4.49 1.95 1.98 1.94 
P. A. Trento 5.33 5.33 5.29 5.26 
Veneto 5.60 6.58 6.61 6.48 
Friuli Venezia Giulia 5.82 2.24 2.04 2.30 
Liguria 11.13 5.90 6.66 6.77 
Emilia Romagna 6.27 6.74 7.26 7.27 
Toscana 4.34 3.45 3.56 3.16 
Umbria 2.99 2.55 2.57 2.57 
Marche 3.48 3.47 3.35 3.53 
Lazio 20.50 14.77 13.91 14.76 
Abruzzo 7.29 8.52 8.06 5.93 
Molise 5.62 11.08 10.70 11.35 
Campania 12.23 7.18 7.59 7.60 
Puglia 12.17 12.15 11.67 11.11 
Basilicata 0.84 0.43 0.56 0.62 
Calabria 7.17 6.60 6.71 7.29 
Sicilia 12.15 8.36 8.11 7.69 
Sardegna 5.13 3.54 3.54 3.48 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.42 

Per Capita Expense of Bodies Working within the 

National System  

Values in € 

Regions 2001 2006 2007 2008 

Italy 142.74 144.45 147.03 150.10 
North 141.68 145.32 151.32 158.19 
Centre 167.67 169.83 162.92 168.66 
South 130.80 129.50 132.64 129.16 
Piemonte 117.63 114.19 118.25 120.64 
Valle d'Aosta n.d. 59.70 65.91 9.11 
Lombardia 206.18 216.85 220.13 234.94 
P. A. Bolzano n.d. 41.74 43.24 43.65 
P. A. Trento n.d. 97.39 101.20 102.46 
Veneto 76.56 110.88 114.66 115.23 
Friuli Venezia Giulia 78.84 36.57 36.82 44.39 
Liguria 167.20 109.72 128.74 135.41 
Emilia Romagna 89.18 119.99 133.85 137.71 
Toscana 60.77 60.24 64.29 58.45 
Umbria 40.68 43.40 44.58 45.37 
Marche 46.50 56.29 55.79 60.76 
Lazio 295.82 298.01 277.00 291.27 
Abruzzo 99.19 147.16 144.11 104.47 
Molise 76.63 204.19 208.03 228.11 
Campania 156.73 113.75 124.54 125.84 
Puglia 147.18 190.32 192.45 186.58 
Basilicata 9.78 6.69 9.13 10.54 
Calabria 89.18 100.67 107.59 119.80 
Sicilia 152.28 139.21 134.98 127.70 
Sardegna 65.36 56.24 57.73 58.53 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

A further procedure of analysis is to compare the expense with the number 

of bodies working within the national health system. 

The regions with a higher agreed hospital expense share and which, on the 

average, show to have greater private structures  are Liguria, Lombardia, Molise and 

Lazio, on the contrary the regions with smaller private structures are the Autonomous 
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Province of Bolzano and Basilicata (that, anyway, use the bodies working within the 

national system very little), but also Calabria where it is more evident the 

fragmentation of the private offer in small hospitals. 

Table 3.43 

Hospital Expense per Structure Working 

within the National System 

Millions of € 

Regions 2007 

Italy 16.04 
Piemonte 12.55 
Valle d'Aosta n.d. 
Lombardia 30.45 
P. A. Bolzano 4.22 
P. A. Trento 10.26 
Veneto 36.49 
Friuli Venezia Giulia 8.93 
Liguria 51.75 
Emilia Romagna 12.29 
Toscana 8.35 
Umbria 7.78 
Marche 6.59 
Lazio 22.05 
Abruzzo 14.52 
Molise 22.20 
Campania 10.60 
Puglia 21.17 
Basilicata 5.40 
Calabria 5.51 
Sicilia 10.58 
Sardegna 7.98 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

Expense of agreed base medicine  

In Italy in 2008 the Expense of agreed base medicine amounts to 

€ 6,083.74 millions. In the period 2001-2008 this share of expense went up in 
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nominal terms of 4.4% per average year: 4.9% in the North, 3.9% in the Centre and 

4.0% in the South. 

In real terms the variations are more reasonable and respectively of 1.7% 

per average year all over Italy,2.2% in the North, 1.3% in the Centre and 1.4% in the 

South. 
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Table 3.44 

Expense for Base Medicine within the National System 

Absolute values in Millions of € 

Regions 2001 2006 2007 2008 

Italy 4,511 5,930 6,008 6,084 
North 1,879 2,519 2,569 2,623 
Centre 878 1,157 1,174 1,151 
South 1,754 2,254 2,264 2,310 
Piemonte 306 425 436 441 
Valle d'Aosta 9 12 12 14 
Lombardia 635 877 863 856 
P. A. Bolzano 33 44 45 49 
P. A. Trento 39 51 52 52 
Veneto 349 461 473 491 
Friuli Venezia Giulia 89 114 118 120 
Liguria 113 143 144 150 
Emilia Romagna 305 391 425 450 
Toscana 288 385 382 378 
Umbria 64 83 81 88 
Marche 120 156 158 163 
Lazio 406 533 553 523 
Abruzzo 113 140 151 151 
Molise 29 41 46 46 
Campania 529 678 657 632 
Puglia 292 396 399 472 
Basilicata 52 76 77 80 
Calabria 180 222 218 222 
Sicilia 426 524 538 532 
Sardegna 133 178 178 175 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.45 

Expense for Base Medicine within the National System 

Percentage variations 

Regions Average annual 
2006/2001 2007/2006 2008/2007 

Italy 5.62 1.31 1.27 
North 6.04 2.01 2.09 
Centre 5.67 1.48 -1.95 
South 5.14 0.44 2.00 
Piemonte 6.80 2.49 1.09 
Valle d'Aosta 5.66 -1.02 15.72 
Lombardia 6.69 -1.59 -0.87 
P. A. Bolzano 5.70 3.36 8.42 
P. A. Trento 5.43 2.96 -1.50 
Veneto 5.69 2.61 3.89 
Friuli Venezia Giulia 5.08 3.70 1.24 
Liguria 4.74 0.95 4.36 
Emilia Romagna 5.12 8.56 5.97 
Toscana 5.96 -0.87 -1.05 
Umbria 5.09 -2.43 8.79 
Marche 5.43 1.64 2.61 
Lazio 5.62 3.73 -5.45 
Abruzzo 4.32 7.95 0.28 
Molise 7.49 11.31 1.36 
Campania 5.06 -3.05 -3.86 
Puglia 6.27 0.66 18.31 
Basilicata 7.91 1.58 3.83 
Calabria 4.28 -1.61 1.59 
Sicilia 4.21 2.72 -1.17 
Sardegna 6.04 0.28 -1.99 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

The growth of the expense for the base assistance is inferior to growth 

rhythm of the whole health expense, the variations in absolute value are generally 

referable to the renewal of the conventions and to the realization of the local 

additional agreement, and even to the welfare services such as the home aid. 
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In 2008 the national share of expense for base medicine on the total public 

health expense equalled 5.7%: in line with this value were the North (5.3%) and the 

Centre (5.2%, whereas in the South the incidence was definitely higher (6.6%). 

Table 3.46 

Share of Expense for Base Medicine within the 

National System on the Total Health Public Expense 

Percentage values 

Regions 2001 2006 2007 2008 

Italy 5.88 5.93 5.78 5.71 
North 5.30 5.51 5.36 5.28 
Centre 5.72 5.51 5.44 5.23 
South 6.78 6.76 6.58 6.62 
Piemonte 5.20 5.60 5.53 5.36 
Valle d'Aosta 5.00 4.80 4.71 5.16 
Lombardia 5.24 5.66 5.28 5.08 
P. A. Bolzano 4.28 4.25 4.26 4.43 
P. A. Trento 5.41 5.53 5.39 5.15 
Veneto 5.67 5.77 5.71 5.72 
Friuli Venezia Giulia 5.57 5.78 5.41 5.08 
Liguria 4.77 4.77 4.64 4.67 
Emilia Romagna 5.40 5.25 5.46 5.56 
Toscana 5.90 6.09 5.82 5.56 
Umbria 5.74 5.59 5.31 5.61 
Marche 6.11 6.29 6.19 6.08 
Lazio 5.49 4.98 5.05 4.76 
Abruzzo 6.59 6.20 6.44 6.48 
Molise 6.54 6.96 7.36 7.20 
Campania 7.24 7.38 6.92 6.57 
Puglia 6.00 6.21 5.94 6.89 
Basilicata 7.39 8.30 7.97 7.89 
Calabria 7.17 7.26 6.81 6.73 
Sicilia 6.83 6.27 6.44 6.37 
Sardegna 6.37 6.75 6.59 6.24 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.47 

Per capita Expense for Base Medicine within the 

National System 

Values in € 

Regions 2001 2006 2007 2008 

Italy 80.52 100.93 101.60 102.04 
North 76.45 94.44 95.74 96.73 
Centre 80.56 102.19 101.73 98.59 
South 85.38 108.59 109.10 110.90 
Piemonte 72.53 97.96 100.14 100.12 
Valle d'Aosta 75.81 96.04 94.43 108.26 
Lombardia 70.50 92.61 90.46 88.78 
P. A. Bolzano n.d. 90.89 92.98 99.54 
P. A. Trento n.d. 101.06 103.12 100.32 
Veneto 77.51 97.27 99.07 101.67 
Friuli Venezia Giulia 75.41 94.44 97.58 98.03 
Liguria 71.74 88.70 89.67 93.47 
Emilia Romagna 76.88 93.49 100.63 105.33 
Toscana 82.54 106.46 105.01 102.81 
Umbria 78.09 95.07 92.22 99.02 
Marche 81.76 101.99 103.18 104.71 
Lazio 79.27 100.50 100.67 94.02 
Abruzzo 89.66 107.01 115.12 114.20 
Molise 89.19 128.20 143.06 144.66 
Campania 92.76 117.05 113.49 108.70 
Puglia 72.58 97.29 97.97 115.72 
Basilicata 86.42 127.59 130.21 135.27 
Calabria 89.20 110.76 109.32 110.53 
Sicilia 85.65 104.44 107.29 105.76 
Sardegna 81.15 107.41 107.47 104.94 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

Expense for specialist examination within the national health system  

The Expense for specialist examination within the national health system, 

that is to say the expense for laboratory analysis, instrumental diagnosis, physics 

therapy and so on, supplied by private structures working within the Italyn national 
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health system, amounts to € 3922.85 millions in 2008. in the period 2001-2008 this 

item of expense went up of 6-7% per average year: 9.3% in the North, 7.2% in the 

Centre and 4.6% in the South. 

In real terms the variations are more reasonable and respectively of 4.0% 

per average year all over Italy, of 6.5& in the North, 4.5% in the Centre and 1.9% in 

the South. 

Table 3.48 

Expense for Specialist Examination within the National System 

Absolute values in millions of € 

Regions 2001 2006 2007 2008 

Italy 2,485 3,511 3,730 3,923 
North 838 1,332 1,473 1,560 
Centre 434 675 634 706 
South 1,212 1,504 1,624 1,657 
Piemonte 106 197 217 244 
Valle d'Aosta 6 6 6 2 
Lombardia 382 581 668 723 
P. A. Bolzano 5 5 6 5 
P. A. Trento 7 12 14 16 
Veneto 188 305 305 335 
Friuli Venezia Giulia 28 27 46 38 
Liguria 37 58 58 55 
Emilia Romagna 80 141 153 143 
Toscana 78 120 123 126 
Umbria 9 12 14 15 
Marche 35 37 38 39 
Lazio 313 507 459 527 
Abruzzo 38 44 50 48 
Molise 10 18 22 26 
Campania 452 578 615 637 
Puglia 171 217 217 225 
Basilicata 16 16 15 25 
Calabria 104 111 100 121 
Sicilia 361 431 517 484 
Sardegna 59 90 89 91 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.49 

Expense for Specialist Examination within the National System 

Percentage variation 

Regions Average annua 
2006/2001 2007/2006 2008/2007 

Italy 7.16 6.26 5.16 
North 9.71 10.62 5.91 
Centre 9.23 -6.11 11.42 
South 4.40 7.96 2.03 
Piemonte 13.21 10.02 12.35 
Valle d'Aosta 0.02 2.42 -65.60 
Lombardia 8.76 15.01 8.18 
P. A. Bolzano 2.62 4.62 -4.08 
P. A. Trento 12.35 17.48 10.68 
Veneto 10.17 0.15 9.74 
Friuli Venezia Giulia -0.56 69.66 -18.79 
Liguria 9.17 0.27 -4.85 
Emilia Romagna 11.98 8.79 -6.46 
Toscana 8.94 3.21 1.92 
Umbria 7.22 16.35 4.28 
Marche 1.03 2.91 3.38 
Lazio 10.12 -9.50 14.86 
Abruzzo 2.72 14.25 -4.69 
Molise 11.02 23.47 19.34 
Campania 5.02 6.37 3.62 
Puglia 4.85 -0.13 3.67 
Basilicata 0.43 -10.43 69.46 
Calabria 1.32 -10.15 21.65 
Sicilia 3.60 20.12 -6.40 
Sardegna 8.59 -1.07 2.65 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

The expense for specialist examination within the national health system 

went up of 7.2% per average year in the quinquennium 2001-2006, of 6.3% between 

2006 and 2007 and of 5.2% between 2007 and 2008. 
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In the North the specialist examination within the national health system 

went up more than the national average both in the quoted quinquennium and 

between 2006 and 2007, to go up more slowly in the following year, in the Centre the 

specialist expense, greatly gone up between 2001 and 2006, went down between 

2006 and 2007 then it went up a lot between 2007 and 2008, in the South it went up 

of 4.4% per average year between 2001 and 2006, it still further went up between 

2006 and 2007 to go still up more slowly between 2007 and 2008 (+2-0%). 

The regions that recorded a greater rise are Basilicata and Calabria, 

whereas Valle d’Aosta and Friuli Venezia Giulia marked a meaningful decrease as to 

this item. 

The specialist assistance within the national system  goes on the health 

national public expense of 3.7% at national level, whereas it stabilizes at 3.7% in the 

North, 3.2% in the Centre and 4.8% in the South. 
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Table 3.50 

Share of Expense for Specialist Examination within the 

National System on the Total Health Public Expense  

Percentage values 

Regions 2001 2006 2007 2008 

Italy 3.24 3.51 3.59 3.68 
North 2.36 2.91 3.08 3.14 
Centre 2.83 3.22 2.94 3.21 
South 4.68 4.51 4.72 4.75 
Piemonte 1.80 2.59 2.75 2.97 
Valle d'Aosta 3.27 2.39 2.42 0.79 
Lombardia 3.15 3.75 4.08 4.28 
P. A. Bolzano 0.61 0.52 0.53 0.49 
P. A. Trento 0.93 1.30 1.45 1.56 
Veneto 3.04 3.81 3.68 3.90 
Friuli Venezia Giulia 1.75 1.38 2.11 1.59 
Liguria 1.58 1.94 1.87 1.72 
Emilia Romagna 1.41 1.89 1.96 1.77 
Toscana 1.59 1.89 1.88 1.85 
Umbria 0.77 0.82 0.93 0.95 
Marche 1.77 1.47 1.47 1.45 
Lazio 4.24 4.74 4.19 4.80 
Abruzzo 2.23 1.94 2.13 2.04 
Molise 2.38 2.97 3.49 4.02 
Campania 6.18 6.30 6.47 6.63 
Puglia 3.51 3.40 3.23 3.28 
Basilicata 2.28 1.79 1.51 2.44 
Calabria 4.13 3.62 3.10 3.67 
Sicilia 5.79 5.16 6.20 5.80 
Sardegna 2.85 3.40 3.28 3.25 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.51 

Expense for Specialist Examination within the National 

System per capita 

Value in € 

Regions 2001 2006 2007 2008 

Italy 44.35 59.75 63.09 65.80 
North 34.09 49.92 54.89 57.52 
Centre 39.85 59.64 54.93 60.50 
South 59.01 72.44 78.23 79.54 
Piemonte 25.12 45.40 49.82 55.36 
Valle d'Aosta 49.53 47.69 48.52 16.53 
Lombardia 42.38 61.30 69.98 74.94 
P. A. Bolzano n.d. 11.22 11.61 11.00 
P. A. Trento n.d. 23.82 27.73 30.31 
Veneto 41.61 64.27 63.89 69.26 
Friuli Venezia Giulia 23.73 22.55 38.12 30.72 
Liguria 23.68 36.01 36.15 34.36 
Emilia Romagna 20.12 33.56 36.20 33.44 
Toscana 22.30 33.03 33.92 34.20 
Umbria 10.43 14.04 16.24 16.71 
Marche 23.71 23.90 24.48 25.03 
Lazio 61.19 95.56 83.52 94.76 
Abruzzo 30.32 33.50 38.14 35.97 
Molise 32.44 54.81 67.85 80.78 
Campania 79.27 99.84 106.21 109.65 
Puglia 42.52 53.28 53.23 55.10 
Basilicata 26.63 27.46 24.71 41.90 
Calabria 51.41 55.27 49.82 60.32 
Sicilia 72.52 85.86 103.15 96.30 
Sardegna 36.32 54.14 53.44 54.66 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

Other assistance within the National health system 

In 2008 in Italy the expense for the other items of assistance within the 

health National system, containing the rehabilitative and aid assistance, amounted to 
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€ 9,364-5. in the period 2001-2008 this item went up in nominal terms of 6.5% per 

average year:7.1% in the North, 7.6% in the Centre and 4.7% in the South. 

In real terms the variations are more reasonable and respectively of 3.8% 

per average year all over Italy, of 4.4% in the North, of 4.9 % in the Centre and of 

2.0%in the South. 

Table 3.52 

Expense for Other Assistance within the Health National System 

Absolute values in millions € 

Regions 2001 2006 2007 2008 

Italy 6,025 8,446 8,691 9,365 
North 3,213 4,577 4,719 5,197 
Centre 1,005 1,454 1,503 1,679 
South 1,807 2,415 2,469 2,489 
Piemonte 518 740 813 831 
Valle d'Aosta 10 14 15 13 
Lombardia 1,216 1,681 1,773 1,954 
P. A. Bolzano 69 154 164 148 
P. A. Trento 95 134 141 146 
Veneto 532 891 827 984 
Friuli Venezia Giulia 125 137 139 143 
Liguria 163 233 251 294 
Emilia Romagna 486 592 597 684 
Toscana 302 370 394 466 
Umbria 68 109 113 121 
Marche 105 157 185 182 
Lazio 531 818 810 910 
Abruzzo 131 212 223 197 
Molise 30 43 45 44 
Campania 623 695 714 576 
Puglia 325 462 541 556 
Basilicata 57 93 109 98 
Calabria 164 196 211 235 
Sicilia 354 560 462 600 
Sardegna 122 155 165 184 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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In 2008 in relation to the total  health public expense, the other agreed 

assistance weighs 8.8%, 20.9% of which is rehabilitative assistance and 18.8 % aid 

assistance. 

In the North the item agreed assistance weighs 10.5% on the total health 

expense (11.8% is rehabilitative assistance and 15.3% aid one), in the Centre and in 

the South the share of expense for other assistance within the national health system 

equals respectively 7.6% and 7.1% (in the centre 24.8% of the expense for other 

assistance is made up of rehabilitative assistance and 20.7% of aid assistance whereas 

in the South these shares equal 37.3% and 5.1%). 
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Table 3.53 

Share of Expense for other Assistance within the Health 

National System on the Total Public Health Expense 

Percentage values 

Regions 2001 2006 2007 2008 

Italy 7.86 8.44 8.37 8.78 
North 9.06 10.02 9.85 10.45 
Centre 6.54 6.93 6.96 7.63 
South 6.98 7.24 7.18 7.13 
Piemonte 8.80 9.74 10.32 10.11 
Valle d'Aosta 5.59 5.71 5.89 5.01 
Lombardia 10.03 10.85 10.83 11.58 
P. A. Bolzano 8.88 14.91 15.37 13.35 
P. A. Trento 13.22 14.58 14.50 14.59 
Veneto 8.63 11.16 9.98 11.45 
Friuli Venezia Giulia 7.82 6.92 6.37 6.07 
Liguria 6.85 7.80 8.08 9.13 
Emilia Romagna 8.61 7.95 7.66 8.44 
Toscana 6.17 5.84 6.00 6.85 
Umbria 6.06 7.38 7.49 7.77 
Marche 5.34 6.36 7.23 6.82 
Lazio 7.19 7.64 7.41 8.29 
Abruzzo 7.63 9.39 9.50 8.45 
Molise 6.93 7.19 7.29 6.75 
Campania 8.52 7.58 7.52 5.99 
Puglia 6.68 7.25 8.06 8.12 
Basilicata 8.20 10.17 11.31 9.63 
Calabria 6.53 6.40 6.57 7.11 
Sicilia 5.67 6.70 5.53 7.19 
Sardegna 5.86 5.88 6.08 6.57 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

Comparing the datum to the agreed expense it can be observed that in 2008 

23.7% of the expense within the national health expense was used for other agreed 

assistance: 28.5% in the North, 21.5% in the Centre and 18.5% in the South. 
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Table 3.54 

Share of Expense for other Assistance within the Health 

National System on the Total Public Health Expense 

within the Health National System 

Percentage values 

Regions 2001 2006 2007 2008 

Italy 18.44 21.79 22.48 23.69 
North 22.77 26.65 26.89 28.49 
Centre 15.40 18.44 19.69 21.47 
South 15.00 17.63 18.31 18.48 
Piemonte 23.21 27.81 29.28 29.11 
Valle d'Aosta 21.85 22.66 23.21 25.88 
Lombardia 21.27 24.46 25.19 26.55 
P. A. Bolzano 32.72 53.64 55.22 52.11 
P. A. Trento 37.99 41.09 41.74 42.33 
Veneto 24.18 29.84 28.17 31.54 
Friuli Venezia Giulia 22.93 24.39 23.98 24.66 
Liguria 16.97 23.43 24.89 27.92 
Emilia Romagna 24.88 24.47 23.78 26.36 
Toscana 19.40 20.86 21.99 25.72 
Umbria 20.04 26.37 27.52 28.76 
Marche 16.81 21.15 23.97 23.63 
Lazio 13.24 16.50 17.40 18.89 
Abruzzo 18.99 24.12 25.31 24.59 
Molise 18.86 18.14 18.65 17.25 
Campania 16.56 18.17 18.67 15.61 
Puglia 14.49 16.60 19.48 19.39 
Basilicata 22.93 30.06 34.36 29.35 
Calabria 15.00 15.61 16.97 17.86 
Sicilia 11.45 15.89 13.85 18.02 
Sardegna 16.18 17.42 18.96 20.82 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

Analysing in detail the expense for rehabilitative assistance per capita it can 

be observed that in Italy on the average € 32.8 are spent: € 22-6 in the North, 35.6 in 

the Centre and 44% in the South, the last value seems clearly higher that the average. 
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The regions with a lower expense for rehabilitative expense are Emilia 

Romagna, the Autonomous Province of Bolzano, Abruzzo and Puglia. 

Table 3.55 

Share of Expense for Rehabilitative Expense on other 

Assistance within the Health National System 

Percentage values 

Regions 2001 2006 2007 2008 

Italy 34.44 27.04 25.76 20.91 
North 18.31 15.26 13.76 11.81 
Centre 38.73 29.04 28.72 24.77 
South 60.73 48.17 46.92 37.31 
Piemonte 12.56 15.25 16.67 17.98 
Valle d'Aosta 18.72 7.39 7.17 33.22 
Lombardia 20.35 15.14 15.27 13.45 
P. A. Bolzano 77.59 3.56 3.45 3.73 
P. A. Trento 3.29 1.31 0.68 1.95 
Veneto 11.76 14.40 4.07 3.41 
Friuli Venezia Giulia 8.26 10.21 5.40 38.25 
Liguria 76.20 73.71 73.81 31.34 
Emilia Romagna 4.24 1.39 1.48 1.23 
Toscana 25.26 19.93 19.73 16.95 
Umbria 47.77 22.18 22.16 6.48 
Marche 38.27 37.05 31.98 35.13 
Lazio 45.31 32.52 33.25 29.14 
Abruzzo 73.37 72.29 70.54 40.33 
Molise 68.98 67.82 60.57 40.17 
Campania 56.31 42.79 39.40 48.05 
Puglia 68.63 59.69 61.37 42.53 
Basilicata 52.99 49.09 55.39 49.03 
Calabria 46.11 38.35 39.13 28.16 
Sicilia 70.49 38.34 34.12 25.24 
Sardegna 41.58 46.94 36.55 28.84 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.56 

Per capita Expense for Rehabilitative Expense 

Values in € 

Regions 2001 2006 2007 2008 

Italy 37.03 38.87 37.87 32.85 
North 23.93 26.18 24.19 22.63 
Centre 35.70 37.29 37.39 35.62 
South 53.41 56.03 55.81 44.59 
Piemonte 15.41 26.00 31.15 33.95 
Valle d'Aosta 15.84 8.44 8.47 34.91 
Lombardia 27.46 26.87 28.36 27.26 
P. A. Bolzano n.d. 11.37 11.56 11.17 
P. A. Trento n.d. 3.49 1.88 5.54 
Veneto 13.88 27.06 7.05 6.94 
Friuli Venezia Giulia 8.75 11.55 6.21 44.78 
Liguria 78.47 106.89 115.24 57.22 
Emilia Romagna 5.19 1.96 2.09 1.97 
Toscana 21.80 20.35 21.35 21.46 
Umbria 39.43 27.86 28.81 8.89 
Marche 27.34 38.17 38.54 41.24 
Lazio 47.00 50.13 49.06 47.67 
Abruzzo 76.17 117.22 119.86 60.03 
Molise 65.27 89.93 85.80 54.51 
Campania 61.49 51.39 48.59 47.63 
Puglia 55.48 67.78 81.56 58.02 
Basilicata 50.78 76.74 102.38 80.94 
Calabria 37.47 37.42 41.24 32.90 
Sicilia 50.06 42.75 31.41 30.11 
Sardegna 31.05 43.88 36.24 31.84 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

In the end analysing the per capita aid expense it can be observed that each 

citizen spends € 29-6 on average: the values in the three repartitions are close to the 

average € 29-3 in the North, € 29.7in the Centre and € 29.4% in the South. 

The regions with a higher per capita expense as to rehabilitative assistance 

are the Autonomous Province of Bolzano, Piemonte and Friuli Venezia Giulia 

whereas the one with a lower expense are Marche, Toscana and Valle d’Aosta. 
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Table 3.57 

Share of Expense for aid on Other Assistance within the 

Health National System  

Percentage values 

Regions 2001 2006 2007 2008 

Italy 17.33 18.32 19.15 18.84 
North 14.62 15.15 15.77 15.27 
Centre 30.90 21.48 21.35 20.67 
South 14.60 22.44 24.27 25.05 
Piemonte 25.40 24.00 23.48 24.24 
Valle d'Aosta 21.14 23.00 24.80 19.10 
Lombardia 12.12 10.89 11.08 10.59 
P. A. Bolzano 0.00 18.87 18.94 22.43 
P. A. Trento 9.68 10.87 10.90 11.20 
Veneto 12.32 11.85 13.95 13.10 
Friuli Venezia Giulia 25.66 35.19 37.42 36.79 
Liguria 13.60 15.49 15.18 14.69 
Emilia Romagna 12.32 16.16 16.96 15.86 
Toscana 18.69 14.40 14.04 12.35 
Umbria 26.00 29.75 29.26 30.63 
Marche 12.27 13.16 10.87 12.25 
Lazio 42.13 25.19 26.20 25.28 
Abruzzo 8.38 10.26 10.95 15.53 
Molise 17.21 13.37 14.74 15.36 
Campania 16.61 20.86 23.01 29.12 
Puglia 9.37 18.56 19.97 20.59 
Basilicata 18.64 23.05 19.83 19.89 
Calabria 17.68 22.69 22.77 23.06 
Sicilia 13.72 31.05 37.01 28.81 
Sardegna 20.74 28.44 33.51 31.36 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 
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Table 3.58 

Expense for aid per capita 

Value in € 

Regions 2001 2006 2007 2008 

Italy 18.64 26.34 28.14 29.59 
North 19.11 25.99 27.73 29.26 
Centre 28.49 27.59 27.81 29.72 
South 12.84 26.10 28.87 29.94 
Piemonte 31.16 40.93 43.85 45.77 
Valle d'Aosta 17.89 26.27 29.30 20.07 
Lombardia 16.36 19.33 20.58 21.45 
P. A. Bolzano n.d. 60.24 63.53 67.25 
P. A. Trento n.d. 28.97 30.28 31.85 
Veneto 14.55 22.28 24.15 26.68 
Friuli Venezia Giulia 27.18 39.78 43.01 43.07 
Liguria 14.01 22.46 23.70 26.83 
Emilia Romagna 15.09 22.85 23.97 25.36 
Toscana 16.13 14.70 15.19 15.64 
Umbria 21.46 37.36 38.04 42.03 
Marche 8.76 13.56 13.10 14.38 
Lazio 43.70 38.83 38.65 41.35 
Abruzzo 8.70 16.64 18.60 23.12 
Molise 16.28 17.73 20.88 20.85 
Campania 18.14 25.05 28.38 28.86 
Puglia 7.58 21.08 26.54 28.09 
Basilicata 17.86 36.03 36.66 32.84 
Calabria 14.36 22.14 24.00 26.95 
Sicilia 9.74 34.63 34.07 34.37 
Sardegna 15.48 26.59 33.23 34.62 

Source : elaboration CEIS Sanità on data of  Ministr y of Health 

3.9. A model for estimating expenses 

In accordance with previous CEIS reports and international studies, we 

analyzed the course of health expense in Italy and its determinants using a panel data 

model with fixed effects.  



  290 

The variables considered were of an economic, institutional, demographic 

social and demand/supply nature.  

From a financial point of view we considered the relation between expense 

and per-capita GNI. This variable is assumed as proxy for the financial level of the 

population and, as proved by studies in econometrics, represents the most 

“important” determinant of health expense.  

The random connection between health expense and GNI can be 

interpreted in two different ways: 

Health as cost: the share of GNI that health needs to “absorb” in order to 

work. 

Health as a financial and social investment: the health system as a promoter 

of health and a factor of financial development.  

On an institutional level it is pivotal to understand the (possibly 

multiplying) impact of public intervention in health. For this reason we added the ex 

ante grant contemplated by CIPE (Inter-ministry Committee for Financial Planning) 

resolutions. Moreover, as Italyn regional health systems can be very different, we 

introduced a variable capable of analyzing how the sharing of directly managed 

expenses and expenses on accredited structures can influence the health expense 

total.  

Our investigation also tried to determine the actual impact of prescription 

charges on health expense. 

As for demographic variables, the model considers the percentage of over-

75 population as well as the general death rate (using the latter as proxy for the so-

called “death costs”, according to which the growth of health expense is determined 

not so much by ageing as by expenses sustained in the final stages of life).  

The education variable, given by the percentage of individuals with basic 

education or no education at all, was inserted in the model to determine the impact of 

social traits. Obviously such a variable is also strictly connected with financial levels.  
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The number of hospital beds was inserted in the model to try and analyze 

the impact of possible supply-induced demand phenomena.  

Another supply variable considered is the rate of employees per number of 

residents, a possible proxy for regional (in)efficiency.  

Finally, we considered the impact of technology by using as proxy the 

number of CAT and MRI exams per resident in the system.  

The estimated model is a panel data model with fixed effects on Italy’s 20 

regions in the years 1999-2007.  

Defining:  

SST= Total per-capita health expense 

FIN= Grant obtained from CIPE per-capita resolutions 

M= General mortality rate 

PIL= Per-capita GNI 

POP_75+= Population over-75 

SDSC= Relation between directly managed public expenses and public 

expenses on accredited structures 

STS= Rate of population with basic or no education 

TEC= Number of CAT and MRI exams per 100.000 residents 

TPD= Rate of employees per number of residents 

TPL= Rate of hospital beds per number of residents 

TK= Per-capita prescription charge expense 

The estimated model is: 

SST=f(SST; FIN; M; PIL; POP_75+; SDSC; STS; TEC; TPD; TPL; TK)34 

The significant variables in the final model35 justify about 66.9% of 

variance in total per-capita health expense. Both the time effect and the effect of 

                                                 
34  To simplify, we omitted subscripts concerning regions and time 
35  The final model is devoid of non-significant viariables 
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variance among regions is more than satisfactorily explained (R2 within 96,1% R2 

between 69,8%). 

Table 3.59 

Model of regression on panel data 

Italy - Years 1995-2007 

Variable Coefficients p > │t│36 

PIL 0.0473 0.000** 
FIN 0.1231 0.112* 
SDSC -86.6003 0.000** 
TPD 2.4410 0.078* 
POP_75+ 132.6545 0.000** 
TK -1.8484 0.035** 
TEC 5.0191 0.000** 
Constant -828.6941 0.001** 

Source: CEIS Health elaboration of OECD Ministry of Health and ISTAT data  

**significance>90% 

*significance>85% 

GNI, age, and institutional variables (grants, relation between directly managed 

public expenses and public expenses on accredited structures, prescription charge, 

rate of employees and proxy on technological innovation) prove to be the most 

significant and have the expected sign.  

A growth in GNI in particular proves to bring along a rise in health expense 

(elasticity=0.82%), as does an ageing population (elasticity=0.53%). A larger public 

grant has the, albeit small, effect of increasing total health expense 

(elasticity=0.06%). As this result is devoid of sharing effects (see below), we could 

ascribe it to a substantial duplication of functions between public and private sector, 

                                                 
36  ** significance>90%  

 *significance>85% 
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as well as to a tendency on the regional system’s part to “take advantage” of larger 

available resources.  

The institutional system, given by the relation between directly managed 

expenses and accreditation expenses, has an impact in the sense that the choice of 

eminently private accreditation models proves to be inefficient. This can be seen as a 

failure in the management of relations between public and private systems.  

Prescription charges have a significant impact, with the expected negative sign, 

showing a sharing system to effectively reduce moral hazard phenomena.  

The employee rate variable also proves to be significant: a larger staff, while 

clearly improving the quality of service, comes at a cost. However, this variable 

could also be seen as a system inefficiency, with more employees than are needed 

(especially given the reduction in hospital beds and long hospitalizations).  

Finally, the significant impact of the technology variable proves that an 

improvement in therapies results in higher costs as well as better results.  This, 

however, could actually be another case of system inefficiency caused by an 

excessive use of CAT and MRI exams.  

As the hospital beds variable proved not to be significant, our SID theory 

remains unconfirmed, but this result allows us to speculate that staff and structures 

have a bigger impact on expense than the number of hospital beds. 

3.9.1. Evolution of total health expense 

Based on the estimated model, we made an assessment of health expense 

by adopting the following hypothesis: 

 For GNI, we adopted the foreseen evolution of the 2010-2013 

DPEF (Document of economic and financial programming): 

€ 114,919 billion for the year 2010, € 118,564 billion for 2011, 

€ 122,969 billion for 2012 and  € 127,87 7 billion for 2013. 
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 For the evolution of government grants we adopted the 2010-

2013 DPEF assessment: € 114,919 billion for the year 2010, 

€ 118,564  billion for 2011, € 122,969 billion for 2012 and 

€ 127,877 billion for 2013. 

 We can assume that, as a result of financial restrictions caused 

by the larger number of accredited private structures in central 

and southern Italy, the rate of direct expense will show some 

growth in the next few years. 

 Demographic hypothesis are taken from ISTAT forecasts 

 Because of financial restrictions, a small growth in prescription 

charges can also be assumed. 

 The number of employees is expected to decrease slightly. 

 Technology is expected to remain stable. 

The resulting picture shows a growth bringing total health expense to 8.9% 

of GNI in 2010, 0.1 points more than the previous year.  

Table 3.60 

Assessment of total health expense 

Billion € and % values 

Year 2008 2009 2010 2011 

Total health expense 136.7 134.3 138.5 142.3 
Variation rate +7.3% -1.7% +3.3% +2.7% 
GNI rate 8.7% 8.8% 8.9% 8.9% 

Source: CEIS data elaboration 
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3.9.2. Evolution of public and private health expense 

The assessment of public health expense was made on the assumption that, 

in the short term, it will be dominated by inertia caused by the strictness of public 

offer, deriving from external shocks like the renewal of contracts or the sharing of 

expense.  

The only exception is given by the pharmaceutical sector, where the 

expense sharing system as well as political factors (price cuts etc.) can represent 

significant external variations.  

Based on these hypothesis we extrapolated the single expense tendencies, 

retrospectively considering the medium term to be the best reference point to 

determine existing trends37.  

The effects of contract renewals have been distributed on more than one 

year, while we chose to maintain the current pharmaceutical trend, devoid of 

financial manoeuvres of rationalization in drug prices and quantities.  

Table 3.61 

Assessment of public health expense 

Billion € and % values 

Year 2008 2009 2010 2011 

Public Health Expense Trend. 107.8 112.0 117.0 122.4 
Variation Rate 5.3% 3.9% 4.5% 4.6% 
Rate on GNI 6.9% 7.3% 7.5% 7.7% 

Source: CEIS data elaboration 

The resulting picture is more dynamic than in the financial programming 

documents, which probably take into account a possible rationalization of expense.  

                                                 
37  Medium term was chosen to avoid the projection of statistic or accounting anomalies. 
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In the adopted model, private expense is determined in a residual way: if 

actual evolution should mirror the chart, private expense would decrease between 

2008 and 2010, reaching 1.4% of GNI in 2010.  

Table 3.62 

Assessment of private health expense 

Billion € and % values 

Year 2008 2009 2010 2011 

Public Health Expense Trend. 28.9 22.3 21.5 19.9 
Variation Rate  -22.8% -3.7% -7.4% 
Rate on GNI 1.8% 1.5% 1.4% 1.2% 

Source: CEIS data elaboration 
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4. The performance of the National Health System: 
Equity 

S. Di Rocco38, M. Doglia39 

Summary  

Distinctive features of the 2009 analysis are:  

 Alongside the persistence of a core of manifest social iniquity 

made up of impoverished households (338,052) and/or 

subjected to catastrophic payments (991,958 households), there 

is a nucleus of “latent iniquity” composed by those households 

(approximately 2,636,471), not necessarily separated from the 

first, that, while in need of treatments, are unable to access them 

for their excessive cost compared to the capacity of family 

budgets. These households are forced to renounce to healthcare 

as they cannot (or are not willing to) face the effects that the 

expenditure would lead to (impoverishment or catastrophic 

payments). 

                                                 
38  Ceis Sanità, Faculty of Economics, University of Rome “Tor Vergata” 
39  Ceis Sanità, Faculty of Economics, University of Rome “Tor Vergata” 
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 The presence of elderly members or dependent children has a 

disruptive effect on the ability of households to cope with health 

expenditures. Moreover there are evidences that couples with 

children may delay healthcare spending for adults, or afford it 

only when, although intense, does not lead to impoverishment. 

The presence of such behaviour, protective towards children, 

could however be detrimental to parents’ health with 

consequent increasing costs for the system. 

 Renounce and catastrophic payments are not phenomena that 

affect only the lower (poorer) quintiles of the population; 

relatively high renounce shares both for specialist care (4.17%) 

and dental care (8.40%) are also recorded in the third quintile 

(and therefore in the middle class). 

 The persistence of iniquity at local level is certainly a problem 

that affects more the southern than the northern regions of Italy, 

and impoverishment contributes strongly, to the increase of the 

poverty gap already present in the Country, however, when 

figures are evaluated relatively to the local context, a difficulty 

to defend citizens from the burden of healthcare costs emerges 

for many northern Regional Sanitary Systems (SSR). Our study 

seems to identify some SSR (such as those of Marche, Lazio, 

Veneto and Emilia Romagna, which seem to have more success 

than the national average in defending households from 

healthcare costs). 

 With regard to types of expenditure: drugs, disability and dental 

care expenses, confirmed their important roles as iniquity 

generators; the latter in particular as a major cause for renounce 
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seems to assume in Italy the characteristics of a real social 

problem. 

 In the perception of households, the main issue for accessing 

health care is the economic one: this is indicated as the major 

cause of renounce by a significantly higher share of respondents 

than the presence of waiting lists.  

4.1 Introduction and objectives 

The measures of equity in the so-called burden space, namely the set of 

measures proposed by the World Health Organization (WHO) that seek to assess the 

impact on households’ budgets of directly borne health expenditures, have 

highlighted, in their application to the Italyn National Health Service (NHS), the 

persistence of a core of iniquity. 

It is not clear however if the use of this set of measures, albeit adapted to 

the national context, is able to fully capture all the aspects of the possible lack of 

coverage by the NHS from the economic risk of illness in particular to the most 

vulnerable population groups.  

This contribution is therefore an attempt to use the data collected by the 

survey on "Income and Living Conditions” (EU-SILC) to contextualize the values of 

impoverishment obtained and to identify, in more detail, the level of the economic 

burden of illness that the NHS leaves on Italyn households. 

4.2 Data and methodology 

As in the previous contributions, the micro data on household budget 

survey (based on a sample of about 24,400 households), collected annually by 

ISTAT, have been used to estimate impoverishment and catastrophic payments; data 
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from the last two editions available (reference years 2006 and 2007) have been 

considered. 

Concerning the aggregation of expenditures it has been chosen to continue 

to include in the out of pocket health expenditures (OOP) the assistance for the 

disabled and the care for the non self-sufficient elderly. These kind of expenses, at 

least for the portion paid to non-health professionals (carers etc.), do not strictly 

qualify as medical expenses, however their inclusion not only provides continuity 

with the previously published data, but is also consistent with the observation that 

these costs are linked to disability and are often a primary cause of the difficulties of 

Italyn households (Doglia and Spandonaro, 2007a and 2007b).  

With regard to more technical choices (consumption items to consider, 

aggregation methodology and thresholds) it has been chosen, as previously done, to 

calculate the indicators proposed by the WHO adapting them to the reality of our 

country and to institutionalize the work as much as possible. The criterion of 

selection and aggregation of items of expenditure adopted by ISTAT in the 

calculation of the estimates of poverty has been therefore used and impoverishment 

has been assessed in relation to the thresholds used for those calculations. Therefore 

the estimates for impoverishment are fully comparable to those regarding relative 

poverty published by ISTAT. 

For the analysis of catastrophic payments it has been chosen to maintain 

continuity with the previously published data and therefore not to apply the new 

matrix of absolute poverty thresholds, recently published by ISTAT; we have 

continued instead to use the old thresholds revaluating them for inflation; moreover 

we have kept the WHO selection criterion of consumption items already used in 

earlier papers.  

Always to provide continuity and in order to evidence local specificities, 

impoverishment at regional level has been evaluated with reference to both the 
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national poverty threshold and the local relative poverty threshold calculated within 

each region with the same methodology used by ISTAT at national level. 

This year to enhance the informative capability of the fairness indicators, 

these have been evaluated together with figures on the renounce to health care 

derived from the survey “Income and Living Conditions” (EU SILC). This survey has 

the main objective to collect data on households’ income distribution, welfare and 

standard of living and, in pursuing this, also collects data on the renounce to the use 

of certain health services (dental and specialist care) by adults (collected at individual 

level) and children (collected at household level) and the reasons for such a choice. 

The data used are from the most recent year available (2007).  

To compare the figures obtained from EU-SILC with those coming from 

the elaboration of data on consumption from the HBS, it has been chosen to re-codify 

on both surveys the household types identified by ISTAT, so to make the two set of 

codes as similar as possible and at the same time to isolate the presence in the 

households of elderly members (more than 65 years old) and dependent children, 

being these the categories for which has been found a stronger association with the 

economic difficulties related to healthcare costs. 

4.3 Impoverishment and catastrophic payments 

In 2007 in Italy there have been 338,052 impoverished households 

(approximately 1.4% of the total resident ones) while 991,958 households (4.2% of 

the total resident ones) have been subject to catastrophic payments. 
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This figure, relatively stable over time, shows the persistence for Italyn 

households of economic difficulty linked to OOP spending. It is however only one 

aspect of the relationship between OOP and care; in fact while some households are 

forced to impoverish or are otherwise subject to strong spending (so-called 

catastrophic) there are others who, for the lack of resources or the lack of access to 

credit, are forced to forego health care as they are not able to support it economically. 

Table 4.2 shows that 5.1% of Italyn households (approximately 1,227,977 

households) has at least one component that, although in need for specialist care, 

renounces to it for economic reasons, this figure rises to 9.3% (approximately 

2,249,399 households) for dental care and to 10.9% (approximately 2,636,471 

households) if the two are considered together. 

These households, at least for the component of the treatment they 

renounce to, do not enter into the calculation of impoverishment, nor in that of 

                                                 
40  Impoverishment has been evaluated according to ISTAT aggregation process and 

without any correction for poverty lines. Consumption quintiles are based only on consumptions 

that are considered for poverty and impoverishment calculation. 

Table 4.1 

Impoverishment, poverty and catastrophic expenditures  

Distribution of households by standardized consumption quintiles  

Italy 200740 

Quintiles 1 2 3 4 5 Total 

Poor Households 55.5% 0.0% 0.0% 0.0% 0.0% 11.1% 

Impoverished  Households 6.2% 0.8% 0.1% 0.0% 0.0% 1.4% 

Households subject to 
catastrophic payments 13.6% 2.5% 1.4% 1.4% 1.9% 4.2% 

Source: CEIS elaboration on ISTAT data 
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catastrophic payments because, while faced with a need, they are not able or chose 

not to make the necessary expenditure. 

Economic reasons seem to be, at least according to ISTAT data, the leading 

cause for renouncing to health services by Italyn households.  

The comparison between Table 4.4 and Table 4.5 shows that, at least for 

adult members, the presence of waiting lists for specialist care causes the renounce of 

approximately half of the nuclei that renounce for economic reasons. Such a ratio, for 

dental care, is approximately one to seven. For all household types renunciation for 

economic reasons is always higher than that for waiting lists. 

4.4 Health expenditure and household type 

The analysis by household typology, carried on this year with the re-

encoding already illustrated, highlights once again the important role of the presence 

of elderly members or dependent children in determining the difficulty of the family 

to cope with health expenditures. In particular, within the same household types 

Table 4.2 

Renounce to health care for economic reasons 

Distribution of households by available income quintiles  

Italy 2007 

Quintiles 1 2 3 4 5 Total 

At least one member 
renounces to dental care 15.72% 12.10% 8.40% 6.37% 3.73% 9.26% 

At least one member 
renounces to specialist 
care 

10.50% 6.37% 4.17% 2.97% 1.27% 5.06% 

At least one member 
renounces to specialist or 
dental care 

18.66% 14.26% 9.78% 7.42% 4.17% 10.86% 

Source: CEIS elaboration on ISTAT data 
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(single or couples without children), the presence of elderly members causes a 

significant increase in the probability (and therefore the incidence) both of 

impoverishment and of households experiencing catastrophic expenses.  

For instance, among households with a single component, the incidence of 

impoverishment varies from nothing for young people to 2.6% for the elderly. 

Similarly, for a childless couple, the incidence of impoverishment varies from 0.4% 

to 1.6% or to 2.6% depending on the presence of none, one or two elderly members. 

A similar growth trend is also present for other indicators of difficulty (catastrophic 

payments and renounce) and depends also on the presence of children in the 

households.  

In particular, for couples with children the spread of impoverishment is less 

accentuated; from 1.2% for households with one child to 1.5% when three or more 

children are present, but the spread of adults renouncing to specialist care is more 

pronounced (4.4% for households with one child against 9.0% when three or more 

children are present), and to dental care (8.9% with respect to 15.0%). In addition 

Table 3 shows that, while the major percentage of impoverishment (2.6% in 2007) is 

associated with elderly people living alone (single person aged 65 and over and 

childless couples with both members aged 65 and over), the higher incidence of 

catastrophic payments (Table 4.3) and renounce to care (Table 4.4) are instead 

associated with couples with two or more children; such a result is present both for 

specialist and dental care. 

This difference may be ascribed both to the different incidences of poor 

households in different household types and to behavioural differences (households 

without elderly members are more likely to delay spending on adults or to make them 

only when, although cumbersome, they do not lead to impoverishment). 
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Table 4.3 

Impoverishment, poverty and catastrophic payments  

Incidence by household typology 

Italy 2006 and 2007 

Household typology 

2006 2007 

Poor Impoverished
Subject to 

cat. 
payments 

Poor Impoverished 
Subject to 

cat. 
payments 

Single person less than 35 
years of age 2.9% 0.0% 0.4% 2.7% 0.0% 0.7% 

Single person between 35 
and 64 years of age 3.4% 0.5% 1.5% 4.2% 0.7% 1.4% 

Single person 65 or more 
years of age 12.6% 2.8% 7.7% 12.0% 2.6% 7.8% 

Childless couple without 
elderly members 4.8% 0.5% 1.0% 4.2% 0.4% 1.7% 

Childless couple with one  
member with 65 or more 
years of age 

8.1% 0.8% 2.8% 6.5% 1.6% 2.9% 

Childless couple with both 
members with 65 or more 
years of age 

14.0% 3.5% 6.9% 15.2% 2.6% 6.9% 

Couple with 1 child 8.6% 1.1% 1.9% 10.6% 1.2% 2.8% 

Couple with 2 children 14.5% 1.2% 3.0% 14.0% 1.4% 3.7% 
Couple with 3 or more 
children 25.6% 2.0% 5.9% 22.8% 1.5% 8.8% 

Single parent 13.8% 0.9% 2.6% 11.3% 1.0% 3.1% 

Other 17.8% 1.9% 5.9% 18.0% 1.6% 5.4% 

Total 11.1% 1.5% 3.7% 11.1% 1.4% 4.2% 

Source: CEIS elaboration on ISTAT data 

While catastrophic payments and impoverishment are different phenomena 

(albeit with contact areas), the renounce to health care and the indicators of equity in 

the burden-space are not necessarily mutually exclusive (some nuclei could, for 

example, get impoverished to afford the treatments considered more urgent and then 

be forced to give up the remaining part of them or, similarly, be forced to give up the 
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treatment having sustained catastrophic expenses.) Unfortunately, with the available 

data, it is not possible to investigate such an overlap. 

Table 4.4 

Renounce to health care for economic reasons  

Incidence by household typology 

Italy 2007 

Household typology 

Specialist care Dental care 

Renounce
s at least 
one adult

Renounces 
at least one 

child 

Renounce
s at least 

one 
member

Renounces 
at least one 

adult 

Renounces at 
least one 

child 

Renounces at 
least one 
member 

Single person less than 35 years of age 2.38%  2.38% 6.82%  6.82% 
Single person between 35 and 64 years of 
age 3.39%  3.39% 8.07%  8.07% 

Single person 65 or more years of age 4.38%  4.38% 5.64%  5.64% 

Childless couple without elderly members 3.37%  3.37% 7.42%  7.42% 

Childless couple with one member with 65 
or more years of age 4.31%  4.31% 8.27%  8.27% 

Childless couple with both members with 65 
or more years of age 4.56%  4.56% 6.40%  6.40% 

Couple with 1 child 4.42% 0.28% 4.46% 8.85% 0.36% 8.94% 
Couple with 2 children 6.03% 0.87% 6.51% 10.79% 2.28% 11.84% 
Couple with 3 or more children 8.97% 2.68% 9.14% 15.00% 5.05% 16.66% 
Other typology with at least one member 
with 65 or more years of age or a child 6.99% 0.93% 7.36% 12.83% 1.90% 13.47% 

Other typology without elderly members or 
a children 6.77%  6.77% 11.89%  11.89% 

Total 4.93% 0.38% 5.06% 8.95% 0.81% 9.26% 

Source: CEIS elaboration on ISTAT data 
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Table 4.5 

Renounce to health care by at least one adult member for waiting lists 

Incidence by household typology 

Italy 2007 

Household typology 
2007 

Specialist care Dental care 

Single person less than 35 years 
of age 2.02% 0.51% 

Single person between 35 and 64 
years of age 1.70% 0.33% 

Single person 65 or more years 
of age 2.51% 1.18% 

Childless couple without elderly 
members 2.65% 1.60% 

Childless couple with one  
member with 65 or more years 
of age 

2.70% 2.04% 

Childless couple with both 
members with 65 or more years 
of age 

2.58% 1.57% 

Couple with 1 child 2.54% 1.37% 
Couple with 2 children 3.27% 1.70% 
Couple with 3 or more children 2.12% 1.92% 
Other typology with at least one 
member with 65 or more years 
of age or a child 

3.35% 0.92% 

Other typology without elderly 
members or a children 2.61% 1.93% 

Total 2.63% 1.30% 

Source: CEIS elaboration on  ISTAT data 

4.5 Territorial analysis 

The analysis at regional level was conducted comparing impoverishment 

incidences, evaluated with reference to the national relative poverty line (Table 4.6) 

with those estimated with reference to a regional relative poverty threshold, e.g. a 
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threshold calculated for each region, applying the ISTAT methodology only to local 

data (Table 4.7). 

This approach attempts to underline the phenomenon whereby an 

household can be forced, because of medical costs, to a very low standard of living 

compared to its region of residence (impoverishment at regional level) while 

maintaining a standard of consumption still above the national poverty line (therefore 

not entering into the calculation of the general impoverishment) or vice versa. The 

comparison between the two indicators allows identifying regional differences in 

impoverishment gross and net of differences in living standards related to the local 

economic context. 
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Table 4.6 

Impoverishment, poverty and catastrophic payments 

Incidence by region of residence 

Italy 2007 

Region Poor Impoverished Subject to cat. 
payments 

 2006 2007 2006 2007 2006 2007 

Italy 11.1% 11.1% 1.5% 1.3% 3.7% 4.2% 

Piemonte e Valle 
d’Aosta 6.5% 6.6% 1.0% 0.9% 2.5% 4.1% 

Lombardia 4.7% 4.8% 0.7% 0.5% 2.5% 3.5% 
Trentino Alto Adige 6.2% 5.2% 0.8% 0.7% 3.3% 3.5% 
Veneto 5.0% 3.3% 0.8% 0.9% 1.9% 2.2% 
Friuli Venezia Giulia 8.2% 6.6% 2.4% 0.7% 2.7% 2.7% 
Liguria 6.1% 9.5% 0.3% 1.2% 1.2% 2.7% 
Emilia Romagna 3.9% 6.2% 0.7% 0.7% 2.1% 2.6% 
Toscana 6.8% 4.0% 1.5% 0.6% 2.7% 2.6% 
Umbria 7.3% 7.3% 1.4% 1.1% 3.8% 3.6% 
Marche 5.9% 6.3% 1.1% 0.9% 1.3% 2.3% 
Lazio 7.0% 7.9% 0.7% 0.6% 2.2% 2.0% 
Abruzzo 12.2% 13.3% 1.8% 1.6% 3.2% 3.7% 
Molise 18.6% 13.6% 1.8% 2.4% 4.2% 7.7% 
Campania 21.2% 21.3% 2.9% 2.1% 6.0% 5.0% 
Puglia 19.8% 20.2% 2.3% 2.3% 5.2% 6.3% 
Basilicata 23.0% 26.3% 1.8% 3.2% 9.1% 9.0% 
Calabria 27.8% 22.9% 3.3% 3.3% 7.3% 9.1% 
Sicilia 28.9% 27.6% 3.2% 2.9% 9.0% 8.9% 
Sardegna 16.9% 22.9% 2.1% 2.4% 4.9% 6.0% 

Source: CEIS elaboration on ISTAT data 
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Table 4.7 

Impoverishment and poverty with reference to regional 

poverty thresholds 

Incidence by region of residence  -  Italy 2006 and 2007 

Region Regional 
impoverishment Regional poverty 

 2006 2007 2006 2007 

Italy 1.3% 1.2% 8.7% 8.4% 

Piemonte e Valle d’Aosta 2.5% 1.8% 12.1% 11.5% 
Lombardia 1.0% 1.6% 9.4% 10.0% 
Trentino Alto Adige 1.1% 2.0% 9.7% 7.6% 
Veneto 0.8% 1.1% 9.6% 6.6% 
Friuli Venezia Giulia 2.4% 1.3% 10.9% 9.1% 
Liguria 0.9% 1.5% 8.3% 11.0% 
Emilia Romagna 1.2% 0.9% 9.6% 10.8% 
Toscana 1.2% 1.3% 8.1% 6.2% 
Umbria 1.6% 1.7% 7.4% 10.3% 
Marche 1.3% 0.7% 4.3% 6.0% 
Lazio 0.8% 0.8% 8.2% 7.5% 
Abruzzo 1.7% 0.6% 6.2% 9.4% 
Molise 1.7% 2.3% 9.6% 10.9% 
Campania 1.4% 0.8% 5.8% 5.8% 
Puglia 1.2% 0.5% 7.9% 6.4% 
Basilicata 1.4% 1.2% 9.2% 9.8% 
Calabria 1.7% 1.5% 6.8% 7.7% 
Sicilia 1.0% 0.8% 8.4% 7.2% 
Sardegna 1.4% 2.3% 10.5% 9.6% 

Source: CEIS elaboration on ISTAT data 

Regional data must be interpreted with great caution as the evaluation of 

impoverishment at regional level greatly reduces sample size, and therefore results 

are subject to considerable variability, differences are therefore often due to sampling 

selection. 

The values of impoverishment and catastrophic payments at regional level 

(Tables 4.6 and 4.7) have been represented in three graphs (Figures 4.1 to 4.3).  
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Figure 4.1 

Impoverishment and catastrophic payments Incidence by region of 

residence  -  Italy 2007 

Source: CEIS elaboration on ISTAT data 

Figure 4.1 combines catastrophic payments and impoverishment figures in 

various regions, these data are in fact strongly correlated (with an R2 of 0.897). 

However, when evaluating impoverishment with reference to the regional thresholds, 

this correlation disappears completely (Figure 4.2), this can be interpreted as a sign 

that the correlation is linked to differences in the regional context rather than 

differences in regional health systems (SSR). Eventually no correlation is present 

when the two measures of impoverishment are compared (Figure 4.3).  

Figure 4.2 also allows to distinguish, albeit with the usual caution, regions 

with health systems that appear to be more effective in protecting households (with 

impoverishment and catastrophic payments below the national average) as Lazio, 
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Marche, Veneto and Emilia Romagna from those with critical situations (catastrophic 

payments and impoverishment at higher values than national average) such as 

Sardegna, Molise and Calabria.  

Figure 4.2 

Impoverishment (with reference to regional thresholds) and catastrophic 

payments Incidence by region of residence 

Italy 2007 

 

Source: CEIS elaboration on ISTAT data 
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Figure 4.3 

Impoverishment with reference to regional thresholds and to national one  

Incidence by region of residence 

Italy 2007 

 

Source: CEIS elaboration on ISTAT data 
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said on the renounce to health care and provide some interesting information about 

what the different groups consume.  

Table 4.8 

Composition of out of pocket health expenditures 

by standardized consumption quintiles 

Poor households  -  Italy 2007 

Kind of expenditure 1 
Hospital  0.3% 
Specialist care  10.2% 
Dental care  7.4% 
Auxiliary services 0.8% 
Tests  6.4% 
Apparatus and prothesis  3.8% 
Thermal care  0.0% 
Pharmaceutical treatment  70.0% 
Disability  1.0% 

Total 100.0% 

Source: CEIS elaboration on ISTAT data 

Consistently with the previous analysis, the poorest households, that, as 

seen, have a high rate of renounce to both specialist and dental care can eventually 

afford almost exclusively pharmaceutical products (70% of the expenditures for poor 

households). 
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Table 4.9 

Composition of out of pocket health expenditures by 

standardized consumption quintiles 

Impoverished households  -  Italy 2007 

Kind of expenditure 1 2 3 

Hospital  0.7% 0.0% 3.3% 
Specialist care  14.9% 14.1% 0.0% 
Dental care  4.5% 14.3% 64.4% 
Auxiliary services 2.7% 0.0% 1.2% 
Tests  7.4% 17.7% 0.4% 
Apparatus and prothesis  6.8% 11.0% 6.8% 
Thermal care  0.0% 0.0% 0.0% 
Pharmaceutical treatment  62.4% 33.2% 6.9% 
Disability  0.6% 9.7% 17.0% 
Total 100.0% 100.0% 100.0% 

Source: CEIS elaboration on ISTAT data 

This type of spending, however, given the low capacity to pay of these 

nuclei, it is enough to put them in difficulty, perhaps also because of not optimal 

exemption policies. 

The weight of drugs, as a determinant of iniquity, lowers with increasing 

income, as households reduce the level of renounce to care (Table 4.2) and more 

expensive treatments (such as specialist and dental care) enter the family budget. 

It is to this kind of expenditure, as well as to those related to disability, that 

middle-class households in difficulties seem to devote the largest part of their 

healthcare budget. 
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Table 4.10 

Composition of out of pocket health expenditures by standardized 

consumption quintiles – Households subject to catastrophic payments

Italy 2007 

Kind of expenditure 1 2 3 4 5 

Hospital  0.7% 1.4% 1.2% 3.1% 3.7% 
Specialist care  13.5% 11.0% 4.2% 8.4% 2.2% 
Dental care  8.3% 14.4% 43.3% 46.4% 74.2% 
Auxiliary services 2.0% 1.9% 4.0% 2.5% 3.2% 
Tests  6.4% 11.1% 3.8% 2.7% 1.5% 
Apparatus and prothesis 6.2% 9.8% 8.0% 8.8% 4.4% 
Thermal care  0.0% 0.0% 0.5% 0.0% 0.5% 
Pharmaceutical 
treatment  61.7% 40.7% 18.0% 8.4% 3.0% 

Disability  1.3% 9.8% 17.1% 19.8% 7.3% 
Total 100.0% 100.0% 100.0% 100.0% 100.0% 

Source: CEIS elaboration on ISTAT data 

4.7 Conclusions 

The analysis shows that, along with the persistence of a core of manifest 

social iniquity made up of impoverished households (338,052) and/or subjected to 

catastrophic payments (991,958 households), there is a nucleus of “latent iniquity" 

composed by those households (approximately 2,636,471), not necessarily separated 

from the first, that, while in need of treatments, are unable to access them for the 

excessive costs compared to the capacity of family budgets. These households are 

forced to renounce to the treatments as they can not (or are not willing to) face the 

effects that the expenditure would lead to (impoverishment or catastrophic 

payments). It is evident that the presence of such a strong component of households 

that is excluded or disadvantaged poses serious doubts on the actual functionality of a 

universalistic health system like the Italyn one. 
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The study also highlighted once again the disruptive role that the presence 

of elderly members or dependent children has on the ability of households to cope 

with healthcare costs. Comparative analysis of renounce figures and indicators in the 

burden space, for different households’ typologies, has shown that couples with 

children tend to avoid household’s financial distress and therefore to procrastinate 

healthcare expenditure for adults, or to make them only when, although cumbersome, 

do not lead to impoverishment. Such a protective behaviour toward children could 

however be detrimental to the health of parents. 

Renounce and catastrophic payments are phenomena that do not only affect 

the lower (poorer) quintiles of the population; in fact relatively high renounce rates 

(4.17% for the specialist care and 8.40% for dental care) are recorded in the third 

quintile (and therefore in the middle class). 

The persistence of iniquity at local level is certainly more a problem of 

southern than northern regions of Italy, and impoverishment contributes strongly, to 

the increase of the poverty gap already present in the Country, however, when figures 

are evaluated relatively to the local context, a difficulty to defend citizens from the 

burden of healthcare costs, emerges for many Northern SSR. Our study seems 

however to identify some SSR (such as those of Marche, Lazio, Veneto and Emilia 

Romagna, which seem to have more success in defending households from healthcare 

costs). 

With regard to types of expenditure: drugs, disability and dental care 

expenses, confirmed their important roles as iniquity generators; the latter in 

particular as a primary cause for renounce seems to assume in Italy the characteristics 

of a real social problem.  

In the perception of households, the main issue for accessing health care is 

the economic one: this is indicated as the major cause of renounce by a significantly 

higher share of respondents than the presence of waiting lists.  
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The integration between social and health policies and support to 

households are a priority for the Country, also for the risk that health expenses not 

afforded today by households may translate tomorrow in higher costs for the NHS. 
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5.   Hospital services 

L.Francia, B.Polistena, P. Sciattella41,4243 

Summary 

The distinctive elements of the 2009 analysis are the following: 

 Hospitalization rates (acute patients by ordinary scheme) are 

equal to 136,5 hospital admissions per 1.000 inhabitants. 

Among the north-central Regions, those registering a rate 

higher than the average are only the autonomous province of 

Bolzano (+7,1%) and Lazio (+9,3%). On the other hand the 

southern Regions, despite a lower average age, are 

characterized by hospitalization rates that are higher than the 

average. The only Region registering a hospitalization rate 

lower than the national average is Basilicata (-3,5%). 

                                                 
41  CEIS Sanità, Faculty of Economics, “Tor Vergata” University of Rome. L. Francia has 

edited the § 3, B. Polistena the § 8, P. Sciattella the § 1,2,4,5,6,7 
42  The authors are grateful to Dr. Lucia Lispi and Dr. Cristina Tamburini from the 

Ministry of Health for the suggestions and availability that has allowed them to avail themselves of 

the necessary information for drafting the present paper.   
43  This chapter used the comma as decimal separator and the point as thousands separator. 
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Figure 5.1 

Rates by hospitalization scheme (ordinary and day-hospital) 

Hospitalization of acute patients 

Italy=1  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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Calabria and Campania are characterized by lower complexity 

of hospitalizations. 

Figure 5.2 

Hospitalization complexity indicator 

Acute patients by ordinary scheme 

Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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again it seems evident that a distinction is registered between 

the southern and northern Regions, with the former being 

characterized by a greater general index of (in)appropriateness; 

in particular Calabria, Campania, Molise and Puglia register the 

worst results; while Toscana, Valle d’Aosta, Friuli Venezia 

Giulia and Liguria register the best ones. 

Figure 5.3 

Indicator of (in)appropriateness 

Hospitalization of acute patients 

Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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 The total production value (value obtained with the 

conventional 2006 flat rate) is equal to approximately € 33-

billion; obviously acute patients (including those born healthy) 

absorb the most significant share equal to 92,5%, rehabilitation 

registers 6,2% and long-term hospitalization is equal to 

1,3%. Day-hospital schemes absorb 16,8% of the total 

production value for acute patients and 9,1% for rehabilitation. 

Figure 5.4 

Distribution of production value by hospitalization scheme and hospital 

function  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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facilities, one can observe an initial downwards trend (an 

average annual variation equal to -0,5% during the 2000-2002 

period) and then a significant increase (an average annual 

variation equal to +1,5% during the 2002-2006 period). During 

the last year that has been surveyed, on the contrary, this 

element once again begins to decrease (-3,7%). 

 By analyzing the phenomenon in detail, one can observe how 

only a few Regions managed to simultaneously bring down bed 

capacity and hospital facilities; and of these only the 

autonomous province of Trento, Veneto, Liguria, Emilia 

Romagna, Lazio, Campania and Puglia have reduced more 

hospital facilities than bed accommodation capacity, 

demonstrating an exemplary rationalization process. 

 By calculating bed capacity compared to the population taken 

into consideration, against an Italyn average of approximately 

4,4 beds per 1.000 inhabitants, many Regions are still quite 

distant from these figures: Molise (6,0), Lazio (5,3), 

autonomous province of Trento (5,0), Abruzzo (4,8), 

autonomous province of Bolzano (4,8); the Region with less 

bed capacity compared to needs (population taken into 

consideration) is Umbria with 3,5 beds. 

 The process aimed at reducing ordinary bed accommodation 

capacity is accompanied by an increase in day-hospital and day-

surgery bed capacity, but with very strong regional differences: 

the Sicilia, Basilicata, Umbria and Liguria Regions have a 

greater share of day-hospital beds, while Puglia and the 

autonomous province of Bolzano register the lowest levels. 
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5.1 Introduction 

According to the classification adopted by the 2009 Report, in the hospital 

services sector we include the analysis of activities carried out in the acute patients 

sector, both by ordinary and by day-hospital scheme. Whereas hospitalization for 

rehabilitation and for long-term patients is included amongst the intermediate 

services. 

Acute patient hospitalizations in Italy represent 96,2% of total hospital 

admissions (both ordinary and day-hospital schemes): rehabilitation hospital 

admissions are a 3,0% burden and long-term hospitalizations account for the 

remaining 0,8%. The regional distribution of hospitalizations is rather homogeneous: 

the share is included between 92,0% for the autonomous province of Trento and 

99,2% for Sardegna; but most of the Regions present percentages that vary between 

94,0% and 97,0%. The greatest differences are relative to the remaining share of 

hospitalizations: in fact, while long-term hospitalization has developed in some 

Regions and comprises a consistent part of hospital admissions (Emilia Romagna, 

autonomous provinces of Trento and Bolzano, Marche, Veneto and Piemonte), it is 

practically absent in others (Sicilia, Umbria, Friuli Venezia Giulia, Liguria, Valle 

d’Aosta). 
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Table 5.1 

Breakdown of hospitalizations by activity and Region of residence 

Rates expressed in %  -  Year 2006 

Regions 
Overall 

Acute Rehabilitation Long-term 
Italy 96,16 3,01 0,83 
Piemonte 94,64 4,08 1,28 
Valle d'Aosta 97,93 2,07 0,01 
Lombardia 94,40 5,22 0,38 
P. A. Bolzano 95,33 2,45 2,22 
P. A. Trento 92,04 5,92 2,04 
Veneto 94,95 3,52 1,53 
Friuli Venezia Giulia 98,03 1,79 0,18 
Liguria 96,82 3,13 0,05 
Emilia Romagna 94,13 2,09 3,78 
Toscana 97,23 2,33 0,43 
Umbria 97,72 2,09 0,19 
Marche 96,74 1,70 1,57 
Lazio 95,75 3,85 0,40 
Abruzzo 95,97 3,69 0,35 
Molise 96,41 3,29 0,30 
Campania 97,18 2,09 0,73 
Puglia 96,85 2,31 0,84 
Basilicata 97,34 2,11 0,55 
Calabria 97,57 1,89 0,55 
Sicilia 98,29 1,51 0,20 
Sardegna 99,19 0,50 0,31 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

5.2 The Requirements: hospitalization rates 

In Italy, the average rate of hospitalizations for acute patients by ordinary 

scheme in 2006 was equal to 136,5 per 1.000 inhabitants.  In detail, at birth it is equal 

to 508,6 per 1.000 (excluding those born healthy), the figure goes down to 64,2 

hospital admissions per 1.000 inhabitants in the 1-14 age bracket and then 

progressively rises all the way to 340,8 for the oldest age bracket (over-75). The 

hospitalization analysis reveals a strong regional variability, especially at birth: a 

greater proportion of hospitalizations are concentrated in Molise (712,0), Puglia 
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(670,3) and Abruzzo (664,1). Vice-versa, the lower rates are registered in Friuli 

Venezia Giulia (344,2), Veneto (340,6) and the autonomous province of Trento 

(308,3). Since healthy newborns are excluded from the report, the said variability 

might be explained by the different age of mothers at the time of childbirth; the 

correlation between the average age at childbirth and the hospitalization rate at age 0 

is nevertheless negative, although not significant (ρ = -0,17): therefore, this is 

probably due to organizational differences (and therefore regional efficiency). 

The middle age bracket registers hospitalization rates that are clearly 

inferior compared to those of the older age brackets; on the average, hospitalizations 

for the 15-64 age bracket are equal to 101,4 per 1.000 inhabitants, less than half of 

that registered for the 65-74 age bracket (232,7) and slightly less than one-third for 

those over the age of 75 (340,8). 

Compared to the other age brackets, the variability between Regions is less 

evident in this case, although it is significant: the gap included between 80 and 110 

hospitalizations per 1.000 inhabitants in fact includes more than half the Regions; 

extreme rates are registered in Toscana, where hospital admissions amount to 75,6 

per 1.000 inhabitants and in Abruzzo, where hospitalizations are nearly double (135,5 

per 1.000 inhabitants). 

For that which regards the hospitalization of the most elderly, the 

autonomous province of Bolzano is the one registering the highest rate (470,5), 

followed by Abruzzo (432,3), Puglia (396,8) and Molise (389,2). In general, the 

southern Regions present hospitalization levels for the elderly age brackets that are 

clearly greater compared to the central-northern Regions: this is confirmed by the 

lower rates registered in (312,1), Toscana (309,2), Umbria (302,0) and Piemonte 

(254,3). 
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Figure 5.5 

Regional hospitalization rates by age brackets 

Acute patients by ordinary scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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Figure 5.6 

Total regional hospitalization rates and by age brackets 

Acute patients by ordinary scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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higher than 13,5%, while the northern Regions have lower differences (except for 

Lombardia). 

Figure 5.7 

Regional hospitalization rates by gender 

Acute patients by ordinary scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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inferior by 23,0% and by 25,1% compared to the medical DRGs; whereas in Molise, 

Sardegna and Sicilia this percentage is higher than 52,0%. 

Figure 5.8 

Regional hospitalization rates by DRG (Diagnosis Related Group) type 

Acute patients by ordinary scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

The regional differences previously brought to light may be explained by 

analyzing the rates divided by DRG type and by age bracket. The gap between 
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surgical hospitalizations are systematically inferior for the southern Regions, and the 

differences are significant beginning with the 65-74 age bracket. 

Figure 5.9 

Regional hospitalization rates by DRG (Diagnosis Related Group) type and age 

brackets. Acute patients by ordinary scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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resorts more to hospitalization, the day-hospital scheme for this class diminishes to a 

figure of 94,4 per 1.000 inhabitants.  

The Region that registers the highest total hospitalization rate is Sicilia, 

which accounts for 109,0 day-hospital admissions per 1.000 inhabitants; whereas the 

lowest hospitalization rate by day-hospital scheme has been verified in Friuli Venezia 

Giulia (37,7 hospitalizations per 1.000 inhabitants). 

Figure 5.10 

Regional hospitalization rates by age brackets 

Acute patients by day-hospital scheme 

Rates per 1.000 inhabitants  - Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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At birth, one may observe a strong variability in the number of day-hospital 

admissions in the different Regions. The highest figures are registered in Liguria 

(236,6 per 1.000), Sicilia (146,1) and Molise (135,3), and these are approximately 6 

times (counting out the extreme rate in Liguria) compared to the lowest ones 

registered in Friuli Venezia Giulia (25,9) and Veneto (21,6). For the 65-74 age 

bracket, Sicilia and Liguria again present the highest number of day-hospital 

admissions (respectively 183,3 and 134,3), while Molise (104,3) registers a day-

hospital admission rate that is lower compared to the national average. For the oldest 

age bracket, Sicilia confirms itself as being the Region with the highest number of 

day-hospital admissions (154,8), while hospitalizations in Lombardia (113,3) and in 

the autonomous province of Bolzano (114,9) are much higher compared to the other 

age brackets.  

The Regions that register the lowest number of day-hospital admissions for 

the eldest age brackets are again Friuli Venezia Giulia (52,9 hospitalizations per 

1.000 inhabitants in the 65-74 age bracket), Emilia Romagna (73,9) and Toscana 

(75,2). 
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Figure 5.11 

Total regional hospitalization rates and by age brackets 

Acute patients by day-hospital scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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figures are still registered in Liguria (293,7 hospital admissions per 1.000 

inhabitants), Sicilia (283,3), Lazio (244,7), Abruzzo (192,8) and Campania (192,4). 

On the contrary, the autonomous province of Bolzano and Puglia register 

the lowest (admission) rates (respectively equal to 108,7 and 100,9 per 1.000 

inhabitants), followed by Marche (114,0), Lombardia and Sardegna (118,2). It is 

interesting to point out the case of Emilia Romagna (and to a lesser extent Friuli 

Venezia Giulia) which, although the hospitalization rate is absolutely the lowest in 

Italy, still registers a hospital admission rate that is 10,6% higher compared to the 

national average (+17,3% in the 65-74 age bracket). 
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Figure 5.12 

Rates of total regional access and by age brackets 

Acute patients by day-hospital scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

The analysis of the day-hospital admissions rate by gender brings to light a 

higher degree of day-hospital admissions for women in all the Regions (childbirth is 

excluded); the greatest differences are registered in the autonomous provinces of 

Bolzano and Trento (respectively +33,5% and +23,5%), while hospital admissions in 

Toscana and in Valle D’Aosta are practically distributed equally (respectively +2,5% 

and +1,7%). 
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Figure 5.13 

Regional hospitalization rates by gender 

Acute patients by day-hospital scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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the southern Regions. On an average, the hospitalization rates in day-hospital for the 

65-74 age bracket are higher for medical DRGs, whereas the over-75 age bracket 

registers the highest figures for surgical DRGs.  

Figure 5.14 

Regional hospitalization rates by DRG (Diagnosis Related Group) type 

Acute patients by day-hospital scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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Figure 5.15 

Regional hospitalization rates by DRG (Diagnosis Related Group) type and 

age brackets. Acute patients by day-hospital scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

5.3 The services offering 

The services offering has been analyzed both in terms of the number and 
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5.3.1. Hospitals 

In 2007 (latest available figures), hospital services were provided by 1.197 

health care establishments, of which 45,3% were accredited facilities and the 

remainder public hospitals. 

Based on the statistical yearbook of the Italyn National Health Service 

(INHS) (“Attività gestionali ed economiche delle ASL e Aziende Ospedaliere - 

Annuario statistico del SSN”), issued by the Ministry of Health – from which the 

figures discussed in this report have been taken – public hospitals include all general 

hospitals, private university hospitals, scientific health care centres (IRCCS), 

hospitals within the meaning of the last paragraph of article 1 of Law 132/1968, 

private health care establishments qualified by the Local Health Authorities (USL), 

and research institutions44. On the other hand, “accredited” facilities can be defined as 

private health care establishments accredited by the INHS. In order to accurately 

                                                 
44 The Ministry of Health yearbook, from which the figures shown in this report have been 

taken, contains processed data resulting from the information flows activated under D.P.C.M. 

17/05/1984, renewed by subsequent Ministerial Decrees, which also broadened of the scope of the 

surveys, and, compared to its previous editions, the 2007 edition collects the supplements to the 

above mentioned flows, in accordance with D.M. 5/12/2006 – Variation to the Data Survey Models 

relating to the management of health care facilities.  

 Compared to the conventional breakdown by type of hospitals, the 2007 NHS Yearbook 

features a further 2 types: the so-called “aziende ospedaliere universitarie integrate con il SSN”, 

university hospitals integrated with the INHS, and “aziende ospedaliere integrate con l’università” 

hospitals integrated with universities. In greater detail:  

- the former can be defined as hospitals established following the transformation of 

hospitals directly operated by universities (Art. 2 c. 2 let. a) of D. Lgs. no. 517 

21/12/99); 

- the latter are basically hospitals established following the transformation of previous 

health care facilities to accommodate medical degree programs, as part of university 

hospitals or elsewhere (Art. 2 c. 2 lett. b) of D. Lgs. no. 517 21/12/99). 
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interpret the data, it should be kept in mind that the “IRCCS” mentioned above 

include establishments belonging to both the public and private sectors.  

The health care services provided by these hospitals include the diagnosis 

and treatment of both acute and long-term illnesses, which could not be dealt with at 

an outpatient facility or at home.  

Most of the accredited facilities are located in the regions of Lombardia, 

Lazio, Campania and Sicilia. 

The number of hospitals (i.e. inpatient facilities), in the 2000-2007 period 

featured a downward trend (overall percentage change of -9,4%), albeit at a slower 

rate in the last two years of the survey period (the average annual downward trend in 

2005-2007 was -1,0%, compared to -1,6% per year, on average, in the previous five 

years). 
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Table 5.2 

Number of hospitals  by type of structure  -  Year 2007 

Regions Total Aa.Oo. 

Aa.Oo. 
integr. 

con 
Univ. 

Osped. 
Gestione 
Diretta 

Istit. 
presidio 
di ASL 

Pol. 
Univ. 
Priv. 

Aa.Oo. 
integr. con 

SSN 
IRCCS Enti di 

Ricerca 

Osp. 
Classif. 

o  
Assimil.

Accred. 
Struct. 

Italy 1,197 82 15 437 20 2 8 59 2 30 542 
Piemonte 81 8  24 6   2   41 
Valle D'Aosta 1   1        
Lombardia 131 29  2 1   24  6 69 
P.A. Bolzano 12   7       5 
P.A. Trento 14   7      2 5 
Veneto 54 2  21 7   3  6 15 
Friuli Venezia 
G. 21 1 2 11    2   5 
Liguria 22 3  10    3  2 4 
Emilia 
Romagna 73 1 4 21    1   46 
Toscana 70  4 32 3   2 1  28 
Umbria 16 2  9       5 
Marche 46 2  29    2   13 
Lazio 147 3 2 52 2 2 1 8  8 69 
Abruzzo 35   22       13 
Molise 10   5    1 1  3 
Campania 123 8  39 1  2 2  3 68 
Puglia 75  2 29    5  2 37 
Basilicata 11 2  8       1 
Calabria 76 4  32    1   39 
Sicilia 135 16 1 48   3 2  1 64 
Sardegna 44 1  28   2 1   12 

Source: Ministry of Health Data 

Due to the differing figures at regional level, trends can be highly 

variable. In 2000-2005, the average annual change in the total number of hospitals 

ranged from +4,1% in Molise (+8,4%, considering only accredited facilities) to 

-10,3% in Veneto (-2,5% considering only accredited hospitals). 
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Table 5.3 

Hospitals 

Percentage variation  -  Years 2007-2000  

Regions 

2007/2000 2005/2000 2007/2005 

% Variation % Annual average 
variation 

% Annual average 
variation 

Total  
  

Only 
accredited 
structures 

Total 
  

Only 
accredited 
structures 

Total  
  

Only 
accredited 
structures 

Italy -9,39 1,12 -1,55 0,63 -1,03 -1,00 
Piemonte -2,41 5,13 -0,24 1,97 -0,61 -2,35 
Valle D'Aosta 0,00 0,00 0,00 0,00 0,00 0,00 
Lombardia 3,15 25,45 0,16 4,94 1,17 -0,72 
P.A. Bolzano 0,00 25,00 0,00 4,56 0,00 0,00 
P.A. Trento -26,32 0,00 -2,20 0,00 -9,25 0,00 
Veneto -43,16 -11,76 -10,35 -2,47 -0,91 0,00 
Friuli Venezia Giulia -12,50 0,00 -0,85 0,00 -4,45 0,00 
Liguria -24,14 100,00 -6,25 8,45 2,35 15,47 
Emilia Romagna -15,12 9,52 -2,70 1,84 -1,34 0,00 
Toscana 0,00 0,00 0,00 -0,72 0,00 1,84 
Umbria 0,00 0,00 0,00 0,00 0,00 0,00 
Marche -11,54 -7,14 -2,42 -1,47 0,00 0,00 
Lazio -14,04 -28,87 -1,08 -2,84 -4,74 -9,37 
Abruzzo 0,00 0,00 0,00 0,00 0,00 0,00 
Molise 11,11 50,00 4,10 8,45 -4,65 0,00 
Campania -12,14 -8,11 -0,29 -0,82 -5,59 -2,14 
Puglia -24,24 15,63 -7,24 0,00 5,02 7,53 
Basilicata -8,33 0,00 -3,58 0,00 4,88 0,00 
Calabria 1,33 2,63 0,00 0,00 0,66 1,31 
Sicilia 12,50 28,00 1,77 4,06 1,52 2,43 
Sardegna -4,35 -7,69 0,00 0,00 -2,20 -3,92 

Source: our processing of Ministry of Health data 

In the last two years of the survey period, 2005-2007, the administrative 

area featuring the highest drop in the overall number of hospitals was the 

Autonomous Province of Trento (-9,3%, with no change in the number of accredited 

facilities); while the region with the highest increase in the number of hospitals (in 

percentage terms) was Puglia, with an annual average change of +5,0% (rising to 

+7,5% when the accredited facilities are also taken into account). 
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5.3.2. Hospital beds 

The overall recorded number of beds (considering both acute and non-acute 

care) at the 1st January 2007 (latest available figure) was 259.476, 19,3% of which in 

accredited facilities. It has been estimated, however, that only 85,4% of these are 

actually used. 

The regions with the highest number of used beds, in 2007, were: the 

Autonomous Province of Trento (90,6% of total beds), Puglia (89,8%), the 

Autonomous Province of Bolzano (89,5%) and Sardegna (88,0%); on the contrary, 

the regions with the lowest percentage of used beds were: Sicilia (78,0%) and Friuli 

Venezia Giulia (81,2%).  

A downward trend can be seen when observing the changes in the total 

number of beds, over the 2000-2007 period, similarly to the number of hospitals 

(overall percentage change of -12,3%). In the last two years of the survey period,  

however, this trend appears to have slowed down (average annual change in 

2005-2007 of -1,1%, while the average change was -2,1% per year in the previous 

five years). 
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Table 5.4 

Hospital beds: recorded and used  -  Year 2007 

Regions 

Recorded Hosp. Beds Used Hosp. Beds Used Hosp. Beds/Recorded Hos. Beds

Total 
(n.) 

Private 
Accred. 

(%) 

Total 
(n.) 

Private 
Accred. 

(%) 

Total 
(n.) 

Private Accred. 
(%) 

Italy 259.476 19,3 221.703 20,7 85,4 91,7 
Piemonte 18.862 19,2 16.542 21,0 87,7 96,3 
Valle D'Aosta 472 0,0 415 0,0 87,9 0,0 
Lombardia 43.053 19,1 37.406 20,5 86,9 93,4 
P.A. Bolzano 2.183 12,9 1.953 14,4 89,5 100,0 
P.A. Trento 2.498 19,1 2.264 20,8 90,6 98,7 
Veneto 20.096 6,4 17.573 6,7 87,4 91,2 
F. V. Giulia 5.275 11,4 4.282 12,8 81,2 91,0 
Liguria 7.258 2,5 6.058 2,4 83,5 80,4 
Emilia Romagna 20.313 19,2 17.697 20,2 87,1 91,6 
Toscana 15.152 13,5 12.498 13,8 82,5 84,4 
Umbria 3.284 8,1 2.707 8,3 82,4 84,9 
Marche 6.453 14,6 5.545 16,0 85,9 94,0 
Lazio 28.826 28,3 24.405 30,0 84,7 89,8 
Abruzzo 6.509 20,8 5.444 24,1 83,6 96,8 
Molise 1.999 11,7 1.640 13,7 82,0 95,7 
Campania 21.246 30,1 18.147 32,1 85,4 91,3 
Puglia 16.501 16,3 14.826 17,6 89,8 96,8 
Basilicata 2.278 2,5 1.931 2,8 84,8 100,0 
Calabria 8.915 37,1 7.554 41,6 84,7 94,8 
Sicilia 20.886 22,3 16.289 24,3 78,0 85,1 
Sardegna 7.417 18,1 6.645 18,2 88,0 90,1 

Source: our processing of Ministry of Health data 

In this case too, due to the differing figures at regional level, the trends 

relating to the number of beds can vary widely. In 2000-2005, the average annual 

change ranges from +2,5% in Molise (a figure that jumps to +15,7% considering only 

the accredited facilities), to -4,5% in Puglia (+2,1% considering only accredited 

hospitals).  
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Table 5.5 

Hospital beds* 

Percentage variation  -  Years 2007-2000 

Regions 

2007/2000 2005/2000 2007/2005 

% Variation % Annual average 
variation 

% Annual average 
variation 

Total Only Private 
Accred. Total Only Private 

Accred. Total Only Private 
Accred. 

Italy -12,28 -1,65 -2,15 0,11 -1,11 -1,09 
Piemonte -17,47 -1,39 -3,55 0,39 -0,56 -1,66 
Valle D'Aosta -4,07 0,00 -1,04 0,00 0,53 0,00 
Lombardia -13,95 -8,03 -2,34 0,51 -1,57 -5,31 
P.A. Bolzano -10,90 53,26 -1,35 10,56 -2,34 -3,69 
P.A. Trento -16,23 29,62 -2,86 5,33 -1,58 0,00 
Veneto -16,55 0,94 -3,32 -0,78 -0,60 2,45 
Friuli Venezia Giulia -21,44 3,25 -3,68 0,74 -2,67 -0,25 
Liguria -16,98 43,75 -2,73 2,38 -2,35 13,04 
Emilia Romagna -8,92 -20,53 -1,64 -5,47 -0,53 2,59 
Toscana -15,50 -13,47 -2,65 -2,21 -1,68 -1,62 
Umbria -17,43 1,15 -2,57 -0,08 -3,01 0,76 
Marche -16,26 -11,73 -2,90 -0,11 -1,50 -5,78 
Lazio -11,57 -18,57 -1,59 -2,45 -2,11 -3,98 
Abruzzo 6,08 157,01 1,91 20,80 -1,77 -0,04 
Molise 25,09 151,61 2,53 15,72 5,06 10,11 
Campania -3,77 4,69 -0,90 0,78 0,34 0,35 
Puglia -17,56 35,53 -4,48 2,09 1,82 10,54 
Basilicata -13,35 -6,67 -0,76 0,00 -5,13 -3,39 
Calabria -10,09 0,55 -1,55 0,48 -1,39 -0,92 
Sicilia -1,48 32,57 0,05 4,91 -0,87 2,14 
Sardegna -20,84 -11,63 -3,04 -0,52 -3,88 -4,77 

Source: our processing of Ministry of Health data 

* Number of beds  recorded at 1 January 2007 

In the last two years of the survey period, 2005-2007, the region with the 

biggest drop in the number of beds was Basilicata (with an average annual change of 

-5,1%; or -3,4% considering only the accredited facilities); while the region with the 

highest increase in the number of beds was Molise, with an average annual change of 

+5,1% (or +10,1% considering only the accredited facilities). 
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The regional differences can be further highlighted when comparing the 

total number of beds to the population as a whole. In 2007, the nationwide average 

was approx. 4,4 beds per 1.000 population (compared to 4,5 in 2006 and 4,6 in 2005); 

in the last year of the survey period, the regions with the highest density of beds per 

1.000 population were Molise (6,2, compared to 5,8 in 2006), Lazio (5,2, compared 

to 5,5 in 2006), Abruzzo (5,0, compared to 5,2 in 2006) and the Autonomous 

Province of Trento (4,9, as in 2006). On the contrary, Campania was the region with 

the lowest bed density, only 3,7 per 1.000 population (3,5 in 2006), immediately 

followed by Umbria and Valle d’Aosta, with 3,8 beds. Practically all the remaining 

regions featured a density of between 4,0 and 4,5 beds per 1.000 population, except 

for Basilicata with 3,9 beds, and Emilia Romagna with 4,8 beds per 1.000 population. 

To improve the comparability of the different regions, and of the above 

mentioned figures, we must necessarily take into account the peculiarities of each 

demographical structure. If we standardise the figures, with respect to the 

demographical traits of the population45, the region of Liguria, which features the 

most elderly hospital catchments area nationwide, drops from 4,5 to 3,9 equivalent 

beds per 1.000 population; instead, Campania, which features the youngest 

population, on average, increases from 3,7 to 4,1 equivalent beds per 1.000 

population. By standardising the population, therefore, the number of beds in these 

two regions (as surveyed in the previous years) become substantially equivalent, both 

featuring a density approaching 4,0 beds per 1.000 population. 

                                                 
45  To standardise the population – based on age – we have used the weights indicated by 

the Ministry of Health for the Hospital sector, as set out in the Note Metodologiche del Rapporto di 

Monitoraggio di assistenza Sanitaria - Anni 2002-2003, published in March 2006. Of course, a 

general estimate has been made to take the demographical need differentials into account. 
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Figure 5.16 

Beds per 1.000 inhabitants, effective and standardized on the basis of the age 

Year 2007 

Source: our processing of ISTAT and Ministry of Health data  

Furthermore, out of the average nationwide figure of 4,4 beds per 1.000 

population, 3,8 are acute beds (compared to 3,9 in 2006), while the remaining 0,6 (as 
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regulations46. Focusing on the number of beds for acute patients (which excludes the 

following medical specialties: mental care, spinal units, functional rehabilitation, 

long-term care and neuro-rehabilitation, palliative care/hospices), it can be seen that 

out of the 3,8 beds per 1.000 population, 0,5 are in accredited facilities. 

By standardising, based on the demographical traits of the population, the 

regions with the lowest number of acute beds were Piemonte and Umbria, both with 

3,2 acute beds per 1.000 population. On the contrary, the region with the highest 

density of acute beds was Molise (5,0 acute beds per 1.000 population), followed by 

Sardegna (4,5) and Abruzzo (4,3). 

                                                 
46  Article 4(1)(a) of the Agreement entered into by the central and regional governments, 

to implement article 1(173) of Law No. 311/2004 (File No. 2271 of 23.03.2005), provides for the 

commitment, by the regional governments, to introduce measures to ensure that no more than 4.5 

hospital beds per 1.000 population are accredited by the regional health services, including 

rehabilitation and post-acute long-term care, with a “compatibility of change” factor that cannot 

exceed 5% (thus reaching 5,0 beds per 1.000 population) more, based on the different 

demographical conditions of the regions.  

 We must also mention article 6(1) of the Agreement entered into by the central and 

regional governments, which reads: “The regional and autonomous provincial governments 

undertake to introduce measures for reducing the number of hospital beds accredited by the regional 

health services to no more than 4 beds per 1.000 inhabitants, including 0,7 beds per 1.000 

inhabitants for rehabilitation and post-acute long-term care, adjusting the staff complements of the 

public hospitals accordingly. The aim of this adjustment is to foster a shift from inpatient to day 

hospital care, and from day hospital to outpatient care and, ultimately, residential and home care. 

This target should be met within the following deadlines: (i) 31 December 2010, by the regions 

subject to debt relief plans, and (ii) 30 June 2011, by all the other regions”. 
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Figure 5.17 

Acute beds per 1.000 inhabitants, effective and standardized on the basis of the age 

Year 2007 

Source: our processing of ISTAT and Ministry of Health data  
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number of accredited ordinary beds were Calabria, Campania and Lazio, with 41,3%, 

32,0% and 29,8%, respectively. On the contrary, the regions with the lowest 

percentage of accredited ordinary beds were Liguria and Basilicata (both with 2,9%), 

while Valle d’Aosta featured no accredited general beds. 

Table 5.6 

Ordinary hospital beds*  -  Year 2007 

Regions Total 
(n.) 

Private Accred. 
(%) 

Italy 225.426 20,6 
Piemonte 16.549 21,0 
Valle D'Aosta 416 0,0 
Lombardia 37.995 20,2 
P.A. Bolzano 1.967 14,3 
P.A. Trento 2.231 21,1 
Veneto 17.524 6,7 
Friuli Venezia Giulia 4.515 12,2 
Liguria 6.059 2,9 
Emilia Romagna 18.050 20,6 
Toscana 12.810 13,6 
Umbria 2.766 8,4 
Marche 5.703 15,5 
Lazio 24.956 29,8 
Abruzzo 5.682 23,3 
Molise 1.658 13,5 
Campania 18.378 32,0 
Puglia 14.987 17,5 
Basilicata 1.922 2,9 
Calabria 7.860 41,3 
Sicilia 16.735 23,9 
Sardegna 6.663 18,9 

Source: our processing of Ministry of Health data 

* number of beds recorded at 1 January 2007 

The number of ordinary hospital beds (considering paying patients 

separately), features different overall trends, compared to the private accredited 

part. In 2000-2007, in fact, the total number of ordinary beds dropped (-16,0%), 

albeit at half the previous rate in the last 2 years, compared to the previous 5 years 
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(average annual change of -2,8% in 2000-2005, slowing down to -1,6% in 

2005-2007). However, if we take into account only the accredited private component, 

the number of ordinary beds increased slightly between 2000 and 2003, then it 

dropped slightly and stabilized until 2006, dropping again in the last survey 

year (overall change in 2000-2007 of -6,4%, with an average annual change of -0,6% 

in 2000-2005 and -1,8% in 2005-2007). 

Table 5.7 

Ordinary hospital beds 

Percentage variation  -  Years 2007-2000  

Regions 

2007/2000 2005/2000 2007/2005 

% Variation % Annual average 
variation 

% Annual average 
variation 

Total Only Private 
Accred. Total Only Private 

Accred. Total Only Private 
Accred. 

Italy -16,00 -6,40 -2,79 -0,61 -1,62 -1,77 
Piemonte -19,91 -5,07 -4,00 -0,46 -0,89 -1,43 
Valle D'Aosta -7,96 0,00 -1,98 0,00 0,85 0,00 
Lombardia -17,03 -10,88 -2,89 0,00 -1,97 -5,61 
P.A. Bolzano -12,73 53,26 -1,68 10,56 -2,54 -3,69 
P.A. Trento -16,41 27,99 -3,01 5,06 -1,32 0,00 
Veneto -17,51 -4,39 -3,78 -1,74 0,02 2,15 
Friuli Venezia Giulia -24,19 -1,61 -4,42 0,21 -2,53 -1,34 
Liguria -23,70 35,16 -4,26 1,22 -2,60 12,79 
Emilia Romagna -8,84 -22,67 -1,53 -5,82 -0,78 2,18 
Toscana -19,99 -22,16 -3,43 -3,32 -2,39 -4,01 
Umbria -19,26 -4,92 -3,07 -1,35 -2,87 0,87 
Marche -18,96 -16,98 -3,32 -1,01 -2,06 -6,53 
Lazio -15,89 -23,05 -2,38 -3,17 -2,58 -4,93 
Abruzzo 2,60 156,40 2,03 20,92 -3,66 -0,41 
Molise 7,04 140,86 1,12 15,72 0,61 7,73 
Campania -10,94 -1,57 -2,07 -0,24 -0,57 -0,19 
Puglia -18,38 35,94 -4,50 1,93 1,37 11,14 
Basilicata -21,45 -6,67 -1,97 0,00 -6,85 -3,39 
Calabria -15,01 -0,73 -2,46 0,39 -1,89 -1,34 
Sicilia -12,84 13,85 -1,69 2,75 -2,58 -0,30 
Sardegna -21,44 -15,03 -3,19 -0,78 -3,89 -6,00 

Source: our processing of Ministry of Health data 
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At regional level, the number of ordinary hospital beds dropped in the 

survey period (2000-2007), from -24,2% in Friuli Venezia Giulia to -8,0% in Valle 

d'Aosta, except for Molise and Abruzzo, where an increase was recorded of 

7,0% (with an average annual change rate of 1,1% in 2000-2005, and 0,6% in 

2005-2007) and 2,6% (with an average annual change rate of 2,0% in 2000-2005, and 

-3,6% in 2005-2007, respectively). 

By comparing the number of ordinary hospital beds with the population, in 

2007 there were 3,8 beds per 1.000 population, 0,8 of which in accredited private 

facilities. The regions featuring the highest density of beds per 1.000 population, in 

the last survey year, were Molise (5,2 beds per 1.000 population), Lazio (4,5), 

Abruzzo (4,3) and the Autonomous Province of Trento (4,4). Instead, Campania and 

Umbria were the regions with the lowest number of ordinary beds compared to the 

population, with 3,2 beds per 1.000 population, followed by Valle d’Aosta, Basilicata 

and Sicilia, all three with approx. 3,3 beds per 1.000 population. 

Also in the case of ordinary beds, in order to facilitate comparison between 

the different regions, and the indicators above, the peculiarity of each demographical 

structure must necessarily be taken into account. By standardising, based on the 

demographical traits of the population, the region with the highest number of 

ordinary beds were Molise, Lazio and the Autonomous Province of Trento, with 5,0, 

4,6 and 4,5 general beds per 1.000 population, respectively. The lowest  number of 

beds, on the contrary, were recorded in Umbria (with 2,9 beds per 1.000 population), 

followed by Valle d’Aosta, Liguria, Toscana and Basilicata (all three with 3,3 

ordinary beds per 1.000 population). 
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Figure 5.18 

Ordinary Hospital beds per 1.000 inhabitants, effective and standardized on 

the basis of the age  -  Year 2007 

Source: our processing of ISTAT and Ministry of Health data  

5.3.3.1. Day hospital beds 

In 2007, 9,5% of all available beds were earmarked for day hospital care, 

compared to 12,0% recorded in the two previous years. This reduction depends on the 

new classification introduced and separating day hospital and day surgery beds. 

The total number of day hospital beds recorded at 1 January 2007 (latest 

available data) was 24.670, 10,1% of which in accredited facilities. The regions 
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featuring the highest number of day hospital beds in accredited facilities were Lazio, 

Campania, Toscana and Sicilia, with 19,1%, 16,5%, 13,6% and 12,2%, respectively. 

On the contrary, the regions totally lacking accredited day hospital beds were Valle 

d’Aosta, the Autonomous Provinces of Trento and Bolzano, Umbria and Basilicata. 

Table 5.8 

Day hospital beds*  -  Year 2007 

Regions Total 
(n.) 

Private Accred. 
(%) 

Italy 24.670 10,1 
Piemonte 1.487 2,9 
Valle D'Aosta 35 0,0 
Lombardia 3.263 8,8 
P.A. Bolzano 122 0,0 
P.A. Trento 159 0,0 
Veneto 1.684 5,5 
Friuli Venezia Giulia 547 7,7 
Liguria 793 1,1 
Emilia Romagna 1.808 8,5 
Toscana 1.726 13,6 
Umbria 297 0,0 
Marche 530 7,4 
Lazio 3.330 19,1 
Abruzzo 557 4,3 
Molise 120 5,8 
Campania 2.225 16,5 
Puglia 987 6,8 
Basilicata 274 0,0 
Calabria 911 4,4 
Sicilia 3.255 12,2 
Sardegna 560 8,4 

Source: our processing of Ministry of Health data 

* Number of beds recorded  at 1 January 2007 

As regards the trends of day hospital beds, they increased between 2000 

and 2006, and then decidedly dropped in 2007, as a result of the above mentioned 

separation introduced between day hospital and day surgery beds. 
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In detail, the number of day hospital beds increased, on average, by 

2,5% (with an annual average change rate in 2000-2005 of +4,4%, and an annual 

average change rate of -9,1% in 2005 and 2007). 

Table 5.9 

Day hospital beds 

Percentage variation  -  Years 2007-2000 

Regions 

2007/2000 2005/2000 2007/2005 

% Variation % Annual average 
variation 

% Annual average 
variation 

Total Only Private 
Accred. Total Only Private 

Accred. Total Only Private 
Accred. 

Italy 2,51 102,36 4,41 19,48 -9,09 -8,84 
Piemonte -25,20 n,c, 2,31 n,c, -18,30 -47,50 
Valle D'Aosta -12,50 0,00 6,96 0,00 -20,94 0,00 
Lombardia -12,05 -10,00 3,14 11,32 -13,20 -27,44 
P.A. Bolzano 14,02 0,00 11,21 0,00 -18,13 0,00 
P.A. Trento -49,20 0,00 -1,65 n,c, -25,70 -100,00 
Veneto -22,43 93,75 0,42 16,27 -12,85 -4,51 
Friuli Venezia Giulia 0,55 61,54 2,25 10,07 -5,15 0,00 
Liguria -0,38 n,c, 7,54 n,c, -16,78 6,07 
Emilia Romagna -24,00 60,42 -3,24 7,99 -5,35 4,51 
Toscana 11,28 100,00 5,03 12,94 -6,68 4,33 
Umbria -45,30 -100,00 0,29 12,89 -26,58 -100,00 
Marche -1,30 n,c, 4,96 n,c, -11,97 -8,91 
Lazio 26,38 84,59 7,01 12,21 -5,09 1,86 
Abruzzo 11,62 100,00 3,34 14,87 -2,67 0,00 
Molise 531,58 n,c, 54,82 0,00 -15,73 n,c, 
Campania 62,88 173,88 12,31 27,24 -4,53 -9,39 
Puglia -24,02 19,64 -1,46 7,12 -9,57 -7,91 
Basilicata 64,07 0,00 12,35 0,00 -4,27 0,00 
Calabria 39,30 110,53 8,38 12,34 -3,49 8,47 
Sicilia 67,87 n,c, 12,67 n,c, -3,85 -5,24 
Sardegna -30,69 23,68 -3,85 8,06 -8,16 -8,39 

Source: our processing of Ministry of Health data 

n.c.: not calculable 

As in the case of hospitals and general patient beds, the distribution of day 

hospital beds differs widely region by region. Compared to a more than fivefold 

increase in the number of day hospital beds, compared to 2000, in Molise (with an 



  362 

average annual change rate of +54,8% in 2000-2005, and of -15,7% in 2005-2007), 

and of 67,9%, 64,1% and 62,9% in Sicilia, Basilicata and Campania, respectively, 

there are regions where the number of day hospital beds has dropped. The regions 

where this trend is most obvious are the Autonomous Province of Trento (-49,2%, 

with an average annual change rate of -1,6% in 2000-2005, and -25,7% in 

2005-2007) and Umbria (-45,3%, with an average annual change rate of +0,3% in 

2000-2005, and -26,6% in 2005-2007). 

Therefore, despite the massive transformation – in many regions – of day 

hospital beds into day surgery beds, the former continued to increase in several 

regions (albeit at a slower rate). This occurred in the regions still featuring a limited 

number of day hospital beds (compared to the average); while the regions with a 

larger amount of day hospital beds tended to dedicate resources to alternative forms 

of care. 

Comparing the total number of day hospital beds to the population, in 2007 

there were 0,4 beds per 1.000, of which 0,04 were accredited private beds. In the last 

survey year, the regions with the highest density of day hospital beds per 1.000 

population were Sicilia (approx. 0,65 day hospital beds per 1.000 population), 

Lazio (0,61) and Liguria (0,49). On the contrary, Puglia (0,24 day hospital beds per 

1.000 population), the Autonomous Province of Bolzano (0,25) and Valle 

d’Aosta (0,28), featured the lowest number of day hospital beds compared to the 

overall population. 

By standardising, based on the demographical characteristics of the 

population, the regions featuring the highest number of day hospital beds are, once 

again, Sicilia and Lazio, with 0,68 and 0,61 beds per 1.000 population, 

respectively. The region with the lowest number of beds, considering rhe population, 

was Puglia (with 0,26 day hospital beds per 1.000 population), immediately followed 

by the Autonomous Province of Bolzano (0,27) and Valle d’Aosta (0,28). 
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Figure 5.19 

Day hospital beds per 1.000 inhabitants, effective and standardized on the 

basis of the age  -  Year 2007 

Source: our processing of ISTAT and Ministry of Health data  

5.3.4. Day surgery beds 

In 2007, 2,7% of all beds were earmarked as day surgery beds47. 

                                                 
47  The term “day surgery” can mean “the clinical, organisational and administrative 

capability to carry out surgical operations, or planned invasive and semi-invasive diagnostic and/or 

treatment procedures (under local, loco-regional or general anaesthesia), entailing the admission of 
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The total number of recorded day surgery beds at 01/01/2007 (the latest 

available data) was 6.905, 15,7% of which in accredited facilities. Besides Friuli 

Venezia Giulia, where day surgery beds are available only in accredited private 

facilities, the regions with the highest number of accredited day surgery beds are 

Sicilia, Campania and Sardegna, with 32,8%, 25,3% and 24,5% beds, respectively, 

while the regions with absolutely no accredited day surgery beds were Valle d’Aosta, 

the Autonomous Province of Bolzano and Basilicata. 

Since this type of bed has only recently been introduced by the NHS, no 

trends over time can be described. 

Comparing the number of day surgery beds with the total population, in 

2007 there were 0,12 beds per 1.000 of which 0,02 in private accredited facilities. 

The regions featuring the highest density of day surgery beds per 1.000 population, in 

the last survey year, were Molise (0,24 day surgery beds per 1.000 population), 

Umbria (0,25) and the Autonomous Province of Trento (0,21). On the contrary, Friuli 

Venezia Giulia, with only 0,01 beds per 1.000 population, is the region featuring the 

lowest density. 

By standardising, based on the demographical characteristics of the 

population, the regions recording the highest number of day surgery beds were, once  

again, Molise, Umbria and the Autonomous Province of Trento, with 0,24, 0,23 and 

0,22 beds per 1.000 population, respectively. The region with the lowest number of 

beds, once again, is Friuli Venezia Giulia (0,01 beds per 1.000 population). 

                                                                                                                                                                  
a patient into hospital for the procedures and his/her return home the same day (…)”, Guzzanti e 

Mastrilli (1993).  
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Table 5.10 

Day surgery beds*  -  Year 2007 

Regions Total 
(n.) 

Private Accred. 
(%) 

Italy 6.905 15,7 
Piemonte 826 11,1 
Valle D'Aosta 19 0,0 
Lombardia 1.140 22,1 
P.A. Bolzano 64 0,0 
P.A. Trento 108 5,6 
Veneto 543 3,9 
Friuli Venezia Giulia 12 100,0 
Liguria 293 0,7 
Emilia Romagna 271 9,2 
Toscana 369 16,8 
Umbria 213 15,5 
Marche 208 8,2 
Lazio 454 17,4 
Abruzzo 162 6,2 
Molise 79 3,8 
Campania 580 25,3 
Puglia 411 0,2 
Basilicata 71 0,0 
Calabria 131 16,0 
Sicilia 799 32,8 
Sardegna 152 24.3 

Source: our processing of Ministry of Health data 

* Number of beds recorded at 1 January 2007 
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Figure 5.20 

Day surgery beds per 1.000 inhabitants, effective and standardized on the 

basis of the age  -  Year 2007 

Source: our processing of ISTAT and Ministry of Health data 

5.3.5. Pay beds 

In 2007, 2.475 beds were earmarked as pay beds, accounting for 1,0% of 

total beds. Pay beds are staffed beds occupied by private paying patient.  

Examining the trends of this type of bed, between 2000 and 2007 pay beds 

dropped by 25,9% on average (with an average annual change of -5,2% in 
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2000-2005, and -1,9% in 2005-2007). The region featuring the highest percentage 

increase of pay beds, in 2000-2007, was Liguria (+2.160,0%, with an average annual 

change rate of +73,8% in 2000-2005, and +19,6% in the following two years), 

followed at a distance by Molise (+373,3%, with an average annual change rate of 

-33,2% in 2000-2005, and +495,8% in the following two years) and Sicilia (+59,0%, 

with an average annual change rate of +10,6% in 2000-2005, and -2,0% in 

2005-2007). 

Table 5.11 

Number of pay beds*  -  Year  2007 

Regions Total 

Italy 2.475 
Piemonte 0 
Valle D'Aosta 2 
Lombardia 655 
P.A. Bolzano 30 
P.A. Trento 0 
Veneto 345 
Friuli Venezia Giulia 201 
Liguria 113 
Emilia Romagna 184 
Toscana 247 
Umbria 8 
Marche 12 
Lazio 86 
Abruzzo 108 
Molise 142 
Campania 63 
Puglia 116 
Basilicata 11 
Calabria 13 
Sicilia 97 
Sardegna 42 

Source: our processing of Ministry of Health data 

* Number of beds recorded at 1 January 2007 
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Comparing the number of pay beds to the overall population, in 2007, we 

there were 0,04 beds per 1.000 population. The regions featuring the highest density 

of pay beds per 1.000 population, in the last survey year, were Molise (0,44 pay beds 

per 1.000 population) and Friuli Venezia Giulia (0,17). On the contrary, Piemonte 

and the Autonomous Province of Trento featured no pay beds at all. By standardising, 

based on the demographical traits of the population, the general picture remains 

practically unchanged. 
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Table 5.12 

Pay beds 

% Variation  -  Years 2007-2000 

Regions 

2007/2000 2005/2000 2007/2005 

% Variation 
% Annual 

average 
variation 

% Annual 
average 

variation 
Italy -26,54 -5,24 -1,94 
Piemonte -100,00 -100,00 0,00 
Valle D'Aosta n,c, n,c, 0,00 
Lombardia 23,82 1,54 7,10 
P.A. Bolzano -66,29 -16,56 -8,71 
P.A. Trento 0,00 0,00 0,00 
Veneto -48,28 -1,93 -24,49 
Friuli Venezia Giulia -6,51 -0,66 -1,70 
Liguria 2.160,00 73,67 19,60 
Emilia Romagna 49,59 7,43 2,25 
Toscana -33,42 -7,74 -0,20 
Umbria 0,00 0,00 0,00 
Marche -90,91 -30,12 -26,15 
Lazio -70,65 -21,03 -2,25 
Abruzzo 9,09 -18,78 75,66 
Molise 373,33 -33,17 495,82 
Campania -19,23 -1,59 -6,46 
Puglia -67,42 -19,02 -3,28 
Basilicata -26,67 2,53 -19,56 
Calabria 0,00 13,97 -27,89 
Sicilia 59,02 10,61 -2,00 
Sardegna -48,15 13,27 -47,26 

Source: our processing of Ministry of Health data 

n.c.: not calculable 
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Figure 5.21 

Pay beds per 1.000 inhabitants, effective and standardized on the basis of the age 

Year 2007 

 
Source: our processing of ISTAT and Ministry of Health data  

5.3.6. Medical imaging and diagnostic equipment (MIDE) 

The number of medical imaging and diagnostic equipment in hospitals is a 

factor that can help define hospital quality. Considering several among the most 

important systems – CAT (Computerised Axial Tomography) scanners, Kidney 

Dialysis Machines, MRI (Magnetic Resonance Imaging) scanners, Linear 

Accelerators, computerised gamma cameras (CGC) – we can see how, in 2007, the 
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majority of these continued to be concentrated in public hospitals, increasing further 

compared to 2006. Nationwide, the number of kidney dialysis machines and linear 

accelerators – not including the private accredited component – stood at 91,3% and 

91,1%, respectively (in 2006, this percentage was 90,3% and 90,7%, respectively). 

The percentage of CGCs, although still rather high, was slightly lower, standing at 

87,9% (87,4% in 2006), not including accredited facilities. Lastly, CT and MR 

scanners predominate in the public facilities, compared to the accredited facilities, 

standing at 77,4% and 71,2%, respectively (76,8% and 68,6% in 2006, respectively). 

These figures show how MIDE are almost exclusively in public hands in 

the northern Regions, as opposed to the central and southern regions, where the 

percentage owned by private accredited hospitals rises considerably (albeit dropping 

compared to the previous year). The figures, however, can differ widely region by 

region; in Regions such as Sicilia, Calabria and Campania, over 30,0% of CT 

scanners can be found in private accredited hospitals, while in Valle d’Aosta and 

Liguria, these machines and equipment are practically non-existent in the accredited 

sector. Moreover, in Calabria, Campania and Abruzzo at least 45,0% of MR scanners 

can be found in accredited hospitals.  

The data highlights a higher number of MIDE in accredited hospitals in 

regions featuring an above average concentration of accredited hospitals and beds.  

The number of MIDE – except for computerised gamma cameras – 

increased in absolute terms between 2000 and 2007, often significantly, albeit in a 

non-uniform manner. 

Between 2000 and 2007, in fact, the number of CGCs consistently dropped 

nationwide by 14,2% (average annual change of -2,6% in 2000-2005, and -1,1% in 

2005-2007), while, at regional level, the trend appears to be inconsistent, ranging 

from the doubling of this equipment in Basilicata (average annual change of +5,9% in 

2000-2005, and +22,5% in 2005-2007), to a significant reduction in Liguria of -

42,1% (average annual change of -1,1% in 2000-2005, and -21,8% in 2005-2007), 
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immediately followed by Campania (-41,3%, with an average annual change of 

-8,9% in 2000-2005, and -3,2% in 2005-2007). 

Table 5.13 

Medical imaging and diagnostic equipment  

Year 2007 

Regions 

LA KDM CGC CAT MRI 

Total 
(n.) 

Private 
Accred. 

(%) 

Total 
(n.) 

Private 
Accred.

(%) 

Total 
(n.) 

Private 
Accred.

(%) 

Total 
(n.) 

Private 
Accred. 

(%) 

Total 
(n.) 

Private 
Accred.

(%) 

Italy 287 8,71 13.142 8,86 478 12,13 1.338 22,57 706 28,75 
Piemonte 26 7,69 1.200 0,17 28 7,14 95 16,84 55 32,73 
Valle D'Aosta 0 0,00 32 0,00 2 0,00 3 0,00 3 0,00 
Lombardia 55 9,09 2.103 6,99 75 1,33 210 21,43 117 35,04 
P.A. di Bolzano 2 100,00 93 0,00 4 0,00 8 25,00 7 28,57 
P.A. di Trento 4 0,00 204 0,00 1 0,00 9 11,11 5 20,00 
Veneto 27 0,00 922 0,00 36 0,00 86 8,14 57 14,04 
Friuli Venezia Giulia  11 0,00 300 6,33 9 0,00 24 12,50 15 33,33 
Liguria 10 0,00 427 0,70 11 0,00 32 0,00 25 0,00 
Emilia Romagna 20 10,00 895 4,58 30 6,67 92 19,57 56 37,50 
Toscana 20 5,00 850 1,88 39 7,69 61 6,56 39 7,69 
Umbria 7 0,00 353 0,00 6 33,33 21 9,52 9 0,00 
Marche 7 0,00 442 0,00 16 6,25 38 15,79 24 12,50 
Lazio 25 8,00 1.443 35,34 50 22,00 152 25,00 90 32,22 
Abruzzo 7 0,00 370 5,14 13 0,00 41 21,95 18 44,44 
Molise 2 0,00 103 0,97 8 12,50 12 25,00 8 12,50 
Campania 12 8,33 529 18,90 44 47,73 134 37,31 41 46,34 
Puglia 17 11,76 1.215 13,74 31 6,45 78 26,92 42 23,81 
Basilicata 2 0,00 193 0,00 6 0,00 13 7,69 5 0,00 
Calabria 8 12,50 468 0,64 13 23,08 61 37,70 22 50,00 
Sicilia 20 35,00 530 3,02 35 20,00 133 33,83 46 39,13 
Sardegna 5 0,00 470 25,74 21 9,52 35 22,86 22 22,73 

Source: Ministry of Health data 

On the contrary, the number of MR scanners almost doubled nationwide. In 

this case, the increase was consistent across all the regions, ranging between 38,5% in 

Abruzzo and 400,0% in Basilicata. All the regions, except for Abruzzo, Piemonte, 
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Sardegna and Emilia Romagna, recorded an increase in the number of MR scanners 

of more or less 100,0%. 

Table 5.14 

Medical imaging and diagnostic equipment 

Percentage variation  -  Years 2000-2007 

Regions LA KDM CGC CAT MRI 
Italy 49,48 22,49 -14,18 36,81 115,90 
Piemonte 52,94 35,29 -15,15 17,28 83,33 
Valle D'Aosta 0,00 28,00 0,00 200,00 n.c. 
Lombardia 10,00 23,49 -16,67 24,26 108,93 
P.A. Bolzano n.c. 8,14 -20,00 0,00 133,33 
P.A. Trento 33,33 16,57 0,00 80,00 150,00 
Veneto 35,00 27,35 28,57 21,13 103,57 
Friuli Venezia Giulia 37,50 2,04 -10,00 0,00 150,00 
Liguria 66,67 27,46 -42,11 39,13 212,50 
Emilia Romagna 150,00 21,60 -6,25 33,33 86,67 
Toscana 25,00 -0,93 -2,50 22,00 105,26 
Umbria 133,33 60,45 -25,00 75,00 125,00 
Marche 250,00 6,76 0,00 18,75 166,67 
Lazio 31,58 21,67 -23,08 53,54 143,24 
Abruzzo 133,33 35,53 30,00 64,00 38,46 
Molise n.c. 9,57 33,33 71,43 166,67 
Campania 9,09 33,92 -41,33 55,81 105,00 
Puglia 240,00 14,19 3,33 21,88 100,00 
Basilicata n.c. 60,83 100,00 62,50 400,00 
Calabria 14,29 20,00 -18,75 32,61 120,00 
Sicilia 66,67 34,52 -23,91 98,51 206,67 
Sardegna 150,00 32,02 -4,55 12,90 83,33 

Source: our processing of Ministry of Health data 

n.c.: not calculable 

Comparing the number of MIDE to the overall population, there are 

significant inconsistencies at regional level. Nationwide, the hospital system featured 

a total of 22,6 CT scanners, of which approx. 5,0 in private accredited facilities, per 

1.000.000 population. 

Considering the total number of hospital CT scanners (except for private 

accredited facilities), at regional level the number ranges between a maximum of 28,1 
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scanners per 1.000.000 in Molise and a minimum of 12,3 scanners in the 

Autonomous Province of Bolzano. Moreover, excluding the private accredited 

facilities, Molise remains the region with the highest number of MIDE per 

population, with 318,7 kidney dialysis machines per 1.000.000 population (315,5 in 

2006), 21,9 CGCs (as in 2006), 28,1 CT scanners (34,4 in 2006) and 21.9 MR 

scanners (18,7 in 2006). 

Table 5.15 

Medical imaging and diagnostic equipment 

Percentage annual average variation  -  Years 2000-2007 

Regions 
2005/2000 2007/2005 

% Annual average variation % Annual average variation 
LA KDM CGC CAT MRI LA KDM CGC CAT MRI 

Italy 6,09 2,97 -2,57 4,71 13,28 5,47 2,87 -1,13 4,26 7,58 
Piemonte 5,29 3,80 -1,89 1,67 14,09 8,71 5,95 -3,39 3,90 -2,62 
Valle D'Aosta 0,00 4,40 8,45 14,87 n,c, 0,00 1,60 -18,35 22,47 73,21 
Lombardia 0,79 3,61 -3,58 3,73 11,84 2,84 1,71 0,00 1,71 9,26 
P.A. Bolzano n,c, 2,22 -4,36 2,38 18,47 0,00 -1,57 0,00 -5,72 0,00 
P.A. Trento 5,92 1,44 0,00 12,47 8,45 0,00 4,17 0,00 0,00 29,10 
Veneto 2,83 3,41 7,93 1,90 11,38 8,35 3,78 -6,30 5,00 8,97 
Friuli Venezia Giulia 8,45 0,20 -2,09 0,00 16,72 -4,26 0,50 0,00 0,00 7,42 
Liguria 8,45 6,59 -1,08 4,01 21,29 5,41 -3,76 -21,83 6,90 9,11 
Emilia Romagna 16,27 1,50 -1,28 5,46 9,86 8,47 6,24 0,00 1,11 8,01 
Toscana 4,56 -0,85 -3,77 1,92 12,34 0,00 1,69 8,71 5,31 7,10 
Umbria 14,87 8,51 -5,59 12,89 14,87 8,01 3,27 0,00 -2,30 6,07 
Marche 35,10 2,53 4,56 2,38 25,48 -11,81 -2,92 -10,56 2,74 -7,42 
Lazio 7,28 4,60 -2,94 8,08 14,56 -3,77 -1,42 -5,51 2,03 11,03 
Abruzzo -7,79 2,64 3,71 0,00 2,90 87,08 9,07 4,08 28,06 9,54 
Molise 14,87 -1,09 3,13 11,38 10,76 0,00 7,58 6,90 0,00 26,49 
Campania -1,89 6,06 -8,92 5,80 11,84 9,54 -0,09 -3,24 8,42 8,23 
Puglia 19,14 0,59 0,00 3,77 10,12 19,02 5,29 1,65 0,65 11,14 
Basilicata n,c, 6,32 5,92 4,56 31,95 0,00 8,81 22,47 14,02 11,80 
Calabria 0,00 1,35 -7,22 4,75 13,70 6,90 5,94 8,71 2,55 7,61 
Sicilia 8,45 4,33 -6,43 10,82 20,43 5,41 4,32 2,99 8,97 10,02 
Sardegna 0,00 2,05 -2,89 1,26 10,76 58,11 9,22 5,13 2,99 4,88 

Source: our processing of Ministry of Health data 

n.c.: not calculable 
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Table 5.16 

Medical imaging and diagnostic equipment per 1.000.000 inhabitants 

Year 2007 

Regions 

LA KDM CGC CAT MRI 

Total 
(n.) 

Private 
Accred. 

(%) 

Total 
(n.) 

Private 
Accred.

(%) 

Total 
(n.) 

Private 
Accred.

(%) 

Total 
(n.) 

Private 
Accred. 

(%) 

Total 
(n.) 

Private 
Accred.

(%) 
Italy 4,85 0,42 222,25 19,70 8,08 0,98 22,63 5,11 11,94 3,43 
Piemonte 5,97 0,46 275,68 0,46 6,43 0,46 21,82 3,68 12,64 4,14 
Valle D'Aosta 0,00 0,00 256,39 0,00 16,02 0,00 24,04 0,00 24,04 0,00 
Lombardia 5,76 0,52 220,31 15,40 7,86 0,10 22,00 4,71 12,26 4,30 
P.A. di Bolzano 4,10 4,10 190,70 0,00 8,20 0,00 16,40 4,10 14,35 4,10 
P.A. di Trento 7,89 0,00 402,34 0,00 1,97 0,00 17,75 1,97 9,86 1,97 
Veneto 5,66 0,00 193,15 0,00 7,54 0,00 18,02 1,47 11,94 1,68 
Friuli Venezia G. 9,07 0,00 247,40 15,67 7,42 0,00 19,79 2,47 12,37 4,12 
Liguria 6,22 0,00 265,57 1,87 6,84 0,00 19,90 0,00 15,55 0,00 
Emilia Romagna 4,74 0,47 211,92 9,71 7,10 0,47 21,78 4,26 13,26 4,97 
Toscana 5,50 0,27 233,63 4,40 10,72 0,82 16,77 1,10 10,72 0,82 
Umbria 8,02 0,00 404,37 0,00 6,87 2,29 24,06 2,29 10,31 0,00 
Marche 4,56 0,00 287,74 0,00 10,42 0,65 24,74 3,91 15,62 1,95 
Lazio 4,55 0,36 262,68 92,84 9,10 2,00 27,67 6,92 16,38 5,28 
Abruzzo 5,34 0,00 282,49 14,51 9,93 0,00 31,30 6,87 13,74 6,11 
Molise 6,25 0,00 321,80 3,12 24,99 3,12 37,49 9,37 24,99 3,12 
Campania 2,07 0,17 91,36 17,27 7,60 3,63 23,14 8,64 7,08 3,28 
Puglia 4,18 0,49 298,54 41,03 7,62 0,49 19,17 5,16 10,32 2,46 
Basilicata 3,38 0,00 326,38 0,00 10,15 0,00 21,98 1,69 8,46 0,00 
Calabria 4,00 0,50 234,23 1,50 6,51 1,50 30,53 11,51 11,01 5,51 
Sicilia 3,99 1,40 105,64 3,19 6,98 1,40 26,51 8,97 9,17 3,59 
Sardegna 3,01 0,00 283,23 72,92 12,65 1,21 21,09 4,82 13,26 3,01 

Source: our processing of ISTAT and Ministry of Health data   

5.3.7. Human resources 

Human resources is the top cost item, with regard to the supply of health 

care services.  

The number of INHS employees (comprising the staff of the Local Health 

Authorities and the various types of hospitals -“Aziende Ospedaliere and Aziende 

Ospedaliere integrate con l’Università”) has remained basically stable over the last 
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few years, at 649.248, which, in 2007 (and in 2006) translates into 11 employees per 

1.000 population, of which 69,7% consists of medical staff, 18,3% technical staff, 

11,7% clerical staff, and the remaining 0,2% staff members occupying professional 

positions. Furthermore, as regards all INHS employees, 16,5% are medical and dental 

staff (16,2% in 2006), and 40,7% are nursing staff (as in 2006).  

Table 5.17 

Number of employees in INHS  -  Year 2007  

Regions Total 

Health Care 

Profession. Technic. Admistr. 
Total 

Medical 
and dental 

Staff 

Other health 
prof., mostly 

nurses 
Italy 649.248 452.285 106.817 264.177 1.594 119.031 75.996 
Piemonte 55.766 36.536 8.489 21.147 108 11.208 7.913 
Valle D'Aosta 2.000 1.288 290 692 5 402 305 
Lombardia 90.371 59.946 12.504 35.097 217 18.963 11.241 
P.A. di Bolzano 8.284 5.044 897 2.895 27 2.025 1.133 
P.A. di Trento 7.124 4.529 874 2.801 12 1.749 833 
Veneto 57.664 39.486 7.560 24.905 123 11.681 6.374 
Friuli Venezia G. 17.192 11.673 2.280 7.118 39 3.724 1.756 
Liguria 21.390 15.143 3.318 9.139 42 3.794 2.410 
Emilia Romagna 55.657 39.901 8.060 24.074 179 9.759 5.818 
Toscana 49.049 34.880 7.483 20.983 164 8.889 5.072 
Umbria 10.624 7.962 1.868 4.704 31 1.695 932 
Marche 17.763 12.886 2.771 7.769 24 3.067 1.779 
Lazio 48.788 36.593 9.622 20.724 137 6.084 5.971 
Abruzzo 15.460 10.980 2.790 6.549 22 2.713 1.742 
Molise 3.997 2.929 712 1.651 5 722 341 
Campania 54.704 38.639 10.885 22.250 149 9.365 6.505 
Puglia 35.511 25.084 6.579 14.023 88 6.128 4.138 
Basilicata 6.803 4.942 1.163 2.953 14 1.200 647 
Calabria 22.663 15.389 4.373 8.578 60 3.783 3.408 
Sicilia 48.167 33.749 10.544 18.103 105 8.612 5.626 
Sardegna 20.271 14.706 3.755 8.022 43 3.468 2.052 

Source: Ministry of Health data 

Between 2005 and 2007, the human resources increased according to an 

average annual change rate of 0,1% (compared to an average annual change rate in 

2000-2005 of 0,4%), albeit differently according to the type of job. 
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In the same observation period, there was an average annual increase of 

nursing staff of 2,3% (average annual change of 0,1% during the previous five year 

period), compared to an average annual increase of medical staff of 0,6% (average 

annual change in 2000-2005 of 1,9%). 

Table 5.18 

Employees in INHS  

Percentage annual average variation  -  Years 2007-2005 

Regions Total 

Health Care 

Profession. Technic. Admistr. 
Total 

Medical 
and dental 

Staff 

Other health 
prof., mostly 

nurses 

Italy 0,12 0.92 0.55 2.28 -0.09 -2.45 -0.37 
Piemonte -0,07 0.76 -0.44 3.51 0.00 -2.12 -0.89 
Valle D'Aosta 2,90 2.12 2.14 4.06 11.80 6.12 2.03 
Lombardia -1,02 -0.55 -1.99 1.26 -1.13 -2.48 -1.04 
P.A. di Bolzano 2,30 2.25 2.85 0.35 6.07 1.54 1.95 
P.A. di Trento 0,80 1.09 -0.34 4.34 0.00 0.87 -0.83 
Veneto 0,38 0.25 -0.59 1.61 0.82 0.21 1.51 
F. Venezia G. 3,26 3.75 0.80 5.02 0.00 1.47 3.95 
Liguria -0,54 -0.38 -0.60 0.68 -5.47 -0.34 -1.74 
E. Romagna 1,42 1.65 0.77 4.09 1.14 1.71 -0.59 
Toscana 1,47 2.28 0.44 1.85 1.88 -0.73 0.06 
Umbria -0,71 -0.07 0.73 1.67 1.65 -1.19 -4.92 
Marche 0,17 0.48 -0.36 2.13 -7.42 -0.52 -0.70 
Lazio -1,39 0.43 0.28 1.37 -0.36 -9.93 -2.25 
Abruzzo 0,44 1.32 -0.94 2.68 -15.76 -2.38 -0.23 
Molise 0,91 2.08 1.29 4.63 0.00 -1.69 -2.94 
Campania -0,13 1.02 1.86 2.41 -3.80 -3.68 -1.19 
Puglia 0,65 2.14 3.07 2.78 7.61 -6.15 2.25 
Basilicata 2,18 3.13 2.73 4.37 0.00 -1.74 3.07 
Calabria -0,40 0.96 0.74 2.56 5.41 -4.79 -1.13 
Sicilia 0,16 1.70 3.37 2.68 -0.94 -5.03 0.25 
Sardegna -1,53 -0.61 -0.01 0.13 0.00 -6.28 0.76 

Source: our processing of  Ministry of Health data   

Staff groups featuring a downward trend were, (i) the technical staff, 

which, in 2005-2007, featured an average annual change of -2,5%, in line with the 
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previous five-year trend (between 2000 and 2005, in fact, there was an average 

annual change of -2,3%), (ii) the professional staff members (-0,1% average annual 

change in 2005-2007, compared to the +1,9% average annual change in 2000-2005), 

and (iii) the clerical employees (-0,4% average annual change in 2005-2007, 

compared to the +2,0% average annual change in 2000-2005). 

5.3.7.1. Public hospital employees 

In 2007 (latest available data), there were 550.140 public hospital 

employees (not including university employees), of which 73,0% medical staff, 

18,2% technical staff, 7,9% clerical staff, while the remaining 0,2% were staff 

members in professional positions. Also with regard to public hospital employees in 

general, 18,0% were medical and dental staff, and 44,7% other medical staff (mostly 

nurses). 
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Table 5.19 

Number of employees in Public Structures  -  Year 2007 

Regions Total 

Health Care 

Profession. Technic. Admistr. 
Total 

Medical 
and dental 

Staff 

Other 
health 
prof., 

mostly 
nurses 

Italy 550.140 401.513 99.073 245.883 875 100.246 43.310 
Piemonte 44.034 30.803 7.550 18.279 72 8.760 4.069 
Valle D'Aosta 1.185 941 253 530 2 150 92 
Lombardia 99.243 66.182 14.365 40.540 181 21.977 10.447 
P.A. di Bolzano 5.926 3.768 789 2.280 15 1.558 336 
P.A. di Trento 5.604 3.656 755 2.342 6 1.527 414 
Veneto 47.455 33.898 6.911 22.428 73 9.478 3.727 
Friuli Venezia G. 14.427 9.934 2.151 6.118 26 3.301 1.124 
Liguria 19.184 14.595 3.381 9.044 33 3.101 1.442 
Emilia Romagna 40.625 31.108 6.755 19.682 53 6.958 2.322 
Toscana 33.931 26.770 6.324 16.981 40 4.853 1.779 
Umbria 7.610 6.010 1.524 3.749 17 1.153 352 
Marche 13.816 10.777 2.530 6.727 7 2.107 875 
Lazio 53.310 39.764 10.658 23.804 78 7.472 5.176 
Abruzzo 12.087 9.103 2.287 5.759 10 1.953 696 
Molise 3.355 2.717 676 1.593 2 548 81 
Campania 43.814 33.044 9.839 19.442 60 7.311 3.068 
Puglia 31.183 23.444 6.347 14.258 68 5.300 2.310 
Basilicata 5.182 4.051 980 2.530 5 829 257 
Calabria 15.237 11.367 3.275 6.838 36 2.478 1.284 
Sicilia 39.108 28.742 8.828 16.419 71 7.107 2.871 
Sardegna 13.824 10.839 2.895 6.540 20 2.325 588 

Source: Ministry of Health data 

5.3.8. Rationalising the overall offering 

The rationalisation process under way, in respect of the number of both 

hospitals and hospital beds, differs significantly from region to region. On the one 

hand, there are regions where the cut backs in the total number of beds seem to be the 

natural consequence of the reduction in the number of hospitals (namely, Veneto, 

Liguria, Puglia, Basilicata, Emilia Romagna and Sardegna), while on the other 
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hand (as in the case of Valle d’Aosta, Toscana, Umbria, and the Autonomous 

Province of Bolzano) the drop in the number of beds is probably the result of the 

downsizing of the existing hospitals.  

Considering the total number of hospital beds nationwide, it emerges that, 

in 2007, 19,3% of the available beds (compared to 20,0% in 2006) belonged to 

private accredited facilities. This figure, linked to the greater incidence in terms of 

hospitals (45,2% in 2007, 46,0% in 2006) highlights how the other types of hospitals 

are, on average, decidedly larger than the private accredited facilities. 

The actual rationalisation of the total offering can be appreciated by 

depicting the above mentioned trends according to a system of Cartesian coordinates, 

based on the specific variation of the number of overall hospitals and beds. 
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Figure 5.22 

Regions in an X-Y coordinate system, based on the respective percentage 

variations of the number of total hospitals and beds 

Percentage variation  -  Years 2007-2000 

Source: our processing of  Ministry of Health data   

A first analysis is based on the sign of the changes affecting both hospitals 

and beds: obviously, expectations are that the number of beds should drop, in 

accordance with the national and regional policies that have been applied for over 

two decades now: this is true for two-thirds of the regions (approx. 76,0%) on the left 

of the y-axis. Effective rationalisation, however, requires a reduction in the number of 

hospitals as well, which is being achieved by the regions below the x-axis; therefore, 
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the regions on the y-axis – namely Valle d’Aosta, Toscana, Umbria and the 

Autonomous Province of Bolzano – seem to be reducing the number of beds by 

reducing the average size of their hospitals, which entails the risk of failing to cut 

costs (diseconomies of scale). 

Moving on, even if both the indicators are reduced, in order to accurately 

analyse the phenomenon we must look to the regions in the lower left-hand quadrant, 

but only to those above the bisector (where the beds are reduced more than 

proportionally to the number of hospitals): practically speaking, only the 

Autonomous Province of Trento, Veneto, Liguria, Emilia Romagna, Lazio, Campania 

and Puglia seem to present this trend. There are, however, regions, such as Lazio for 

example, which, despite the reduction in the number of hospitals and beds, still 

feature a number of beds per 1.000 population higher than established by the regional 

policies.  

An exception is Molise, which featured a 25,1% increase in the number of 

beds, while the overall number of hospitals rose by 11,1% in 2000-2007. In the same 

period, the private accredited facilities increased by 50%, while the number of beds 

was 1,5 times higher than in 2000. 

5.4 The Use 

Hospital admissions 

During the year 2006 in Italy, 11.964.092 acute patients were admitted to 

the hospital; 71,6% of these were admitted to public hospitals (31,8%) and direct 

administrative hospitals (39,8%), to private clinics for 14,8% of the cases, 9,6% in 

IRCCS facilities, university general hospitals and research organizations, while the 

remaining 4,0% were admitted to classified hospitals (3,2%) and non-classified 

institutions (0,8%). The regional differences obviously depend upon the different 

healthcare facilities located on the territory: for example, in Lombardia, 62,7% of 
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hospitalizations take place in public hospitals and 2,3% in direct administrative 

hospitals, while in Abruzzo the percentages are respectively 2,2% and 75,6%. This is 

due to the fact that while in Lombardia half of the facilities are public hospitals, in 

Abruzzo all the facilities are classified as hospitals with direct administration. An 

even clearer example is the case of university general hospitals, IRCCS and research 

organizations that collect 18,9% of the cases in the Lazio Region, 12,4% in Molise 

and 11,8% in Lombardia; while the other Regions, because of the minimum number 

of facilities with this typology, register figures below 5% (2,1% in Toscana and 1,3% 

in Veneto). 
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Table 5.20 

Total hospitalizations of acute patients by type of healthcare facility and Region of 

residence. Rates expressed in percentage  -  Year 2006 

Regions Public 
hospitals 

Direct 
admin. 
hospital 

University 
clinic or 
general 
hospital 

IRCCS Class. 
hospital 

Private 
clinic 

Non-
class. 

Institute, 
USL 

hospital 
facility 

Research 
institute 

Italy 31,8 39,8 3,9 5,6 3,2 14,8 0,8 0,1 
Piemonte 35,8 47,1 0,0 2,5 0,2 12,3 2,0 0,0 
Valle d'Aosta 8,0 81,7 0,1 1,9 0,2 8,1 0,0 0,0 
Lombardia 62,7 2,3 0,0 13,3 3,4 18,0 0,3 0,0 
P. A. Bolzano 1,4 91,3 0,0 0,3 0,2 6,6 0,2 0,0 
P. A. Trento 4,2 80,8 0,1 0,9 6,9 5,9 1,2 0,0 
Veneto 18,1 64,2 0,1 1,9 5,2 5,9 4,6 0,0 
Friuli Venezia G. 44,1 34,6 3,8 7,3 0,2 9,6 0,4 0,0 
Liguria 35,3 43,9 0,0 8,4 8,5 3,7 0,0 0,1 
Emilia Romagna 31,0 53,6 0,1 2,1 0,1 12,9 0,2 0,0 
Toscana 29,6 61,3 0,2 1,3 0,1 6,9 0,0 0,6 
Umbria 43,6 47,4 0,9 2,6 0,3 5,1 0,0 0,0 
Marche 26,1 58,7 0,3 3,7 0,1 10,9 0,1 0,0 
Lazio 14,6 31,6 13,0 11,7 9,0 18,5 1,6 0,1 
Abruzzo 2,2 75,6 1,0 2,0 0,2 18,8 0,1 0,1 
Molise 2,8 73,8 1,6 4,9 0,3 10,6 0,1 5,9 
Campania 26,9 33,2 10,1 3,0 3,9 22,4 0,6 0,1 
Puglia 17,0 53,5 0,5 8,2 6,1 14,4 0,1 0,1 
Basilicata 38,2 49,7 1,2 3,7 1,1 5,9 0,1 0,1 
Calabria 30,1 43,4 2,2 3,1 0,4 19,8 0,1 0,1 
Sicilia 43,1 28,2 9,8 1,5 1,3 16,1 0,1 0,0 
Sardegna 12,2 64,3 5,6 1,8 0,1 16,0 0,0 0,0 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

The average burden and the average hospitalization by ordinary scheme 

admissions  

For that which regards the complexity of the cases in question, while 

estimating the average burden one can observe that the Regions presenting a more 

“severe” case study are those in the north, while the southern Regions register lower 

figures than the national average. In particular Valle d’Aosta and Piemonte, that 

register a higher average stay per hospitalization, also possess average burdens per 
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hospitalization that are greater compared to the national average, respectively by 

13,1% and by 12,3%; the same holds true for Campania, which registers a lower 

average hospitalization, and is characterized by an average burden that is inferior 

compared to the average by 9,0%. 

Table 5.21 

Average burden by age bracket and Region of residence 

Acute patient hospitalization by ordinary scheme 

Year 2006 

Regions 
Age brackets 

0-14 15-64 65+ Total 
Italy 0,93 0,99 1,25 1,09 
Piemonte 1,11 1,08 1,40 1,22 
Valle d'Aosta 1,18 1,11 1,43 1,25 
Lombardia 0,90 1,04 1,33 1,15 
P. A. Bolzano 0,78 0,91 1,16 1,00 
P. A. Trento 0,95 0,99 1,26 1,10 
Veneto 1,05 1,01 1,27 1,13 
Friuli Venezia Giulia 1,12 1,06 1,28 1,18 
Liguria 0,99 1,08 1,37 1,22 
Emilia Romagna 0,99 1,05 1,30 1,16 
Toscana 1,15 1,07 1,35 1,22 
Umbria 0,97 0,98 1,27 1,11 
Marche 0,92 1,02 1,27 1,13 
Lazio 0,91 0,97 1,20 1,05 
Abruzzo 0,88 0,92 1,10 0,99 
Molise 0,83 0,98 1,17 1,05 
Campania 0,86 0,91 1,17 0,99 
Puglia 0,91 0,93 1,19 1,02 
Basilicata 1,06 0,98 1,21 1,09 
Calabria 0,97 0,91 1,09 0,99 
Sicilia 0,87 0,95 1,18 1,03 
Sardegna 0,90 0,91 1,08 0,97 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

The average hospital stay for acute patients by ordinary scheme is equal to 

6,7 days per hospitalization; analyzing the data according to age brackets, one can 

observe that the days of hospital stay are 6,3 during the first year of life, decreasing to 
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3,6 and 5,5 during adolescence and in the middle age bracket, increasing considerably 

in the older age brackets (7,9 days in the 65-74 age bracket and 9,0 days in the over-

75 age bracket). By analyzing the regional differences, one can observe a hospital 

stay that is generally higher in the northern Regions; the highest average is registered 

in Valle d’Aosta (8,0), the autonomous province of Trento (7,9), Piemonte, Veneto 

and Liguria (7,8); on the contrary, the Regions registering the lowest average hospital 

stay are Campania, Sicilia and Abruzzo, which register averages that are lower than 6 

days. 

Table 5.22 

Average hospitalization by age bracket and Region of residence 

Acute patients by ordinary scheme 

Year 2006 

Regions 
Age brackets 

0 1-14 15-64 65-74 75+ Total 
Italy 6,3 3,6 5,5 7,9 9,0 6,7 
Piemonte 6,0 3,7 6,5 9,2 10,5 7,8 
Valle d'Aosta 7,7 3,4 6,0 9,1 12,4 8,0 
Lombardia 6,0 3,5 5,2 7,7 9,3 6,5 
P. A. Bolzano 7,1 2,9 5,8 8,1 9,6 6,9 
P. A. Trento 6,9 3,5 6,3 9,4 10,8 7,9 
Veneto 7,4 3,8 6,3 9,0 10,5 7,8 
Friuli Venezia Giulia 7,0 3,0 5,6 8,6 10,1 7,6 
Liguria 5,8 4,0 6,2 8,7 10,0 7,8 
Emilia Romagna 6,2 3,4 5,4 7,6 8,7 6,6 
Toscana 7,6 4,3 6,0 8,4 9,0 7,4 
Umbria 6,3 3,5 5,4 7,5 8,0 6,4 
Marche 7,2 3,5 5,3 7,9 9,3 6,9 
Lazio 6,5 3,9 6,2 8,5 9,7 7,2 
Abruzzo 5,9 3,7 5,0 7,0 7,8 6,0 
Molise 5,8 3,8 5,8 7,9 9,1 6,9 
Campania 6,4 3,2 4,8 6,9 7,4 5,5 
Puglia 5,8 3,8 5,2 7,5 8,5 6,2 
Basilicata 5,4 3,7 5,6 7,9 8,7 6,7 
Calabria 6,1 3,8 5,6 7,6 8,1 6,4 
Sicilia 6,0 3,6 5,3 7,0 7,7 5,9 
Sardegna 6,8 3,9 5,9 8,0 8,7 6,7 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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By analyzing the average hospital stay by type of healthcare facilities, one 

can observe how clinics and university general hospitals register a higher hospital 

stay compared to the average (+13,7% compared to the national average), followed 

by public hospitals (+7,8%); the lowest days of hospital stay are registered in private 

clinics (-20,1%). 

Table 5.23 

Average hospitalization by type of hospital facility and Region of residence 

Acute patients by ordinary scheme  -  Year 2006 

Regions Public 
hospital 

Direct 
admin. 
hospital 

Univer. 
clinic or 
general 
hospital 

IRCCS Class. 
hospital 

Private 
clinic 

Non-
class. 

institute 
USL 

hospital 
facility 

Research 
institute 

Italy 7,21 6,83 7,61 6,27 6,45 5,35 6,20 6,49 
Piemonte 8,21 7,99 7,03 6,06 5,35 6,83 7,25 4,57 
Valle d'Aosta 7,63 8,60 6,13 4,90 4,56 4,28 8,33 13,50 
Lombardia 7,12 5,95 7,34 6,51 6,12 4,65 5,13 7,93 
P. A. Bolzano 7,45 6,86 3,32 5,12 5,70 8,25 4,22 - 
P. A. Trento 8,01 8,23 7,70 6,08 5,21 7,01 4,61 - 
Veneto 8,04 7,96 9,26 5,73 7,89 7,14 5,92 7,00 
Friuli Venezia Giulia 8,73 6,67 7,13 4,97 12,07 6,79 5,89 3,00 
Liguria 8,66 7,73 6,67 5,58 7,42 5,32 6,07 6,17 
Emilia Romagna 6,79 6,57 7,32 5,29 5,77 6,87 5,67 6,79 
Toscana 7,80 7,29 7,01 6,06 5,71 6,45 7,14 7,87 
Umbria 6,89 6,06 7,44 5,89 5,94 5,92 5,63 6,00 
Marche 7,18 6,91 7,66 7,93 6,89 5,27 8,39 5,88 
Lazio 8,86 6,93 8,23 6,03 6,96 6,61 6,68 6,13 
Abruzzo 7,25 6,68 8,55 6,04 6,36 3,94 8,66 5,07 
Molise 7,53 7,14 8,20 7,11 7,19 5,42 8,80 5,85 
Campania 6,09 6,01 6,72 6,07 4,80 4,00 5,43 5,24 
Puglia 7,09 6,27 8,14 6,20 6,43 4,85 7,26 6,95 
Basilicata 7,22 6,60 8,74 6,18 6,20 4,46 6,77 5,96 
Calabria 7,59 5,97 7,87 6,97 6,95 5,62 5,89 6,00 
Sicilia 6,25 5,37 7,40 6,45 6,57 5,47 7,19 7,15 
Sardegna 6,10 6,99 6,73 7,57 6,55 6,08 6,23 7,39 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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The average burden and average access to day-hospitals 

Even in the case of day-hospital schemes, the estimate of the average 

burden brings to light a more “serious” case study in the northern Regions: in 

particular Emilia Romagna and Valle d’Aosta register greater burdens than the 

national average by respectively 13,3% and 12,0%. All the southern Regions, 

including Lazio, instead register an average burden that is lower compared to the 

national average. 
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Table 5.24 

Average burden by age bracket and Region of residence 

Acute patient day-hospital admissions 

Year 2006 

Regions 
Age brackets 

0-14 15-64 65+ Total 
Italy 0,67 0,81 0,81 0,80 
Piemonte 0,70 0,88 0,83 0,85 
Valle d'Aosta 0,90 0,90 0,87 0,89 
Lombardia 0,70 0,84 0,78 0,81 
P. A. Bolzano 0,65 0,86 0,76 0,80 
P. A. Trento 0,67 0,87 0,81 0,84 
Veneto 0,68 0,90 0,89 0,88 
Friuli Venezia Giulia 0,63 0,91 0,90 0,88 
Liguria 0,61 0,83 0,89 0,83 
Emilia Romagna 0,83 0,90 0,92 0,90 
Toscana 0,63 0,87 0,93 0,86 
Umbria 0,64 0,82 0,79 0,80 
Marche 0,71 0,85 0,77 0,81 
Lazio 0,67 0,78 0,77 0,76 
Abruzzo 0,64 0,76 0,77 0,75 
Molise 0,66 0,77 0,78 0,76 
Campania 0,67 0,76 0,78 0,75 
Puglia 0,68 0,79 0,75 0,77 
Basilicata 0,67 0,76 0,78 0,76 
Calabria 0,67 0,76 0,78 0,75 
Sicilia 0,64 0,75 0,76 0,74 
Sardegna 0,76 0,80 0,75 0,78 

Source:  elaboration by CEIS of SDA Ministry of Health data  

During the year 2006, an average day-hospital admission for an acute 

patient is equal to 2,7; by analyzing the data by age brackets, one can observe that the 

hospital admissions are close to 2 during the first year of life (1,9) and during 

adolescence (1,8), while they are aligned to the average (2,7) in the middle age 

bracket and in the oldest one, reaching a peak in the 65-74 age bracket (3,2 

admissions per hospitalization). At the regional level, a strong variability is 

registered: the highest rate is registered in Emilia Romagna (4,3) and it is in fact 
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double compared to the minimum rate registered in Lombardia (2,0). Moreover, there 

is a marked difference between north and south:  the northern Regions (except for 

Piemonte, Trentino Alto Adige and Lombardia) register rates that are higher than the 

average; whereas the southern Regions (except for Abruzzo and Calabria) register 

lower rates. 

Table 5.25 

Average access by age bracket and Region of residence 

Acute patients by day-hospital scheme 

Year 2006 

Regions 
Age brackets 

0 1-14 15-64 65-74 75+ Total 
Italy 1,9 1,8 2,7 3,2 2,7 2,7 
Piemonte 1,3 1,5 2,5 3,1 2,5 2,5 
Valle d'Aosta 1,8 1,6 3,3 3,5 2,1 3,0 
Lombardia 1,5 1,5 2,0 2,4 1,8 2,0 
P. A. Bolzano 2,4 1,7 2,1 2,4 1,9 2,1 
P. A. Trento 2,9 1,8 2,1 3,0 2,3 2,3 
Veneto 2,1 2,4 2,7 3,4 3,0 2,9 
Friuli Venezia Giulia 2,8 2,1 3,2 4,1 3,3 3,3 
Liguria 1,7 1,6 3,1 4,0 3,5 3,2 
Emilia Romagna 3,4 3,4 4,0 5,5 4,4 4,3 
Toscana 2,6 2,3 2,7 3,8 3,3 2,9 
Umbria 1,6 1,5 2,4 2,9 2,4 2,4 
Marche 1,7 2,1 2,4 3,0 1,9 2,4 
Lazio 1,4 1,6 3,3 3,9 3,5 3,1 
Abruzzo 1,6 1,5 2,9 3,4 2,8 2,8 
Molise 2,3 1,7 2,6 3,0 2,6 2,6 
Campania 1,9 1,8 2,6 3,0 3,0 2,6 
Puglia 1,4 1,6 2,1 2,3 2,1 2,1 
Basilicata 1,8 1,8 2,4 2,9 2,6 2,5 
Calabria 2,3 2,0 2,7 3,3 2,9 2,8 
Sicilia 2,2 2,0 2,6 2,9 2,6 2,6 
Sardegna 1,8 2,0 2,3 2,1 1,8 2,2 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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5.5 Production value 

The Ministry of Health decree of 21 November 2005 establishes that, 

beginning as of 1 January 2006, for the purposes of remuneration of hospital 

healthcare services, the 19th version of the Diagnosis Related Groups (DRG) 

classification system for hospital healthcare should be adopted.  In order to estimate 

the production value, since a national table of charges is not available for the DRG 

version in question, the Tariffa Unica Convenzionale (T.U.C.) has been taken into 

consideration for the year 2006. 

Hospitalization by ordinary scheme 

The national production value for acute patients in 2006 was equal to 

€25.4-billion; the Regions that register a higher rate are obviously Lombardia, Lazio, 

Campania and Sicilia, which together amount to 44,1% of the total national hospital 

production value. 
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Table 5.26 

Production value 

Acute patients + born healthy by ordinary scheme 

Absolute values expressed in millions of € and breakdown in % 

Year 2006 

Regions Production value Breakdown 

Italy 25.408.75 100,00% 
Piemonte 1.728,72 6,80% 
Valle d'Aosta 59,18 0,23% 
Lombardia 4.148,90 16,33% 
P. A. Bolzano 206,49 0,81% 
P. A. Trento 188,46 0,74% 
Veneto 1.841,88 7,25% 
Friuli Venezia Giulia 519,82 2,05% 
Liguria 778,48 3,06% 
Emilia Romagna 1.845,11 7,26% 
Toscana 1.506,04 5,93% 
Umbria 358,09 1,41% 
Marche 678,55 2,67% 
Lazio 2.486,26 9,79% 
Abruzzo 673,11 2,65% 
Molise 164,28 0,65% 
Campania 2.403,17 9,46% 
Puglia 1.874,22 7,38% 
Basilicata 243,19 0,96% 
Calabria 866,24 3,41% 
Sicilia 2.168,98 8,54% 
Sardegna 669,58 2,64% 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

The breakdown by “cost” per age bracket has a homogeneous trend in the 

various Regions: the share at birth is between 2,8% and 3,2% (those born healthy are 

excluded), it slowly grows for the 1-14 age bracket and then grows quickly for the 

following age brackets. Obviously the peak is reached for the middle age bracket, 

considering the broadness of the same; later one can observe that as the said age 

bracket is broken up, then absorption of the production value is proportional to the 

rise in age. 
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Figure 5.23 

Breakdown of hospital production value by age bracket 

Acute patients by ordinary scheme 

Rates expressed in percentage  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

By analyzing the per capita production value, with the purpose of 

eliminating the influence of the size of the regional population, one can observe that 

the Regions with the highest “costs” per inhabitant are Abruzzo (€512,02) and Molise 

(€510,43), followed by Liguria (€481,12) and Valle d’Aosta (€471,67). Lombardia 

Region, which absorbs the highest share of the national production value, registers a 

per capita value equal to €432,82, which is 1,3% higher than the national average. 
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The Regions characterized by a lower per capita “cost” are instead Piemonte 

(€394,67), Veneto (€383,03) and the autonomous province of Trento (€368,76). 

Table 5.27 

Per capita production value by age bracket 

Acute patients by ordinary scheme 

Rates expressed in € and index number Italy = 100 

Regions/Age Brackets 0 1-14 15-64 65-74 75+ Total Index 
number 

Italy 1.250,70 117,34 288,85 894,17 1.237,09 427,46 100,0 
Piemonte 1.286,91 93,05 258,88 785,81 1.045,41 394,67 92,3 
Valle d'Aosta 1.223,01 117,79 310,16 975,96 1.405,86 471,67 110,3 
Lombardia 1.249,93 107,89 292,05 928,37 1.274,00 432,82 101,3 
P. A. Bolzano 1.110,66 108,12 271,94 949,64 1.619,07 420,94 98,5 
P. A. Trento 862,99 71,73 243,67 817,77 1.194,98 368,76 86,3 
Veneto 996,41 85,22 246,34 824,65 1.248,17 383,03 89,6 
Friuli Venezia Giulia 947,20 64,71 258,06 834,88 1.311,44 425,97 99,7 
Liguria 1.305,03 108,85 289,78 853,44 1.249,69 481,12 112,6 
Emilia Romagna 1.094,91 105,70 278,23 833,49 1.213,89 435,04 101,8 
Toscana 1.095,15 90,90 243,73 792,07 1.222,61 411,34 96,2 
Umbria 1.312,01 111,98 250,95 782,40 1.120,81 408,05 95,5 
Marche 1.103,83 117,53 277,69 847,76 1.244,66 439,03 102,7 
Lazio 1.286,73 127,56 318,57 927,12 1.344,00 456,71 106,8 
Abruzzo 1.464,76 149,02 348,38 1.005,10 1.373,42 512,02 119,8 
Molise 1.581,18 146,47 345,63 1.025,80 1.302,29 510,43 119,4 
Campania 1.204,43 128,07 311,05 996,44 1.198,93 410,51 96,0 
Puglia 1.584,62 150,48 322,33 1.016,94 1.359,36 457,28 107,0 
Basilicata 1.279,77 106,64 269,54 882,15 1.190,37 407,19 95,3 
Calabria 1.325,93 134,94 310,58 940,50 1.156,38 429,37 100,4 
Sicilia 1.443,13 148,56 301,91 953,49 1.196,43 428,47 100,2 
Sardegna 1.422,53 127,37 285,30 841,85 1.170,38 401,03 93,8 

 Source: elaboration by CEIS of SDA Ministry of Health data. 

Comparing the production value to the total number of hospital admissions, 

we obtain an “implicit” measure of the average regional case-mix.   

The Regions that register higher rates than the indicator are Valle d’Aosta 

(+18,3% compared to the national figure), Liguria (+15,9%), Toscana (+15,8%) and 

Piemonte (+15,0%); the Regions that instead register lower production value rates per 

hospitalization are Campania (-11,1%), Calabria (-12,0%) and Sardegna (-12,2%). 
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In general, one can observe a definite territorial division: the northern 

Regions (except for the autonomous province of Bolzano) register an average “cost” 

per hospitalization that is higher than the national average; whereas all the southern 

Regions register rates that are lower than the national average.  

Table 5.28 

Production value by hospitalization 

Acute patients by ordinary scheme 

Rates expressed in € and index number Italy = 100 

Year 2006 

Regions/Age Brackets 0 1-14 15-64 65-74 75+ Total Index 
number 

Italy 2.459,15 1.827,16 2.848,53 3.843,37 3.629,56 3.132,01 100,0 
Piemonte 2.442,79 1.940,14 3.249,93 4.517,37 4.111,43 3.602,84 115,0 
Valle d'Aosta 3.304,61 2.392,30 3.221,65 4.546,78 4.380,68 3.704,12 118,3 
Lombardia 2.147,35 1.776,02 2.957,39 4.100,03 3.860,28 3.261,27 104,1 
P. A. Bolzano 2.473,31 1.544,04 2.586,81 3.583,75 3.441,14 2.880,11 92,0 
P. A. Trento 2.799,28 1.870,56 2.881,70 4.043,32 3.635,90 3.228,64 103,1 
Veneto 2.925,17 2.043,64 2.975,61 4.112,74 3.681,88 3.321,12 106,0 
Friuli Venezia Giulia 2.751,79 2.099,66 3.122,33 4.186,71 3.707,74 3.473,04 110,9 
Liguria 2.341,62 2.013,62 3.243,28 4.425,97 4.004,54 3.630,37 115,9 
Emilia Romagna 2.557,83 1.905,80 3.044,52 4.128,34 3.664,07 3.344,03 106,8 
Toscana 2.872,31 2.316,49 3.225,93 4.383,72 3.953,71 3.625,56 115,8 
Umbria 2.547,96 1.823,38 2.918,11 4.079,69 3.711,80 3.274,81 104,6 
Marche 2.655,42 1.892,10 2.942,67 3.987,60 3.713,89 3.280,81 104,8 
Lazio 2.426,58 1.852,96 2.812,73 3.670,42 3.563,51 3.061,04 97,7 
Abruzzo 2.205,61 1.750,02 2.571,64 3.299,74 3.176,77 2.793,88 89,2 
Molise 2.220,69 1.775,87 2.754,53 3.438,25 3.346,30 2.956,06 94,4 
Campania 2.592,33 1.750,13 2.585,70 3.409,43 3.335,14 2.783,46 88,9 
Puglia 2.364,13 1.761,96 2.602,54 3.483,52 3.425,54 2.840,68 90,7 
Basilicata 2.596,02 1.856,28 2.831,57 3.603,49 3.549,91 3.090,13 98,7 
Calabria 2.579,90 1.862,20 2.572,27 3.238,44 3.105,01 2.756,53 88,0 
Sicilia 2.469,76 1.705,18 2.751,19 3.514,13 3.402,37 2.913,84 93,0 
Sardegna 2.552,58 1.736,80 2.593,67 3.228,39 3.061,99 2.750,39 87,8 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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The “costs” of birth 

Wishing to make an estimate of the cost share for hospital care attributed to 

childbirth, by ordinary scheme, the production value share relative to childbirth 

(DRG from 370 to 375) has been added to healthy newborn babies (DRG 391) and 

newborn babies with pathologies connected to childbirth (DRG from 385 to 390): 

childbirth registers 6,4% of the total “costs”; in particular, the childbirth share is 

equal to 3,9%, the share attributed to healthy newborns is 0,8% while that attributed 

to newborn babies with disease is 1,7%. The Regions that register the highest “costs” 

are Campania (8,1%), for which the cost of childbirth represents 5,1% of the total 

production value, Sicilia (7,4%) and the autonomous province of Trento (7,1%). A 

particularly high “cost” for childbirth has been registered in Campania, in addition to 

the high rate of births, which might be explained by the high percentage of 

“caesarean sections” registered in the Region, reaching 60,7% of the total. The 

Regions registering the lowest shares are instead Abruzzo (4,9%), Molise (4,7%) and 

Liguria (4,4%). 
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Figure 5.24 

Hospital production value share ascribable to births 

Acute patients by ordinary scheme 

Rates expressed in percentage  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

Day-hospital admissions 

The national production value relative to day-hospital admissions for acute 

patients in 2006 was equal to €5-billion, equal to 16,8% of the total production value 

for acute patient hospitalizations (those born healthy excluded). Similarly to the 

ordinary scheme, the Regions that register a higher “cost” are Lombardia (13,7% of 
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the total), Sicilia (12,3%), Lazio (10,1%) and Campania (8,7%), while those that 

absorb a lower share are Molise (0,5%) and Valle d’Aosta (0,2%). 

Table 5.29 

Production value 

Acute patients by day-hospital scheme 

Absolute value expressed in millions of € and percentage variations 

Year 2006 

Regions Absolute value Breakdown 
Italy 5.102,54 100,0 
Piemonte 434,52 8,5 
Valle d'Aosta 11,57 0,2 
Lombardia 696,60 13,7 
P. A. Bolzano 32,89 0,6 
P. A. Trento 42,72 0,8 
Veneto 390,66 7,7 
Friuli Venezia Giulia 78,54 1,5 
Liguria 220,21 4,3 
Emilia Romagna 407,06 8,0 
Toscana 331,80 6,5 
Umbria 73,93 1,4 
Marche 118,45 2,3 
Lazio 513,97 10,1 
Abruzzo 116,97 2,3 
Molise 24,98 0,5 
Campania 445,04 8,7 
Puglia 223,17 4,4 
Basilicata 47,67 0,9 
Calabria 158,27 3,1 
Sicilia 627,75 12,3 
Sardegna 105,76 2,1 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

The breakdown of “costs” per age bracket is homogeneous in all the 

Regions; the share is at its minimum at birth, on an average equal to 0,5%, it grows 

during adolescence and reaches 5,0%, all the way to 59,9% for the middle age 

bracket (15-64 years of age). The elderly age brackets, finally, absorb respectively 

20,3% and 14,3% of the total “costs”. 
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Figure 5.25 

Hospital production value breakdown by age bracket 

Acute patients by day-hospital scheme 

Rates expressed in percentage  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

By analyzing the production value per inhabitant, one can observe that the 

Region registering the highest “costs” is Liguria (€136,86), followed by Sicilia 

(€125,12) and Piemonte (€99,95); Lombardia, which absorbs 13,7% of the total 

production value in day-hospital, presents a “cost” per inhabitant that is equal to 

€73,25, which is lower than the national average by 15,4%. The Regions registering 

the lowest per capita production values are Friuli Venezia Giulia (€64,89), Sardegna 

(€63,80) and Puglia (€ 54,82). 
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Table 5.30 

Pro capita production value by age bracket 

Acute patients by day-hospital scheme 

Rates expressed in € and index number Italy = 100 

Year 2006 

Regions/Age brackets 0 1-14 15-64 65-74 75+ Total Index 
number 

Italy 42,36 32,63 78,59 167,49 132,54 86,57 100,0 
Piemonte 24,30 25,21 86,31 196,00 163,15 99,95 115,5 
Valle d'Aosta 37,83 24,87 84,53 185,54 141,22 92,98 107,4 
Lombardia 26,98 22,06 63,10 149,96 135,41 73,25 84,6 
P. A. Bolzano 47,13 29,83 60,15 134,69 135,98 67,79 78,3 
P. A. Trento 35,03 29,30 75,31 177,93 145,96 84,63 97,8 
Veneto 16,73 26,59 76,18 165,93 118,13 82,14 94,9 
Friuli Venezia Giulia 23,72 24,30 63,71 103,48 75,64 64,89 75,0 
Liguria 118,90 47,60 122,32 241,80 170,46 136,86 158,1 
Emilia Romagna 30,02 28,32 87,73 191,65 128,84 96,79 111,8 
Toscana 51,60 45,05 84,35 160,85 109,25 91,43 105,6 
Umbria 23,19 30,68 78,29 150,82 114,80 84,93 98,1 
Marche 29,48 25,58 60,67 156,77 152,21 77,29 89,3 
Lazio 41,45 49,41 85,02 180,08 144,44 95,20 110,0 
Abruzzo 39,39 34,94 79,10 167,76 142,24 89,45 103,3 
Molise 93,86 38,24 67,95 143,55 115,10 77,94 90,0 
Campania 60,27 33,99 75,71 145,55 107,74 76,86 88,8 
Puglia 15,46 17,38 51,27 110,71 92,23 54,82 63,3 
Basilicata 29,76 26,78 74,92 151,83 120,81 80,43 92,9 
Calabria 64,27 38,18 73,25 150,70 112,49 79,09 91,4 
Sicilia 98,70 50,36 119,13 232,06 186,97 125,12 144,5 
Sardegna 29,26 27,41 58,41 116,22 104,38 63,80 73,7 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

The analysis of production value by number of hospitalizations 

demonstrates, also for that which regards day-hospital admissions, a marked 

territorial distinction:  the northern Regions (except for Lombardia and the 

autonomous province of  Bolzano) register complexity indexes that are systematically 

higher compared to the ones in the southern Regions. The highest index is registered 

in Emilia Romagna, where the “cost” per hospitalization is higher by 62,0% 

compared to the level of the national average, followed by Toscana (+29,8%) and 
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Friuli Venezia Giulia (+28,4%). The Regions that register the lowest production 

values per hospitalization are Basilicata (-15,8%), Puglia (-16,7%) and Campania 

(-22,6%). 

Table 5.31 

Production value by hospital admission 

Acute patients by day-hospital scheme 

Rates expressed in € and index number Italy = 100 

Year 2006 

Regions/Age brackets 0 1-14 15-64 65-74 75+ Total Index 
number 

Italy 591,99 708,50 1.379,52 1.539,42 1.403,33 1.339,93 100,0 
Piemonte 513,08 747,56 1.606,78 1.738,23 1.520,55 1.559,84 116,4 
Valle d'Aosta 686,04 869,04 1.757,15 1.820,25 1.338,65 1.630,03 121,7 
Lombardia 504,10 687,53 1.323,23 1.329,25 1.195,48 1.251,16 93,4 
P. A. Bolzano 946,96 836,50 1.420,07 1.421,68 1.183,40 1.310,58 97,8 
P. A. Trento 1.023,91 970,66 1.582,53 1.816,54 1.476,79 1.552,26 115,8 
Veneto 773,86 1.023,67 1.658,51 1.843,91 1.693,33 1.650,42 123,2 
Friuli Venezia Giulia 915,26 943,15 1.757,00 1.955,63 1.744,86 1.720,52 128,4 
Liguria 502,49 639,59 1.494,89 1.801,05 1.580,14 1.477,11 110,2 
Emilia Romagna 1.045,01 1.345,58 2.123,18 2.594,34 2.171,89 2.170,44 162,0 
Toscana 856,91 961,17 1.712,09 2.138,88 2.053,59 1.739,17 129,8 
Umbria 592,36 641,85 1.484,22 1.685,92 1.460,12 1.431,33 106,8 
Marche 577,80 855,38 1.680,08 1.839,09 1.548,30 1.608,39 120,0 
Lazio 393,21 509,58 1.333,88 1.489,65 1.339,63 1.215,76 90,7 
Abruzzo 468,71 556,90 1.365,13 1.567,03 1.386,98 1.300,99 97,1 
Molise 693,94 766,01 1.229,58 1.376,14 1.323,75 1.216,14 90,8 
Campania 563,34 619,42 1.077,77 1.177,81 1.175,73 1.036,98 77,4 
Puglia 531,29 627,10 1.174,78 1.150,15 1.137,05 1.116,30 83,3 
Basilicata 596,88 616,06 1.156,00 1.279,68 1.143,48 1.128,06 84,2 
Calabria 705,91 759,69 1.169,37 1.376,95 1.265,88 1.163,96 86,9 
Sicilia 675,77 755,87 1.173,66 1.266,20 1.208,00 1.147,62 85,6 
Sardegna 616,04 749,58 1.242,08 1.185,23 1.109,33 1.169,78 87,3 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

5.6 Mobility 

The analysis of mobility exclusively takes into consideration acute patient 

hospitalizations by ordinary scheme, of which inter-regional flows are reported, with 
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the addition of the percentage of hospitalizations carried out in the surrounding 

Regions and the production value.  

Table 5.32 

Mobility by hospitalization 

Acute patients by ordinary scheme 

Year 2006 

Regions 
Native 

hospital. 
admissions 

Active 
mobility 

In sur- 
rounding 
Regions 

Passive 
mobility 

In sur-
rounding 
Regions 

Balance 

Piemonte 436.714 29.109 19.730 39.506 32.344 - 10.397 
Valle d'Aosta 12.268 1.471 893 3.572 2.365 - 2.101 
Lombardia 1.212,724 118.023 47.878 49.450 31.105 68.573 
P. A. Bolzano 67.731 5.295 3.603 3.177 2.328 2.118 
P. A. Trento 47.318 4.931 3.295 10.332 8.989 - 5.401 
Veneto 518.326 46.499 28.714 30.177 25.397 16.322 
Friuli Venezia Giulia 138.854 12.632 8.404 9.608 5.581 3.024 
Liguria 189.106 23.214 9.736 24.131 15.186 - 917 
Emilia Romagna 512.269 78.734 39.090 34.831 28.840 43.903 
Toscana 386.129 43.002 18.366 25.606 15.533 17.396 
Umbria 95.435 15.449 11.534 13.021 8.783 2.428 
Marche 182.059 17.876 13.443 23.011 17.910 - 5.135 
Lazio 753.096 73.547 40.119 52.441 37.453 21.106 
Abruzzo 213.745 34.012 23.331 25.885 17.077 8.127 
Molise 44.007 15.019 13.699 11.333 9.090 3.686 
Campania 788.401 18.400 9.710 65.600 34.966 - 47.200 
Puglia 605.041 22.733 12.171 50.248 7.795 - 27.515 
Basilicata 59.762 8.664 7.821 18.340 10.638 - 9.676 
Calabria 265.829 9.052 1.336 45.895 1.493 - 36.843 
Sicilia 692.337 11.646 - 45.407 - - 33.761 
Sardegna 229.810 4.139 - 11.876 - - 7.737 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

As one might have logically expected, there is a marked distinction 

between geographical areas: the southern Regions are generally characterized by a 

negative migratory balance, while the central-northern Regions register a positive 

balance (except for Marche, Piemonte, Valle d’Aosta, the autonomous province of 

Trento and Liguria). The centres of greatest attraction are Lombardia, Emilia 

Romagna and Lazio; in particular, 8,9% of the hospitalizations are carried out in 
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Lazio and Lombardia, and 13,3% of those carried out in Emilia Romagna regard non-

resident patients (half of whom live in the surrounding Regions). 

The Regions characterized by a greater “exodus” of residents are instead 

Basilicata (23,5% of hospitalization of its residents takes place in other Regions), 

Valle d’Aosta (22,6%) and Molise (20,5%). Nevertheless, Molise registers a positive 

migratory balance; but it is necessary to observe that while active mobility regards 

91,2% of the hospitalizations of patients residing in the surrounding Regions, for that 

which regards passive mobility this figure goes down to 80,0%. For the Regions, like 

Molise, that possess peculiar morphological characteristics, mobility is most certainly 

also influenced by the greater or lesser facility of access to hospital facilities.  In this 

case active mobility might be due to a greater facility for residents in the surrounding 

Regions to access the Molise hospital facilities, whereas passive mobility might 

derive from a “targeted” choice. This is confirmed by the analysis of costs per 

hospitalization, which demonstrates a greater “cost” and presumably a more 

complicated case study for outgoing hospitalizations.  

The production value connected to mobility is equal to approximately €2.2-

billion, equal to 8,7% of the overall production value; the Regions whose rates are 

most significant obviously are Lombardia, Emilia Romagna, Lazio and Campania. 
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Table 5.33 

Production value relative to mobility by hospitalizations 

Acute patients by ordinary scheme 

Year 2006 

Regions Active Mobility Passive Mobility Balance 

Piemonte 122.344.749,42 146.839.661,94 -24.494.912,52 
Valle d'Aosta 5.537.059,58 16.669.515,41 - 11.132.455,83 
Lombardia 531.528.926,53 168.893.431,15 362.635.495,38 
P. A. Bolzano 18.374.138,53 14.120.562,48 4.253.576,05 
P. A. Trento 16.043.558,10 41.773.588,52 -25.730.030,43 
Veneto 182.372.908,66 109.498.231,18 72.874.677,48 
Friuli Venezia Giulia 47.142.685,97 36.953.049,50 10.189.636,47 
Liguria 94.014.561,66 96.965.945,38 - 2.951.383,72 
Emilia Romagna 306.236.639,17 126.785.091,30 179.451.547,88 
Toscana 160.407.924,03 97.885.435,85 62.522.488,18 
Umbria 56.641.120,56 48.660.684,77 7.980.435,79 
Marche 54.843.402,59 86.673.208,32 - 31.829.805,73 
Lazio 240.216.592,02 181.539.927,12 58.676.664,90 
Abruzzo 100.864.386,68 87.389.037,02 13.475.349,66 
Molise 49.885.904,67 40.197.165,02 9.688.739,65 
Campania 50.570.526,98 253.627.929,97 - 203.057.402,99 
Puglia 69.856.273,65 189.467.073,88 - 119.610.800,23 
Basilicata 28.669.620,30 60.467.737,37 - 31.798.117,06 
Calabria 23.246.175,82 171.196.096,95 - 147.949.921,13 
Sicilia 35.838.904,65 178.614.969,24 - 142.776.064,60 
Sardegna 9.856.884,29 50.274.601,50 - 40.417.717,21 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

The analysis of production value finally is concentrated on the comparison 

between costs per hospitalization relative to active mobility and those relative to 

passive mobility, with the purpose of providing an estimate of the seriousness of 

hospital admissions characterizing mobility. The results bring to light a net 

distinction between geographical areas: the northern Regions (with the exception of 

Valle d’Aosta and Trentino Alto Adige) register costs per hospitalization that are 

higher for active mobility, while the southern Regions register costs that are higher 

for passive mobility. Therefore, presumably, while in the northern Regions active 
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mobility regards hospitalizations with a more complex case study compared to those 

with passive mobility, the southern Regions register an opposite situation. 

Figure 5.26 

Production value of hospitalization by mobility type 

Acute patients by ordinary scheme 

Rates expressed in €  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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 the proportion of day-hospital medical hospitalizations 

compared to the surgical ones; 

 the economic value attributable to production by ordinary 

scheme for potentially in(appropriate) admissions. 

The regional (in)appropriateness of hospitalizations for acute patients may 

therefore be summarized by analyzing the overall order compared to the following 

three factors: 

 Proportion of medical day-hospital admissions compared to the 

surgical ones 

 Percentage of hospitalizations at risk of (in)appropriateness by 

ordinary scheme 

 Production value by ordinary scheme relative to potentially 

(in)appropriate hospitalizations. 

 The total indicator is obtained as the sum of the rankings of 

each single Region. 

Again in this case it seems obvious that there is a distinction between 

southern and northern Regions; in fact, the former are characterized by a greater 

synthetic index of (in)appropriateness: particularly Campania, Calabria, Sardegna and 

Abruzzo register the worst results. Whereas the northern Regions register a lower 

number of hospitalizations at risk of (in)appropriateness, and the best results are 

obtained by Toscana, Piemonte, Valle d’Aosta and the autonomous province of 

Trento. 
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Table 5.34 

Indicator of (in)appropriateness 

Acute patient hospital admissions 

Year 2006 

Regions 

Adm. Day 
Surgery/ 
Medical 

Adm. 

Inappropriate 
by Ordinary 

scheme  

Inappropriate 
by D.H. 
scheme 

% DRG 
"Cost" 

inappropriate 
by D.H. 
scheme 

Ranking 

Toscana 22,17 8,96 27,98 3,21 1 
Valle d'Aosta 9,69 7,73 35,40 2,73 2 
Friuli Venezia Giulia 48,38 11,95 32,27 4,62 3 
Liguria -34,11 10,17 30,37 3,56 4 
Emilia Romagna 18,76 12,24 29,73 4,78 5 
Veneto 47,37 12,32 30,54 4,78 6 
Piemonte 72,26 10,71 38,71 3,85 7 
P. A. Trento 136,20 11,97 41,50 4,75 8 
Umbria 14,01 13,07 36,45 5,00 9 
Marche 82,74 13,69 45,08 5,46 10 
Basilicata -42,27 14,41 37,87 5,78 11 
Lombardia -3,84 16,19 38,69 6,29 12 
Lazio -46,31 16,59 36,25 6,88 13 
P. A. Bolzano 36,25 17,32 43,04 7,45 14 
Sicilia -48,59 15,80 38,36 6,69 15 
Sardegna -35,38 20,23 35,80 9,09 16 
Abruzzo -36,20 19,18 38,47 8,43 17 
Puglia -24,04 17,43 46,58 7,42 18 
Molise -43,49 17,39 45,02 7,23 19 
Campania -59,11 20,22 35,51 8,76 20 
Calabria -60,83 19,31 37,68 8,52 21 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

Ordinary scheme hospitalizations 

For that which regards the ordinary scheme, the analysis of hospitalization 

rates brings to light a greater number of hospitalizations at risk within the central-

southern Regions. The national average is equal to 21,1 potentially inappropriate 

hospital admissions per 1.000 residents: the highest figures were registered in 

Abruzzo (35,2 per 1.000), Calabria (30,1) and Molise (30,0); amongst the northern 

Regions, only the autonomous province of Bolzano (25,3) and Lombardia (21,5) 
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registered rates higher than the national level. The Regions presenting the lowest 

number of potentially inappropriate hospitalizations per resident are Piemonte (11,7 

per 1.000), Toscana (10,2) and Valle d’Aosta (9,8). 

Figure 5.27 

DRG hospitalization rates with inappropriateness risk 

Acute patients by ordinary scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 
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the number of inappropriate medical hospitalizations per 1.000 inhabitants is equal to 

3,8 times that relative to inappropriate surgical hospitalizations, followed by Liguria 

(3,6), Sicilia (2,7) and Umbria (3,2). 

Table 5.35 

Potentially inappropriate hospitalization rates by DRG type 

Acute patients by ordinary scheme 

Rates expressed in percentage  -  Year 2006 

Regions DRG Surgical DRG Medical 
Italy 14,36 16.08 
Piemonte 11,02 10.47 
Valle d'Aosta 9,13 6.60 
Lombardia 16,01 16.34 
P. A. Bolzano 10,59 20.80 
P. A. Trento 8,17 14.05 
Veneto 8,80 14.58 
Friuli Venezia Giulia 12,12 11.83 
Liguria 6,06 12.50 
Emilia Romagna 11,53 12.74 
Toscana 7,11 10.00 
Umbria 9,11 15.11 
Marche 16,79 11.53 
Lazio 15,82 17.07 
Abruzzo 20,23 18.66 
Molise 16,30 17.90 
Campania 18,49 21.07 
Puglia 18,05 17.10 
Basilicata 14,50 14.36 
Calabria 22,17 17.93 
Sicilia 11,99 17.51 
Sardegna 20,95 19.91 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

The production value for acute patients by ordinary scheme relative to 

potentially inappropriate hospitalizations in Italy is equal to €1,5-billion, roughly 

6,2% of the total value. The Regions registering the highest share of inappropriate 

“costs” are Sardegna (9,1%), Abruzzo (8,8%) and Calabria (8,5%); while those that 

register the lowest percentage are Liguria (3,6%), Toscana (3,2%) and Valle d’Aosta 

(2,7%). 
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Table 5.36 

Potentially inappropriate hospitalization production value 

Acute patients by ordinary scheme 

Rates expressed in millions of € and breakdown in 

percentage 

Year 2006 

Regions Absolute value % 
Italy 1.554,53 6,17 
Piemonte 66,07 3,85 
Valle d'Aosta 1,60 2,73 
Lombardia 258,79 6,29 
P. A. Bolzano 15,22 7,45 
P. A. Trento 8,85 4,75 
Veneto 87,13 4,78 
F.V. Giulia 23,83 4,62 
Liguria 27,53 3,56 
E. Romagna 87,45 4,78 
Toscana 47,89 3,21 
Umbria 17,76 5,00 
Marche 36,76 5,46 
Lazio 169,54 6,88 
Abruzzo 56,41 8,43 
Molise 11,83 7,23 
Campania 208,30 8,76 
Puglia 138,21 7,42 
Basilicata 13,95 5,78 
Calabria 73,18 8,52 
Sicilia 143,76 6,69 
Sardegna 60,46 9,09 

Source:  elaboration by CEIS Sanità of SDA Ministry of Health data. 

Day-hospital admissions 

Regarding the day-hospital admissions scheme, the estimate of 

inappropriateness is carried out by analyzing the incidence of medical day-hospital 

admissions compared to the surgical ones. 

The analysis confirms the results of that carried out for the ordinary 

scheme, namely the southern Regions are characterized by greater inappropriateness 
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of hospitalizations compared to the northern Regions; by concentrating on the 

percentage distribution of day-hospital admissions by DRG typology, in fact, one can 

observe how the northern Regions (except for Liguria) register day surgery 

hospitalizations that are higher compared to the medical ones; whereas the opposite 

occurs in the southern Regions. In particular, while the northern Regions register an 

average of 85 medical hospitalizations every 100 surgical hospitalizations, in the 

southern Regions the medical hospitalizations are nearly double the surgical ones:  

exactly 194 every 100 hospital admissions. 
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Figure 5.28 

Hospitalization breakdown by DRG type 

Acute patients by day-hospital scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS of SDA Ministry of Health data. 

5.8 Hospital expense 
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technological innovation brought along bigger therapeutic opportunities, but also had 

a significant impact on health expense.  

High hospitalization costs are a common factor in all developed countries, 

constituting a noticeable part of total health expense.  

While a comparison among countries requires caution given the very 

different health systems, the countries with the biggest share of hospitalization 

expense on health expense are Switzerland, Italy and Iceland (45,9%, 44,8% and 

44,0% respectively), those with the lowest share being Slovakia, Portugal and the 

U.S. (21,4%, 20,8 and 19,4% respectively).  
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Table 5.37 

Hospitalization expense on health expense 

Percentage values 

Country 1980 1990 2000 2005 2007 

Australia 47,5 41,5 32,6 34,8 35,3* 
Austria n.d. 39,8 39,5 39,5 40,1* 
Belgium 33,1 32,8 n.d. 36,3 38,0 
Canada 53,8 49,1 30,9 28,2 27,8 
Korea 24,2 28,9 27,2 26,4 27,9 
Denmark 61,6 55,3 53,2 31,2 36,4 
Finland 46,3 44,7 39,2 38,3 37,1 
France 49,4 44,3 38,3 37,0 37,0 
Germany 33,2 34,7 35,5 34,9 34,5 
Japan 30,9 33,0 38,4 38,8 38,3* 
Greece n.d. n.d. n.d. n.d. n.d. 
Ireland 59,1 n.d. n.d. n.d. n.d. 
Island 59,1 53,8 56,2 46,5 44,0 
Italy n.d. 42,9 43,2 44,3 44,8 
Luxemburg 31,3 26,4 36,0 40,1 n.d. 
Mexico n.d. n.d. 37,3 28,7 24,3 
Norway 63,9 61,7 42,8 40,7 41,7 
New Zealand 72,2 60,4 n.d. 33,1 33,0 
Holland 54,6 49,2 36,5 n.d. n.d. 
Poland n.d. n.d. n.d. 29,4 30,7 
Portugal 28,7 32,3 24,3 21,3 20,8 
United Kingdom n.d. n.d. n.d. n.d. n.d. 
Rep. Ceca n.d. n.d. 26,6 33,4 32,9 
Slovakia n.d. n.d. 26,4 27,0 21,4 
Spain 54,1 44,1 28,2 27,1 27,6 
United States 42,9 34,9 27,7 25,8 19,4 
Sweden n.d. n.d. 51,7 30,3 29,7 
Switzerland 47,5 47,9 46,2 45,5 45,9 
Turkey n.d. 33,4 19,9 n.d. n.d. 
Hungary n.d. n.d. 29,3 29,4 29,6 

Source: OECD Health Data 

*Values for the year 2006 

The countries with the biggest reduction in the hospitalization share were 

the U.S. (-6,4%), Slovakia (-5,6%) and Mexico (-4,4%). On the other hand, a 

significant increase in share was registered in Denmark (5,2%), Belgium (1,7%) and 

Poland (1,3%). 
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Table 5.38 

Per-capita hospitalization expense 

International $ values 

Country 1980 1990 2000 2005 2007 
Australia 306 499 741 1.037 1.107* 
Austria n.d. 644 1.116 1.372 1.508* 
Belgium 213 445 n.d. 1.197 1.366 
Canada 419 853 779 978 1.083 
Korea 26 103 220 342 471 
Denmark 552 854 1.265 985 1.278 
Finland 264 611 727 991 1.053 
France 330 641 975 1.221 1.333 
Germany 322 614 947 1.167 1.238 
Japan 180 371 755 960 987 
Greece n.d. n.d. n.d. n.d. n.d. 
Ireland 303 n.d. n.d. n.d. n.d. 
Island 446 897 1.537 1.538 1.461 
Italy n.d. 583 887 1.122 1.203 
Luxemburg n.d. n.d. 919 1.611 n.d. 
Mexico n.d. n.d. 189 208 200 
Norway 427 845 1.301 1.752 1988 
New Zealand 367 598  746 828 
Holland 398 696 853 n.d. n.d. 
Poland n.d. n.d. n.d. 252 318 
Portugal 79 206 367 447 448* 
United Kingdom n.d. n.d. n.d. n.d. n.d. 
Rep. Ceca n.d. n.d. 261 486 536 
Slovakia n.d. n.d. 159 307 332 
Spain 196 385 432 614 737 
United States 468 980 1.303 1.693 1.413 
Sweden n.d. n.d. 1.180 897 988 
Switzerland 483 973 1.486 1.828 2.027 
Turkey n.d. 52 86 n.d. n.d. 
Hungary  n.d.  n.d. 250 414 411 

Source: OECD Health Data 2009 

* Values for the Year  2006 

As was predictable, per-capita hospitalization expense varies greatly among 

OECD countries. Countries with the largest per-capita expense include Switzerland 

($ 2.027), Norway ($ 1.988) and Austria ($ 200), while those with the lowest per-

capita expense are Mexico ($ 257), Poland ($ 318) and Slovakia ($ 332). 
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In Italy, the total hospitalization expense in 2007 amounts to $ 1,203, and is 

slightly higher than in the previous year. 

Table 5.39 

Public per-capita hospitalization expense on total 

hospitalization expense 

Percentage values 

Country 1980 1990 2000 2005 2007 
Australia 79,2 75,8 73,5 77,5 77,9* 
Austria n.d. 78,1 83,5 83,8 84,3 
Belgium 69,8 69,2 n.d. 82,9 81,9 
Canada 87,6 87,1 86,5 86,4 85,8 
Korea 20,5 46,6 56,8 60,1 65,8 
Denmark 95,6 98,7 93,8 94,2 94,3 
Finland 92,0 93,1 84,4 87,4 88,1 
France 92,0 92,1 94,4 94,3 93,8 
Germany 85,6 85,8 86,3 84,5 83,7 
Japan 93,7 92,7 89,8 89,7 88,7* 
Greece n.d. n.d. n.d. n.d. n.d. 
Ireland 83,0 n.d. n.d. n.d. n.d. 
Island 100,0 100,0 99,2 99,2 99,2 
Italy n.d. 92,5 89,9 91,9 92,2 
Luxemburg 81,8 95,1 93,9 94,8 n.d. 
Mexico n.d. n.d. 68,1 63,8 55,1 
Norway 100,0 100,0 92,1 93,6 94,0 
New Zealand 95,0 95,0 n.d. 86,9 86,5 
Holland 81,8 77,6 80,9 n.d. n.d. 
Poland n.d. n.d. n.d. 95,4 95,4 
Portugal 93,4 91,2 n.d. n.d. n.d. 
United Kingdom n.d. n.d. n.d. n.d. n.d. 
Rep. Ceca n.d. n.d. 98,5 98,0 97,6 
Slovakia n.d. n.d. 100,0 98,3 82,4 
Spain 81,2 96,7 86,9 86,1 86,7 
United States 54,1 52,2 56,9 58,3 55,2 
Sweden n.d. n.d. 99,0 97,2 97,3 
Switzerland n.d. n.d. 57,1 63,0 62,2 
Turkey n.d. n.d. 85,1 n.d. n.d. 
Hungary n.d. n.d. 88,6 88,0 90,1 

Source: OECD Heath Data 

Hospitalization expense is public in nearly all OECD countries. Mexico, 

the U.S., Switzerland and Korea are the only countries where the percentage of per-
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capita hospitalization expense on total hospitalization expense is lower than 77,0%. 

Iceland, Czech Republic and Sweden show a public hospitalization expense rate 

higher than 97,0%. In Italy, the rate of public hospitalization expense amounts to 

92,2% of total hospitalization expense.  

5.8.2 Hospital expense in Italy (an estimate) 

By using the single regions’ 2005 cost survey48 we were able to estimate 

the regional shares of hospital expense. In order to do so, we assumed that the shares 

have remained stable since 2005. Given the total health expense and the accredited 

private health expense, we were able to determine the total hospital expense and the 

percentage of public hospital expense.  

The resulting cost of hospital expense amounts to 41,1% of total health 

expense, for a total of € 43,8 billion in 2008 (43.4 billion – 42,1% in 2007 and 39.5 

billion – 41,1% in 2005). 

2008 in particular showed 79,6% of health expense being absorbed by the 

public sector (compared to about 79,3% in 2005 and 80,3% in 2007) and the 

remaining 20,4% given to the private credited sector.  

The regions with the highest per-capita hospitalization expense in 2008 are 

the Autonomous Province of Bozen, Valle d’Aosta and Friuli Venezia Giulia, those 

with the lowest expense are Lombardia, Marche and Calabria.  

                                                 
48  P.A. data for Bozen, Molise and Sicilia are estimates. 
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Table 5.40 

Per-capita hospital expense estimate49 and share on public 

health expense 

 € and percentage values  -  Year 2008 

Regions Per capita expenditure % 
Italy 735,39 79,59% 
Piemonte 850,49 85,82% 
Valle d'Aosta 980,76 99,07% 
Lombardia 776,02 69,72% 
Bolzano 1.030,49 95,76% 
Trento 893,65 88,53% 
Veneto 828,85 86,10% 
Friuli Venezia Giulia 940,53 95,28% 
Liguria 875,08 84,53% 
Emilia Romagna 791,96 82,61% 
Toscana 813,90 92,82% 
Umbria 808,02 94,38% 
Marche 782,09 92,23% 
Lazio n.d. n.d. 
Abruzzo 865,67 87,93% 
Molise n.d. n.d. 
Campania 814,36 84,55% 
Puglia 798,90 76,64% 
Basilicata 801,81 98,68% 
Calabria 783,69 84,71% 
Sicilia 817,48 84,38% 
Sardegna 816,45 92,83% 

Source: CEIS Sanità on Ministero della Salute data 

The regions giving out the biggest share of expense to hospital assistance 

are Sicilia, Campania and Abruzzo.  

                                                 
49  Hospital expense includes emergency room activities, severe medical assistance (regular 

hospitalization, day surgery), at-home surgery, chronic and rehabilitative hospitalization, 

transfusion and organ and tissue transplant. 
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Table 5.41 

Share of hospital expense on health expense 

Percentage values  -  Year 2008 

Regions % 

Italy 41,12% 
Piemonte 45,56% 
Valle d'Aosta 46,73% 
Lombardia 44,37% 
P.A Bolzano 45,88% 
P.A Trento 45,84% 
Veneto 46,62% 
Friuli Venezia Giulia 48,79% 
Liguria 43,74% 
Emilia Romagna 41,82% 
Toscana 44,03% 
Umbria 45,76% 
Marche 45,45% 
Lazio n.d. 
Abruzzo 49,12% 
Molise n.d. 
Campania 49,21% 
Puglia 47,56% 
Basilicata 46,76% 
Calabria 47,72% 
Sicilia 49,24% 
Sardegna 48,57% 

Source: CEIS Health elaboration on Ministry of Health Data 2009 

Taking into account the different demographical structures, it is possible to 

re-elaborate the per-capita health expense per weighted population.  



  420 

Table 5.42 

Estimate of total per-capita hospital expense per weighted 

population € values  -  Year 2008 

Regions Expenditure Index number 
Italy 735,39 100,00 
Piemonte 802,04 109,06 
Valle d'Aosta 962,85 130,93 
Lombardia 778,17 105,82 
P.A. Bolzano 1.106,79 150,51 
P.A. Trento 908,97 123,60 
Veneto 834,39 113,46 
Friuli Venezia Gulia 878,01 119,39 
Liguria 761,84 103,60 
Emilia Romagna 744,64 101,26 
Toscana 755,89 102,79 
Umbria 752,47 102,32 
Marche 740,79 100,74 
Lazio n.d. n.d. 
Abruzzo 841,32 114,41 
Molise n.d. n.d. 
Campania 909,26 123,64 
Puglia 846,26 115,08 
Basilicata 806,04 109,61 
Calabria 814,66 110,78 
Sicilia 857,63 116,62 
Sardegna 841,35 114,41 

Source: CEIS Health elaboration on Ministry of Health Data 2009 

A standardization process mitigates the differences between subdivisions of 

the weighted population. The regions with the highest expense per weighted 

population are the Autonomous Province of Bozen, Valle d’Aosta and Campania 

(€ 1.106,8, € 962,8 and € 909,3, respectively). Those with the lowest expense are 

Marche, Emilia Romagna and Umbria (€ 740,8, € 744,6 and € 752,5, respectively).  
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5.8.3 Private health expense operating on behalf of the national Health 

system 

Health expense of private structures operating on behalf of the national 

health system is noticeably different among regions. Such discrepancies mirror the 

different space given to private structures in providing free hospitalization services.  

Health expense of private structures operating on behalf of the Italyn health 

system amounted to € 8.948,74 million in 2008.  In the 2001-2008 period this 

expense item grew by an annual nominal average of 1,6%: the North registered an 

annual average growth of 0,4%, while Central and Southern Italy registered an annual 

average decrease of -1,5% and -2,5%, respectively. 
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Table 5.43 

Hospital expense of Private structures operating on 

behalf of the National health system 

Percentage variation 

Regions Average 
2006/2001 2007/2006 2008/2007 

Italy 1,20 2,44 2,93 
North 2,16 4,78 5,63 
Centre 1,02 -2,21 4,73 
South 0,01 2,40 -2,29 
Piemonte -0,02 3,82 3,16 
Valle d'Aosta n.d. 11,13 -86,04 
Lombardia 2,05 2,26 7,82 
P. A. Bolzano -10,37 4,67 2,24 
P. A. Trento 4,97 4,86 2,51 
Veneto 8,76 4,18 1,73 
Friuli Venezia Giulia -13,85 1,03 21,52 
Liguria -7,72 17,17 5,31 
Emilia Romagna 7,27 12,50 4,16 
Toscana 0,53 7,26 -8,12 
Umbria 2,35 3,31 3,12 
Marche 4,80 -0,41 10,12 
Lazio 0,87 -3,75 6,45 
Abruzzo 8,95 -1,73 -26,72 
Molise 21,61 1,62 9,92 
Campania -5,94 9,46 1,42 
Puglia 5,51 1,08 -2,89 
Basilicata -7,49 35,88 15,47 
Calabria 2,31 6,54 11,89 
Sicilia -1,62 -3,04 -5,15 
Sardegna -2,71 2,89 1,76 

Source: CEIS Health elaboration on Ministry of Health Data 2009 

The pace of hospital expense of private structures operating on behalf of 

the National health system proves to be very different among regions. The average 

annual growth was 1,2% between 2001 and 2006, 2,4% between 2006 and 2007, and 

2,9% between 2007 and 2008. Hospital expense in 2008 grew more in the North than 

in the Centre, while decreasing in the South.  

Hospital expense of private structures operating on behalf of the National 

health system and accredited by the regional sanitary system includes hospitalization 
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for severe pathologies, rehabilitation and long hospitalization. In 2008, this expense 

amounted to 8,4% of total public health expense, thus reaching the same levels as in 

2006 and 2007.  

The regions with the largest share of hospital expense of private structures 

operating on behalf of the National health system are Lazio (14,8%), Lombardia 

(13,4%) and Molise (11,3%), those with the smallest share being Valle d’Aosta 

(0,4%), Basilicata (0,6%) and the Autonomous Province of Bozen (1,9%).  

The average share of hospital expense on total expense of private structures 

operating on behalf of the National health system in Italy is 22,6%: 23,5 in the North, 

25,2% in the Centre and 20,0% in the South. 

 The regions where private structures operating on behalf of the National 

health system register the largest share of hospital expense on total expense are once 

again Lazio, Lombardia and Molise, those with the smallest share being Basilicata, 

Valle d’Aosta and the Autonomous Province of Bozen.  
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Table 5.44 

Share of hospital expense on total expense of private 

structures operating on behalf of the National health system 

Percentage values 

Regions 2001 2006 2007 2008 
Italy 24,47 21,90 22,49 22,64 
North 24,68 22,57 23,14 23,52 
Centre 28,01 24,38 24,64 25,18 
South 22,31 19,63 20,42 19,97 
Piemonte 22,25 18,62 18,53 18,60 
Valle d'Aosta n.d. 11,85 12,94 2,24 
Lombardia 32,49 29,89 29,86 30,79 
P. A. Bolzano 16,53 7,01 7,12 7,59 
P. A. Trento 15,33 15,01 15,21 15,25 
Veneto 15,68 17,60 18,65 17,85 
Friuli Venezia Giulia 17,06 7,89 7,68 9,35 
Liguria 27,54 17,73 20,52 20,71 
Emilia Romagna 18,12 20,76 22,52 22,70 
Toscana 13,66 12,31 13,07 11,87 
Umbria 9,88 9,11 9,44 9,51 
Marche 10,95 11,56 11,10 12,23 
Lazio 37,76 31,89 32,68 33,64 
Abruzzo 18,15 21,89 21,47 17,26 
Molise 15,27 27,93 27,39 29,00 
Campania 23,77 17,21 18,85 19,82 
Puglia 26,38 27,82 28,21 26,52 
Basilicata 2,34 1,29 1,70 1,87 
Calabria 16,47 16,11 17,32 18,31 
Sicilia 24,54 19,84 20,31 19,29 
Sardegna 14,16 10,48 11,04 11,04 

Source: CEIS Health elaboration on Ministry of Health Data 2009 

The average per-capita hospital expense of private structures operating on 

behalf of the National health system in 2008 was €150,1: € 158,2 in the North, 

€ 168,7, in the Centre and € 129,2 in the South.  

The regions with the highest per-capita hospital expense of private 

structures operating on behalf of the National health system are Lazio and 

Lombardia, those with the lowest expense being Valle d’Aosta and Basilicata, where 

there are fewer accredited private structures.  
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Table 5.45 

Per-capita hospital expense of private structures 

operating on behalf of the National health system on 

weighted population 

Percentage € values 

Regions 2001 2006 2007 2008 
Italy 142,74 144,45 147,03 150,10 
North 141,68 145,32 151,32 158,19 
Centre 167,67 169,83 162,92 168,66 
South 130,80 129,50 132,64 129,16 
Piemonte 117,63 114,19 118,25 120,64 
Valle d'Aosta n.d. 59,70 65,91 9,11 
Lombardia 206,18 216,85 220,13 234,94 
P. A. Bolzano n.d. 41,74 43,24 43,65 
P. A. Trento n.d. 97,39 101,20 102,46 
Veneto 76,56 110,88 114,66 115,23 
Friuli Venezia Giulia 78,84 36,57 36,82 44,39 
Liguria 167,20 109,72 128,74 135,41 
Emilia Romagna 89,18 119,99 133,85 137,71 
Toscana 60,77 60,24 64,29 58,45 
Umbria 40,68 43,40 44,58 45,37 
Marche 46,50 56,29 55,79 60,76 
Lazio 295,82 298,01 277,00 291,27 
Abruzzo 99,19 147,16 144,11 104,47 
Molise 76,63 204,19 208,03 228,11 
Campania 156,73 113,75 124,54 125,84 
Puglia 147,18 190,32 192,45 186,58 
Basilicata 9,78 6,69 9,13 10,54 
Calabria 89,18 100,67 107,59 119,80 
Sicilia 152,28 139,21 134,98 127,70 
Sardegna 65,36 56,24 57,73 58,53 

Source: CEIS Health elaboration on Ministry of Health Data 2009 

The expense data can be standardized according to the needs of the 

population. 
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Table 5.46 

Per-capita hospital expense of private structures 

operating on behalf of the National health system 

€ values 

Regions 2008 
Italy 150,10 
North 153,85 
Centre 163,31 
South 136,69 
Piemonte 113,77 
Valle d'Aosta 8,95 
Lombardia 235,59 
P. A. Bolzano 46,88 
P. A. Trento 104,22 
Veneto 116,00 
Friuli Venezia Giulia 41,44 
Liguria 117,89 
Emilia Romagna 129,48 
Toscana 54,28 
Umbria 42,25 
Marche 57,55 
Lazio 294,00 
Abruzzo 101,53 
Molise 219,18 
Campania 140,51 
Puglia 197,65 
Basilicata 10,60 
Calabria 124,54 
Sicilia 133,97 
Sardegna 60,32 

Source: CEIS Health elaboration on Ministry of Health Data 2009 

By comparing data on hospital expense of private structures operating on 

behalf of the National health system per weighted population versus unweighted 

population, although the former takes into account the population’s different needs, 

the situation remains much the same. The regions with the highest per-capita hospital 

expense of private structures operating on behalf of the National health system are 

still Lazio, Lombardia and Molise, those with the lowest expense being Valle d’Aosta 

and Basilicata, where there are fewer accredited private structures. The difference in 

expense is evidently determined by the larger or smaller number of accredited private 
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structures, and thus by the different regional policy of accreditation versus 

statalization, rather than by demographic factors.  

This is confirmed by the unchanging variability among regions: the 

difference among higher-expense regions and lower-expense regions remains in the 

order of 32x.  
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Table 5.47 

Comparison between per-capita hospital health expense for private 

structures operating on behalf of the National health system 

Unweighted vs.weighted 

Year 2008 

Regions 

Order by 
expense per 

weighted 
population  

Order by per-
capita expense 

Difference in 
order 

Change in 
positions 

Piemonte 11 9 2 + 
Valle d'Aosta 21 21 0  
Lombardia 2 2 0  
P. A. Bolzano 17 19 -2 - 
P. A. Trento 12 13 -1  
Veneto 10 11 -1  
Friuli Venezia Giulia 19 18 1  
Liguria 9 6 3 + 
Emilia Romagna 7 5 2 + 
Toscana 16 16 0  
Umbria 18 17 1  
Marche 15 14 1  
Lazio 1 1 0  
Abruzzo 13 12 1  
Molise 3 3 0  
Campania 5 8 -3 - 
Puglia 4 4 0  
Basilicata 20 20 0  
Calabria 8 10 -2 - 
Sicilia 6 7 -1  
Sardegna 14 15 -1  

Source: CEIS Health elaboration of Ministry of Health data  

+ advanced by 2-4 places  

++ advanced by 4-6 places  

+++ advanced by more than 6 places  

- receded by 2-4 places  

- - receded by 4- 6 places  

- - - receded by more than 6 places 
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6. Intermediate care 

Rocco S.1, Francia L.1, Sciattella P.50 

Summary 

 The offer of post-acute care is very dissimilar on a regional 

level. 

 Variability of use parameters in the field of post-acute care is 

very relevant and seems to conceal some potential pockets of 

inappropriateness, as seems to be demonstrated by the 

variability in average hospitalization.  

 Long-term hospitalization has use characteristics that are 

profoundly different from rehabilitation and potentially more 

similar to a residential setup (demonstrating the arbitrariness of 

the present LEA (Livelli Essenziali di Assistenza – Essential 

Care Levels) classification: hospitals for rehabilitation and 

long-term hospitalization, territorial for residential admission). 

 The analysis of residential care confirms that, even from a 

financial standpoint, there is a strong heterogeneity in the 

participation in expenses for residential admissions. This 

heterogeneity appears to be connected both to the differentiation 

in the form of care, and in the local characteristics of the health 

and assistance system.   

                                                 
50 CEIS Sanità, Faculty of Economics, “Tor Vergata” University of Rome. 
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 The only univocal indication that seems to emerge from the 

analysis carried out is a strong contribution by the beneficiaries 

who are involved in the payment in 90% of the cases, often 

offering the medical service with over 40% of its income. 

Therefore the failure of the SSN (National Health Service) 

social insurance role seems evident, which leaves a 

considerable part of expenses for disability and non self-

sufficiency (highly linked to the health centres with greater 

healthcare worth) to its guests and consequently to their 

families. 

6.1 Introduction 

The present chapter is dedicated to intermediate care, namely the forms of 

residential/hospital care for non-acute patients. These are evidently healthcare 

settings for stabilized patients (the possibility of hospitalization for non-stabilized 

patients is a distinctive factor for acute hospitals); within this sector are healthcare 

centres with highly differentiated characteristics, both for the intensity of healthcare 

and for their destination (category of guests or category of needs treated).   

The chapter deals with rehabilitation healthcare, long-term hospitalization 

and residential hospitalization:  the first two are part of the Hospital LEA (Essential 

Healthcare Levels), while residential hospitalization is conventionally considered part 

of the Territorial LEA: on closer inspection, the substantial classification of 

healthcare centres into one LEA rather than another is not always an easy matter and 

not necessarily an objective one:  it is this final consideration that leads one to favour 

treatment that is as integrated as possible. 
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6.1.1. Offer of intermediate care 

Focusing on the number of beds for non-acute patients (which includes the 

following medical specialties: mental care, spinal units, functional rehabilitation, 

long-term care and neuro-rehabilitation, palliative care/hospices), it can be seen that 

out of the 0.6 beds per 1.000 population, 0.3 are in accredited facilities. 

The offer of this type of care is very dissimilar on a regional level. The 

regions with the highest number of beds for non acute-patients per 1.000 population 

were: the Autonomous Province of Trento (1.3), Lazio (1.1), and Molise (1.0); on the 

contrary, the regions with the lowest number of beds for non acute-patients per 1.000 

population were: Valle d’Aosta (0.0), Sardegna (0.2), Friuli Venezia Giulia (0.3), 

Umbria (0.3), Toscana (0.3), Campania (0.3) and Sicilia (0.3) .   

By standardising, based on the demographical traits of the population, the 

regions with the lowest number of non-acute beds were confirmed Valle d’Aosta, 

Sardegna, Friuli Venezia Giulia, Umbria, Toscana, Campania and Sicilia., with 

values almost unchanged compared to the data calculated by assuming the effective 

population.  The same happened with the regions with the highest density of 

non-acute beds. 
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Figure 6.1 

Non‐acute beds per 1.000 inhabitants effective and standardized on the basis of 

the age  ‐  Year 2007 

 

Source: our processing of ISTAT and Ministry of Health data  
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6.2 Hospital rehabilitation 

6.2.1. Requirements 

For that which regards hospital healthcare for rehabilitation, rates of 

hospitalization reach their highest levels (in level and variability) for the 65-74 and 

over-75 age brackets. In Italy, the total hospitalization rate is equal to 5.1 

hospitalizations per 1.000 inhabitants; the figure reaches 14.7 hospitalizations per 

1.000 inhabitants for the 65-74 age bracket and 19.8 hospitalizations every 1.000 

inhabitants of the over-75 age bracket.   

The variability observed between Regions is very high; in fact, the 

hospitalization rates are included between 8.9 for Lombardia and Abruzzo, while 

Sardegna has a rate equal to 0.8. While only analyzing the over-75 age bracket, where 

the highest rates are registered, the differences between Regions are yet more evident:  

on one hand we have Lombardia with a rate equal to 38.8 per 1.000 inhabitants, 

followed by the autonomous province of Trento (32.6 per 1.000)  and Lazio (31.4 per 

1.000); on the other extreme we find Friuli Venezia Giulia and Umbria with a rate 

that is lower than 7 hospitalizations every 1.000 inhabitants and Sardegna (as already 

mentioned beforehand) that has the lowest rate, with its 1.8 hospitalizations every 

1.000 inhabitants belonging to the over-75 age bracket.  
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Figure 6.2 

Hospitalization rates by age bracket 

Rehabilitation by ordinary scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

The analysis of hospitalization rates by gender demonstrates an average 

trend towards hospitalization for rehabilitation purposes that is slightly higher for 

women, registering 5.4 hospitalizations every 1.000 inhabitants compared to the 4.7 

rate referring to men. The difference between genders is potentially higher in the 

northern regions:  the Veneto region has a 36.3% deviation and the autonomous 

province of Bolzano equals 53.7%; Molise, Puglia and Sardegna, on the other hand, 

demonstrate higher rates for men. 
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Figure 6.3 

Hospitalization rates by gender 

Rehabilitation by ordinary scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

Considering the strong variability of hospitalization, it would be useful to 

repeat the analysis of hospitalization rates and express the same in days of 

hospitalization. 

A potentially higher claim is confirmed for the central-northern Regions; in 

particular, the Region that presents the highest number of hospitalization days for 

rehabilitation is Lazio (247.0 per 1.000 inhabitants), although it does not claim a high 

number of hospitalizations. The Lazio rate is influenced by a remarkable number of 
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hospitalization days for the over-75 age bracket, registering 1,329 days of 

hospitalization per 1.000 inhabitants: the Region that ranks second for hospitalization 

days in the over-75 age bracket is Lombardia, with a rate equal to 925 days per 1.000 

inhabitants. The Regions that have the lowest rates of hospitalization days are once 

again Sicilia (69.4), Umbria (68.1) and Sardegna (21.1). 

Figure 6.4 

Day-hospital admission rates by age brackets 

Rehabilitation by ordinary scheme 

Rates per 1.000 inhabitants  - Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

Regarding the number of day-hospital admissions, the average number is 
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admissions in the 15-64 age bracket, 34.7 in the 65-74 age bracket and 19.7 for the 

over-75 age bracket. Once again, even in the day hospital sector the Lazio Region is 

the one with the greatest amount of admissions (63.9 per 1.000), followed by the 

autonomous region of Trento (24.4), Veneto and Molise (17.5); whereas the Regions 

with a lower number of day hospital admissions are the autonomous province of 

Bolzano, Puglia and Friuli Venezia Giulia (2.7 admissions), in addition to the Marche 

region (2.2). A strong regional variability is registered also for that which regards 

day-hospital admissions: in fact, the minimum rate is equal to 2 admissions per 1.000 

inhabitants, whereas the maximum rate is equal to 64 admissions; the variation 

coefficient, that is calculated by eliminating the two extremes, is equal to 58.1.  
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Figure 6.5 

Rate of day-hospital admissions by age brackets 

Rehabilitation by day-hospital scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

The analysis of admissions in day-hospital by gender brings to light a 

greater incidence in males (in all the Regions, except for Marche and Abruzzo); the 

most significant differences are registered in Sardegna, Friuli Venezia Giulia and 

Toscana. 
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Figure 6.6 

Rate of day-hospital admissions by gender 

Rehabilitation by day-hospital scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

6.2.2. Utilization 

The percentage of rehabilitation hospital admissions by ordinary scheme in 

Italy is equal to 74.9% of the total: the percentage of hospitalizations with ordinary 
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The Regions with the highest rate of ordinary scheme hospitalizations are 

the autonomous province of Bolzano (95.9), Valle d’Aosta (94.2%) and Puglia 

(92.2%); within these territorial areas, nearly all the hospitalizations for the older age 

brackets are under the ordinary scheme (99.5% in the autonomous province of 

Bolzano, 100.0% in Valle d’Aosta and 98,9% in Puglia). On the other hand, the 

Regions that most avail themselves of day-hospital admissions are Umbria (25.9%), 

Lazio (32.8%) and Sicilia (32.9%). These percentages feel the effect of an intense 

recourse to day-hospital admissions for the 15-64 age bracket, for which 

hospitalizations are practically distributed equally between the two schemes: 42.6% 

in Sicilia and 48.5% in the Lazio Region. 
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Table 6.1 

Rate of ordinary scheme hospitalizations over total rehabilitation 

hospitalizations by age brackets 

Rates expressed in %  -  Year 2006 

Regions 
Age brackets 

15-64 65-74 75+ Total 

Italy  71.79 85.53 92.52 80.88 
Piemonte 81.71 92.15 95.70 89.77 
Valle D'Aosta 88.61 97.65 100.00 94.21 
Lombardia 76.72 86.43 92.92 84.29 
P. A. Bolzano 88.70 97.92 99.54 95.86 
P. A. Trento 74.29 83.11 88.66 81.41 
Veneto 71.40 83.14 90.14 78.06 
Friuli Venezia Giulia 87.92 96.36 97.77 88.04 
Liguria 72.57 88.86 93.74 84.69 
Emilia Romagna 65.49 81.21 89.20 76.74 
Toscana 76.78 86.24 93.50 85.17 
Umbria 68.38 84.80 85.50 74.07 
Marche 84.45 93.12 96.20 89.59 
Lazio 51.53 73.86 90.16 67.16 
Abruzzo 88.06 94.30 96.42 91.47 
Molise 83.46 95.26 96.97 90.39 
Campania 66.42 84.66 91.57 75.35 
Puglia 87.37 97.52 98.95 92.16 
Basilicata 68.97 83.16 92.02 76.58 
Calabria 80.71 90.22 95.66 86.99 
Sicilia 57.44 74.98 81.23 67.11 
Sardegna 72.89 80.00 84.95 74.94 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

The average hospitalization period with the ordinary scheme is equal to 

25.7 days and this figure is rather homogeneous by the age brackets taken into 

consideration: in fact, the figure goes from 25.7 days in the 15-64 age bracket, to 24.4 

days in the 65-74 age bracket and reaches the peak of 27.0 days for the older age 

brackets. The reasons for this homogeneity probably lie in the cut-off for 

hospitalization remuneration, mostly registered at 30 days. 



  442 

The Regions with the highest average hospitalizations are Lazio with 40.2 

days in hospital and Calabria with 28.7 days in hospital; on the other hand, those with 

the lowest average hospitalizations are the autonomous province of Trento (19.8) and 

Abruzzo (16.0). 

Table 6.2 

Average hospitalization 

Rehabilitation by ordinary scheme 

Year 2006 

Regions 
Age brackets 

15-64 65-74 75+ Total 

Italy 25.73 24.44 27.03 25.72 
Piemonte 27.54 26.69 30.68 28.38 
Valle d’Aosta 29.99 22.00 20.26 24.61 
Lombardia 22.09 22.01 23.86 22.66 
P. A. Bolzano 26.04 24.12 23.92 24.50 
P. A. Trento 20.47 18.43 20.45 19.78 
Veneto 25.07 21.36 22.07 22.71 
Friuli Venezia Giulia 27.90 26.13 27.31 27.21 
Liguria 23.23 19.68 20.45 20.98 
Emilia Romagna 31.69 25.71 25.47 27.59 
Toscana 22.96 20.51 22.28 21.91 
Umbria 22.34 22.19 26.62 23.40 
Marche 31.74 25.26 26.44 27.57 
Lazio 38.46 38.41 42.40 40.17 
Abruzzo 16.46 15.10 16.14 15.98 
Molise 23.21 23.03 28.43 24.83 
Campania 22.55 25.73 28.92 24.98 
Puglia 23.40 22.90 25.01 23.50 
Basilicata 26.03 26.25 30.76 27.38 
Calabria 30.05 27.04 28.99 28.72 
Sicilia 31.61 21.87 22.16 26.28 
Sardegna 27.46 28.55 31.50 28.02 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 
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6.2.3. Production value 

Production value that may be attributed to rehabilitation hospitalizations by 

ordinary schemes in 2006 is higher than €1.8-billion; the Regions that register a 

higher figure are again Lombardia and Lazio, covering respectively 25.2% and 17.4% 

of the total production value; following by Piemonte that reaches 10.6% of the total. 

Table 6.3 

Production value and break-down by region of residence 

Rehabilitation in ordinary scheme 

Rates expressed in € and %  -  Year 2006 

Regions Production value Share % 

Italy 1,851,282,016.72 100.00 
Piemonte 196,477,723.28 10.61 
Valle d’Aosta 2,629,049.55 0.14 
Lombardia 466,122,938.42 25.18 
P. A. Bolzano 13,436,314.12 0.73 
P. A. Trento 21,504,728.03 1.16 
Veneto 125,817,622.61 6.80 
Friuli Venezia Giulia 19,282,183.06 1.04 
Liguria 49,901,568.61 2.70 
Emilia Romagna 80,604,548.80 4.35 
Toscana 66,036,103.50 3.57 
Umbria 14,377,270.46 0.78 
Marche 28,829,477.36 1.56 
Lazio 321,543,860.58 17.37 
Abruzzo 44,103,099.59 2.38 
Molise 14,029,491.15 0.76 
Campania 126,018,337.88 6.81 
Puglia 106,907,455.31 5.77 
Basilicata 13,379,010.66 0.72 
Calabria 51,368,979.05 2.77 
Sicilia 80,716,855.86 4.36 
Sardegna 8,195,398.84 0.44 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

The national pro capita production value is equal to €31.41; the Regions 

with the highest “costs” per inhabitant are Lazio (+89.6% compared to the national 

average), Lombardia (+56.0%), Piemonte (+43.9%), Molise (+39.4%), the 
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autonomous province of Trento (+35.6%)  and Abruzzo (+7.4%). The Regions with 

the lowest “costs” per inhabitant are Friuli Venezia Giulia and Sardegna, whose rates 

respectively are equal to 50.7% and 15.7% of the average national “costs”. 

Figure 6.7 

Pro capita hospital production value 

Rehabilitation by ordinary scheme 

Index numbers (Italy=100)  -  Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

The distribution of the “costs” for rehabilitation care by age brackets is 

more heterogeneous compared to that demonstrated for acute care. The highest 

“expense” share is absorbed by the over-75 age bracket (38.8% of the total), while 
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the 15-64 middle age brackets reach 31.4%, 29.0% for the 65-74 age bracket and the 

remaining 0.8% is distributed within the younger age brackets. The variability 

between Regions mainly involves the burden of the 15-64 age bracket: in fact, 

generally the share of “costs” for the two elderly age brackets is concentrated within 

the over-75 one. The greatest “costs” in the middle age bracket are registered in 

Sardegna, where the value absorbed is equal to 53.5% of the total amount, compared 

to 47.4% in Valle d’Aosta and 46.6% in Sicilia. 

Figure 6.8 

Share of hospital production value by age brackets 

Rehabilitation by ordinary scheme 

Rates expressed in %  -  Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 
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Analyzing the “costs” for hospitalization, the Lazio Region is once again 

the one registering an average higher expense rate (+56.8% compared to the national 

average), followed by Calabria (+10.4%), Piemonte (+8.7%) and Basilicata 

(+8.2%). Lombardia and the autonomous province of Trento, which register an 

expense rate per inhabitant that is clearly higher than the average, on the other hand 

are distinguished by an expense per hospitalization that is lower compared to the 

national average by 11.0% and 22.0%. This might be due to (especially in the case of 

Lombardia and the autonomous province of Trento) a high number of hospitalizations 

with a less complicated survey.   
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Table 6.4 

Hospitalization production value 

Rehabilitation by ordinary scheme 

Rates expressed in € and index numbers (Italy = 100) 

Year 2006 

Regions Production value Index number 

Italy 6,178.83 100.00 
Piemonte 6,718.80 108.74 
Valle d’Aosta 5,765.46 93.31 
Lombardia 5,496.08 88.95 
P. A. Bolzano 5,686.13 92.03 
P. A. Trento 4,818.45 77.98 
Veneto 5,538.72 89.64 
Friuli Venezia Giulia 6,190.11 100.18 
Liguria 5,030.91 81.42 
Emilia Romagna 6,436.52 104.17 
Toscana 5,358.77 86.73 
Umbria 5,673.75 91.83 
Marche 6,579.07 106.48 
Lazio 9,685.64 156.76 
Abruzzo 3,809.87 61.66 
Molise 5,987.83 96.91 
Campania 6,048.98 97.90 
Puglia 5,686.57 92.03 
Basilicata 6,686.16 108.21 
Calabria 6,821.91 110.41 
Sicilia 6,095.52 98.65 
Sardegna 6,572.09 106.36 

Source:  elaboration by CEIS Sanità of Ministry of Health data 

For that which regards admissions for rehabilitation by day-hospital 

scheme, the national production value in 2006 was equal to approximately €185-

million. Similarly to the ordinary scheme, the Regions presenting the highest figures 

are again Lazio (37.0%) and Lombardia (17.4% of the total), whereas those 

presenting a minor rate are Friuli Venezia Giulia (0.3%), the autonomous province of 

Bolzano (0.1%) and Valle d’Aosta (0.04%). 
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Table 6.5 

Production value and break-down by Region of residence 

Rehabilitation by day-hospital scheme 

Rates expressed in € and %  -  Year 2006 

Regions Production value Share % 

Italy 185,960,890.70 100.00 
Piemonte 8,023,399.38 4.31 
Valle d’Aosta 77,620.86 0.04 
Lombardia 32,409,242.79 17.43 
P. A. Bolzano 265,472.78 0.14 
P. A. Trento 2,193,375.87 1.18 
Veneto 15,874,473.34 8.54 
Friuli Venezia Giulia 590,526.88 0.32 
Liguria 2,763,493.08 1.49 
Emilia Romagna 9,669,984.37 5.20 
Toscana 6,076,535.75 3.27 
Umbria 2,257,546.79 1.21 
Marche 634,794.84 0.34 
Lazio 68,753,302.62 36.97 
Abruzzo 1,695,354.33 0.91 
Molise 1,096,741.83 0.59 
Campania 14,243,064.18 7.66 
Puglia 2,233,090.40 1.20 
Basilicata 1,482,025.36 0.80 
Calabria 2,289,182.34 1.23 
Sicilia 11,998,662.22 6.45 
Sardegna 1,333,000.69 0.72 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

The value of pro capita production at the national level is equal to €3.16; 

once again, the Lazio Region registers the highest rate, with an “expense” per 

resident equal to € 12.73 that is about 4 times the national value. The Regions that 

register expenses per inhabitant higher than the national average are the autonomous 

province of Trento (+37.7%), Molise (+8.5%), Lombardia (+8.0%) and Veneto 

(+5.8%); the lower expense rates are registered in Puglia and in the autonomous 

province of Bolzano (17.4% of the average), Friuli Venezia Giulia (15.5%) and 

Marche (13.1%). 



  449 

Figure 6.9 

Pro capita production value 

Rehabilitation by day-hospital scheme 

Index numbers (Italy=100)  -  Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

The production value for admissions by day-hospital scheme is equal to 

9.1% of the total production value for rehabilitation admissions. The distribution of 

“costs” by scheme is analogous to the one related to hospitalizations; the Regions that 

register a higher day-hospital “expense” share are once again Lazio (17.6%), 

Sardegna (14.0%), Umbria (13.6%) and Sicilia (12.9%); whereas those with lower 

percentages are Puglia (2.1%) and the autonomous province of Bolzano (1.9%). 

0,00

50,00

100,00

150,00

200,00

250,00

300,00

350,00

400,00

450,00

Piem
onte

V
alle d'A

osta

Lom
bardia

Pr. A
ut. B

olzano

Pr. A
ut. Trento

V
eneto

F. V
. G

iulia

Liguria

E. R
om

agna

Toscana

U
m

bria

M
arche

Lazio

A
bruzzo

M
olise

C
am

pania

Puglia

B
asilicata

C
alabria

Sicilia

Sardegna



  450 

Table 6.6 

Distribution of production value by hospitalization scheme 

Rehabilitation 

Rates expressed in %  -  Year 2006 

Regions Ordinary Day-Hospital 

Italy 90.87 9.13 
Piemonte 96.08 3.92 
Valle d’Aosta 97.13 2.87 
Lombardia 93.50 6.50 
P. A. Bolzano 98.06 1.94 
P. A. Trento 90.74 9.26 
Veneto 88.80 11.20 
Friuli Venezia Giulia 97.03 2.97 
Liguria 94.75 5.25 
Emilia Romagna 89.29 10.71 
Toscana 91.57 8.43 
Umbria 86.43 13.57 
Marche 97.85 2.15 
Lazio 82.38 17.62 
Abruzzo 96.30 3.70 
Molise 92.75 7.25 
Campania 89.85 10.15 
Puglia 97.95 2.05 
Basilicata 90.03 9.97 
Calabria 95.73 4.27 
Sicilia 87.06 12.94 
Sardegna 86.01 13.99 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

The distribution of “costs” for day-hospital rehabilitation by age bracket is 

greatly concentrated on the middle age bracket, which in Italy absorbs 58.7% of the 

total production value; the expense share then decreases as ages become higher, 

going from 22.7% for the following age bracket to 11.6% in the older age bracket.   

Regions register “cost” distribution that is qualitatively homogeneous, 

although presenting some differences linked to the different burden assumed by the 

single age brackets. The areas that register a higher “cost” share for the older age 

brackets are the autonomous province of Trento, for which the over-65 age bracket 
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absorbs 45.7% of the total (a percentage that is nevertheless lower compared to that 

of the 15-64 age bracket, which is equal to 53.2%), Lombardia (39.2%) and Veneto 

(38.3%); the lowest figure for day-hospital admissions for the elderly is registered in 

Puglia (11.4%). 

Figure 6.10 

Hospital production value share 

Rehabilitation in day-hospital > 15 years of age 

Rates expressed in %  -  Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

The Region that registers the highest average production value per 

hospitalization is Molise (+67.8% compared to the national value), followed by Lazio 

(+61.4%), Sardegna (+21.8%), Toscana (+7.9%) and Valle d’Aosta (+5.6%). The 
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Regions that register the lowest average production values are Puglia and Friuli 

Venezia Giulia, where the average “costs” per hospitalization are lower by 46.8% 

compared to the national value and Marche with its -52.5%. 

Table 6.7 

Average production value per hospitalization 

Rehabilitation in day-hospital scheme 

Rates expressed in € and index numbers (Italy = 100) 

Year 2006 

Regions Production value Index numbers 

Italy 2,625.05 100.00 
Piemonte 2,406.54 91.68 
Valle d’Aosta 2,772.17 105.60 
Lombardia 2,050.83 78.13 
P. A. Bolzano 2,602.67 99.15 
P. A. Trento 2,152.48 82.00 
Veneto 2,486.99 94.74 
Friuli Venezia Giulia 1,396.04 53.18 
Liguria 1,541.27 58.71 
Emilia Romagna 2,548.09 97.07 
Toscana 2,831.56 107.87 
Umbria 2,545.15 96.96 
Marche 1,247.14 47.51 
Lazio 4,235.66 161.36 
Abruzzo 1,571.23 59.86 
Molise 4,404.59 167.79 
Campania 2,089.65 79.60 
Puglia 1,396.55 53.20 
Basilicata 2,421.61 92.25 
Calabria 2,033.02 77.45 
Sicilia 1,849.08 70.44 
Sardegna 3,196.64 121.77 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 
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6.3 Long-term hospitalization 

6.3.1. Requirements 

For that which regards long-term care, the total hospitalization rate is equal 

to 1.7 admissions per 1.000 inhabitants; in particular for the 15-64 age bracket, this 

figure is equal to 0.4 per 1.000, which rises to 3 admissions per 1.000 inhabitants in 

the 65-74 age bracket,  all the way to 12.2 hospital admissions per 1.000 inhabitants 

for the over-75 age bracket. 

The highest rates are registered in the northern Regions, particularly in 

Emilia Romagna (7.0 per 1.000) and in Trentino Alto Adige (4.6 in the autonomous 

province of Bolzano and 3.7 in the autonomous province of Trento); instead the 

Regions with the lowest hospitalization rates are Friuli Venezia Giulia (0.3 per 

1.000), Liguria (0.1) and Valle d’Aosta (0.02 per 1.000). 

It is important to recall that long-term hospitalization is not a category 

exclusively limited to hospitals; most long-term patients are covered by the RSA 

(Residenza Sanitaria Assistenziale regarding nursing home care) and therefore 

hospitalization rates might not be comparable because of the different regional 

classifications for healthcare facilities. 
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Figure 6.11 

Rates of total hospitalizations by age brackets 

Long-term hospitalization by ordinary scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

The analysis of hospitalization rates by gender demonstrates a greater 
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d’Aosta, Umbria, Campania and Calabria. The most significant differences are 

registered in Lombardia and in Trentino Alto Adige, where the hospitalization rates 

for women are double those for men, in addition to Lazio and Sardegna where the 

rates of male hospitalization are inferior by 37.5%. The number of hospital 
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equal manner (0.4 per 1.000), while the rates in Calabria and Campania for women 

are lower than those registered for men respectively by 3.6% and 10.0%. 

Figure 6.12 

Hospitalization rates by gender 

Long-term hospitalization by ordinary scheme 

Rates per 1.000 inhabitants  –  Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

Hospitalization rates in Italy, expressed in days, are equal to a total of 55.5 

days per 1.000 inhabitants; the duration of hospital stay increases with age:  this is 

equal to 15.2 per 1.000 for the 15-64 age bracket, to 96.6 days for the 65-74 age 

bracket and reaches a figure equal to 377.5 days per 1.000 inhabitants over 75 years 

of age. The regional differences of days in hospital follow those verified in the 
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number of admissions: the highest rates are registered in Emilia Romagna (224.2 per 

1.000) and in Trentino Alto Adige (118.3), while the lowest rates are registered in 

Friuli Venezia Giulia (4.7), Liguria (3.4) and Valle d’Aosta (0.6). 

Figure 6.13 

Hospitalization rates in day-hospital by > 15 age brackets 

Long-term hospitalization by ordinary scheme 

Rates per 1.000 inhabitants  -  Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

6.3.2. Utilization 

Average hospitalization is equal to 32.0 days per hospital admission. The 

duration of hospitalization is higher in the 15-64 age bracket with 36.6 days; this then 
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diminishes for the 65-74 age bracket that is characterized by an average 

hospitalization period equal to 31.7 days; the older age bracket registers a figure 

equal to 31.0 days per hospitalization. 

Regional variability is considerable, in fact it goes from 51.9 days of 

hospitalization for the Calabria Region, to 15.6 days for Friuli Venezia Giulia. There 

is no evident correlation between the duration of hospitalization and the geographical 

area of residence. 

Table 6.8 

Average hospitalization 

Long-term hospitalization by ordinary scheme 

Year 2006 

Regions 
Age brackets 

15-64 65-74 75+ Total 

Italy 36.61 31.70 30.96 31.99 
Piemonte 37.41 34.73 35.31 35.42 
Valle d’Aosta - - 35.50 35.50 
Lombardia 32.89 29.45 30.13 30.24 
P. A. Bolzano 24.72 21.09 25.91 24.90 
P. A. Trento 32.15 30.46 33.29 32.67 
Veneto 29.14 25.97 24.39 25.14 
Friuli Venezia Giulia 28.76 12.99 13.72 15.63 
Liguria 31.92 25.31 31.46 29.87 
Emilia Romagna 35.30 32.16 31.52 31.99 
Toscana 39.48 31.48 27.93 29.47 
Umbria 24.82 23.17 21.25 22.41 
Marche 28.76 25.55 24.37 25.42 
Lazio 52.38 54.67 48.96 50.08 
Abruzzo 24.82 22.38 21.65 22.25 
Molise 29.56 33.10 29.57 30.31 
Campania 37.28 45.64 51.70 42.90 
Puglia 19.19 19.41 20.92 20.33 
Basilicata 31.95 29.50 25.97 27.91 
Calabria 75.76 48.66 27.30 51.90 
Sicilia 26.41 17.74 18.28 19.15 
Sardegna 40.93 41.42 43.47 42.75 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 
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6.3.3. Production value 

Production value relative to long-term hospitalization in Italy is equal to 

€436-million; on the other hand, the Region that absorbs the major part of “costs” for 

assistance to acute patients and for rehabilitation is Emilia Romagna (29.3%), 

followed by Campania (12.2%) and Piemonte (11.2%). 

Table 6.9 

Production value and breakdown by Region 

Long-term hospitalization by ordinary scheme 

Value expressed in € and %  -  Year 2006 

Regions Production Value Share % 

Italy 436,048,123.53 100.00 
Piemonte 48,636,917.28 11.15 
Valle d’Aosta 9,722.23 0.02 
Lombardia 30,394,093.35 6.97 
P. A. Bolzano 7,706,989.11 1.77 
P. A. Trento 8,460,274.33 1.94 
Veneto 43,173,305.33 9.90 
Friuli Venezia Giulia 767,690.96 0.18 
Liguria 727,344.84 0.17 
Emilia Romagna 127,927,427.56 29.34 
Toscana 10,744,791.63 2.46 
Umbria 972,335.50 0.22 
Marche 15,836,008.27 3.63 
Lazio 31,191,479.46 7.15 
Abruzzo 3,679,572.69 0.84 
Molise 990,883.78 0.23 
Campania 53,274,552.14 12.22 
Puglia 20,804,048.69 4.77 
Basilicata 2,554,001.32 0.59 
Calabria 15,364,245.14 3.52 
Sicilia 6,794,433.97 1.56 
Sardegna 6,038,005.95 1.38 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

The pro capita production value for long-term hospitalization in Italy is on 

an average equal to €7.40; Emilia Romagna is the Region that registers the highest 

“costs” per inhabitant, equal to €30.42 that is approximately 4 times the national 
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average value. The other Regions with elevated “costs” are the autonomous provinces 

of Trento and Bolzano (respectively with +126.6% and +114.7%), Piemonte 

(+51.2%) and Marche (+39.7%). The lowest pro capita production values are 

registered in Friuli Venezia Giulia, where the “costs” per inhabitant are equal to 8.6% 

of the national figure, Liguria with 7.8% and Valle d’Aosta with 1.5%. 

Figure 6.14 

Pro capita hospital production value 

Long-term hospitalization by ordinary scheme 

Index numbers (Italy=100)  -  Year 2006 

Source:  Elaboration by CEIS Sanità of SDO Ministry of Health data 

The distribution of the production value by age bracket is obviously 

strongly concentrated in the older age brackets: 64.4% of long-term hospitalization 
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“costs” are registered by the over-75 age bracket, whereas 18.2% is registered for the 

65-74 age bracket and 17.4% relates to the population between 15-64 years of age.   

The Regions for which the production value is mostly assigned to older 

populations are Emilia Romagna, Lombardia and Lazio, where the population over 

65 years of age absorbs over 90.0% of the total “costs”.  

On the contrary Calabria and Campania, since they have an average 

hospitalization rate that is distinctively higher in the central age bracket, present a 

distribution by age of long-term hospitalization “costs” that is dissimilar:  the age 

bracket that absorbs the highest production value is, as mentioned, the central one 

(15-64 years of age), to which 57.5% and 47.9% of the total “costs” are respectively 

assigned to. 
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Figure 6.15 

Share of hospital production value by age bracket 

Long-term hospitalization by ordinary scheme 

Percentages  -  Year 2006 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

By analyzing the average “cost” per hospital admission, Calabria and Lazio 

are confirmed as having the highest rates:  the cost per case in fact respectively 

amounts to €6,104.19 and €6,077.84, which is approximately 1.5 times the average 

national “cost”. The other Regions registering figures that are higher compared to the 

national average are Sardegna (+36,3% compared to the national average), Campania 

(+29.7%) and Piemonte (+11.7%). On the other hand, the Regions that register lower 

“costs” are Puglia  (-33.9%), Sicilia (-39.0%) and Friuli Venezia Giulia (-50.7%). 
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Table 6.10 

Average production value per hospitalization 

Ordinary scheme for long-term hospitalization 

Value expressed in € and index numbers (Italy= 100) 

Year 2006 

Regions Production value Index numbers 

Italy 4,264.03 100.00 
Piemonte 4,762.26 111.68 
Valle d’Aosta 4,861.12 114.00 
Lombardia 4,180.76 98.05 
P. A. Bolzano 3,449.86 80.91 
P. A. Trento 4,481.08 105.09 
Veneto 3,403.49 79.82 
Friuli Venezia Giulia 2,103.26 49.33 
Liguria 3,996.40 93.72 
Emilia Romagna 4,341.38 101.81 
Toscana 3,986.94 93.50 
Umbria 3,086.78 72.39 
Marche 3,506.64 82.24 
Lazio 6,077.84 142.54 
Abruzzo 3,079.14 72.21 
Molise 4,198.66 98.47 
Campania 5,530.42 129.70 
Puglia 2,816.69 66.06 
Basilicata 3,755.88 88.08 
Calabria 6,104.19 143.16 
Sicilia 2,601.24 61.00 
Sardegna 5,811.36 136.29 

Source:  elaboration by CEIS Sanità of SDO Ministry of Health data 

6.4 Residential services  

In the analysis of residential non-hospital care carried out in the last year, 

CEIS identified several critical factors in the study of health related residences, in 

particular an extreme fragmentation of data and definitions that makes it difficult to 

obtain a global view of the phenomenon. 
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This study tries to extend the paper published last year highlighting the 

sources of financing for residential facilities in health. To do this data on the annual 

ISTAT survey on health related residences have been used. This survey collects each 

year, through a mail questionnaire, information on all the structures in which people 

in a state of need or distress are housed. 

The survey is conducted in collaboration with the inter-regional center for 

the information and statistical systems (CISIS). For some regions (Piemonte, Veneto, 

Emilia Romagna, Marche and Sardegna) and provinces (Bolzano and Trento) data are 

collected directly by the respective statistical offices according to the criteria agreed 

with ISTAT. 

The use of this survey seems to be the only way to obtain an homogeneous 

view of such a complex phenomenon in Italy, at least until the availability of the 

information flow that will be granted by the Ministry of Health with the completion 

of the system of data collection provided by the 12th brick of the NHS.  

As in a previous study of CEIS (Doglia, 2008), it was decided to select the 

three types of residential structures that according to the description provided by 

ISTAT show a higher health connotation and to bring them together under the label 

of "residential structures with high healthcare relevance" (RSHR). 

In particular, reference was made to:  
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 Communities for social rehabilitation (CSR): defined by ISTAT 

as a “residential structure hosting individuals with social 

problems of various kinds: the elderly with limited self-

sufficiency, with physical, mental or sensory impairment, drug 

or alcohol addicts, resigned from prison and other people in 

distress. This type of community is characterized by the 

adoption of specific projects finalized to the rehabilitation and 

recovery of personal capacity. The projects are implemented 

with the help of specialized personnel and are aimed, if 

possible, at the reintegration of guests in society”. 

 Socio healthcare residence for the not self caring elderly 

(RSSA): defined by ISTAT as a “residential structure intended 

primarily for the elderly that are not self-sufficient, equipped 

with specialist medics and nursing. The services offered are 

highly integrated social and health care ones and pursue the 

goal of obtaining the maximum possible recovery of guests' 

psycho-motor capabilities.” 

 Residential Structures for Healthcare Assistance (RSA): defined 

by ISTAT as a “residential structure for not self-sufficient 

elderly or disabled persons, who need a specific support and 

medical care, nursing and rehabilitation. Assistance provided 

complements an average level of health care, with a high level 

of housing assistance, protection and hotel services”. 

It is relevant that the definition of “Residential Structures for Healthcare 

Assistance” used by ISTAT, is almost perfectly coincident with that inserted in the 

DPR 14.1.1997 which is the basic legal reference framework for the RSA.  

From a methodological point of view, given that this analysis refers only to 

a subset of residential structures and, given the possibility to access (albeit partially) 
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directly to the micro data, it has been chosen to use only data on the structures 

eventually present in the ISTAT database without the use of any correction factor. 

This is because the correction factors for the non-response used by ISTAT are 

calibrated on the entire survey and not on single typologies of residential structures. 

Moreover the large sample size (3,093 structures out of an estimated population of 

approximately 3,665) can be considered a good reference to identify the real 

characteristics of the population.  

6.5 The supply  

Table 6.11 

RSA Facilities that started or ceased their activity 

during the year by type, percentage distribution 

Year 2005 

Type of residential  
structure 

Starting their activity 
in 2005 Ceased in 2005 

Total 1.10% 0.87% 

Communities for social 
rehabilitation (CSR) 2.67% 0.67% 

RSA for Seniors 0.52% 0.52% 

RSA 0.95% 1.39% 

Source: CEIS Sanità elaboration on Istat data 

The analysis is based on the survey with reference year 2005 (latest year 

publicly available at ISTAT), although not recent, nonetheless data appear to be fairly 

stable for the low mobility of residential structures.  

In fact, as shown in the table above, RSHR show a very low variability 

with rates of positive and negative turnover around 1%. 
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Table 6.12 

RSA Facilities by type and type of payment from guests , percentage 

distribution  -  Year 2005 

Type of payment 
Communities for 

social 
rehabilitation 

RSA for Seniors RSA Total 

Total 100.00% 100.00% 100.00% 100.00% 

All the guests pay 25.17% 63.06% 52.30% 51.70% 

Some of the guests pay 25.83% 30.22% 41.80% 33.69% 

The stay is completely free 49.00% 1.57% 4.86% 11.99% 

n.a. 0.00% 5.15% 1.04% 2.62% 

Source: CEIS Sanità elaboration on Istat data 

6.6 Participation of the assisted to costs 

If we examine the information regarding the participation to expenses 

asked for the stay into the residences, we can observe that only in the 12.0% of 

structures the service is completely free of charge, in 33.6% in the payment of a 

contribution is required at least by part of the guests while more than half of the 

structures require some form of payment (although differentiated according to the 

patient type) by all guests. 

For most of the observed variables however, substantial heterogeneity is 

present, so, for instance, while about 50% of CSR are totally free, this percentage 

drops to 4.9% and 1, 6% respectively for RSA and RSSA. 

The phenomenon is even more evident (especially for RSA) if we consider 

the data weighted with the number of patients. The table below in fact shows that 

RSA in which the stay is completely free, although representing 4.9% of the total, 

host only 1.8% of the patients assisted in this type of structure.  
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Table 6.13 

RSA Facilities by type and type of payment from guests , percentage 

distribution weighted with the number of guests 

Year 2005 

Type of payment 
Communities for 

social 
rehabilitation 

RSA for Seniors RSA Total 

Total 100.00% 100.00% 100.00% 100.00% 

All the guests pay 15.33% 58.67% 46.54% 49.69% 

Some of the guests pay 32.91% 36.22% 50.99% 42.65% 

The stay is totally free 51.76% 1.04% 1.78% 5.45% 

n.a. 0.00% 4.06% 0.69% 2.21% 

Source: CEIS Sanità elaboration on Istat data 
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Table 6.14 

Guests by type of payment and type of RSA Facilities, percentage distribution 

Year 2005 

Type of payment Partially charged 
to guests 

Completely 
charged to guests

Completely paid 
by the facility 

Completely 
charged to other 
local authorities 

Total 

Communities for social 
rehabilitation (CSR) 32.24% 4.36% 2.65% 60.76% 100.00% 

RSA for Seniors 42.98% 51.27% 1.64% 4.11% 100.00% 

RSA 43.99% 45.79% 1.40% 8.82% 100.00% 

Source: CEIS Sanità elaboration on Istat data 

The table above shows instead inmates shares distinguished by payment 

type (total, partial or nothing) specifying, in case of no charge for the guests to stay, 

who will bear the cost (the RSA itself or other local authorities). 

The analysis of this table highlights that the assistance costs are mainly 

borne by patients for RSA and socio healthcare residences for not self caring elderly: 

in fact in those structures the expenses are paid wholly or partly by patients in 90% 

and 94% of cases respectively. 

In social rehabilitation communities, instead, the payment for the stay is 

partially in charge of the inmates in the 37% of cases, while only 4.36% of cases pay 

the whole cost. 

6.7 Regional Analysis  

Taking into account the regional dimension, we obtain the following tables. 

A first analysis of these tables confirms what we have previously underlined: the 

distribution of care costs, at regional level, with respect to those who borne them, is 
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very heterogeneous, reflecting the strong diversity of regional policies on assistance 

and health care. 

For social rehabilitation communities, for instance, on the one hand we 

have regions such as Piemonte, Lombardia, Marche e Sardegna where participation 

of patients to payment stay is predominant, on the other hand there are regions such 

as Liguria, Lazio, Abruzzo, Campania, Puglia e Sicilia where costs are borne almost 

exclusively by organizations other than RSA. 

Strong regional differences are present even between RSSA and RSA, 

although a homogenizing phenomenon might appear if we consider jointly the first 

two columns of tables: for all regions in fact the payment is almost always borne - at 

least partially - by the patients while the hosting structure and other entities contribute 

for a very limited number of guests. 

While reading the tables the presence of an high number of missing values 

referred to Trentino Alto Adige should be taken into account: actually the 

information on the residential structures of Trento were not present in the dataset if 

not for a very limited number of structures (the data eventually refer only to the 

province of Bolzano).  
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Table 6.15 

Guests of Communities for social rehabilitation by type of payment and Region 

Percentage values  - Year 2005 

Regions 
Payment partially 
charged to guests 

(a) 

Payment 
completely 

charged to guests
(b) 

Payment charged 
to guests 
(a) + (b) 

Payment  
completely paid 

by CSR 

Payment  
completely 

charged to other 
local authorities

Italy 32.24% 4.36% 36.59% 2.65% 60.76% 
Piemonte 65.23% 15.17% 80.40% 1.50% 18.10% 
Valle d'Aosta 25.00% 32.14% 57.14% 3.57% 39.29% 
Lombardia 56.49% 4.13% 60.62% 1.05% 38.33% 
Trentino-Alto Adige 30.71% 1.16% 31.88% 9.75% 58.37% 
Veneto 52.92% 1.67% 54.58% 2.08% 43.33% 
Friuli-Venezia Giulia 53.52% 6.90% 60.42% 0.78% 38.80% 
Liguria 15.57% 0.78% 16.35% 2.24% 81.41% 
Emilia-Romagna 53.37% 1.52% 54.89% 0.00% 45.11% 
Toscana 49.45% 2.91% 52.36% 1.09% 46.55% 
Umbria 40.28% 1.18% 41.47% 0.00% 58.53% 
Marche 89.21% 4.44% 93.65% 0.00% 6.35% 
Lazio 4.45% 0.39% 4.84% 1.95% 93.21% 
Abruzzo 12.20% 2.92% 15.12% 7.39% 77.49% 
Molise 0.00% 0.00% 0.00% 1.12% 98.88% 
Campania 0.00% 14.72% 14.72% 6.50% 78.78% 
Puglia 15.74% 8.12% 23.86% 4.06% 72.08% 
Basilicata 0.00% 0.00% 0.00% 0.00% 100.00% 
Calabria 38.73% 0.70% 39.44% 0.00% 60.56% 
Sicilia 6.15% 0.26% 6.41% 7.82% 85.77% 
Sardegna 57.14% 13.04% 70.19% 0.00% 29.81% 

Source: CEIS Sanità elaboration on Istat data 
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Table 6.16 

Guests of Socio healthcare residence for the not self caring elderly by type of 

payment and Region 

Percentage values  -  Year 2005 

Regions 
Payment partially 
charged to guests 

(a) 

Payment 
completely 

charged to guests
(b) 

Payment charged 
to guests 
(a) + (b) 

Payment 
completely paid 

by RSSA 

Payment 
completely 

charged to other 
local authorities

Italy 42.98% 51.27% 94.25% 1.64% 4.11% 
Piemonte 40.20% 53.57% 93.77% 0.88% 5.35% 
Valle d'Aosta 54.89% 44.78% 99.67% 0.00% 0.33% 
Lombardia 23.08% 73.79% 96.87% 0.21% 2.92% 
Trentino-Alto Adige 0.00% 0.00% 0.00% 0.00% 0.00% 
Veneto 39.34% 54.85% 94.19% 3.05% 2.76% 
Friuli-Venezia Giulia 39.31% 55.55% 94.86% 3.63% 1.51% 
Liguria 37.78% 55.75% 93.53% 0.27% 6.19% 
Emilia-Romagna 64.56% 30.78% 95.35% 0.69% 3.96% 
Toscana 30.27% 67.62% 97.89% 1.94% 0.17% 
Umbria 82.53% 15.42% 97.95% 0.74% 1.31% 
Marche 24.50% 70.59% 95.09% 1.32% 3.59% 
Lazio 29.74% 70.26% 100.00% 0.00% 0.00% 
Abruzzo 40.49% 54.85% 95.34% 2.29% 2.37% 
Molise 8.68% 90.06% 98.74% 0.42% 0.84% 
Campania 21.37% 68.34% 89.71% 2.64% 7.65% 
Puglia 22.80% 63.79% 86.58% 0.99% 12.42% 
Basilicata 62.58% 36.20% 98.77% 0.00% 1.23% 
Calabria 43.51% 55.84% 99.35% 0.00% 0.65% 
Sicilia 23.50% 58.68% 82.19% 1.30% 16.52% 
Sardegna 28.37% 67.47% 95.85% 1.04% 3.11% 

Source: CEIS Sanità elaboration on Istat data 
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Table 6.17 

RSA guests by type of payment and Region 

Percentage values  -  Year 2005 

Regions 
Payment partially 
charged to guests 

(a) 

Payment 
completely 

charged to guests
(b) 

Payment charged 
to guests 
(a) + (b) 

Payment 
completely paid 

by RSA 

Payment 
completely 

charged to other 
local authorities

Italy 43.99% 45.79% 89.78% 1.40% 8.82% 
Piemonte 55.89% 41.29% 97.18% 0.79% 2.04% 
Valle d'Aosta 74.58% 25.42% 100.00% 0.00% 0.00% 
Lombardia 30.38% 60.95% 91.32% 0.57% 8.11% 
Trentino-Alto Adige 90.84% 4.18% 95.02% 2.08% 2.90% 
Veneto 62.03% 24.40% 86.43% 0.67% 12.90% 
Friuli-Venezia Giulia 30.26% 49.46% 79.72% 5.56% 14.72% 
Liguria 60.25% 18.22% 78.47% 5.78% 15.75% 
Emilia-Romagna 68.02% 19.86% 87.88% 1.40% 10.71% 
Toscana 59.36% 36.71% 96.07% 1.14% 2.79% 
Umbria 70.87% 17.72% 88.58% 3.54% 7.87% 
Marche 36.29% 21.32% 57.61% 11.07% 31.33% 
Lazio 53.63% 37.89% 91.52% 0.00% 8.48% 
Abruzzo 66.96% 13.57% 80.54% 13.39% 6.07% 
Molise 0.00% 0.00% 0.00% 0.00% 100.00% 
Campania 7.92% 45.85% 53.77% 0.38% 45.85% 
Puglia 11.32% 87.42% 98.74% 0.00% 1.26% 
Basilicata 0.00% 0.00% 0.00% 0.00% 0.00% 
Calabria 60.16% 7.10% 67.26% 0.00% 32.74% 
Sicilia 40.59% 18.04% 58.63% 17.84% 23.53% 
Sardegna 45.67% 18.27% 63.94% 0.59% 35.47% 

Source: CEIS Sanità elaboration on Istat data 

6.8 Sources of the financing for residential structures 

The presence or absence of contribution does not appear to be sufficient to 

define the level of participation to the financing of residency by the different parties 

involved: the following tables show, grouped by classes of percentage contribution, 

the main sources of revenue of the residential structures.  
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Figure 6.16 

RSA Facilities by type and classes of contribution from guests 

Percentage distribution  ‐  Year 2005 

Source: CEIS Sanità elaboration on Istat data 

Out of a total of 3,097 RSHR examined, only 1 in 3 does not require a 

contribution from its hosts (this ratio rises for the RSA and the RSSA to 1 to 5). In 

the 50% of those structures in which some contribution to care is required from 

guests, it covers between 30% and 60% of the whole expenses.  
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Figure 6.17 

RSA Facilities by type and classes of contribution from Municipalities 

Percentage distribution  ‐  Year 2005 

Source: CEIS Sanità elaboration on Istat data 
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Figure 6.18 

RSA Facilities by type and classes of contribution from Provinces 

Percentage distribution  ‐  Year 2005 

Source: CEIS Sanità elaboration on Istat data 
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Figure 6.19 

RSA Facilities by type and classes of contribution from Regions 

Percentage distribution  ‐  Year 2005 

Source: CEIS Sanità elaboration on Istat data 

About half of the residences are funded at some extent by municipalities, 

however in 79.7% of cases, this financing covers less than 20% of the expenses; one 

structure out of two receives a contribution by the ASL and the Ministry of Health; 

these contributions, when present, usually cover between 30% and 60% of revenues 

however a few cases (9.4%) of full coverage are present. 

One-fifth of residential structures is at some extent funded by regions, such 

financing covers in the 57% of cases between 30% and 50% of the residence needs. 
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A very limited number of residences (0.5% for RSSA and 1.9% for RSA) obtain 

regional financing for more than the 80% of their funding requirements.  

Only about 3% of the structures, receive financing from the provinces and 

this contribution is usually very low, and covers less than 10% of the needs.  

Table 6.18 

RSA Facilities by type and classes of contribution 

Percentage distribution  -  Year 2005 

Percentage contribution 
classes 

Communities for social 
rehabilitation (CSR) RSA for Seniors RSA All Facilities 

Share 
on  all 

facilities

Share on 
facilities that 

receive 
contributions 

Share 
on  all 

facilities

Share on 
facilities that 

receive 
contributions

Share 
on  all 

facilities

Share on 
facilities that 

receive 
contributions 

Share 
on  all 

facilities

Share on 
facilities that 

receive 
contributions

Guests   
no contribution 64.50% - 22.54% - 20.56% - 29.94% - 
0%-10% 14.67% 41.31% 0.97% 1.25% 3.90% 4.91% 4.72% 6.74% 
10%-20% 7.67% 21.60% 1.27% 1.64% 5.12% 6.44% 3.94% 5.63% 
20%-30% 4.33% 12.21% 2.46% 3.18% 6.33% 7.97% 4.27% 6.09% 
30%-40% 1.67% 4.69% 5.37% 6.94% 13.01% 16.38% 7.50% 10.71% 
40%-50% 1.50% 4.23% 15.75% 20.33% 23.07% 29.04% 15.71% 22.43% 
50%-60% 1.00% 2.82% 16.27% 21.00% 15.87% 19.98% 13.16% 18.78% 
60%-70% 0.50% 1.41% 10.30% 13.29% 3.64% 4.59% 5.92% 8.44% 
70%-80% 0.33% 0.94% 5.60% 7.23% 1.65% 2.07% 3.10% 4.43% 
80%-90% 0.50% 1.41% 7.09% 9.15% 1.21% 1.53% 3.62% 5.17% 
90%-100% 3.33% 9.39% 12.39% 15.99% 5.64% 7.10% 8.12% 11.58% 
Municipalities  
no contribution 65.67% - 48.43% - 43.63% - 49.98% - 
0%-10% 6.83% 19.90% 37.69% 73.08% 41.80% 74.15% 33.24% 66.45% 
10%-20% 4.50% 13.11% 7.16% 13.89% 7.11% 12.62% 6.63% 13.25% 
20%-30% 6.33% 18.45% 2.46% 4.78% 3.82% 6.77% 3.72% 7.43% 
30%-40% 3.17% 9.22% 1.49% 2.89% 1.65% 2.92% 1.88% 3.75% 
40%-50% 4.67% 13.59% 1.12% 2.17% 0.69% 1.23% 1.65% 3.30% 
50%-60% 1.67% 4.85% 0.30% 0.58% 0.43% 0.77% 0.61% 1.23% 
60%-70% 1.50% 4.37% 0.22% 0.43% 0.00% 0.00% 0.39% 0.78% 
70%-80% 2.17% 6.31% 0.45% 0.87% 0.00% 0.00% 0.61% 1.23% 
80%-90% 1.17% 3.40% 0.15% 0.29% 0.69% 1.23% 0.55% 1.10% 
90%-100% 2.33% 6.80% 0.52% 1.01% 0.17% 0.31% 0.74% 1.49% 
Provinces         
no contribution 94.33% - 98.88% - 96.01% - 96.93% - 
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0%-10% 1.17% 20.59% 0.75% 66.67% 2.43% 60.87% 1.45% 47.37% 
10%-20% 0.33% 5.88% 0.22% 20.00% 0.43% 10.87% 0.32% 10.53% 
20%-30% 0.33% 5.88% 0.00% 0.00% 0.35% 8.70% 0.19% 6.32% 
30%-40% 0.17% 2.94% 0.00% 0.00% 0.17% 4.35% 0.10% 3.16% 
40%-50% 0.00% 0.00% 0.15% 13.33% 0.17% 4.35% 0.13% 4.21% 
50%-60% 0.17% 2.94% 0.00% 0.00% 0.09% 2.17% 0.06% 2.11% 
60%-70% 0.00% 0.00% 0.00% 0.00% 0.26% 6.52% 0.10% 3.16% 
70%-80% 0.17% 2.94% 0.00% 0.00% 0.09% 2.17% 0.06% 2.11% 
80%-90% 0.67% 11.76% 0.00% 0.00% 0.00% 0.00% 0.13% 4.21% 
90%-100% 2.67% 47.06% 0.00% 0.00% 0.00% 0.00% 0.52% 16.84% 
Regions  
no contribution 90.50% - 84.25% - 67.82% - 79.34% - 
0%-10% 2.33% 24.56% 2.69% 17.06% 0.87% 2.70% 1.94% 9.39% 
10%-20% 1.17% 12.28% 1.87% 11.85% 1.04% 3.23% 1.42% 6.89% 
20%-30% 0.67% 7.02% 2.84% 18.01% 1.65% 5.12% 1.97% 9.55% 
30%-40% 0.50% 5.26% 3.73% 23.70% 5.90% 18.33% 3.91% 18.94% 
40%-50% 1.67% 17.54% 2.91% 18.48% 16.65% 51.75% 7.79% 37.72% 
50%-60% 1.17% 12.28% 1.04% 6.64% 3.47% 10.78% 1.97% 9.55% 
60%-70% 0.33% 3.51% 0.30% 1.90% 1.21% 3.77% 0.65% 3.13% 
70%-80% 0.17% 1.75% 0.30% 1.90% 0.78% 2.43% 0.45% 2.19% 
80%-90% 0.17% 1.75% 0.00% 0.00% 0.00% 0.00% 0.03% 0.16% 
90%-100% 1.33% 14.04% 0.07% 0.47% 0.61% 1.89% 0.52% 2.50% 
ASL or Ministry of Health  
no contribution 48.83% - 47.91% - 49.26% - 48.59% - 
0%-10% 1.50% 2.93% 10.90% 20.92% 5.38% 10.60% 7.02% 13.65% 
10%-20% 2.17% 4.23% 5.52% 10.60% 2.78% 5.47% 3.85% 7.48% 
20%-30% 1.17% 2.28% 7.01% 13.47% 2.69% 5.30% 4.27% 8.30% 
30%-40% 2.50% 4.89% 11.72% 22.49% 8.24% 16.24% 8.63% 16.79% 
40%-50% 4.33% 8.47% 11.79% 22.64% 13.36% 26.32% 10.93% 21.26% 
50%-60% 4.67% 9.12% 3.51% 6.73% 8.67% 17.09% 5.66% 11.01% 
60%-70% 7.00% 13.68% 1.27% 2.44% 3.04% 5.98% 3.04% 5.91% 
70%-80% 4.83% 9.45% 0.30% 0.57% 2.17% 4.27% 1.88% 3.65% 
80%-90% 4.33% 8.47% 0.07% 0.14% 1.13% 2.22% 1.29% 2.52% 
90%-100% 18.67% 36.48% 0.00% 0.00% 3.30% 6.50% 4.85% 9.43% 

Source: CEIS Sanità elaboration on Istat data 

The following table shows, separately for welfare and health related 

activities, which local authorities usually cooperate in contributing to the financing of 

residence covering operating costs or through the supply of goods, services, staff and 

integration to the straight.  
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Table 6.19 

Contribution vectors to social and health related activities 

Percentage values  -  Year 2005 

Source of funding Shares 
Shares on facilities 

that receive 
contributions 

Social Activities 
no source/ n.a. source 33.66% - 
Municipality and/or Consortia of Municipalities 28.52% 42.98% 
Province 1.36% 2.05% 
Municipality and Province 0.68% 1.02% 
Region 3.14% 4.73% 
Municipality and Region 4.36% 6.58% 
ASL and/or Ministry of Health 10.15% 15.30% 
ASL and Municipality 13.74% 20.71% 
ASL and Region 1.07% 1.61% 
ASL, Region and Municipality  1.81% 2.73% 
Other 1.52% 2.29% 
Health care related Activities 
no source/ n.a. source 38.22% - 
Municipality and/or Consortia of Municipalities 1.29% 2.09% 
Region 7.92% 12.82% 
Municipality and Region 1.49% 2.41% 
ASL and/or Ministry of Health 38.76% 62.74% 
ASL and Municipality 3.72% 6.02% 
ASL and Region 6.11% 9.89% 
ASL, Region and Municipality  1.39% 2.25% 
Other 1.10% 1.78% 

Source: CEIS Sanità elaboration on Istat data 

In line with existing legislation, residential structures that have answered 

the questionnaire and that receive funding for social activities, receive such 

contributions mainly (43.0% of facilities) from the Municipality or consortia of 

municipalities as the only source of funding, or (in 20.7% of cases) by both the ASL 

and the Municipality. For residential structures providing health services, financing, 

when provided by public bodies, comes from the ASL and / or by the Ministry of 
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Health (62.7% of facilities) or by regions (12.8% of cases) and for a limited number 

of institutes (189, approximately 9.9%) from both the ASL and the Region. 
Figura 6.20 - Quote di contribuzione da parte delle ASL e del Min. della 

Figure 6.20 

RSA Facilities by type and classes of contribution from ASL or Ministry of Health 

Percentage distribution  ‐  Year 2005 
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7.   The specialist medical assistance system in Italy 

B. Polistena51 

 
 
 

From the analysis of out-patient specialist assistance, which we will refer to 

subsequently, the following noteworthy elements emerge: 

 The process of regional fare has caused a strong  differentiation 

of the specialist tariff levels in fact analysing the expenditure 

for each service differences up to 80 times among the regions 

have been registered. The tariffs do not seem to be linked to the 

production cost, as it would be natural, but to the (dis)incentive 

politics as to execution of some services. 

 There is the presence of an evident (inverse) correlation 

between total per capita specialist expenditure and the per capita 

hospital expenditure 

                                                 
51 CEIS Health Economics, Faculty of Economics, University of Rome “Tor Vergata” 
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Figure 7.1 

Correlation between per capita specialist expenditure and per capita hospital 

expenditure  -  Year 2008 

 
Source:   CEIS Healthcare processing of data from the Ministry of Health 

 Total specialist health costs are estimated between €12.0 and 

13-billion, 73.3% of which is attributable (as demonstrated by 

OECD figures) to public facilities and the remaining 26.7% to 

accredited private ones.   
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 Italy spends €211.3 per capita in public and private specialist 

services: € 277.8 in North, € 151.5 in the Centre and € 158.3 in 

the South.   

7.1 Introduction 

The specialist outcome medical treatment is provided by the Essential 

Levels of Treatment (DPCM - 29.9.2001) within the Macro Area of the District 

assistance, within the Essential levels of Assistance (LEA), which single out the 

medical treatments guaranteed by the public health service to all the resident Italyn 

population duly registered to the National Health Service (SSN). 

The specialist outpatient medical treatment includes, practically, the 

therapeutics and rehabilitative treatments of instrumental and of laboratory 

diagnostics. 

Within the classification logic used in the 2009 Relation, in this chapter we 

analyse all in all the assistance given in outpatient structures not in continuous charge 

of a patient. 

Reasoning by analogy of the satisfied need, the reflections will be therefore 

enlarged to the “outpatient treatment” inside the hospital structures, that’s to say to 

the treatment supplied to non resident patients (not in-patients). 

A further problem is given by the present development in many Regions of 

the day-service outpatient, organized in the hospitals to satisfy the necessities of 

outpatients who need complex diagnosis and treatments. 

From this point of view, the medical treatment analyzed in this chapter can 

be regarded as a part of the primary assistance, more than the so called territorial 

assistance (ambiguous term used in Italy to speak about the outpatient treatment). 

The specialist outpatient treatment, therefore, plays a fundamental role, 

both because it is mainly concerned with the de-hospitalization process which is 
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being applied in each Region, and for its economic importance: it is sufficient to say 

that the conventional expenditure is second only to the pharmaceutical assistance. 

7.2 The tariff politics 

In this paragraph are analyzed the regulating profiles of the outpatient 

medical treatment, privileging the ones which have been recently renewed, that’ to 

say which mark a growing dissimilarity among the regional health services. 

A particular attention will be devoted to the tariff politics. 

From the  normative viewpoint, the specialist outpatient treatment includes 

the treatments planned by Regional Tariff Nomenclatures of the Specialist 

Treatments, that can be supplied to outpatients by structures of SSN or by recognized 

structures, by specialist ambulatories, inside and outside hospitals, or even at the 

patient’s home, the in-or semi in patient structures. 

The specialist treatment assistance is divided into unrestricted sectors 

(because some treatments can be supplied by different sectors) as it is planned by the 

tariff nomenclature, and each treatment has its tariff. 

With the Decree of the: Health Ministry of 12-9-2006, “Ricognizione e 

primo aggiornamento delle tariffe massime per la remunerazione delle prestazioni 

sanitarie”, the updating of the highest reference tariff has been issued 

As to the outpatient specialist treatment, the quoted decree confirms the   

out payment of the National Health Service within the limits of the highest tariffs 

identified with the Decree of the Health Ministry of 22-7-1996. 

Each region can, therefore, follow the national reference tariff or adopt its 

own tariff nomenclature (in theory within the highest tariffs). 

Many regions have issued laws as to this, preparing their own tariff 

nomenclature, modifying some treatments or making references to the national tariff 

regulation. 
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Table 7.1 

Reference Rules 

Regions Rule 

Abruzzo DGR n. 880/2007 

Basilicata DGR n. 1962/2006 

Molise DGR n. 800/2007 

Piemonte DGR n. 84-10526/2008 

Sardegna DGR n. 34-9/ 2007 

Toscana DGR n. 420/2007  
DGR 926/2006 

Umbria DGR n.2394/2007 

Veneto DGR n. 2612/2007  
DGR n. 2468/2006 

Source: Sanidata 

The process of regional rate making has caused a strong differentiation of 

the pay levels of the specialist treatments, remarkable if we analyze the tariffs of each 

treatment: in the following table are reported the 50 treatments for which the 

difference between the highest and the lowest tariff is very relevant. 

For example, for the “therapeutic photophoresis”, treatment  reimbursed 

only in 14 out of the 21 Italyn Regions, the highest tariff (adopted by Toscana) is 

86.4 higher than the lowest one (the same as the national tariff) 

Also for the “artificial insemination” treatment the differences among the 

regions are relevant: all the 21 regions recognize this treatment, but with a tariff 

going from Euros 7.78 (Campania) to 475.15 (Toscana) with a differential of more 

than 61 times (the national tariff is € 77.47). 
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Another treatment where there is a remarkable difference among the 

regions is “the injection or infusion of chemiotherapic substances for cancer” the 

highest tariff is 42 times superior to the lowest one. 

Table 7.2 

The first 50 treatments as to relation between the highest and the lowest tariff 

Tariff description 
Tariff 
DM 
1996 

N. 
Regg.

(a) 

N. 
Regg.

(b) 

Lowest 
tariff 

Highest 
tariff 

Mean 
tariff 

Rela 
highest/

loest 
tariff 

Therapeutic phtophresis 7.75 14.00 8.00 7.70 665.00 54.84 86.36 
Artificial insemination 77.47 21.00 8.00 7.78 475.15 117.05 61.07 
Female milk  3.98 20.00 8.00 1.70 90.80 8.31 53.41 
injection or  infusion of chemiotherapic 
substances for cancer 9.71 20.00 10.00 9.50 400.00 29.56 42.11 

Incision of perianal abscess 34.86 21.00 9.00 6.66 220.63 43.83 33.13 
Genomic typification hla-dpa1 at high 
resolution  155.30 20.00 11.00 7.08 222.21 154.58 31.39 

 Total  skin irriadation with electrons 
(tsei/tsebi)  1.053.57 21.00 8.00 71.48 1.890.00 1.067.83 26.44 

Antenatal training 122.56 21.00 10.00 6.80 175.76 123.39 25.85 
Perrskin angioscopy 59.29 21.00 9.00 3.75 84.80 59.32 22.61 
Fractional  gastric  exploration 87.80 21.00 13.00 6.02 125.60 88.20 20.86 
Skin Test at delayed reading  [patch test] (up 
to 20 allergenes) 32.54 21.00 9.00 2.12 41.35 32.22 19.50 

Porphions  (qualitative and quantitative 
research) 13.32 21.00 6.00 0.85 16.50 13.08 19.41 

Total body tomoscintography (pet) 1.071.65 21.00 10.00 89.87 1.651.10 1.115.63 18.37 
Other removal or local demolition of lesion 
or  tissue of anus 41.83 21.00 9.00 12.19 223.80 50.95 18.36 

Other diagnositic procedures on the  lacrimal 
apparatus 40.90 21.00 12.00 3.30 58.50 39.32 17.73 

Closed reduction of dislocation of the hand 
and of the fingers 36.15 21.00 10.00 5.55 97.64 39.94 17.59 

Swollen gums 27.89 21.00 9.00 6.66 108.00 33.58 16.22 
Hemolysis test to  saccharose 2.79 21.00 9.00 2.58 41.30 4.72 16.01 
Reconstruction of a tooth through inlay 34.86 21.00 9.00 12.76 200.00 56.90 15.67 
Biopsy of the skin and of the subcutaneous 
tissue 13.94 21.00 9.00 1.86 29.00 14.62 15.59 

Binding  hemmorroids 41.83 21.00 9.00 11.33 175.23 48.60 15.47 
Miocardic tomoscintography  (pet) of  
perfusion atrest and after a stimulus  1.071.65 21.00 10.00 89.87 1.367.45 1.094.40 15.22 

Chromocistoscopy 56.81 21.00 9.00 13.89 211.12 64.63 15.20 
Speed of  sedimentation of erythrocytes (ves) 1.81 21.00 6.00 1.20 18.08 2.60 15.07 
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Table 7.2 

The first 50 treatments as to relation between the highest and the lowest tariff 

Tariff description 
Tariff 
DM 
1996 

N. 
Regg.

(a) 

N. 
Regg.

(b) 

Lowest 
tariff 

Highest 
tariff 

Mean 
tariff 

Rela 
highest/

loest 
tariff 

Retrobulbar injection of therapeutic 
substances 36.15 21.00 11.00 3.46 51.70 36.24 14.94 

Abdominal percutaneous drainage 34.86 21.00 9.00 3.46 49.85 34.86 14.41 
Exploring  of nose-tear duct 56.81 21.00 9.00 5.67 81.28 58.34 14.34 
Miocardic  tomoscintigrafiphy with 
indicators of   lesions 41.26 21.00 8.00 29.41 412.65 70.59 14.03 

Ige allergist specific: quantitative 101.69 20.00 5.00 8.97 125.30 81.86 13.97 

Biopsy of linfatic structures 41.83 21.00 8.00 4.30 59.85 42.00 13.92 

Locale remuval of lesiono f the  breast 29.75 21.00 12.00 14.11 196.35 38.18 13.92 

Hemorroyd remuval 41.83 21.00 8.00 37.65 500.00 72.50 13.28 

Binding of the deferent ducts  87.80 21.00 13.00 9.81 125.62 89.95 12.81 

Incision of the tear gland 34.09 21.00 9.00 3.91 48.75 34.12 12.47 

Incision of the tear sack 34.09 21.00 9.00 3.91 48.75 34.12 12.47 
Asportaton or local remava of lesions of the 
face bones 98.13 21.00 9.00 15.43 186.00 102.71 12.05 

Biopsy of the  vaginitis walls i 19.83 21.00 9.00 2.36 28.40 19.84 12.03 

Urethroscopy 27.27 21.00 9.00 4.18 50.00 28.29 11.96 

Venous blood  taking  2.58 21.00 5.00 0.52 6.20 2.85 11.92 

Remava of the tear sack and the tear duct 258.23 21.00 9.00 31.33 369.47 264.18 11.79 

Infusion of the factors of  coagulation 11.62 21.00 9.00 1.30 14.50 11.51 11.15 

Anal sphinteroctomy 41.83 21.00 9.00 14.20 157.82 47.90 11.11 

Tooth implant 11.62 21.00 9.00 11.60 128.30 20.66 11.06 
Remava or  electrocoagulation of lesion or 
tissue of the  urethra 38.63 21.00 9.00 5.99 65.00 40.64 10.85 

Prostatic abscess drainage   27.27 21.00 9.00 9.79 105.56 31.32 10.78 

removal  of the frenolum 18.59 21.00 9.00 16.73 174.18 27.15 10.41 

Liberation of penial synechia 19.83 21.00 9.00 17.85 184.74 28.81 10.35 

Tartar ablution  9.71 21.00 9.00 3.51 36.00 12.96 10.26 
individual  motor rieducation  in serious  
disabled 11.36 17.00 9.00 3.05 31.20 12.60 10.23 

Correction of refraction problems 79.53 21.00 7.00 64.00 650.00 242.34 10.16 

Source  elaboration CEIS Sanità on Agenas data 
N. Regg. (a) = number of Regions which  plan refundt 
N. Regg. (b) = number of  Regions which apply the tariffo f the Health Ministry  22.7.1996 
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Other treatments, on the contrary, mainly the laboratory ones, are evaluated 

by the 21 regions mainly in a homogeneous way, although there are differences. 

Anyway, even the smallest tariff differences per laboratory treatment, being the 

treatments more numerous, (as we are analysing afterwards) this causes meaningful 

differences in term of costs for the SSN  
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Table 7.3 

The 50 treatments with the smallest difference between the highest and the 

lowest regional tariff 

Tariff descriptio 
Tariff 
DM 
1996 

N. Regg.
(a) 

N. 
Regg.

(b) 

Lowest 
tariff 

Highest 
tariff 

Mean 
tariff 

Relation 
between 

the 
highest 
and the 
lowest 
tariff 

Vitamin D 16.27 21.00 8.00 16.25 19.90 16.80 1.22 
Prostatic massage 5.84 21.00 10.00 5.80 7.10 6.00 1.22 
Straining of prepuce 5.84 21.00 10.00 5.80 7.1t0 6.00 1.22 
Toxoplasm antibodies (titolationthrough  
agglomeration) [fulton test] 3.36 19.00 9.00 3.35 4.10 3.50 1.22 

Treponema pallidum antibodies anti 
cardiolipine (flocculation) [vdrl] [rpr] 3.36 21.00 9.00 3.35 4.10 3.49 1.22 

Campylobacter antibiogram 7.64 20.00 7.00 7.60 9.30 7.94 1.22 
Entamoeba histolytica  in the feces cultural 
exam (xenica colture) 7.64 20.00 8.00 7.60 9.30 7.94 1.22 

Intestinal  parasites [protozasi] coltural exam 
(xenica colture) 7.64 19.00 8.00 7.60 9.30 7.96 1.22 

Protozoas in biologic materials different from 
the coltural exam 7.64 19.00 8.00 7.60 9.30 7.96 1.22 

Epstein  barr virus [ebv] heteroffillus 
antibodies ( quick test) 7.64 21.00 8.00 7.60 9.30 7.88 1.22 

Blood group  abo/rh ii control 5.16 21.00 9.00 5.15 6.30 5.32 1.22 
Cryptosporidium antigenes in the feces direct 
research (i.f.) 5.16 20.00 9.00 5.15 6.30 5.36 1.22 

Arterial blood sample 5.16 21.00 9.00 5.15 6.30 5.37 1.22 
Borrelia burgdorferi antibodies (i.f.) 12.60 19.00 12.00 12.39 15.15 12.90 1.22 
Chlamydie  identification from colture(i.f.) 3.62 20.00 10.00 3.60 4.40 3.73 1.22 
Chimotripsina [feces] 5.42 21.00 8.00 5.40 6.60 5.61 1.22 
Foreign phosphoric organs 5.42 20.00 8.00 5.40 6.60 5.62 1.22 
Nortriptiline 5.42 21.00 8.00 5.40 6.60 5.61 1.22 
Ala deidrasi eritrocitaria 5.22 21.00 8.00 5.16 6.30 5.41 1.22 
Chlamydie antibodies (titolation through  f.c.) 5.22 20.00 8.00 5.16 6.30 5.41 1.22 
Virus antibodies  (titolation through f.c.) 5.22 19.00 9.00 5.16 6.30 5.38 1.22 
Protoporphirine ix erithrocytarian 7.70 21.00 14.00 7.70 9.40 7.94 1.22 
Apolipoprotein b 5.94 21.00 9.00 5.90 7.20 6.17 1.22 
Porphobilinogenius [u] 5.94 20.00 9.00 5.90 7.20 6.18 1.22 
Miceti antibodies (titolation through 
agglomeration) 5.94 20.00 9.00 5.90 7.20 6.16 1.22 

Coproporfirine  6.40 20.00 13.00 6.20 7.55 6.54 1.22 
Treponema pallidum antibodies (qualitative 
research through passive enoagglomeration) 
[tpha] 

3.46 20.00 7.00 3.45 4.20 3.60 1.22 

Apolipoprothein other 6.09 21.00 8.00 6.09 7.40 6.32 1.22 
Parotid virus anticorpi (titolation through f.c.) 7.49 19.00 9.00 7.49 9.10 7.81 1.21 
Ceruleanplasmine 5.68 21.00 9.00 5.68 6.90 5.86 1.21 
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Table 7.3 

The 50 treatments with the smallest difference between the highest and the 

lowest regional tariff 

Tariff descriptio 
Tariff 
DM 
1996 

N. Regg.
(a) 

N. 
Regg.

(b) 

Lowest 
tariff 

Highest 
tariff 

Mean 
tariff 

Relation 
between 

the 
highest 
and the 
lowest 
tariff 

Immunoglobulines iga. igg o igm (ciascuna) 5.84 21.00 9.00 5.68 6.90 6.01 1.21 
Research of amiloide substance   3.41 20.00 9.00 3.40 4.10 3.55 1.21 
Chlamydie from microscopic colture 
identification  (col. Iodine. giemsa) 3.41 21.00 9.00 3.40 4.10 3.53 1.21 

Micoplasma pneumoniae antbodies (e.i.a.) 11.21 19.00 9.00 11.20 13.50 11.48 1.21 
Leptospire antibodies (e.i.a.) 13.94 18.00 9.00 13.90 16.75 14.28 1.21 
Echinococcus [idatidosi] antibodies 
(titolation through  i.h.a.) 8.06 19.00 9.00 8.05 9.70 8.32 1.20 

Bordetella antibodies (e.i.a.) 9.09 19.00 9.00 9.09 10.95 9.38 1.20 
Borrelia burgdorferi antibodies(e.i.a.)  7.49 19.00 9.00 7.49 9.00 7.73 1.20 
Micoplasma pneumoniae antibodies 
(titolation through i.f.)   7.08 18.00 9.00 7.08 8.50 7.28 1.20 

Micobatteria antbodies (e.i.a.) 10.79 19.00 8.00 10.79 12.95 11.05 1.20 
Measles virus antibodies 7.75 19.00 12.00 7.70 9.15 7.92 1.19 
Parvovirus virus  b19 antibodies (e.i.a.) 7.75 19.00 12.00 7.70 9.15 7.92 1.19 
Chickenpox  virus antibodies (e.i.a.) 7.75 19.00 11.00 7.70 9.15 7.98 1.19 
Parotide virus antibodies (e.i.a.) 9.14 19.00 8.00 9.10 10.80 9.41 1.19 
Anticbodies anti organ 14.51 20.00 8.00 14.46 17.10 14.84 1.18 
Treponema pallidum antibodies (e.i.a.) 6.61 19.00 8.00 6.60 7.80 6.77 1.18 
adenovirus  virus antibodies(e.i.a.) 12.65 19.00 10.00 12.65 14.90 12.96 1.18 
Immunoglobuline: kappa e lambda 
[s/u]chains 9.30 20.00 15.00 9.30 10.95 9.50 1.18 

Angio-rm of the superior or inferior  limbe 246.35 20.00 10.00 232.40 271.80 248.7
4 1.17 

Remava of a foreign element from theb trunk 
except  scrotum. penis and  vulva.  7.75 20.00 13.00 7.70 8.95 7.90 1.16 

Source : e CEIS Sanità elaboration on  Agenas data  
N. Regg. (a) = number of  Regions that plan the refund 
N. Regg. (b) = number of regions that use the tariffo f the Health Ministry 22.7.1996 

To sum up it is clear that the tariffs do not seem to be linked to the 

production costs, as it would be expected, but to the politics of (dis)incentivation as 

to the execution of some treatments- 

This incentive or disincentive could be linked to an attempt to fight the 

unsuitability, but allow us to point out it can be distorted by rules of economic saving. 
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As to this it can be interesting to observe the behaviour of the regions 

subjected to the Recover Plan: Lazio, Abruzzo, Liguria and Molise have adopted the 

national tariffs, whereas Campania and Sicilia have diverged from the national 

reference, the first with lower tariffs, the latter with a mean tariff value superior to the 

national one. 

7.3 Offer 

In 2007, the offer of specialist medical services was guaranteed on the 

national territory by 9,822 facilities (out-patients’ departments and laboratories) with 

a 0.6% reduction compared to 2006 (9,981 facilities in 2005); some of these deliver 

services in various fields. 
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Table 7.4 

Number of facilities  -  Year 2007 

Regions 
Total 

ambul. e 
labor. 

public Clinica:
Total public Diagnost.

Total public Laborat: 
Total public 

Italy 9,822 39.88% 6,325 56.87% 3,047 49,69% 4,269 39.88% 
North 2,756 56.35% 2,291 63.12% 1,149 55,44% 1,028 56.35% 
Centre 2,130 48.22% 1,363 63.32% 660 50,15% 762 48.22% 
South 4.934 27.08% 2,671 48.22% 1,238 44,10% 2,479 27.08% 
Piemonte 453 81.90% 395 83.80% 202 74,26% 195 81.90% 
Valle D’Aosta 3 33.33% 3 33.33% 2 50,00% 1 33.33% 
Lombardia 795 38.87% 641 47.27% 387 43,93% 340 38.87% 
P. A. Bolzano 55 61.82% 51 66.67% 14 78,57% 14 61.82% 
P. A. Trento 31 67.74% 28 75.00% 18 77,78% 16 67.74% 
Veneto 457 43.98% 389 51.16% 159 54,09% 160 43.98% 
Friuli Venezia Giulia 139 67.63% 121 77.69% 43 58,14% 28 67.63% 
Liguria 365 68.49% 269 79.93% 118 60,17% 103 68.49% 
Emilia Romagna 458 59.39% 394 62.94% 206 52,91% 171 59.39% 
Toscana 925 60.54% 625 66.72% 173 49,71% 138 60.54% 
Umbria 104 76.92% 83 92.77% 37 81,08% 36 76.92% 
Marche 201 49.75% 144 67.36% 69 73,91% 101 49.75% 
Lazio 900 31.89% 511 53.23% 381 43,04% 487 31.89% 
Abruzzo 169 36.69% 112 55.36% 53 58,49% 98 36.69% 
Molise 51 25.49% 34 35.29% 18 44,44% 25 25.49% 
Campania 1,445 19.86% 624 44.55% 380 31.58% 821 19.86% 
Puglia 681 38.18% 387 65.63% 165 59.39% 353 38.18% 
Basilicata 115 59.13% 78 76.92% 24 66.67% 56 59.13% 
Calabria 444 43.02% 279 63.80% 119 52.94% 203 43.02% 
Sicilia 1,674 17.32% 889 31.72% 330 44.55% 816 17.32% 
Sardegna 355 46.48% 268 60.45% 149 42.28% 107 46.48% 

Source:   CEIS Healthcare processing of data from the Ministry of Health 

In detail, 4.269 facilities deliver laboratory services (previously 4.236 in 

2005), 6,235 deliver clinical services (6,416 in 2006 and 6,705 in 2005) and 3,047 

offer diagnostics services (3,061 in 2006 and 2,049 in 2005)52. 

Of the facilities surveyed, 48.2% of the total are public accredited ones 

(equal to). 

The public/private territorial distribution is considerably dissimilar between 

Regions: the percentage of private facilities in the Sicilia Region reaches 80.0 % 

                                                 
52 Some facilities deliver services in various branches. 
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followed by Campania; at the other extreme, Piemonte and Umbria only possess 

24.0% of private facilities. 

In general, there has been an upward trend between 2004 and 2005 for 

public facilities, which once again decreased between 2005 and 2007. 

7.3.1 Dimensions of the delivering facilities 

In order to obtain some sort of information, albeit of an approximate 

nature, it is possible to compare the services delivered with the number of facilities 

per branch.   

Italy counts 25,489 Clinic facilities per structure (35,651 in the North, 

22,792 in the Centre and 18,149 in the South), 236,896 laboratory facilities (466,822 

in the North, 269,488 in the Centre and 131,530 in the South) and 19,988 diagnostics 

facilities (25,645; 19,396; 15,052 in the North, Centre and South respectively). 
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Table 7.5 

Average services per facility and per branch 

Year 2007 

Regions Clinical Analysis Diagnostics 

Italy 25489.00 236895.65 19987.85 
North 35650.83 466822.39 25645.60 
Centre 22791.82 269488.35 19396.41 
South 18149.23 131530.44 15052.15 
Piemonte 30432.87 361534.64 23211.29 
Valle D’Aosta 128746.33 2179207.00 68876.00 
Lombardia 44840.18 506023.72 26529.10 
P. A. Bolzano 44765.35 450458.64 41206.00 
P. A. Trento 50477.04 585822.69 31613.11 
Veneto 36034.39 544948.64 34083.69 
Friuli Venezia Giulia 24847.30 734347.14 22274.40 
Liguria 24075.71 268746.78 13944.57 
Emilia Romagna 33831.53 491537.33 25267.54 
Toscana 16733.73 477675.44 25219.73 
Umbria 30196.08 475976.64 25666.51 
Marche 34219.79 291290.54 25900.09 
Lazio 25778.36 190709.26 14965.49 
Abruzzo 36537.87 231092.92 26765.13 
Molise 32087.88 229212.84 15839.56 
Campania 18046.96 109592.51 15099.81 
Puglia 22584.84 177802.91 21959.71 
Basilicata 15454,45 157125,05 20619.04 
Calabria 17209,31 167784,40 11866.06 
Sicilia 13812,99 92312,69 12130.54 
Sardegna 18675,88 250096,04 11138.41 

Source:   CEIS Healthcare processing of data from the Ministry of Health 

For laboratory facilities, counting out Valle d’Aosta (which has a singular 

situation), the Region with the greatest average dimension per facility in 2007 was 

Friuli Venezia Giulia (734,347), followed by the Autonomous Province of Trento 

(585,823). The Region with the greatest “fragmentation” is Sicilia (92,313), followed 

by Campania (109,593). Generally, in the southern Regions, the fabric of out-patient 

departments and laboratories is on an average distinguished by small dimensions – 

with evident risks for their efficiency and quality. 
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Also for diagnostics the differences are noteworthy: in Province of Bolzano 

and Veneto we can observe the maximum average dimension of structure and in 

Sardegna and Calabria the minimum one.   

In 2007 the clinical services per facility were mostly concentrated 

respectively in Province of Trento and Lombardia.  

Sicilia and Basilicata were on the contrary characterized by the lowest 

average number of clinical services per facility. 
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Table 7.6 

Variation of average services per facility and per branch 

Expressed in percentages. Year 2007-2006 

Regions Clinic Laboratory  Diagnostics 

Italy 2.15 1.93 1.25 
North 7.10 3.73 8.06 
Centre -3.68 3.27 3.44 
South 0.81 -0.44 -7.99 
Piemonte 3.66 -7.77 1.46 
Valle D’Aosta -3.41 2.35 3.17 
Lombardia 8.30 6.89 7.89 
P. A. Bolzano 183.18 39.06 365.37 
P. A. Trento 11.04 2.66 12.70 
Veneto -5.56 -2.31 -3.47 
Friuli Venezia Giulia 3.37 11,.39 -13.88 
Liguria 4.20 2.00 -18.98 
Emilia Romagna 0.34 12.20 21.52 
Toscana -18.97 -1.23 1.24 
Umbria 15.54 54.66 26.06 
Marche 15.73 21.04 25.73 
Lazio 2.97 -2.54 -2.58 
Abruzzo -22.67 7.90 -7.53 
Molise -6.69 -20.08 -23.39 
Campania 1.86 2.18 -12.58 
Puglia 2.21 -12.01 -8.64 
Basilicata -2.88 -3.59 0.08 
Calabria -18.13 8.47 -12.71 
Sicilia 12.99 -0.75 -2.91 
Sardegna 2.54 -0.67 3.07 

Source:   CEIS Healthcare processing of data from the Ministry of Health 

The variations bring to light how, between 2004 and 2005, a slight increase 

was registered only in the clinical branch (the number of analysis and diagnostics 

have remained more or less constant); whereas between 2005 and 2006 the increase 

of services was evident: +15.8% for clinical services, +14.3% for analysis services 

and +8.2% for diagnostic services. Now the process appears stopped. 

In terms of ratio with the population served, in 2007 the average target 

users for out-patient departments and laboratories were equal to 6,071 inhabitants per 

facility (5,892 in 2006). 
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Again in this case, the figure is geographically very variable: it goes from a 

number of average citizens per facility equal to 41,993 in Valle d’Aosta to the figure 

for Sicilia that is equal to 3,005. 

Within the clinical, diagnostics and laboratory branches there is an average 

number of citizens per facility that is respectively equal to 9,426, 19,567 and 13,966 

(9,157, 19,194 e 13,873 in 2006). 
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Table 7.7 

Average potential users of the facilities 

Inhabitants per facility  -  Year 2007 

Regione 

Total out-
patient dept. 

and 
laboratories  

Clinical Diagnostics Laboratory 

Italy 6071 9426 13966 19567 
North 9839 11836 26378 23600 
Centre 5481 8566 15322 17690 
South 4221 7797 8401 16823 
Piemonte 9716 11142 22571 21788 
Valle D’Aosta 41993 41993 125979 62990 
Lombardia 12129 15043 28360 24916 
P. A. Bolzano 8980 9685 35279 35279 
P. A. Trento 16560 18334 32085 28520 
Veneto 10574 12422 30202 30392 
Friuli Venezia Giulia 8792 10100 43645 28420 
Liguria 4410 5984 15629 13643 
Emilia Romagna 9336 10852 25005 20756 
Toscana 3975 5883 26645 21255 
Umbria 8504 10656 24568 23904 
Marche 7727 10785 15377 22508 
Lazio 6179 10883 11419 14596 
Abruzzo 7834 11821 13510 24981 
Molise 6291 9436 12834 17824 
Campania 4022 9313 7078 15293 
Puglia 5986 10534 11548 24706 
Basilicata 5139 7577 10554 24625 
Calabria 4522 7196 9890 16871 
Sicilia 3005 5658 6164 15241 
Sardegna 4692 6215 15567 11179 

Source: CEIS Healthcare processing of data from the Ministry of Health 

The figure seems to be quite variable at the regional level. For that which 

concerns the clinical branch, the highest figure was registered in Valle d’Aosta; and 

the lowest figure was that in Trentino Alto Adige; regarding the diagnostics branch, 

the highest figure was observed in Valle d’Aosta, followed by Bolzano and the 

lowest amount was registered in Sardegna, Liguria and Lazio; finally, for that which 

regards laboratory analysis, Valle d’Aosta again reaches the maximum average 
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number of citizens per facility and Sicilia possesses the lowest number of target 

users. 

Regarding target users, the average amount of citizens per facility has 

increased by 5.0% between 2005 and 2007. 

It is important to stress how the private sector (accredited) is important, but 

with different characteristics over the territory also due to the different accreditation 

practices.  

The greater fragmentation of facilities in the south also comes to light, 

which are generally of a small dimension. Nevertheless, overall one can observe a 

progressive increase in the average dimensions of the facilities.   

Unfortunately it is impossible to separate the real contribution of private 

and public facilities in terms of the quantity and quality of services.   

7.4 Medical services 

Approximately 1.3-billion specialist laboratory, diagnostics, medical 

physics and rehabilitation services were delivered in Italy during 2007, together with 

other clinical treatment (equal to 1.1-billion in 2005, with a 1.6% decrease). 



  501 

Table 7.8 

Service by type  -  Year 2007 

Regions Totale  Clinica Analisi di 
laboratorio 

Diagnostic
a 

Diagnostic
a per 

immagini 
Radiol. 

diagnostica 

Diagnostic
a per 

immagini 
Medicina 
nucleare 

Med. 
Fisica 

Italy 1308256518 161217896 1011307511 60902986 58149842 2753144 74828125 
North 620904341 81676060 479893415 29466794 28541964 924830 29868072 
Centre 262570733 31065246 205350126 12801630 12102050 699580 13353731 
South 424781444 48476590 326063970 18634562 17505828 1128734 31606322 
Piemonte 94087289 12020982 70499255 4688681 4509663 179018 6878371 
Valle D’Aosta 2852117 386239 2179207 137752 135314 2438 148919 
Lombardia 219049946 28742557 172048064 10266763 9943400 323363 7992562 
P. A. Bolzano 9861214 2283033 6306421 576884 571875 5009 694876 
P. A. Trento 11807664 1413357 9373163 569036 556792 12244 452108 
Veneto 114738646 14017379 87191783 5419307 5221285 198022 8110177 
Friuli V. G. 25281626 3006523 20561720 957799 924587 33212 755584 
Liguria 38536248 6476367 27680918 1645459 1562167 83292 2733504 
E. Romagna 104689591 13329623 84052884 5205113 5116881 88232 2101971 
Toscana 81387003 10458579 65919211 4363013 4128346 234667 646200 
Umbria 20837793 2506275 17135159 949661 931671 17990 246698 
Marche 37778367 4927650 29420345 1787106 1737514 49592 1643266 
Lazio 122567570 13172742 92875411 5701850 5304519 397331 10817567 
Abruzzo 29105867 4092241 22647106 1418552 1304009 114543 947968 
Molise 7448092 1090988 5730321 285112 274106 11006 341671 
Campania 118105210 11261300 89975451 5737926 5485371 252555 11130533 
Puglia 82401406 8740335 62764427 3623352 3404692 218660 7273292 
Basilicata 12724075 1205447 8799003 494857 478205 16652 2224768 
Calabria 42827007 4801397 34060234 1412061 1278707 133354 2553315 
Sicilia 96090833 12279746 75327152 4003079 3712330 290749 4480856 
Sardegna 36078954 5005136 26760276 1659623 1568408 91215 2653919 

Source: CEIS Healthcare processing of data from the Ministry of Health 

The prevailing sector is obviously laboratory testing, amounting to over 1 

billion (77.3% of total) (984-million in 2006 and above 858-million in 2005); 

followed by clinic (12.3%of total) medical physics services (5.7%of total) and 

diagnostics (4.7%of total.). 
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Table 7.9 

Variation specialist medical services by type 

Years 2007/2006 

Regions Total  Clinic Laboratory Diagnostic

Diagnostica 
per 

immagini 
Radiol. 

diagnostica 

Diagnosti
ca per 

immagini 
Medicina 
nucleare 

Med. 
fisica 

Italy 1.63 0.70 2.75 0.79 1.28 -8.51 -9.40 
North 2.35 1.30 3.73 4.08 5.22 -22.11 -14.78 
Centre 1.23 -1.73 3.55 5.03 4.89 7.61 -22.63 
South 0.82 1.30 0.86 -6.48 -6.65 -3.67 4.36 
Piemonte 2.57 4.19 2.18 4.04 3.10 34.83 2.75 
Valle D’Aosta 2.25 -3.41 2.35 3.17 3.43 -9.13 17.32 
Lombardia 0.43 4.87 2.67 1.59 1.47 5.41 -38.62 
P. A. Bolzano 1.21 -6.82 2.47 14.30 37.80 -94.42 9.65 
P. A. Trento 2.45 -2.84 2.66 12.70 11.76 82.37 3.91 
Veneto -2.50 -6.05 -1.70 -0.34 -0.26 -2.42 -6.02 
Friuli Venezia Giulia 6.77 3.37 7.55 5.80 6.35 -7.53 1.12 
Liguria -4.41 3.43 -4.49 -18.29 -9.66 -70.73 -10.54 
Emilia Romagna 15.00 0.34 16.99 23.93 25.57 -29.60 23.16 
Toscana -6.21 -13.87 -4.68 1.24 1.06 4.56 -44.72 
Umbria 49.98 16.95 59.08 22.75 20.89 504.10 19.82 
Marche 21.27 15.73 22.25 25.73 26.98 -6.59 16.74 
Lazio -3.91 0.80 -1.53 0.32 -0.18 7.50 -25.27 
Abruzzo 7.29 -4.82 10.14 2.10 18.10 -59.83 7.95 
Molise 3.37 -0.86 5.16 -13.82 -14.00 -8.98 5.26 
Campania 0.91 2.69 1.93 -10.70 -11.08 -1.55 -2.22 
Puglia -5.52 2.47 -8.65 -9.74 -11.88 45.42 21.90 
Basilicata 6.11 3.77 1.86 4.43 4.63 -1.13 29.53 
Calabria 1.92 -16.63 6.37 -12.71 -17.36 89.62 -2.76 
Sicilia 0.82 9.18 -0.50 -3.79 -3.73 -4.50 6.72 
Sardegna 7.98 4.49 11.88 9.70 9.15 20.09 -16.79 

Source: CEIS Healthcare processing of data from the Ministry of Health 

An average of 21.9 specialist medical services were registered in Italy in 

2007 for each citizen, against the 21.9 delivered in 2006;  in particular, 17.0 were 

laboratory services, 1.0 diagnostics, 1.3 medical physics and 2.7 “other specialist 

clinical services”. 
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Table 7.10 

Specialist medical services per-capita 

Year 2007 

Regions Total  Clinic Laboratory Diagnostic

Diagnostic
a 

per 
immagini 
Radiol. 

diagnostic
a 

Diagnostic
a per 

immagini 
Medicina 
nucleare 

Med. 
fisica 

Italy 21.94 2.70 16.96 1.02 0.98 0.05 1.26 
North 22.90 3.01 17.70 1.09 1.05 0.03 1.10 
Centre 22.49 2.66 17.59 1.10 1.04 0.06 1.14 
South 20.40 2.33 15.66 0.89 0.84 0.05 1.52 
Piemonte 21.38 2.73 16.02 1.07 1.02 0.04 1.56 
Valle D’Aosta 22.64 3.07 17.30 1.09 1.07 0.02 1.18 
Lombardia 22.72 2.98 17.84 1.06 1.03 0.03 0.83 
P. A. Bolzano 19.97 4.62 12.77 1.17 1.16 0.01 1.41 
P. A. Trento 23.00 2.75 18.26 1.11 1.08 0.02 0.88 
Veneto 23.74 2.90 18.04 1.12 1.08 0.04 1.68 
Friuli Venezia Giulia 20.69 2.46 16.83 0.78 0.76 0.03 0.62 
Liguria 23.94 4.02 17.20 1.02 0.97 0.05 1.70 
Emilia Romagna 24.48 3.12 19.66 1.22 1.20 0.02 0.49 
Toscana 22.13 2.84 17.93 1.19 1.12 0.06 0.18 
Umbria 23.56 2.83 19.37 1.07 1.05 0.02 0.28 
Marche 24.33 3.17 18.94 1.15 1.12 0.03 1.06 
Lazio 22.04 2.37 16.70 1.03 0.95 0.07 1.95 
Abruzzo 21.98 3.09 17.11 1.07 0.98 0.09 0.72 
Molise 23.21 3.40 17.86 0.89 0.85 0.03 1.06 
Campania 20.32 1.94 15.48 0.99 0.94 0.04 1.92 
Puglia 20.21 2.14 15.40 0.89 0.84 0.05 1.78 
Basilicata 21.53 2.04 14.89 0.84 0.81 0.03 3.76 
Calabria 21.33 2.39 16.96 0.70 0.64 0.07 1.27 
Sicilia 19.10 2.44 14.98 0.80 0.74 0.06 0.89 
Sardegna 21.66 3.00 16.07 1.00 0.94 0.05 1.59 

Source:   CEIS Healthcare processing of data from the Ministry of Health 

Regional distribution is rather dissimilar, going from 24.5 medical services 

per citizen in the Emilia Romagna region to 19.1 for the Sicilia region. 
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Figure 7.2 

Specialist medical services per-capita 

Year 2007 

Source: CEIS Healthcare processing of data from the Ministry of Health 

For that which concerns laboratory testing, the Region with the greatest 

number of services per citizen is Emilia Romagna, with an average of 19.7; on the 

other hand, the Region with the lowest amount of services is Calabria with 0.6 per 

capita. 

Whereas for that which regards diagnostics, Liguria is the Region with the 

largest amount of medical services per capita (3.8), while Toscana is on the other 

extreme  with an average per capita amount of diagnostic services equal to 0.2. 

And finally, relative to clinic, Bolzano registers a per capita average 

amount of services equal to 4.6 whereas Campania has the lowest share with 1.9 

services per citizen. 
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Table 7.11 

Per capita services per population weighted average 

Year 2007 

Regions Total Clinic Laboratory Diagnosti
c 

Diagnost. 
per 

immagini 
Radiol. 

diagnostic
a 

Diagnost. 
per 

immagini 
Medicina 
nucleare 

Med. 
fisica 

Italy 21.94 2.70 16.96 1.02 0.98 0.05 1.26 
North 22.39 2.95 17.31 1.06 1.03 0.03 1.08 
Centre 21.99 2.60 17.20 1.07 1.01 0.06 1.12 
South 21.29 2.43 16.34 0.93 0.88 0.06 1.58 
Piemonte 20.44 2.61 15.32 1.02 0.98 0.04 1.49 
Valle D’Aosta 22.27 3.02 17.01 1.08 1.06 0.02 1.16 
Lombardia 22.62 2.97 17.76 1.06 1.03 0.03 0.83 
P. A. Bolzano 21.06 4.87 13.47 1.23 1.22 0.01 1.48 
P. A. Trento 23.35 2.79 18.53 1.13 1.10 0.02 0.89 
Veneto 23.78 2.90 18.07 1.12 1.08 0.04 1.68 
Friuli Venezia Giulia 19.64 2.34 15.97 0.74 0.72 0.03 0.59 
Liguria 21.75 3.66 15.62 0.93 0.88 0.05 1.54 
Emilia Romagna 23.51 2.99 18.88 1.17 1.15 0.02 0.47 
Toscana 21.06 2.71 17.05 1.13 1.07 0.06 0.17 
Umbria 22.56 2.71 18.55 1.03 1.01 0.02 0.27 
Marche 23.57 3.07 18.35 1.11 1.08 0.03 1.03 
Lazio 22.09 2.37 16.74 1.03 0.96 0.07 1.95 
Abruzzo 21.67 3.05 16.86 1.06 0.97 0.09 0.71 
Molise 22.74 3.33 17.50 0.87 0.84 0.03 1.04 
Campania 22.05 2.10 16.80 1.07 1.02 0.05 2.08 
Puglia 21.07 2.23 16.05 0.93 0.87 0.06 1.86 
Basilicata 21.72 2.06 15.02 0.84 0.82 0.03 3.80 
Calabria 22.05 2.47 17.53 0.73 0.66 0.07 1.31 
Sicilia 19.89 2.54 15.59 0.83 0.77 0.06 0.93 
Sardegna 2186 3.03 16.21 1.01 0.95 0.06 1.61 

Source:   CEIS Healthcare processing of data from the Ministry of Health 

The analysis per population weighted average53, therefore standardized by 

age, demonstrates a correlation between northern and southern regions for total 

specialist medical services in 2007although absolutely significant differences were 

surveyed. 

                                                 
53  Data by specialist service, data provided by the Ministry of Health. 
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7.5 OECD specialist expenditure  

According to OECD data, specialist expenditure54 in Italy was equal to 

2.7% of the GDP in 2007. The greatest share of specialist expenditure over GDP can 

be observed in the United States during 2006 (8.4%), followed by Portugal (3.1%) 

that registered a value equal to half of the U.S.A. figure and by Sweden (3.0%).  The 

countries with minor specialist expenditure over GDP are instead Poland and 

Hungary (respectively 1.2%, 1.5%).  

                                                 
54 The figure includes services delivered within hospitals. 
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Table 7.12 

Specialist public and private expenditure on GDP  

Countries 1980 1990 2000 2005 2006 2007 

Average OECD 1.9 2.2 2.2 2.4 2.5 2.5 
Australia 1.7 2.0 2.6 2.8 2.8 n.d. 
Austria 1.4 2.1 2.4 2.4 2.4 2.4 
Belgio 2.5 2.9  2 1.8 2.0 
Canada 1.8 2.2 2.2 2.5 2.5 2.5 
Corea 1.3 1.4 1.6 2.1 2.3 2.3 
Danimarca 2 1.8 2.1 2.3 2.3 2.6 
Finlandia 1.6 2.4 1.8 2.1 2.2 2.2 
Francia 1.5 2 1.8 1.9 1.9 1.9 
Germania 2.8 2.5 2.3 2.3 2.3 2.3 
Giappone 2.9 2.6 2.4 2.6 2.6 n.d. 
Grecia n.d. n.d. n.d. n.d. n.d. n.d. 
Irlanda n.d. n.d. n.d. n.d. n.d. n.d. 
Islanda 1.1 1.8 2.3 2.4 2.3 2.4 
Italy n.d. 2.4 2.4 2.7 2.7 2.7 
Lussemburgo 2.6 2.6 1.4 1.9 n.d. n.d. 
Messico n.d. n.d. 1.2 1.8 1.8 19 
Norvegia 1.3 1.6 1.5 1.7 1.6 1.6 
Nuova Zelanda n.d. n.d. n.d. 2.1 2.5 2.3 
Olanda 1.5 1.4 1.7 n.d. n.d. n.d. 
Polonia n.d. n.d. n.d. 1.1 1.2 1.2 
Portogallo n.d. n.d. 2.7 3.3 3.4  
Regno Unito n.d. n.d. n.d. n.d. n.d. n.d. 
Repubblica Ceca n.d. n.d. 1.5 16 1.6 1.7 
Slovacchia n.d. n.d. 1.1 1.2 1.6 1.7 
Spagna n.d. n.d. 2.9 2.5 2.5 2.5 
Stati Uniti 2.8 4.7 5.8 6.8 8.3 8.4 
Svezia n.d. n.d. 2.2 3.0 30 3.0 
Svizzera n.d. 2.2 2.9 3.3 3.2 3.1 
Turchia n.d. 1.8 1.4 n.d. n.d. n.d. 
Ungheria n.d. n.d. 1.5 1.8 1.7 1.5 

Source:   CEIS Healthcare processing of data from OECD 

During 2007 Italy registered expenditure, both within the public and private 

sectors, equal to $818.00. This figure represents an upward trend equal to 2.2% 

compared to 2006 (under the average of OECD Countries). 

The cost of services per citizen goes from an amount of $3,842.00 for the 

United States and down to $195.00 registered for Poland.  
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Table 7.13 

Specialist public and private expenditure per capita 

Value in $ (PPP) 

Countries 1980 1990 2000 2005 2006 2007 

Average OECD 187 414 556 745 807 854 
Australia 176 349 718 946 992 n.d 
Austria 151 403 685 810 838 885 
Belgio 252 539 n.d. 650 599 708 
Canada 196 424 620 863 922 979 
Corea 35 113 267 449 521 568 
Danimarca 200 342 617 755 803 945 
Finlandia 143 429 469 646 709 751 
Francia 141 343 456 575 598 629 
Germania 324 538 606 733 765 797 
Giappone 261 493 622 788 824 n.d. 
Grecia n.d. n.d. n.d. n.d. n.d. n.d. 
Irlanda n.d. n.d. n.d. n.d. n.d. n.d. 
Islanda 128 382 657 830 822 857 
Italy n.d. 415 600 766 800 818 
Lussemburgo n.d. n.d. 627 985 n.d. n.d. 
Messico n.d. n.d. 119 225 244 268 
Norvegia 123 286 545 787 816 863 
Nuova Zelanda n.d. n.d. n.d. 523 644 623 
Olanda 142 245 502 n.d. n.d. n.d. 
Polonia n.d. n.d. n.d. 156 172 195 
Portogallo n.d. n.d. n.d. 689 726 n.d. 
Regno Unito n.d. n.d. n.d. n.d. n.d. n.d. 
Repubblica Ceca n.d. n.d. 226 317 346 397 
Slovacchia n.d. n.d. 116 193 292 345 
Spagna n.d. n.d. 608 673 735 794 
Stati Uniti 346 1090 1996 2834 3631 3842 
Svezia n.d. n.d. 614 972 1041 1103 
Svizzera n.d. 541 904 1165 1219 1286 
Turchia n.d. 104 123 n.d. n.d. n.d. 
Ungheria n.d. n.d. 185 299 302 283 

Source: CEIS Healthcare processing of data from OECD 

Public and private specialist expenditure in Italy constitutes an important 

share of the total healthcare budget: 30.5% in 2007 and 29% in 2001. Countries in 

which the percentage of out-patient expenditure over the total healthcare budget is 

greatest are again the United States (52.7%), followed by Sweden (33.2%). Countries 
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with a specialist expenditure that is lowest over the total healthcare budget are France 

and Norway (17.6% and 18.1%). 

Table 7.14 

Share of public and private specialist expenditure over total 

healthcare budget 

Countries 1980 1990 2000 2005 2006 2007 

Average OECD 28.4 31.9 26.6 26.1 27.0 26.5 
Australia 27.3 29.0 31.6 31.7 31.6 n.d. 
Austria 19.3 24.9 24.3 23.3 23.2 23.5 
Belgio 39.2 39.8 n.d. 19.7 17.8 19.7 
Canada 25.1 24.4 24.6 24.9 25 25.1 
Corea 32.6 31.6 33 34.7 34.9 33.6 
Danimarca 22.3 22.1 25.9 24 23.9 26.9 
Finlandia 25.0 31.4 25.3 24.9 26.2 26.4 
Francia 21.1 23.7 18 17.4 17.5 17.5 
Germania 33.4 30.4 22.7 21.9 22.1 22.2 
Giappone 44.6 43.9 31.6 31.9 31.9 n.d. 
Grecia n.d. n.d. n.d. n.d. n.d. n.d. 
Irlanda n.d. n.d. n.d. n.d. n.d. n.d. 
Islanda 16.9 22.9 24 25.1 25.6 25.8 
Italy n.d. 30.6 29.2 30.2 29.9 30.5 
Lussemburgo 49.5 49.3 24.5 24.5 n.d. n.d. 
Messico n.d. n.d. 23.5 31.1 31.4 32.6 
Norvegia 18.4 20.9 17.9 18.3 18.1 18.1 
Nuova Zelanda n.d. n.d. n.d. 23.2 26.4 24.8 
Olanda 19.6 17.3 21.5 n.d. n.d. n.d. 
Polonia n.d. n.d. n.d. 18.2 18.7 18.9 
Portogallo n.d. n.d. 30.6 32.9 33.8 n.d. 
Regno Unito n.d. n.d. n.d. n.d. n.d. n.d. 
Repubblica Ceca n.d. n.d. 23.1 21.8 22.9 24.4 
Slovacchia n.d. n.d. 19.3 17 22 22.2 
Spagna n.d. n.d. 39.6 29.7 29.8 29.7 
Stati Uniti 31.7 38.8 42.4 43.2 52.4 52.7 
Svezia n.d. n.d. 26.9 32.9 33.3 33.2 
Svizzera n.d. 26.6 28.1 29.0 29.3 29.1 
Turchia n.d. 66.6 28.4 n.d. n.d. n.d. 
Ungheria n.d. n.d. 21.7 21.2 20.7 20.4 

Source:   CEIS Healthcare processing of data from OECD 

In the OECD Countries, in 2007, the 63.6% of specialist expenditure is 

public. 
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In general, the share of public specialist expenditure is greater than the 

private one, with the exception of Mexico and the United States, Korea and 

Switzerland.   

In Italy, 75.0% of specialist expenditure for the year 2007 is considered 

public by the OECD. 

Table 7.15 

Share of public and private specialist expenditure over total 

healthcare budget 

Countries 1980 1990 2000 2005 2006 2007 

Average OECD 60.8 63.2 63.3 64.3 63.7 63.6 
Australia 42.0 59.2 72.1 66.2 66.5 n.d. 
Austria 66.4 72.5 71.2 73.1 73.5 73.8 
Belgio n.d. n.d. n.d. 63.6 65.2 64.9 
Canada 64.9 68.9 62.2 63.0 63.2 63.2 
Corea 14.6 35.3 44.3 48.6 48.9 48.9 
Danimarca 84.3 71.9 78.0 76.5 77.5 80.8 
Finlandia 72.0 77.8 66.8 69.9 71.9 71.9 
Francia 72.6 65.8 66.2 64.7 64.5 64.3 
Germania 74.2 67.7 75.9 69.7 69.4 68.8 
Giappone 85.7 84.4 81.7 82.0 82.0 n.d. 
Grecia n.d. n.d. n.d. n.d. n.d. n.d. 
Irlanda n.d. n.d. n.d. n.d. n.d. n.d. 
Islanda 76.4 61.7 59.2 62.3 64.5 65.3 
Italy n.d. 78.9 69.8 74.8 75.0 75.0 
Lussemburgo 86.9 87.7 84.1 86.4 n.d. n.d. 
Messico n.d. n.d. 5.6 24.2 23.3 28.0 
Norvegia 24.5 30.4 61.1 62.8 62.7 63.3 
Nuova Zelanda n.d. n.d. n.d. 67.8 72.0 78.8 
Olanda 56.4 52.4 58.7 n.d. n.d. n.d. 
Polonia n.d. n.d. n.d. 57.0 57.2 57.4 
Portogallo n.d. n.d. n.d. n.d. n.d. n.d. 
Regno Unito n.d. n.d. n.d. n.d. n.d. n.d. 
Repubblica Ceca n.d. n.d. 91.2 89.8 90.0 87.5 
Slovacchia n.d. n.d. 86.9 64.7 69.0 72.1 
Spagna n.d. n.d. 62.7 54.2 55.3 56.4 
Stati Uniti 30.7 33.1 39.7 41.0 34.1 33.8 
Svezia n.d. n.d. 75.0 76.7 77.5 78.3 
Svizzera n.d. n.d. 47.4 48.9 48.4 49.0 
Turchia n.d. n.d. 45.2 n.d. n.d. n.d. 
Ungheria n.d. n.d. 52.0 55.0 52.4 54.6 

Source: CEIS Healthcare processing of data from OECD 
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7.5.1 Total specialist medical expenditure (estimate) 

Using the data supplied by the Regions during the LEA (Essential 

Assistance Levels) expenditure survey referring to 200555, the regional shares of 

specialist expenditure attributable to public and accredited private facilities have been 

estimated. 

The overall burden of specialist services is on the average equal to 10.8% 

of the total public health budget.  Therefore, had the figures remained constant in 

2006, the expenditure for specialist medical services would have amounted to a figure 

between €12.4-billion and €12.6-billion. 

Approximately 73.3% of the costs would be attributable to public facilities, 

whereas the remaining 26.7% would be attributable to private accredited ones despite 

the fact that these constitute approximately half of the total facilities; the said 

estimate is sufficiently coherent with OECD figures. 

                                                 
55  Molise and Lazio data is not available. 



  512 

Table 7.16 

Share of specialist expenditure delivered by private 

facilities over total specialist expenditure budget 

Expressed in percentages  

Regions 2008 

Italy 73.25% 
North 79.29% 
Centre 89.85% 
South 50.54% 
Piemonte 82.20% 
Valle D’Aosta 95.15% 
Lombardia 69.38% 
P. A. Bolzano 97.37% 
P. A. Trento 85.42% 
Veneto 73.78% 
Friuli Venezia Giulia 87.00% 
Liguria 90.17% 
Emilia Romagna 89.17% 
Toscana 88.67% 
Umbria 93.54% 
Marche 90.95% 
Lazio n.d. 
Abruzzo 73.50% 
Molise n.d. 
Campania 31.30% 
Puglia 72.83% 
Basilicata 79.02% 
Calabria 62.00% 
Sicilia 29.65% 
Sardegna 61.72% 

Source: CEIS Healthcare processing of data from the Ministry of Health 
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Table 7.17 

Estimate of total specialist expenditure per citizen 

Regions 2008 
Italy 211.32 
North 277.82 
Centre 151.46 
South 158.30 
Piemonte 311.07 
Valle D’Aosta 341.21 
Lombardia 244.76 
P. A. Bolzano 417.67 
P. A. Trento 207.91 
Veneto 264.10 
Friuli Venezia Giulia 236.22 
Liguria 349.56 
Emilia Romagna 308.87 
Toscana 301.80 
Umbria 258.85 
Marche 276.67 
Lazio n.d. 
Abruzzo 135.73 
Molise n.d. 
Campania 159.60 
Puglia 202.81 
Basilicata 199.69 
Calabria 158.71 
Sicilia 136.87 
Sardegna 142.77 

Source: CEIS Healthcare processing of data from the Ministry of Health 

The Regions with the highest per capita public specialist medical 

expenditure are those in the north (respectively Liguria, Valle D’Aosta, and Bolzano 

>90%) and in the centre. Whereas the second half of the place list includes the 

Regions located in the South and, in particular, the last positions are occupied by 

Sicilia and Campania (<32%). 

In Italy people spend € 211.3 per capita for specialist assistance: € 277.8 in 

the North, € 151.5 in the Centre and € 158.3 in the South. 
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Table 7.18 

Estimate of total specialist expenditure per citizen 

(weighted population)  

Regions 2008 
Italy 211.32 
North 271.69 
Centre 187.73 
South 165.26 
Piemonte 297.45 
Valle D’Aosta 335.61 
Lombardia 243.66 
P. A. Bolzano 440.49 
P. A. Trento 211.06 
Veneto 264.48 
Friuli Venezia Giulia 224.22 
Liguria 317.64 
Emilia Romagna 296.58 
Toscana 287.11 
Umbria 247.83 
Marche 268.04 
Lazio n.d. 
Abruzzo 133.77 
Molise n.d. 
Campania 173.13 
Puglia 211.39 
Basilicata 201.46 
Calabria 164.03 
Sicilia 142.49 
Sardegna 144.07 

Source: CEIS Healthcare processing of data from the Ministry of Health 

Looking the relation of specialist expenditure and hospital expenditure we 

can note an inverse relationship. 
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Figure 7.3 

Specialist expenditure per citizen (weighted population) vs hospital expenditure 

per citizen (weighted population) 

Year 2008 

Source: CEIS Healthcare processing of data from the Ministry of Health 
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7.5.2 Evolution of specialist medical expenditure financed by the medical 

insurance plan  

Financed specialist medical assistance equals, in 2008, € 3922.85; in 

particular the specialist expenditure increase 6.7% in Italy: 9.3% in the North, 7.2% 

in the Centre and 4.6% in the South. 

Table 7.19 

Expenditure variation by specialist assistance 

Regions Average 
2006/2001 2007/2006 2008/2007 

Italy 7.16 6.26 5.16 
North 9.71 10.62 5.91 
Centre 9.23 -6.11 11.42 
South 4.40 7.96 2.03 
Piemonte 13.21 10.02 12.35 
Valle D’Aosta 0.02 2.42 -65.60 
Lombardia 8.76 15.01 8.18 
P. A. Bolzano 2.62 4.62 -4.08 
P. A. Trento 12.35 17.48 10.68 
Veneto 10.17 0.15 9.74 
Friuli Venezia Giulia -0.56 69.66 -18.79 
Liguria 9.17 0.27 -4.85 
Emilia Romagna 11.98 8.79 -6.46 
Toscana 8.94 3.21 1.92 
Umbria 7.22 16.35 4.28 
Marche 1.03 2.91 3.38 
Lazio 10.12 -9.50 14.86 
Abruzzo 2.72 14.25 -4.69 
Molise 11.02 23.47 19.34 
Campania 5.02 6.37 3.62 
Puglia 4.85 -0.13 3.67 
Basilicata 0.43 -10.43 69.46 
Calabria 1.32 -10.15 21.65 
Sicilia 3.60 20.12 -6.40 
Sardegna 8.59 -1.07 2.65 

Source: CEIS Healthcare processing of data from the Ministry of Health 

Specialist expenditure covered by a medical insurance plan in Italy has 

increased on an average by 7.2% during the period 2001-2006, by 3.3% between 

2006 and 2007, and by 5.2% between 2007 and 2008. 
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In the North, specialist services covered by a medical insurance plan have 

grown more than the national average, both within the five-year period taken into 

consideration and during the last year; in the centre, specialist expenditure greatly 

increased between 2001 and 2006 and then was significantly reduced between 2006 

and 2007.  In the southern Regions the specialist expenditure grew by +4.4% between 

2001 and 2006 and then continued to be on the rise between 2007 and 2008 (+2%). 

The Regions which registered the greatest increase are Basilicata and 

Calabria, whereas Valle d’Aosta and Friuli Venezia Giulia have undergone a 

significant decrease in specialist services covered by a medical insurance plan 

between 2007 and 2008. 

The specialist expenditure represents the 3.7% of total health expenditure: 

3.1% in the North, 3.2% in the Centre and 4.8% in the South. 
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Table 7.20 

Specialist health expenditure on public health expenditure 

Regions 2001 2006 2007 2008 

Italy 7.60 9.06 9.65 9.92 
North 5.94 7.75 8.39 8.55 
Centre 6.66 8.56 8.31 9.03 
South 10.06 10.98 12.04 12.30 
Piemonte 4.75 7.40 7.81 8.54 
Valle D’Aosta 12.79 9.46 9.53 4.07 
Lombardia 6.68 8.45 9.49 9.82 
P. A. Bolzano 2.26 1.88 1.91 1.91 
P. A. Trento 2.67 3.67 4.17 4.51 
Veneto 8.53 10.20 10.39 10.73 
Friuli Venezia Giulia 5.14 4.87 7.95 6.47 
Liguria 3.90 5.82 5.76 5.25 
Emilia Romagna 4.09 5.81 6.09 5.51 
Toscana 5.01 6.75 6.89 6.95 
Umbria 2.53 2.95 3.44 3.50 
Marche 5.58 4.91 4.87 5.04 
Lazio 7.81 10.23 9.85 10.94 
Abruzzo 5.55 4.98 5.68 5.94 
Molise 6.46 7.50 8.93 10.27 
Campania 12.02 15.11 16.08 17.27 
Puglia 7.62 7.79 7.80 7.83 
Basilicata 6.37 5.28 4.59 7.45 
Calabria 9.49 8.85 8.02 9.22 
Sicilia 11.69 12.24 15.52 14.54 
Sardegna 7.87 10.09 10.22 10.31 

Source: CEIS Healthcare processing of data from the Ministry of Health 

On an average, every individual spends €65.8 for specialist medical 

assistance:  € 57.5 in the North, € 60.5 in the Centre and € 79.5 in the south. 

The Regions with the highest per capita specialist expenditure are 

Campania, Sicilia and Lazio (over € 94), with figures on a net upward trend 

compared to the previous year, as the southern Regions on an average; on the other 

hand, the Regions with the lowest specialist expenditure are Umbria and Trentino 

Alto Adige (under € 16). 
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Table 7.21 

Expenditure per medical insurance plan specialist assistance per capita

Values in Euro 

Regions 2001 2006 2007 
Italy 43.62 59.75 61.31 
North 32.84 49.92 52.64 
Centre 39.85 59.64 53.63 
South 59.01 72.44 76.81 
Piemonte 25.12 45.40 49.67 
Valle d'Aosta 49.53 47.69 49.23 
Lombardia 42.38 61.30 63.89 
Trentino A. A. 12.23 17.64 18.85 
Veneto 41.61 64.27 65.83 
Friuli V. G. 23.73 22.55 28.88 
Liguria 23.68 36.01 37.04 
Emilia Romagna 20.12 33.56 36.18 
Toscana 22.30 33.03 33.45 
Umbria 10.43 14.04 14.47 
Marche 23.71 23.90 24.62 
Lazio 61.19 95.56 81.32 
Abruzzo 30.32 33.50 35.07 
Molise 32.44 54.81 67.69 
Campania 79.27 99.84 107.00 
Puglia 42.52 53.28 53.01 
Basilicata 26.63 27.46 27.65 
Calabria 51.41 55.27 49.82 
Sicilia 72.52 85.86 96.98 
Sardegna 36.32 54.14 53.53 

Source:  CEIS Sanità elaboration according to Ministry of Health data 

Even specialist expenditure for weighted average population, although 

reducing the variability between Regions, still demonstrates an extreme difference 

between Regions but the graduate based on specialist expenditure did not change. 
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Table 7.22 

Expenditure for medical insurance plan specialist 

assistance per citizen per population weighted average  

Regions 2008 

Italy 65.80 
North 56.26 
Centre 59.15 
South 83.04 
Piemonte 52.93 
Valle D’Aosta 16.26 
Lombardia 74.61 
P. A. Bolzano 11.60 
P. A. Trento 30.77 
Veneto 69.36 
Friuli Venezia Giulia 29.15 
Liguria 31.22 
Emilia Romagna 32.11 
Toscana 32.54 
Umbria 16.00 
Marche 24.25 
Lazio 94.95 
Abruzzo 35.45 
Molise 79.13 
Campania 118.95 
Puglia 57.43 
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Table 7.23 

Difference between specialist expenditure: weighted and no weighted 

population 

Year 2008 

Regions 
Classific 

population 
weighted average

Classific 
population no 

weighted average 

Different 
positions 

Different 
Positions 

Piemonte 10 8 2 + 
Valle D’Aosta 19 20 -1  
Lombardia 5 5 0  
P. A. Bolzano 21 21 0  
P. A. Trento 16 17 -1  
Veneto 6 6 0  
Friuli Venezia Giulia 17 16 1  
Liguria 15 13 2 + 
Emilia Romagna 14 15 -1  
Toscana 13 14 -1  
Umbria 20 19 1  
Marche 18 18 0  
Lazio 3 3 0  
Abruzzo 12 12 0  
Molise 4 4 0  
Campania 1 1 0  
Puglia 8 9 -1  
Basilicata 11 11 0  
Calabria 7 7 0  
Sicilia 2 2 0  
Sardegna 9 10 -1  

Source: CEIS Healthcare processing of data from the Ministry of Health 

+ 2-4 
++ 4-6 
+++ 6+ 
- 2-4 
- - 4-6 
- - - 6 
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8.   First-level outpatient treatment 

V. Lista5657 

Synopsis 

The distinctive elements of our 2009 analysis are: 

 Despite the importance given to the “local” presence of health 

care, thought to be a necessary condition for the rationalization 

of the National health system, a rational organization of primary 

health care services remains difficult. The integration process of 

employees, districts and structures offering this level of care 

remains incomplete. 

 The 2009 ACN (Collective National Agreement of 7/29/2009 ) 

for general medicine aims to:  

• Assess the mandatory participation of MMGs 

(general physicians) to the local functional 

aggregations; 

• Introduce the concept of UCCP (Complex Units for 

Primary Health Care) as a functional local 

aggregation aiming to assist no more than 30.000 

residents within a single district. 

                                                 
56 CEIS Health Economics, Faculty of Economics, University of Rome “Tor Vergata”. 
 
57 The tables and graphs in the following chapter, the comma has been used as a thousands separator 
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 Nevertheless, the concept of prescription suitability continues to 

be very different among regions: on a national level, the average 

number of prescriptions per general physician or pediatrician 

(MMG + PLS) continues to grow, reaching 9.607 yearly 

prescriptions per general physician in 2007.  

 Differences in supply also remain noticeable:  

• The potential number of patients for each MMG is 

1.097 adult (over 14) residents, going from 1.605 

adults per MMG in the Autonomous Province of 

Bozen (derogation from the rules) to 997 in Lazio.  

• Similarly, the nation’s pediatricians face a potential 

number of patients reaching 1.010 resident children, 

with an average 1.508 children in the Autonomous 

Province of Bozen and 855 in Sardegna.  

• Our analysis detected 3.042 emergency medical 

service points and 13.109 appointed physicians. The 

regional emergency room distribution appears to lack 

homogeneity, with Calabria showing the highest 

number of emergency rooms (360) and Valle d’Aosta 

and the Autonomous Province of Bozen showing the 

lowest (8).  
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• Mental health centers (CSM) which also offer 

hospitalization, are a total of 1.331, unevenly 

distributed among regions. The region with the 

highest ratio of population per CSM is Basilicata, 

whose share of 118.200 residents is far higher than 

the national average (44.793 residents). Valle 

d’Aosta, on the other hand, shows a ratio of just 

15.747 residents per CSM.  

• The number of guidance councils also appears 

unevenly distributed among regions, with a higher 

prevalence in the North. Toscana is at the top of the 

list with 296 guidance councils, while at the same 

time showing a ratio of residents per guidance council 

(12.422) that is almost half the national average. 

Molise, on the other hand, despite having the lowest 

regional number of guidance councils, shows an 

average ratio of 42.834 residents per guidance 

council, more than twice the national average. The 

Autonomous Province of Trento shows the highest 

ratio of residents per guidance council with a value of 

57.040.  

• The total number of Drug Addiction Facilities 

(SERT) within the local health districts is 544. In 

regards to the average SERT size, the Autonomous 

Province of Trento shows the highest average ratio of 

residents per SERT (502.478), while the lowest ratio 

belongs to Molise with 53.485 residents per SERT.  
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8.1 Introduction 

The necessity of a National health reform in the field of primary health care 

appears indispensable and undelayable, especially considering future demographic, 

epidemiologic and technological transformations and the development of a society 

whose members are increasingly interested in being involved in the preservation of 

their health.  

The context of primary health care thus becomes pivotal as a place where 

needs of citizens/patients are met and risk factors, such as the development of 

specific pathologies (chronic, age-related etc.) are determined.  

In the wake of the increasing chronic pathologies, chronicity becomes a 

strategic health emergency. Chronic patients need health care to be continuous and 

close to home, easily accessible and providing a personalized and shared diagnosis 

and cure.  

The ACN agreements regulation tried to find a solution to these problems, 

asking professionals to create a new organizational model capable of guaranteeing an 

extension in opening hours in order to provide continuous assistance, without altering 

the physician’s individuality and his/her relationship with the patient. This aim will 

be easier to reach by creating regional aggregation structures involving several 

professional figures.  

The 7/29/2009 ACN is the basic tassel for a total reorganization of primary 

health care, but the situation still depends largely on regional choices. In this respect, 

the last few years have shown a development from a phase of experimentation to the 

diffusion and consolidation of regional association models (equips, Primary Health 

Care Centers (NCP), Primary Health Care Groups (GCP), and Local Primary Health 

Care Units (UTAP) etc.). 
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It is worth noticing that, in spite of the abundant legislation; districts 

remained weak and never really took off as a reference point for primary health care. 

This probably happened because the focus on local structures is a fairly recent 

phenomenon. The 1998-2000 National health plan was the first to decree the transfer 

of funds from hospital assistance to local structures, a need made all the more 

pressing by the issue of federalism.  

First of all, therefore, it is important to give a precise and unmistakable 

definition of the functions of primary health care, followed by a cultural passage from 

health care based on “expectation” to health care based on “initiative”.  

8.2 First-level outpatient treatment 

This chapter will focus on first-level outpatient structures, an unequivocal 

denomination chosen to set these structures apart from specialized outpatient 

structures. 

First-level outpatient structures differ from specialized (or second-level) 

outpatient structures for what concerns patients’ hospitalization. Along with offering 

the basic point of access to the health system, these structures also have a function of 

“gate-keeping”, meaning that they are the first to authorize the National health system 

to financially take charge of the patient.  

The general physician (MMG) is the main figure in first-level outpatient 

treatment structure. His/her outpatient clinic provides continuous care for the 

patient’s needs, especially in the presence of multiple or chronic/degenerative 

pathologies. The patient is followed during the course of his/her health procedure, 

from the expression of his/her needs to the verification of the how the system can 

proceed to his/her rehabilitation.  

Therefore the main, if not the only, role of these structures is to provide the 

patients with the so-called Primary Health Care (PHC), which includes Primary 
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Family Health Care. Definitions for the aforementioned services are not immediately 

clear, and will be explained in the following paragraph. It should be noted that the 

term “primary care” will be avoided, along with “general medical care”, except for 

the strictly conventional/legal passages. This is because neither definition can really 

express the complexity of the basic care approach they refer to: they both don’t 

recognize linguistically the specialized nature of health care.  

8.2.1 Primary health care and Primary family health care 

In 1978 the World Health Organization (WHO) called for an International 

Conference on Primary Health Care, which took place in Alma Ata.  

The “Alma Ata Declaration” was signed by 134 countries between the 6th 

and 12th of September 1978. According to the Declaration, Primary Health Care is 

“essential health care based on practical, scientifically sound and socially acceptable 

methods and technology made universally accessible to individuals and families in 

the community through their full participation and at a cost that the community and 

country can afford to maintain at every stage of their development in the spirit of self-

reliance and self-determination It forms an integral part both of the country's health 

system, of which it is the central function and main focus, and of the overall social 

and economic development of the community. It is the first level of contact of 

individuals, the family and community with the national health system bringing 

health care as close as possible to where people live and work, and constitutes the 

first element of a continuing health care process”. 

The very definition of PHC constitutes the strongest and most meaningful 

message of the Declaration.  

The definition includes many interesting points, such as the use of the term 

“essential”, meaning all that is reasonably useful and, at the same time, compatible 
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with a country’s stage of development. Also noticeable is how the Declaration 

defines PHC activities as the basic level of access to the health system. 

In the following decades, several factors contributed to the “dismissal” of 

the Conference’s results (Maciocco G., 2008).  

 The simultaneous growth in the hospital, biotechnological and 

pharmaceutical sector 

 The governments’ lack of interest in primary health care and the 

subsequent growth of interest in specialized health care.  

30 years after the Alma Ata Declaration, just a minority of countries (less 

than 20% of the world’s population) continues to follow a universal health care 

approach. Their deep-rooted health welfare system is made stronger by a system of 

values including the right to health, shared by most of the industrialized international 

community.  

In the past few years most of these countries witnessed important health 

reforms (i.e. the Thatcher and Blair reforms in the U.K.), which further modified the 

role of general physicians within PHC, entrusting them with the role of gate-keepers 

of secondary health care and, consequently, with growing financial responsibilities.  

PHC policies had to face several new challenges in the past few years 

(Maciocco G., 2008): 

 A change in the patient’s role: the new (possibly belated) 

developments see patients increasingly looking for a direct 

access to information in order to play an active role in the health 

process and participate in the decisions about their health. 

Patient empowerment through health education and the 

promotion of healthy behaviors gives people the basic critical 

tools to decide what’s best for their health, thus reducing social 

and cultural differences. The ultimate aim is to reduce the gap 

of knowledge between doctor and patient (Geraci, 2009); 
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 The rise in chronic illnesses: the growing prevalence of such 

pathologies is caused both by the aging population and by the 

growth in social and environmental risk factors.  

 Health disparities, mainly caused by unequal access to health 

services; this could explain a significant part of the total Burden 

of Disease58 even in Western European countries (Maciocco G., 

2008).  

Most inequalities are supposedly connected to the level of income and 

education. Per-capita income and health indicators (i.e. life expectancy at birth) are 

significantly related. The impact of poverty on health is determined by such factors as 

malnutrition, inadequate housing, poor hygiene and an unhealthy lifestyle.  

The level of education determines significant discrepancies in therapy 

access and opportunity, as the least educated citizens are usually the least informed, 

which in turn can cause a less frequent access to the health system, especially as far 

as prevention is concerned.  

As a consequence, it is becoming increasingly evident to many countries 

that an improvement in general public health cannot be reached without an additional 

effort to reduce social disparities.  

In the past decade such themes sparked a number of in-depth analyses 

about the role of PHC.  

Finally, although the complex evolution of the debate is difficult to 

summarize, we can establish a few focal points:  

 The importance given to PHC mirrors the need for a systematic 

approach in facing health policies; 

 PHC is health care based on “initiative”; 
                                                 
58  The impact of a health  problem  in a certain area, determined by costs, mortality, 

morbility and other factors. Often quantified in terms of quality-adjusted like years (QUALYs) or 

disability adjusted life years (DALYs) which, combine mortality and morbility in a single rate.  
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 PHC, just like family health care, requires a focus on patients’ 

empowerment and social context; 

 PHC should promote the integration of the different health 

service levels, possibly assuming a gate-keeping role. This is 

because PHC stems from the need of finding a compatibility 

between a country’s health care approach and its level of 

development. Thus it is PHC’s role to guarantee the 

sustainability of the public health system; 

 Consequently, PHC structures are usually first-level heath 

structures; 

 It would be wrong, however, to think of first-level structures as 

“non-specialized”.  On the contrary, the management of 

complex social and health-related problems requires its own 

peculiar specialization (for this reason we believe the term 

“general physician” or “basic physician” to be culturally 

outdated).  

Based on the above, this chapter will analyze Italyn first-level service 

structures including, among many others: 

 General Physicians’ (MMG) and paediatricians’ outpatient 

clinics; 

 Continuous health care, i.e. emergency medical service; 

 Service health care and local organization59 (SUMAI). 

                                                 
59  This sector was blocked by Legislative Decree n. 502/1992; it is formed by doctors 

operating within and on behalf of the National health service, paid by the hour. A 2005 Agreement 

allowed doctors operating on behalf of the National health service to undertake full-time positions 

(38 hours per week), assuming  support and  responsibility functions in local structures dealing with 

legal medicine, home assistance, addiction assistance, public hygiene, community health activities 

etc.) 
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8.3 Regulations 

Regulation for this sector is complex and difficult to summarize. The next 

paragraphs will focus mainly on general health care, both because of its importance 

in the Italyn health system and because of the changes it recently underwent.  

First of all we will analyze the regulations for the Local Health Centre 

(ASL), a functional structure that should provide coordination for the aforementioned 

operative structures.  

8.3.1 Districts 

The new system, outlined by the recent reforms of the 1998-2000 National 

Health System (SSN) and National Health Plan (PSN), profoundly changed the 

concept of District from a structural to a functional venue. Law n. 833/1978 identified 

the District as a mere health care venue, while today it appears as an integrated 

system of organizational units, interacting to achieve the goal of primary health care 

(Ricciardi G, Damiani G, 2004).  

Par. 10 of Law n.833/1978 stated that: “…Single or associated 

Municipalities, as well as mountain Communities, should organize Local Health Care 

Units in Primary Health Care Districts, as technical and functional structures aiming 

to provide first-level and emergency health care…Regions are responsible for the 

organization and functionality of Local Health Care Units…” 

The 1994-1996 National Health Plan (PSN) complemented Law 

n.833/1978 by stating that Districts should realize a high level of integration between 

the different services, in order to allow a continuous and coordinated response to the 

community’s health needs.  

The 1998-2000 PSN added the definition of the District as an operative 

structure of the Local Health Care Unit, reaffirming its function as a place of unitary 
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and global response to health needs and as the basic place for the citizen to access to 

health services.  

Such changes defined a single level of district health care including the 

fields of PHC, specialized local assistance for patients needing frequent 

hospitalizations, and stable hospitalization for disabled and chronic patients.  

Law Decree n.229/1999 also stated that the Regions should discipline 

District organization in order to provide primary and continuing health care. The 

decree also reasserted the District’s aims to guarantee accessibility, continuity and 

timeliness in assistance and to favor a multidisciplinary approach in health promotion 

by assuring a high level of integration among health services and between health and 

assistance services. 

Law Decree n.229/1999, moreover, stated the financial autonomy of the 

District as a structure with its own budget, cooperating with Municipalities in the 

realization of social and health-related activities (PAT: Program of Local Activities60)  

Law Decree n.229/1999 also states a maximum of 60.000 residents (save 

for derogations) as the ideal size of the District.  

The average size of an Italyn ASL (Local Health Center) is close to 

350.000 residents, with consistent differences among regions. The region of Marche, 

for example, has a single ASL (named ASUR by Regional law n.13/2003) counting 

more than 1.5 million residents. The ASUR was formed by unifying the previous 13 

ASLs and transforming them into “local zones” equipped with the capacity of service 

programming and managing.  

Basilicata also recently unified its regional ASLs in two main provincial 

ASLs, while the average ASL size in Valle d’Aosta falls short of 126.000 residents 

and Calabria settles on 182.000.  
                                                 
60  According to Law Decree n.228 of 1999, PAT is the main tool of strategic 

programming, aiming to define activities for the whole net of “frail” subjects, focusing on goals, 

responsibilities, tasks and modalities of activity execution. 
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Figure 8.1 

Average regional size (residents) of ASL 

Year 2007 

 

Source: CEIS Health elaboration on 2007 Ministry of Health data and 2008 ISTAT data 

By focusing our analysis on Districts, we notice that the average District 

size for most regions (except for the smaller regions of Abruzzo and Molise and the 

Autonomous Provinces of Trento and Bolzano) is often larger than 60.000 residents, 

with an average peak of 154.473 residents per District in the Lazio region61. Five 

regions (Lazio, Emilia Romagna, Toscana, Lombardia and Ligura) have districts 

whose average size surpasses 100.000 residents.  

                                                 
61  Lazio stated the creation of 36 districts (Ministry of Health data, 2007). 
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Figure 8.2 

Average regional District size (residents) 

Year 2007 

 

Source: CEIS Health elaboration on 2007 Ministry of Health data and 2008 ISTAT data 

As previously discussed, at the opposite side of the spectrum we find 

smaller regions (Abruzzo, Molise, Valle d’Aosta and the Autonomous Provinces of 

Bozen and Trento), whose average Districts are very small (between 20.000 and 

30.000 residents).  

8.3.2 General health care  

General physicians (MMGs) usually represent, for patients who choose 

them, the first point of access to the National Health System (SSN)62. 

These professional figures are pivotal in translating health needs in an 

appropriate access to the SSN, i.e. in managing primary health care and activating all 
                                                 
62  Definition created by WONCA Europe (2002) and later by the Collective National 

Agreement (ACN) of 3.23.2005, Section 12, par.2.  
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the levels of assistance through drug prescriptions, diagnoses, specialized 

examinations and hospitalizations. 

General health care is subjected to several regulations. Among the most 

recent we must mention63: 

 Health Ministry Decree of 11.29.2001, acknowledging Primary 

Health Care as a level of health care and connecting it to the 

Essential Care Level (LEA) of each District; 

 Law n. 289/2002, section 52, par. 17, creating an inter-regional 

technical structure for managing the relations with staff 

operating on behalf of the SSN (SISAC); 

 The agreement between the State and the regions in the meeting 

of 7.29.2004, listing “Primary care” among the five main action 

priorities, with the aim of favoring the development of new 

organizational forms in primary care through new modalities of 

aggregation among doctors (the so-called UTAP, Local Primary 

Health Care Units).  

 The 2006-2008 National Health Plan (PSN), planning the 

reorganization of “Primary Health Care” through a growing 

involvement of MMG and PLS in the management of health 

needs and procedures. 

 The 296/2006 Financial Reform (Financial Reform 2007), 

planning the creation of a fund for co-financing regional 

projects of specific health interest, including the experimental 

“House of Health” care model. 

                                                 
63  CEIS health elaboration on Guzzanti E. et al.,(2009), Italyn Health Care, and Ministry 

of Health data. 
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8.3.2.1 Gate-keeping 

One of the most peculiar roles attributed to MMGs (as well as to PLSs) is 

without a doubt the role of gate-keepers.  

Around the end of the last decade such a model was considered ideal to 

regulate the stream of patients going through care procedures (Belleri G., 2006): the 

gate-keeping MMG served as “filter”, intercepting the health needs of patients-

citizens and guiding their request for assistance.  

The basic concept of gate-keeping is to appoint a single prescription-

writer/decision-maker, ready to take total financial responsibility for the patients’ 

health expenses.  

In the past few years, however, some elements in the health system’s 

evolution weakened the model of the single prescription-writer; see for example: 

 “Delegation” of the role of hospital access point to the 

emergency room.  

 Longer waits in MMG surgeries and the subsequent shift of 

patients to private professionals.  

 The introduction of a new national book of prescriptions given 

to all MMGs in the National Health Service; 

 The lack of a connection between prescription and financial 

responsibility, realized by giving PCTs (Primary Care Trust) in 

the National Health Service their own budget.  

Thus a single responsible figure (the MMG) was exchanged for a plurality 

of agents sharing the role of decision-maker in very different kinds of service. 

Gate-keeping, therefore, can’t be considered a distinctive role of MMGs 

(and PSLs) anymore. The current role of MMGs seems to be more about clinical and 

organizational knowledge and competence allowing them to integrate primary and 
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secondary care, in order to take direct care of the patient and, finally, to guarantee the 

system’s financial sustainability.  

This process was clearly visible in the evolution of the British NHS. 

In the 1990s, with the so-called “Thatcher Reform”, the British National 

health system showed an evolution of the GP’s (General Practitioner64’s) role, from 

mere care provider (GP provider) to purchaser of health services on behalf of his/her 

patients (GP purchaser). Such were the reasons for the creation of fund holding 

contracts for single physicians, featuring an expense budget in relation to the number 

of patients given to MMG associations for the purchase of health services.   

However, high costs and significant limitations in patients’ freedom soon 

required a new strategy, featuring the abolition of fund holding for single physicians 

and the valorization of primary care.  

To this aim the NHS created Primary Care Groups (PCG), later called 

Primary Care Trust (PCT): groups of GPs working in adequate managing and 

commission structures, under the supervision of DHAs (District Health Authorities), 

similar to Italyn ASLs. Thus each PCG negotiates goals and resources with the 

corresponding DHA, putting them into action in different ways.  

PCGs can grow increasingly independent, from having a simple consulting 

role and depending on the DHA for the purchase of services for patients, to reaching 

the status of PCT (Primary Care Trust) and managing their budget in complete 

autonomy.  

With the 2003 New General Medical Contract, PCGs finally switched over 

their denomination to Primary Care Trusts. 

                                                 
64  GP is a “licensed medical graduate who gives personal, primary and continuing care to 

individuals, families and a practice population irrespective of age, sex and illness. It is the synthesis 

of these functions which is unique” (Leeuwenhorst, Netherlands 1974). 
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It should be noted that in this way primary care and community (home and 

hospital assistance, mental health rehabilitation etc.) services are provided by a single 

and autonomous organization, managing its own budget. 

8.3.2.2 Primary Care Association Forms 

As previously stated, in the past few years the reorganization of Primary 

Care showed both the national and international communities shifting their attention 

to the ability to provide adequate care through coordination and therapeutic 

integration.  

This brought along the elaboration of diagnostics and therapies for the 

management of chronic and acute pathologies, involving professional figures with 

different competences and status, belonging to different organizational units.  

However, the very same needs are at the base of the medical staff 

association phenomenon.  

The force behind group medicine is a logic of professional and productive 

integration that goes beyond mere functionality to attain real synergy. Mere 

aggregation doesn’t appear to be a sufficient condition for real integration.  

The 2000 Collective National Agreement (ACN), concerning the relations 

with MMGs and PLSs, added to the basic associative forms a new model called Local 

Équipe, which par.26 of the 2005 ACN defines as: 

 Practical tool of health programs 

 Organizational tool for general medicine and for other 

disciplines operating within the District in order to offer 

primary care levels (LEA) and to realize specific care projects 

and programs on a national, regional and local level.  
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In order to ensure the integration of local social and health-related 

initiatives, the professional figures belonging to Local Équipes should guarantee: 

 Primary care 

 Continuing care 

 Pediatric care 

 Specialized outpatient care 

 Local health care 

 Social health initiatives 

The Équipe goes beyond the basic professional (MMG/PLS) association to 

realize a multi-professional associative form including MMG, PLS, Continuing 

Assistance (CA) doctors and health centre staff (doctors, nurses, social workers).  

The State-regions agreement of 7.29.2004 provided basic indications for 

projects aimed at this goal, including a “Reference Scheme for the creation of Local 

Primary Care Units (UTAPs)”.  

UTAPs can seem like an evolution of the aforementioned concept of Local 

Équipes, defined as “integrated structures for primary care, formed by the association 

of medical staff operating on behalf of the National Health System (MMGs, PLSs, 

CA doctors, SUMAI specialists) working in a single venue and guaranteeing a high 

level of integration between primary and specialized care, thus allowing the 

satisfaction of the most common specialized needs”. Nursing staff, office staff and 

collaborators can work with UTAP doctors in proportion to the number of planned 

activities.  

UTAPs, therefore, are among the many evolved associations of medical 

staff working voluntarily on behalf of the National Health Service, and are introduced 

to the 2005 ACN as local structures with a high level of professional integration, 

whose work is coordinated by the District and aims to strengthen the integrated 

management of health and social services.  
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UTAPs work in homogeneous local areas to supply to the health needs of 

10 to 20 thousand patients65 (size depends on regional choices based on local 

peculiarities, aiming to guarantee 24/7 community care, share health care procedures 

and health-preservation goals for the well-being of the population.  

UTAPs should be organized and managed by the medical staff, who are 

responsible for agreeing on the respective office hours in order to guarantee 

continuing assistance and to offer health care spanning from emergencies to the 

managing of health procedures, within the more ample concept of patient “care-

taking”.  

Finally, we can state that while Local Équipes represent local 

organizational models for Primary Health Care, UTAPs are the structural models to 

which such models should belong. 

The 2009 ACN (Collective National Agreement of 7.29.2009) introduces 

some important changes to the previous agreement of 2005, especially in reference to 

Section 26, integrated by: 

 Section 26 b (Functional Aggregation of General Medicine) 

 Section 26 third (Basic Requirements and Functions of 

Complex Primary Care Units). 

Section 26 b, in particular, provides for: 

 Mandatory participation of MMGs to local functional 

aggregations 

 Individuation of functional aggregations based on the following 

criteria:  

 Referring to a local (pertaining to the District) chosen area; 

                                                 
65  The State-regions Agreement estimate an average of 4 to 6 UTAPs per 100.000 

residents. 
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 Assisting a population of no more than 30.000, with a medical 

staff of no less than 20.  

 Defining modalities for doctors to participate in functional 

aggregations. 

 Sharing functional aggregation activities with the District of 

reference. 

Section 26, on the other hand, defines the UCCP as a local functional 

aggregation operating within the District with the aim of assisting a population of no 

more than 30.000. Its structure remains undefined, going from a single venue 

concentrating the work of MMGs, PLSs as well as SUMAI and CA doctors, to a net 

of several locally-distributed venues. 

The UCCP project, in order to fit seamlessly with local contexts, is thus 

similar to other structures existing in the various regions under different names: 

UTAP in Veneto, UCP in Lazio, NCP in Emilia Romagna and GCP in Piemonte 

(Cicchetti A., 2009). 

Section 26 b, in particular, states: 

 The possible existence of different UCCP models in relation to 

geographical and demographic peculiarities, as well as to the 

specific health care needs of the population. 

 The re-allocation of association incentives and indemnities for 

the employment of collaborators, nursing staff and computers.  

 The individuation, through regional agreements with labor 

unions of medical staff operating on behalf of the national 

health system, of structures, instruments and staff needed for 

the proper management of care activities in each UCCP. 

 Two ways of providing funds for structures, instruments and 

staff: direct funding to the local structure or indirect funding to 

MMGs.  
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 The obligation of MMG, PLSs, outpatient clinic specialists and 

other professionals operating on behalf of the National health 

system to practice their work within the UCCPs. 

UCCP functions can be summarized as:  

 Ensuring PHC to all citizens; 

 Ensuring equal accessibility of care within the unit; 

 Providing continuing care on a local level; 

 Contributing to the integration between health care and social 

services; 

 Collective national Agreements (ACN) can be completed by the 

subsequent signature of Integrative Regional Agreements 

(AIR). 

Regional Agreements: 

 Define MMG activities and responsibilities in addition to those 

stated in the ACN, while respecting the programmed budget 

levels; 

 Assess funding for additional care concerning special categories 

(e.g. home assistance for final-stage cancer patients etc.); 

 Regional Agreements also manage: 

 Relations among regions, local structures and MMGs 

concerning the respect of assessed budget levels; 

 Agreements with pharmaceutical industries etc. 

 Experimental association forms not included in the ACN.  
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Table 8.1 

Integrative Regional Agreements (AIR) 

Regions General Medicine Paediatrics 

Abruzzo D.G.R. 08.09.2006, n. 916 D.G.R. 05.22.2006, n. 532 
Basilicata D.G.R.  03.11.2008, n. 331 D.G.R.  03.28.2007, n. 416 
P.A.Bolzano Does not partecipate in ACN 
Calabria D.G.R.  08.08.2006, n. 580 D.G.R.  06.01 .2007, n. 327 
Campania D.G.R. June 20th, 2003, n. 2128 

Emilia Romagna D.G.R.  10.09.2006, n. 1398 
D.G.R.  07.16.2008, n. 1061 (EST)* D.G.R.  01.19.2009, n. 17 

Friuli Venezia Giulia D.G.R. 05.08.2008, n. 818 D.G.R. 09.24.2009, n. 2124 
D.G.R. 05.08.2008, n. 817 

Lazio D.G.R.  04.21.2006, n. 229 D.G.R.  11.7.2006, n. 800 

Liguria 
D.G.R.  03.17.2006, n. 234 

D.G.R.  07.28.2006, n. 818 (MST)** 
D.G.R.  01.24.2007, n. 42  (CA)*** 

D.G.R.  05.25.2007, n. 532 

Lombardia D.G.R.  05.16 2007, n. 4723 
D.G.R.  07.08.2009, n. 9788 (pre-agreement)

D.G.R. 05.30. 2007, n. 4798 
D.G.R. 08.07.2009, n. 10074 (pre-agreement)

Marche D.G.R.  07/02/2007, n. 751 D.G.R.  09/07/2009, n. 1399 
Molise D.G.R.  02.27.2007, n. 173 D.G.R.  10.02.2007, n. 1104 

Piemonte D.G.R.  04.24. 2006, n. 28-2690 
D.G.R.  05.28. 2007, n. 10-5955 (integration)

D.G.R.  11.13. 2006, n. 75-4317 
D.G.R.  11.27.2006, n. 157-4648 

(amendment) 
D.G.R. 06.04. 2007, n. 11-6034 (integration) 

Puglia D.G.R.  12.29.2007, n. 2289 D.G.R.  12.29.2007, n. 2290 
Sardegna D.G.R.  03.20 2008, n. 17-1 D.G.R.  02.11.2009, n. 10-45 
Sicilia DECREE 08.08.2007  

Toscana 

D.G.R. 03.27.2006, n. 216 (AP)**** 
D.G.R.  11.24.2008, n. 972 (CA)*** 
D.G.R.  12.18.2006, n. 956 (EST)* 

D.G.R. 12.27.2006, n. 1002 (MST)** 

D.G.R.  01.29.2007, n. 55 

P.A.Trento D.G.P.  04.17.2007 D.G.P.  07.16.2007 
Umbria D.G.R. 09.27.2006, n. 1653 D.G.R.  07.09.2007, n. 1164 

Valle D'Aosta 
D.G.R.  05.19.2006, n. 1451 (AP)**** 
D.G.R. 06.15 2007, n. 1624 (CA)*** 
D.G.R.  06.15.2007, n. 1625 (EST)* 

D.G.R. 04.20 2007, n. 1028 

Veneto D.G.R.  12.30.2005, n. 4395 D.G.R.  08.07.2008, n. 2667 

* Local Health Emergency 
** Local Health Care 
** Continuing Care 
**** Primary Health Care 
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Analyzing a few regional models: Primary Care Units (UCP) in Lazio 

The project called “Experimental creation of a local net of Primary Care 

Units” was approved by Lazio Regional Resolution (D.G.R.) n.693/2004. The Lazio 

region saw fit to improve community health care by creating a stronger net of local 

health units, a project realized with the fundamental support of MMGs/PLSs 

operating on behalf of the Regional Health System.  

The experimental project plans to: 

 Organize the Medical nets, groups and associations created 

according to DPR n.270/2000, in order to increase office hours 

from 10 a.m. to 7 p.m. (9 hours a day, no breaks) from Monday 

to Friday; 

 Appoint for each UCP a figure responsible for managing 

relations with ASL direction and the Lazio Regional council; 

 Gather together doctors previously working alone; 

 Create UCPs formed by 3 to 20 MMGs operating on behalf of 

the National Health System, each belonging to no more than 

one UCP. 

The main goals of the UCP project are: 

 Providing health care capable of meeting every single patient’s 

needs 

 Allowing easy and fast access to specialized care 

 Providing continuing care 

 Reducing improper use of emergency room care 

 Reducing the request for at-home examinations 
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Analyzing a few regional models: Primary Care Departments (DPCs) in 

Emilia Romagna 

Regional Health Plan 1999-2001 for Emilia Romagna established a specific 

Primary Care Department for each regional district, aiming to integrate general 

medicine and social services and to organize and manage primary care for the whole 

local population.  

The organization of primary care is based on Primary Care Units (NCPs), 

unifying MMGs and PLSs, nursing staff and other services formed by social workers, 

educators, physical therapists and more.  

The aim is to integrate these professional figures operating on behalf of the 

National Health System in order to provide substantial and continuing diagnoses and 

cures, while at the same time improving home assistance and guaranteeing easier 

access with longer opening hours.  

The integration of local and hospital professionals, in particular, aims to a 

better management of time in order to maintain and possibly improve the patient’s 

autonomy, to reduce the wait for specialized outpatient care and to improve 

pharmaceutical care.  

NCP provide Primary Health Care for a homogeneous local area with a 

population of 10 to 30 thousand residents.  

The goal is to recognize the NCP as the focus of a new organizational 

model for Primary Health Care, the ideal place where continuing care and integration 

of local activities can be put into practice.  

Analyzing a few regional models: Primary Care Groups (GCPs) in 

Piemonte 

Primary Care Groups in Piemonte start their activity, after a trial period, 

with the 2007-2010 Regional Social and Health-related plan.  
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GCPs represent the local organizational tool of the Regional Health 

System, whose main feature is unifying the work of MMGs, PLSs, CA doctors, 

nursing staff and social workers in a single structure and working net devoid of 

fragmentation and hierarchy, capable of guaranteeing a better continuity of care.  

GCPs work within the District and represent the first point of access to the 

integrated social and health care net. 

At present time there are 24 GCPs in Piemonte, open eight hours a day for 

a minimum of five days a week (derogations excluded). Each GCP can count on a 

minimum of four doctors to provide for the needs of 5 to 15 thousand residents.  

The cooperation of MMGs to this new organizational form is financed in 

various ways by reference health structures, from direct regional or national grants to 

the supply of staff, venues and technologies.  

Confirming the region’s involvement in this project comes the recent 

D.G.R. n.105-12026/2009 titled “Approval of Regional General Health Agreement 

for the creation of experimental organizational structures GPC (Primary Care 

Group)/CDS (House of Health)66. 

Qualifying MMG activities required within GCP/CDS structures are: 

 Traditional outpatient care; 

 Coordinated and continuing assistance for a minimum of 8 

hours a day; 

 Participation in the multi professional activities of at least one 

Orientation Outpatient Clinic (AMO); 

 Coordination, management and connections to other levels of 

the GCP. 
                                                 
66  CDS was among the goals of the Ministry of Health program “A New Deal in Health”, 

submitted to the Italyn Parliament on 6.26.2006.  The House of Health is conceived as a public 

venue providing local social and health care, including outpatient Primary and Specialized Care 

clinics, to a given number of residents. 
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Evaluation purposes require the creation of: 

 Indicators to evaluate health care consistency and ease of 

contact; 

 Process indicator (to evaluate the actual increase in number of 

examinations made by MMGs); 

 Result indicator (surveys on citizens to evaluate the perceived 

quality of care); 

 Indicators to evaluate the actual quantity of needs met: AMO 

(Orientation Outpatient Clinic).  
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Table 8.2  

Summary of association forms 

Regions Models Professionals 
involved 

N.of 
patients Single Venue Specialized 

professionals 
Financial 
incentives 

Emilia 
Romagna 

NCP 
(2000) 

MMGs, PLSs, 
I.P.s, Social 

Workers, District 
health 

professionals 

10.000-
30.000 NO YES 

Salaries based 
mainly on 

organizational 
standards, e.g. 
€1,00 for NCP 
participation, 
€4,70 for net 

health 
participation, 

€1,00 for extra 
time beyond 
the 8-hour 

mark 

Friuli 
Venezia 
Giulia 

UTAP 
(2006) 

MMGs, 
PLSs,Emergency 
Medical Service 
Staff, Outpatient 
Clinic Specialists 

and other 
professionals 

/ YES YES / 

Lazio 

UCP 
(2004), 
UTAP 
(2006) 

MMGs and other 
health 

professionals 
/ NO NO 

Pre-
established 

organizational 
standards, e.g. 
€120,00 gross 
to participate 
in meetings, 
€600,00 a 

month to visit 
poor 

neighborhoods 

Lombardia GCP 
(2005) 

MMGs, I.P.s, 
Specialized 

hospital staff and 
doctors 

A 
minimum 
of 6.000 

YES YES  

Marche ET (2004) 

MMGs, PLSs, 
I.P.s, Social 

Workers, District 
health 

professionals 

/ YES NO 

Salaries based 
mainly on 

organizational 
standards 
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Piemonte 

ET 
(2006), 
GCP 

(2007-
2010) 
CDS 

(2007-
2010) 

MMGs, PLSs, 
Outpatient clinic 
specialists and 

other health 
professionals 

10.000-
30.000 NO YES (GCP-CDS) 

Incentive 
system based 

mainly on 
organizational 
standards. For 
involvement 
and reaching 

of a 
programmed 
goal, €3,50 
per capita 

Umbria ET (2004) 

MMGs, I.P.s, 
C.A. doctors, 
I.P.s, Social 

Workers and local 
and hospital 

specialized staff 

10.000-
15.000 NO YES 

Salaries based 
mainly on 

organizational 
standards 

Toscana UCP 
(2003) 

MMGs, I.P.s, 
C.A. doctors + 
connection to 

emergency line 
118 

5.000-
50.000 

YES+other 
outpatient 

clinics 
NO 

Established 
compensation 
of €5,00 per 

patient for the 
involvement 
in complex 

medical 
associations. 

Veneto UT AP 
(2006) 

MMGs, C.A. 
doctors, I.P.s, 

Social Workers 
and local and 

hospital 
specialized staff 

10.000-
25.000 

YES+other 
outpatient 

clinics 
YES 

Salaries based 
mainly on 

organizational 
standards 

Abruzzo NCP 

MMGs, C.A. 
doctors, 

Outpatient clinic 
specialists and 

other local 
professionals 

6.000-
15.000 NO YES  

Source: CEIS Health elaboration from Meridiano Health Report (2007), Guzzanti (2009) 

8.3.3 Organizational Criticism 

The above analysis highlights how, according to the 2009 ACN, UCCPs 

are formed by doctors operating on behalf of the National Health System and by 

other professional figures from the fields of both health and administration. It also 

states that it is the UCCP’s duty to assure that the assigned local territory is provided 

with LEAs. Another duty is to contribute to the integration of health and social care, 

together with the various institutional figures and assistance net centers. 
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The situation shows a potential conflict of attribution between the UCCP 

and the District. Both provide social and health care by promoting the integration 

among the various services and especially among the professional figures involved.  

One of their distinctive traits is given by the number of patients they 

provide for: while the District covers a population of 60.000 (derogations excluded), 

the UCCP provides care for no more than 30.000 residents.  

The UCCs, therefore, emerges first of all as a functional local aggregation, 

working within the District and as a tool of the District itself, aiming to provide 

continuing care and to effectively take charge of the patient’s needs.  

Secondly, both the District and the UCCP play a productive as well as 

functional role, which can create a potential organizational conflict.  

Thirdly, their programming and controlling strategies, together with 

hierarchic responsibilities about decisions and finances remain undefined. 

Finally, the current organization of primary health care could be seen as a 

layered structure, the outer layer being represented by the ASL, followed by the 

District as its local branch, followed by the UCCP or another similar regional multi-

professional structure (like the UTAP, GCP, NCP etc.), up to the basic health unit of 

a one or more MMG/PLS.  

8.4 Supply 

The next paragraphs will offer a statistic picture of the number of first-level  

professionals and outpatient clinics for each typology. The following chart provides a 

general outlook: 
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Table 8.3 

Synopsis of Primary Health Care 

Year 2007 

Year 2005 MMG PLS MCA 
Outpatient 

Clinic 
Specialists 

Service 
health care 

Local 
emergency 

Professionals 46,961 7,657 13,109 13,245 2,880 1,858 

N. of patients 1,500 max 800 max 1 : 6,500 Variable 
(waiting lists) n.a. n.a. 

Working hours 
5 days a 

week h8-20,  
h8-10 (sat) 

5 days a week  
h8-20,   h 8-

10 (sat) 

7 days a 
week 

h 20-08 

Variable on 5 
days a week 

Variable on 
5 days a 

week 

Variable on 5 
days a week 

Salary Per-capita 
share 

Per-capita 
share 

Hourly 
rate Hourly rate By 

assignment By assignment 

Contract 3 levels 3 levels 2 levels 2 levels 2 levels 2 levels 

Source: CEIS Health elaboration of Tedeschi P., Bocconi University, (2007) and Ministry of Health data, 2007 

8.4.1 General medicine and Pediatrics  

The assistance net of MMGs is regulated by the following programming 

rates: 

 An ideal ratio of one doctor for each 1.000 over-14 residents 

(pediatric care is mandatory up to 6 years of age and guaranteed 

up to 14 years of age); 

 Each citizen has the right to choose his/her own doctor among 

those working within his/her local area, as well as the right to 

modify his/her choice at any given time; 

 Each doctor has a list of no more than 1.500 patients (a number 

usually reached in 10-15 years of work). 
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On a national level each MMG has an average potential of 1.097 resident 

adult (over-14) patients. Such numbers are different among regions: the A.P of Bozen 

is at the top of the list with its 1.605 adult residents per MMG (maximum 

derogation67), while Lazio is at the last place with 977 adult residents per MMG.   

Figure 8.3 

Adult residents per MMG 

Years 2000, 2005 and 2007 

Source: CEIS Health elaboration of Ministry of Health data, 2007 

                                                 
67  Law n. 833/1978, section 48, par.3, point 5 allows each region to permit derogations in 

patient number upon request of the ASL and after discussing the matter with the ASL committee, in 

relation to specific local situation and for a determined period of time not exceeding six months.  
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The past few years have witnessed a slight growth in the average number of 

patients (0.33% more in the five years going from 2000 to 2005 and 1.2% in the two 

years going from 2005 to 2007), with noticeable differences among regions.  

The 2000-2005 period saw a decrease of about 6% in regions like the A.P. 

of Bozen, Sicilia and Umbria, while the numbers grew in  Basilicata, Calabria (about 

10% more) and Lombardia (12.72% more). 

Figure 8.4 

Adult residents per MMG 

Percentage variations  -  Years 2000, 2005 and 2007 

Source: CEIS Health elaboration of Ministry of Health data, 2007 

The 2000-2005 period witnessed a more substantial growth in almost all 

regions, except for Basilicata, the A.P. of Bozen, Marche and Sicilia (the latter 

registering a -2.36% value). 
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On a national level, PLSs have an average potential of 1.010 child 

residents. These numbers are also very different among regions: the A.P. of Bozen is 

still at the top with 1.508 child residents per PLS, while Sardegna registers the lowest 

rate with 855 child residents per PLS.  

Figure 8.5 

Child residents per PLS 

Years 2000, 2005 and 2007 

 

Source: CEIS Health elaboration of Ministry of Health data, 2007 

By comparing 2007 with 2000 and 2005 data, we notice a decrease in the 

national average (by a total of 5.8% from 2000 to 2005  and  a total of 1.5% from 

2005 to 2007), with the usual differences among regions.  
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Figure 8.6 

Child residents per PLS 

Percentage variations  –  Years 2000, 2005 and 2007 

 

Source: CEIS Health elaboration of Ministry of Health data, 2007 

From 2000 to 2005 the most substantial decrease was registered in the A.P. 

of Bozen (by about 17.0%), followed by Valle d’Aosta (by 15.07%) 
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Despite its denomination, this group provides mostly to urgencies and 

emergencies, while MMGs and PLSs remain in charge of actual continuing care. CA 

doctors, much like Emergency Room doctors, act in case of emergency when the 

MMG/PLS is not available.  

Lately, however, the 2009 ACN introduced some radical changes in the 

role of CA doctors: from now on, along with performing emergency services during 

night hours and holidays, they will perform tasks of prevention, education and 

formation within UCCPs. Moreover, they will keep the outpatient clinics open in 

order to get to know their patients.  

Thus this group will guarantee continuing care by participating actively in 

the patient’s whole health procedure.  

The ideal ratio is described by 2005 ACN as one CA doctor for each 5.000 

residents.  

Based on such parameters, and taking regional differences into account, the 

national number of CA doctors should reach 12 to 13 thousand units.  

In Italy the number of emergency medical service points reaches 3.042, 

with a total of 13.109 doctors and a ratio of 22 doctors for each 100.000 residents.  
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Figure 8.7 

Emergency medical service points 

Years 2000, 2005 and 2007 

 

Source: CEIS Health elaboration of Ministry of Health data, 2007 

By comparing 2007 with 2005 and 2000 data, we notice that the national 

average underwent marginal changes (by -2.28% in the five years going from 2000 to 

2005 and 1.54% from 2005 to 2007), with some differences among regions.  
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Figure 8.8 

Emergency medical service points 

Percentage variations  -  Years 2000, 2005 and 2007 

 

Source: CEIS Health elaboration of Ministry of Health data, 2007 

From 2000 to 2005 almost every region registered a decrease in Emergency 

Medical Service points, the most significant being Molise (-36.62%); Sardegna goes 

the opposite way with a positive value of +33.33%. 

The 2005-2007 period witnessed a national, though marginal, growth 

(Lazio in particular registered a growth of +21.88%), while a decrease was registered 

in Molise and Umbria. 
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management of critical situations, capable of immediate therapeutic assistance and 

with the necessary experience in the field of urgency-emergency medicine.  

Emergency medical service (118) doctors, originally coming from 

Continuing Care and working exclusively on behalf of the National Health System 

for 38 weekly hours, gradually came to play different organizational roles. In some 

regions they became part of Emergency and Reception Health Care and Surgery 

(Law Decree n.299/1999); elsewhere, they are local emergency medical service 

doctors operating on behalf of the National Health System as stated by the 2005 

General Medicine ACN. 

Such a system is determined by the need of helping full connection and 

integration between the local emergency system and the urgency-emergency hospital 

system, aiming to achieve therapeutic continuity between local and hospital 

structures.  

8.4.4 Mental Health Centres (CSMs) 

Mental Health Centers (CSMs), created with the D.P.R. of April 7, 1994 

(Project aiming to “Mental health preservation 1994-1996”) are responsible for 

meeting patient’s needs and providing therapeutic continuity. They are defined as 

“Department organizational venues responsible for home and outpatient activities… 

Organizational venues of medical staff and coordinating points of local activity…” 

CSMs are the basic access point to Mental Health services, even in cases of 

emergency. 

CSMs are psychiatric outpatient structures open 12 hours a day, 6 days a 

week and guaranteeing specialized home assistance as well.  In Italy they are a total 

of 1.331, a number quite unevenly distributed among regions. The different number 

of CSMs per region can be more critically analyzed by observing figure n.10. Taking 

for example the Basilicata region we see that its five CSMs have an average number 
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of patients (118.000) only four times bigger than the number pertaining to each one 

of the 313 CSMs of Lombardia.  

CSMs perform home and outpatient psychiatric care: specialized 

examinations, counseling and hospitalization filter, therapeutic planning. It also 

guarantees a specific assistance and information service for patients’ families. Care is 

provided through the mental health centers net, in close integration with local 

structures (MMGs, PLSs, USL social services, Municipalities, voluntary work and 

family associations).  

Figure 8.9 

Number of CMSs per Region 

Year 2007 

 

Source: CEIS Health elaboration of Ministry of Health data, 2007 
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Figure 8.10 

Average CSM size per Region 

Year 2007 

Source: CEIS Health elaboration of Ministry of Health data, 2007 
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Project Aim Childhood and Motherhood (POMI) gives a strategic role to 

Family Guidance Centers (CFs) in the promotion and defense of female health in the 

age of development and indicates detailed and priority courses and fields of action.  

Family Guidance Centers offer information (e.g. in regards to 

contraception), listening and counseling in case of unplanned pregnancies. It also 

provides psychological assistance and support, gynecologic consultations and 

examinations, post-surgery check-ups in case of voluntary termination of pregnancy 

(IVG).  

Family Guidance Centers, just as personal MMGs and gynecologists, can 

also release prescriptions for IGV surgery. 

Figure 8.11 

N. of Family Guidance Centers per Region 

Year 2007 

 

Source: CEIS Health elaboration of Ministry of Health data, 2007 
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Figure 8.12 

Average size of Family Guidance Centers per Region 

Year 2007 

Source: CEIS Health elaboration of Ministry of Health data, 2007 
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that is to say within each Health District. There are 544 SERTs in Italy, working in 

cooperation with other public or private social and health-related structures.  

Figure 8.13 

Number of SERTs per Region 

Year 2006 

Source: CEIS Health elaboration of Ministry of Health data, 2007 
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Figure 8.14 

Average SERT size per Region 

Year 2006 

 

Source: CEIS Health elaboration of Ministry of Health data, 2007 
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Table 8.4 

Expense for primary health care for structures operating on 

behalf of the National health system 

Percentage values 

Regions Annual average 
2006/2001 2007/2006 2008/2007 

Italy 5,62 1,31 1,27 
North 6,04 2,01 2,09 
Center 5,67 1,48 -1,95 
South 5,14 0,44 2,00 
Piemonte 6,80 2,49 1,09 
Valle d'Aosta 5,66 -1,02 15,72 
Lombardia 6,69 -1,59 -0,87 
 P.A.Bolzano 5,70 3,36 8,42 
P.A.Trento 5,43 2,96 -1,50 
Veneto 5,69 2,61 3,89 
Friuli Venezia Giulia 5,08 3,70 1,24 
Liguria 4,74 0,95 4,36 
Emilia Romagna 5,12 8,56 5,97 
Toscana 5,96 -0,87 -1,05 
Umbria 5,09 -2,43 8,79 
Marche 5,43 1,64 2,61 
Lazio 5,62 3,73 -5,45 
Abruzzo 4,32 7,95 0,28 
Molise 7,49 11,31 1,36 
Campania 5,06 -3,05 -3,86 
Puglia 6,27 0,66 18,31 
Basilicata 7,91 1,58 3,83 
Calabria 4,28 -1,61 1,59 
Sicilia 4,21 2,72 -1,17 
Sardegna 6,04 0,28 -1,99 

Source: CEIS Health elaboration of Ministry of Health data 

The growth in primary health care expense is smaller than the growth in 

total health care expense. Absolute variations are mostly due to the renewal of behalf 

agreements and to the implementation of local integration agreements, as well as to 

the offer of additional services such as home care.  

In 2008 the national share of primary health care on the total health care 

expense amounted to 5.7%. Both Northern (5.3%) and Central (5.2%) Italy are in line 
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with this values, while Southern Italy registered a significantly larger share (6.6%). 

Such values haven’t significantly changed down the years, due to the lack of changes 

in the total number of MMGs, PLSs and Emergency Medical Service doctors.  

The 2008 national share of primary health care on total health care expense 

for structures operating on behalf of the National health system is 15.4%: 14.4% in 

the North, 14.7% in the Center and 17.2% in the South.  

Table 8.5 

Share of primary health care on total health care expense for 

structures operating on behalf of the National health system  

Percentage values 

Regions 2001 2006 2007 2008 

Italy 13,80 15,30 15,54 15,39 
North 13,32 14,67 14,64 14,38 
Center 13,46 14,67 15,38 14,72 
South 14,56 16,46 16,79 17,15 
Piemonte 13,72 15,97 15,70 15,44 
Valle d'Aosta 19,57 19,05 18,55 26,66 
Lombardia 11,11 12,77 12,27 11,63 
P.A.Bolzano 15,78 15,27 15,30 17,30 
P.A.Trento 15,56 15,58 15,50 14,93 
Veneto 15,88 15,44 16,11 15,75 
Friuli Venezia Giulia 16,32 20,38 20,36 20,65 
Liguria 11,82 14,33 14,29 14,29 
Emilia Romagna 15,62 16,17 16,93 17,36 
Toscana 18,56 21,75 21,34 20,89 
Umbria 18,96 19,96 19,52 20,76 
Marche 19,24 20,94 20,52 21,07 
Lazio 10,12 10,76 11,88 10,86 
Abruzzo 16,40 15,92 17,15 18,87 
Molise 17,77 17,54 18,84 18,39 
Campania 14,07 17,71 17,18 17,12 
Puglia 13,01 14,22 14,36 16,45 
Basilicata 20,68 24,53 24,21 24,05 
Calabria 16,47 17,72 17,60 16,89 
Sicilia 13,80 14,89 16,15 15,97 
Sardegna 17,59 20,01 20,55 19,79 

Source: CEIS Health elaboration of Ministry of Health data 
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Per-capita primary health care expense in Italy in 2008 amounted to € 

102.0: € 96.7 in the North, €98.6 in the Centre and €110.9 in the South.  

Just as it happened in 2007, the regions with the highest per-capita primary 

health care expense for 2008 are Molise and Basilicata, while those registering the 

lowest expense are Lombardia and Liguria.  

Table 8.6 

Per-capita primary health care expense for structures operating 

on behalf of the National health system  -  € Values 

Regions 2001 2006 2007 2008 

Italy 80,52 100,93 101,60 102,04 
North 76,45 94,44 95,74 96,73 
Center 80,56 102,19 101,73 98,59 
South 85,38 108,59 109,10 110,90 
Piemonte 72,53 97,96 100,14 100,12 
Valle d'Aosta 75,81 96,04 94,43 108,26 
Lombardia 70,50 92,61 90,46 88,78 
P.A.Bolzano n.d. 90,89 92,98 99,54 
P.A.Trento n.d. 101,06 103,12 100,32 
Veneto 77,51 97,27 99,07 101,67 
Friuli Venezia Giulia 75,41 94,44 97,58 98,03 
Liguria 71,74 88,70 89,67 93,47 
Emilia Romagna 76,88 93,49 100,63 105,33 
Toscana 82,54 106,46 105,01 102,81 
Umbria 78,09 95,07 92,22 99,02 
Marche 81,76 101,99 103,18 104,71 
Lazio 79,27 100,50 100,67 94,02 
Abruzzo 89,66 107,01 115,12 114,20 
Molise 89,19 128,20 143,06 144,66 
Campania 92,76 117,05 113,49 108,70 
Puglia 72,58 97,29 97,97 115,72 
Basilicata 86,42 127,59 130,21 135,27 
Calabria 89,20 110,76 109,32 110,53 
Sicilia 85,65 104,44 107,29 105,76 
Sardegna 81,15 107,41 107,47 104,94 

Source: CEIS Health elaboration of Ministry of Health data 
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8.6 Performance 

Quality rating on medicine in general is becoming more and more 

important, both in order to improve clinical practice and to develop a culture of 

accountability of action through the reaching of goals.  

The need to evaluate doctors’ performances stems from the existence of 

different clinical practices, but also from a need to “compensate” the awarding of 

grants and avoid the instance of doctors striving to maximize efficiency at the 

expense of quality. 

From such premises it becomes clear that indicators are a pivotal tool to 

measure professional quality and make sure that it isn’t traded off for efficiency.  

 The link between indicators and quality works two ways: while 

measuring quality, indicators also indicate the kind of quality needed, establishing a 

sort of benchmark in each specific field (Collecchia, 2009).  

The United Kingdom PHT experience, analyzed below, is by far the most 

mature.  

When examining the following comparison between U.K. and Italy, bear in 

mind that the Italyn performance rate experience is just beginning. The following 

paragraph will describe the experimental S.I.M.G. model developed in the last 

decade.  

8.6.1 Quality and Outcomes Frameworks (Qof) 

The United Kingdom experience is worth mentioning both because of its 

history of General practitioners (GPs) research and because of the deep changes that 

the British health system underwent in the past ten years. 

In 2003 the new GP contract introduced a payment system based on the 

clinical goals reached (P4P – Pay for Performance). The name of this system was 

Quality and Outcomes Framework (Qof). Participation is voluntary and at the 
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moment it involves 8.294 British GPs providing almost for the totality of English 

patients.  

The QOF system awards up to 1.000 points, distributed among four 

evaluation sectors: 

 Clinical area (550 points) 

 Organization (184 points) 

 Additional services (Cancer screening etc.) (36 points) 

 Patient experience/satisfaction/results (100 points) 

Three additional sectors are Holistic Care Payments, Quality Preactice 

Payment, Access Bonus (180 points).  

Sectors are 15 in total, for a total of 147 indicators and 1.050 points. 

The clinical area, worth more than 50% of total points, is centered on 

chronic illnesses (ischemic cardiomyopathy, brain hemorrhage, TIA (Transient 

Ischemic Attack), hypertension, asthma, epilepsy, diabetes, COPD (Chronic 

Obstructive Pulmonary Disease), depression, cancer). Continuing care responsibility 

for such pathologies is mainly the GP’s and PHC’s, making them a high priority item 

in the National Health Service agenda.  

GP salaries depend on the number of patients for which a certain procedure 

goal (e.g. regular blood pressure monitoring) or result goal (e.g. keeping blood 

pressure within set values) has been reached.  

In the first year of QOF implementation, the average goal-reaching rate 

was 82.8% in less advantaged areas and 86.8% in more affluent areas. At the end of 

the third year of QOF implementation the difference between the two rates was 

reduced from 4 to 0.8 percentage points68.  

                                                 
68  DoranT., Fullwood C., Kontopantelis E., Reeves D., Effect of financial incentives on 

inequalities in the delivery of primary clinical care in England: analysis of clinical activity 

indicators for the quality and outcomes framework, Lancet 2008; 372: 728–36. 
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In order to detect the possible areas of interest of Britain’s NHS, indicators 

have been re-classified and divided by topic. Particularly interesting were the results 

for the years 2005-2008 and 2008-2011 (Di Stanislao F., Fulvi S., Bellentani M.D., 

2009).  

The first change we detect concerns sector importance: in the 2005-2008 

period the most important sectors were accessible care, public health and clinic and 

economic effectiveness in the main acute or chronic pathologies, as well as the 

strengthening of prevention.  

On the other hand, the 2008-2011 period saw a widening in the sectors of 

interest to include disability and social work. The ultimate goal is evaluating the 

impact of Primary Health Care on health improvement, on inequality reduction and 

on personalized access to effective care.  

Our analysis shows the 2005-2008 period and the 2008-2011 period 

focusing more on sectors concerning needs (health state, request, equality and access) 

and on goals concerning patient safety and satisfaction, in order to support Primary 

Care Trusts in the definition priorities by promoting patient-oriented management. 
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Table 8.7 

UK NHS PHC Indicators 2005‐2008 

Sectors of Interest Classification 

Sectors of 
interest 

Public 
Health 

Response 
to 

accessible 
care 

Clinical, 
practical, 
economic 
effectiven

ess 

Governance  Safety 
Centrality 
of patient 

Comfort and 
environment 

Total  % 

Access  0  15  0  0 0 0 0  15 20%
Service 
Organization 

0  5  0  6  1  0  0  12  16% 

Prevention and 
Screening 

9  0  0  0  0  0  0  9  12% 

Age segment 
care 

5  1  1  1  0  0  0  8  11% 

Cardiac 
illnesses 

0  2  5  0  0  0  0  8  11% 

Tumors  1  3  2  0 0 0 0  6 8%
Mental Health  0  5  0  1 0 0 0  6 8%
Diabetes and 
endocrine 
illnesses 

0  2  2  0  0  1  0  5  6% 

Prescriptions  0  1  3  0 0 0 0  4 5%
Genital and 
urinary trait 
pathologies 

0  2  0  0  0  0  0  2  3% 

Patient 
satisfaction 

0  0  0  0  0  0  0  0  0% 

Total UK 
sectors 2008 

15  36  13  8  1  1  0  75  100% 

Source: Di Stanislao F, Fulvi S, Bellentani MD, 2009 
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Table 8.8 

UK NHS PHC Indicators 2008-2011 

Sectors of Interest Classification 

Sectors of 
interest 

Previous 
indicators 

Health 
improvement 

and 
inequality 
reduction 

Personalized 
access and 
effective 

care 

Hygiene 
and 

infection 
care 

Reputation, 
satisfaction 

and 
confidence 

Economic 
management Total % 

Access 11 0 6 0 0 0 17 20% 
Tumors 3 2 6 0 0 0 11 13% 
Service 
organization 0 2 4 3 0 0 11 13% 

Mental 
Health 2 3 3 0 0 2 8 9% 

Age 
segment 
care 

1 7 0 0 0 0 8 9% 

Patient 
satisfaction 0 0 0 0 6 0 6 7% 

Social Work 0 1 5 0 0  6 7% 
Cardiac 
illnesses 2 2 0 0 0 0 4 5% 

Disability 0 0 4 0 0 0 4 5% 
Prevention 
and 
screening 

0 2 1 0 0 0 3 4% 

Diabetes and 
endocrine 
illnesses 

1 1 0 0 0 0 2 2% 

Prescription 
drugs 0 2 0 0 0 0 2 2% 

Stroke 0 2 0 0 0 0 2 2% 
Prescriptions 0 0 1 0 0 0 1 1% 
Genital and 
urinary trait 
pathologies 

1 0 0 0 0 0 1 1% 

Total UK 
sectors 2008 211 24 30 3 6 2 86 100% 

Source: Di Stanislao F, Fulvi S, Bellentani MD, 2009 

8.6.2 Health Search 

Health Search is a research unit of the Italyn General Medicine Society 

(S.I.M.G.), created in 1998 and based on the following program points:  
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 Creating a voluntary school where MMGs can be educated in 

the description and coded registration of their professional 

activity through the use of a personalized clinical data 

management software (Millewin); 

 Creating a network of MMGs to include a representative 

number of researchers for each major geographic area; 

 Creating a database for collecting information deriving from 

daily clinical practice. 

The relational database, connecting each patient code to their information, 

should be updated every three months.  

In October of 2006 the database included 737 MMGs with a number of 

patients reaching 2.1% of the Italyn population. At the end of 2007 the MMGs 

working at the project reached 850 (MMG involvement in the project has been 

divided in two separate phases, from 2001 to 2003 and from 2004 to 2007).  

All the information collected by MMGs undergoes internal quality control 

in order to indentify the doctors providing the best data for the production of solid 

epidemiological information. 450 out of 850 doctors were selected based on the 

following parameters: 

 Suitability (% of coded diagnoses, % of diagnosis – linked 

prescriptions); 

 Completeness (% of registered prescription data, comparison 

between death rate of each MMG’s population and ISTAT 

official data); 

 Recording frequency (n.of years kept in the database). 
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Figure 8.15 

N. of MMGs sending information to Health Search  

THALES database (2001 to 2007) 

 

Source: Health Search website 

The main limitations of this database can be divided into two main 

categories: 

 Possible generalization: 

• Lack of pediatric patients 

• Regional representation needs improving 

 Linkage record: 

• Encrypted patient code doesn’t allow immediate 

connection to other databases 

 Missing information:  

• Socio-economic state 

• Specific cause of mortality 

• Hospitalization info (hospital prescriptions etc.) 
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Quality indicators have been created as a valid tool to evaluate General 

Medicine quality and improve MMG attitude. 

Health Search Project Indicators  

The proposed reference standards (Ideal & Acceptable assessed 

level=LAP) have been set according to the following objective criteria.  

 Performance level reached by current medical practice 

(evaluated through the Health Search – THALES database); 

 Theoretic desirable percentage for each indicator, reduced based 

on specific issues (e.g. % of patients with absolute 

contraindications to a specific drug) or general difficulties not 

depending on MMG’s knowledge or will (e.g. hypothetical 

refusal on the patient’s part, difficulties in home prescription 

registering etc.). 

From a structural point of view, the aforementioned indicators are divided 

by process, intermediate outcome and prescription suitability and presented as a 

single a clinical problem. The reported indicators refer to the activity of 450 doctors 

selected during the year 2007. 

The Italyn system is different from the British because it developed 

exclusive indicators for each clinical sector, concentrating on the monitoring of 

clinical suitability and on intervention effectiveness. The most representative 

indicators are those concerning procedure and prescription suitability, while the most 

representative sectors are: cardio-vascular illnesses (43%), endocrine illnesses 

(diabetes especially) (13%) and tumors (7%). 
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Table 8.9 

Health Search Indicators based on sectors of interest 

Years 2007-2008 

Sectors of 
interest 

Procedu
re 

Intermediat
e result Prevalence Health 

determinants 
Workloa

d 

Prescripti
on 

suitability 
Total % 

Cardiac 
illnesses 38 5 2 0 0 8 53 43

% 
Endocrine 
illnesses 
(Diabetes) 

10 4 1 0 0 2 17 13
% 

Tumors 4 0 5 0 0 0 9 7% 
Pneumology 
(BPCO)) 6 0 1 0 0 0 7 6% 

Organization 
and services 0 0 0 1 5 0 6 5% 

Gastroenterolog
y 4 0 1 0 0 1 6 5% 

Mental Health 2 0 1 0 0 2 5 4% 
Pneumology 
(asthma) 4 0 1 0 0 0 5 4% 

Prevention and 
Screening 0 0 0 4 0 0 4 3% 

Prescriptions 4 0 0 0 0 0 2 2% 
Metabolic 
sector 
(thyroids) 

2 0 0 0 0 1 2 2% 

Pain sector 1 0 0 0    1% 
Arthritis 0 0 1 0 0 0 1 1% 
Stroke 0  1      
Genital and 
urinary trait 
pathologies 
(benign 
prostatic 
hypertrophy) 

0 0 1 0 0 0 1 1% 

Age segment 
care 0 0 0 0 0 0 0 0% 

Patient 
satisfaction 0 0 0 0 0 0 0 0% 

Total Italyn 
sectors 73 9 15 5 5 14 123 100

% 

Source: Di Stanislao F, Fulvi S, Bellentani MD, 2009 
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8.6.3 Prescription suitability and charge-taking  

Prescription suitability, one of the most important parameters for the 

evaluation of efficiency/effectiveness in general medicine is, also among the most 

difficult to measure.  

Some evaluation can be made indirectly, based on the regional prescription 

drug use rate. 

First of all we notice that the main components of the 2008 expense 

(quantity effect, price effect, mixed effect) show an increase in quantity of drug 

prescription (+6.1%), a decrease in price (-6.9%) and an increase in the mixed effect 

(+1.3%). The increase in quantity of prescription drugs is common to all Italyn 

regions, while the mixed effect shows noticeable differences among regions.  

Table 8.10 

Consumption, price, mixed effect 

On the local variation of pharmaceutical expense 

Year 2008 vs 2007 

 
Gross expense 
2008 (million) 

∆ % 2008-2007 ∆ % 
average 

DDD cost expense DDD price mix 

Italy 12.274 0.1 6.1 -6.9 1.3 -5.6 

Source: CEIS Health elaboration on 2008 Osmed Report data 

The role of the MMG as a writer of prescriptions is pivotal in this dynamic, 

as it can influence the use of prescription drugs and, consequently, the 

pharmaceutical expense. The following figures show the geographical change in 

prescription volumes: the data show a smaller number of prescriptions in Northern 

Italy compared to Central and Southern regions. MMGs in the A.P. of Trento wrote 

an average 7.364,21 prescriptions against the 12.613,98 written in Calabria. 
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The promotion and pursuit of intervention effectiveness and suitability 

must be an equality tool, determining a reduction in care inequality as well as an 

improvement in operative and allocating effectiveness, thus allowing a better use of 

resources.  

Figure 8.16 

Average n. of prescriptions per MMG 

Years 2005 and 2007 

 

Source: CEIS Health elaboration on Ministry of Health data, 2007 
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Figure 8.17 

Average regional n. of prescriptions per MMG 

Years 2005 and 2007 

 

Source: CEIS Health elaboration on Ministry of Health data, 2007 
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9.   Home Care Services and Welfare Benefits for 
Dependent People 

Ploner E.6970 

Abstract 

The distinctive elements of the 2009 analysis on home care services are as 

follows: 

 lacking universally valid and shared definitions and standards, 

the meaning of “functional independence” may vary somewhat, 

becoming broader or narrower, as the case may be, and 

generating significant regional asymmetries with respect to the 

relevant home care policies and schemes; this situation is 

further aggravated by the lack of standard classification for 

Basic Care Levels (BCL). It ensues that any attempt to 

circumscribe the population of functionally dependent people 

eligible for home care becomes a very complex task indeed; 

                                                 
69  CEIS Sanità, Facolty of Economics, “Tor Vergata” University of Rome. 
70  This chapter used the comma as decimal separator and the point as thousands separator. 
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 the Decree introducing the so-called “basic care levels” 

provides that all the regions must implement integrated home 

care services, but it fails to provide any definitive benchmarks 

and standards the regional governments must be comply with, 

as a result of which both Friuli Venezia Giulia and Valle 

d’Aosta can be considered as compliant with the BCL 

requirements, even though the former delivers home care 

services to 7,30% of over-65 year olds, while the latter provides 

care services at home to only 0,31% of its elderly population; 

Figure 9.1 

Percentage of individuals over 65 assisted with integrated home care (IHC) 

over the entire elderly population 

Year 2007 

Source: CEIS Sanità elaboration from the Ministry of Health data. 

0,00

1,00

2,00

3,00

4,00

5,00

6,00

7,00

8,00



  585 

 integrated home care is unquestionably a developing care 

service, but its organisation is still far from any satisfactory 

degree of standardisation and its geographical distribution is 

still rather patchy and leaves a lot to be desired. Huge 

differences remain among the regions, with respect to both the 

organisation of the home care schemes and the number of 

people actually cared for. Although there has been a positive 

trend in recent years, with rising numbers of people cared for at 

home under the regional integrated home care (IHC) schemes, it 

is, unfortunately, equally true that the integration of health care 

and social care services is still a priority goal that seems hard to 

achieve. The responsibility for providing home care services, 

comprising both social and health care components, continues 

to be distributed between the local authorities and regional 

governments, and only a small percentage of cases are treated 

jointly. Above all, there are no uniform nationwide standards; 

very few regional governments, in fact, have made the effort to 

lay down commonly defined and shared benchmarks and 

criteria, with respect to the integration of the tasks and 

responsibilities of the health and social care organisations. In 

2006, out of the 3.781 elderly people cared for under IHC 

schemes, only 573 received both health and social care services 

at home. The only integration accomplished to date, in fact, 

appears to be within the healthcare system, but it still isn’t 

enough to allow us to consider home care as being effectively 

“integrated”; 
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Figure 9.2 

IHC and IHC with health care services per Region. 

Year 2006 

Source: CEIS Sanità elaboration from the Ministry of Health and Istat data. 

 with regard to 2005 – the last year for which suitable data is 

available – if we compare the total number of attendance 

allowance beneficiaries and the number of people cared for 

under the IHC schemes with the disabled population, we can 

observe that while 74,3 disabled people out of 100 are receive 

an attendance allowance, only 15,21% enjoy integrated home 

care. 
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Figure 9.3 

Percentage of attendance allowance beneficiaries and percentage of people 

cared for under the IHC over total disabled people. 

Year 2005 

Source: CEIS Sanità elaboration from the Ministry of Health and Istat data. 
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9.1 Introduction 

This chapter provides an overview of home care services, which – for 

reasons which will be explained further on – also include welfare benefits paid in 

cash, such as vouchers and allowances. 

Home care meets a number of different needs and/or includes various care 

settings.  Home care is appropriate in all those cases in which patients can receive 

rehabilitation or maintenance care at home, thus avoiding the risks and discomfort 

associated with hospitalisation. 

“Appropriate”, however, can become “necessary” when a patient is 

disabled to the point of not being able to reach a hospital, or in the event this is too 

painful. 

Home care, therefore, is largely associated with forms of chronic illness 

accompanied by disability. 

Moreover, the patient’s home is the ideal place for providing social care 

services, i.e. non-medical care; regardless of this distinction – according to which the 

difference between social care and health care can be defined based on the type of 

professionals providing the service – the actual border between the two types of care 

is rather blurred: in both cases, in fact, the relevant services are provided to 

individuals whose functional independence is more or less impaired, due to a 

condition or a disease. It is precisely the common feature of “dependence” that 

requires the integration of the two types of care, a concept that, however, is not 

always easy to translate into practical measures, and which is often rather hazily 

described in the relevant regulations: I will return to this issue later on, in an attempt 

to define certain differences between the two types of care, for classification 

purposes. 
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Home care services, therefore, constitute the natural link between the 

otherwise distinct health care and social care services. 

It should be added that, while health care services are mostly provided in 

“kind”, so to speak, through the activities of medical professionals (doctors and/or 

nurses), social services can also consist of welfare benefits, paid out either in cash or 

in the form of vouchers (food/care vouchers, etc.). 

This explains why this chapter also deals with welfare benefits, in an 

attempt to highlight the proportion of vouchers/allowances involved. 

This report provides a quantitative analysis of the data – which is not 

always easy to collect and compare, especially with regard to the social components 

of care – relating only to the (health care and social) services provided directly to the 

patient, or to the patient’s family, and which, therefore, do not require specific 

premises or facilities in which to be provided; I will, therefore, only take into account 

home care services and welfare benefits71, i.e. benefits that are partly funded by 

Government entities at all levels (central, regional and local governments, local 

health authorities, etc.). 

                                                 
71  For the services provided in residential care facilities, reference should be made to the 

chapter on intermediate care services. 
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Figure 9.4 

Public home care services and welfare benefits 

Source: CEIS Sanità elaboration 

9.2 Disability and dependence 

Before providing a more detailed overview of home care (regardless of 

whether it is provided directly or indirectly, i.e. in the form of welfare benefits), and 

of the eligibility requirements for home care, we must clarify the concept of 

functional (in)dependence, which, together with that of disability, is one of the 

underlying key features of home care. 

The World Health Organisation (WHO)72 generally defines disability as the 

inability to carry out one or more basic Activities of Daily Living (ADL), such as 

eating, personal hygiene, getting up from bed, etc. ... and/or the inability to carry out 

one or more important Instrumental Activities of Daily Living (IADL), such as 
                                                 
72  International Classification of Impairments, Disabilities and Handicaps (ICIDH) (1980). 
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preparing meals, shopping for groceries or clothes, doing light housework, etc.. Istat 

– the Italyn Central Statistics Office – also embraces the definition given by the 

WHO and defines a disabled person as an individual who «… excluding any 

temporary disabilities, declares a maximum degree of difficulty, in respect of at least 

one of the three dimensions taken into account (the physical dimension, the 

independent performance of activities of daily living, the dimension of 

communication), despite the support of medical aids (prostheses, walking sticks, 

spectacles, etc..)». 

On the contrary, the border between disability and dependence has not yet 

been clearly defined, nor exhaustively reported from a statistical point of view. 

In consideration of the increasing importance of LTC policies, i.e. the 

medical and care services for functionally dependent people, generally the elderly, 

the line of separation is clearly very thin, depending as it does on the definitions 

governing eligibility for public services. 

Attempts have been made to extrapolate the gravity of functional 

dependence from the objective determination of disabilities (based on the application 

of the ADL and/or IADL scales); in 2005, for example, the pensioners’ union 

organisations presented a people’s bill setting out the following definition of 

“dependence” «…the condition of people affected by a physical, mental, sensorial or 

relational disability, according to assessments based on uniform nationwide 

standards, as defined by the WHO and the ICF73, and a multidimensional assessment 

                                                 
73  International Classification of Functioning, Disability and Health. Based on this new 

classification, when defining disability the focus is no longer solely on a – structural or functional – 

disorder, but a comparison is made, beforehand, with what is considered to be a “healthy” 

condition. In practical terms, with the approval of the ICF, the WHO has resolved to operate an 

integration between the medical and social models of disability, in an attempt to link the biological 

aspects, and the individual and social perspectives, in a complex vision of health as the 
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of their functional and social conditions». In this case, dependence is closely 

associated with permanent disability, which prevents the individual from 

independently performing ordinary daily and relational activities. This is reflected in 

the definition set out in the 2009 Report on Care for elderly dependent people, in 

which dependence is defined as «the bio-psychosocial condition caused by a (mental, 

physical and/or sensorial) disability, as a result of which the individual comes to 

permanently depend on others for the performance of one or more fundamental and 

recurring daily functions, which condition of dependence is not affected by the 

support of prostheses or other medical aids». 

In short, the lack of nationwide rules and standards on functional 

dependence and, therefore, a clear definition of the term, together with the 

amendment of Title V of the Italyn Constitution, which deals with social care, has 

determined a “legislative void”, in respect of the protection of the subjective rights of 

functionally dependent citizens. 

Moreover, in the attempt to exhaustively define the borders of dependence, 

it appears necessary to examine the regional regulations governing public policies on 

the matter, and carry out a statistical analysis of the cases recognised as such by the 

competent boards set up to assess and determine eligibility. 

In conclusion, lacking a single universal definition and standard of 

dependence – since it cannot be considered as coinciding with a general condition of 

disability, but rather as overlapping with a set of disabilities – which is a prerequisite 

for establishing eligibility for subjective rights, the definition must necessarily be 

based on the applicable regional regulations and schemes, which substantially results 

in the different treatment of dependent people affected by the same disabilities; the 

                                                                                                                                                                  
psychological and physical well-being of a person, in respect of his or her interaction with the 

environment of life. 
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lack of defined Basic Social Care Levels (BSCL), therefore, translates into the failure 

to ensure a uniform response to the health rights of citizens (see further on74). 

9.2.1 Regional guidelines for assessing dependence 

If a disability coincides with a state of need, dependence should represent 

the criterion for eligibility for integrated social and health care services and, 

consequently, care under the home care schemes. But the lack of single universal 

standards, with respect to the condition of dependence, means that – in theory – there 

are no distinct eligibility requirements for home care, but rather – in practice – a 

multiplicity of eligibility criteria, at least equal to the different dependence standards 

introduced by the Regions, which makes it considerably difficult to objectively assess 

the overall phenomenon. Practically speaking, we can safely conclude that the 

number of dependent people is left to each region to decide, and absolutely does not 

coincide with the potential population of people who have been recognised with a 

certain condition of disability. 

In greater detail, the concept of dependence, although it does feature certain 

common key traits, has taken on – as clearly mentioned above – a number of different 

meanings in the different regions; in particular, we can clearly distinguish between 

three different policy approaches. 

First of all, there is a group of regions that have clearly defined dependence 

as the inability, by an individual, to perform the activities of daily life and maintain a 

network of social relations; this group includes Lazio, Liguria, Friuli Venezia Giulia, 

the Autonomous Provinces of Trento and Bolzano, etc. In Liguria, for example, 

dependent persons are defined as over-65 year olds who are unable to independently 

                                                 
74  As we shall see in the following paragraphs, in fact, each Region has introduced a 

different set of standards and procedures for defining the condition of “dependence”, which, 

obviously, leads to different ways of addressing and tackling the needs of dependent persons. 
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perform at least three ADLs, with a situation of co-morbidity and behavioural 

disorders, while disabled persons (both children and adults), in order to be considered 

as “dependent”, must feature an impairment classified as either “grave progressive” 

or “grave stabilized” and “absolute” difficulty in maintaining a situation of personal 

independence; moreover, besides the assessed disabilities, the individual must also 

require at least 5 hours of care per day. 

Secondly, other regions have no clear definition of dependence, its 

assessment being based on specific assessment tools, as in the case of Veneto and 

Piemonte75. 

Lastly, the condition of dependence is associated with the presence of a 

number of medical conditions (Abruzzo76). 

Other differences concern both the bodies responsible for assessing 

dependence, and the assessment methods employed for this purpose; for instance, the 

condition of dependence is assessed by means of special data tools covering the 

various areas of interest. The tools used by the various regions are: the AGED 

(Assessment of geriatric disabilities) in Liguria, SVAMA (Scheda di Valutazione 

Multidimensionale dell’Anziano – Multidimensional Assessment of Elderly Persons) 

in Veneto and Puglia, BINA (Breve Indice di Non Autosufficienza – Short 

Dependence Index) in Friuli Venezia Giulia. Obviously, it ensues that the multiplicity 

of methods used to investigate the same phenomenon entails difficulties in comparing 

                                                 
75  In Piemonte, the Dependence Medical Index (DMI) is used to measure the degree of 

dependence. A score is assigned to each medical condition affecting the individual applying for 

home care. In particular, a person is judged as “dependent” if he or she features a serious loss of 

strength and/or movement impairments in both arms, or double incontinence or a considerable 

impairment of his or her sight and/or hearing, which cannot be corrected by means of medical aids 

or prostheses, etc.. 
76  Mental and sensorial disorders, physical disabilities, etc.. 
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the degree of dependence of the persons concerned, and the quality of the relevant 

schemes. 

In the various regions, the dependence assessment bodies have adopted a 

non-uniform terminology. While many regions (Piemonte, Liguria, Lombardia, 

Abruzzo, Basilicata, etc..), in fact, have adopted the term Geriatric Assessment Unit 

(abbreviated as UVG – Unità di Valutazione Geriatrica)77, others have adopted a 

variety of terms, all of which, however, make reference – more or less explicitly – to 

multidimensional assessment methods (Unità di Valutazione Multidimensionale 

Distrettuale – Multidimensional District Assessment Unit, in Veneto; Unità 

Valutativa Territoriale – Local Assessment Unit in Lazio, Puglia and Sardegna, etc.). 

There are differences also with respect to the organisation and composition 

of these assessment bodies; in fact, although the core members are always a 

physician, a professional nurse and a social worker, a majority of regions (Basilicata, 

the Autonomous Provinces of Trento and Bolzano, Lazio, Toscana, Veneto, etc..) 

also include a general medicine physician among the members. Other regions 

(Basilicata, Piemonte, Puglia, etc.) also feature a physiotherapist and, in the case of 

the assessment of elderly people, a geriatrician. 

On the contrary, with regard to the role played by the assessment bodies, 

there is a substantial agreement among the regions; regardless of how they’re called; 

these assessment bodies, in fact, all perform a number of key tasks, in particular: 

 multidimensional assessments; 

 processing of Individual Care Plans (ICP), for each home care 

applicant, which set out what should be done, who should do it 

and with what frequency; 

                                                 
77  The UVG generally entails the multidimensional assessment of elderly people, but 

disabilities, or situations of dependence, may also concern adults and children. Therefore, it is 

surprising that several regions provide for this type of assessment body alone. 
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 promoting the integration of health and social care services; as 

regards this aspect, based on the organisation guidelines of the 

assessment bodies set out in the 1998-2000 National Health 

Plan, all the regions are required to identify a care manager, 

who is responsible for ensuring continuity of care, by 

identifying practical solutions enabling the integration of the 

various professionals involved and the delivery of the services 

provided for. In a nutshell, the care manager is responsible for 

supervising the care schemes, coordinating the resources and 

improving the effectiveness and efficiency of the care, directing 

the customised projects and formally and informally networking 

the available resources, in order to adequately address the 

complexity of the care situations. This position is generally 

filled by either a nurse or a social worker, depending on the 

predominant needs; 

 in particular, the identification of a case manager, who acts as a 

contact for the persons cared for and is responsible for all the 

clinical aspects of the defined care scheme. As a rule, the case 

manager coincides with the General Medicine Physician. 

Therefore, as a result of the different procedures, systems and organisations 

introduced by the regions, in respect of the same forms of dependence, people have 

different ways of accessing the system of integrated services and having their care 

needs met. The need is now urgently felt «also with respect to the different forms of 

organisation, to introduce uniform conditions nationwide, so that dependent people 

can access the services in as uniform a manner as is possible»78, regardless of where 

they live, in order to safeguard the civil and social rights set out in Article 117 of the 

                                                 
78  Banchero (2009). 
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Constitution. This objective, in fact, could be achieved if all the regions agreed to the 

same assessment and interpretation criteria and standards, with regard to dependence. 

9.3 The demand for home care 

With regard to the demand for home care by the disabled population, 

reference should be made to the 2008 CEIS-Sanità Report, since the figures have not 

changed in the meantime79. 

9.4 The provision of home care services 

This paragraph will focus on how the different home care services are 

delivered. 

We will start with the so-called Integrated Home Care (IHC) schemes, 

which, based on the legal definition, provide for both health care services and welfare 

benefits, under the responsibility of the Local Health Authorities (ASL), which often 

act in partnership with the local authorities. 

To investigate the effective delivery of this type of service, I shall assume 

as the relevant benchmark the ratio of ASLs providing this service to the total number 

of ASLs80. 

                                                 
79  Ploner (2008). 
80  The indicator employed, however, might be affected – in several cases – by the 

intervening process of merger/abolition of many local health authorities, in recent years, in the 

different regions and, therefore, the changes over the years of the number of ASLs might affect the 

indicator trends. 
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Table 9.1 

ASLs providing IHC. 

Percentage values. Years 2000 - 2007 

Regions % variance of ASLs with 
IHC 2000-2005 

% variance of ASLs with 
IHC 2005-2007 

% of ASLs with IHC. 
Year 2007 

Italy 4,51 2,13 96,49 
Piemonte 0,00 0,00 100,00 
Valle d’Aosta 0,00 0,00 100,00 
Lombardia 0,00 0,00 100,00 
P. A. Bolzano 0,00 0,00 100,00 
P. A. Trento 0,00 0,00 100,00 
Veneto 4,76 0,00 100,00 
F. Venezia Giulia 0,00 0,00 100,00 
Liguria 20,00 0,00 100,00 
Emilia Romagna 15,38 0,00 100,00 
Toscana 8,33 0,00 100,00 
Umbria 0,00 25,00 100,00 
Marche 0,00 0,00 100,00 
Lazio -8,33 8,33 91,67 
Abruzzo 50,00 0,00 100,00 
Molise 0,00 0,00 100,00 
Campania 15,38 7,69 100,00 
Puglia 0,00 8,33 100,00 
Basilicata 0,00 0,00 100,00 
Calabria -9,09 9,09 72,73 
Sicilia -11,11 0,00 77,78 
Sardegna 25,00 0,00 100,00 

Source: CEIS Sanità elaboration from the Ministry of Health data. 

The table shows that, in 2007, out of a total of 165 ASLs, approx. 96% had 

implemented services under an IHC scheme, up by 4,5% compared to the previous 5 

years (2000-2005) and up by 2,1% in 2005-2007 alone. 

Although D.P.C.M. of 29.11.2001 specifically requires the IHC schemes to 

be included among the Basic Care Levels, and consistently introduced nationwide, 

the latest survey year shows that some regions had still not yet implemented a 

widespread IHC scheme in all the ASL Districts: in particular, Lazio, Calabria and 

Sicilia. In detail, in Lazio there is a single ASL that does not provide the service, 

while in Calabria and Sicilia there are 3 and 2, respectively. 
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Table 9.2 

ASLs not providing IHC. Year 2007 

Regions ASLs not providing IHC 

Lazio 1 
Calabria 3 
Sicilia 2 

Source: CEIS Sanità elaboration from the Ministry of Health data. 

Moving on to examine the implementation of “hospital-at-home” services, 

we can observe the fundamental importance of these schemes, because they achieve 

two key objectives: on the one hand, they enable patients who have not yet completed 

their hospital treatment to return home, sparing them useless periods of 

hospitalisation; on the other hand, they provide the certainty that the patients will 

receive ongoing care by a team of experts and medical professionals qualified to treat 

the specific disease, illness, disorder or condition they are affected by. 

These schemes, therefore, primarily target patients affected by chronic 

conditions – evolutive or otherwise – who are experiencing a worsening of their 

condition81, who generally need to be visited a certain number of times per day by a 

hospital team. However, based on the interpretation of the figures, it clearly emerges 

how this type of scheme has been implemented only in certain regions and, within 

those regions, only in certain (public and so-called private “accredited”) hospitals and 

care facilities. 

                                                 
81 Terminal (cancer or other) patients, patients affected by degenerative/progressive 

neurological diseases in an advanced stage (ALS, muscle dystrophy), patients who need invasive 

ventilation support, patients in a vegetative condition, etc. 
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Table 9.3 

Public and Private accredited facilities providing “hospital at home” 

services. Percentage values  -  Years 2000-2007 

Regions 

Public facilities Accredited facilities 

% variance 
2000-2005 

% variance 
2005-2007 

% over total 
facilities 

Year 2007 

% variance 
2000-2005 

% variance 
2005-2007 

% over total 
facilities 

Year 2007 
Italy 3,23 0,06 11,57 2,87 -1,59 2,03 
Piemonte -7,93 -10,26 n.d. n.d. n.d. n.d. 
Valle d’Aosta n.d. 0 n.d. n.d. n.d. n.d. 
Lombardia -0,72 6,23 9,68 n.d. n.d. n.d. 
P. A. Bolzano 0,00 14,29 14,29 n.d. n.d. n.d. 
P. A. Trento 0,00 0,00 n.d. n.d. n.d. n.d. 
Veneto 3,33 3,08 23,08 n.d. n.d. n.d. 
Friuli Venezia Giulia 11,11 -5,23 5,88 40,00 -40,00 n.d. 
Liguria -3,70 5,56 5,56 n.d. n.d. n.d. 
Emilia Romagna -3,37 3,96 7,41 2,17 2,17 4,35 
Toscana -2,66 0,28 11,90 -3,57 n.d. n.d. 
Umbria 0,00 0,00 9,09 40,00 -40,00 n.d. 
Marche 3,43 6,06 12,12 15,38 -15,38 n.d. 
Lazio 2,15 5,13 15,38 1,51 -2,12 1,45 
Abruzzo 0,00 0,00 4,55 n.d. n.d. n.d. 
Molise 25,00 3,57 28,57 n.d. n.d. n.d. 
Campania 10,29 2,74 23,64 2,82 0,12 2,94 
Puglia 51,08 -29,24 26,32 n.d. 2,70 2,70 
Basilicata 0,00 0,00 n.d. n.d. n.d. n.d. 
Calabria 0,00 -2,70 n.d. 2,63 -2,63 n.d. 
Sicilia -4,29 -1,45 1,41 11,48 -3,66 7,81 
Sardegna -3,03 9,75 21,88 -7,69 n.d. n.d. 

Source: CEIS Sanità elaboration from the MoH data. 

In 2007, only 11.5% of all public healthcare facilities nationwide, and 

approx 2,0% of “accredited” private facilities, had implemented such a scheme. The 

regional breakdown shows that Veneto, Molise and Puglia are the regions with the 

highest number of public facilities delivering “hospital-at-home” care services 

(23,0%, 28,6% and 26,3% respectively); which figures are especially low in Sicilia 

(1,4%) and Abruzzo (4,6%). In the same year, with respect to the very few regions 



  601 

for which data is available, in Sicilia 7,8% of “accredited” private facilities had 

implemented this scheme, which figure dropped to 1,5% in Lazio. 

With regard to public inpatient facilities, the nationwide indicator increased 

by 3,2% between 2000 and 2005, and by only 0,1% between 2005 and 2007. The 

regions implementing the scheme in the largest number of facilities, in the entire 

survey period, were Veneto (+3,3% between 2000 and 2005 and +3,0% between 

2005 and 2007), Marche (+3,4% between 2000 and 2005 and +6,0% between 2005 

and 2007), Lazio (+2,1% between 2000 and 2005 and +5,1% between 2005 and 

2007), Molise (+25,0% between 2000 and 2005 and + 3,5% between 2005 and 2007) 

and Campania (+10,2 between 2000 and 2005 and +2,7% between 2005 and 2007). 

Worthy of mention, among the different schemes and projects introduced 

for dependent persons, is the Home Care Service (HCS) by the local authorities. In 

actual fact, the local authorities have different ways of providing social services at the 

recipient’s home: social home care82, integrated social/health home care, community 

services (friendly neighbourhoods)83, telecare, vouchers, care and social/health 

allowances, meals and/or laundry at home. These services can concern a number of 

recipient groups. Istat84 (the Central Statistics Office) has identified at least 7 such 

groups: families and children, disabled persons85, dependent persons, elderly persons, 
                                                 
82  A service targeting partially dependent persons who require personal hygiene and care 

services, help in managing the home, psychological support, social or socio-educational care at 

home. 
83  Forms of solidarity (also by organisations, associations and charities) among fragile 

persons (elderly people living alone, elderly couples, disabled adults, migrants), living in the same 

street, building, etc., aimed at providing mutual support, with respect to daily discomfort and 

problems. 
84 Istat (2008). 
85  The disabled persons group, based on the survey figures collected by the Istat, on the 

social services and schemes put into place by the local authorities «includes the schemes and 

services for which people affected by physical, mental and sensorial disabilities can qualify 
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migrants or nomads, poor persons, problem adults and multiuser groups. In this report 

I will only consider the elderly and the disabled, both because they are the two largest 

groups requiring home care, and because figures relating to the other groups are not 

always readily available. 

The most recent figures released by Istat86, relating to 2006, show how in 

Italy approx. 85% of local authorities provide social home care services for the 

elderly; this percentage drops in the case of social home care services integrated with 

health care services and the distribution of vouchers/allowances and other welfare 

benefits, standing at 39,7% and 44,3%, respectively. In the case of disabled persons, 

68% of local authorities provide social home care services, and 35% also provide 

vouchers and other welfare benefits. Home care integrated with health care services is 

provided by only 19% of local authorities in Italy. 

Moreover, there are significant differences from one region to another, with 

respect to both the type of services and the target groups: for example, only 29,8% of 

local authorities in Calabria provide any form of social home care for over-65 year 

olds, while 20,5% provides this form of care for disabled persons as well; a very 

small number of local authorities (3,3%) contemplates integrated home care and 

health care services for the elderly, while 1,7% supports disabled persons with 

welfare benefits (cash, vouchers, allowances, etc..). On the contrary, in Piemonte, 

almost all local authorities have opted for social care in favour of both the over and 

the under 65-year olds (99,8% in the first case and 94,0% in the second); significant 

                                                                                                                                                                  
(including people affected by HIV or TBC). The services targeting dependent elderly people are 

obviously included in the elderly persons group, which also includes the schemes and services 

aimed at improving the quality of life of elderly people, and helping them improve their mobility, 

fostering social integration and the performance of primary functions. This group also includes the 

services and schemes aimed at helping elderly people affected by Alzheimer’s disease». 
86  Istat (2009). 
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percentages are also recorded in the case of the other two forms of care taken into 

account in the analysis. 

Table 9.4 

Local Authorities providing home care services 

Percentage values  -  Year 2006 

Regions 
Social Home Care Integrated social/health 

home care 
Vouchers and care and 
social/health allowances 

Disabled 
persons 

Elderly 
people 

Disabled 
persons 

Elderly 
people 

Disabled 
persons 

Elderly 
people 

Italy 68,00 85,30 19,30 39,70 35,00 44,30 
Piemonte 94,03 99,75 30,51 65,01 29,77 78,03 
Valle d’Aosta 18,92 95,95 6,76 12,16 100,00 1,35 
Lombardia 57,89 81,82 11,71 39,39 69,73 79,11 
P. A. Bolzano 100,00 100,00 0,00 0,00 0,00 0,00 
P. A. Trento 84,30 100,00 0,00 52,02 100,00 100,00 
Veneto 73,49 94,15 55,42 91,91 83,30 93,80 
Friuli Venezia Giulia 63,47 92,69 31,96 44,29 6,85 67,12 
Liguria 69,79 97,87 16,60 17,87 14,47 24,26 
Emilia Romagna 70,97 93,84 19,35 47,80 78,30 72,14 
Toscana 88,85 97,21 33,45 73,87 9,76 21,25 
Umbria 78,26 73,91 25,00 33,70 1,09 1,09 
Marche 63,82 77,24 4,47 4,88 0,41 1,22 
Lazio 79,37 79,10 41,01 39,42 13,49 5,03 
Abruzzo 68,52 99,02 17,38 38,69 0,00 3,61 
Molise 44,12 78,68 1,47 4,41 0,00 0,00 
Campania 83,48 84,39 11,62 25,41 4,36 0,73 
Puglia 27,91 60,85 4,26 15,50 0,39 1,16 
Basilicata 63,36 61,83 14,50 12,21 9,92 0,76 
Calabria 20,54 29,83 1,47 3,42 1,71 1,22 
Sicilia 58,46 83,33 6,92 22,31 43,33 24,10 
Sardegna 55,97 90,19 11,67 10,88 0,80 0,00 

Source: Istat. 

The nationwide trends highlight an increased percentage of local authorities 

that have actually implemented the care schemes in question, with respect to both the 

elderly and the disabled; in particular, between 2005 and 2006, the local authorities 

committed to providing home care integrated with health care services to over-65 

year olds, increased by 5,5%, while those providing welfare benefits to the disabled 

increased by 4,9%. 
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Moreover, it should also be stressed how, in certain regions, the amount of 

local authorities implementing social home care services has also significant 

increased. This has occurred, for example, in Sicilia (+12,6% in the case of the 

elderly), Molise (+17,6% in the case of the elderly) and Friuli Venezia Giulia 

(+15,1% for the elderly and +7,7% for the disabled). 

The regional figures on the provision of home care integrated with health 

care services alone, show that, between 2005 and 2006, the percentage of local 

authorities implementing these schemes also significantly increased, as follows: in 

the Autonomous Province of Trento (+51,6%), Lombardia (+19,8%) and Sicilia 

(+12,1%). On the contrary, Valle d’Aosta stands out because it significantly cut back 

these services (-87,8%). 

As regards welfare benefits (vouchers, care allowance, etc.) for the 

disabled, the local authorities recording a significant increase, within the survey 

period, were in Lombardia (+11,0%), Basilicata (+8,4%) and Sicilia (+29,0%); the 

local authorities of Umbria, moreover, significantly reduced their efforts in this 

respect (-13,0%). 
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Table 9.5 

Local Authorities providing home care services 

Percentage values  -  Years 2005-2006 

Regions 

Social Home Care.  
% variance 2005-2006

Integrated 
social/health home 

care.  
% variance 2005-2006

Vouchers and care 
and social/health 

allowances.  
% variance 2005-2006

Disabled 
persons 

Elderly 
people 

Disabled 
persons 

Elderly 
people 

Disabled 
persons 

Elderly 
people 

Italy 2,20 1,40 1,20 5,50 4,90 1,90 
Piemonte 0,08 0,91 -0,41 -2,65 0,58 3,07 
Valle d’Aosta 9,46 10,81 6,76 -87,84 0,00 1,35 
Lombardia 5,24 4,46 6,99 19,79 11,00 2,78 
P. A. Bolzano 0,00 0,00 0,00 0,00 0,00 0,00 
P. A. Trento -15,70 0,00 0,00 51,57 4,93 3,59 
Veneto -7,75 2,24 -0,34 9,64 6,37 1,38 
Friuli Venezia Giulia 15,07 7,76 0,00 13,70 -1,83 7,76 
Liguria -3,40 -2,13 3,40 -8,09 -2,13 -5,53 
Emilia Romagna 3,23 2,05 -13,49 -0,59 3,23 1,76 
Toscana -0,35 -2,44 -2,79 -5,57 2,09 -1,05 
Umbria 4,35 -13,04 -17,39 3,26 -13,04 -11,96 
Marche 1,22 2,03 2,44 -0,81 -1,22 -0,41 
Lazio 1,06 -1,06 1,59 -0,26 7,94 0,00 
Abruzzo 0,33 -0,33 0,66 -2,62 -0,33 0,00 
Molise 17,65 -0,74 -0,74 -1,47 0,00 0,00 
Campania 7,62 -1,27 2,54 1,81 3,27 0,00 
Puglia 1,55 5,43 0,39 0,78 -0,39 -2,33 
Basilicata -3,05 -12,21 3,05 8,40 8,40 0,00 
Calabria -4,16 5,38 0,24 1,96 1,47 0,73 
Sicilia 12,56 3,08 3,08 12,05 28,97 15,64 
Sardegna 7,43 -2,12 1,06 1,33 0,80 0,00 

Source: CEIS Sanità elaboration from  Istat data. 

9.5 Home care recipient figures 

International comparison 

The spread of social and health care services at home for the elderly differs 

considerably from one European country to another. The countries with the highest 

rate of home care services, in 2007, were primarily located in Northern Europe 
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(Denmark, Norway and the Netherlands). In these countries, between 10,0 and 15,0% 

of over-65 year olds, on average, are cared for at home on a continuous basis (the 

peak having been reached in Norway, with just under 16,0%), with quality services 

that provide integrated social and health care (available around the clock), supported 

by state-of-the-art telematic and IT solutions. Ranking slightly below are Switzerland 

(12.3%) and Denmark (9.5%). 

Table 9.6 

Elderly people with home care services in some European countries 

Percentage values  -  Year 2007 

Country % of elderly people with home care services 

Danimarca 9,5 
Finlandia 7,4 
Francia 6,5 
Germania 6,7 
Ungheria 6,2 
Italy 3,3 
Lussemburgo 7,0 
Paesi Bassi 12,9 
Norvegia 15,6 
Spagna 6,8 
Svizzera 12,3 

Source: OECD Health Data 2009. 

A mid-range group of countries include France, Germany, Luxembourg, 

Finland and Spain, where the percentage of elderly people cared for at home ranges 

between 6,5% and 7,0%. 

Italy, with only 3,3% of elderly people cared for at home, ranks very low 

down in the league table. 

The situation in Italy 

According to the 2007 yearbook of the Italyn National Health System 

(INHS), Integrated Home Care in Italy was provided to 474.567 people (up from 
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396.757 in 2005); of which 89.219 (18,8% of the total) were aged below 65 years, 

while 385.348 (81,2% of the total) were over-65 year olds. 

Table 9.7 

People with IHC  -  Year 2007 

Regions Total people 
with IHC 

Elderly 
people with 

IHC 

Under 65 
with IHC 

% of elderly 
people with 
IHC over 

total people 
with IHC 

% of under 
65 with IHC 

over total 
people with 

IHC 
Italy 474.567 385.348 89.219 81,20% 18,80% 
Piemonte 24.300 17.447 6.853 71,80% 28,20% 
Valle d’Aosta 147 78 69 53,10% 46,90% 
Lombardia 81.174 68.836 12.338 84,80% 15,20% 
P. A. Bolzano 683 452 231 66,20% 33,80% 
P. A. Trento 1.742 976 766 56,00% 44,00% 
Veneto 73.431 59.479 13.952 81,00% 19,00% 
Friuli Venezia Giulia 24.958 20.241 4.717 81,10% 18,90% 
Liguria 14.829 13.865 964 93,50% 6,50% 
Emilia Romagna 64.666 54.966 9.700 85,00% 15,00% 
Toscana 22.122 18.007 4.115 81,40% 18,60% 
Umbria 10.814 8.813 2.001 81,50% 18,50% 
Marche 15.883 13.485 2.398 84,90% 15,10% 
Lazio 51.877 41.346 10.531 79,70% 20,30% 
Abruzzo 12.705 10.253 2.452 80,70% 19,30% 
Molise 5.790 2.629 3.161 45,40% 54,60% 
Campania 17.707 14.679 3.028 82,90% 17,10% 
Puglia 13.882 11.564 2.318 83,30% 16,70% 
Basilicata 6.774 5.121 1.653 75,60% 24,40% 
Calabria 13.071 10.182 2.889 77,90% 22,10% 
Sicilia 12.784 9.256 3.528 72,40% 27,60% 
Sardegna 5.228 3.576 1.652 68,40% 31,60% 

Source: CEIS Sanità elaboration from the Ministry of Health data.. 

Therefore, it is clear how IHC primarily targets the elderly population, 

although the legislators had intended it as a service for all disabled people. 

Comparing the IHC figures with the total disabled people per region, we 

see that, in 2005, Veneto (32.4%), Friuli Venezia Giulia (51.0%), Emilia Romagna 

(33.4%) and Molise (26.7%) were the regions with the highest percentage of disabled 

people cared for under the IHC schemes. In the same year, the proportion of disabled 

people cared for at home accounted for 15.2% of all disabled people. The regions 
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featuring the lowest percentages were Valle d’Aosta (0.8%), Campania (5.3%), 

Sicilia (3.3%) and Sardegna (6.0%). 

Figure 9.5 

Disabled people with IHC per Region 

Percentage values  –  Year 2005 

Source: CEIS Sanità elaboration from the Ministry of Health data. 

In Italy, in 2000-2007, the percentage of people cared for under IHC 

schemes has constantly increased; in particular, between 2000 and 2005, according to 

a 10.6% yearly rate, on average, while between 2005 and 2007 the rate dropped 

slightly to 9.4%. On the contrary, the regional figures highlight significant 

differences from region to region. In 2000-2005, for instance, Valle d’Aosta 

significantly cut back on its IHC scheme by 68.0% per year, while in 2005-2007, the 

figure increased considerably to 91.7%, on average, per year. Between 2005 and 

2007, the Autonomous Province of Bolzano and Abruzzo significantly increased the 
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number of people cared for under their IHC schemes, according to an average annual 

variation of 57.6% and 50.7%, respectively. The other regions all featured 

significantly lower figures. 

Table 9.8 

Total people with IHC. 

Percentage values  -  Years 2000-2007 

Regions % of average 
variance 2000-2005 

% of average 
variance 2005-2007 

Total people with 
IHC. Year 2007 

Italy 10,57 9,37 240.105 
Piemonte 8,26 5,36 14.717 
Valle d’Aosta -68,09 91,70 12.092 
Lombardia 8,33 9,11 45.704 
P. A. Bolzano 23,17 57,60 97 
P. A. Trento -27,19 8,09 7.289 
Veneto 22,41 11,53 21.482 
Friuli Venezia Giulia 1,88 -2,95 24.145 
Liguria 8,97 3,63 8.985 
Emilia Romagna 44,94 6,41 8.929 
Toscana 8,84 1,92 13.945 
Umbria -8,55 3,10 15.903 
Marche -0,77 8,03 14.147 
Lazio 13,27 18,38 19.854 
Abruzzo 14,95 50,65 2.789 
Molise 7,87 9,85 3.285 
Campania 16,09 14,88 6.363 
Puglia 13,71 -8,00 8.629 
Basilicata 15,71 10,69 2.666 
Calabria 18,64 37,64 2.935 
Sicilia 14,43 16,79 4.777 
Sardegna 25,78 10,02 1.372 

Source: CEIS Sanità elaboration from the Ministry of Health data. 

Although the number of people cared for under IHC schemes increased 

constantly in the survey period (2000-2007), nationwide, the percentage of over-65 

year olds cared for at home dropped by 2.9% between 2005 and 2007. This trend was 

recorded in most of the regions. The most significant drop occurred in Valle d’Aosta 

(-39.4%), the Autonomous Province of Bolzano (-20.7%) and Molise (-43.7%), while 

in Lombardia and Umbria, the number of people cared for at home underwent a 
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neglectable reduction. The only regions that increased the number of over-65 year 

olds cared for under IHC schemes were the Autonomous Province of Trento (3.8%), 

Veneto (4.9%), Toscana (0.3%) and Marche (0.7%). 

Table 9.9 

Elderly people with IHC 

Percentage values  -  Years 2000-2007 

Regions % variance 
2000-2005 

% variance 
2005-2007 

Elderly people with 
IHC.  

Year 2007 
Italy 4,30% -2,90% 81,20% 
Piemonte 25,10% -7,90% 71,80% 
Valle d’Aosta 11,50% -39,40% 53,10% 
Lombardia 24,10% -1,40% 84,80% 
P. A. Bolzano 1,30% -20,70% 66,20% 
P. A. Trento -47,80% 3,80% 56,00% 
Veneto -10,20% 4,90% 81,00% 
Friuli Venezia Giulia -4,80% 0,10% 81,10% 
Liguria 1,50% -3,60% 93,50% 
Emilia Romagna 15,40% -4,10% 85,00% 
Toscana -5,90% 0,30% 81,40% 
Umbria -6,70% -0,20% 81,50% 
Marche -5,40% 0,70% 84,90% 
Lazio 0,60% -10,00% 79,70% 
Abruzzo 26,50% -5,50% 80,70% 
Molise 12,20% -43,70% 45,40% 
Campania -1,50% -7,40% 82,90% 
Puglia 1,00% -2,70% 83,30% 
Basilicata -3,50% -7,40% 75,60% 
Calabria 1,50% -8,20% 77,90% 
Sicilia -13,20% -3,60% 72,40% 
Sardegna 33,90% -3,90% 68,40% 

Source: CEIS Sanità elaboration from the Ministry of Health data. 

In short, in 2007, only 3.27 out of 100 elderly people received home care 

services. Based on the breakdown of the data, it emerges that, in the same year, 

Veneto (6.4%), Friuli Venezia Giulia (7.3%) and Emilia Romagna (5.7%) were the 

regions with the highest percentage of elderly people cared for under IHC schemes, 

compared to the total elderly population. Valle d’Aosta cared for only 0,3% of its 

elderly population at home, while the Autonomous Province of Trento, Sicilia and 
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Sardegna provide home care services to only approx. 1,0% of their population of 

over-65 year olds. 

Figure 9.6 

Percentage of elderly people with IHC over total elderly people per Region 

Year 2007 

 

Source: CEIS Sanità elaboration from the Ministry of Health data. 

Also with regard to 2007, nationwide, approx. 0.8% of the population is 

cared for at home, under IHC schemes. The gap between the different regions is not 

particularly wide, ranging from Valle d’Aosta (0.1% of the population) to Friuli 

Venezia Giulia (2.0%). 



  612 

Figure 9.7 

Percentage of total people with IHC over total population per Region 

Year 2007 

Source: CEIS Sanità elaboration from the Ministry of Health data. 

In order to better represent the different regional commitments to 

Integrated Home Care, besides the number of elderly people cared for under the 

relevant schemes every year, we also take into account the average number of hours 

of care provided each year. In this case, the trend in the last few years has not been 

very positive; between 2000 and 2005, in fact, the average number of hours of home 

care per patient, nationwide, dropped on average by 0,9% each year, rising to 6,8% 

per year between 2005 and 2007. Moreover, this analysis enables us to highlight the 

considerable differences between the regions: in 2007, some regions, like Valle 

d’Aosta, delivered 177 hours of care, on average, to each over-65 year old cared for 

under its IHC scheme (even though it features the smallest number of elderly people 
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included in the scheme) while, on the contrary, Friuli Venezia Giulia only delivered 

17 hours of care to the 20.241 over-65 year olds cared for under its IHC scheme. 

Table 9.10 

Average time in hours of IHC for elderly person 

Years 2000-2007 

Regions % of average 
variance 2000-2005 

% of average 
variance 2005-2007 

Average time in 
hours. 2007 

Italy -0,85 -6,75 20 
Piemonte -6,39 -6,75 20 
Valle d’Aosta 156,18 -26,87 177 
Lombardia -3,58 -10,56 16 
P. A. Bolzano 0,00 -100,00  
P. A. Trento 8,45 0,00 21 
Veneto -13,79 -5,13 9 
Friuli V. G. 1,76 -23,62 7 
Liguria -2,64 -13,40 21 
Emilia Romagna -0,81 -6,46 21 
Toscana -4,36 4,88 22 
Umbria 6,40 52,75 35 
Marche 4,24 -8,14 27 
Lazio -4,90 -7,42 18 
Abruzzo 25,21 -27,54 21 
Molise 1,22 5,72 19 
Campania -4,55 2,35 44 
Puglia -6,56 1,06 48 
Basilicata -4,53 -4,45 42 
Calabria 1,55 -27,99 14 
Sicilia 4,28 -8,47 31 
Sardegna -2,69 -8,94 68 

Source: CEIS Sanità elaboration from the Ministry of Health data. 

If we jointly consider the percentage of elderly people cared for at home 

and the intensity of the care provided under the IHC schemes (i.e. the average 

number of hours of care delivered to each elderly person), in 2007, and if we take the 

nationwide figures as the benchmark, the regions can be broken down into four 

groups, based on the implemented type of IHC scheme, as follows: 
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 high percentage – low intensity (lower right-hand quadrant): 

e.g., Lombardia; 

 high percentage – high intensity (upper right-hand quadrant): 

e.g., Puglia, Marche, Emilia Romagna; 

 low percentage – high intensity: e.g., Sardegna, Valle d’Aosta, 

Basilicata; 

 low percentage – low intensity: e.g., Calabria, Lazio, Molise. 

Figure 9.8 

Percentage of elderly people with IHC and average time in hours 

Absolute and percentage values  –  Year 2007 

Source: CEIS Sanità elaboration from the Ministry of Health data. 



  615 

With regard to home care services in general (HCS), in 2006, on a 

nationwide basis, 1,9% of the elderly population received social care services at 

home; this figure drops to around 1% if we consider integrated social and health care 

services; lastly, only 0,5% of all over-65 year olds receive welfare benefits (vouchers, 

care allowance). 

The regional breakdown of social care services at home is rather variable, 

ranging from Valle d’Aosta – which provides these home services to 4,9% of its 

resident elderly population – to Umbria, where only 0,6% of the over-65 year olds 

receive social care services at home. Equally low are the figures relating to integrated 

social and health care services at home: the regions with the highest percentage of 

elderly people cared for under these schemes, compared to the total population, are 

Lombardia (2,7%), Veneto (2,4%) and Emilia Romagna (2,8%); the over regions all 

feature figures below 1,0%. A similar situation can be found with respect to welfare 

benefits: in Veneto these are received by 2,2 elderly people out of 100, while in 

Emilia Romagna only 1,5 over-65 year old out of 100 receives some sort of welfare 

benefit. 
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Figure 9.9 

Various treatments over total elderly people per Region 

Percentage values  -  Year 2006 

Source: CEIS Sanità elaboration from the Istat data. 

Integrated Home Care (IHC), delivered by the local health authorities, 

provides for health care services (medical, rehabilitation, nursing, etc. care) 

accompanied – hence the definition of “integrated” – by social care services, such as 

house cleaning, personal hygiene, etc. The home care integrated with health care 

schemes put into place by some local authorities coincides with IHC, the only 

difference being the observation point. Based on this assumption, we might expect 

that the number of elderly people cared for under IHC schemes coincides with the 

number of people receiving social care integrated with health care services. However, 

analysing the 2006 figures – collected nationwide – we see that while 348.303 over-

65 year olds receive care under the IHC schemes, only 121.486 elderly people receive 

home care integrated with health care services. It appears, therefore, that in many 
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instances the local health authorities define “integrated care” as a type of home care 

comprising health care services alone, without social care services. 

Table 9.11 

Elderly people treated with IHC and with integrated 

social/health home care services 

Absolute values  -  Year 2006 

Regions Elderly people with IHC 
Elderly people with 

integrated social/health home 
care  

Italy 348.303 121.486 
Piemonte 14.937 5.482 
Valle d’Aosta 50 13 
Lombardia 64.762 48.986 
P. A. Bolzano 322  
P. A. Trento 1.251 173 
Veneto 46.700 21.744 
Friuli V. G. 20.645 1.321 
Liguria 13.096 261 
Emilia Romagna 53.184 26.699 
Toscana 17.902 2.779 
Umbria 8.201 771 
Marche 12.523 393 
Lazio 35.378 4.207 
Abruzzo 6.449 650 
Molise 5.869 157 
Campania 9.958 1.568 
Puglia 11.848 2.829 
Basilicata 4.763 72 
Calabria 9.148 1.549 
Sicilia 8.935 1.259 
Sardegna 3.781 573 

Source: CEIS Sanità elaboration from the Ministry of Health and Istat data. 

With regard to disabled recipients of Home Care Services, an analysis of 

the 2006 figures, nationwide, shows that among the population aged below 65 years, 

only 0,07% of the differently able receive social home care, while 0,02% receive 

social care integrated with health care services, and 0,03% receive welfare 

benefits. In all the regions the figures show that the number of disabled persons aged 
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below 65 years is considerably below 1,0%, with respect to all types of care/welfare 

benefits. 

Figure 9.10 

Percentage of disabled people treated with integrated social/health home care 

services over total under 65 population per Region 

Year 2006 

Source: CEIS Sanità elaboration from the Istat data. 

If we jointly examine both the disabled and the elderly, which, on the 

whole, provide interesting information on the number of dependent recipients of 

home care services, and compare the figure to the total disabled population, as 

estimated by the Second Multipurpose Survey conducted by Istat, it emerges that, in 

2005, in Italy, 8,5 disabled people out of 100 receive social care, 2,9 out of 100 

receive social care integrated with health care, and 2,5% receive some form of 

welfare benefit. These values, however, change from one region to another: in the 
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year in question, the Autonomous Province of Bolzano was able to provide social 

care services at home to 28.1% of the disabled, while Umbria provided the services to 

only 3.0% of its disabled population. 

Figure 9.11 

Various treatments for disabled and elderly people per Region 

Percentage values  -  Year 2005 

Source: CEIS Sanità elaboration from the Istat data. 

Valle d’Aosta is the region with the most disabled people receiving some 

form of home care integrated with health care services (14.9%); on the contrary, 

Calabria provides integrated home care to only 0.2% of its disabled population. 

With regard to welfare benefits, the regions with the highest number of 

beneficiaries are Lombardia (4.6%), the Autonomous Province of Trento (5.0%), 

Veneto (11.3%) and Emilia Romagna (8.8%). 
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Attendance allowance 

In 2007, 1.937.643 people received attendance allowance, 1.235.963 

women and 701.680 men. 

In 2005-2007, the number of attendance allowances paid out to men 

increased by 6,3% per year, while the number of women receiving an attendance 

allowance dropped, on average, by 15,0% per year. 

Table 9.12 

People receiving attendance allowance by gender 

Year 2007 

Regions Male Female Total 

Italy 701.680 1.235.963 1.937.643 
Piemonte 39.955 79.063 119.018 
Valle d’Aosta 737 1.886 2.623 
Lombardia 85.720 165.430 251.150 
P. A. Bolzano 3.144 6.031 9.175 
P. A. Trento 3.710 7.926 11.636 
Veneto 44.278 85.929 130.207 
Friuli V. G. 13.024 28.065 41.089 
Liguria 19.122 39.804 58.926 
Emilia Romagna 45.291 90.141 135.432 
Toscana 40.217 80.662 120.879 
Umbria 15.662 30.721 46.383 
Marche 20.299 37.126 57.425 
Lazio 67.175 111.602 178.777 
Abruzzo 19.743 32.699 52.442 
Molise 4.013 6.534 10.547 
Campania 86.726 134.850 221.576 
Puglia 54.633 86.625 141.258 
Basilicata 7.730 11.474 19.204 
Calabria 35.880 54.815 90.695 
Sicilia 67.892 102.421 170.313 
Sardegna 26.729 42.159 68.888 

Source: CEIS Sanità elaboration from the Istat data. 

Here too there are some significant differences from one region to another, 

although the number of attendance allowances considerably dropped in all the regions 

in the survey period. At the highest end of the scale, for example, Valle d’Aosta cut 
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back its attendance allowances by 17,6% per year, on average (-10,9% to men; -9,8% 

to women), while at the opposite end, Molise cut back attendance allowance by 5,9%, 

on average (+10,0% to men; -12,8% to women). 

Table 9.13 

People receiving attendance allowance by gender 

Average of annual variance  -  Years 2007/2005 

Regions Male Female Total 

Italy 6,33 -15,04 -8,87 
Piemonte 4,47 -14,88 -9,63 
Valle d’Aosta -10,88 -19,78 -17,56 
Lombardia 7,07 -13,45 -7,83 
P. A. Bolzano 5,42 -14,21 -8,77 
P. A. Trento 7,62 -10,67 -5,88 
Veneto 7,25 -13,03 -7,47 
Friuli V. G. 6,14 -13,23 -8,27 
Liguria 5,21 -14,18 -9,10 
Emilia Romagna 5,14 -14,24 -9,00 
Toscana 4,82 -14,24 -9,09 
Umbria 6,44 -12,87 -7,57 
Marche 5,28 -15,26 -9,43 
Lazio 9,03 -13,41 -6,70 
Abruzzo 5,03 -16,68 -10,17 
Molise 10,03 -12,77 -5,87 
Campania 6,57 -16,88 -9,67 
Puglia 9,83 -13,91 -6,67 
Basilicata 1,97 -20,63 -13,47 
Calabria 5,44 -17,77 -10,54 
Sicilia 4,19 -18,89 -11,65 
Sardegna 6,32 -16,61 -9,58 

Source: CEIS Sanità elaboration from the Istat data. 

Moreover, as clearly shown in table 13, this reduction of attendance 

allowances consistently affected women in all the regions, while, on the contrary, the 

number of male beneficiaries consistently increased in all the regions, in the survey 

period, except for Valle d’Aosta. 
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In 2007, the incidence of attendance allowance beneficiaries reached 

approx. 3.3% of the Italyn population. The regions paying out the largest number of 

attendance allowances to their resident populations were: Umbria (5.3%), Calabria 

(4.5%) and Sardegna (4.2%). The Autonomous Province of Bolzano pays out 

attendance allowances to only 1.9% of its residents. 

Figure 9.12 

Percentage of people receiving attendance allowance 

Year 2007 

Source: CEIS Sanità elaboration from the Istat data. 

Comparing, with regard to 2005, the total number of beneficiaries of an 

attendance allowance to the total disabled population, we see that, nationwide, this 

benefit is paid out to 74,3 disabled person out of 100. Umbria and Sardegna are the 

regions with the highest percentages of differently abled persons receiving an 

attendance allowance (96.6% and 95.7%, respectively). The regions with the lowest 
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number of beneficiaries of an attendance allowance – as an income support benefit 

for disabled people – in the year in question are Valle d’Aosta, Molise, Basilicata and 

Sicilia. If we compare this figure with the number of disabled persons receive home 

care services under the IHC schemes in the same year87, we will see that only a very 

small proportion of disabled people is assessed as being dependent and, therefore, 

entitled to home care services (15.0% nationwide), while a large part of the disabled 

is considered to be totally and permanently invalid88 and, therefore, eligible for an 

attendance allowance (74.2% nationwide). 

                                                 
87  2008 CEIS-Sanità Report. 
88  Effective from 1 January 2001, the task of assessing applications and granting 

eligibility, with respect to attendance allowance, has been transferred to the regional governments, 

which assess the medical requirements by means of medical boards set up by the local health 

authorities. 
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Figure 9.13 

Percentage of people receiving attendance allowance over total disabled 

people  -  Year 2005 

Source: CEIS Sanità elaboration from the Istat data. 

At this point, the difference between the two measurements becomes 

obvious; the need for care is the only requirement for obtaining an attendance 

allowance, since the assessment of other factors (related to the age or income, for 

example, of the applicant or his/her family members) is not provided for, while the 

same need for care does not entitle to services under the home care schemes; as 

already observed a number of time, in fact, in order to be eligible for ongoing home 

care the applicant needs to be dependent, but the criteria used by the different regions 

to assess this condition vary, and it is often the case that the relevant regional 

regulations refer the assessment process to single entities (the local health and/or 

local government authorities) or systems89. 

                                                 
89  The Assessment Bodies that adopt different assessment models in the different regions. 
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9.6 Expenditure 

9.6.1 Health expenditure for IHC 

Based on the data supplied by the regions, with respect to the survey of LA 

costs for 200590, we have estimated the regional percentages of expenditure for 

integrated home care services by the public and private “accredited” facilities. 

According to our estimates, in 2008 the total expenditure for IHC was 0,9% 

of total health expenditure, standing at approx. € 1,006.6 m. 

Therefore, in Italy, the average per capita expenditure is € 17 for IHC (in 

2008). 

The regions featuring the highest per capita expenditure for IHC are Friuli 

Venezia Giulia (€ 55.1) and Umbria (€ 42.7), while those with a lower expenditure 

are the Autonomous Province of Trento and Campania (€ 1.4 and € 6.9, respectively). 

                                                 
90  No data is available for Lazio and Molise. 
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Table 9.14 

Estimate health expenditure for IHC per capita 

Values in €  -  Year 2008 

Region Expenditure for 
IHC per capita 

% expenditure for 
IHC over total 
public health 
expenditure 

Italy 16,88 0,86 
Piemonte 23,09 1,24 
Valle d'Aosta 7,69 0,37 
Lombardia 14,94 0,85 
P.A. Bolzano 29,14 1,30 
P.A. Trento 1,40 0,07 
Veneto 18,31 1,03 
Friuli Venezia Giulia 55,10 2,86 
Liguria 17,10 0,85 
Emilia Romagna 28,60 1,51 
Toscana 27,11 1,47 
Umbria 42,73 2,42 
Marche 27,54 1,60 
Lazio n.d. n.d. 
Abruzzo 21,28 1,21 
Molise n.d. n.d. 
Campania 6,93 0,42 
Puglia 8,31 0,49 
Basilicata 20,25 1,18 
Calabria 7,96 0,48 
Sicilia 22,60 1,36 
Sardegna 9,07 0,54 

Source: CEIS Sanità elaboration from the Ministry of Health data. 

Obviously, considerable differences between the regions exist (the region 

spending the most spends about 40 times more than the region spending the least), 

regardless of geographical distribution. 

Assuming that it is mostly the elderly who use home care services, we can 

calculate the expenditure per capita for ICH for over-65 year olds. 
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Table 9.15 

Expenditure for IHC for elderly people 

Values in €  -  Year 2008 

Region Expenditure for IHC per capita 
for elderly people 

Italy 84,26 
Piemonte 101,80 
Valle d'Aosta 37,36 
Lombardia 75,21 
P.A. Bolzano 169,46 
P.A. Trento 7,37 
Veneto 93,76 
Friuli Venezia Giulia 239,10 
Liguria 63,8 
Emilia Romagna 126,33 
Toscana 116,53 
Umbria 184,07 
Marche 122,46 
Lazio 0,00 
Abruzzo 99,94 
Molise   
Campania 44,21 
Puglia 46,80 
Basilicata 101,09 
Calabria 42,98 
Sicilia 123,85 
Sardegna 49,39 

Source: CEIS Sanità elaboration from the Ministry of Health data. 

In this case too, there are significant regional differences, which, therefore, 

do not depend on the different regional population structures. 

The regions with a highest per capita expenditure for over-65 year olds are, 

once again, Friuli Venezia Giulia (€239.1), Umbria (€ 184.1) and the Autonomous 

Province of Bolzano (€ 169.5), while those with a lower ICH expenditure are the 

Autonomous Province of Trento (€ 7.4) and Valle d’Aosta (€ 37.4), followed by 

Calabria and Campania (€ 43.0 and € 44.2, respectively). 
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9.6.2 Expenditure by the local authorities for Home Care Services 

In Italy, in 2006, the local authorities spent approx. € 758 million for home 

care services, 69.0% of which was used for social care, 13.9% for welfare benefits 

and 10.2% for home care integrated by health care services and 3.9% for 

meals/laundry at home services; the remaining services (community services and 

telecare) took up marginal portions of expenditure in the sector. 

The analysis of the regional data shows that in all the regions the highest 

proportion of expenditure is for social care at home; in particular, in Basilicata, these 

services account for 89.8% of all expenditure and 88.7% in Calabria. Lower 

percentages are recorded for Piemonte and Veneto: 46.8% of all expenditure and 

40.5%, respectively. 

The regions spending most for home care integrated with health care 

services are Veneto (32.0%) and Umbria (32.0%), while for these services Valle 

d’Aosta and Basilicata allocate 0.3% and 0.4% of their total expenditure, 

respectively. 

Having regard to welfare benefits, the regions earmarking the highest share 

of their budget for these benefits are: Piemonte (32.7%), Valle d’Aosta (29.6%), 

Lombardia (22.6%) and Friuli Venezia Giulia (29.3%). Umbria and Molise allocate 

no funds at all for these benefits. 

For meals/laundry at home, the Autonomous Provinces of Trento and 

Bolzano and Friuli Venezia Giulia allocate 10.8%, 10.5% and 11.4% of their 

expenditure for Home Care Services, respectively. 

Campania allocates 5.5% of its expenditure for telecare services, followed 

by Puglia (3.9%), while Veneto only spends less than 0.1% of its expenditure in the 

sector for this service. 
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Table 9.16 

Local Authorities expenditure per various treatments 

Percentage values  -  Year 2006 

Region 

Treatment 

Social Home Care 
 Integrated 

social/health home 
care 

Community 
services Telecare 

Vouchers and care 
and social/health 

allowances 

Meals/laundry at 
home Others 

Italy 69,12 10,19 0,64 1,58 13,89 3,87 0,72 
Piemonte 46,84 10,79 3,04 1,10 32,73 4,66 0,84 
Valle d’Aosta 68,06 0,36 0,00 0,72 29,56 1,30 0,00 
Lombardia 66,90 1,48 0,59 1,48 22,64 6,47 0,44 
P. A. Bolzano 89,20 0,00 0,00 0,35 0,00 10,45 0,00 
P. A. Trento 67,50 3,74 0,00 0,29 17,56 10,80 0,11 
Veneto 40,53 31,96 0,73 0,08 20,39 4,02 2,28 
Friuli Venezia Giulia 52,98 5,33 0,37 0,72 29,32 11,14 0,13 
Liguria 71,88 5,02 4,19 1,31 15,01 2,43 0,16 
Emilia Romagna 66,91 8,73 0,07 0,81 16,91 3,64 2,92 
Toscana 73,80 13,92 0,87 2,16 5,03 4,22 0,00 
Umbria 65,07 32,03 0,19 2,04 0,00 0,67 0,00 
Marche 85,56 8,26 0,25 0,95 1,23 3,41 0,33 
Lazio 83,83 12,66 0,03 2,70 0,28 0,46 0,04 
Abruzzo 86,62 8,87 0,09 3,43 0,35 0,65 0,00 
Molise 88,47 7,54 0,00 2,33 0,00 1,65 0,02 
Campania 77,37 14,39 0,08 5,50 1,79 0,64 0,23 
Puglia 66,77 20,54 2,23 3,90 1,38 5,13 0,05 
Basilicata 89,82 0,41 0,02 0,46 0,40 8,89 0,00 
Calabria 88,69 4,20 0,35 3,80 0,68 2,11 0,18 
Sicilia 78,72 3,41 0,00 0,83 16,21 0,69 0,13 
Sardegna 87,65 8,86 0,00 0,45 0,12 0,94 1,98 

Source: Istat. 
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Since the Home Care Services delivered by the local authorities primarly 

concern the elderly and the disabled, in this analysis I will continue to consider these 

population groups alone. In particular, in 2006, nationwide, the disabled received 

22.2% of all resources earmarked for home care services, while the elderly received 

69.2% of the funds. 

Breaking these figures down by region, we see that Umbria (42.1%), Lazio 

(45.4%) and Sardegna (36.7%) are the regions that earmark the most resources for the 

disabled; on the contrary, the Autonomous Province of Bolzano earmarks no 

resources at all for Home Care Services for the disabled, allocating the entire amount 

to the elderly alone. The regions that allocate the most resources to the elderly are: 

Veneto (80.6%), Friuli Venezia Giulia (83.4%) and Emilia Romagna (84.4%); on the 

contrary, in the same year, it earmarked 42.3% of all Home Care Services funds to 

the elderly. 
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Table 9.17 

Local Authorities expenditure per user group 

Percentage values  -  Year 2006 

Regions 
User goup 

Disabled people Elderly people 

Italy 22,15 69,15 
Piemonte 14,60 76,95 
Valle d'Aosta 0,38 75,99 
Lombardia 14,56 70,30 
P. A. Bolzano 0,00 100,00 
P. A. Trento 7,68 78,92 
Veneto 14,18 80,65 
Friuli Venezia Giulia 10,57 83,44 
Liguria 15,58 81,45 
Emilia - Romagna 12,85 84,41 
Toscana 17,93 74,10 
Umbria 42,11 46,20 
Marche 25,60 67,27 
Lazio 45,48 42,33 
Abruzzo 29,33 63,42 
Molise 28,20 66,70 
Campania 29,72 61,20 
Puglia 17,32 70,80 
Basilicata 33,94 52,78 
Calabria 24,73 62,43 
Sicilia 29,34 67,99 
Sardegna 36,78 59,13 

Source:  Istat. 

In 2006, nationwide, € 2.878 were spent, on average per capita, for Home 

Care Services91 for the disabled, while € 1.218 were spent for the disabled. These 

figures can change considerably from region to region; as regards the disabled, the 

regions featuring the highest average per capita expenditure were: the Autonomous 

Province of Trento, Lazio and Umbria; while those with the lowest expenditure were 

Valle d’Aosta and Calabria. With regard to the elderly, the regions spending the 

                                                 
91  This item includes the services as follows: social care services at home, home care 

integrated with health care services and welfare benefits (vouchers and care allowances). 



632 
 

most, on a per capita basis, on average, were Valle d’Aosta and the Autonomous 

Province of Trento; at the opposite end of the range there was Calabria, with an 

average per capita expenditure of € 489, for each elderly person cared for. 

Table 9.18 

Local Authorities expenditure per user group 

Values in €  -  Year 2006 

Region Average expenditure for 
disable people 

Average expenditure for 
elderly people 

Italy 2.878 1.218 
Piemonte 1.960 1.782 
Valle d’Aosta 1.275 4.871 
Lombardia 2.447 821 
P. A. Bolzano 0,00 3.469 
P. A. Trento 9.078 4.243 
Veneto 1.370 874 
Friuli Venezia Giulia 2.733 2.191 
Liguria 3.883 1.848 
Emilia Romagna 1.629 747 
Toscana 3.365 1.784 
Umbria 4.770 1.606 
Marche 3.278 1.745 
Lazio 6.782 1.793 
Abruzzo 2.799 1.355 
Molise 3.005 910 
Campania 2.240 1.328 
Puglia 4.298 1.257 
Basilicata 3.336 1.432 
Calabria 1.419 489 
Sicilia 2.091 1.244 
Sardegna 3.461 2.607 

Source: CEIS Sanità elaboration from the Istat data. 
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10. The Pharmaceutical Care System 

A. C.Bernardini92 – M.Ratti93 

Synthesis 

Distinctive elements of the 2009 analysis: 

 In terms of pharmaceutical spending, Italy ranks above the 

average figure of the OECD Countries with respect to both the 

incidence of the total pharmaceutical spending on the total 

health spending (19.3% against an average figure of 17.3%), 

and the pharmaceutical spending share of GDP (1.7% against an 

average 1.5% figure). 

 The aforementioned data are affected by the denominators, 

especially the GDP gap with respect to other Countries, so that, 

in terms of spending per capita, with an amount of USD 518 (-

1% with respect to 2006), it ranks eighth within the OECD area, 

while it ranks third among the European Countries for private 

pharmaceutical spending per capita (52% of the total); 

 The Regions have “substantially” remained within the territorial 

spending ceiling (except for Lazio, Abruzzo, Campania, Puglia, 

Calabria, Sicilia and Sardegna), while the overall 16.4% limit 

(14% of spending under the National Health Service (NHS) 

scheme +2.4% of health facility spending) has only been 

complied with by a few Regions: Valle d’Aosta (14.8%), 

Lombardia (15.4%), Veneto, Trent (14.0%) and Bolzano 

(13.5%). 

                                                 
92   CEIS Health Economics, Faculty of Economics, University of Rome “Tor Vergata” 
93  Boehringer Ingelheim s.p.a., Health Economics and Outcome Research Manager 
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 The weighed territorial pharmaceutical spending per capita 

confirms that the Regions that have overshot the 14% ceiling 

present a higher spending per capita than the other Regions 

(Lazio € 360.30, Calabria € 359.40, and Sicilia € 357.50). 

 A 0.3% increase in the overall territorial pharmaceutical 

spending is reported (an increase resulting from a rise in private 

spending nearing 0.7% and a 0.1% rise in public spending). 

This increase is matched by a 2.7% increase (+0.1 with respect 

to 2007) in the number of prescriptions (in terms of sold 

packages). Compared to the preceding year, the highest number 

of prescriptions has been reported in Class A (private spending 

+5.1%; NHS spending +4.6%). 

 The Class A-NHS pharmaceutical consumption has increased 

by almost 4.8% with respect to 2007: 924 drug doses/day/1.000 

inhabitants have been prescribed, in the face of 881 drug 

doses/day/1.000 inhabitants in 2007 (a 59.3% increase when 

compared to 2000). 

 The data relative to the territorial pharmaceutical spending in 

the first six months of 2009 (January-June) highlight a limited 

spending increase (+0.3%) with respect to the same period in 

2008. This increase is not proportional to the number of 

prescriptions that, over the same period, have increased by 

2.8%. 

 The reduction in the average spending per prescription (-3.7%) 

is due to the measures affecting the price of drugs that have 

been introduced by the AIFA (Italyn Drug Agency), which have 

also been supported by the containment actions introduced by 

the individual Regions and the expiry of a number of patents 

that is always quite high. 
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Table 10.1 

“Level” of Regional Regulations 

Regions 

Level of 
prescription 

limits 
* 

Off-label 
application 
procedures 

** 

Level of 
sharing 

*** 

Pump 
inhibitor 
reference 

prices 
**** 

Share of 
generic 
drugs 
***** 

Piemonte ++ + + - - 
Valle d’Aosta - - - - - 
Lombardia - + + - - 
Trentino A. A. - - - - - 
P.A. Trento - + - - - 
P. A. Bolzano - - + - - 
Veneto ++ + + - - 
Friuli V. G. - + - - - 
Liguria + - + + + 
Emilia Romagna - - - - - 
Toscana - + - - + 
Umbria - - - - - 
Marche - + - - + 
Lazio + + + + - 
Abruzzo ++ + + + - 
Molise + + + + - 
Campania - - + + + 
Puglia - + + + - 
Basilicata + + - - + 
Calabria + - + + - 
Sicilia + - + + + 
Sardegna - - - + - 

* -: No reported limit; +: ≤ 2 prescription limits; ++: >2 prescription limit 
**-: No regulatory application procedure +: Definition of the regional application arrangements 
*** -: No prescription charge;  +: Prescription charge; 
**** -: Not shown; +: reference price is shown; 
***** -: No share for general drugs is provided for; +: Share of generic drugs 

Source: Sanidata processing of regional Bur data 

 The recourse to equivalent drugs has reached 27.2% of the net 

pharmaceutical spending charged to the NHS and 43.2% of the 

used amounts expressed in DDD; at a regional level, the 

incidence of equivalent drugs on the net spending has grown in 

a rather different manner: from +32.9% in Toscana, to +25.8 % 

in Valle d’Aosta; 
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 In any event, in all the Regions (except for Trentino Alto 

Adige), over 70% of the net spending for equivalent Class A 

drugs is represented by branded drugs. 

Figure 10.1 

Correlation between Pharmaceutical Spending Per Capita and 

Shares of Generic Drugs 

Year 2008 
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Veneto 

Piemonte 
Valle d’Aosta 

Calabria 
Abruzzo 

Lombardia 

Source: Sanidata processing of regional Bur data 
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10.1 The National Drug Policies 

In recent years, the pharmaceutical sector in Italy has been addressed by 

quite a few regulatory measures aimed at curbing the pharmaceutical spending that, 

from 1995 to 2001, had reported a total (public and private) pharmaceutical spending 

increase at current values nearing 75% (close to 100% if only the gross public 

territorial spending is taken into consideration). Starting from 2002 (Law no. 

405/2001), even in consequence of the net public spending increase resulting from 

the elimination in 2001 of the prescription charge (Law no. 388/2000), it was decided 

that the charges to be taken upon the National Health Service (NHS) for territorial 

pharmaceutical care should not have exceeded (at a national level and in each 

Region) 13% of the total health spending. 

In federalist-type logic, the Regions should have kept their spending levels 

below the programmed ceiling. At any rate, a further 9.20% increase in territorial 

spending (including the hospital direct distribution share) has been reported in 2004 

with respect to 2003. The Italyn Drug Agency (AIFA), which had just been set up, 

decided to step in with a view to getting to a comprehensive rationalization of the 

expenditure rather than stopping at a mere spending cut. With respect to the past, 

these regulatory measures succeeded, in practice, in regulating not only the drug 

prices but also the amounts of the sold drugs. 

With Decree-Law no. 156/2004 (converted into law no. 202/2004), AIFA 

charged  producers with a discount on their share of remuneration94 (the so-called 

margin), amounting to 4.12% of the retail price, VAT included, to be applied to all 

the drugs reimbursable by the NHS, with the exclusion of the products dispensed in 

hospitals, the medicines included in the transparency lists (Class C medicinal 

specialties sold on prescription), as well as plasmatic blood derivatives and DNA 
                                                 
94  Starting from 1997 (Law no. 662/1996), the shares of remuneration on the retail price of 

medicinal specialties has been set for pharmaceutical companies, wholesalers and pharmacists at 

66.65%, 6.65% and 26.7%, respectively, of the selling price to the public after-the value added tax. 
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recombining products. The maneuver to bring up to date the 2005 National 

Pharmaceutical Codex (AIFA resolution dated December 16, 2004) through the 

observation of the consumption and spending data relative to the first half of 2004, 

has led to the application of the new National Pharmaceutical Codex (NPC).  

The analysis through the aggregation of the active principles responsible 

for the spending increase within homogeneous drug categories (categories already 

identified when updating the 2003 NPC95 and applied in 1997 by the Unique 

Committee on Pharmaceuticals (CUF) based on recognized international systems, 

such as the Anatomical Therapeutic Classification (ATC) and the Defined Daily Dose 

(DDD, box 1)), has allowed doing away, for the very first time, with the market 

distortions by addressing the incongruous increase in the prescriptions. The fifteen 

categories taken into considerations have determined, in the first half of 2004, a 

spending increase that exceeded the average increase in the sector (that stood at 

8.6%). The calculation did not take into account neither the products introduced in 

2003 (likely innovative drugs) nor the homogeneous categories characterized by a 

negative spending fluctuation. The subsequent calculation was to ascertain, with 

respect to each molecule, the difference between the actually reported spending value 

and the sales that could have been made if the increase with respect to 2003 had been 

the average sector increase. Finally, by weighing the incidence of each Class on the 

total balancing value, it became possible to determine the extent of the individual 

price cut96 referred to every active principle, so as to cover, for its share of 

participation in the balancing, the increase in spending weighed with respect to the 

2004 consumption. The fact of having singled out and selected the products has 

                                                 
95  “The homogeneous therapeutic category is defined as a group of drugs (active principles 

and relative pharmaceutical preparations) that, in relation to their main therapeutic indication, share 

the same mechanism of action and are characterized by a clinical effectiveness and a profile of 

undesirable effects that are nearly superimposable, although the individual drugs may diversify on 

account of additional therapeutic indications”, Official Gazette no. 127/99 CUF. 
96  A 10% maximum price reduction limit has been introduced. 
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allowed the selectivity of the maneuver, that is to say, the possibility of applying the 

price cuts to a limited number of products (296) leaving the price of the other 4,474 

packages present in the Codex unchanged. 

In 2006, AIFA has issued further national regulations designed both to 

finalize the recovery further to the overshooting of the pharmaceutical spending in 

2005 and to curb spending in 2006. The main provisions include: (i) the AIFA 

resolution of December 30, 2005 (that continued the maneuver set off in 2004) that - 

starting from January 15, 2006 – has provided for a temporary cut of the retail price 

of drugs reimbursable by the NHS amounting to 4.4% of the prices in force on 

December 31, 2004; (ii) the AIFA resolution of July 3, 2006, that has provided for a 

further price reduction from 4.4% to 5%, as well as for the introduction of a selective 

review of the NPC97 (selective reduction in drug prices that has entailed the decrease 

in price of 214 medicinal specialties, equal to 10.6% of their total number, amounting 

to 110 active principles, 15.1% of the total, and 432 packages, 9% of the total); (iii) 

the AIFA resolution no. 26 of September 27, 2006, in force since October 1, 2006, 

that has provided for a further 5 % reduction in the retail price, VAT included, of all 

the drugs refundable by the NHS (Class A); (iv) the 2007 Financial Act (Law no. 

296/2006) that has extended the 5% reduction throughout the 2007 financial year. 

Although being temporary price cuts, the cuts made in the 2006-2007 period have 

actually become permanent. The innovative feature of the 2007 Financial Act has 

been the provision that allows the pharmaceutical firms to apply to AIFA for the 

discontinuance of the effects of Resolution no. 26 of September 27, 2006, against 

payment to the Regions of amounts determined through suitable equivalence tables. 

The pharmaceutical firms may apply to AIFA for the suspension of the 5% price cut, 

against the cash payment (Pay-Back) of the relative value on special current accounts 

                                                 
97  The methodology used for the 2006 NPC is similar to the one used for updating the 

2005 NPC.  The main difference is represented by the fact that the active principles have been 

identified based on consumption variations, in terms of Defined Daily Dose (DDD), rather than on 

spending variations. 
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notified by the Regions, going back with respect to given specialties to the price in 

force on September 30, 2006. 

In 2007, Law no. 222/2007 has laid down that, starting from 2008, the 

charges to be taken upon the NHS for territorial pharmaceutical care, including both 

the spending for the drugs supplied under the NHS convention arrangements, gross of 

the spending participation shares charged to the beneficiaries, and the direct 

distribution of drugs placed in Class A for reimbursement purposes, including the 

distribution ‘on behalf’ and the distribution on discharge from the hospital, could not 

overshoot (at a national level and in each individual Region) the ceiling of 14% of the 

funds contributed as a rule by the State. Subsequently, Law no. 31/2008 has extended 

the Pay-Back mechanism until December 31, 2008. 

The year 2009 has been characterized by the enactment of Decree-Law no. 

39/2009, which was to cover the spending resulting from the urgent interventions in 

favor of the populations struck by the seismic events of April 6, 2009 in the Abruzzo 

Region, by providing for: 

 a 12% reduction in the retail price of equivalent drugs (with the 

exclusion of the medicinal specialties the patent of which had 

expired) until December 31, 2009 (the said reduction does not 

apply to the equivalent drugs the price of which has been set 

after September 30, 2008);  

 the return by pharmacies of the so-called ‘extra discounts’ given 

by the pharmaceutical firms during 2008, through a 1.4% 

withholding on the sales of the NHS pharmacies in two yearly 

installments;  
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 a new allocation of the retail price of generic drugs: 58.65% to 

the companies, 6.65% to the intermediate distribution and 

26.70% to the pharmacies; the remaining 8% is redistributed 

between pharmacists and wholesalers according to the rules of 

the market, without prejudice to the pharmacists’ minimum 

26.70% share. The failure to comply with the resulting shares, 

including the assignment of free amounts of drugs or any other 

economic utility, is going to entail sanctions for the entire drug 

cluster; 

 redetermination of the territorial pharmaceutical care spending 

ceiling for the current year at 13.6%. 

10.2 Equivalent Drugs Policy in Italy 

As far as the equivalent drugs are concerned, Decree-Law no. 39/2009 has 

provided for the measures outlined below. 

 A 12 % retail price reduction for equivalent drugs that do not 

fall within the following categories: 

• medicines originally covered by a patent; 

• medicines which have taken advantage of licenses 

resulting from such a patent; 

• medicines the price of which has been negotiated 

after September 30, 2008. 

 Redetermination of the shares of remuneration on the retail 

price (except for the medicines originally covered by a patent 

that have taken advantage of licenses resulting from such a 

patent):  

• 58.65% to the companies; 

• 6.65% to the intermediate distribution;  

• 26.70% to the pharmacists;  
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• the remaining 8% is redistributed between 

pharmacists and wholesalers according to the rules of 

the market, without prejudice to the pharmacists’ 

minimum 26.70 % share. The failure to comply with 

the resulting shares, including the assignment of free 

amounts of drugs or any other economic utility, is 

going to entail sanctions for the entire drug cluster. 

 The companies who own drugs the patent of which has expired 

or, otherwise, medicines that have taken advantage of a license 

of the expired patent, during the nine months subsequent to the 

date of publication in the AIC of the first equivalent medicine, 

are entitled to reduce the retail price of their drugs, provided 

that the difference between the new price and the price of the 

corresponding equivalent drug is: 

• € 0.50 higher for the drugs whose cost is lower than 

or equal to € 5, or when dealing with single-dose 

packages; 

• € 1 higher for drugs the cost of which exceeds € 5 or 

is lower than or equal to € 10; 

• € 1.50 higher for drugs the cost of which exceeds € 

10. 

These measures, warranted by the financial urgency occasioned by the 

earthquake in the Abruzzo Region, run the risk of compromising the competitive 

dynamics between generalists and originators. 

Even the Market Competition Authority98 has considered the measures laid 

down in the Decree both inadequate and insufficient. In fact, while the regulatory 

modifications that have been introduced stress the legislator’s full awareness of the 
                                                 
98  Opinion dated May 15, 2009 bulletin no. 18: “System of remuneration of the 

distribution of drugs supplied at the expense of the Local Health Service”. 
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“extra discounts” practice, they prove unsuitable to curb their distortive effects. The 

changes affecting the share of the equivalent drugs margin seem fully powerless to 

ensure both the actual neutrality of the pharmacist with respect to the choice of the 

drug to be marketed, and the real price squeeze of generic drugs towards actual 

production costs. Indeed, the distortion of the competitive dynamics between generic 

drugs and branded drugs would seem to be enhanced by the fact that those provisions 

exclusively address the unbranded equivalent drugs. 

10.3 The Regional Interventions 

The spending constraint that has been affecting pharmaceutical care since 

2002 has transferred to the Regions the responsibility for implementing measures 

designed to keep the pharmaceutical spending below the programmed ceiling (that, as 

previously pointed out, has increased from 13 %99 in 2007 to 14%100 in 2008). In 

particular, the main measures address: 

 the recourse to the citizens’ participation in drug spending 

through the prescription charge; 

 the preservation or implementation of the distribution “in the 

name and on behalf” through agreements with pharmacies and 

wholesalers; 

 the recourse to prescription limits with respect to a few drug 

categories; 

 the definition of Regional Therapeutic Codices. 

10.3.1 Pharmaceutical Prescription Charge 

The pharmaceutical prescription charge is currently applied (November 

2009) in eleven Italyn Regions (Piemonte, Lombardia, Veneto, Liguria, Lazio, 

                                                 
99  Law no. 405/2001. 
100  Law no. 222/2007. 
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Molise, Abruzzo, Campania, Puglia, Calabria and Sicilia) and in the Autonomous 

Province (A. P.) of Bolzano. Lately, it has been introduced in Calabria (D.G.R. -

Decree of the Regional Council- no. 247 of May 5, 2009, with a fixed share of € 1 per 

prescription plus an additional fixed share of € 2 for each prescribed drug (maximum 

2), up to a maximum limit of € 5 per prescription. In Abruzzo (D.G.R. no. 14/2009), 

the prescription charge amounts to € 0.50 per package, with a maximum of € 1 per 

prescription for drugs with a selling price lower or equal to € 5, and € 2 per package 

with a maximum of € 4 per prescription for drugs with a selling price over € 5. 

Further modifications have involved new exemptions in Piemonte and new 

prescription charges in Lazio (starting from December 1, 2009) ranging from a 

minimum of € 1 per package to a maximum of € 4. 

In the Regions that do not apply prescription charges, the citizens pay only 

for the difference, if any, between the reference price and the price of the more costly 

medicinal specialty. 

10.3.2 Direct and ‘On Behalf’ Distribution 

Even with reference to distribution, the Regions have taken a variety of 

resolutions. Paragraphs 1a, b, and c) of article 8 of Law no. 405/2001 have provided 

for forms of distributions, alternative to pharmacies, that the Regions may resort to 

with a view to curbing the pharmaceutical spending. Hence, they are entitled to have 

recourse to the direct distribution of drugs and to enter into agreements with the trade 

union associations of public and private pharmacies. Cost reductions become a direct 

consequence of this distribution system that entails a 50% average discount for Local 

Health Authorities (LHA) that buy drugs directly from producing companies. 

Subsequently, with the resolution dated October 29, 2004, AIFA has 

introduced the THC (territorial hospital codex)101, as a tool to ensure care continuity, 

                                                 
101  It is a list of medicines, characterized by conditions of clinical utilization and care 

settings consistent with direct distribution, the adoption of which is nonetheless dependent on the 
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by working out a list of active principles that may be distributed in alternative ways, 

based on conditions of compatibility with the direct distribution.  

All the Regions have recourse to these alternative mechanisms of 

distribution, except for Abruzzo, Calabria and Sicilia that have not entered into 

agreements for the ‘on behalf’ distribution and provide exclusively for the direct 

distribution. 

The agreements implemented in the Regions define the medicines, the 

purchasing arrangements and the share of remuneration, that is to say, the actual 

reimbursement of the distribution charges that should be recognized to pharmacies 

and intermediate distributors (wholesalers). The said amount may be calculated as a 

%age of the retail price or may be a fixed share based on the number of packages (the 

shares of remuneration recognized to wholesalers ranges from a minimum of 2.3% in 

Campania - LHA of Naples 5 and 3 - to 14% (pharmacists + wholesalers) in the A. P. 

of Bolzano; as for the charges intended for pharmacists, the shares differ depending 

on whether the pharmacies are urban or rural pharmacies)102. 

While the medicines that are the subject matter of the agreement are 

usually included in the THC, there are a few cases where the purchase of medicinal 

specialties that are not included is also provided for, as in the case of Campania, LHA 

of Naples 3 and LHA of Naples 5, or where the exclusion of a few active principles is 

provided for, as in the case of Piemonte, Puglia and Umbria. Basilicata, Emilia 

Romagna, Friuli Venezia Giulia, Lazio, Liguria, Lombardia, Marche, Molise, 

Piemonte, Puglia, Sardegna, Toscana, Umbria, Sicilia and Valle d’Aosta have 

recourse to Region-wide agreements, while Campania (LHA of Naples 3, LHA of 

Naples 4, LHA of Naples 5), Veneto (LHA of the Venice and Rovigo provinces, 

                                                                                                                                                                  
regulatory setup, the organizational choices and the care strategies defined and implemented by 

each Region (AIFA resolution dated October 29, 2004). 
102  Pharmacies are considered “rural pharmacies” when they are “located in municipalities 

or inhabited centers with a population not exceeding 5000 inhabitants”. 
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LHA of the Verona province, LHA of Upper Vicenza) and the Autonomous 

Provinces of Trent and Bolzano enter into agreements at a local level. 

10.3.3 Prescription Limits  

Another method adopted by the Regions to keep a check on the 

pharmaceutical spending is to introduce prescription limits for a few categories of 

drugs. 

Table 10.2 

Restrictions on the Prescription of Drugs Charged to the NHS 

Regions Prescription Limits 

Abruzzo 

1 package per prescription for acid pump inhibitors (equivalent drugs excluded), drugs 
referred to in Note 66 (equivalent drugs excluded);  
1 package per prescription for a few oral antibiotics when the package suffices to cover six 
days of therapy and injectable NSAIDs; 
The restriction of a single package per prescription does not apply: 
in case of injectable NSAID prescription used for the pain therapy of oncological patients; 
in case of prescription of oral antibiotic that need to be administered twice a day; 
in case two different antibiotics need to be prescribed together.  

Basilicata 
1 package per prescription (excluding: single-dose antibiotics, drip feed drugs, interferons 
for chronic hepatitis and ready-made galenical preparations that may be prescribed a 
number of times, max. 6 packages; (chronic patients, max. 2 packages). 

Calabria 2 pieces per prescription, without prejudice to single-dose injectable specialties and pain 
therapy drugs, in respect of which the prescription restrictions currently in force apply. 

Lazio 1 package per prescription for the drugs belonging to the homogeneous category ATC 
C10AA, ATC C10BA and HMG-CoA inhibitors.  

Liguria Max. 6 packages per narcotic prescription for the pain therapy. 
Molise 1 package per prescription for Statins C10AA 

Piemonte 

Max 3 packages per prescription to patients affected by chronic pathologies; for treatments 
that need to be extended over time, they can take advantage of the multiple prescription of 
drugs correlated to their chronic pathology;  
Max. 6 packages for antibiotic-based medicines in a single-dose package, drugs 
administered exclusively by drip feed and interferon-based drugs for patients affected by 
chronic hepatitis. 
For opiate analgesic drugs used in the severe pain therapy, there is the possibility of 
writing down in a single prescription a number of packages sufficient to cover a maximum 
therapy of 30 days. 

Sicilia 1 package per prescription for Proton Pump Inhibitors (equivalent drugs excluded). 

Veneto 

2 pieces per prescription. Max. 6 pieces for single-dose antibiotics, medicinal products that 
may only be administered by drip feed, and interferons for subjects affected by chronic 
hepatitis.  
Max. 3 pieces for exempt individuals in compliance with Legislative Decree no. 124/98.  
First prescription, 1 piece.  
Opiate analgesics: packages sufficient for 30 days. 

Source: Sanidata 
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Prescription limits of one piece per prescription are provided for in 

Abruzzo, Basilicata, Lazio, Molise and Sicilia. In Abruzzo, such a restriction is 

provided for acid pump inhibitors (equivalent drugs excluded), drugs referred to in 

Note 66 (selective NSAIDs and COXIB equivalent drugs excluded), a few oral 

antibiotics the package of which is sufficient to cover 6 days of therapy and injectable 

NSAIDs. In Basilicata, the prescription limits of one piece per prescription are 

provided for all the medicinal specialties and the galenical preparations, except for 

single-dose antibiotics, drugs for drip feed and interferons for chronic hepatitis. The 

limitation of a package per prescription is provided for in Molise and Lazio for statins 

and in Sicilia for the proton pump inhibitors (equivalent drugs excluded). 

A particularly important area of prescription limits relates to the regional 

provisions concerning reference prices for the drugs belonging to the ATC A02BC 

homogeneous therapeutic category “inhibitors of the acid pump” (PPI).  

The proton pump inhibitors currently marketed in our Country are 

omeprazole, pantoprazole, lansoprazole, esomeprazole and rabeprazole and, since a 

number of years, they rank near the top in terms of territorial spending; all the active 

principles of this subgroup, except for rabeprazole, appear in the list of the top thirty 

active principles for territorial NHS spending where, since 2007, lansoprazole ranks 

second.103 

With reference instead to the PPI prescribed or supplied in public health 

facilities, they represent nearly 27% of the DDD and 5% of the spending for the 

therapeutic category (gastrointestinal system and metabolism)104. The measures 

implemented by the Regions for controlling the expenditure provide that, should a 

therapy with protonic pump inhibitors be required, the physicians are only allowed 

prescribing drugs the DDD cost of which, referred to the retail price, does not exceed 

the minimum reference price present in such therapeutic category. 

                                                 
103  2007-2008 OsMed Report. 
104  “L’uso dei Farmaci in Italy” – National Report, year 2008. 
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In Abruzzo, Calabria, Campania, Puglia and Sicilia the minimum reference 

price stands at € 0.90, while it is € 0.76 in Sardegna. In Lazio, the spending that may 

be charged to the Regional Health Service (RHS) corresponds to the reference price 

of the lansoprazole packages, while in Molise it amounts to € 5.76 for low-dosage 

packages and € 10.67 for packages having a higher dosage. 

10.3.4 Minimum Equivalent Drug Share 

Starting from 2008, with a view to increasing the prescriptive 

appropriateness of both health authorities and organizations that are on the same 

level, the Regions have begun to enforce binding directives designed to curb 

spending and improve the quality of the prescriptions for a few drug categories 

having recourse to guaranteed shares of equivalent drugs. 

Basilicata provides for such “shares” within the restrictions on the 

prescriptions of PPI - setting a limit of 90 packages/100 inhabitants, 75% of which 

must in any event be made up by packages containing generic active principles – and 

of the HMG -CoA reductase inhibitors (an important category of hypolipaemizing 

drugs); the objective is to cause at least 25% of the prescriptions to be based on 

generic active principles. 

Campania purposes to attain a 20% increase (with respect to amounts and 

values) in the prescriptions of equivalent drugs with respect to the level attained in 

2007, and in 2009 a further 20% increase with respect to 2008; for a few drugs 

included in the ATC4 category, the Region has defined shares, in terms of supplied 

packages, for drugs containing active principles that are not covered by a patent. 

Based on a consumption analysis, Liguria expects to increase the recourse 

to generic drugs for a few categories (HMG-CoA reductase inhibitors, other 

antidepressants, selective serotonin inhibitors, macrolides, non-associated ACE 

inhibitors, associated ACE inhibitors, calcium antagonists, and dihydropiridine 

derivatives), determining yearly shares in terms of posologic units. 
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Sicilia, Marche and Toscana are determining shares of equivalent drugs 

with respect to the total posologic units of the Class for proton pump inhibitors, 

dihydropiridine derivatives, non-associated inhibitors, HMG reductase inhibitors, 

adrenergic drugs, selective serotonin reuptake inhibitors, and other anti-depressants. 

Table 10.3 

Shares of Guaranteed Generic Drugs 

Law Comments 
Basilicata 

D.G.R. no. 329/2008 2008/2009 objectives of the health authorities: utilization of generic drugs ≥ 25%  
2008 DG authority objectives: ATC A02BC - proton pump inhibitors: 
prescription-related limit of 90 packages/100 inhabitants,  75% of which made 
up by packages containing generic active principles  
2008 DG Authority objectives: ATC C09AA: HMG-CoA reductase inhibitors: 
prescription of drugs based on generic active principles ≥ 25% 

Campania 
D.G.R. no. 1882/2008 DG objectives: 20% increase (in terms of amount and values) of the prescriptions 

for equivalent drugs with respect to 2007, and a further 20% increase in 2009  
with respect to the 2008 level, in order to allow Campania to get in line with the 
prescription-related behavior of the most virtuous Region. 
As for the drugs included in the ATC4 category:  
ATC4 N06AB (selective antidepressant inhibiting the serotonin reuptake): in 
terms of supplied packages, the drugs based on active principles that are not 
covered by a patent must represent, on a yearly basis, at a regional level and at 
the level of each health authority, at least 40% in 2008 and 60% in 2009 of the 
total packages supplied. 
ATC4 C09AA (non-associated ACE inhibitors): in terms of supplied packages, 
the drugs based on active principles that are not covered by a patent must 
represent, on a yearly basis, at a regional level and at the level of each health 
authority, at least 30% in 2008 and 40% in 2009 of the total packages supplied. 
ATC4 N06AX (other antidepressants): in terms of supplied packages, the drugs 
based on active principles that are not covered by a patent must represent, on a 
yearly basis, at a regional level and at the level of each health authority, at least 
in 10% in 2008 and 15% in 2009 of the total packages supplied. 
ATC4 G04CA (alpha adrenergic receptor antagonists): in terms of supplied 
packages, the drugs based on active principles that are not covered by a patent 
must represent, on a yearly basis, at a regional level and at the level of each 
health authority, at least in 50% in 2008 and 60% in 2009 of the total packages 
supplied. 

Liguria 
D.G.R. no. 131/2009 
D.G.R. no. 132/2009 

When using generic-based drugs that are not covered by a patent, or that have 
adopted the same price, the indicators outlined below shall be complied with in 
terms of posologic units being supplied:  
ATC C10AA - HMG-CoA reductase inhibitors: 50%  
ATC N06AX - Other antidepressants: 20%  
ATC N06AB - Selective serotonin inhibitors: 90%  
ATC J01FA - Macrolides: 80%  
ATC C09AA - Non-associated ACE inhibitors: 90%  
ATC C09BA - Associated ACE inhibitors: 58%  
ATC C08CA - Dihydropiridine derivative calcium antagonists: 64%. 
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D.G.R. no. 208/2008 50% increase, in terms of posologic units supplied, with respect to the highest 
consumption %age reported by any one of the regional LHA in 2007 for the 
following categories:  
ATC C10AA - HMG-CoA reductase inhibitors 
ATC M01AC - Oxicam derivative anti-inflammatories  
ATC B01AB - Heparins  
ATC G04CA - Alpha adrenergic receptors antagonists 
ATC N06AX - Other antidepressants  
When using generic drugs, or medicinal specialties that have adopted the same 
price as the latter, the indicators outlined below shall be complied with in terms 
of posologic units being supplied:  
ATC N06AB - Selective serotonin inhibitors: 90%  
ATC J01FA - Macrolides: 80%  
ATC C09AA - ACE inhibitors+Diuretic: 65%  
ATC J01DC – 2nd generation cephalosporins: 95%  
ATC C08CA - Dihydropiridine derivative calcium antagonists: 80% 

Marche 
D.G.R. no. 135/2007  DG LHA objectives:  

ATC A02BC - Proton pump inhibitors: Equivalent drugs ≥ 50% of the total 
posologic units of the same ATC Class, to be increased in 2008/2009.  
ATC C08CA - Dihydropiridine derivative: Equivalent drugs ≥ 30% of the 
posologic units of the same ATC Class  
ATC C09C C09D - Substances affecting the renin-angiotensin system: 
Equivalent drugs ≥ 20% of the total packages of the same ATC Class  
ATC C09AA - Non-associated ACE inhibitors: Equivalent drugs ≥ 40% of the 
posologic units of the same ATC Class  
ATC C10AA - HMG-CoA reductase inhibitors: Equivalent drugs ≥ 50% of the 
posologic units of the ATC Class, to be increased in 2008/2009  
ATC G04CA - Alpha adrenergic receptors antagonists: Equivalent drugs ≥ 85% 
of the total posologic units of the same ATC Class  
ATC N06AB - Selective serotonin inhibitors: Equivalent drugs ≥ 90% of the 
total posologic units of the same ATC Class  
ATC N06AX - Other antidepressants: Equivalent drugs ≥ 15% of the total 
posologic units of the same ATC Class  

Sicilia 
Regional Law no. 

12/2007 
ATC AO2BC - Proton pump inhibitors: prescription of equivalent drugs ≥ 50% 
of the total packages supplied in 2007 and ≥ 60% in 2008 of the total amount 
relative to the same ATC Class  
ATC C09AA - Non-associated ACE inhibitor: equivalent drugs ≥ 40% of the 
total supplied packages of the same ATC Class  
ATC C10AA - HMG-CoA reductase inhibitors: Equivalent drugs ≥ 50% of the 
total supplied packages of the same ATC Class  
ATC G04CA - Alpha adrenergic receptors antagonists: Equivalent drugs ≥ 70% 
of the total supplied packages of the same Class  
ATC N06AB - Selective serotonin inhibitors: Equivalent drugs ≥ 60% in 2007 
and 70% in 2008 of the total supplied packages of the ATC Class  
ATC N06AX - Other antidepressants: Equivalent drugs ≥ 15% of the total 
supplied packages of the same ATC Class  
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Toscana 
D.G.R. no. 148/2007 ATC A02BC - Protonic pump inhibitors: Equivalent drugs ≥ 70% of the total 

posologic units of the Class 
ATC C08CA - Dihydropiridine derivative: Equivalent drugs ≥ 30% of the total 
posologic units of the ATC Class  
ATC C09AA - Non-associated ACE inhibitor: Equivalent drugs ≥ 40% of the 
total posologic units of the C09AA Class  
ACE inhibitor of HMG reductase: equivalent drugs ≥ 60% of the total posologic 
units of the C10AA Class  
ATC G04CA - Alpha adrenergic receptor antagonists: Equivalent drugs ≥ 85% 
of the total posologic units of the G04CA Class  
ATC N06AB - Selective serotonin reuptake inhibitors: Equivalent drugs ≥ 90% 
of the total posologic units of the Class  
ATC N06AX - other anti-depressants: Equivalent drugs ≥ 15% of the total 
posologic units of the same ATC Class.  

10.3.5 Regional Hospital Therapeutic Codices 

A number of tools have been implemented with a view to curbing the 

pharmaceutical spending, including the adoption of the RHTC - Regional Hospital 

Therapeutic Codex. 

Even though the RHTC may represent a sound organizational and technical 

tool standardized throughout the regional territory, the presence of numerous regional 

commissions, their different way of working, and the time schedules and procedures 

adopted by them may result in considerable delays in the use of a drug and lead to 

significant differences in the access to treatment for citizens of different Regions or 

even within the context of the same Region, if connected with different health 

authorities and hospitals. 

All the Regions, except for Abruzzo, have given a binding nature to their 

regional codices, that is to say, the lower level codices cannot use a hospital drug if it 

is not already included in the RHTC list (also called PTOTR/PTR/PTAV/PTOP). A 

special case is represented by the Calabria Region that, although provided with the 

institutional apparatus connected with the RHTC, actually fails to use this tool since, 

as a matter of fact; all the NPC drugs are automatically included in the Regional 

Codex.  
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10.4 The Evolution of the Pharmaceutical Spending 

10.4.1 International Pharmaceutical Spending 

The pharmaceutical spending is an important area in the health care 

spending throughout the world. On the average, in the OECD Countries (2007), it 

stands at 17.3 % of the total health care spending (OECD Health Data 2009). In the 

last decade for which data are available (1997-2007), it has witnessed an average 6.4 

% yearly growth. Italy ranks above this average figure (considering those 

Countries105 for which the datum is available), with an 19.3 % incidence of the total 

pharmaceutical spending on the total health spending (-1.9% with respect to 1996, 

going against the current trend of most OECD Countries); Hungary is the nation that, 

with 31.2%, has the highest incidence, while Norway is the nation that, with 8.0%, 

has the lowest incidence. It is not at all easy to explain the variability of the 

pharmaceutical spending levels, given that the OECD Countries report a considerable 

variability in terms of prices, prescription volumes, and consumption levels, as well 

in respect of their health spending structure.  

Italy ranks above the OECD average106 even when taking into 

consideration the pharmaceutical spending as a share of GDP (1.7% against an 

average of 1.5%; +0.1% with respect to 1997). The Countries with the highest 

incidence of the pharmaceutical spending on GDP are Greece (2.4%), Hungary 

(2.3%), Slovak Republic (2.2%) and United States (1.9%); those with the lowest 

incidence are Norway (0.7%), Denmark (0.8%), New Zealand (0.9), Switzerland 

(1.1%) and the Netherlands (1.1%). 

                                                 
105  Hungary, Greece, Korea, Czech Republic, Spain, Italy, Canada, France, Belgium, 

Germany, Finland, Iceland, Sweden, Austria, USA, Netherlands, Switzerland, New Zealand, 

Denmark, and Norway. 
106  2007 available datum: Greece, Hungary, Slovak Republic, United States, Canada, 

France, Spain, Italy, Korea, Belgium, Germany, Poland, Czech Republic, Mexico, Austria, Iceland, 

Finland, Sweden, Netherlands, Switzerland, New Zealand, Denmark, and Norway. 
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Figure 10.2 

Incidence of the Total Pharmaceutical Spending on the Total Health Spending -

OECD Countries 

Percentage values  -  Years 1997-2007 

Source: Our processing of OECD Health Data 2009. 
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Figure 10.3 

Incidence of the Total Pharmaceutical Spending on GDP - OECD Countries 

Percentage values  -  Years 1997-2007 

Source: Our processing of OECD Health Data 2009. 
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total (preceded by Poland and Iceland with 62% and 61%, respectively). If, instead, 

all the OECD Countries are taken into account, Mexico (79%) reports the highest 

private share per capita of the total figure, followed by the United States (69%) and 

Canada (62%). 

Figure 10.4 

Total Pharmaceutical Spending Per Capita across OECD Countries 

values in USD (PPP)  -  Year 2007 

Source: Our processing of OECD Health Data 

10.4.2 National Pharmaceutical Spending 
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the summation of the spending under the NHS scheme (including participation 
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Therefore, the territorial pharmaceutical spending under the NHS scheme 

includes the provision of medicines, charged to the NHS, by pharmacies open to the 

public upon presentation of a prescription, while the territorial pharmaceutics also 

includes the direct provision of medicines charged to the NHS by hospital 

pharmacies.  

The term “hospital pharmaceutics” means the consumption relative to: 

• drugs (whether Class A, H or C) used in case of hospitalization 

or recourse to day hospital, as well as for outpatient services, 

when the relative charge includes the cost of the drug; 

• oxygen supplied under the same conditions referred in the 

preceding point; 

• H-type medicines distributed to patients for starting or 

continuing their treatment at home (both RR and OSP2). 

10.4.2.1 Total pharmaceutical spending 

In 2008, the overall pharmaceutical spending (territorial + hospital) 

amounted to 24,426 million euro, of which 55.9 % resulting from Class A spending 

(Class A-NHS 52.1%, Class A-PRIV 3.8%), 23 % from LHA, AO, RIA107 and 

Prisons, 12.7 % from Class C with prescription, and 8.4 % from self-medication. 

In 2008, the total pharmaceutical consumption, including territorial 

prescriptions and drugs supplied through public facilities (hospitals, LHA, IRCSS), 

approximated 1,765 million packages (a 2.7% increase with respect to 2007), and 67 

% of the relative spending was covered by National Health Service. 

The pharmaceutical consumption of Class A-NHS has increased by almost 

4.8% with respect to 2007: the drug doses/day/1000 inhabitants that have been 

prescribed amounted to 924, compared to 881 reported in 2007 (a 59.3% increase if 

compared to 2000). 

                                                 
107  RIA = Rehabilitation centers or institutes. 
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The Region with the highest consumption (Class A-NHS) is Calabria with 

1,053 DDD/1000 inhabitants (+5.6% with respect to 2007), followed by Sicilia and 

Lazio which reported 1034.1 and 1031.7 doses/1000 inhabitants, respectively. The 

Autonomous Provinces of Bolzano and Trent reported the lowest consumption (690.6 

and 784.4 doses/1000 inhabitants). 

In short, the public pharmaceutical spending (sum of the pharmaceutical 

spending under the NHS scheme and the pharmaceutical spending for drugs supplied 

through the health facilities) accounts for 17.6 % of the total health spending. Then, 

while the Regions have “substantially” kept below the ceiling set for territorial 

spending (with the exception of Lazio, Abruzzo, Campania, Puglia, Calabria, Sicilia 

and Sardegna), the overall limit of 16.4 % (14% of spending under the NHS scheme 

+ 2.4% of health facility spending) has only been complied with by a few Regions: 

Valle d’Aosta (14.8%), Lombardia (15.4%), Veneto, Trento (14.0%) and Bolzano 

(13.5%). 

On the average, in Italy, out of the total health spending appropriation, the 

spending of the health facilities has been 3.7 % (+1.3% with respect to the anticipated 

spending). In 2009, the ceiling has undergone a further modification in consequence 

of Decree-Law no. 39/2009. 
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Figure 10.5 

Net Pharmaceutical Spending out of the FSR 

Percentage values  -  year 2008 

Note: data are net of the authorities’ payback. 

Source: Our processing of Farmindustria and AIFA data. 

All things considered, the limited increase in the pharmaceutical spending 

is due to the price cuts and the loss of the patent protection by a considerable number 

of products and, therefore, the constant growth of the equivalent drug market. 

10.4.2.2 Territorial Pharmaceutical Spending 

With reference to the overall public and private territorial spending108, it 

currently totals 18.810 million euro109. This amount points to a 0.3% increase with 

                                                 
108  The territorial pharmaceutical spending includes the Class A-NHS and private spending, 

the self-medication and the Class C with prescription spending. 
109  OSMED, (2008), “L’uso dei Farmaci in Italy” – National Report, Year 2007, Rome, 

June 2008. 
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respect to the preceding year (18.758 million euro) resulting from an increase close to 

0.7% in private spending (the preceding year, the increase had been 4.0% with 

respect to 2006) and a 0.1% increase in public spending. It has been estimated110 that, 

in 2008, the incidence of private spending on the household health spending has been 

6.0%. In the last few years (1998-2008), the incidence had dropped by 3.3%.  

Figure 10.6 

Territorial Pharmaceutical Spending in Italy 

million euro  -  Years 1985-2008 

Source: Our processing of OSMED 2009 data 

                                                 
110  The 2008 value of the household health spending has been estimated keeping into 

account the variation resulting from the preceding year. 
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Figure 10.7 

Incidence of the Private Territorial Spending on the Household Health Spending  

Percentage values  -  Years 1995-2008 

Source: Our processing of OSMED 2009 and Istat data 
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prices (selective price cut with respect to those drugs having a higher impact on the 

spending, in force since July 15, 2006, and a further generalized 5% cut in the price 

of all drugs, in force since October 1, 2006)111 supported by the containment actions 

introduced by the individual Regions and the expiry of a number of patents that is 

always quite high. 

Breaking down the territorial pharmaceutical spending by therapeutic 

Classes, it turns out that there is a higher incidence of Classes C, A, N, and R 

(cardiovascular system, gastrointestinal system and metabolism, nervous system, 

respiratory system, respectively) amounting to 26.4%, 15.4% 13.7% and 8.8%, 

respectively (spending that would increase the incidence of a few Classes like that of 

the L-Antineoplastic agents). 

The list is substantially unaffected from the point of view of the Class 

incidence on territorial consumption (% DDD/1000 inhabitants): the three top-

ranking Classes (C, A and N) take up 67.5% of the DDD/1000 inhabitants. However, 

the weight of the Classes on both spending, and consumption is conditioned by the 

fact that it has no incidence on hospital spending.112 

                                                 
111  AIFA Resolution dated September 27, 2006, published in the Official Gazette on 

September 29, 2006. 
112  Data not currently available. 
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Figure 10.8 

Class ATC Incidence on Territorial Pharmaceutics and DDD/1000 

Inhabitants Consumption 

Percentage values  -  Year 2008 

 
Source: Our processing of OSMED 2009 data 

In 2008, the net territorial pharmaceutical spending of the NHS amounted 

on average to 13.6% of the regional health spending, pointing to a high variability 

among the Regions: all the Regions and the Autonomous Provinces in the North 

report a spending below the 14% ceiling (from 10.3% of the A. P. of Bolzano to 

14.0% in Liguria); even the central Regions are also below the 14% ceiling, with the 

exception of Lazio and Abruzzo that report a spending amounting to 15.7% and 14.3 

%, respectively; in the South, the Regions that overshoot the ceiling are Calabria 

(16.4%), Sicilia (16.2%), Puglia (15.5%), Campania (15.1%) and Sardegna (15.1%). 

The weighed territorial pharmaceutical spending per capita confirms that 

Regions that have overshot the 14% ceiling report a higher spending per capita than 

the other Regions (Lazio € 360.30, Calabria € 359.40 and Sicilia € 357.50). 
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The highest private spending per capita figures (A, C, SOP and OTC) are 

reported in Liguria (€ 134.00), Valle d’Aosta (€ 121.20) and Toscana (€ 116.40); the 

lowest are reported in Basilicata (€ 64.00), Molise (€ 69.80) and Puglia (€ 82.10). 

Figure 10.9 

Territorial Pharmaceutical Spending per Capita  

(weighed with respect to the population) 

Percentage values  -  Year 2008 

 

Source: Our processing of OSMED 2009 data 

In the first six months of 2009, the Regions that have reported a drop with 

respect to 2008 in their territorial pharmaceutical spending are Lazio (-6.1%), Sicilia 

(-3.2%), Calabria (-1.3%), Abruzzo (-0.6) and Toscana (-0.5%). The Regions with a 

higher impact of their 2009 territorial pharmaceutical spending with respect to 2008 

are Valle d’Aosta (+4.5%), Puglia (+3.8) Basilicata (+3.7) and Piemonte (+3.7). 

Data updated in October 2009 confirm a drop in the net pharmaceutical 

spending charged to the NHS, with a -1 % decrease with respect to the same period in 

2008, in the face of an increase in the number of the prescriptions (+3%) quite likely 

correlated to a drop in hospitalizations (-1.7% in 2008) warranted by a greater 

recourse to the territorial pharmaceutical care. The spending decrease is particularly 
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evident in Lazio (-5.4%), Calabria (-5%) and Sicilia (-3.9%), given that these 

Regions have implemented extremely drastic restraint measures consequent to their 

deficit recovery programs. 

10.4.2.3 Consumption and Pharmaceutical Spending for Equivalent 

Drugs 

The equivalent drug market113 has been constantly on the increase and has 

reached 27.2 % of the net pharmaceutical spending charged to the NHS (2008) and 

43.2 % of the used amounts expressed in DDD (2008); it should be noted that as far 

as generic drugs are concerned, just as in previous years the recourse to unbranded 

drugs is still limited. The consumption per capita of equivalent drugs has increased 

by 47.8 % with respect to 2008. 

In all the Regions (with the exception of Trentino Alto Adige), over 70 % 

of the 2008 net spending for Class A equivalent drugs were branded drugs. 

                                                 
113  Including both the branded generic drugs (whose patent has expired, known with a 

fantasy name) and unbranded generic drugs (whose patent has expired, known with the name of 

their active principle). 
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Figure 10.10 

Spending for Equivalent Drugs out of the Net Spending by Branded and 

Unbranded Shares 

Percentage values  -  Year 2008 

Source: 2009 OSMED Report 

In 2008, based on the national average figure, the incidence of equivalent 

drugs on the net spending has increased by 27.2% with respect to 2007. Toscana 

(32.9%), Umbria (29.9%), Emilia Romagna (29.7%) and Liguria (28.3) are the 

Regions that have reported a higher spending for equivalent drugs on the net 

spending, while Lombardia (23.4%), Trentino Alto Adige (25.0%), Veneto (25.7%) 

and Valle d’Aosta (25.8%) are the Regions that have reported a lower incidence on 

the net spending for equivalent drugs.  
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Figure 10.11 

Regional Spending for Equivalent Drugs out of the Net Public Spending 

Percentage values  -  Year 2003-2008 

Source: Our processing of  2009 OSMED data 
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Table 10.4 

Calendar of the Main Patent Expiry Dates  -  Year 2010 

CCP DRUG PATENT EXPIRY CCP* EXPIRY CONCESSION LAW 

844 ADVATE - ALFA OCTOCOG January 11, 2005 January 11, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

808 REFACTO - MOROCTOCOG ALFA January 11, 2005 January 11, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

589 ZANEDIP - LERCANIDIPINE 
HYDROCHLORIDE 

January 21, 2005 January 21, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

724 HERCEPTIN – TRASTUZUMAB February 8, 2005 February 8, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

729 AZOMYR, OPULIS, ALLEX, 
AERIUS, NEOCLARITYN - 

DESLORATADINE 

February 12, 2005 February 12, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

624 HIZAAR - POTASSIUM LOSARTAN 
AND HYDROCHLOROTIAZIDE 

January 5, 2009 February 15, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

575 ABELCET – AMPHOTERICINE March 4, 2008 February 19, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

677 BEROMUN – TASONERMIN February 26, 2005 February 26, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

375 MEPRAL – OMEPRAZOLE April 16, 2007 March 1, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

527 SYNVISC - HYALURONIC ACID November 29, 2008 March 17, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

621 QUADRAMET - SAMARIUM 
(153SM) LEXIDRONAM 

PENTASODIUM 

April 15, 2005 April 15, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

770 REBETOL – RIBAVIRINE April 16, 2005 April 16, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

775 VASEXTEN, OSIPINE AND 
LIBRADIN - BARNIDIPINE 

April 16, 2005 April 16, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

588 CORVERT - IBUTILIDE 
FUMARATE 

May 1, 2005 May 1, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

722 KEPPRA - LEVETIRACETAM May 14, 2005 May 14, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

676 BEROMUN – TASONERMINE July 03/2005 July 3, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

639 SYSCOR – NISOLDIPINE June 14/2008 July 12, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

535 PYLORID - RANITIDINE BISMUTH 
CITRATE 

July 17, 2009 July 15, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

554 ARIMIDEX – ANASTROZOLE June 14, 2008 August 10, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

580 TOMUDEX-RALTITREDEX March 24, 2007 August 11, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

572 NAROPINE - ROPIVACAINE 
HYDROCHLORIDE 
MONOHYDRATE 

December 15, 2006 September 15, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

643 VELLUTAN – TACALCITOLE October 7, 2005 October 7, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

670 REGRANEX – BECAPLERMIN October 10, 2005 October 10, 2010 EEC Regulation no. 
1768/92 of June 18, 1992
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601 EXCENEL RTU - CEFTIOFUR 
HYDROCHLORIDE 

October 15, 2005 October 15, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

582 LOBIVON - NEBIVOLOLE 
HYDROCHLORIDE 

March 16, 2009 October 18, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

685 GONAL-F - FOLLITROPINE ALFA January 30, 2006 October 21, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

825 FUZEON – ENFUVIRTIDE October 30, 2005 October 30, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

891 FUZEON – ENFUVIRTIDE October 30, 2005 October 30, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

528 HYLAFORM - HYALURONIC ACID November 29, 2008 November 1, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

592 MIZOLLEN – MIZOLASTINE September 2, 2006 November 21, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

540 ADVOCIN- DANOFLOXACIN September 12, 2006 November 27, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

524 TAXOTERE-DOCETAXEL July 16, 2007 November 27, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

623 CLINOLEIC 20% - PURIFIED OLIVE 
OIL AND SOYA OIL 

July 12, 2008 November 28, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

537 IPSTYL – LANREOTIDE December 2, 2005 December 2, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

830 HUMIRA AND TRUDEXA - 
MONOCLONAL HUMAN 

ANTIBODY AGAINST TNF-ALPHA 
(ADALIMUMAB) 

December 13, 2005 December 13, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

718 ACTONEL, FORTIPAN, AVESTRA, 
OPTINATE-RISEDRONATE 

SODIUM 

December 16, 2005 December 16, 2010 EEC Regulation no. 
1768/92 of June 18, 1992

53 SYNAREL – NAFARELIN June 3, 2000 December 31, 2010 Law no. 349 of October 
19, 1991 

*Complementary protection certificates 

Source: Assogenerici 

10.4.2.4 Pharmaceutical Spending Under the NHS Scheme 

In Italy, the highest share of the spending under the NHS scheme is 

appropriated for pharmaceutical care. In 2008, it amounts to 11,207.87 million euro. 

In the period 2001-2008, this item of expenditure has dropped in nominal terms by a 

yearly average -0.6%: -0.4% in the North, -0.4% in the Center and -0.8% in the 

South. 

In real terms, the variations are more sizable and amount to an average 

yearly -3.1% for Italy as a whole, -2.9% in the North, -2.9% in the Center and -3.3% 

in the South. 
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Table 10.5 

Variation of the Pharmaceutical Spending Under the NHS Scheme

Percentage values 

Regions 2006/2001 
Yearly average 2007/2006 2008/2007 

Italy 1.21 -6.81 -2.87 
North 0.73 -3.02 -3.28 
Center 2.40 -8.84 -5.22 
South 1.06 -9.50 -1.12 
Piemonte -0.02 -0.90 1.47 
Valle d’Aosta 1.78 -1.61 -7.42 
Lombardia 0.65 -2.85 -4.40 
P. A. Bolzano -1.56 -4.92 -1.13 
P. A. Trent 2.42 -1.83 0.48 
Veneto 0.44 -2.60 -3.88 
Friuli Venezia Giulia 2.48 -2.20 -3.09 
Liguria 0.23 -9.66 -3.78 
Emilia Romagna 1.74 -2.99 -5.48 
Toscana 0.15 -3.20 -4.79 
Umbria 0.85 -3.87 -4.39 
Marche 0.90 -1.05 -3.85 
Lazio 4.05 -13.52 -5.86 
Abruzzo 0.58 -7.97 -0.03 
Molise 0.18 -6.11 -0.48 
Campania -0.75 -8.11 -0.41 
Puglia 1.59 -10.50 2.11 
Basilicata 0.10 -6.88 10.90 
Calabria 2.34 -4.79 -0.37 
Sicilia 1.91 -12.91 -5.92 
Sardegna 2.28 -8.83 -1.30 

Source: CEIS Sanità processing of Health Ministry data 

Over the years, the measures designed to curb the pharmaceutical spending 

under the NHS scheme have allowed reporting not only a check on its rate of growth, 

but also, in a few cases, a reduction in absolute values. 

Between 2007 and 2008, the spending under the NHS scheme dropped on 

average by -2.9%: -3.3% in the North, -5.2% in the Center and -1.1% in the South. 

Such a reduction had already begun in 2006, even in a more marked way with respect 

to last year (-6.8% in Italy, -3.0% in the North, -8.8% in the Center and -9.5% in the 

South). 
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Between 2001 and 2008, a reduction in the incidence of the pharmaceutical 

spending under the NHS scheme on the total public health spending has been 

generally reported in all the areas, but above all in the South. Therefore, the incidence 

of the pharmaceutical care spending on the total current health spending has 

decreased in all the areas of the Country, even though with different degrees of 

intensity. 

In particular, the national pharmaceutical spending share has dropped 

between 2007 and 2008 from 11.1% to 10.5% of the total public health spending: it 

has dropped in the North from 9.9% to 9.2%, in the Center from 11.3% to 10.5%, 

while in the South from 12.7% to 12.4%. Therefore, significant gaps still remain 

among the areas of the Country. 

The lowest spending incidences are reported in the Autonomous Provinces 

of Bolzano and Trent, as well as in Valle d’Aosta, Veneto and Emilia Romagna, 

where the absorption is lower than 9.0%. On the opposite front, the Regions that 

appropriate for the pharmaceutics under the NHS scheme a higher share of the health 

spending are Calabria, the only Region that in 2008 has still overshot the 13% ceiling 

(15.0%), Sicilia (12.8%) and Puglia (12.5%). 

Relating the datum to the spending under the NHS scheme, the 

pharmaceutics stands at 28.4%; by areas we get 25.1% in the North, 29.6% in the 

Center and 32.1% in the South. 
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Table 10.6 

Pharmaceutical Spending under the NHS Scheme as a 

Share of the Health Spending under the NHS Scheme 

Percentage values 

Regions 2001 2006 2007 2008 
Italy 35.68 31.95 29.85 28.35 
North 33.29 28.36 26.92 25.05 
Center 36.46 33.95 31.98 29.59 
South 38.06 35.29 32.44 32.11 
Piemonte 36.07 30.19 28.68 28.32 
Valle d’Aosta 45.80 36.98 35.78 41.15 
Lombardia 28.45 24.43 23.19 21.20 
P. A. Bolzano 32.71 22.19 20.45 21.08 
P. A. Trent 28.45 24.64 23.38 22.97 
Veneto 35.73 26.92 26.68 24.12 
Friuli Venezia Giulia 38.55 42.47 40.02 38.86 
Liguria 39.77 38.69 34.53 31.83 
Emilia Romagna 37.29 32.79 30.67 28.06 
Toscana 43.36 38.33 36.71 34.57 
Umbria 48.58 41.61 40.09 37.47 
Marche 47.42 41.44 39.53 38.04 
Lazio 31.06 30.63 28.19 25.67 
Abruzzo 40.91 33.09 30.39 33.33 
Molise 41.64 28.89 26.18 25.09 
Campania 33.58 31.80 29.23 30.18 
Puglia 38.49 33.58 30.15 29.80 
Basilicata 47.67 38.85 35.14 37.28 
Calabria 42.57 41.71 40.08 37.72 
Sicilia 38.52 37.14 34.16 32.17 
Sardegna 44.20 42.01 39.22 38.04 

Source: CEIS Sanità processing of Health Ministry data 

In per capita terms, Italy spends in drugs distributed by pharmacies 188.0 

euro: this figure is € 168.5 in the North, while in the Center and the South is € 198.1 

and € 207.7, respectively. The latter values are higher than the national average and 

are even higher when compared with the average figure in the North. 
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Table 10.7 

Pharmaceutical Spending Per Capita under the NHS Scheme 

Values in euro 

Regions 2001 2006 2007 2008 
Italy 208.15 210.76 195.15 187.99 
North 191.12 182.65 176.04 168.49 
Center 218.24 236.51 211.49 198.13 
South 223.16 232.83 210.76 207.69 
Piemonte 190.66 185.14 183.01 183.65 
Valle d’Aosta 177.39 186.39 182.16 167.09 
Lombardia 180.56 177.25 170.93 161.77 
P. A. Bolzano n.a. 132.02 124.23 121.28 
P. A. Trent n.a. 159.87 155.54 154.36 
Veneto 174.40 169.63 164.00 155.71 
Friuli Venezia Giulia 178.11 196.83 191.82 184.45 
Liguria 241.41 239.44 216.61 208.18 
Emilia Romagna 183.53 189.52 182.30 170.20 
Toscana 192.84 187.56 180.65 170.18 
Umbria 200.06 198.19 189.41 178.74 
Marche 201.46 201.81 198.74 189.00 
Lazio 243.33 286.18 239.00 222.25 
Abruzzo 223.64 222.44 204.00 201.75 
Molise 208.95 211.22 198.84 197.40 
Campania 221.42 210.15 193.13 191.63 
Puglia 214.72 229.71 205.68 209.68 
Basilicata 199.20 202.02 188.99 209.70 
Calabria 230.58 260.65 248.95 246.83 
Sicilia 238.96 260.60 226.98 212.99 
Sardegna 203.96 225.46 205.08 201.67 

Source: CEIS Sanità processing of Health Ministry data 

The Regions with a higher pharmaceutical spending per capita under the 

NHS scheme are Calabria (€ 246.8), Lazio (€ 222.2) and Sicilia (€ 213.0), while 

those that stand at a lower spending level are the Autonomous Province of Bolzano (€ 

121.3), Veneto (€ 155.7) and Lombardia (€ 161.8). 

Standardizing the datum for the population needs (pharmaceutical spending 

per capita weighed with respect to the population), it may be noted that the Regions 

with a higher pharmaceutical spending per capita under the NHS scheme keep on 

being Calabria and Lazio, while those with a lower spending are the Autonomous 

Province of Bolzano, the Autonomous Province of Trent and Veneto. 
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Even with the weighed population datum, the variability among the 

Regions remains significant and, in particular, the difference between the Region 

reporting the maximum spending and the Region reporting the minimum spending 

remains almost constant. 

Table 10.8 

Pharmaceutical Spending Per Capita under the NHS Scheme. 

Weighed with Respect to the Population 

Values in euro 

Regions 2008 
Italy 187.99 
North 164.11 
Center 192.38 
South 218.97 
Piemonte 173.27 
Valle d’Aosta 164.14 
Lombardia 161.90 
P. A. Bolzano 129.98 
P. A. Trent 156.98 
Veneto 156.79 
Friuli Venezia Giulia 172.49 
Liguria 182.52 
Emilia Romagna 161.51 
Toscana 159.16 
Umbria 168.02 
Marche 180.51 
Lazio 223.65 
Abruzzo 197.26 
Molise 190.80 
Campania 212.56 
Puglia 220.90 
Basilicata 210.97 
Calabria 256.20 
Sicilia 222.80 
Sardegna 206.21 

Source: CEIS Sanità processing of Health Ministry data 

As it may be appreciated in the table below, the weighed population datum 

does not change much the list of the Regions with respect to the list of the pure 

population. The only two Regions that change their position to a considerable extent 

are Liguria and Campania in consequence of their peculiar demographic structure. 
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Table 10.9 

Regional List of the Pharmaceutical Spending Per Capita 

under the NHS Scheme 

Weighed with Respect to the Population 

Regions 
Spending list 
by weighed 
population 

Spending per 
capita list 

List 
differences 

List place 
deviation 

Piemonte 12 13 -1  
Valle d’Aosta 15 17 -2 - 
Lombardia 16 18 -2 - 
P. A. Bolzano 21 21 0  
P. A. Trent 19 20 -1  
Veneto 20 19 1  
Friuli Venezia Giulia 13 12 1  
Liguria 10 6 4 ++ 
Emilia Romagna 17 15 2 + 
Toscana 18 16 2 + 
Umbria 14 14 0  
Marche 11 11 0  
Lazio 2 2 0  
Abruzzo 8 7 1  
Molise 9 9 0  
Campania 5 10 -5 - - 
Puglia 4 5 -1  
Basilicata 6 4 2 + 
Calabria 1 1 0  
Sicilia 3 3 0  
Sardegna 7 8 -1  

Source: CEIS Sanità processing of Health Ministry data 

+2-4 places more  
++ 4-6 places more 
+++ over 6 places more  
- 2-4 places less  
- - 4-6 places less  
- - - over 6 places less 
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10a. Accessibility to oncology products in Italy 

F. S. Mennini114, P. Russo115, P. D. Siviero116, G. Rasi117118 

10a.1 Introduction 

In line with the recent perspective set by the transnational medicine to 

reduce the discrepancy between research and development and access for the patient, 

well exemplified from the slogan “from bench to bedside”, the objective of this 

analysis is that to appraise the accessibility to the new oncology medicines authorized 

in the last years in Europe. 

The worldwide impact of oncology medicines is US$ 48 billion, and this is 

the first therapeutic class, with highest sales and with a relevant growth rate of 11.3% 

in 2008 (IMS Health, 2008). The current scenario has appeared after 2005, when the 

Research and Development (R&D) in the area of oncological diseases led to the 

introduction of new target therapies. 

Italy is the fifth world pharmaceutical market (EFPIA, 2009), with an 

overall expenditure of more than € 24 billion and with an impact of oncology 

medicines which is about € 1.3 billion (AIFA, 2009). Despite the relevant 

pharmaceutical expenditure, the amount of investments for R&D in Italy is at the 

fifth rank in Europe with a value about three times lower than that of the fourth 

country (€ 3 billion of Swiss - EFPIA, 2009). 

A recent international survey (Jonsson & Wilking, 2008) showed that Italy, 

among developed countries, is that with the lowest number of new oncology 

medicines introduced and is the country with the longest time between launch and 
                                                 
114  CEIS Sanità, Faculty of Economics and Faculty of Science, University “Tor Vergata” 

Rome and Faculty of Statistics, University “La Sapienza” Rome. 
115  Italian Medicines Agency (AIFA - Agenzia Italiana del Farmaco). 
116 Italian Medicines Agency (AIFA - Agenzia Italiana del Farmaco). 
117  Italian Medicines Agency (AIFA - Agenzia Italiana del Farmaco). 
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access to patient. This survey also showed inequalities among countries in the uptake 

of new oncology medicines mainly dependent by the attractiveness of the national 

market (in terms of both value and accessibility). 

For all these conditions, in order to explore the relative weights of the 

several phases between the end of R&D and access to patients, the Italyn context 

could represent a paradigmatic case study of the accessibility to oncology products. 

Manifold factors compete to determine the accessibility to drugs: of which some 

dependent ones from who has directly involved in the research and development of 

the medicine, other from the regulators involved in its evaluation, others dependent 

finally from the specific organizational context of the health care assistance as well as 

from the patient himself. 

The main purpose of this study was to quantify -for a panel of oncology 

medicines approved by European Medicines Agency (EMA) from 2006 to 2008- the 

time interval between the end of R&D and the access to patients in the several Italyn 

regions. A further aim was to identify the relevant predictors of a delayed access to 

this important therapeutic class. 

10a.2 Methods 

The time interval between the end of R&D and the access to patient to a 

new oncology medicine has been defined as the difference between the date of first 

purchase of the oncology product by at least one public structure of the NHS in at 

least one Italyn region, and the validation date of the EMA's centralized procedure of 

the same product.  

Some methodological considerations should be posed on the interval’s 

limits. With regard to the date of first purchase of the oncology drug, it has been 

considered as a proxy of access to patients, which is actually set by the date of the 

first medical prescription. Indeed, the purchase indicates the availability of the drug 

within public structure and occurs few days earlier than its actual use from the same 

patient. Furthermore, considering the source of data, the current analysis can take into 



679 
 

account the influence of decision-making in the health care organization of this 

therapeutic area, in every Italyn Region.   

With regard to the end of R&D, the date of request of the EMA’s 

centralized authorization is good reference, although the R&D could go over this date 

(e.g.: delayed conclusion of some registrative clinical trials, subsequent requests to 

regulatory authorities of extension of therapeutic indications). 

Panel of the oncology products analyzed 

The panel of oncology products has been defined according to the 

chronological criterion of the EMA's centralized licensing procedure. In particular 

have been selected all licensed medicines with therapeutic indications for the 

treatment or prevention of oncological diseases, or treatment (or prevention) of side 

effects of cancer treatments, in the interval between 2006 and 2008. 

In the three considered years the EMA has authorized 20 medicines with 

indications within the treatment or the prevention of oncological diseases, of which 

75% were suitable in the treatment of rare illnesses. For the 90% of the authorized 

specialties at European level it is initiated the procedure of national evaluation of the 

Italyn Medicines Agency (AIFA), and such procedure has been completed in him 

89% of the cases (i.e. 16 on 18). 

Source of data 

The sources of data are: the European public assessment report (EPAR) 

from EMA (http://www.ema.europa.eu/htms/human/epar/eparintro.htm), the dates of 

official administrative acts of marketing authorization published on the Official 

Journal of both Italy and European Commission. Furthermore, it has been identified 

the submission date of price and reimbursement dossiers to AIFA; this date refers to 

the first submission, after excluding all possible thereafter submitted dossier for the 

same product related to any extension requests of therapeutic indications, or other 

procedures. 
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Monthly data for the purchase of oncology products by each Region has 

been extracted from “Traceability database” of the Italyn Ministry of Health 

(Ministry of Labour, Health and Social Policies, 2004). This database includes a 

monthly track of every handling of medical products toward every structure of the 

NHS (established with Ministry Decree of 15th July 2004). Thus, in the definition of 

purchase date, the start of patient access has been attributed to the last day of the first 

month with handlings for the specific oncology product. The extractions from the 

traceability database have been performed in the time-span between January 2006 

and March 2009 (last currently available data). 

Temporal components of the multistep path 

The considered temporal components of the multistep path from European 

assessment until to access in Italy are the following: 

 EMA time: interval computed as the difference between the 

date of EMA positive opinion and the validation date of 

centralized assessment procedure by EMA, after the dossier 

submission from the pharmaceutical company. The overall 

number of days of “clock stop” during the assessment 

procedure (generally depending by additional request of 

technical documentation from EMA experts to pharmaceutical 

company) has been subtracted from the EMA time. 

 Pharmaceutical company time: interval computed as the 

difference between submission date of the price and 

reimbursement dossier to AIFA and the date of EMA positive 

opinion. To this time has been added also the overall number of 

days of “clock stop”, accumulated during the previous EMA 

assessment procedure. Obviously, this time can not be 

calculated when the pharmaceutical company decides not to 

introduce the oncology product into the Italyn market. 
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 AIFA time: the AIFA time is computed as the difference 

between the AIFA market authorization and the submission date 

of the price and reimbursement dossier to AIFA. This time 

could marginally over estimates the actual duration of decision-

making process (since it includes also administrative 

workloads) and depends by the complexity of scientific 

assessment in the definition of reimbursability by NHS. 

However the AIFA time could be also prolonged in a few cases 

from the pharmaceutical company, which can ask to AIFA 

commissions a further more in deep assessment when an 

agreement is not reached. 

 Regions time: this interval mainly depends from organizational 

factors, for example: the presence of regional/district/hospital 

commissions, the presence of regional formulary (RF) 

periodically updated by regional commissions, the bureaucratic 

workloads for the management of public tender for the 

acquisition of medicines by the regional health service. The 

Regions time goes immediately before patient access, and is 

computed as the difference between the date of first purchase of 

the oncology product by at least one public structure in every 

Italyn Regions and the AIFA market authorization. 

Furthermore, to identify if patient access was stable along time, 

the purchase date has been also defined according with the 

handlings month which volume corresponds to the 20° 

percentile of the overall handlings of the specific product. 
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10a.3 Results 119 

Table 1 shows the times for the various components prior to the EMA 

authorized access to oncology medicines in Italy. In particular the times presented are 

the subset data from 14 cancer medicines that have reached the accessibility in at 

least one Italyn region. Indeed of the 20 specialties authorized by the EMA between 

2006-2008, in the case of 2 specialities has not yet been submitted application form 

of price and reimbursement in Italy, for 2 specialties, although that request was 

submitted, the AIFA evaluation is also underway, finally, in the case of 2 medicines 

were approved by the AIFA in March 2009 and therefore can not be assessed for 

purchase by public structures. 

The mean time of EMA evaluation of quality, efficacy and safety of the 

considered panel of oncology products was 273 days, while the definition of 

reimbursability and price negotiation by AIFA required a marginally lower time (242 

days). Despite the pharmaceutical company and regional times were shorter that the 

times of regulatory authorities (159 and 160 days, respectively), these temporal 

components were those with the highest variability in the multistep path toward 

patient access (i.e. coefficients variation of 87% and 89%, respectively), well above 

that of EMA and AIFA times (i.e. coefficients variation of 19.2% and 39%, 

respectively). 

                                                 
119  The results shown in this section coincide in part with those contained in the manuscript 

entitled: “Time to market and patient access to new oncology products in Italy: a multistep pathway 

from European context to Regional healthcare providers” , by  P. Russo, F. S. Mennini, P. D. 

Siviero, G. Rasi , Annals of Oncology, 2010, 10.1093/annonc/mdq097. 
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Table 10a.1 

Temporal components of market and patient access in Italy of products for the 

treatment or prevention of oncological clinical conditions, and authorized by 

EMEA between 2006-2008 

Temporal components  Mean (%) CV%  
(CV% min-max range) 

EMA 273 (31.8%) 14.6% (232÷397) 
Pharmaceutical company 159 (18.5%) 90.4% (−42÷427) 
AIFA 242 (28.2%) 34.5% (98÷369) 
Regions 160 (18.7%) 89.5% (44÷501) 
Total 857 (100%) 30.8% (531÷1441) 

Note: CV% = percentage coefficient variation 

Overall the time to patient access in Italy to the panel of oncology products 

included in the current analysis required a mean of 857 days (2.3 year), with a min-

max range of 1.4-3.9 years. The heaver component is represented by that of EMA 

(absorbing the 31.8% of the overall time), followed by that of AIFA (absorbing the 

28.2% of overall time). However, adding the Regions time to that of AIFA, the time 

closely dependent by the Italyn context represents less than 50% of the overall time 

(i.e. 46.9% or a mean of 402 days). The incidence of pharmaceutical company time 

was of 18.5%, corresponding to a mean time of 159 days. The pharmaceutical 

company time showed also the highest variability, in facts in some cases the 

submission to AIFA of the price and reimbursement dossier occurred 42 days before 

EMA positive opinion, while in some other it occurred even one year after. 

However, as shown in Figure 1, pharmaceutical companies and regions 

take decisions which may be responsible for a very wide variability in the duration of 

the processes themselves and therefore to some extent unpredictable. 
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Figure 10a.1 

Duration of the different components of accessibility in Italy for the same subset 

of medicines (n = 14), average values and min‐max range 

A more detailed analysis of regional time in accessibility to oncology drugs 

has shown that not all 14 specialties examined are available at the same time in all 

regions (Table 2). 

The patient access was not simultaneously present for all oncology 

products in every Italyn Region, with percentage of access ranging between 86% to 

50% of the considered panel of oncology products with market access in Italy. This 

scenario could be worsen if we consider the stability of patient access along time, 

according with the more conservative approach of the presence of access only after 

the handlings month which volume corresponds to the 20° percentile of the overall 

handlings of the specific product. In this case, for some Regions, the patient access 

could be also lower than the 50%. 
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Table 10a.2 

Percentage of patient access by Regions, on the overall oncology 

products with market access in Italy. 

Regions N° of available 
products % of patient accessa % of a stable  

patient accessb 

Campania 12 85.7% 85.7% 
Friuli Venezia Giulia 12 85.7% 85.7% 
Piemonte 12 85.7% 85.7% 
Lombardia 12 85.7% 78.6% 
Marche 12 85.7% 78.6% 
Toscana 12 85.7% 71.4% 
Veneto 12 85.7% 71.4% 
Lazio 11 78.6% 78.6% 
Puglia 11 78.6% 78.6% 
Abruzzo 11 78.6% 71.4% 
Liguria 11 78.6% 71.4% 
Calabria 10 71.4% 57.1% 
Emilia Romagna 10 71.4% 71.4% 
Sicilia 10 71.4% 71.4% 
Umbria 10 71.4% 64.3% 
Basilicata 9 64.3% 57.1% 
Prov. Aut. di Bolzano 9 64.3% 42.9% 
Prov. Aut. di Trento 8 57.1% 42.9% 
Sardegna 8 57.1% 50.0% 
Molise 7 50.0% 35.7% 
Valle d'Aosta 7 50.0% 21.4% 
a computed with respect to the 14 evaluable oncology products. 
b presence of access only after the handlings month which volume corresponds to the 20° percentile of 
the overall handlings of the specific product. 

If the picture in terms of overall availability of medicines than those 

authorized highlights some regional variability, we test the possible variability 

attributable to the regional time calculated on pharmaceutical products for which 

there are movements of the NHS to the public facilities in various regions. 

On this side it shows certain variability between regions (Figure 2): with 8 

Regions with time over 160 days and average variation of ± 2 months. However by 

analyzing the intervals, having examined the dates at which begin to have an 

effective consolidation of movements of oncology drug to public facilities, it is 

possible to notice that only in some of these there is a contained extension of regional 
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time (Campania, Lazio, Sicilia, Toscana, Puglia, Sardegna). In contrast, in the 

remaining 16 regions, the regional extension of time may be even several months.  
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Figure 10a.2 

Intervals between AIFA authorization and SSN handling to public facilities 
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The analysis of the regional time was conducted going to consider some 

additional grouping variables such as: whether or not a medicine to treat a rare 

disease (i.e. orphan drug), or whether or not a region with a binding Regional 

Hospital Formulary (PTOR). 

10a.4 Analysis of regional time for orphan drug 

In line with expectations, the total duration of regional time accessibility to 

orphan drugs is lower than that recorded in the case of new chemical entity. 

Figure 10a.3 

Interval between AIFA approval and SSN handling to a public facility in the region 

for orphan drug, compared to new chemical entities 

Values are medians and inter‐quartile range. 
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The regional time of orphan drug is less than about 50% compared to new 

chemical entities, irrespective of the method of calculating the same regional time. 

This reduction is statistically significant both in the case of calculating the regional 

time interval between the AIFA authorization and the date of the first NHS handling 

of the medicinal product (Z=4.3; p<0.001; Mann-Whitney test) and in the calculation 

which considers the date of handling volume of at least the 20° percentile of total 

movements (Z=2.9; p=0.003; Mann-Whitney test). 

10a.5 Analysis of regional time in regions with PTOR 

The PTOR is a tool to rationalize the requirements within a region, but 

where the inclusion of a new drug within the PTOR involves the activation of a 

number of organizational paths of assessment by the region itself, it is likely that this 

may constitute an additional obstacle to accessibility. 

The result of the regional time shows a trend towards greater delay in 

accessibility between the regions with binding PTOR than those which are not 

present (Figure 4). This delay can be almost a month, although the difference 

compared to regions without PTOR is only close to statistical significance (Z=−1.8; 

p=0.073; Mann-Whitney test, and Z=−1.3; p=0.189; Mann-Whitney test, depending 

on the method of calculating the regional time). 

However, assuming that the PTOR represents a real obstacle to 

accessibility, then this analysis may have even underestimated the real differences 

resulting from its presence. Indeed, the regions without a binding PTOR might have 

PTO operating in major hospitals, which could contribute to increase the median time 

of its regional areas without PTOR.  



 690

Figure 10a.4 

Interval between AIFA approval and handling SSN to a public facility for the 

Region in the Regions with PTOR binding than those without PTOR 

Values are medians and inter‐quartile range. 

10a.6 Analysis of the price120 of medicines 

A first multivariate analysis was designed to verify if the oncology drugs to 

date not dispensed in each region have an average price higher than those currently 

exempted instead. 

To test this hypothesis was provided a two-factor ANOVA model of the 

national average price per pack of oncology drugs, to assess the interaction of factor 

“region” (all 21 Italyn regions) by a factor of availability of the drug in the region. (ie 

                                                 
120  The price is considered the national average for each specialty to the NHS, including 

VAT, detected by the tracking database. 
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defined on the basis of the presence / absence of movements towards regional public 

facilities in March 2009). 

The model showed a significant effect of the factor being the availability of 

the drug (F=37.6; p<0.001), the post-hoc analysis showed that the no available drugs 

have an average price significantly higher than those currently exempted (p<0.001; 

Bonferroni test). 

The factors given by regional differences, as well as the interaction regions 

× availability resulted as  effects were not statistically significant (respectively F=1.1; 

p=0.304; e F=1.4; p=0.117). 

Figure 10a.5 

ANOVA of the national average price per pack of oncology drugs 

 

Ultimately, the medicines that are not dispensed in some regions have a 

national average price per pack significantly greater than those currently exempted. 
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10a.7 Conclusions 

The current analysis showed that the drug assessment before patient access, 

even in the case of important drugs such as those for the treatment of oncological 

diseases, is a complex process, time- and cost-consuming. On average, the overall 

interval between the R&D completion of an oncology product and the patient access 

is about 2.3 years (857 days).  

Several components of the process have an impact to determine this time, 

mainly represented by the European and national regulatory agencies, followed by 

additional components, such as that given by the pharmaceutical and Regional, which 

take additional time due to critical organizational and / or management. 

The elements of variability that mainly affect the duration of the process 

are as follows:  

 from the type of medicinal product considered: no doubt the 

soundness and relevance of scientific evidence produced are 

important prerequisites in determining access, although a “high” 

price  (even just in absolute value) can be an obstacle; 

 an additional element is the role played by the regional 

organization of health care and pharmaceuticals: not all drugs 

approved by the AIFA are then subsequently released, in fact 

approximately 86% of medicines are then moved towards a 

public facilities (12 of 14). However, there are regions where 

this percentage could drop even less than half. 
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 another important element is given by regional variability in the 

timing of dispensing of the patient. This variability, although it 

seems likely smaller for an important category of drugs such as 

oncological compared to other categories of medicines, is 

always present and affects on average, a further extension of 

160 days. On this time draw several factors such as the type of 

drug (orphan drug), the presence of a binding PTOR, the price 

of the drug. 

In conclusion, this analysis provides for the first time information on the 

Italyn context on accessibility to important drugs for EMA centralized registration 

with therapeutic indications in oncological diseases. The overall picture that emerges 

highlights the complexity of processes that separate the completion of research and 

development of a drug accessibility to the patient: some time could probably be 

optimized through more efficient management processes, both adjusting the quality 

of information produced by pharmaceutical company to the perspective and criticality 

of the policy makers, and to improve decision making itself.  

It is clear that this analysis suggests, at least in part, the problem of the 

efficiency of healthcare by territory, and therefore of the adequacy of supply of 

services on a regional basis, and demand for health by the patient (inclusive of 

drugs). Yet another critical points which should work, that of prioritization in access 

for major categories of drugs such as oncology. It is evident that this process can not 

only take into account aspects of efficacy (moreover, it is difficult to discuss where in 

the presence of therapy in selected patients for the presence of biological markers 

and/or genetic) but also economic aspects and sustainability, otherwise the risk is 

inevitable to run into some form of implicit rationing at some stage of the process. 
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10b. Biological Drugs: 
Ambits of Application, Treatment Perspectives and  

Cost-related Considerations 

10b.1 Introduction 

Biological drugs (biologics) are innovative agents produced by recourse to 

biotechnologies.  

Pharmacopoeia defines biotechnologies as techniques that use living 

organisms to produce or modify a given product beneficial for human beings. When 

applied to the pharmaceutical field, biotechnologies are used to discover, develop and 

produce therapeutic and diagnostic agents by employing DNA recombining 

techniques, or rather, all those technologies that allow to isolate a gene from a special 

organism and to insert it into a cell, so that the latter may produce therapeutic 

proteins.  

Hence, biologics are substances having a proteinic nature and, moreover, 

the characteristic of being produced by using living organisms.  

The role played by biologics in the treatment of dermatologic, 

rheumatologic, gastroenterological, neurological, and oncologic pathologies has 

become more and more important in recent years, even though – in spite of their 

therapeutical opportunities – their employment is still limited.  

The limited diffusion of biologics is due to a number of causes, including, 

in particular, the delay in the process for admitting them among the “category H” 

drugs (hospital drugs) and, consequently, the non-availability of the latter in all the 

public health facilities, as well as their high costs. 

Quite often, the lengthy process required for the admission of innovative 

biological drugs and the asymmetrical distribution of the latter over the territory 

determine a lower chance of having access to such advanced and potentially more 
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effective pharmacological therapies, and contributes to a lengthening of the life cycle 

of mature products (see Pammolli and Integlia, 2009). 

The consequences are unquestionably interesting, given their implications 

in terms of economy and health policy. While, on the one hand, the access to the best 

treatments that could be available is being delayed, on the other hand, as a result, the 

competitive market dynamics are altered, and this circumstance affects the level and 

quality of the health-care spending. 

This contribution is aimed at showing the ambits of application of the main 

biologics and, looking at available data – indeed not exhaustive, and extracted for the 

most part from the OSMED 2008 Report on the use of drugs in Italy -, to outline the 

situation with respect to their use in Italy as well as their costs.  

10b.2 The Use of Biologics 

Biologics are prevalently used for the therapy and treatment of 

dermatologic, rheumatologic, neurological, oncologic and gastroenterological 

pathologies. The utilization arrangements and the effectiveness of each biologic drug 

in the various pathologies are outlined below.  

In dermatology, biologics interfere in the immunologic process that triggers 

and supports psoriasis and, therefore, prove effective in its treatment.  
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The molecules that have been studied more in depth, which are also 

included among the drugs that are prescribed more frequently for the treatment of 

psoriasis, are etanercept, efalizumab, infliximab, adalimubab and alefacept. Each one 

of these molecules is at present monitored within the context of the PSOCARE 

project to verify its tolerability, efficiency and long-term effectiveness121. 

The project was set up by the publication of the “PSOCARE: treatment of 

psoriasis with systemic drugs in Italy” study protocol in the Official Gazette no. 146 

of June 25, 2005. In view of the fact that its duration has been limited to three years 

(Sicilia, the last Region to join the project, has identified its reference centers in 

2006), the project has not yet provided answers with reference to the long-term 

effectiveness of biological drugs, their rebound effect and negative side effects. In 

any event, it does provide a comprehensive view with respect to the adequacy of 
                                                 
121  PSOCARE is a psoriasis research program promoted by the Italyn Drug Agency and 

conducted in a cooperative effort with dermatologic scientific societies and patients’ associations. It 

is aimed at evaluating the long-term results of the treatments currently available in Italy.  

 In short, the goals it means to reach are outlined below: 

1. evaluation of the various types of treatment and identification of the factors 

that lead to the choice of treatment;  

2. description of the long-term results and safety of every treatment, 

comparison between different care strategies and estimation of the benefits 

and risks of the various therapeutic options;  

3. analysis of the response to treatment, particularly among those that are 

often excluded from clinical studies (patients with multiple pathologies, 

children, senior citizens, pregnant women) and identification of the groups of 

patients exposed to a greater extent to the risk of inappropriate care or adverse 

outcomes; 

4. evaluation of the possibility of turning the outcome of the study and the 

existing guidelines into practice, laying emphasis on the areas that prove 

more problematic or that are characterized by greater uncertainty (see the 

Internet site of the project, www.psocare.it). 
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biological therapies for the treatment of psoriasis. Besides, the study proves 

fundamental also from the point of view of an economic evaluation. 

The first ranking drug with respect to number of prescriptions is etanercept, 

administered to 3,374 patients (2009 data), and followed by cyclosporine. Then, there 

are a few additional biological agents considered in the PSOCARE project 

(efalizumab, infliximab and adalimubab)122. 

Figure 10b.1 

Number of Biological Drug Prescriptions for the Treatment of Psoriasis 

 

Source: Internet site of the PSOCARE project, www.psocare.it, 2009. 

In Italy, the Regions have identified 155 reference centers providing 

                                                 
122  EMEA has recently carried a review of the Efalizumab risk/benefit profile and, at the 

beginning of 2009, following reports of a few cases of progressive multifocal leukoencephalopathy 

(PML), has withdrawn the marketing authorization. Lately (September 2009), a case of PML has 

also been reported with respect to a patient being treated with rituximab (Mabthera®). 
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treatments with biological drugs. The reference centers treat patients who have 

already undergone treatment with other systemic drugs that have proved ineffective 

or have not been tolerated, or patients for which treatment with such classical 

systemic therapies as cyclosporine, metrotrexate or PUVA was contraindicated.  

Table 1 shows the geographic distribution of the PSOCARE reference 

centers. 

Table 10b.1 

Geographic Distribution of the PSOCARE Centers 

Geographical Area Number of PSOCARE Centers (%) 
North 42 (33.6%) 
Center 36 (28.8%) 
South 36 (28.8%) 
Islands 11 (8.8%) 

Source: Internet site of the PSOCARE project, www.psocare.it, 2009. 

There are differences among the Regions with respect to the distribution of 

the centers and the administration of the drugs. Furthermore, there are also significant 

differences, even among towns in the same Region, with respect to the number of 

patients registered in each center. It is quite likely that the latter difference depends 

on the migration of patients from one to the other center, even though the decision to 

set up quite a number of PSOCARE center was indeed made with a view to 

preventing major movements for an outpatient treatment at regular intervals. 

Therefore, the provision of treatments often follows the market more that the actual 

need for treatment. 

Figure 2 shows the number of patients registered in the PSOCARE program 

by Region. In spite of a higher number of centers located in Northern Italy, most 

patients are registered in Central Regions of Italy. 
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Figure 10b.2 

Patients Registered within the PSOCARE Reference Centers  

 

Source: Internet site of the PSOCARE project, www.psocare.it, 2009. 

The use of biologics in rheumatology is more recent, dating back to the last 

6 years. In fact, studies in the immunologic field carried out in the last few decades 

have determined the importance, in the pathogenesis of rheumatic diseases, of 

specific circulating substances produced by the cells of the immune system, the so-

called cytokines123. Biological drugs succeed in binding to these cytokines, 

interrupting the “inflammatory cascade” that characterizes various rheumatologic 

diseases. 
                                                 
123  The studies evaluating their clinical effectiveness have focused on a few of these 

substances, such as interleukin-1 and, above all, the tumor necrosis factor-alpha (TNF-α ), owing to 

the role they play in the inflammatory process and the possibility of making the most from the 

therapeutic point of view of the synthesized molecules that succeed in blocking the activity of 

tumoral cells. 
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In Italy, there are already four biological drugs on the market that are being 

used for various indications in the field of rheumatology, while many more are at the 

moment being confined to the use within study protocols and trials that are under way 

both in Italy and abroad. 

The biological drugs (especially anti-TNF-α agents - refer to note no. 3) 

listed in Table 2 are used in rheumatology for the treatment of rheumatoid arthritis, 

psoriatic arthropathy and ankylosing spondylitis. If they are administered early, or 

before six months from the appearance of the initial symptoms, they are likely to 

modify the course of the disease and effectively counter its evolution towards 

invalidity. In fact, they have proved capable of inducing a satisfactory control over 

rheumatoid arthritis as well as over the evolution of the erosive articular damage in a 

high number of patients who had failed to respond to anti-rheumatic drugs. Quite 

often, the latter (mostly metrotrexate) are associated with biological drugs to 

strengthen their action or prevent the loss of their effectiveness over time.  

Table 10b.2 

Drugs for the Treatment of Rheumatoid Arthritis 

Drugs active on the symptoms Anti-rheumatic drugs Biological drugs 

 Metrotrexate Infliximab (Remicade®) 

Non steroid anti-inflammatories Leflunomide (Arava®) Etanercept (Enbrel®) 

Low dose cortisonic drugs Cyclosporine (Sandimmun®) Anakinra (Kineret®) 

 Salazopyrin (Salazopyrin®) Adalimubab (Humira®) 

 Hydroxychlorodine (Plaquenil®) Rituximab (Mabthera®) 

 Gold salts (Fosfocrisolo)  

Source: Gorla, R., I farmaci biologici per la terapia dell’artrite reumatoide, 2008. 

After an initial phase of more extensive use, the only anti-interleukin-1 

drug (Anakinra, Kineret®) has been progressively abandoned because it had proved 

effective only in a limited share of patients and is still reserved only for very special 
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cases. 

With the exception of rituximab (Mabthera®), which is also a biological 

drug, the anti-TNF-α drugs are those most extensively used for the treatment of 

rheumatoid arthritis are infliximab (Remicade®), etanercept (Enbrel®) and 

adalimumab (Humira®). They have appeared on the Italyn market at different times 

and are characterized by different indications, more for bureaucratic than for clinical 

reasons. 

To this very day, the use of the anti-TNF-α drugs is reserved for those 

cases of rheumatoid arthritis, psoriatic arthropathy and spondylitis, all pathologies 

characterized by a special degree of activity of the disease and tendential 

unresponsiveness to basic conventional drugs. So far, there are no direct comparative 

studies of the various biological drugs and, therefore, no reliable judgment may be 

passed on the superiority, if any, of one over the other. The comparison among the 

various trials places the three anti-TNF-α drugs substantially on the same level. 

Besides, it has become by now customary to change over from a biological drug to 

another in case of failure. 

The annual cost for treating a patient with an anti TNF- α drug ranges from 

7,000 to 13,000 euro, depending on the molecule being used and the selected 

treatment scheme. It is unquestionable that this cost is far higher than that of any 

basic conventional therapy normally used in rheumatology124 125. This circumstance 

                                                 
124  However, quite recently, international studies have shown that, in the face of a higher 

initial absolute cost, the biological drugs used in the therapy of rheumatoid arthritis succeed, in the 

long run, in reducing the health-care and socio-economic spending, with a consequent positive 

balance, since they succeed in preventing over time the disability linked to the disease. At an 

aggregate level, it has been estimated that the economic cost and social burden of all the rheumatic 

diseases in Italy exceeds 20 billion euro per year, nearly a third of which is at the expense of the 

NHS, while two thirds are paid by society in consequence of the loss of productivity of the patient 

(see Mennini, 2009). 
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caused the biological drugs to be subject to specific regulations since their 

introduction on the market with a view to limiting an unwarranted health-care 

spending (Valesini et al., 2006).  

Since the introduction of the biological drugs in the “prontuario 

terapeutico”, the high costs inherent in a therapy with such drugs have called for the 

setting up of a special Observational Study Register of the Ministry of Health in 

collaboration with the Italyn Society of Rheumatology. Furthermore, from June 2001 

to March 2004, the prescription of anti-TNF-α drugs has been linked to ANTARES, a 

project worked out by the Italyn Society of Rheumatology with the sponsorship of the 

Ministry of Health. 

The ANTARES project has singled out a number of rheumatologic centers 

of excellence that were given the exclusive possibility of prescribing and 

administering the biological agents under strict control. Besides, it has laid down the 

characteristics required to identify the clinical cases that deserved to be treated with 

the anti-TNF- α agents based on specific criteria for both inclusion (related to the 

degree of activity and the severity of the disease) and exclusion (concomitance of 

pathologies or conditions contraindicating the treatment with biologicals). 

Furthermore, it has set up a database for collecting all the case record data relative to 

the use of biologicals in Italy, with special regard to the anti-TNF-α drugs. 
                                                                                                                                                                  
125  An analysis of the therapy costs aimed at highlighting cost differences, if any, in the use 

of alternative biological drugs (Mennini, 2009) has seen how there are significant differences in the 

first 3 months of treatment (particularly insofar as rituximab is concerned, as its cost is far higher 

than the cost of the other drugs. For instance, a quarterly therapy with rituximab costs € 5,331.24 

while a quarterly therapy with etanercept - Enbrel® costs € 2,914.13). The differences are lower 

over time. For instance, a year of treatment with rituximab costs € 10,637.82 with respect to € 

11,565.63 for a year of treatment with Enbrel. On average, the total cost per patient treated with 

biological drugs amounts to € 3,000 if one considers the visits and the cost of the drugs during the 

first three months of therapy; it amounts to € 5,700 during the first six months; it amounts to € 

11,300 during the first year of therapy. 
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Specifically, this study aimed at evaluating the use of these drugs on the 

population in terms of effectiveness and tolerability, as well as assessing the 

efficiency of the rheumatologic care network made up by the individual centers in 

each Region. 

The end of the ANTARES project, although releasing rheumatologists from 

the requirement to comply with the study protocol, has not modified the situation: 

those that, until 2004, had been binding criteria are still valid at present as guidelines 

and are applied by all the main rheumatologic centers. 

In 2004, the ANTARES database included 3,902 patients (1,707 of which 

analyzable). Out of the 171 centers identified by the Regions, only 140 centers have 

actively contributed with an average of 12 registered cases per center.  

The main results obtained by the project are outlined below. 

1. creation of a network of specialized centres ensuring the proper 

administration of biological drugs; 

2. assessment of the safety of use. It has turned out that, as a rule, 

the biological drugs they are well tolerated. Allergic reactions 

have occurred in a limited percentage of cases and in a form 

that was generally slight and controllable. To sum up, the short- 

and long-term safety data show that the biological drugs feature 

a satisfactory safety profile, provided that, prior to the 

registration of the patient, a series of screening tests are 

accurately performed with a view to ascertaining the suitability 

of the individual for that treatment and ruling out any 

contraindications and/or risk factors;  

3. setting up of an online database to be used, at least in part, for 

the analysis; 

4. control of the Region spending; 
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5. continuation and extension of the monitoring activity at a 

national level with the protocol for the independent research by 

the Italyn Drug Agency (AIFA). 

On the other hand, the ANTARES study has laid emphasis on a few 

important criticisms: 

1. the difficulty in setting up a “sturdy” and reliable data collection 

system; 

2. the limited involvement of the Centers; 

3. the failure to monitor all the other centers that were not directly 

involved in the program. 

Lately, the use of biologicals in dermatology and rheumatology has been 

analyzed by a single multicentric research project, MonitorNet, which compares in 

the clinical practice the biological drugs in terms of safety, effectiveness and 

suitability (Sfriso et al., 2009). It is an initiative meant to get to a permanent 

cooperation among the Italyn Rheumatologic facilities with a view to improving the 

care of patients by the remote sharing of epidemiological and clinical data. 

The population included in the new study is represented by all the patients 

affected by rheumatoid arthritis, psoriatic arthropathy, spondylitis and psoriasis who 

are treated with biological drugs in routine clinical settings at the network centers, 

following the current recommendations of the Italyn Society of Rheumatology with 

respect to both prescriptions and follow-up.  

The project got under way in September 2006: 37 rheumatologic centers 

have joined the study and have begun collecting data at the beginning of 2007. The 

online database has become operational at the end of 2007: until May 2008, 20 

centers have actively contributed to the research, entering 801 cases in the database.  

The description of the research project objectives lays emphasis on the 

potential long-term risks of biological drugs that, so far, have not been fully clarified 

by the controlled clinical trials. Therefore, this confirms the need to set up Registers 
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to allow monitoring the risk/benefit profile. In fact, a number of aspects still need to 

be made clear, such as the long-term toxicity profile, the rate of adverse reactions 

that, although infrequent, are nonetheless clinically relevant, the preservation of a 

long-term effectiveness; the frequency of any rebound phenomena upon the 

suspension of the drug. 

Until now, the largest Register in Italy has been created by the 

Rheumatology and Clinical Immunology Unit of the Brescia Hospital, the 

Rheumatology Center of the Pavia General Hospital, the Rheumatology Center of the 

Sacco Hospital in Milan, and the G. Pini Orthopedic Institute in Milan. The Register 

should allow monitoring over 1,300 patients affected by progressive rheumatoid 

arthritis resistant to conventional drugs which are being treated with anti-TNF-α 

biological drugs. 

Until now, a satisfactory reduction of both the symptoms and the signs of 

the disease have been observed in over 70% of patients, while the limited undesirable 

effects confirm the good safety profile of the drugs. 

Biological drugs are used in neurology for treating demyelizating diseases 

(multiple sclerosis). The interferons (Rebif® - IFN-beta 1a - in the 22 mcg and 44 

mcg preparations, Avonex® - IFN-beta 1a, Betaferon® - IFN-beta 1b) have been 

used in the last 15 years with positive results. Even though the interferons are unable 

to cure the disease, they have proved effective in reducing the time of occurrence of 

the first relapse after the beginning of the therapy, as well as the yearly frequency and 

the severity of the relapses of the multiple sclerosis, a disease characterized by a 

“relapse and remission” trend. Besides, they have allowed observing a positive 

effectiveness in slowing down the disability accumulated over time.  

The marketing of natalizumab (Tysabri®) is more recent. This is an anti-

TNF-α drug also used for the treatment of the “relapse and remission” multiple 

sclerosis. In Italy, the use of natalizumab è still limited. Figure 3 highlights the ratio 

of natalizumab utilization to the total population of patients in each European 
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country.  

Figure 10b.3 

Ratio of Natalizumab (Tysabri®) Utilization in the European Countries  

Year 2008 

Source: AIFA, 2008. 

The use of the biological drugs allowed obtaining extremely interesting 

results in oncology. The molecules affect the tumor growth blocking the formation of 

a few proteins that play a key role in this process and, in so doing, inhibit the 

development of the cancerous cells. There are at least fifteen biological drugs that are 

currently used in the oncological field, while those undergoing clinical trials exceed a 

thousand.  

The first biological drug to be used has been Herceptin®, which has proved 
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cases. The latest molecules being used include lapatinib, which is effective in 

countering the appearance of breast tumor metastases.  

There are molecules that are being successfully used against the colon 

tumor (cetuximab, bevacizumab) as well as others (sunitinib, sorafenib) that are 

opening new prospects for the treatment of the renal and hepatic carcinomata that, 

just recently, had very little therapeutic possibilities. For instance, with reference to 

the liver carcinoma, a study published in the New England Journal of Medicine has 

shown the effectiveness of sorafenib in blocking the progression of this tumor and 

increasing the survival rate of patients undergoing therapy.  

Furthermore, the recently disclosed results of a clinical study on the first 

oral biological drug, erlotinib, have shown that the latter succeeds in increasing the 

survival rate of patients with pulmonary carcinoma in advanced stages (Humanitas, 

2009). 

As regards new indications in the use of biological drugs for other 

pathologies, new evidences have been provided by the scientific literature with 

respect to amyloidosis, osteoporosis, connective tissue diseases (systemic lupus 

erythematosus - SLE, scleroderma, dermatomyosite, polymyosite), Behçet illness, 

adult Still’s disease, familial Mediterranean fever, sarcoidosis, polychondritis, 

polymyalgia rheumatica, uveitis, SAPHO syndrome and lumbosciatalgia. 

It is still too early to pass any final judgment on account of the fact that, in 

a few cases, the trials are still in progress and, at times, reference is made to only a 

few cases being treated. 

In particular, the most advanced studies relate to the analogous 

recombinant protein of CTLA-4 (abatacept) that is being tested on patients affected 

by SLE; the anti-CD20 monoclonal antibody (rituximab) that is being tested on 

patients affected by scleroderma, vasculitis and SLE; and the anti-IL-6 monoclonal 

antibody (tocilizumab) that is being tested on patients affected by rheumatoid 

arthritis, Crohn’s disease and SLE (Di Battista, 2006). 
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10b.3 The situation in Italy 

The 2008 OSMED Report points out that, within the context of the 

administration of  drugs by public health facilities, biological immunosuppressors 

account for 8.7% of the total consumption of the “Antineoplastic drugs and 

immunomodulators” category. While this percentage is not too different from the 

8.3% figure relative to the immunosuppressors having a non-biological origin, per 

capita spending is considerably different, given the cost of biological drugs, and 

proves to be at least three times as much (6.51 euro for biological 

immunosuppressors, which correspond to 18.1% of the gross per capita spending, vs. 

1.83 euro for the other immunosuppressors, which account for 5.1% of the total per 

capita spending), as shown in Table 3. 

The spending for biologicals increases further when taking interferons 

alpha and beta into consideration, as they account for 13.2% of the spending and 

12.3% of the consumption.  
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Table 10b.3 

Cost and Consumption of drugs (DDD) Supplied by Public Health Facilities - 

therapeutic categories 1st level ATC (in euro, year 2008) 

Antineoplastic drugs and 
immunomodulators Total spending Gross per capita 

spending % Total DDD 
DDD/1000 

inhabitants/ 
day 

% 

 2,150.1 36.06  145.8 6.7  
Cytostatic antineoplastic 
agents 409.4 6.87 19 30 1.4 20.6 

Monoclonal antibodies 398.5 6.68 18.5 3.4 0.2 2.3 
Biological 
immunosuppressors 
(including anti TNF-α 
drugs) 

388.4 6.51 18.1 12.7 0.6 8.7 

Tyrosine kinase inhibitors 245 4.11 11.4 2.6 0.1 1.8 
Beta-interferons 181.5 3.04 8.4 12.3 0.6 8.4 
Other immunosuppressors 109.1 1.83 5.1 12 0.6 8.3 
Alpha-interferons 103.7 1.74 4.8 5.8 0.3 3.9 
Endocrinous hormone 
therapy 92 1.54 4.3 34.6 1.6 23.7 

Growth factors 84 1.41 3.9 1.3 0.1 0.9 
Antiandrogens 64.3 1.08 3 19 0.9 13 
Enzymatic inhibitors 23.7 0.40 1.1 7.6 0.3 5.2 
Antiestrogens 9.7 0.16 0.5 3 0.1 2.1 

Source: OSMED Report, 2008. 

The total spending for biological immunosuppressors, which amounts to 

388.4 million euro, is due for the most part to anti-TNF-α drugs (346.6 million euro). 

The spending for biological immunosuppressors is detailed further in Table 4. 
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Table 10b.4 

Spending for Biological Immunosuppressors (in euro, year 2008) 

Biological Immunosuppressors 
(including anti-TNF-α drugs) 

Total spending 
(million €) DDD (million days in therapy) 

Etanercept 157.8 4.3 
Adalimubab 96.9 2.6 
Infliximab 91.9 4.8 
Efalizumab 20.8 0.6 
Natalizumab 17 0.3 
Anakinra 2.2 0.1 
Abatanecept 1.9 0.1 

Source: OSMED Report, 2008. 

In rheumatology, according to the guidelines agreed upon, the anti-TNF-α 

agents should be used as a second choice treatment for rheumatoid arthritis in patients 

failing to respond adequately to conventional non-biological drugs, such as 

metrotrexate, leflunomide and sulfasalazine. Their use as a first choice treatment may 

only be considered in a few, highly selected cases. The highest cost is met with 

respect to etanercept (Enbrel ®). On the other hand, the lowest reported consumption 

relates to abatacept (100,000 DDD in 2008), marketed in Italy since the end of 2007 

and registered for the treatment of moderate to severe active rheumatoid arthritis, in 

combination with metrotrexate when the response to other anti-rheumatic drugs, 

including at least an anti-TNF-α agent, proves insufficient. 

The use of anti-TNF-α agents is increasing even in dermatology, 

particularly for the treatment of moderate/severe plaque psoriasis that has failed to 

respond to other systemic drugs. 

Table 5 highlights the gross per capita spending imputable to each 

substance classified among the biological drugs. 
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Table 10b.5 

Administration of Biological Drugs through Public Health Facilities by 

Therapeutical Category and by Substance (year 2008) 

Subgroups and substances Gross per capita 
spending % 

DDD/1000 
inhabitants/ 

day 
% 

Monoclonal antibodies 6.68 37.1 0.2 18 
Biological immunosuppressors (including 
anti TNF-α agents) 6.51 36.1 0.6 67.1 

Tyrosine kinase inhibitors 4.11 22.8 0.1 13.9 
Bortezomib 0.62 3.5 < 0.05 0.2 
Omalizumab 0.09 0.5 < 0.05 0.8 
Biological drugs 18.02    
Trastuzumab 2.68 14.8 0.1 10.8 
Etanercept 2.65 14.7 0.2 22.7 
Imatinib 2.43 13.5 0.1 8.3 
Rituximab 2.16 12 < 0.05 0.9 
Adalimubab 1.63 9 0.1 13.7 
Infliximab 1.54 8.6 0.2 25.2 
Bevacizumab 1.20 6.6 < 0.05 5 
Botezomib 0.62 3.5 < 0.05 0.2 
Cetuzimab 0.61 3.4 < 0.05 1.3 
Sunitinib 0.56 3.1 < 0.05 1.3 

10b.4 Criticisms in the Use of Biological Drugs and Suggestions for Further 

Analyses 

So far, the paper has highlighted the main problem connected with 

biologics that is their high costs. 

A dual attitude may be noted on the part of clinicians, on the one hand, and 

on Regions, on the other. While the former request to be allowed using the biological 

drugs to a greater extent, given the positive results in terms of effectiveness and their 

tolerability for patients, the latter could limit the prescriptions to avoid an excessive 

increase in the number of patients to be treated. Each patient requires a treatment 

cycle with biologics costs on average 12,000 euro. In any event, this figure proves to 

be invested well in terms of avoidance of indirect costs linked to a lower number of 

days of work lost, the pharmacological and rehabilitation therapies that the patient 
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would not be required to cope with and, in particular, in terms of quality of life. 

The spending on biologics is limited not only in Italy but also in the rest of 

the world, as it may be inferred from Figure 4 that shows data relative to 2007. In the 

rest of the world, the spending on biological drugs amounts to 3.9 per cent of the total 

spending. A slightly higher spending (4.2% of the spending) is reported in the 

European countries. 

For the time being, considering all the European countries, Italy ranks last 

in the use of biologics even though it does not differ too much from the average 

figure. 

Figure 10b.4 

Percentage of Spending on Biological Drugs and on Other Drugs in Italy, Europe 

and the Rest of the World (year 2007) 

 

Source: IMS, 2007 (data taken up by P. Bove, “Il valore ed il percepito dei farmaci biologici in Italy”, SIFO 2007). 
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curing diseases that are “difficult” to treat (average score of 15.85; at any rate, it 

should be borne in mind that, in a few pathologies, such as rheumatoid arthritis, 

biologics are often administered together with conventional drugs); the different 

mechanism of action used by biologics (average score of 14.68) and a “appreciation” 

for the research required to obtain the biotechnological product (average score of 

13.14), a research that itself determines the high cost of the drugs.  

Within the context of the same research, a question related to the aspects on 

which the pharmaceutical companies should have concentrated in order to promote a 

greater diffusion of the product. Once again, in a assessment scale from 1 to 20, the 

utmost relevance has been attached to the need to cut costs (average score of 16.26), 

followed by the attention to information and research; a more accurate information 

scores on average 15.54, while the need to initiate comparison trials and long-term 

observational studies in order to improve the safety profile scores on average 15.23. 

As regards this subject, it should not be forgotten that the biological drugs 

have been originally studied and used in the oncologic context. It was only later that 

they have started being used more and more in chronic pathologies, characterized by 

a longer life expectancy, in respect of which the knowledge of the safety profile data 

becomes a fundamental element for choosing the treatment. The infections supported 

by a drop in the response of the immune system, to which even the therapeutic 

effectiveness is linked, have proved to be the most frequent side effect126. 

A further element for consideration, briefly mentioned at the beginning, 

relates to the actual availability of the drugs. After the marketing authorization for an 

                                                 
126 In most cases, they are not severe infections and may be managed and treated with 

antibiotics. Among the reported infections, the one that proves the most dangerous is the tubercular 

infection in patients with latent tuberculosis that has been underestimated prior to the therapy with 

biologicals. In elderly subjects (age > 65 years), the biological anti-TNF-α drugs prove very 

effective, even though they determine a greater infection risk, particularly if associated with higher 

doses of cortisone-based drugs. 
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H drug has been granted and before such a drug may be available within the hospital, 

it must go through a process that varies depending on the Region and, within the 

same Region, on the individual Local Health Authority (LHA) and even the 

individual hospital.  

Besides, territorial or local committees at various levels - that are in charge 

of filtering or even blocking powers - come between the national authorization and 

the possibility for a hospital doctor to use a drug. In the luckiest cases (documented 

by Pammolli and Integlia, 2009), the same drug is available for use in the DRGs 

(Diagnosis Related Groups) at different times depending on the Region, the LHA, 

and the hospital facility; in other cases, the local committees may go so far as to 

block in full the entry of a drug in the DRGs and, by doing so, cause a structural 

differentiation between the National Pharmaceutical Codex and the drugs used in 

each Region.  

The consequences of all this affect also the drug prices. For instance, with 

reference to the IFN-beta for the treatment of neurological diseases, it may be noted 

that the price of the drug changes depending on the LHA taken into consideration or 

even the Hospital Authority (HA). In fact, the drug pricing depends on a negotiation 

between the LHA and the pharmaceutical firm for the drugs supply based on the 

estimated consumption amount. Further to the tender, the LHA or HA may get a 

discount on the supply127. Whenever there is at least an alternative to the drug 

molecule, there is the possibility of bargaining for given amounts of the drug at the 

                                                 
127  As a rule, the negotiations relate to a single drug dose. While, as a rule, all the Regions 

provide for the possibility for the individual LHA or HA to put the supply out to tender, two 

Regions – Sicilia and Veneto – provide exclusively for a single regional tender. The parties 

admitted to the negotiations with the pharmaceutical companies for the single regional tender are 

the LHAs, the HAs and the IRCCSs (Research Hospitals). 
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lowest possible price128. 

Usually, LHAs and the HAs make an offer with respect to the price they 

are willing to pay for each dose, given a required total amount. Based on the resulting 

offer and the number of patients that the LHAs and the HAs expect to subject to the 

pharmacological treatment, the pharmaceutical firms shall give a discount ranging 

from 30 to 50 percent129.  

The problem of the regional differentiation of the pharmaceutical codices 

requires a solution, particularly with reference to life-saving biotechnological 

products and the treatment of incurable diseases. At a drug policy level, given the 

relatively high price of these products, a check on their use is being reported in a few 

Regions, a few LHAs, or a few hospitals. However, this situation ends up 

compromising the very nature of the National Health Service. Essential treatments 

would no longer be available throughout the national territory according to a shared 

order of priority of the services that must fall within the LEA (essential health-care 

levels) and according to the same principle of equity in the access to the LEA 

(Pammolli and Integlia, 2009). 

This contribution is by no means an exhaustive analysis of the current 

situation in Italy as it merely outlines it, synthesizing the ambits of utilization and the 

studies under way aimed at monitoring the biological drugs. As previously pointed 

                                                 
128  For instance, this is what happened in the interferon class, for Betaferon® - IFN-beta 

1b. With reference to the latter, the recent marketing of an identical molecule - Extavia® - has 

caused the price of both drugs to be cut down. This is excluded instead when the negotiations deal 

with a single molecule. 
129  Therefore, with reference to the IFN-beta example, the price will differ depending on 

the outcome of the negotiations and the discount granted by the pharmaceutical firms. In particular, 

with reference to Rebif 44® (IFN-beta 1a), the discount obtained by the LHAs and HAs usually 

approximates 33%, so that the end price drops from € 1,590 to little less than € 1.000 per box (on 

average, € 80 per individual dose). 
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out, the latter represent a challenge for clinicians in their search for the proper way to 

reconcile effectiveness (with respect to existing pharmacological treatments and the 

potential of new drugs), short-term tolerability (which has already been proved) and 

long-term tolerability (that is going to be proved in the forthcoming years, after 

having extended the observations over a longer reference time horizon), and financial 

sustainability. 
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11. Multi-level performance evaluation of general 
interest networks. 

A comparative analysis of two case studies in healthcare 

D. Cepiku, A. Conte, A. D’Adamo130 

Abstract 

The paper defines a multi-level interpretative framework for the 

measurement and management of performances of general interest networks, drawing 

from the network governance and the performance management literatures. The 

model is further developed through the application to two case studies: REHA 

TICINO (a network of Swiss rehabilitation centers) and ESTAV Centre Toscana (a 

centralized service centre based on the collaboration of the different public healthcare 

organizations). 
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“…if the literature about increasing networked forms of governance is correct, this poses a fairly 
fundamental challenge to much of the existing approaches to performance” 

Colin Talbot, 2005, pg. 512 in the Oxford Handbook of Public Management 

11.1 Introduction: networks of healthcare organizations and the 

measurement of their performances 

The paper relates to the networks - with specific reference to those 

operating in healthcare and social welfare sector - and is targeting to investigate the 

measurement and evaluation of performances, a relevant framework but little depth 

by the governance and strategic management of the same. 

Among the main networks problems in the public framework have been 

identified an over-tension for the value of the connection itself, considered an 

outcome rather than a simple pre-condition for creating public value; and the need to 

overcome the obscure information, putting in relevance the representation of the 

public interest and defining the outputs and expected outcomes (Longo 2005). In 

addition, to the manager of network are often asking transparency to make explicit to 

different actors present within the network and to other stakeholders, the benefits and 

drawbacks connected to the network model (Meneguzzo, Cepiku, 2008). 

With this aim, and to cover the highly technical complexity of the network 

model, must have appropriate skills and managerial tools. These constitute the 

network management and governance, defined as activities that take place in the 

presence of interdependencies, and which aim to coordinate the strategies of actors 

operating within a network and having different goals and preferences with regard to 

a specific problem or policy (Kickert, Klijn and Koppenjan, 1997: 10). The 

government of the network is fundamentally different from the management within 

the organizations, where the manager is the "controller of the system" and deals 

mainly with planning of the objectives, structuring the organization and managing of 

the company, all being according with a clear hierarchical agenda (Hunt, 1972: 25). 
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From the systematic analysis of the literature on networks (English 

literature, mainly Dutch) reveals a significant gap concerning the alteration of the 

traditional managerial functions (strategic planning, programming and control, 

accounting, human resources management and organization, etc.) and of them proper 

instruments. (Talbot, 2005: 512). 

However, the presence and effective functioning of the systems regarding 

the measurement and evaluation of network performance are constituting the 

essential conditions for an effective network management and the overcoming of the 

many conflicts which, given the inherent characteristics of this configuration 

(diversity of missions and interests, of organizational cultures, diversity of 

stakeholders and donors, etc.) are created. 

11.2 Objectives and research hypotheses 

The objective of this research is to contribute in the literature on 

performance management of networks, defining an analytical framework designed to 

measure the performance of inter-organizational networks and able to cover all the 

relevant dimensions. 

Will be explored the processes and the tools of measurement and 

evaluation of the performances of the network, including both in the internal 

framework of partner organizations and addressed to measure the networks and even 

those parts of network management tools. The research questions include the 

following (Sydow, Windeler, 1998; Provan, Milward, 2001): 

 Which are the criteria and dimensions of performance 

considered in the local community level, at the network level 

and at the level of individual organizational partner? 

 Which are the main stakeholders identified and how they are 

involved in the three levels? 
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 What kind of relationship exists between performance 

management systems at the level of individual organization and 

the systems of performance management at an aggregate level? 

 Which are the specificities of the systems and tools for 

performance management at the network level? 

11.3 Research methods 

In the first part was conducted a literature review and a map of the 

literature in order to establish a multi-level model of measurement and evaluation of 

networks performances. 

Several considerations have led to the election of qualitative research 

methods - and, in particular, the method of multiple case studies with the aim of 

theory building - for current research. Primarily, the method of case study is 

recommend in the early stages of developing a new theory, as on similar lines of the 

consolidation process starting-up from the pillars of network management of 

sociology, political science and public administration matrix (Yin 1995, 1999, 

Eisenhardt 1989; Eisenhardt, Graebner 2007; Gibbert, Ruigrok, Wick 2008). This can 

be a particularly appropriate method in the presence of a large number of variables 

and for the study of phenomena strongly conditioned by the contexts in which are 

operating. 

The analysis of multiple instances of healthcare networks is preceding the 

establishment of a research framework from the literature of reference, using the 

‘theory triangulation’. 

In the analysis of case studies were used a plurality of sources and methods 

of data collection such as semi-structured interviews with privileged witnesses; the 

analysis of official documents and none, in order to build a framework of 

contextualization. The interviews conducted were based on a structured grid that 
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starts from the reconstruction of the network to investigate the performance 

management systems (dimensions of performance art, tools and criteria, stakeholder 

of reference, elements of interdependence between the levels, etc…) in three different 

levels, taking into account the degree of importance and relevance, of the specific 

instruments used, etc. 

Both selected case studies are representing one of the first experiences of 

performance management developed from networks perspective, and include the 

experience of “REHA TICINO”, network of Ticino clinics of rehabilitation and 

Entity for Technical-Administrative Services for “Area Vasta Centre” (ESTAV 

Centre) of the Toscana region.  

It has taken in consideration for both the case studies, analysis on the 

official documents of both networks and partner organization and the survey 

targeting, on the one side, for the REHA TICINO case, Dr Gianni Rossi, coordinator 

of the network and director of the Clinic Hildebrand. On the other hand, for ESTAV 

Centre of Toscana region, Dr. Monica Piovi, managing director of ESTAV Centre 

and Dr. Tito Berti, Director of Legal Department and Human Resources Department 

of the AO Careggi University hospital group. 

11.4 A multi-level model for the measurement of performances of general 

interest networks 

The model of performance management applied to networks of general 

interest has been defined starting from the analysis and systematization of two 

thoughts of literature: 
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 The research regarding public governance and the networks of 

focused general interest, remaining mainly on the networks 

operating in the healthcare and social welfare sector. (Hunt, 

1972: 25; Lomi, 1991; Lorenzoni, 1992; Meneguzzo 1996; 

Arcari, 1996 ; Kickert, Klijn, Koppenjan 1997, O'Toole 1997, 

Alloy 2002, Del Vecchio 2003, Berry et al, 2004; Longo 2005; 

Cepiku, Ferrari, Greco 2006; Bingham, O'Leary, 2007; 

Meneguzzo, Cepiku, 2008; Cepiku, Meneguzzo 2009, etc.). 

 The research regarding the performance management, with 

particular reference to those relating to networks, both public 

and private (Bovaird, 1996; Sydow, Windeler 1998, Provan, 

Milward 2001; Talbot, 2005; Meneguzzo 2005; Cepiku, 

Giordano 2005; Thomson, Perry, Miller 2007; Lunnan, 

Haugland 2007; Bouckaert, Halligan 2008, Van Dooren, Van de 

Walle 2008, etc.). 

11.4.1 Networks of healthcare organizations 

The networks are representing institutional and management solutions, 

born from the interdependence of several organizations, both public and private, 

particularly effective in addressing complex problems and were defined as “more or 

less stable patterns of social interdependence relations between actors, Which take 

shape around policy problems and/or policy programs” (Kickert, Klijn and 

Koppenjan, 1997: 6). 

The characteristic element of the network is the cooperative relations that 

occur between the centers, created by organizations embodied with autonomy and 

clear objectives. The social dimension and the trust are assuming also relevance. The 
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research literatures are emphasizing to networks other distinctive features (Rhodes, 

1997: xi; O'Toole 1997, Powell 1990, Bingham, O'Leary 2007): 

 Interdependence between public, private and nonprofit 

organizations, which are part of the network; 

 Stable and frequent interactions between the network members 

focused to exchange resources and negotiate shared goals; 

 Interactions, mostly on horizontal, based on trust and regulated 

by shared norms; 

 The network does not have a hierarchical level of command. 

Like other policy areas of intervention, mainly public (personal services, 

education, culture, social-welfare, etc.) the salient features of public governance also 

exist in the current scenario of healthcare, both Italyn and foreign. In particular, the 

approach of public governance gives considerable emphasis towards networks and 

inter-organizational aggregates (Cepiku, 2005). This is a very useful approach to 

investigate the evolutionary characteristics of healthcare sector, increasingly 

characterized by the use of networks, which are organizing, in an innovative and 

flexible manner, as a response to health needs of citizens (Cepiku et al, 2006; Cepiku, 

Meneguzzo, 2004). 

11.4.2 The performance evaluation of networks 

Performance management is defined as “acting upon performance 

information” or a process that includes performances measurement (systematic 

collection and analysis of information on certain types of performance) and 

performance management (incorporation and use of performance information in 

decision-making process, communication with stakeholders and monitoring) 

(Bouckaert, Halligan, 2008). 
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The literature underlines two additional aspects. Firstly, a system of 

performance management should also include secondary effects, intentional and 

accidental, positive and negative effects. Furthermore, the performance is not a 

unitary concept but a kind of database of information regarding various outcomes, 

which are of varying significance in relation with different stakeholders (Bovaird, 

1996: 147). 

Network and performance management give results to significant synergies 

in the moment when are used in combination. In fact, measurement and 

communication of performances is a prerequisite until established, in a relatively 

short time, an adequate level of trust between the partners (Cepiku, Giordano, 2005). 

We have already mentioned the gap regarding the functions of network 

management in general and those of strategic planning and programming and control 

in particular. Governance and strategic management of the network – seen as core set 

of systems, processes and tools - are different, in fact, significantly by the 

government and management of individual administrations, agencies and public 

organizations. It is therefore necessary to rethink the management roles, strategic 

management, planning and control, measurement and performance management, 

accounting-information systems and reporting networks, identified as situations of 

“no bosses, many players” (Agranoff, 2003: 11). 

The performances at each level (macro, meso and micro) are referring to 

specific stakeholders and are identified starting from different criteria (Provan, 

Milward, 2001). However, in same time some elements make the performances of the 

three levels interdependent with each other. 

The evaluation of the performance of the network at the macro level wants 

to highlight the comparative advantage of this institutional formula compared to other 

possibilities in order to define the same policies and deliver the same services. At the 

macro level, it should operate a system for measuring the impact of networks on 

society in general. This measurement system must be placed aside of one of our 
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partner organization, at an over-organized level of the executive departments of the 

network itself, or aside an over-organized financing institution and regulator. 

Typically, at this level, are underlined and involved the following categories of 

stakeholders: users associations, political level, public opinion, etc. The dimensions 

of performance at the center of attention include efficiency, effectiveness, quality, 

impact on the social capital, welfare, etc. (ibid.). 

At meso level, the measurement of the performance deals mainly with the 

evaluation of the achievement of the network objectives and has implications on the 

logics of network management adopted. The system of performance measurement 

can be located aside one of the partner organizations if a “lead partner characterizes 

the network” at over-organized level in the executive organs of the network, or aside 

of an over-organized entity. The stakeholders took in consideration by this level are 

mostly the organizations partner but also the body of network management and other 

levels of government. Typically the dimensions of performance observed  are 

(increased) external support, the growth of the network, the number of services 

delivered, lack of duplications and the creation of synergies, efficiency of 

administrative activities of the network, the commitment of organizations partner 

towards the goals of the network, the improvement of relations between organizations  

partners, etc. (ibid.). 

Finally, at the micro level, the manager of each partner organization 

evaluates the convenience for their proper institution to continue to be a part of the 

network (Cepiku, Meneguzzo 2004). Coherently, this system belong aside the 

executive staff of the partner organization and refers to stakeholders such as the 

executive board of the organization, the employees of the company, specific groups 

of users, etc. Among the multiple dimensions of performance that are detected, can 

be mentioned the legitimacy of the organization, the ability to acquire additional 

resources, the cost of services, accessibility of services, the outcomes for users, the 

viability of the organization, etc. (ibid.). 
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Table 11.1 

Theoretical model of performance evaluation of the general interest networks 

Level of 
analysis 

Main category of 
stakeholder 

Objectives 
pursued through 

the network 
Dimensions of measured performances 

Macro 
Impact on the 
community of 
reference 

Association and advocacy 
groups  of users/patients, 

political leadership, public 
opinion, etc. 

Comparative 
advantage of the 
formula of the 

network 

Clinical efficiency and strategy, the cost for 
the community and the impact on its general 

welfare, impact on the social capital, etc. 

Meso 
Network 

Management functions of 
the network and other levels 

of governance, partner 
organizations. 

Review of the 
achievement of the 

objectives of the 
network. 

Efficient strategy and operations, effective 
network management 

Number of partners and services, the 
intensity of relations, members’ engagement, 

integration/ duplications/ coordination. 

Micro 
Partner 
Organizations 

Board of Management of 
the organization, the 

personnel of the 
organization, the specific 

user groups, etc. 

The convenience of 
the individual 

organization ( to 
continue) to be part 

of the network 

Social legitimacy and competitiveness of the 
partner organization, capacity to acquire 

additional resources, costs and quality of the 
services, etc. 

Source: Our adaptation by Provan, Milward, 2001 

From this brief discussion on the different conjugations of the performance 

(size, scope and stakeholders), emerge also the importance of systems planning, 

programming and control. Their presence is imperative upstream - when you define 

goals and identify the stakeholders – even downstream, in the moment when the 

performance information are available at the strategic leadership level and used in 

decision-making process. Indeed, in the literature on network management (Longo, 

2005), is used to identify as functional for a performance management system, among 

others, the tools of strategic planning and infrastructure and the tools for 

programming and control. The first categories are including the same elements and 

features of the process of organizational strategies, but it is in the presence of a 

framework of integrated strategic planning network when the function is oriented to 

generate connection and to highlight the competitive advantage of the network. 
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The instruments of planning and control, however, not affect all areas of 

organizational action, and network and are varying depending on the type of network 

and organizational placement of the programming system and integrated control. At 

the level of lead partner, these tools are oriented to performance evaluation and 

economic-financial balance in order to influence the boundaries of the network, the 

top management and /or resources allocation. Regarding the committed partner, is 

utilizing in order to support decisions regarding the renewal of contracts, funding 

decisions, the incentives to producers. At the level of central administration are 

deploying a role of moral persuasion, while those present in diffuse form are trying to 

exercise a social control of the network and an alignment of perceptions. 

11.5 The network of rehabilitation (REHA TICINO) 

11.5.1 The network and the system of network management 

REHA TICINO is a newly established network, which started in 2000 by 

collaboration with the Hospital of Locarno and the private clinic Hildebrand; initially 

collaboration limited to physiotherapy. The partnership expanded from the beginning 

by sharing some services and functions (quality and hygiene), and then focusing on 

two clinical pathways (patients with prosthetic hip or stroke patients). Physiotherapy 

was transfer from the Hospital in outsourcing to the Clinic and, more recently, the 

collaboration expanded until inclusion of the rehabilitation “tout court”. 

REHA TICINO established in 2007 through the formalization of the 

strategic alliance between the “Ente Ospedaliero Cantonale” (EOC) and the Clinic 

Hildebrand, Rehabilitation Center of Brissago (CRB). In particular, the structures that 

are part of the network are the Rehabilitation Clinic of Novaggio, the rehabilitation 

service of Faido and Cardiology rehabilitation of San Giovanni in Bellinzona. In 

practice, REHA TICINO incorporates all the structures and services to which the 

planning cantonal has awarded a mandate for rehabilitation. 
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This is the first rehabilitation network created in Switzerland between 

public and private non-profit organization with the purpose of remedy to the 

territorial fragmentation and the improvement of healthcare continuity. At present, 

the network counts on 175 beds, different services of day hospital, over 400 

employees, and about 2,500 patients each year. The collaborators are employees of 

the structures belonging to the network, on which has made an organizational climate 

survey. The framework of activities, defined through performance mandates, includes 

neurological rehabilitation, muscles skeletons and cardiology. In the structures of the 

network also provided the geriatric rehabilitation and oncology. 

The collaboration between the EOC and Hildebrand takes place within an 

informal healthcare network, coordinated accordingly with the actions of the two 

healthcare organizations without stipulating an agreement based on complex 

contracts or propriety integration.  

In particular, with the aim of promoting a coordinated management of the 

clinical cases, beside the dialogue and joint decisions between specialists, it also took 

the initiative of sharing even the protocols and guidelines (for example, the 

Hildebrand clinic utilizes the EOC manual of hospital hygiene). In addition, it also 

promotes common fields of learning and sharing the experiences of revision of some 

clinical pathways. (Greco and Vichi, 2007) 

The collaboration between the two institutions intensified especially from 

view of operative management: with the aim of taking advantages of attractive 

economies of scale, the Center of Rehabilitation ‘contracting out’ transfers to EOC 

some support services. (e.g. since 2004, the washing clothes from clinic of 

Hildebrand asked to centralize washing of EOC located in Biasca). For the 

management of other services, however, there is a very straight cooperation between 

the two structures. (e.g. the service pharmacy of Hildebrand Clinic is the head of 

EOC for defining the purchase of medicines and medical equipments, advice to 

doctors and the control of service quality through audits). 
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The most intensive form of collaboration was undoubtedly developed with 

the Hospital of Locarno, especially because of its geographical proximity between the 

two structures, but currently declined due to the presence of professionals of 

rehabilitation centre and physiatrist from Hildebrand within the structure for acute 

cases, in various areas of relevance like (muscular-skeletal and neurological 

rehabilitation, pulmonary rehabilitation, etc.), even because of the presence of 

professionals from the Hospital of Locarno at Hildebrand (for infection prevention 

services and quality), they are coming for joint programs of training.  Moreover, 

since 2005, the service of rehabilitation at the hospital moved in all from Hildebrand 

Clinics, with transfer of personnel from the hospital to Hildebrand (Greco and Vichi, 

2007). 

The institutional asset REHA TICINO is of informal nature and the 

activities of the network management is revised by the Convention and Regulation of 

the board. 

The network is managed by a board, permanent body of the REHA 

TICINO rehabilitation network, directed by the network coordinator, appointed 

jointly by the two signed institutions of the Convention (EOC and CRB). The 

coordinator network, a responsible of the clinic and one administrator of any structure 

part of the EOC and an administrative responsible of Clinic Hildebrand constitutes 

the board. 

The board has the task of defining the addresses and the guidelines of the 

network, areas of collaboration and the activities promoted by it, drawing up annual 

budget of the activities, approving the activities, guidelines and elaborating plans, 

supporting the clinics and the services that are part of the network in the activity 

implementation, guidelines and project deliveries. 

The network coordinator manages the board and coordinates all activities 

of the network. All costs arising from activities, projects or other from network of 
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rehabilitation are assumptive with the measure 2 / 3 by the EOC and 1 / 3 by the 

Clinic Hildebrand. 

Table 11.2 

Mapping the liability of REHA TICINO 

Activity fields of  REHA TICINO 

Institutions 
subscribing 
convention 

(EOC & CRB) 

Network 
coordinator 

Board 
network 

CRN/CRB/ORBV 
(Faido e 

Bellinzona) 

STRATEGIC MANAGEMENT     

Strategic planning network  D P   
Rehabilitative policy care (guidelines/common 
protocols/ concepts) A D P P 

New offers of rehabilitation services (new models 
of charges and reimbursement) A D P P 

Organizational models A D P  

CURRENT MANAGEMENT      

Annual Budget A D P I 
Quality (policies and methodologies  for monitoring 
and joint promotion) A D P P 

Training  A P P 

Communication and marketing  A D P 

ICT A D P P 

Abbreviations: A = Approves  D = Decide P = Proposes   I = Informed 

The institutions subscribing to the Convention undertake, in mutual respect 

of their areas of specialization, to promote awareness of the role and potential of 

rehabilitation. For this purpose, it is establishing permanent and regular relations 

between them in order to facilitate the mutual reinforcement, inclusively in terms of 

training and research. 
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11.5.2 The objectives pursued at macro, meso and micro levels and 

performance measures 

The promoters and current strategic leaders of REHA TICINO identified in 

the various preparatory documents, the objectives and expected benefits of 

collaboration. In reviewing the theoretical framework set out in paragraph 4, the 

expected benefits at the macro level are mostly those related to increased 

competitiveness in the field of rehabilitation medicine of TICINO at national and 

international level.  

Future objective is to put remedy to territorial fragmentation and lack of a 

sequential “continuity of care”, associated with the sensibleness that only placing the 

patient in the centre of a truly integrated network on operational and synergic plan, 

between the specializations of acute diseases sector and the continuous statutory and 

territorial rehabilitation, are making possible the patient recovery.  This can be 

possible by unifying in a common agenda the great imperatives of the day with the 

adequate and controlled allocations of resources, control on patient pathways, as well 

as a guarantee on the quality of care provided. 

At present, however, there are no developed measures regarding the impact 

of the network on the community of reference. It is also worth noting that the 

measuring of outcomes is more complex than that of output, whether it requires a 

longer period of time to unfold its effect (in this case, improving the competitiveness 

of sector and improvement of health status). The impacts, however to be evaluated on 

medium- long term, at present are appreciated in terms of increase of attractiveness 

towards adjacent Italyn regions, improvement of the quality of performance (Taking 

responsibility of the patient in the acute disease phase by neuro-rehabilitation is 

permitting, for example, to set up immediately an appropriate rehabilitation program), 

as well as the information flows between all actors involved (not at least among the 

professionals of rehabilitation center and family members of patients who are 
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involved already during the stay in hospital for acute reasons) (Greco and Vichi, 

2007). 

At the meso level, the formula of institutional network identified by partner 

organizations,  each with their own rehabilitative offers (neuro-rehabilitation, cardiac, 

geriatric and oncology, etc.), as best suited to create synergies, reduce costs by 

exploiting the economies of scale, facilitate the introduction of standardized treatment 

protocols, encourages cooperation, and exchanges between rehabilitation and acute 

somatic field. This is a good co-operation to improve the management of clinical 

rehabilitation process, especially in early stages of acute precocity and post-acute 

stage. Another goal is tied to a continuous professional update and coordinated by 

medical pool, nursing and therapeutically. Finally, by mediation of a common 

modality of codifying all documents used by the different structures belonging to the 

network and the establishment of a shared process for documents management, it 

aims to standardize the procedures for keeping and transmission of information 

between partners network. 

One indicator of performances at this level is the number of mandates of 

performance for the delivery of care services/ rehabilitation conferred by the cantonal 

level. 

Other dimensions of performance monitored at this level include the 

quality perceived by the user and staff through the implementation of two surveys, 

one of satisfaction (users should see all the structures that are part of the network) and 

another of organizational climate (regarding the personnel of the network). Through 

this analysis we evaluate on the one hand, those aspects of service and care that need 

improvement in terms of the patient requirements, and secondly, the expectations of 

staff in order to improve their satisfaction. Both dimensions are monitoring even at 

the level of participating organizations that serve mostly the purpose of a comparison 

over time of performance in terms of satisfaction of patients and their proper staff. 
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At the same meso level, subject of evaluation, is efficiency of the activities 

of network management, with particular regard to administrative and communication 

activities. 

At micro level131, the brand "REHA TICINO" considered as a brand of 

quality, which is aiming to distinguish the network components from other 

rehabilitation structures. Through the basic functions of every brand - risk reduction, 

identification and help to the selection - the network is designing to remedy the 

problem of asymmetric information, very widespread on the healthcare market. 

Indeed, despite the fact that the hospital planning agenda is defining clearly the 

objectives and the specific activities for each structure, there is still confusion 

between what is proposing by the recognized rehabilitation institutions and what is 

offering by the institutions of medium-long pathway.  

The relationship between the two structures constitutes an alternative 

strategy to ensure a full range of offer of certain services for patients in the Locarno 

region, through the linking of the operational processes of the two institutions in 

order to simultaneously achieve high levels of quality, contain the costs and to ensure 

integration and continuity of assistance. The collaboration allows, for example, to 

share and make usable a wealth patrimony of knowledge, professionalism and know 

how between the two partner organizations. This model also represents, the 

appropriate solution to ensure the flexibility and autonomy of actions of the two 

organizations and, at the same time, to maintain a unifying framework of useful 

addresses for both actors public and private (Greco and Vichi , 2007). 

                                                 
131  It takes, at this level, the prospective of Clinic Hildebrand. 
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Table 11.3 

Evaluation of network performance REHA TICINO 

Level of 
analysis 

Main 
categories of 
stakeholders 

Objectives pursued through the 
network 

Dimension of performance 
measurement 

Macro 
Impact on the 
community of 
reference 

Canton 

Strengthening the competitiveness 
of rehabilitation sector 

Reduction of the territorial 
fragmentation 

N.D. 

Meso 
Network 
REHA 
TICINO 

Board REHA 
TICINO 

Synergies 
Introduction of standardized 

treatment protocols 
Integrating rehabilitation and care 
Improved process management of  

rehabilitation clinic 
Coordinated professional updates 

Shared process of documents 
management 

Monitoring of some key indicators 
(predominantly clinical) in 

benchmarking perspective and activity 
of innovation dissemination 

No. of performance mandates conferred 
by the cantonal level 

Quality perceived by patients ( survey of 
customer satisfaction) 

Organizational climate survey of 
network personnel 

Efficiency of network management 
activity 

Micro 
Clinic 
Hildebrand 

Executive 
board of the 

Clinic 

Quality and cost reduction 
Competition 

Specialization  and vertical 
integration 

Social legitimation 

Number of patients in-charge of 
hospitals 

Monitoring of care pathways of the 
patient through the Balanced Scorecard 
Organizational climate survey on the 

staff 
Patient Satisfaction Survey 

The membership of the Clinic Hildebrand to the network has allowed this 

one to expand as a vertical integration with the institutions in upstream of health 

care/rehabilitation of the patient; this was possible by opening, at some hospitals for 

acute disease patients, a specialist service of neuropsychology and ‘logopedia’ 

therapy and rehabilitation service. Compared to this dimension, the benefits of 

belonging to the network are monitoring in terms of number of patients’ in-charge of 

hospitals. 

In particular, the accession of the clinic to network has allowed furthering 

defining its role within the landscape of Ticino rehabilitation. Indeed, in addition to 
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legal autonomy, attributed by effects of the mandates of performances, the Clinic has 

thus obtained a social legitimacy of its actions. 

Recently, the Clinic Hildebrand has a system for monitoring the care 

pathways of the patient. This is a system based on the logic of balanced scorecard, 

through a series of process indicators, outcomes, risk management and economics, 

allows to the management to monitor rigorously, not only the internal process of 

rehabilitation of the patient, but also how this is interfacing with the outside world 

and especially with partners of the network. At this level, there are two organizational 

climate surveys and customer satisfaction, as already mentioned. 

11.6 Entity for Technical Administrative Services of “Area Vasta-Centre” 

of Toscana Region (ESTAV Centre) 

11.6.1 The network and the system of network management 

In the region of Toscana, the Law reforming rules for the organization of 

the SSR (L.R. Toscana No 22/2000) had identified the ‘large areas’ as "the operative 

dimension at inter-organizational scale [...] best acts of collusion" by giving the same 

nature and function of programming. In this context, it has been identified three broad 

areas and for each of them has been established a consortium (Consortium of Large 

Areas, CAV) whose membership includes all public health units in the area, with a 

mandate initially focused on the management of procurement processes, but extended 

even to other support functions. 

After two years of experimentation, the Regional Council evaluated 

positively the consortium experience and has established, with the legislative art. 100, 

L.R.40/2005 (Discipline of the Regional Health Service) and amplified the role for 

consortium by transforming them in body for technical and administrative services 

for large areas (ESTAV). This is the Regional Health Service entity with legal public 

identity and autonomy in public administration, organization accounting and 
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management. In D.G.R. No 1021/2005 the new subjects are in all effects, joined to 

CAV in the performance of functions that until then assigned to these, by providing a 

gradual transfer of the functions specified by L.R. No 40/2005. 

The transferring of the technical administrative function of ESTAV is an 

“internal” function of outsourcing for the regional service of healthcare, using an 

aggregate spin-off, which is concentrating the work of ASL on core healthcare 

services, freeing them of all functions of support regarding the principal activities of 

diagnosis, cure and assistance done in hospital. The ESTAV is giving functions to 

medical staff in accordance with area of reference where they are acting, a technical 

governance of support/ supplier of services to Organization/ partner, in a professional 

and functional dimension. In return, the healthcare organizations left with the full 

autonomy in governance management (with the status of client, which are 

individualizing the needs, programming and monitoring of received services). 

Regarding the third dimension, strategic governance of inter-organizational planning 

must be in accordance with the instruction specified by Healthcare Planning, and is 

placed as a leading reference for each “Area Vasta”. (Fabbri, 2009). 

The ESTAV Centre, has its own proper medical staff (before selecting the 

medical staff it is necessary to verify their availability to the referred healthcare 

organization and carrying out procedures for medical staff mobility as employed by 

the organization of the SSR), which are accountable to the funds allocated by Region 

from Healthcare Regional Fund.  Beside the active invoice payment issued on behalf 

of interested healthcare organizations for medicine, medical devices and delivered 

economic goods are drawing its own organization in accordance with general 

regulations, providing the offices and the necessary sectors for delivery and 

information management (information system, management control, etc.). 

The nature of the report is relatively formal; their main junction is inside 

the Executive Council, composed of General Directors of Health organizations 

included in the corresponding large areas. 
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The ESTAV are functional entities of general organization and for this 

reason, they cannot be analyze as a self-entity. The decision of the Toscana region on 

the introduction of the ESTAV intervened following an analysis of scenarios that 

took into account the complexity of the healthcare services of the market, the rapid 

process of innovation of products and procedures and the need to increase diversified 

professional skills on territory. This scenario gives to purchasing function a strategic 

importance, in view of the phenomenon of growing asymmetry in the abilities and the 

powers of supply and demand. The offer, in fact, presents an over-regional and over-

national character of the markets, with increasing ability to influence the markets 

itself by the supplier firms. The individual health care organizations is characterized, 

however, owing to their limited operative dimension, for the poor circulation of 

information and knowledge’s between different actors, for a reduced specialization of 

purchasing function. This asymmetry makes indispensable the initiative to develop 

the system of businesses and professional skills to enhance the bargaining power and 

the expert competencies of public actors. The paragraph focuses on analyzing the 

system performance evaluation of ESTAV Centre, which performs its functions on 

behalf of local healthcare organizations n. 3 Pistoia, n. 4 Prato, n. 10 Florence, n. 11 

Empoli and the AO Careggi and Meyer University hospital group from Florence. Its 

organs, as for all ESTAV, are the General Director, the executive council and the 

syndicate college. The Director General has exclusive powers of management and 

legal representation of ESTAV. The executive council is composed of General 

Directors of healthcare organizations included in the corresponding large area; it 

approves the organization budgets and program of activities. 

ESTAV Centre is competent in following matters: procurement of goods 

and services; warehouse management and logistics; management of information 

networks and information technologies with particular emphasis on integration and 

the organization of unified central reservation systems (CUP); optimal management 

of heritage maintenance function, procurement and disposals; organization and 



 742

management of activities of continues medical staff training; management of the 

selection procedures for medical staff recruitment; and management of procedures for 

the payment of skilled staffs. 

The current situation does not reveal us any leader organization. 

To each ESTAV Centre of the Toscana Region was attributed the mandate 

of important regional relevance in order to redesign the functions transferred 

according to new organizational models that require the implementation of policies 

for large areas inspired by principles of organizational innovation, management and 

technology. These objectives require a close collaboration with large area 

organizations. 

11.6.2 The objectives pursued at macro, meso and micro level and 

performance measurement 

The creation of ESTAV’s, as already mentioned, was established at the 

initiative of the Toscana region and is designed to rationalize and optimize the non-

sanitary management functions. The Directorate of ESTAV Centre interpreted this 

mandate, as its own mission, the promotion and development of professional skills as 

a strategic resource and an essential condition for improving the quality of the work. 

At regional level, there is an inter-organizational programming for large 

areas. The committee of each large area, composed by the general directors of the 

organizations forming part of the area and the general director of ESTAV, are 

elaborating all the acts related to health planning at local level. Such acts are subject 

to the control of the Regional Council for compliance with the Regional Health Plan, 

in such a manner that the targets and indicators set in the Plan should be enhanced 

and developed in the documents of local level programming. 

The objectives pursued by this particular type of network are numerous and 

are distribute on different levels (Fabbri, 2009). At the macro level, the establishment 



 743

of ESTAV aims the objective to rationalize and optimize the non-sanitary functions 

of back office, putting the health care organizations in order to have modern and 

efficient service centers, and the objective of strengthening the bargaining position. 

At the meso level, the main objectives are those already mentioned of 

valorization and professionalization of the staff (especially the one dedicated to the 

function of supply), of improvement of the quality of the associated functions 

(intermediate target), and unique codification regarding the sanitary and economic 

goods and the possibility of adopting the pharmaceutical products, medical devices 

for large areas, etc. 

At the micro level, the establishment of ESTAV Centre has met different 

initial conditions of the partner organization, leading to a different prioritization of 

objectives (quality improvement and cost reduction). In other words, some 

organizations saw the network as a tool to reduce costs, while others were more 

sensitive to the quality of goods and services purchased and the timing of supply. The 

balancing of interests took place especially in the Executive Council board, a body 

that brings together the directors of all the partner organizations. The formal and 

mandatory nature of the network has made more importantly the proper functioning 

of these mechanisms of communication between ESTAV Centre and partner 

organizations, being impractical the option of exit. 

The benefits expected from various partners include: the achievement of 

economies of scale through the rationalization and standardization of contracts for 

supply and maintenance, the improved quality of assistance service and cost 

optimization of a system for large areas, the recovery of  human resources designated 

at activity allocated to higher value-addition, the development of greater bargaining 

power against suppliers, thanks to the ability of project design and specialization of  

internal staff, the unification of the contracts at over-organizational level, 

implementation of common services (e.g. regional flows), the promotion in large area 

of strategic projects of innovation, research and development. 
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Regarding stakeholders present in the different levels, from the interviews 

shows that the ESTAV Centre recognizes a strong role to healthcare organizations, 

which are identify as key stakeholders, in addition to the Region. A perception of 

lower intensity was recorded with respect to external stakeholders (macro level), 

although, as we shall explain later, they are in fact considered by the performance 

measurement system together with the employees (micro level). In particular, the 

ESTAVs are interacting, in performing their duties, with some groups of users 

carrying specific debilitating diseases (associations of people with diabetes, etc.) 

which indirectly have the perception on ESTAV performance and can assess the 

effectiveness, efficiency and the quality of service rendered and goods delivered. At 

the macro level, is also measurable the impact of the network on suppliers and the 

market in general (competitiveness, transparency, etc.). For example, one indicator of 

this impact arises by the level of litigation, which is involving the ESTAV Centre. 

The measurement of ESTAVs performance follows a general model 

defined by the regional council in collaboration with the Laboratory Management and 

Healthcare of the School of Advanced Studies ‘Santa Anna’ of Pisa.  For a general 

description of the system, see Vanier (2009), while in this paper we will use the 

theoretical framework set out in paragraph 4 in order to read the experience of 

ESTAV Centre. 

The system of performance evaluation is design as a tool to support 

regional planning. However, it is possible to identify in it, all three key levels of the 

theoretical model of multi-level evaluation of the performance (data information from 

May 2009132). 

At the macro level, the focus of measurement is on the ability to achieve 

the regional guidelines. We do not find direct measures of other dimensions of the 
                                                 
132  The informative source was business plan and organizations’ flows, the balance 

information, the CAWI research to directors and top management of the healthcare organization, 

employees of ESTAV Centre. 
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impact of the network, such as reinforcing of the bargaining position or the impact on 

the levels of competitiveness on the market. 

At the meso level, it monitors different network performance, with a biased 

focus in favor of economic and financial measures. 

At the micro level, is measured the cost savings achieved for the individual 

organizational partners. It is measured even the quality perceived by healthcare 

organizations, while with no measurement of output quality. 

The dimensions of the perceived quality services of ESTAV Centre, is 

revealed in accordance with the quality of purchase and logistic services (starting 

from the directors of large area organizations), the valuation of the exchange of 

information (starting from the top management of organizations themselves) and 

timely supplies (starting from the perceptions of both managers and top 

management). 
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Table 11.4 

Evaluation of network performance of ESTAV Centre, Toscana 

Level of 
analysis 

Main category 
of stakeholder 

Objectives pursued 
through the network Dimension of performance measurement 

Macro 
Impact on the 
community of 
reference   

Regional 
Council 

Association of 
users/patients  
Suppliers and 

enterprises 
Market 

Rationalization  and 
optimization of back 

office of non sanitary 
functions  (modern 

services and 
efficiency) 

Strengthening the 
bargaining position 

Capacity of implement regional decision on time 
and in the manner indicated: 

Integration and organization of CUP for large 
areas in stipulated time

Transfer of the function “competitive procedures 
for the recruitment of personnel” in stipulated time 

Transfer  of the function "Payment of personnel 
skills" in stipulated time

Transfer of the function "Logistics"
Editorial price list for goods in stock and 

handbook for DM
Information flow 

Meso 
ESTAV Centre  
Toscana 

DG, executive 
council, 

supervisory 
board, 

administrative 
director 

Committee of 
large areas 

Valorization and 
professionalization of 
personnel (especially 

one dedicated at 
supply function) 

Improving the quality 
of associated functions 

Unique encoding of  
goods 

Efficiency and operative effectiveness: 
Average time of procedures for purchase/services 

% Brokerage on purchase 
Streamlining inventories AV

Number of warehouse store 2008/Number of 
warehouse store 2007

Expenditures in economy
Pervasiveness of purchase function 

Balance income, monetary, financial and 
patrimonial and economic sustainability: 

General Economic Equilibrium 
Economies obtained by ESTAV Centre on the total 

awarded 
Incidental logistics costs 

Costs of personnel for logistic function
Staff Productivity 

 Economic and Financial Balance 
Budget

Level of staff satisfaction: 
Rate of answering to the Organizational  climate 

survey
Evaluation of top management

Working condition
My company

Communication and information 
Turn over employees

Training
Rate of absence 

Micro 
Partner 
Organizations 

Committee of 
large area  

Managers of 
complex 

structures 

Improving the quality 
and reduction of costs 
Increased bargaining 

power against 
suppliers 

Promotion of strategic 
projects in large areas 

of innovation, research 
and development 

External evaluation by users (top and middle 
management of healthcare organizations) of the 

services provided by ESTAV: 
Perception of the quality of ESTAV Centre of 

directors on organizations AV. Perception of the 
quality of the ESTAV services on AV top 

management organizations. 
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11.7 Discussions and conclusions  

The paper deals with particular incomplete framework - the performance 

measurement of networks - and does so by proposing a theoretical model of 

performance evaluation of networks of general interest that is build on three levels: 

macro, meso and micro. The need to focus attention even at an external level and an 

intermediate level is arising from the nature itself of these networks. In other words, 

the pursuit of general interest cannot be limited to the evaluation of benefits and 

convenience to work for the individual partner organizations, but must also consider 

the impact (intended or unintended) on the surrounding environment and other public 

and private organizations. 

The model was used to interpret two case studies of networks, both 

operating in the healthcare sector but different in several respects. The first case is 

represented by a network of clinics rehabilitations in the canton of TICINO, and is 

characterized by a diversity of interests (Longo, 2005), resulting from a public and 

private mixed nonprofit nature of the partners. Moreover, unlike the second case 

study, the REHA TICINO is characterizing by voluntary cooperation that stems from 

the partners exigency to improve their proper competitive position. The second case 

study, the ESTAV Centre of Toscana region, created under the initiative of the 

Region and covers only public healthcare organizations. Unlike REHA, the objective 

of the collaboration is the back-office functions not only healthcare services. 

Both networks are operating through a super-structure that includes its own 

staff and defines its own programming. In the case of REHA we have an 

organizational leader (the clinic Hildebrand), whereas in ESTAV, the institution 

centralizes on itself exclusively, all technical and administrative support functions, as 

indicated by regional legislation, and the organizations, are developing on equal 

basis, the health care activities related to prevention, diagnosis, treatment and 

rehabilitation. As for the guidance of the network, in ESTAV case, you notice a very 
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strong influence of the Region, in attributing the objectives, or in defining the 

measures of performance. In REHA case, the canton has a role of "soft" management, 

which is in accordance with the number of mandates assigned for rehabilitation, as 

part of planning, for the different structures in their area. 

Entering in discussion on the performance management system, we note in 

both cases a substantial difficulty in measuring the outcomes of the networks, 

notoriously complex dimension of measurement. In the case of REHA TICINO, 

despite the clear explanation of the two objectives - to strengthen the competitiveness 

of rehabilitation sector and reduction of the territorial fragmentation - have not been 

defined operational measures yet. In ESTAV Centre case, bringing together this 

network of back-office functions, the impact on the health status of the population 

was deliberately remove from the system of assessment, since the ESTAV are bodies 

in support of health care organizations, being indirectly responsible in contributing to 

policies and delivery of healthcare services. 

At the meso and micro level we found, however, a situation more sharply 

defined. In particular, the REHA TICINO has experimented in the measuring of the 

effectiveness of the network (through the number of mandates of performance 

conferred by the cantonal level) and the efficiency of network management activity 

(in addition of measuring service quality and the organizational climate survey of 

network personnel). At micro level, the clinic Hildebrand is monitoring through the 

BSC two key pathways of the patient, as well as the change of the number of patients 

in the clinic because of participation in the network. Even at this level are present 

surveys regarding organizational climate surveys and customer satisfaction. 

11.8 Operational and policy implications  

The review of the literature and the comparative analysis of case studies 

lead to identify some aspects that are particularly critical in measuring the 
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performance of the network of public interest and allow us to formulate some 

operational guidelines. 

The width (span) of the performance management system should include 

three areas neglected, although difficult to measure: 

 The value produced on the long run towards the socio-economic 

system of reference (Moore, 1995); 

 Not only the expected impact of the network but also the side 

effects, intentional and accidental, positive and negative 

(Monteduro, Hinna, 2006); 

 The trust between actors (both partners involved in the network 

and between different levels of government): the trust has a dual 

role in that, for the same output, high levels of trust lead to 

better outcomes; and high levels of trust enable of collecting a 

greater quantity of inputs (Bouckaert, Halligan 2009, Klijn et al, 

2009). 

These dimensions are particularly complex to quantify and measure. Some 

of them, moreover, often it has been left out deliberately by theoretical models of 

performance management. Just think at the trust considered by the most part of the 

literature as alternative modality to the performance management in order to manage 

the networks and the cooperative relations, ignoring completely the mutual influence 

of performance and confidence. 

The measurement of these dimensions, and the quality and completeness of 

performance information in general, can benefit of a systematic mapping and 

stakeholder engagement, often depository of valuable information and not otherwise 

obtainable. 
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Table 11.5 

Information on the acquired performance by the stakeholders 

Stakeholder Type of information 

Managers and employees Information on inputs involved, produced services and achieved results, priorities 
and ways of improving 

Elected policies Expectations and priorities for performance 

Partners Information on the required services, measures for performances comparisons 

Other public and private 
actors 

Expectations and priorities for performance , data on the context reference, 
comparison between performance measure 

Users of services  Qualitative feedback on the quantity and quality of services, achievements, 
priorities for improvement 

Citizens Collective needs, problems and priorities , outcome in terms of welfare of the 
community 

Source: Monteduro, Hinna, 2006. 

Finally, a critical aspect concerns the limited use of performance 

information in decision-making processes of different actors (over organized 

administration, network manager, partner organizations). Even in this case, the 

involvement of different actors (politicians, general managers, managers of 

service/programs, internal auditors and external auditors, citizens, enterprises, 

funding agencies, etc.), in the building of the system of performance measurement, it 

could reinforce the use of taking strategic and operational decision-making (Van 

Dooren, Van de Walle 2008). 
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12 Demand aggregation strategy in the health 
department:purchases and related functions 

G. Fiorani 133, L. Petrillo 134, S. Pierascenzi135 136 

12.1 Introduction  

As in all OCSE countries, in recent years in Italy, the total current health 

expenditure has grown significantly and it is on “goods and services” that the highest 

percentage increase occurs. According to recent calculations of the Laboratory 

FIASO-Ceis (2009), on data from the Ministry of Labor, Health and Social Policies 

(Table 1), the percentage increase in expenditure on the purchase of goods (medical 

and non-medical), in the period 2004-2007 amounted to 31.9% (34,4%  considering 

only medical products), with an average annual growth of 10.6% (11,5% only for 

medical products); the percentage increase in expenditure for the purchase of non 

medical services137  even reached 40% in the same years, with an average annual 

growth rate of 13.3%. An idea of the magnitude of the figures mentioned shows how 

in 2007 almost 20 billion euro were spent for the purchase of goods and services138, 

equal to 18.9% of total health expenditure (Figure 12.1), and in particular: 

                                                 
133  University of Rome “Tor Vergata”. 
134  University of Rome “Tor Vergata”. 
135  University of Rome “Tor Vergata”. 
136  This chapter used the comma as decimal separator 
 
137  Excluding the cost of maintenance and repair.  The figure does not include the 

expenditure incurred by the health agencies for medical services being associated to other 

government administrative and managerial policies and processes. 
138 Meaning non-health services, including maintenance and repair. 
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 12.3 billion euro for the purchase of goods (approximately 12% 

of total health expenditure), of which 11.5 billion for health care 

goods. 

 5.8 billion euro for non health139 (approximately 5.6% of total 

expenditure) 

Table 12.1 

National health expenditure 

Years 2004-2007  -  Thousands of euro 

 

Items 2004 2005 2006 2007 ∆ 
2004/2007 

Average 
annual 
rate of 

increase 
2004-07 

A. PURCHASE OF 
GOODS 9.299.936,00 10.779.713,00 11.423.091,00 12.264.210,00 31,9% 10,6% 

> MEDICAL GOODS  8.573.842,00 10.000.434,00 10.684.133,00 11.523.481,00 34,4% 11,5% 
> NON MEDICAL 
GOODS 726.094,00 779.279,00 738.958,00 740.729,00 2,0% 0,7% 

B. NON MEDICAL 
SERVICES 4.139.399,00 4.882.069,00 5.335.216,00 5.789.582,00 39,9% 13,3% 

C. MAINTENANCE 
AND REPAIR 1.187.772,00 1.362.540,00 1.407.358,00 1.515.910,00 27,6% 9,2% 

TOTAL (A+B+C) 14.627.107,00 17.024.322,00 18.165.665,00 19.569.702,00 33,8% 11,3% 
       
MEDICAL SERVICES 41.345.685,00 42.046.260,00 44.534.315,00 45.055.310,00 9,0% 3,0% 
TRAINING 132.996,00 140.149,00 132.675,00 146.115,00 9,9% 3,3% 
PERSONNEL 29.508.356,00 31.758.597,00 33.414.590,00 33.811.421,00 14,6% 4,9% 
EXPENSES FOR 
LEASED ASSETS TO 
THIRD PARTIES 

772.221,00 831.134,00 910.953,00 858.817,00 11,2% 3,7% 

OTHER COSTS 2.591.826,00 3.660.669,00 2.271.745,00 3.885.283,00 49,9% 16,6% 
TOTAL 
EXPEDITURE 88.978.191,00 95.461.131,00 99.429.943,00 103.326.648,00 16,1% 5,4% 

Source: Processing of Fiaso-Ceis (2009) based on data from the Ministry of Labor, Health and Social Policies 

  

                                                 
139  Excluding the cost of maintenance and repair. 
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Figure 12.1 

Composition of the national health expenditure in 2007 

 
 

Public health spending for the purchase of goods and services is the growth 

engine of the economy of a territory140: every euro spent on intermediate goods 

needed to produce health benefits (for example, diagnostic material, electricity, etc.) 

is a boost to areas that provide these goods, which in turn creates a demand for 

supplies from other areas. 

It is possible to distinguish first level and second-level companies. The first 

group consists of companies which supply goods and services, which represent 

specific cost items in the Income Statement of health care companies. 

Examples are the manufacturers of drugs, surgical equipment, x-rays and 

contrast means, laboratories, radiology, consulting and security services and so on. 

Regarding the second level companies, we have the research industry: University and 

specialist training. 

                                                 
140  Reference see Frey, M., Meneguzzo M. Fiorani G. (ed.), “Health as a driving force of 

economic development” (in press). 
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However, the dimensions and growth trends of health expenditure for the 

purchase of goods and services concern central and local institutions and require the 

establishment of rationalization and containment programs in order to reduce public 

expenditure and/or respect the consistency of the macroeconomic framework. 

This approach has become central in the Italyn economic system due to 

indebtedness in the health sector and importance is given to the formulation and 

management plans for a return; important indicators are the considerations in DPEF 

2009-2013 and the Green Paper, in addition to guidance from the Ministry of 

Economy and Finance in the State-Regions Conference. 

In all the Italyn Regions processes of centralization of purchases aimed at 

restoring efficiency (reducing the cost of purchasing processes) and effectiveness 

(improving quality of goods/services supplied) in health systems have been started. 

As several studies have shown (Fiorani et al., 2008; Bruson, M. and 

Marsilio, M., 2007; Brusoni et al., 2008, Laboratory Fiaso-CEIS, 2009), if the 

objective of rationalizing the expenditure for goods and services purchases is 

common, the strategy seems aimed at the search for economies of scale, which are 

strongly differentiated regionally today. We can point to several areas of analysis 

useful in evaluating, according to a benchmarking perspective, the experiences of 

centralized purchasing functions in various Italyn Regions: implementation mode, 

institutional assets, mission and activity areas (purchasing-logistics-integration 

administrative services-training), technological means of support, results, 

development of the buyers’ skills and knowledge, relationships with the private 

suppliers (supply chain, SMEs), cooperation with other civil services, with the private 

health sector or companies. 

In the following paragraphs we report some brief considerations regarding 

these issues. 
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12.2 The strategy of centralized purchases: the different regional 

approaches  

In terms of time, the first regions to experience centralized purchasing 

patterns are: Piemonte, Valle d’Aosta, Veneto, Basilicata, Friuli Venezia Giulia, 

Emilia Romagna, Toscana, Marche and Molise. In the remaining regions the 

centralization process of purchases was initiated between 2007 and 2008. 

With reference to the institutional and organizational measures, a recent 

study of CEIS (Laboratory Fiaso-Ceis, 2009) identified five clusters relating to 

regions with more or less “strong” institutional models of centralization (Figure 

12.2): 

 The cluster of Regions that use the light model of 

Interinstitutional Cooperation (Sardegna, Basilicata, Lazio, 

Abruzzo, Liguria, Lombardia, Sicilia). 

 The cluster of Regions that use the light model of  vast Areas 

(Marche and Veneto).  

 The cluster of Regions that use the model of cooperation based 

on the creation of an Association (AVEN - Emilia Romagna). 

 The cluster of Regions that use the model of the strong Public 

Agency (Toscana with ESTAV, Friuli Venezia Giulia and 

Emilia Romagna with the Intercent-ER).  

 The cluster of Regions that use the model of the strong Public 

joint stock company (Campania). 
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Figure 12.2 

From “weak” models to “strong” models 

 
The dimension used for the classification are the degree of the structuring 

and legal independence of the central purchasing or contracting station, weak in the 

case of  combinations only of purchasing and strong in the case of entities 

specifically established and endowed with juridical and organizational autonomy 

(Age.Na.S., 2008). 

Therefore, in the first cluster are grouped the “light” experience of 

“institutional cooperation”, which arise from the aggregation from the bottom of 

common needs; in the second cluster fall the experiences of Vast Areas that could be 

called “unstructured”; in the third cluster we find the “middle” experience of Vast 

Areas of the Emilia Romagna Region, which represent an additional step in relation 

to  purchasing unions and to Vast Areas of Marche and Veneto, as they are voluntary 

associations. The latter, although unincorporated, take the form of health care 

institutions and instrumental contractors having strategic and operational autonomy.  

In the fourth cluster are grouped the experiences that represent the most 

sophisticated and structured model from an organizational perspective: the Estav in 

Toscana, the Shared Services Center in Friuli Venezia Giulia, Intercent-ER in Emilia 

Romagna. What unites these experiences is the nature of a public institution with 

legal personality and managerial and organizational autonomy (Public Agency). 

These organizations have an articulated model of governance, which allows Regions 

to dictate the guidelines and  Health Care Company “clients” to be involved in the 

Interinstitutional 
Cooperation 

Vast 
Area 

o 
Association

Public
Agency 

Public 
joint 
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planning; they have a mission not limited only to the supply centralization 

(configuring as central administration service centres) and have permanent assigned 

staff, coming from Health Care Companies.  

It is interesting to notice how Emilia Romagna appears in both the third and 

fourth cluster: operating within it are two different centralization modes, both 

important, (Vast Areas and Intercent-ER), with increased complexity of regional 

governance determined by the coordination needs between the two structures and the 

risk of overlap. 

Part of the fifth cluster are the experiences of centralization characterized 

by the creation of a regional joint stock company. 

To complete the picture of the experiences of aggregate demand, it is 

appropriate to remember: 

 The presence on the national territory of regional health units 

(the ASREM in Molise and the Unique Health Unit Company 

in Valle d’Aosta) and provincial (the Provincial Health Services 

of the Autonomous Province of Trento and the Local Health 

Company of Trentino Alto Adige of the Autonomous Province 

of Bolzano) that, in general, carry out central purchase for the 

entire territory of reference through a specific office.141 

                                                 
141  It is, however, specify that, as with the ASUR (Regione Marche), the single purchase 

office of ASREM (Regione Molise) has not yet been activated (it will be activated in 2010, with 

headquarters in Isernia), while the Company of Health of the Autonomous Province of Bolzano, 

founded in 2006, is divided into four districts (the former ASL) with technical and managerial 

autonomy and, in particular, for offices that manage the purchasing procedures. 
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 The Unique Contracting Station in Calabria, “Regional 

Authority” which, at present, can be considered a sort of 

“macro-regional structure” without legal personality through 

which the national health authorities are obliged to carry out 

purchases costing more than EURO 150,000. 

 The regional joint stock company, in Piemonte, which, leaving to 

individual administrations, the full control in the programming, 

management and monitoring of supplies, supports these 

administrations in the identification and optimization of 

procedures to select the contractor, make agreements, prepare 

and manage telematic competitions; in Piemonte, however, 

there continues to be a double level of procurement procedures 

(one at the central level by the  regional joint stock company 

and one at the de-central territorial level), unlike what  happens 

in Campania, where all medical products purchases have been 

centralized with the regional joint stock company So.Re.Sa.  

 Umbria Health Agency, which manages the regional health 

purchasing. 

 The recent activation, in Puglia, at the Department of Health 

Policies of the Regional Unit for the Coordination of the 

Purchase Unions, which, among other activities, will perform 

the negotiating activities of these unions and the analysis of the 

needs of Regional Health Services, it will take care of the 

predisposition of aggregate contracts and related documents and 

will also work within the constitution of  the Territorial Central 

of Purchase EmPULIA.142 

                                                 
142  In the process of transition from the experimental phase to phase regime. 
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The analysis of cases shows that this framework is constantly evolving. 

There is, in fact, a general tendency to move from weak to strong models of 

aggregate demand (for example, in the case of Estav Toscana, previously CAV). 

Some regions included in the first cluster (Figure 2) in fact, are introducing programs 

for the implementation of aggregate purchasing patterns, always more structured and 

centralized; for example, the case of Liguria Region or the case of Lombardia Region 

where they initiated and have become important centralized regional purchases units. 

However, the CSC of  Friuli Venezia Giulia will be abolished143, the date has not 

been defined yet. 

12.3 Centralization assessment  

At the regional level, there are usually attempts at performance evaluation 

of centralized buying experiences, although in most cases it is only an economic 

assessment (savings achieved), accompanied by a list of completed and planned bids 

and amounts awarded (Veneto, Sicilia, Basilicata, Sardegna, Marche). 

Some Regions (Lazio, Liguria, Friuli Venezia Giulia, Campania, Emilia 

Romagna-Aven) make a statement of account, and in some cases evaluate, also 

including organizational benefits (reduction in the number of bids, simplification of 

procurement procedures, reduction of time, greater specialization of professionals). 

In general, the savings obtained in terms of cost and timing (which is 

reduced especially when the experience gets underway) are significantly higher. 

Table 12.2 presents a framework for the synthesis of economic and 

organizational experiences of aggregate demand,144 which highlights that the savings 

obtained in terms of cost and timing are significantly high, especially in Emilia 

Romagna (Aven indicates a saving in 2004 in the centralized bids for drugs of 45% 

                                                 
143  Regional Law 12/2009 (art.10) 
144  Were taken to sample the experiences that has the most information. 
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compared to “ex factory” prices, obtained through the adoption of “therapeutic 

equivalence”) and in Lombardia (Lombardia Informatica declares savings of 30% 

and reduced time 40%). Moreover, noticeable are the high number of bids and the 

annual volume handled by Estav of Toscana.  
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Table 12.2 

Summary of economic and organizational results 

 Data 
Cases Reference time 

data 
Number 
of bids 

Aggregate 
purchase amount 

in € 
Savings % Times 

 

Lombardia 
-Lombardia 
Informatica- 

2008- June 
2009 

(included non- 
medical goods) 

493 160 million 
 

30% compared to 
historical purchase 

prices 

40% 
reduction 

Interinstitutional 
C

ooperation Basilicata 2007-2008 44 21 million (relating 
to 11 bids in 2007) n.a. n.a. 

Veneto 
-AV Vicenza- 2007-2008 n.a. 

753 million of  € a 
basic contract and 

627 million € award 

16,62% compared 
to the basic 

contract 
n.a. 

V
ast A

rea Marche -
ASUR- 

Amounts 
current tenders 
to May  2009 

122 241 million n.d. n.a. 

Emilia 
Romagna 
-Aven- 

2008 n.a. 261 million 

Substantial savings 
on: 

Drugs (45%); 
Medical Device 

for video-
laparoscopy (20%) 

n.a. 

A
ssociation 

Emilia 
Romagna 
-Intercent-ER- 

2008 –June  
2009 

(included non- 
medical goods) 

57 
900 million 

-20.5 in medical 
products 2008- 

19% on purchase 
prices n.a. 

Public A
gency 

Toscana 
-Estav- 2008 2.451 950 million 

3,21% on total 
amount awarded 

 

Saving 
20 days 

 

Friuli Venezia 
Giulia -CSC- 2007 420 bids n.a. 4% on total 

amount awarded 

Time 
average 

estimated 
in 2008: 
60 days 

Campania 
-So.Re.Sa- 

2006 – March 
2009 n.a. 2.282 million 12% on purchase 

prices n.a. 

Public joint 
stock 

com
pany 

 

They are, however, rare experiences of social impact assessment and 

quality as a result of aggregation of demand, an example is Emilia Romagna 

(experience Intercent-ER) that initiated customer satisfaction surveys and outreach 
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(targeting to public administrations, suppliers and trade associations), which showed 

that products purchased through agreements, respect, on the average,  quality and 

price of the companies. 

The national best practice, however, is currently represented by the 

experience of Toscana performance evaluation of Estav. Toscana is, in fact, the only 

Italyn Region that has set and implemented a system for evaluating the performance 

of the experiences of demand aggregation of multidimensional, structured and 

ongoing basis, represented by the logic of the target.145 

Among the variables considered in the key of benchmarking for the three 

Estav (years 2005-2008): 

 number of acts, amounts awarded and economies achieved; 

 classification of the resolutions for Estav and classes of amount 

(the presence of  limited bids  does not justify the use of the 

instrument Estav; 

 classification of amounts awarded and decisions based on the 

number of companies involved (a high percentage of bids 

involving a single company indicates that the Estav and 

companies failed to organize merged  competitions); 

 average time of procedure; 

 perceived quality of Estav services by the leaders of health care 

companies, with particular reference to the rate of supply 

(external evaluation); 

 amount of bids to which a single supplier was invited, a 

negative aspect if considered an indicator of “market power”, 

meant to involve a maximum number of suppliers. 

                                                 
145  Reference see Nuti (2008), Calabrese, C. et al. (2009) and Vainieri, M. et al. (2009). 
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For a continuous comparison and  improvement at the national level the 

valuation model prepared by MeS should be adopted in all regions at all levels of 

management (Region, Vast Area, Public Agencies, Joint stock companies, Districts, 

etc.). 

An effective evaluation system should take into consideration that the 

health system is a complex system in which various interests are intertwined: 

economic, social and clinical146interests and in which the quality of services 

delivered, precisely because associated with core values such as improvement of 

health conditions, can not in any way be conditioned only by the “budgetary 

constraints”. Economic savings resulting in clinical errors can not be accepted. 

Therefore, the need for  multidimensional assessment of existing intervention policies 

in regional health systems (Figure 12.3) must be underlined, not only economic 

and/or organizational policies.  

Figure 12.3 

Model assessment at four levels 

 
 

                                                 
146  In Estav model the clinical impacts could be found in the external evaluation. 
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Other indications emerge from the analysis of product categories purchased 

more frequently. More mature regional experiences are those which more than others 

have expanded the park of commodities acquired at regional or sub-regional levels 

like the CSC of Friuli Venezia Giulia and the Intercent-ER of Emilia Romagna 

(Table 12.3). Local Health Companies of Basilicata have also greatly expanded the 

union of categories of health purchases at the sub-regional level. Moreover, we can 

notice that all the Regions listed in the table have launched trials of aggregation of 

purchases of drugs or other medical products. 



 770

Table 12.3 

Merchandise Categories 

Merchandise 
Categories

 
 
Istitutions 

Medical 
Goods 

Non-
Medical 
Goods 

Medical 
Services 

Non-
Medical 
Services 

Maintenan
ce and 

Repairs 

Expenses 
for leased 
assets to 

third 
parties  

Lazio •      
Liguria •  • •   
Lombardia 
Lombardia Informatica • •  •   

Sicilia •   •  • 
Basilicata • • • •  •  • 
Sardegna • •    • 
Abruzzo •   •   

Veneto 
AV Vicenza •  • •   

Marche 
 ASUR • • • •  • 

Emilia Romagna 
 Aven • • • • •  

Emilia Romagna 
Intercent-ER • • • • • • 

Toscana 
Estav • • • • •  

Friuli Venezia Giulia 
CSC • • • • • • 

Campania 
So.Re.Sa. •   •  • 

12.4 Intervention areas in demand aggregation processes 

With reference to areas of intervention, the processes of “aggregate 

demand” occurring in many regional areas demonstrate the success of interventions 

and, above all, the performance achievement and positive results on the purchasing 

function which cannot simply be explained by the introduction of new institutional 
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arrangements  and the redesign of  purchasing procedures. In fact, this logic, based on 

the design of organizational structures and re-engineering of procurement processes 

was already present in the first trials of the late 90s (for example, the experimental 

project on the public hospital network of Milan); almost after ten years  a new logic is 

imposed that provides different levers to maneuver on the purchasing function which 

integrates strategy, organization, processes, e-health, developing skills and 

knowledge and above all the exploitation of internal relations of the suppliers – 

clients value chain. 

As shown in fig. 4, the identification of these levers of action is linked to 

the challenges emerging for the purchasing function of health care units and hospitals 

and can be traced to the need for professionalization and development of knowledge 

in the figure of the public buyer (training), the adoption of methods and techniques of 

multidimensional assessment (health technology assessment), the integration between 

purchasing and logistics, and strengthening information and computer systems (ERP 

platforms, and e-health, electronic order for payment). 

Figure 12.4 

Intervention Areas 

 
The response to this challenge requires strengthening the coordination 

capacity and management of the  regions strategy, in close liaison with the 

identification of “vast areas” and development of horizontal and vertical networks 

TRAINING 
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between those companies and other public health organizations and private healthcare 

companies for profit and non profit organizations. Secondly, interventions capable of 

public–private partnership development should be considered. Surely the public-

private partnership in support of rationalization and redesign of the purchasing 

function is an innovation driver since the first “season” of experimental measures and 

the current phase of assistance to all internal and regional health services will require 

greater attention in intervention policies at the regional levels. 

12.4.1  Logistics 

The interventions of the streamlining of procurement of goods and services 

provide, in many cases, the implementation of interventions in the Supply Chain 

Management (SCM), an area of growing interest in the health sector (usually only 

trials for centralizing purchases, recently launched, as in Lazio, Abruzzo, Campania, 

Sicilia, Sardegna, Liguria, Puglia and Calabria, involving uniquely the function of 

procurement of goods and services). 

The areas in which logistics operates are essentially two: internal and 

external activities of the individual health company/organization. In particular, 

regarding internal activities are micro logistics, the latter involves the management 

activities of drugs/products within the departments. The macrologistics covers the 

typical activities of industrial logistics (warehouse management, relationship with 

suppliers, etc..). 

The projects currently underway in the Local Health Units and Hospitals 

mainly regard the chain of drugs, but in the short term will affect logistics in Health 

and  all upstream and downstream health services processes. 

The most widespread organizational model in Italy provides for the merger 

of existing stocks in a single center (hub) channeling all activities which are currently 
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fragmented into a number of warehouses147. Therefore, a logic of association 

allowing unified management of medical and non – medical products in a single 

storage warehouse allows the demolition of the level of stock and its coverage ratio. 

Relying on central and cross management, numerous limitations in the current 

management model of health care are being overcome, such as the multiplication of 

the quantities of goods handled, the lack of economies of scale, duplication of 

resources used in the procedures for inventory and orders from suppliers. 

The solution adopted in many regional situations regards the adoption of 

institutional and organizational models based on “Vast Areas”. The vast area, in 

terms of logistics, is characterized by the presence of a single logistics platform (hub) 

with sufficient capacity to handle all the product categories in the area, concentrating 

in a single structure a number of functions previously entrusted to Health Companies 

and Hospitals.  

Among the experiences of particular interest are the operations on logistics 

implemented by Estav in Toscana (Box 1), a vast area project in Northern Emilia (in 

progress), two centralized logistics projects in Region of Veneto, the activation 

project of a logistics centre in the South area of the Marche Region and a design 

project of the logistics centre in Abruzzo. 

                                                 
147  This is also the direction taken by some Danish Institutions, such as the County of 

Copenhagen Hospitals (which includes the suburban hospitals), where we have a single central 

warehouse in the Central Purchase  which operates under the County. 
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Box 12.1  -  Project of Center Estav: the solutions 

Centre Estav has seen the closure of 11 warehouses,  replaced with external contracts (for stationery, forms and 
toiletries) and distribution via Vast Areas Hub (for medical-surgical products) moreover the 22 pharmaceutical 
warehouses merged into a single warehouse, with significant economic savings (rent of facilities) and staff, as 
evidenced by Table 12.4. 

Table 12.4 

Comparison before and after the unification of 

pharmaceutical warehouses  

 Before 
(2002) 

After - Estav 
(December 2008) 

No. warehouses 22 1 
Superface (Mq) 9.311 9.500 
Volume (Mc) 35.718 57.000 
No. lease structures 6 1 
No. articles in registry 146.784 12.900 
Frequency of replenishment  Every day Twice a week 
No. orders 76.153 9.000 
Annual value of the material 
distributed € 143.641.171 € 104.391.238 

Value of average stock € 19.803.394 € 10.874.087 
Turnover index (Purchase /Stock) 7,25 9,6 
No. warehouse workers 108 51 
No. pharmacists 44 4 

 

 

It should be stressed that the experiences in our country are different from 

other experiences in Europe who see logistics centers as a result of public-private 

partnerships (see the case of English NHS in Box 12.2) and a business model based 

on the involvement of several segments of customers: university hospitals, hospitals, 

long term care centers, residential health care (Box 12.3, case Tilak-Austria and 

Cadés-Switzerland). 
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Box 12.2  -  Outsourcing of purchasing and logistics functions: the NHS 148 
experience. 

One of the more advanced centralized models of purchasing and logistics has been implemented by the English NHS, 
which has undergone the passage from a strong experience of centralization to an experience of outsourcing. 
As early as 1992, in fact, in order to rationalize public expenditure on health, the NHS began a gradual process of 
centralized purchasing and distribution through the establishment of a public company, the NHS Supplies, divided into 
two divisions: Purchasing Division operating through 6 Regional Departments, and Logistics Division, consisting of 
12 distribution centers. 
In 1998 a project was launched for the monitoring and evaluation of health supply chain performance by a Review 
commissioned by the Cabinet Office. The unsatisfactory results of this analysis led to the “replacement” of the NHS 
Supplies with two new and distinct public organizations: NHS PASA (purchasing and supply agency responsible for 
establishing and managing national contracts) and the NHS LA (authority for logistics working through logistics 
infrastructure consists of 7 distribution centres and numerous vehicles for transport able to cover as many as 400 Trust 
located on the national territory and offer a  personalized pick-and-pack service and a consolidation of custom orders). 
The categories of goods and services offered by the synergy between the two organizations covers all major items of 
expenditure149 of the Trust.  
The Review of 2001 shows, however, the tendency of the Trust to refer directly to the supplier, rather than adhere to 
the national contracts signed by NHS PASA.  
In 2004 the system of national purchasing and logistics is re-thought through experimentation of outsoucing of one of 
the great centres of distribution of NHS LA. The great success of this experience (in terms of better control of the 
supply chain and economic benefits) leads to the decision to expand the outsourced activities to all procurement and 
logistics, leaving to the private company that won the tender in 2005 (the DHL Logistics) also the management of 
human resources transferred from the existing public and private sector, management of supplier relationships and 
activities of Information Technology.  

  

                                                 
148  Reference: E. Del Bufalo, H. Skipworth, in Frey, M., Meneguzzo M. Fiorani G. (in 

press). 
149  Among the most significant items cost: medical-hospital prosthetic materials, medical 

devices, diagnostic equipment, instrumentation equipment, food, cleaning products, furniture, 

materials, wardrobes, computer support, office supplies, health equipment, drugs, specialist health, 

utilities, maintenance services and assistance. 
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Box 12.3  -  International experience: the Tilak case (Austria) and the Cadés 
case (Switzerland) 

Tilak, Ltd. owned by the Lander in Tyrol (Austria) adopts a mixed model, centralized upstream on selected categories 
and decentralized downstream (at company level), so as to maximize the benefits of both models. Thus, the Austrian 
company has seen a steady growth in number of partners participating in addition to economic benefits, organizational 
and distributional features. 
Cadés (Switzerland), founded as the Federation of Hospitals of the Canton of Vaud, became in 1994 the central 
purchasing of many health facilities in Switzerland (in the form of a non-profit cooperative association). The Central 
conducts business in three main more or less “strong” models. 

1. study of market conditions favorable for the associates, with the provision of related catalogs (weak 
model); 
2. formation of purchasing groups; 
3. overall management of the purchasing function (outsourcing - strong model). 

Participating health facilities, located in different cantons, may, from time to time, adopt the model that best reflects 
their needs. 

12.4.2  ICT, eHEALTH and HTA 

In addition to the centralization projects of purchases, often “support” 

projects to standardize the coding of goods and services bought by the Local Health 

Company are developed, to establish or re-launch “observers” on prices and types of 

goods and services or to adopt technology platforms that support the competition 

procedures with innovative tools (e-procurement). 

In implementation of Art. 2, L.405/01, all regions have provided for the 

adoption of a regional OPT and different forms of partnership exist. 

As for technology platforms, these solutions frequently developed at 

regional levels for all public bodies, like the portal system of Piemonte, the agency 

Intercent-ER of Emilia Romagna, the computer system of regional intermediation in 

FVG, the E-Health Platform in Molise, the platform SIntel in Lombardia and the 

Platform EmPulia in Puglia. Some Regions such as Veneto and Basilicata use only 

the Platform Consip. Campania has opted for the reuse of platform Intercent -ER of 

Emilia Romagna and the Marche Region has also signed an agreement. Therefore, 

evident is the presence of a scenario at national level whose a plurality of 

independent electronic marketplaces co- exist: besides Consip, the Regions have also 

created their own electronic marketplaces, not counting the private services proposed 
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as operators of on-line auctions. In this context, in respect of all different legal 

models of regional centralization of purchases existing or under construction, 

harmonization procedures seem appropriate. In this regards, the Finance Act 2007, 

stated that the Regions could form purchasing centrals, even together with other 

Regions, which act as central purchasing bodies in favor of territorial administrations 

of reference, with the involvement of different levels of government (MEF, 

Department of Regional Affairs and Local Autonomies, Innovation and Technology 

Department, CNIPA, Regions, Autonomous Provinces, Consip, existing purchasing 

centrals) for the establishment of a network system, with a view to pursue the 

harmonization of plans to streamline spending and realize synergies in the use of 

computer tools. These provisions were implemented by the Agreement of January 24, 

2008 between Government, Regions and Autonomous Provinces in which the 

establishment of an Integrated plan for grid development aimed at creating a 

harmonized system of e-procurement at national level was proposed. 

The Information and Communication Technology (ICT) is, therefore, the 

instrument for  harmonization of policies of innovation in health care. In Italy several 

projects are underway to spread the use of ICT in the health sector, this process must 

be properly prepared, coordinated and controlled: very often, projects on e-Health are 

made for the opportunities that the ICT technology offers, rather than for specific 

regional strategies. Therefore, an important area of intervention to support the process 

of redesigning and streamlining the purchasing function in health care companies and 

hospitals is Health Technology Assessment150 (HTA), a technical-scientific 

methodology, applicable in the institutional, political and clinical fields to ensure the 

government and the sustainability of innovations in health systems. 

                                                 
150  Medical devices and surgical equipment, biomedical, but also drugs, vaccines, clinical 

procedures, programs of prevention and health promotion, organizational models and systems 

aimed at improving the quality of life of an individual. 
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The HTA is, in fact, a multidimensional and multidisciplinary approach to 

analyze the medical and clinics implications, social, organizational, economic, ethical 

and legal technology through the assessment of multiple dimensions such as efficacy, 

safety, costs, social and organizational impact. 

Internationally there are many agencies that are engaged in HTA, 

independently or under the “patronage” of INAHTA (International Network of 

Agencies for Health Technology Assessment), which since 1993 coordinates the 

international activity of technology assessment. 

In Italy a common line on HTA has not been established yet, in fact, actually some 

very diverse and uncoordinated projects exist, which have mainly a business 

dimension and only in a few cases there are experiences at regional and/or Vast Areas 

(Lombardia, Veneto, Emilia Romagna and Toscana have activated individual 

experiences of HTA in the field of pharmaceuticals, medical devices and high 

technology). 

In 2003, under the experimental project of the National Ministry of Health, 

the Italyn Network for Health Technology Assessment (NI-HTA) was established, 

thanks to the experience gained from the Policlinico Universitario “Agostino 

Gemelli” (Catholic University of Rome). 

Since 2006 (1st Italyn Forum for Health Technology Assessment), the 

guidelines for companies and medical institutions interested in introducing HTA have 

been defined. 

Particularly important for the allocation of  the HTA institutional role is the 

2007 decision of the Joint Conference State - Regions, which awarded to Age.Na.S. 

the function as support  to the Regions for the  development of HTA. Since 2007, the 

Agency is responsible for research on appropriateness of specific types of medical 

devices, and promotes evaluation activities for the management of technological 

innovations (through the project COTE - Observation Centre of Emerging 

Biomedical Technologies). Although Age.Na.S. has been identified as an engine of 
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HTA initiatives, it is still an institutional framework and programmatic reference 

only, and many regions continue to move independently. Regardless of the model 

adopted, the principles of reference for correct application of the HTA instruments 

are: 

 a “network” for tracking emerging technologies; 

 models and technological tools for decisional support (including 

Horizon Scanning); 

 training on technological aspects which foresees the spread of 

cultural HTA instruments. 

12.4.3  Training 

The training of staff (executives, managers and operators) are variables of 

significant importance to support the process of redesign of organizational structures 

and procedures of the purchasing function and initiatives of demand aggregation. 

Indeed, in a perspective which shapes human resources as a critical success 

factor for the improvement of operational efficiency, training plays a key role in the 

development of professionalism. 

Training also aims to develop new skills, in close consistency with the 

evolution of the figure and the profile of competencies of public buyers (the best 

known purveyors economy) operating in the health care companies and hospitals and 

in agencies (for example Estav) and companies promoted by the Regions. These 

competences must be promoted and encouraged in areas of reference specifically 

defined and delimited by the organization in view of interpenetration between 

individuals’ needs and demands of the organizational context. In addition, training 

activities, in the case of experiences of centralization of major corporate functions, 

such as  purchases, in Inter-company Departments, can be an opportunity to share 
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knowledge and expertise, facilitating the activation of professional communities and 

knowledge networks. 

Following,  the approaches for the formation of three different health care 

institutions are described: the Centre Estav in Toscana, the Territorial Zone No. 8 in 

Marche, the ULSS No. 3 in Bassano of Grappa in Veneto. 

The Department Purchases of Goods and Services (ABS) of  the ESTAV 

Centre is divided into different sections depending on the type of purchases. The need 

to rely on professional staff151 has helped to focus attention on training, since the 

foundation of the Department (the first courses date back to 2003).  

The latest training courses addressed to the Department ABS152 covered the 

following subjects: associations, clustering of firms and cases of exclusion from 

tender procedures; abnormally low tenders and commercial companies in tender 

procedures; use of the register of supplies and telematic competitions; opinions of the 

Authority for the supervision of public contracts and the Corrective Decree III of the 

Code of Contracts (in which the Estav C external staff participated). In addition, the 

Estav C had planned an intensive training course and an individual refresher 

compulsory course of participation in the Seminar “Critical profile in the new 

framework of contracts under the third corrective order and recent law”. 

The Territorial Zone No. 8 of Civitanova Marche (ASUR – Vast Area No. 

3) has assigned to the Supply Office all functions relating to the management of 

procurement processes above and below threshold, but also functions of planning, 

management control, settlement and invoice control. It should also be stated that the 

Marche Region places emphasis on training and sets it in organizational terms, in 

terms of staff to the strategic direction of each Territorial Zone. The Territorial Zone 
                                                 
151  ABS’ Staff in Estav Center almost entirely comes from the Local Health Company or 

Hospital. 
152  The courses are all accredited by Region of Toscana for the recognition of ECM credits 

(data updated to June 2009). 



 781

No.8 activated a course153 divided into four modules: the first on tender procedures, 

preparation of notices and verification requirements of competitors, evaluating bids, 

awarding and contracting; the second on sub-threshold procurement procedures in 

economy, establishment and management of registers of suppliers and negotiated 

procedures; the third on execution of contracts, regulation of subcontracting, the new 

system of payments and liability in the relationship 

developer/contractor/subcontractor; the fourth on safety in procurement and in 

particular on the Risk Evaluation Document -DUVRI- and security costs, the new 

Communications of Authority for Supervision of public contracts, drafting boards, 

timing and responsibilities. 

The course was for the Procurement Office staff, in which 3 workers deal 

with  public procurement procedures while the other staff deals with procedures in 

economics and other ordinary activities. The specificity of the courses undertaken is 

to be noted. 

The ULSS of Bassano of Grappa (Veneto) activated several courses in the 

years 2005-2006 on the theme of e-procurement. In the years 2007-2009, however, 

the courses focused mainly on the new laws regarding contracts and green-

procurement. The Company organizes and manages directly most of the initiatives, 

thereby ensuring a personalization of the training activities, the participation of all 

operators and an ongoing exchange with the teachers. These courses are  open to 

colleagues  from the Vast Area of the Province of Vicenza. The training activities for 

staff in charge of purchases were three154: the first concerning the contract codes and 

its implementing regulation focusing on innovative aspects, the second regarding the 

recent changes made to the code of contracts (the III Corrective, Security standards 

                                                 
153  Data to May 2009 
154  Data to May 2009 
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and Authority compulsory communications, the last generally dealing with the Code 

of public contracts for works, services and supplies. 

From these case studies one can draw some interesting facts. The ASUR, 

fully operational by 2005, while purchasing at regional levels, does not seem 

endowed with a unitary or integrated structure (as, for example, an Inter-company 

Department, such as ABS of ESTAV C) which makes specific training projects for 

all the areas within the company.  

Veneto, however, has an experience based on associative and vast areas 

which, although not yet mature, has already led to great results; and, even in this case, 

an Inter-company Department dealing with purchases and managing its major 

projects such as those relating to staff training does not exist. Note, however, that the 

courses offered by the company of Bassano were also followed by surrounding health 

care companies, which shows the extensibility of the training projects and the great 

demand relative to the topics covered. 

The attention to vocational training is growing in the Regions of Marche 

and Veneto, which appear to be, especially in terms of course contents, in line with 

the situation reported as one of the best national best practice, that is the Estav C. 
  



 783

Bibliography 

1. AA.VV. (2009), Dossier Health Technology Assessment, in «Aboutpharma», 

(June).  

2. Age.Na.S. (2008), Diffusione delle principali tecnologie biomediche nelle aziende 

sanitarie. 

3. Anessi Pessina, E. et al. (2008), L’aziendalizzazione della Sanità in Italy. 

Rapporto Oasi 2008, Egea, Milan. 

4. Anessi Pessina, E. e Cantù, E. (2009), L’aziendalizzazione della Sanità in Italy. 

Rapporto Oasi 2009, Egea, Milan. 

5. Astorina, F. (2009), Gli acquisti al tempo dell’HTA, Il Sole 24 Ore Sanità, (9-15 

June).  

6. Baglieri, E. (2004), Forum. VERSO IL SUPPLY CHAIN MANAGEMENT: 

Responsabilità e competenze delle nuove Funzioni Acquisti, in «Economia & 

management», No. 4. 

7. Brusoni, M. e Marsilio, M. (2007), La gestione centralizzata degli 

approvvigionamenti nei sistemi sanitari regionali, in Anessi Pessina, E. e Cantù, 

E. (2007), pages 373-410. 

8. Brusoni, M. e Marsilio, M. (2007), Acquisti centralizzati: come si organizzano i 

Ssr, in «Il Sole 24 Ore Sanità», (18-24 Dicember). 

9. Brusoni, M. et al. (2008), Processi di accentramento degli approvvigionamenti in 

sanità: una prima analisi di impatto, in Anessi Pessina, E. et al. (2008). 

10. Calabrese, C. et al. (2009), Il sistema di valutazione della performance degli 

Estav, in Nuti, S. (2009). 

11. CEIS (2008), Rapporto CEIS – Sanità 2008, Health Communication S.r.l., Rome. 

12. Cicchetti, A. (2009), Lo stato dell’arte sull’Health technology assessment 

‘controcorrente’: si va dal particolare al generale, in «Il Sole 24 Ore Sanità», 

(May).  



 784

13. Del Bufalo E., Skipworth H. (in press), L’outsourcing degli approvvigionamenti e 

della logistica nel sistema sanitario nazionale: evidenze dal caso inglese, in Frey, 

M. Meneguzzo, M., Fiorani G., «La sanità come volano dello sviluppo 

economico», Edizioni ETS, Pisa. 

14. Fiorani, G. (2008), La riorganizzazione dell’area acquisti mediante l’aggregazione 

della domanda, in D’Adamo, A. e Polistena, B. (2008),  Il Sistema Sanitario della 

Basilicata nel 2008. Una risorsa qualificante in uno scenario in cambiamento, Mc-

Graw Hill, Milan. 

15. Fiorani G. e Meneguzzo M.(in press), Analisi di alcune esperienze di 

accentramento degli acquisti e delle funzioni collegate, in Frey, M., Meneguzzo, 

M., Fiorani G.,«La sanità come volano dello sviluppo economico», Edizioni ETS, 

Pisa. 

16. Fiorani G. e Meneguzzo M.(in press), Tendenze in atto: benchmarking esperienze 

di accentramento negli acquisti, in Frey, M. e Meneguzzo, M., Fiorani G., «La 

sanità come volano dello sviluppo economico», Edizioni ETS, Pisa. 

17. Fiorani, G. et al. (2008), La diffusione del modello organizzativo-gestionale della 

centralizzazione degli acquisti in sanità in Italy: eterogeneità regionale e analisi 

comparata, 13° Aies’s Annual Conference, Matera, 9-10 October 2008. 

18. Frey, M. e Meneguzzo, M., Fiorani G.(in corso di pubblicazione), La sanità come 

volano dello sviluppo economico, Edizioni ETS, Pisa. 

19. Laboratory Fiaso-Ceis (2009), Analisi comparativa delle esperienze di 

aggregazione della domanda in sanità, AboutPharma, Milan. 

20. Meneguzzo, M. e Buccoliero (a cura di), L. (1999), Allearsi per comperare. 

Politiche di acquisto dei network di aziende sanitarie, EGEA, Milan. 

21. Meneguzzo, M. et al. (2004a), Ricentralizzazione delle Regioni (grip back) ed 

aziende sanitarie; centrali di acquisto e servizi in rete, in «Rapporto Ceis Sanità», 

Università di Roma Tor Vergata, Capter 11. 



 785

22. Meneguzzo, M. et al. (2004b), Centrali di acquisto, servizi in rete ed ‘aree vaste’. 

Una prima valutazione delle esperienze in atto, in «Mecosan», No. 52 

(Ottobre/Dicembre), pages 115-133. 

23. Nuti S. (2008), La valutazione della performance in sanità, il Mulino, Bologna. 

24. Toscana Region (2008), Centralizzazione ed esternalizzazione della funzione di 

acquisto da parte delle aziende sanitarie dei dispositivi medici, incluse le 

apparecchiature, in «Rapporto Age.Na.S., Diffusione delle principali tecnologie 

biomediche nelle aziende sanitarie». 

25. Vainieri, M. et al. (2009), Strumenti di governance del sistema sanitario toscano: 

la valutazione della performance degli Estav, in «Mecosan», No. 69. 

  



Chapter 13
The impact of the
National Health
System on the
Economy



 786

13. The impact of the National Health System on the 
Economy 

M. Ratti155 

13.1 Introduction and summary  

The continuous technological evolution, the consequential growth of 

therapeutic opportunities and limited public resources have led to increased attention 

to the cost-effectiveness analysis of technologies and chemicals. The public service is 

intent to containing public health expenditure. Technological development also 

represents a growth opportunity for the economic system. Indeed, according to 

Confindustria, in the context of the national economy has increased the importance of 

the “health sector” as designed:  

 manufacture of pharmaceuticals, chemicals and botanical 

products;  

 manufacture of medical, surgical, orthopaedic, lenses and 

eyeglasses;  

 wholesale trade of pharmaceutical products, medical devices;  

 retail trade in drugs, medicines, equipment and therapeutic;  

 hospital services;  

 outpatient services.  

In 1996, the impact on GDP of the so-called “health sector” amounted to 

4.9%; in 2004 it was attested to 5.6% (equal to € 73.5 billion, constant prices). 

During the period 1996-2004 the manufacture and the value added of sector have 

grown to about 4% annual middle rate.  

                                                 
155  Boehringer Ingelheim s.p.a., Health Economics and Outcome Research Manager 
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Also, Study Ambrosetti 2006 indicate how the industry related to “health 

sector” has a total direct and indirect value added significant, esteemed about 12% of 

GDP, positioning to the third place after the Howsebuilding and Constructions, and 

Food. 

In the current evolution of the international economy, characterized by 

rapid change in the structure of the global economic system, all with positive or 

negative consequences that obtain, the assessment of competitive positioning, in 

terms of productive specialization of the Pharmaceutical and Medical Devices in Italy 

compared to other European countries, appear to be crucial 

The study of comparative advantages in a given country can be observed 

by the international division of labour, identifying whether and in which every 

economy production is characterized by a cost advantage.  

The contribution focuses on the theme, doing an analysis of competitive 

differences, both the pharmaceutical industry, those medical devices, comparing Italy 

with other European countries: to this end, we used two indices of specialization: 

Balassa (Balassa, 1965) and Lafay (Lafay, 1992).  

Distinctive elements of the analysis 2009 are:  

 The production activity in terms of global pharmaceutical sales 

ex-factory (pharmacy+hospital) grew by +4.1% over 2007. 

Even the Italyn pharmaceutical industry in 2008 grew by +4.1% 

compared to 2007, that 3.2% of world market (5th place in the 

world ranking). If we consider countries with higher shares of 

sales worldwide; the increase in Italyn is second only to Spain 

(+7.6%) and Germany (+4.4%);  
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 The structural budget of the Italyn pharmaceutical industry in 

2008 following two opposing trends: in most countries (USA, 

Japan, Germany and the UK), there is a reduction of the 

personnel employed by -3.5%, other, in contrast, there is an 

increasing number of companies (+3.7% compared to 2007).  

Figure 13.1 

Change the number of employed in the pharmaceutical sector  

Percentage values  -  Years 2007-2008  

Source: Our analysis of data from Farmindustria 2009  
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 Globally, the pharmaceutical/biotech sector show, among other 

categories of industries (based on the 37 major industrial sectors 

worldwide indicated in the ICB (Industrial Classification 

Benchmark), the highest value of expenditure on R&D 

amounted to € 71,410 mil, which is equivalent to 19.2% of total 

investment in R&D. The investment in R&D allowed the 

introduction of 672 new pharmaceutical molecules on the world 

market between 1990 and 2008. In Italy the expenditure on 

R&D in 2008 was €1,200 mil. (+1.5%), accounting for 13.5% 

of total expenditure on R&D and manufacturing sector to 9.6% 

of the Italyn industrial sector.  

 Italy has a negative trade balance in pharmaceuticals (€-2.4 

bn.), even if considering only the trade in medicinal products 

(packaged or not) the trade balance is positive (+0.6 € bn.)  

 The regional concentration of pharmaceutical exports is very 

clear: 71% of exports realized in the first 4 regions (C4); in the 

first 8 (C8) it concentrates 91.8%. Similar is the concentration 

level of imports: 85,5% (C4) and 96.1% (C8);  

Table 13.1 

Concentration to regional level of export and import in Italy 

Percentage values - Year 2008 

 C4 C8 
Exports 71.09% 91.83% 

Imports 85.56% 96.13% 

Source: Our analysis of data from the Farmindustria 
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 Countries with positive trade balance, recorded an average size 

of firm generally higher and a higher productivity: in 

Switzerland, the average size of firms is 478 units, with a 

production for employee amounted to €571,719, in Germany 

the 265 medium units, with production for employee amounted 

to €232,954 in Ireland the average size is 521 units, with 

production for employee amounted to €625,633. In terms of 

industrial policy is therefore important the link between average 

size of firm and productivity, although many other factors 

contribute to explain the behaviour of pharmaceutical firms;  
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Figure 13.2 

Correlation between pharmaceutical trade balance and average number of 

employees per company  -  Year 2008 

Source: Our analysis of data from the Farmindustria 

 At internationally is estimated that in 2007 the expenditure on 

medical devices has been around € 219 billion156 (+16.5% on 

2005). The U.S. are the country with the largest share of 

expenditure (45% +3 % compared to 2005), followed by 

European Union countries with a share of 33% of expenditure 

(1% over 2005), then Japan with a share of 11% (+1% over 

2005). In  Europe the Germany, in 2007, had the largest share 

of expenditure equal to 27.9%, Italy has a quota to 8.6%.  

                                                 
156  Eucomed 2007-2008 
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 In terms of trade balance, there is a positive balance for the 

European industry of medical devices (approximately €5.9 

billion.), but a negative balance for Italy of €3.6 billion, even in 

the case of medical devices, the link between average size of 

firm and productivity seem appropriate.  

 In Europe, the medical devices expenditure in 2007 represents 

7.0% of total health expenditure. Italy is below the European 

average with an impact on total health expenditure of 4.7% and 

tenth place of the medical devices expenditure per capita (€ 

122).  

 Public medical devices expenditure, according to the Ministerial 

Income Statement (EC), is increasing by 18% compared to 

2002, and 4.9% as an annual average of the entire observation 

period (2002-2007). The regions that have a public expenditure 

per capita higher, in 2007, are Friuli Venezia Giulia (€ 146), 

Marche (€ 125) and Liguria (€ 106); the opposite regions that 

have a public expenditure pro- capita lower are Calabria (€ 23), 

Lombardia (€ 31) and Basilicata (€ 38). The strong regional 

diversity may depend on a number of factors, for example, the 

different admission of data or different levels outsourcing of 

associated services;  

 The control of the level of specialization in Italy show a 

sufficiency to pharmaceutical sector, (with the positive index of 

Balassa and an index of Lafay just below zero), both values are 

clearly negative for the medical device sector: this confirms the 

absence of a clear Italyn vocation in life sciences and the need 

for greater commitment on the industrial policies.  
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13.2 The industrial system pharmacy  

13.2.1 The international pharmaceutical industry  

The pharmaceutical industry worldwide in terms of value (€ 489.9 billion.) 

grew by 4.1% over 2007. 

The market shares worldwide are divided as follows:  

Figure 13.3 

Share of world pharmaceutical market 

Year 2008 

 

Source: Our analysis of data from the Farmindustria 

The Italyn pharmaceutical industry has registered sales (ex-factory 

(hospital + pharmacy in 2008, of € 17.5 billion (+4.1% compared to 2006), 3.2% of 

world market (as in 2007), reaching 5th place in the world rankings (to 6th in 2007 

after the United Kingdom). The U.S., with sales ex-factory of €197.9 billion (40.4% 
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of the total), are at the first place with a +0.1% market share. In second place are 

Japan (€ 46.7 billion.) with a market share of 8.2% (+ 1.3% market share compared to 

2007), followed by France (€ 28.7 billion.), Germany (€ 27.9 billion.), Spain (€ 15.2 

billion.) and the United Kingdom (€ 15.2 bn.).  

Enterprise  

The U.S. are in the first rank in number of companies with 1,268 units, 

followed by Japan 1,062 units, Germany 398 units (-6.8% compared to 2007), Italy 

324 units (+3.7% vs. 2007) and France 311 units (-1.6%). 
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Table 13.2 

Companies and employees in the pharmaceutical world  

Years 2007-2008 

 
 of firms 

2008 

Variation 
number of 

firm 
2007/2008 

Number of 
employees 

2008 

Variation 
number of 
employee 
2007/2008 

 Average 
employees per 

firm 2008 

 employees 
per firm 

2007/2008 

*Product 
per 

employee 
2008 (€) 

Spain  225 -1.3% 40,117 2.6% 178 3.9% 310,567 
Japan  1062 0.0% 165,000 -12.7% 155 -12.7% 282,600 
Italy  336 3.7% 69,500 -3.5% 207 -6.9% 327,032 
U.S.  1268 0.0% 247,000 -15.5% 195 -15.5% 801,150 
Austria  38 -2.6% 9877 3.0% 260 5.7% 227,701 
Greece  50 16.3% 13,000 13.5% 260 -2.4% 54,154 
Netherlands  65 8.3% 16,900 4.3% 260 -3.7% 243,964 
Germany  425 6.8% 112,550 -0.6% 265 -6.9% 232,954 
France  306 -1.6% 103,633 0.3% 339 1.9% 330,744 
Norway  13 -7.1% 4670 -0.4% 359 7.2% 145,396 
UK  209 6.1% 67,000 -6.9% 321 -12.3% 341,149 
Finland  16 0.0% 6185 1.2% 387 1.2% 140,501 
Sweden  43 -2.3% 16,830 -8.7%  391 6.6% 397,386 
Switzerland  72 0.0% 34,440 1.3% 478 1.3% 571,719 
Ireland  47  -4.1% 24,500 0.0% 521 4.3% 625,633 
Belgium  24 -56.4% 29,405 0.9% 1225 131.1% 177,589 
Denmark  28 -6.7% 16,827 -2.7% 601 4.3% 313,663 
Bulgaria    8406 1.9%   30,657 
Cyprus    1140 54.3%   105,263 
Estonia    229 0.0%   89,520 
Latvia    1955 6.3%   44,501 
Lithuania    804 -5,0%   41,915 
Malta    445 0.0%   76,404 
Poland  115 -0.9% 30,000 0.0% 261  45,567 
Portugal  65  10,479 -1.0% 161  191,144 
 Czech 
Republic  54 0.0% 9984 5.7% 185  99,359 

Romania    20,000 0.0%   11,150 
Slovakia    2758 53.2%   73,640 
Slovenia    5323 -18.1%   218,974 

Hungary  44  15,707 2.2% 357  132,476 

Source: EFPIA, Eurostat, Farmindustria  

* For U.S. and Japan used the total turnover  
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Finally, it seems important to analyze the R&D. Globally, in 2008, the 

pharmaceutical and biotechnology expresses, among other industry categories, the 

highest value of R&D expenditure amounted to €71,410 mil (-0.1% compared to 

2007) representing 19.2% of total investment in R&D (on the basis of the 37 major 

industrial sectors worldwide indicated in ICB (Industrial Classification Benchmark) 

and 16.1% of the value of production (+0.2% compared to 2007).  

Analyzing spending on R&D between 1990 and 2006 are known as R&D 

industry EU was higher than the U.S. between 1990 and 2000, has been surpassed in 

subsequent years. Investments in R&D, distributed across multiple stages, have 

allowed the introduction of 672 new drug molecules on the world market between 

1990 and 2008. In 2008 the world market has introduced 32 new chemical and 

biological molecules (NCE) equal to +28% over 2007.  
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Figure 13.4 

Composition and share of value in R & D - Main industries  

Year 2008 

 

Source: EU Industrial R & D Investment Scoreboard, Joint Research Centre, Directorate General Research, EC  
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Figure 13.5 

Pharmaceutical expenditure in R & D  

Years 1990-2007 

   
Source: EFPIA 2009  

Table 13.3 

Distribution of R&D 

27.3 Pre-umana/Pre-clinica 
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Source: PhRMA, Annual Membership Survey 2009  
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Figure 13.6 

New molecules launched on the world market  

Years 1990-2008 

 
Source: EFPIA 2009  

Employment  

The pharmaceutical industry, in 2008, in U.S. has occupied 292,400 units (-

5.5% compared to 2007), followed by Japan with 188,954 workers (-12.7% compared 

to 2007), Germany (112,500, -0.6% compared to 2007), France (103,350, +0.3% 

compared to 2007), Italy (69,500, -3.5% compared to 2007) and the United Kingdom 

(67,000, -6.9% compared 2007).  

Productivity  

If, however, consider the product occupied in the first place are already 

U.S. with € 801,150, in the second place there is the Ireland with € 625,633, followed 

by Switzerland with € 571,719 and Italy that is above the European average (€ 

327,032 to output per employee).  
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Trade Balance  

Countries with better trade balance are Switzerland (+16.6 € bn.), Germany 

(€ +14.8 billion.), Ireland (€ +14.7 billion.), United Kingdom (€ +7.8 bn.), France (€ 

bn +5.9.), Belgium (€ +4.5 mld.). Establish a negative balance for the U.S. (€ -15.2 

bn.), Japan (€ -4.3 bn.), Greece (€ -2.9 billion.) and Spain (€ -2.8 billion). 

The balance of trade Italy differs depending on whether one considers only 

the trade in medicinal products (packaged or not) or total trade (trade in medicines, 

pharmaceutical raw materials and other finished products). In the first case, the trade 

balance is positive with a balance of € +0.6 billion. In the second, however, the trade 

balance is €-2.4 billion (the value of imports is equivalent to €14.3 billion; the 

exports consist in € 11.8 billion).  
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Figure 13.7 

Imports, exports and trade balance - Global pharmaceutical industry  

Year 2008 

Source: EFPIA, Eurostat 2009  
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13.2.1.1 The industrial sector of generic drugs 

The industrial interest for generic drugs is twofold: due to the expiry of 

several patents creates an opportunity to gain more and more for so-called generic, 

also taking a public vision to create the conditions for greater control of public 

pharmaceutical expenditure.  

The industrial sector of generic drugs, in effect, assumes increasingly 

important features in terms of incidence. An estimated157, in fact, against a global 

pharmaceutical value in 2007 of € 723 billion, 10% of it is due to the sale of generics.  

International data on the volume and consumption of generic drugs are 

supplied mainly by trade associations: European Generic Medicines Association 

(EGA) and the European Federation of Pharmaceutical Industries and Association 

(EFPIA).  

The series of EGA (1994-2004) shows as the market for generic drugs in 

Europe, in past years in most countries, have little impact in terms of value and 

volume prescriptive.  

                                                 
157  EGA Market Review 2007 
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Table 13.4 

The European market for generic medicines  

Percentage values  -  Years 1995-2004 

 1995 2000 2001 2002 2003 2004 

Values 

Austria 5.8% 5.8% 6.1% 6.5% 7.6% 8.8% 
Belgium 0.8% 1.3% 2.2% 2.6% 3.8% 4.8% 
Denmark 36.2% 30.1% 29.3% 29.0% 28.3% 29.7% 
France 0.8% 2.2% 2.8% 3.9% 5.3% 6.6% 
 Kingdom 8.3% 13.8% 11.1% 13.3% 17.0% 20.1% 
Italy 0.9% 0.7% 0.9% 1.7% 2.2% 2.5% 
Holland 8.9% 13.5% 14.2% 17.9% 21.9% 17.7% 
Poland 66.8% 57.6% 57.8% 57.6% 56.9% 60.5% 
Portugal 0.5% 0.6% 0.8% 2.5% 6.7% 8.6% 
Spain 1.5% 2.8% 3.6%  4.0% 4.5% 5.0% 

Volumes 

Austria 9.8% 11.5% 12.3% 13.1% 14.3% 15.8% 
Belgium 2.3% 3.3% 4.7% 5.7% 6.9% 8.0% 
Denmark 58.5% 59.8% 63.3% 72.8% 66.0% 69.7% 
France 1.6% 3.9% 5.0% 6.7% 9.1% 10.4% 
United Kingdom      49.0% 
Italy 1.5% 1.2% 1.7% 2.8% 3.8% 4.5% 
Holland 22.6% 34.7% 35.9% 39.9% 43.1% 44.3% 
Poland 89.6% 83.8% 83.8% 84.0% 83.9% 84.7% 
Portugal 0.8% 0.9% 1.2% 2.3% 5.6% 7.2% 
Spain 1.9% 3.1% 4.0% 4.9% 6.1% 8.1% 

Source:  European Generic Medicines Association  

Only recently, the market value and the prescribed volume of generic drugs 

in Europe have increased by reducing differences with the U.S., Canada and Japan. In 

fact, the market value average in European, in 2007, was 22.4% (41.8% of total 

prescribed volume) against 25.6% in the U.S. (69% of the total prescribed volume), 

23.0% in Canada (51.6% of the prescriptive) and 18.0% of Japan (42.8% of the 

prescribed volume).  
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Within Europe there are mainly two contrasting situations: on one hand the 

countries with a market of generic “consolidated” (Croatia, Poland, Slovakia, 

Slovenia, Germany, Romania, Denmark, Italy, Finland) by 'other countries that have 

a market for generic still developing (Holland, Austria, Portugal, Iceland, Sweden, 

Norway, Greece, Switzerland, Belgium, France, Ireland, Spain).  

Figure 13.8 

Market share of generic drug in European - (Ex-factory price) 

Percentage values  -  Year 2008 

Note: Denmark, Finland, Greece, Portugal, UK, Romania: market share of the total sold, Austria, Belgium, France, 
Germany, Ireland, Italy, Holland and Spain: market share of reimbursable medicines  

Source: EFPIA, 2008  
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Countries with higher pharmaceutical sales is second only to Spain (7.6%) and 

Germany (+4.4%).  

Expenditure on R&D investment  

R&D spending in 2008 was €1,200 mil., 13.5% of total expenditure on 

R&D in the manufacturing sector (-0.5% compared to 2007) and 9.7% of Italyn 

industrial sector (- 0.7% compared to 2007).  

Regard 2007 research spending grew by 1.7%, confirming the positive 

trend of recent years (+31.1% since 2003).  

Figure 13.9 

Expenditure on R&D  

Italy  -  Years 1980-2008 

Source: CEIS  elaboration on data Farmindustria 2009  
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employee is estimated at € 15,827 approximately twice of the Italyn average industry 

(€ 8,098). 

Table 13.5 

Gross fixed investments  

Italy  -  Year 2008 

 Pharmaceutical industry Total Industry 

Fixed gross investments 2008 (million €)  1,100 53,306 

Rate% change 2008/2007  2.3% 2.1% 

Investment per employee 2008 (Mgl. €)  15.8 7.24 

Source: CEIS elaboration on data Farmindustria 2008  

Enterprise and Employment  

Also, the number of pharmaceutical companies (336) has been active on 

the Italyn territory in 2007, an increase of 3.7%.  

The situation is different in the number of employees (69,500) showing a 

significant decrease of -3.5% (-2,500 employees) continuing the negative trend of 

2007.  
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Figure 13.10 

Allocation of pharmaceutical companies in the territory 

Italy  -  Year 2008 

 

Source: elaboration on data CEIS Health Farmindustria 2009  
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and Toscana with 7,100 employees (-1.3% compared to 2007).  

Anyone
1-20 f irms
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A significant proportion of the employed, 7.5% (-0.3% compared to 2007) 

amounted to 6,230 units, is employed in research (about dell'3, 2% of the industry as 

a whole). As the number of total employed, there is an increased use of employed in 

R&D by Lombardia (2,800; 45%), Lazio (1,120; 18%), Veneto (770; 12%) and 

Toscana (690; 11%). If one considers the number of employees per 100,000 

inhabitants is important to note also the Emilia Romagna has 400 employees in 

research (9.4 per 100,000 employed), Abruzzo 100 employed in research (7.6 per 

100,000 employed).  



 809

Table 13.6 

Employed in the pharmaceutical sector 

Italy  -  Year 2008 

Region Occupied % Employment in 
Research Research % 

Occupied per 
capita (100,000 

pop.) 

Employment in 
Research per capita 

(100,000 pop.) 
Italy  69,500 100.00% 6230 100.00% 116.57 10.45 
Piemonte 1800 2.59% 80 1.28% 40.90 1.82 
Valle 
d’Aosta       

Lombardia 32100 46.19% 2800 44.94% 332.90 29.04 
Trentino 
Alto Adige  180 0.26% 5 0.08% 17.87 0.50 

 Veneto  3100 4.46% 770 12.36% 64.15 15.93 
Friuli 
Venezia 
Giulia  

420 0.60% 25 0.40% 34.37 2.05 

Liguria  500 0.72%   31.06  
Emilia 
Romagna  3500 5.04% 400 % 6.42 81.86 9.35 

Toscania 7100 10.22% 690 11.08% 193.09 18.77 
Umbria        
Marche 1050 1.51% 50 0.80% 67.61 3.22 
Lazio  16000 23.02% 1120 17.98% 287.72 20.14 
Abruzzo  1200 1.73% 100 1.61% 90.64 7.55 
Molise        
Campania  950 1.37% 50 0.80% 16.35 0.86 
Puglia  357 0.51%   8.76  
Basilicata  43 0.06%   7.28  
Calabria        
Sicilia 1200 1.73% 140 2.25% 23.86 2.78 
Sardegna        

Source: elaboration on data CEIS Health Farmindustria 2008  

Trade Balance  

The total export value are € 11,945 million, an increase over 2007 of 0.2% 

and 56% since 2000, imports increased by 2% (€ 14,864 bn.) compared to 2007 and 

by 109% over 2000.  
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Examining the regional trade of the pharmaceutical industry, we can see 

that the negative balance resulted mainly from Italyn from the negative balance of 

Lombardia (€ -4,366 mil. and partly from that of Lazio (€ -443 mil.) and Toscana (€ -

126 mil.): these negative balances depend obviously on imported raw materials. The 

other regions (except for Sardegna and Calabria) have a positive trade balance; 

important is the positive balance of Marche (€ +726 mil.), Campania (€ +520 mil.) 

and Emilia Romagna (€ +236 mil.). 

Figure 13.11 

Balance of trade  

Italy  -  Years 1986-2008 

Source: ISTAT  
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Table 13.7 

Trade Balance of pharmaceutical regional industry  

Mil.  -  Year 2008 

Regions Exports Imports Trade Balance 
Italy  11968 14864 -2895 
Piemonte 351 311 40 
Valle d’Aosta  0 0 0 
Lombardia  3520 7885 -4366 
Trentino Alto Adige  50 50 0 
Veneto  333 172 161 
Friuli Venezia Giulia  27 14 13 
Liguria  56 32 24 
Emilia Romagna  601 365 236 
Toscana 857 982 126 
Umbria  28 6 23 
Marche 931 205 726 
Lazio  3201 3644 -443 
Abruzzo  301 51 149 
Molise  20 16 3 
Campania  722 202 520 
Puglia 808 694 114 
Basilicata  11 2 9 
Calabria 2 5 -3 
Sicilia 142 115 27 
Sardegna 0 12 -12 

Source: Farmindustria 2008  

Specialization  

Using Balassa index calculated only on the pharmaceutical sector exports 

of goods in 2007 indicates a level of specialization for Italy next to one; value above 

the average of the countries analyzed158 (average 0.89). We obtain a similar result if 

the index is calculated on exports of goods and services.  

                                                 
158  Italy, Bulgaria, Czech Republic, Denmark, Germany, Estonia, Greece, Spain, Latvia, 

Lithuania, Hungary, Poland, Slovenia, Slovakia 
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Figure 13.12 

Productive specialization in the pharmaceutical industry  

Balassa index  –  Year 2007 

Source: elaboration CEIS on data Farmindustria and Eurostat  

The use of the Lafay index applied on exports and imports in the 

pharmaceutical industry in 2007, indicates a level of specialization for Italy, though 

only slightly negative (-0.06) among the countries analyzed159 have a positive value 

of specialization only Germany (6.7), Denmark (1.7) and Slovenia (0.7). 

                                                 
159  Italy, Bulgaria, Czech Republic, Denmark, Germany, Estonia, Greece, Spain, Latvia, 

Lithuania, Hungary, Poland, Slovenia, Slovakia 
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Figure 13.13 

Productive specialization in the pharmaceutical industry  

Lafay index  -  Year 2007 

 
Source: elaboration CEIS on data Farmindustria and Eurostat  

13.2.2.1 The industry of generic drugs in Italy  

The generic drug industry in Italy is represented by about 51 companies160 

(approximately 48% are national) widespread (considering administrative 

                                                 
160  Firms associate Assogenerici, 2009 
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centres/legal and production) over most of the Italyn territory. The region with a 

largest number of structures is Lombardia with approximately 56% of the total, 

followed by Veneto with about 10% and Campania, with about 7%, reflecting in part 

the localization of the pharmaceutical industry (major absentee is the Lazio Region 

by only 3.5% of presence on territory).  

The market of generic drugs is concentrated: six generic companies 

(Ratiopharm, Teva, Mylan, EG, DOC, hexane-Sandoz) represent 87, 5% of the Italyn 

market.  
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Figure 13.14 

Generic firms on the Italyn territory*  

Year 2008 

 

Source: Health data processing CEIS Assogenerici  
* Administrative structures are considered / legal and productive  

The average number of employees per enterprise in the industrial sector of 

the generics is estimated around to 70 units, against 207 reported in the 

pharmaceutical industry total. This difference can be attributed to the type of products 

offered, which is mainly focused on the activity of research and development and use 

anyone
administrative and productive centres
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of personnel outside the company (consultants) that are not calculated in the counting 

of the company plan.  

The growth of recent years (remembering, however, that the regulation of 

drug equivalent is recent, dating back to the Finance Act 2001) is mainly due to the 

recent expiration of many patents, but also to binding standards and information 

closer to all professionals (physician, pharmacists) and citizens. 

13.3 The industrial system of medical devices  

The market for U.S. manufacturer of medical devices such as Europe is 

characterized by a wide range of medical equipment. Japan, however, produces a 

limited variety of medical equipment primarily focused on diagnostic imaging and 

endoscopy. The number of equipment is also indicative of the introduction speed on 

the market; the approval of the medical device is an average of 6 months in Europe, 

3/10 months in the USA and 12/36 months in Japan (data USITC - U.S. International 

Trade Commission). 

According to the USITC on the determinants of supply of devices are 

found in research and development (R&D), access to capital structure and soundness, 

marketing and global distribution networks, manpower specialization, and the system 

regulation. As regards investment in R&D is estimated that the U.S. medical device 

companies to invest 10-13% of the value of sales, the Japanese and European 

companies for approximately 6% (Eucomed). The use of capital Risk, useful to the 

financing company, is easily accessible to U.S. companies less for European and 

Japanese. The merger and acquisition activity, useful for reinforcing the internal 

market, has been used, again mainly in the American market less in the European and 

Japanese. In the U.S. and Europe the distribution of the product take directly, while in 

Japan is using a mixed distribution system.  



 817

The USITC defines transparent the U.S regulatory system, transparent and 

efficient that European and complex that Japanese.  

The determinants of demand, according to the USITC, can be found 

naturally in the health care needs, but also in the policies to contain costs.  

Table 13.8 

General situation area medical devices 

 United States European Union Japan 

General Advice 

Products It produces a wide variety 
of medical equipment 

It produces a wide variety 
of medical equipment 

It produces a limited 
variety of medical 

equipment. Focused on 
diagnostic imaging and 

endoscopy
Introduction of the 

DM market fast fast Slow 

Share of global 
production DM 

(2005) 
51% 

(U.S. Trade Commission)
30% 

(U.S. Trade Commission) 
10% 

(U.S. Trade Commission)

Share of spending 
on DM (2007) 

45% 
Eucomed) 

33% 
(Eucomed) 

11% 
(Eucomed) 

Industry Small, medium and large Company holdings mostly 
small to medium size Companies large and small

Trade Balance 
€ 1.4 bln

(U.S. Trade Commission 
2005)

€ 5.9 bln. 
(Eucomed 2007) 

€ -3.9 bln
(U.S. Trade Commission 

2005)

Determinants of 
supply of Medical 
Devices 

Innovation, research 
and development 

(R&D) and original 
works 

High spending on R & D 
and innovation 

(10-13% of sales) 

Low spending on R & D 
and innovation 
(6% of sales) 

Low spending on R & D 
and innovation 
(6% of sales) 

Access to Capital High availability of venture 
capital Limited Access to Capital Limited Access to Capital

Corporate structure 
and soundness 

The activity of the merger 
and acquisition (M & A) 

consolidated industry 

Low levels of industry 
consolidation through M & 

A 

Low levels of industry 
consolidation through M & 

A 
Global marketing 
and distribution 

networks 
Distribution system Distribution system Complex distribution 

system 

Manpower 
specializes 

Manpower highly 
specialized 

High productivity (€ 
240,273 per worker-2005)

Manpower highly 
specialized 

Low productivity (€ 79,152 
for the employee or-2005) 

Good technical skills in 
workforce productivity 
media (€ 139 887 per 

worker-2004) 
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System and 
regulations 

Transparent regulatory 
system 

Transparent, efficient 
regulatory system 

Complex regulatory policy 
slow growth market 

Determinants of 
demand for 
Medical Devices 

Expenditure on 
health care 

High and rising 
expenditure on health care 

(15% of gross domestic 
product (GDP))

Health care expenditure 
linked (6-7% of GDP U.S. 
Trade Commission; 8.7% 

of GDP Eucomed) 

Health care spending linked 
(8% of GDP) 

Cost containment 
policies 

Government and private 
insurance are trying to 

contain costs 
Government tries to contain 

costs 
Government and private 
insurance are trying to 

contain costs 

Demography 

The population is 298.4 
mil., 12% consists over 65i 

(2005). In 2025 it is 
expected over 65 a share of 

18%. 

The population is 457.0 
mil., 17% is made up over 

65 (2005). In 2025 it is 
expected over 65 a share of 

23%. 

The population is 127.5 
mil., and 20% had a over 
65 (2005). In 2025 is it 

expected over 65 a share of 
30%. 

Source: elaboration CEIS on data  U.S. International Trade Commissions and Eucomed 

At internationally level data available are highly dispersed: the main 

sources are Eurostat and Eucomed161, in addition, occasional surveys such as those 

published by the U.S. International Trade Commissions162 (USITC) in 2007. For 

complete information and for poor homogeneity data available, were taken into 

account all the information from whatever source.  

13.3.1 The international market for medical devices  

Estimates of global level evaluation, in 2007, an expenditure on medical 

devices that, for Eucomed, is approximately € 219 bln. (+16.5% compared to 2005). 

The U.S. are the country with the largest share of expenditure (45% +3% compared 

to 2005), followed by European Union countries with a share of expenditure by 33% 

(1% compared to 2005) and finally Japan with a share of 11% (+1% from 2005). It 

also noted a share of spending 2% of China (+2%) and 1% in Brazil. 

                                                 
161  European Medical Technology Industry Association 
162  United States International Trade Commission “Medical Devices and Equipment: 

Competitive Conditions Affecting U.S. Trade in Japan and Other Principal Foreign Markets 
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The data regarding the value of production (ex-factory sales) date back to 

2005 and equal a €145 bln. (for USITC). The U.S. are the country with the highest 

share (51%) of the total world production value, followed by European Union 

countries with a share of production value of 30%, finally, Japan with a share of 

production value of around 10%. 

Table 13.9 

Spending on medical devices worldwide  

Values in bln € and %  -  Years 2005-2007 

 
2005 Expenditure 

2007 
 Incidence on 

expenditure DM 
Expenditure 

2007/2005 

U.S.  79 98 45% 24% 
Europe  64 73 33% 13% 
Japan  19 23 11% 22% 
Rest of World  25 25 12% 1% 
Total  187 219 100% 17% 

Source: Our elaboration on Eucomed 2009  

European countries have on their territory the largest number of companies 

characterized by a medium-small size; the U.S. Company assume all sizes (small- 

medium-large), Japan has mostly small businesses and large enterprises. 

It is estimated a high profitability (value of production per worker) for the 

workforce of the device industry in the U.S. (approximately €240,272 per work unit), 

average for Japan (€ 139,887) and low for the European countries of (€79,152 for 

work unit).  

The trade balance is positive for European countries (+ €5.9 bn.) And the 

USA (+ € 1.4 billion.), negative for Japan (- € 3.9 billion.).  
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13.3.2 The European market for medical devices  

The European market for medical devices, as mentioned before, represents 

33% of total expenditure on medical devices and 30% of production volume.  

European countries Germany has the largest share of total expenditure on 

Europe 27,9% (-3.5% compared to 2005) and a production value equal to 33.1% (-

1.2% compared to 2005), followed by Britain with a share of expenditure equal to 

16.2% (+5.7% compared to 2005) and a production value equal to 8.3% (+0.7% 

compared to 2005); France with a share of expenditure equal to 13.9% (-1.7% 

compared to 2005) and a production value of approximately 12.3% of (1.7% 

compared to 2005), Italy with a 8.6% (-2.7% compared to 2005) share of expenditure 

and a 13% (+1.0% compared to 2005) of production value. In terms of production 

value is also interesting to note the proportion expressed Ireland about 8.7% (-1.3% 

compared to 2005) of the total Europe. 



 821

Table 13.10 

Expenditure and production value of medical devices - Europe  

Values in € mil. and %  -  Year 2005 

 Expenditure 
2005 

Eucomed 

Expenditure 
2007 

Eucomed 
Expenditure incidence 

Eucomed 2005/2007 

Val.
production 

 2005 
Eurostat

Val. 
production  

2007 
Eurostat 

Incidence on value of 
production 2005/2007 

Austria  830 830 112% 718 1101 53% 
Belgium  900 2799 211% 541 663 22% 
Cyprus  110 41 -63% 5 7 44% 
Denmark  1010 1300 29% 1612 1720 7% 
Estonia  90 97 8% 36 49 37% 
Finland  500 530 6% 803 916 14% 
France  9960 10060 1% 6317 6720 6% 
Germany  20,000 20200 1% 15,767 18,092 15% 
Greece  800 785 -2% 59   
UK 6700 11750 75% 4083 4532 11% 
Ireland  380 407 7% 4585 4782 4% 
Italy  7010 6200 -12% 5590 7107 27% 
Latvia  80 86 7% 8 16 87% 
Lithuania  110 130 18% 42 69 64% 
Luxembourg  60 58 -3%    
Malta  20 27 36%    
Norway  1000 1,038 4% 371   
Holland  2500 2497 0% 1419 3071 116% 
Poland  880 1200 36% 593 805 36% 
Portugal  650 720 11% 124   
Romania  170 171 0% 38 61 61% 
Czech Rep.  500 545 % 9 314 470 50% 
Slovakia  210 239 14% 96 138 45% 
Slovenia  190 207 % 9 47 79 68% 
Spain  5500 6000 % 9 1263 1510 19% 
Sweden  1330 1380 4% 1997 2347 17th% 
Switzerland  1590 1676 5%    
Hungary  510 542 6% 219 467 113% 

Source: Eurostat and Eucomed  

For a greater understanding and comparing data for expenditure on the 

medical devices of different European countries can use the relationship to health 

expenditure or total spending per capita.  
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Considering the relationship with the total health expenditure, the 

expenditure on medical devices in Europe in 2007 representing 6.8% (+0.8% 

compared to 2005) of the total. Thus, spending on medical devices represents a 

significant proportion of total health expenditure, especially in some countries such 

as Estonia (17.4%), Latvia (12.2%), Lithuania (11.0%), Belgium (9.2%) and Slovenia 

(9.0%).  

In Italy the expenditure on medical devices in relation to total health 

expenditure is 4.7% (-0.9% compared to 2005) one of the lowest in Europe (the 

European average 7.0%).  
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Table 13.11 

Share of expenditure on medical devices of total health expenditure  

Percentage values  -  Years 2002-2007 

Countries Year 2002 Year 2005 Year 2007 2005/2007 
Austria  4.3% 3.7% 7.1% 91.6% 
Belgium  3.6% 3.3% 9.2% 178.8% 
Bulgaria   6.6% 7.6% 15.2% 
Cyprus  4.5% 4.7% 5.1% 8.5% 
Denmark  5.7% 5.7% 6.9% 21.1% 
Estonia  10.8% 14.1% 17.4% 23.4% 
Finland  4.8% 4.5% 4.5% 0.0% 
France  6.5% 5.8% 5.3% -8.6% 
Germany  8.6% 8.6% 8.5% -1.2% 
Greece  4.4% 4.8% 3.4% -29.2% 
England  4.8% 4.5% 8.0% 77.8% 
Ireland  4.9% 3.7% 3.4% -8.1% 
Italy  5.8% 5.6% 4.7% -16.1% 
Latvia  11.5% 11.7% 12.2% 4.3% 
Lithuania  8.3% 9.0% 11.0% 22.2% 
Luxembourg  4.1% 2.6% 2.4% -7.7% 
Malta  1.7% 6.1% 6.8% 11.5% 
Norway  6.2% 4.6% 4.7% 2.2% 
Holland  6.5% 5.6% 5.6% 0.0% 
Poland  6.1% 6.9% 8.0% 15.9% 
Portugal  5.3% 4.8% 4.8% 0.0% 
Romania   3.3% 4.6% 39.4% 
Czech Rep.  7.9% 8.0% 7.7% -3.8% 
Slovak Republic  8.6% 12.3% 8.9% -27.6% 
Slovenia  7.1% 6.0% 9.0% 50.0% 
Spain  6.1% 8.2% 8.1% -1.2% 
Sweden  5.1% 5.2% 5.3% 1.9% 
Switzerland  4.5% 4.7% 4.9% 4.3% 
Hungary  9.2% 7.8% 8.2% 5.1% 

Source: OECD, European Commission, Member Associations and Eucomed Medistat  

Even comparing the incidence of Medical Device expenditure on Italy 

GDP with 0.40% is below the European average (0.46%).  
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Table 13.12 

Share of spending and production value of medical devices on GDP  

Europe  -  Year 2007 

 Eucomed Eurostat 

Austria  0.65% 0.41% 
Belgium  0.84% 0.20% 
Cyprus  0.26% 0.04% 
Denmark  0.57% 0.76% 
Estonia  0.62% 0.31% 
Finland  0.30% 0.51% 
France  0.53% 0.35% 
Germany  0.83% 0.75% 
Greece  0.35%  
Great Britain  0.57% 0.22% 
Ireland  0.21% 2.52% 
Italy  0,40% 0.46% 
Latvia  0.41% 0.07% 
Lithuania  0.45% 0.24% 
Luxembourg  0.16%  
Malta  0.50%  
Norway  0.37%  
Holland  0.44% 0.54% 
Poland  0.39% 0.26% 
Portugal  0.44%  
Romania  0.14% 0.05% 
Czech Republic  0.43% 0.37% 
Slovakia  0.44% 0.25% 
Slovenia  0.60% 0.23% 
Spain  0.57% 0.14% 
Sweden  0.42% 0.71% 
Switzerland  0.53%  
Hungary  0.54% 0.46% 

Source: CEIS elaboration on data  Eurostat and Eucomed  

Expenditure per capita for medical devices higher, in 2007, is in Belgium 

(€ 267) followed by Germany (€ 245), Denmark (€ 240), Switzerland (€ 224), 

Norway (€ 223). Italy with a per capita spending on medical devices for €107 (-

12.6% compared to 2005) is at 13th place in the European ranking. If we consider the 
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evolution of expenditure per capita between 2005 to 2007, we observe that countries 

with higher growth are Belgium (+207.0%), United Kingdome (+171,0,5%), Austria 

(+109.6%) and Poland (+36.7 %) and showed a decrease greater than 10% Romania 

(11.5%), Slovakia (12.3%), Italy (12.6%) and Greece (-36.9 %).  

Table 13.13 

Expenditure and per capita value production of medical devices 

Europe  -  Values in €  -  Year 2007 

 Eucomed Eurostat 

Austria  214 134 
Belgium  267 63 
Cyprus  53 8 
Denmark  240 318 
Estonia  72 36 
Finland  101 175 
France  165 110 
Germany  245 219 
Great Britain  195 75 
Greece  71  
Ireland  99 1158 
Italy  107 122 
Latvia  37 7 
Lithuania  38 20 
Luxembourg  128  
Malta  67  
Norway  223  
Holland  153 188 
Poland  31 21 
Portugal  68  
Czech Republic  53 46 
Romania  8 3 
Slovakia  44 26 
Slovenia  103 39 
Spain  138 35 
Sweden  153 260 
Switzerland  224  
Hungary  54 46 

Source: Eurostat and Eucomed  
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Expenditure on R & D  

As regards expenditure on R&D, in Europe is estimated a value of around 

6% of production volume. The available data show in 2007, a higher incidence of 

expenditure on value added R&D, compared to other European countries, Denmark 

(15.5%), Cyprus (14.6%), Sweden (13.9%) and Austria (9.7%). The figure of Italy's 

proportion of expenditure on value added R&D is not currently available.  

Figure 13.15 

Proportion of expenditure on R&D on the added value of medical technology

Percentage values  -  Year 2007 

Source: CEIS elaboration on data  Eurostat  

Enterprise  

The data reported by Eucomed (as at 2005) identify the most focused 

companies in England (2200), Germany (1,540) and Spain (1.000) representing 44% 

of companies, in Italy were surveyed approximately 550 companies as the 

Netherlands, Poland and Switzerland.  
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The average number of employees per company (based on data Eucomed) 

shows that countries with a higher average size of company are Switzerland (72.73), 

Germany (71.43) and Italy (54.21). 

Trade Balance  

As mentioned before, the European trade balance in 2007 registered a 

surplus in the available data (Eucomed) is about € 5.7 bln.  

At the level of detail of individual European countries have only available 

data from Eucomed. Based on these data, show a positive trade balance Ireland (€ 

5,543 mil), Germany (€ 5,000 mil.), Switzerland (€ 3,381 mil), Denmark (€ 900 mil), 

the Netherlands (€ 542 mil.) and Sweden (€ 386 mil). Italy has a negative balance of 

€ 3,609 mil (worst). 

Show a significantly negative trade balance also Spain (€ -2,326 mil.), 

Belgium (€ -1,100 mil.), Greece (€ -770 mil.), Norway (€ -645 mil.), France (€ -616 

mil.) and Poland (€ -580 mil). 
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Figure 13.16 

Imports and exports of medical technology 

Amounts in mil. €  -  Year 2007 

 Source: Eucomed Member Associations and Medista  
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Specialization  

The level of specialization in the industrial sector of medical devices 

calculated only on exports of goods in 2007 is less than the pharmaceutical industry 

(0.03); and is below average (0.4) of the countries analyzed. Even calculated using 

the index of exports of goods and services are obtained similar results for Italy. 

Figure 13.17 

Specialization in production of medical devices sector  

Balassa index  -  Year 2007 

Source: CEIS elaboration on data Farmindustria and Eurostat  

The use of the Lafay index applied on exports and imports in the sector of 

medical devices indicates a level of specialization negative for Italy (-8.3); positive 

for Germany (14.8), Denmark (2.7) and Hungary (0.3). 
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Figure 13.18 

Specialization in production of medical devices sector 

Lafay index  -  Year 2007 

Source: CEIS elaboration on data Farmindustria  and Eurostat  

13.3.3 Public expenditure on medical devices in Italy  

In terms of total expenditure (public and private) for medical devices, Italy 

absorb 5.6% of total health expenditure against a European average of 6.3%, a 

decrease of 0.2% over 2002, absorbing the 0.4% of GDP (Eucomed 2007).  
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A review of data for the public share is possible from the data of Economic 

Ministerial Accounts (CE). From the CE have been identified and extrapolated items 

aggregate expenditure for medical devices:  

 Surgical equipment and medical supplies;  

 Prosthetic materials and materials for hemodialysis;  

 Surgical materials, health and diagnostics for veterinary use;  

 Diagnostic materials, x-ray plates, x-ray contrast media on 

paper, ecg, etc. 

The available data cover the period 2001-2007. The 2001 data is missing in 

Sicilia and the Provincia Autonoma di Bolzano.  

The expenditure data show an increase in public expenditure on medical 

devices since 2002 (€ 3,259 mil.) to 2007 (€ 3,856 mil.) 4.9% annual average 18% 

throughout the period. The trend is not is constant and shows a decline between 2003 

and 2004 of 10.5%.  
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Figure 13.19 

Expenditure on medical devices in public health structures  

Values in Mil €  -  Years 2001-2007 

Source: CEIS elaboration on data Ministry of Health  
* 2001: Sicilia and Nd PA Bolzano  

Public expenditure per capita in Italy in 2007 amounted to € 65 undergoing 

a 26% increase compared to 2001 (€52). The regions that have exhibited public 

expenditure per capita higher in 2007, the Friuli Venezia Giulia (€ 146), Marche (€ 

125), Liguria (€ 106) and Valle d'Aosta (€ 105), conversely the regions that have a 

public expenditure per capita are lower Calabria (€ 23), Lombardia (€ 31), Basilicata 

(€ 38), Umbria (€ 57).  

The high regional differences may result from several factors such as the 

allocation of data in Ministerial CE (e.g. amortization and maintenance) or levels of 

outsourcing more or less pronounced in different Italyn regions.  

The share of public regional expenditure per capita of the medical devices 

doesn’t seem related to the number of surgical hospitalizations per capita (Ordinary 

and Day Hospital). Thus it isn’t there a clear relationship between volumes and 
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prices: the differences can be attributed both several records, as at different 

efficiencies in purchasing.  

Table 13.14 

Public expenditure per capita for medical devices  

Values in €  -  Years 2001-2007 

 2001 2002 2003 2004 2005 2006 2007 2007/2001

Italy  52 57 65 57 61 63 65 26%
Piemonte  68 67 73 54 56 58 62 -8%
Valle d'Aosta  134 147 149 86 98 102 105 -22%
Lombardia 12 6 5 26 30 30 31 157%
PA Trento  142 147 162 86 88 91 91 -36%
PA Bolzano  nd 160 159 79 82 82 83  
Veneto  103 105 142 61 64 68 76 -27%
Friuli Venezia Giulia 54 60 63 120 129 133 146 173%
Liguria  67 74 78 93 97 100 106 59%
Emilia Romagna  81 86 91 61 65 68 74 -9%
Toscana 86 93 101 59 63 64 63 -28%
Umbria  62 67 75 53 54 55 57 -9%
Marche 103 103 101 118 124 124 125 22%
Lazio  48 53 56 60 65 64 65 35%
Abruzzo  129 145 148 69 75 79 80 -38%
Molise  105 118th 127 68 73 73 75 -28%
Campania  29 31 36 54 58 58 60 109%
Puglia 39 40 67 54 59 61 68 72%
Basilicata  38 35 44 56 57 26 38 0%
Calabria  35 36 37 35 38 22 23 -33%
Sicilia nd 25 26 59 61 72 73  
Sardegna  93 105 102 91 102 100 96 3%

Source: CEIS elaboration on data Ministry of Health  

13.4 Appendix: The specialization indices  

The Balassa index (Balassa, 1965) is an index of revealed comparative 

advantage, or an indicator constructed from the sectional composition of trade flows 

recorded in the period as the reference. The index is configured essentially as a 



 834

relationship between the weights of exports in the sector concerned (pharmaceutical 

industry or medical devices) in the total national exports and the same weight, but 

calculated on the whole complex of the countries concerned.  

Balassa index 

 

Being based on exports only, the Balassa index is limited in the context of 

increasing bilateral flows of imports and exports; therefore, it appeared appropriate to 

extend the assessment of competitive ability with the Lafay index that takes account 

of both.  

The index of Lafay (Lafay, 1992) highlights the degree of specialization of 

a certain industrial sector compared to the average of all segments belonging to the 

same local context. The specification of the pharmaceutical industry or medical 

devices of a country in a sector is determined by net exports, or the difference 

between exports and imports. This difference is then placed in relation to the sum of 

both quantities for the sector investigated; we obtain a measure which is a function 

the percentage difference between export and import, or what commonly is called 

normalized ratio. If the more normalized ratio is high (i.e. more exports to be 

relatively higher than the amount) and plus the country tends to be specialized.  
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Lafay index 
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