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PART 2: DESCRIPTION OF REFORMS AND INVESTMENTS   

 

A. COMPONENT 1: Proximity networks, facilities and telemedicine for territorial 
healthcare assistance 

 
1. Description of the component  
 

Summary box - Proximity networks, facilities and telemedicine for territorial healthcare assistance 
 
Policy area/domain: Health - Fostering economic and social cohesion in the EU and supporting green and digital 
transition 
 
Objective: The component aims to at boosting and aligning the Italian National Health Service (NHS) with the 
communities needs for local care and assistance, as well as enhancing health protection and response to environmental 
and climate-change related health risks, also in light of the pandemic emergency, ultimately achieving higher levels of 
welfare for the citizens, regardless of where they live and their socio-economic conditions. 
 
Reforms and/or investment:  
Proximity networks, facilities and telemedicine for territorial healthcare assistance: systemic and multilayer reform aimed 
at providing an effective equality in the access to medical services and overcome a sector-based approach to the concept 
of health, also considering environmental and climatic health determinants and challenges, in synergy with the sustainable 
economic and social development of the country, particularly in post-pandemic recovery. 
Projects aim at fostering territorial healthcare assistance enhancing the role of the patient, integrating care services in a 
"one health" (holistic) approach focusing on strengthening local healthcare services: investments foreseen include the 
construction and modernization, both from a technological and an organizational side, of the Italian NHS. All investments 
are linked to the reform mentioned above. 
The component, in order to guarantee health not only as the mere absence of disease, but as a state of bio-psycho-social 
well-being of the person, as indicated by the WHO, aims to: 
- Implement a reform measure that updates/defines the regulatory framework in the context of: 
o proximity health care through the definition of organisational, technological and quality standards of territorial care; 
o disease prevention and health promotion, through the definition of a new institutional system (network) addressing 

the challenges in health, environment and climate change, in synergy with the Country's economic and social 
development, also related to the digital and green transition. 

- Carry out an investment measure that will allow to 
o strengthen proximity health care structures and services, as well as Home Care services, in order to ensure that all 

citizens have the same possibilities of care regardless of their social and geographical context, as requested, most 
recently, also by the WHO in the document "Realising the Full Potential of Primary Health Care"; 
 
 

Estimated cost overall: 7,000,000,000 EUR. 
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Other interventions on home care are also in Mission 5, Component 2 (M5C2). 

 

The following table summarises the reforms and investments concerning Component 1 of “Health” Mission, 
while its main elements will be described in detail in the following paragraphs. 
 

Measure Sub-measure Total 

Reform measure: Proximity networks, facilities 
and telemedicine for territorial health care and 
National network of health, environment and 
climate 

  0 € 

Investment measure: Strengthening of health care 
and territorial health network 

1.1: Community Health House to improve territorial 
health assistance 2.000.000.000 € 

1.2: Home as the first place of care and telemedicine 4.000.000.000 € 

1.3: Strengthening Intermediate Healthcare and its 
facilities (Community Hospital) 1.000.000.000 € 

Total  7.000.000.000 € 

 
 

2. Main challenges and objectives 

a) Main challenges  

The Covid-19 pandemic has made clear the universal value of health and its true nature as fundamental 
public good. The Italian NHS continues to be recognized throughout the world as one of the most efficient 
systems that, in guaranteeing health as a fundamental right, manages to achieve good results (higher life 
expectancy at birth and lower mortality values compared to OECD countries averages) and, at the same time, 
manages to limit health expenditure (3,649 US$ per capita in 2019, versus 4,223 US$ OECD countries 
average). These achievements are the result of a widely offered healthcare, especially through hospitals, high 
professional competence of health operators and valuable scientific and research outputs, provided by 
Scientific Institutes for Hospitalization and Care (IRCCS) as well as by other Italian NHS entities, such as, 
for example, university hospitals. During the pandemic emergency, universal health care systems have 
shown a better resilience capacity that has allowed Countries to face the pandemic in a timely manner. The 
Italian NHS has contributed to shape good practices, that have helped also other Countries in facing the 
emergency. 

Nonetheless, the Italian NHS has come to the test of Covid-19 showing elements of relative weakness 
compared to the main European partners, and the persistence of significant disparities between the Italian 
regions, which need to be addressed. The Covid-19 emergency has therefore strengthened the need to 
intervene and to renew some key elements of the Italian NHS, also in consideration of structural (i.e. 
demographic) and current (i.e. epidemiological) trends. In fact, considering the ongoing increase of the 
elderly population, the Italian NHS will face an increasing demand for health and more complex needs, 
which require an effective response in terms of integrated services provided through the territorial assistance 
network. 
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Critical issues emerged can be summarized as follows: (i) an excessive gap between health levels provided 
by the Italian Regions, especially in terms of prevention and territorial assistance and - within these Regions 
-, the inequality between urban areas and internal areas; (ii) a poor capacity in integrating hospital services, 
local health services and social services; (iii) a delay in the implementation of local healthcare services and 
prevention services, also with significant disparities among Regions, especially in relation to hospital-
territory integration; (iv)  the lack of efficiency and synergy in the definition of prevention and response 
strategies of the health service with respect to environmental and climate risks, i.e. the multiple physical, 
chemical, biological factors external to the person which are impacting people’s health and well-being, 
including climate and global environmental changes, such as loss of biodiversity. 

In addition, the Covid-19 emergency has highlighted the crucial importance of having technological/digital 
solutions for public health, strong digital skills and adequate processes for care services. Digital health in the 
post-emergency phase shall provide an important contribution in the management of public care and 
assistance processes, e.g. in outpatient services, and in facilitating the communication between healthcare 
professionals and patients. An important acceleration of investments in digitization of the Italian NHS is 
therefore necessary, especially in the fields of: telemedicine, management of basic medicine activities, 
outpatient visits, pre-triage, pre-screening, monitoring of patients treated at home, tele-consultation and 
digital collaboration between hospitals and local health units (ASL) for the management of information or 
between emergency departments, intensive care and infectious diseases and local assistance; patient 
relationship management capable in informing citizens, especially the fragile categories, detecting their 
health conditions, communicating with them and managing the territorial and hospital emergency networks. 
To this end, developing and deploying innovative technologies such as Artificial intelligence, Internet of 
medicine and big data applications is crucial.  

In line with this context, the component contributes to respond to two main challenges: 

1. Enhancement of health assistance and territorial healthcare network 

1. WHAT: Fragmentation and disparities of territorial healthcare across the Italian regional systems 
lead to inhomogeneity in the provision of the so-called “essential levels of assistance” (LEAs) and 
could compromise quality and appropriateness of care services provided. Strengthening and 
reorganizing primary care, also by leveraging the experience of the pandemic, implies the need to 
overcome the fragmentation of healthcare responses through the effort to ensure continuity of care, 
multiprofessional and multidisciplinary approaches, integrated hospital-home pathways, improved 
clinical governance of care pathways and socio-health integration. 

2. WHY: The analysis of data and information on local healthcare assistance in Italy highlights a very 
uneven picture between Regions and some widespread structural weaknesses: 

– low presence of integrated home care services, compared to other OECD Countries 
guaranteeing accessibility to home care (5.1% elderly patients compared to the OECD 
average of 6%); 

– inhomogeneity of mortality among geographical areas (e.g. average death rate - deaths per 
1,000 individuals per year - in Italy of 10.5, from P.A. Bolzano 8.3 to Liguria 14.3. The 
figure is obviously affected by the different demographic distribution of the elderly 
population among the Italian Regions); 

– territorial inequalities in terms of years in good health and quality of life especially in older 
age (average life expectancy 83 years, from Campania equal to 81.4 to Trento equal to 84); 
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– low integration between hospital and healthcare territorial services and between health and 
social services. 

3. RECOMMENDATION: The challenge is also highlighted in the country-specific recommendations 
and aligns with the European objective to ensure economic, social and territorial cohesion related to 
- and valid beyond - the Covid-19 emergency (Art. 4(1) of the proposal for a Regulation COM (2020) 
408 final). In order to pursue this aim, the component intends to: i) support the economic policy 
linked to investments in research and innovation and the quality of infrastructures, taking into 
account regional disparities; ii) improve the efficiency of public administration, in particular by 
investing in skills of public servants, accelerating digitalization and increasing the efficiency and 
quality of local public health services (Recommendation no. 3 of COM (2019) 512 final). The 
proposal also concerns the area of “Health and Prevention”, in line with the Sustainable 
Development Goals (SDGs), in particular Goal No. 3, of the 2030 Agenda and the public health 
measures provided for by the Treaties, in particular art. 168. 
 
  

2. Health, environment, and climate: national reform plan and investments in public health for resilience and 
sustainable recovery. 

1. WHAT: According to the recent WHO Global Strategy on Health, Environment and Climate Change 
2030, preventive approaches are the paramount ways (also in cost-effective term) to reduce 
morbidity and premature mortality, and to contribute to economic growth and development by 
assuring a wider sustainability and health promotion. To preserve citizens’ health against 
environmental and climatic hazardous determinants, as well as to contrast the impact of 
environmental changes, entail the reduction of negative health outcomes at their source and the ready 
and more effective responses to environmental and climate-related risks, potentially related to the 
expected growth of competitive, dynamic and innovative economy. This requires the adoption of 
the "One-Health" approach, towards its evolution of the “planetary health” vision, incorporating the 
interdependencies of human and natural systems. This innovative fits into the institutional structure 
of the Italian NHS with the aim to achieve international organizations’ and EU targets by re-
designing a proactive role and a stronger leadership of health in development and environmental 
stewardship efforts. 
 

2. WHY: Data and information available show an urgent need to address the current fragmentation of 
interventions meant to guarantee a cohesive, harmonized approach across the Healthcare, 
Environment and Climate sectors in Italy. The Country has faced many environmental crises and 
climatic emergencies over the years, often resulting in health emergencies, highlighting critical 
serious issues in prevention actions. The socio-sanitary relevance of environmental determinants is 
exemplified by data on air pollution that place Italy among the most critical European areas (about 
30 thousand deaths per year due to fine particulate matter, which represent 7% of all deaths - 
excluding accidents). It is widely recognized the role of environmental determinants as risk factors 
for pathologies that represent the majority of morbidity and mortality in European countries 
(cardiovascular and respiratory diseases, tumours, metabolic syndrome, neurological and 
reproductive pathologies) and for rarer but of absolute importance pathologies such as congenital 
anomalies (affecting 5-6% of children in the first year of life in Italy in some contaminated sites). 
The poor capacity, dynamism and resilience of the Italian NHS in the proactive assessment of the 
impacts of environmental exposures and climate change on health - in a Country located in the 
Mediterranean area that is among the most fragile with respect to climate change, seismic risks and 
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hydro-geological instability - is related to a limited interdisciplinary and intersectoral culture and 
models - from governance, to management, to public health professionals, to risk assessment. 
 

3. RECOMMENDATION: A new institutional and systemic strategy and organization, functional to 
manage the health-environment-climate matter, is necessary to ensure the compliance of the Country 
towards international organizations’ targets, and in particular: a) the Global Action Plan for the 
Prevention and Control of non communicable diseases 2013-2020 by the WHO; b) the Sustainable 
Development Goals of the UN 2030 Agenda; c) the indications of the Sixth Ministerial Conference 
on Environment and Health of the Ministers of the WHO European Region in Ostrava in June 2017, 
aimed at ensuring "better health, a healthier environment and sustainable choices". At the same time, 
in line with the European recommendation on the Italian reform program [20.5.2020 COM (2020) 
512 final] and with the other relaunch and resilience guidelines [including EU Public Health Policy 
- PE 652.027 - July 2020, Brussels, 27.5.2020 COM (2020) 456], it is necessary for the Country to 
strengthen the resilience of healthcare and environmental policies and institutions, enhancing their 
human, cultural and instrumental capital, guaranteeing the effectiveness of health promotion in 
synergy with other reform programs (first of all, the green and digital transition), taking into account 
the potential impacts of post-Covid-19 growth on the environment and health, also in light of the 
climate change risks. Within the above framework, it is recommended to establish in Italy an 
unprecedented integration of the environment and health policies and actions, and made the health 
community capable to a timing prevention and response of environmental-climate related health 
risks and challenges, to support socioeconomic development, by assuring environmental protection, 
health and well-being. 

b) Objectives  
In light of the above-mentioned challenges, this component aims at enhancing health assistance and 
territorial health network, improving the quality and sustainability of home care, community-based care and 
long-term care aiming to ensure better assistance levels throughout the whole Country. To this end, the 
component also aims at addressing fragmentation and lack of homogeneity of healthcare and environmental 
health prevention services offered in the different Italian Regions, in line with the 2019 and 2020 EC 
Country-specific recommendations and the strategic objectives set at national level. Finally, this component 
aims to redesign and strengthen a part of the NHS by applying the holistic “one-health” approach, in planning 
and managing health, environment, climate and health prevention and response services. This is functional 
to improve the protection of the health of Italian citizens to environmental-climate risks and challenges, and 
to assure sustainable and healthy development and economic growth, especially related to the green 
transition, digital transformation, inclusive growth and jobs, social and territorial cohesion. 

 

More specifically: 

1. consolidate the role of the Italian local healthcare District1 in planning of actions, of primary and 
secondary prevention in the health and social field, with a specific concern for populations in 

                                                           
 
1 In Italy, the Azienda Sanitaria Locale (ASL) is the local health authority that has to plan and organize the health and medical 
assistance for the population that lives in its territorial area, supplying diagnosis and treatments by public and/or private providers. 
The ASLs are divided in Distretti (“Health” or “Social Health” Districts) that plan the territorial medical assistance, coordinating the 
general practitioners’ activities with the other health structures on their territory, and supplying some health services (mental health, 
drug addiction, service for people with disabilities and others). These Districts thus play a key role in establishing the range of 
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situations of vulnerability, as well as in rehabilitation through the preparation and governance of 
treatment paths; 

2. consolidate the role of the community, through the identification of a facility, the so-called 
“Community Health House”, making it a local reference point for social and health matters for 
individuals. This place shall guarantee care of chronic patients, which is one of the greatest 
challenges for health and social systems in an ageing population; 

3. implement processes for assessing the needs of the population by level of complexity through the 
strengthening of socio-health single access points (“punti unici di accesso” - PUA) and 
multidimensional assessment units (“unità di valutazione multidimensionale” - UVMD); 

4. enhance home care, especially for vulnerable and disabled people, through the development of 
remote monitoring techniques and home automation; 

5. enhance the health workers’ professional skills, also in the domain of new technologies; 
6. ensure the proactivity of healthcare services in the field of public hygiene as a means to guarantee 

the health of the population, by strengthening the planning, monitoring and coordination of 
interventions, as well as ensuring adequate technological supply; 

7. design and implement a strategic reform and investment plan aimed at creating and functioning a 
national system for the protection and promotion of health with respect to environmental and 
climatic determinants according to the holistic "One-Health" approach, to strengthen the capacity 
and commitment of the health sector for intersectoral action (“health in all policies” approach) to 
assure timing, effective preventive actions in relevant sectors and healthy life choices; 

8. enable crucial functions of stewardship, leadership and coordination of health matters with cross-
sectoral scope, with focus on health co-benefits of climate action, green and digital transition (e.g., 
sustainable transport, energy, healthy urban planning sectors); 

9. increase the provision of essential levels of assistance (“Livelli Essenziali di Assistenza”, LEA) by 
improving the results of the core and non-core indicators contained in the New Guarantee System 
(“Nuovo Sistema di Garanzia”) of the Italian Ministry of Health. 

The component-related set of investments falls within the Italian national strategic context in the healthcare 
sector and within the budgetary policy objectives for 2021-2023, in line with European programming. These 
investments are also part of the Italian national strategic health plan which is going to be defined by the 
Italian Ministry of Health, in collaboration with other Italian public administrations. Furthermore, the 
component is consistent with the Italian national energy and climate plan, pursuant to Regulation (EU) 
2018/1999, as well as with the territorial plans for a transition under the Just Transition Fund, with 
partnership agreements and operational programs based on EU funds, as well as with the contents of the 
White Paper on artificial intelligence - an European approach to excellence and trust from the European 
Commission (dated 19/02/2020). The program, with an interdisciplinary value, also has a role in contributing 
to achieve the objectives set out in the European Green Deal. 

Furthermore, in May 2020, the Italian Government approved the Decree no. 34 (the so-called “Decreto 
Rilancio”, or “Relaunch Decree”), which introduced urgent measures to support families and businesses to 
recover from the economic consequences of the Covid-19 emergency, while confirming the effort to 
guarantee everyone’s health and safety. 

                                                           
 
services to be provided and in guiding the different players involved in disease prevention, health promotion, social and disability 
services. 
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3. Description of the reforms and investments of the component  

1) Reform project 

Reform 1: Definition of a new organisational model for Territorial healthcare assistance network, through 
the definition of a regulatory, which identifies structural, technological and organizational standards across 
Regions  and definition of a new institutional structure of NHS component for Health-Environment-Climate 
policies, activities and performance  
  

Challenges and Objectives: The reform, as a preparatory element for the interventions of the Component, 
intends to: 

Establish a new model of territorial healthcare assistance, which has to be closer to citizens’ needs, 
granting the population with effective equity of access to healthcare and social services, through the 
definition of homogeneous qualitative and quantitative standards, the strengthening of the network of 
district services, as well as through the consolidation of the hospital and the emergency network 
integrated within it. The reform pursues the redefinition of services to guarantee that healthcare territorial 
services could be increasingly close to the needs of people (including those who live in rural or 
disadvantaged areas), integrating with social services, capable of enhancing the peculiarities of the 
various communities (territorial, professional and scientific). Through this reform and its related 
investments, the Italian NHS gives continuity and further enhances the actions and programs aimed at 
strengthening the coordination between the National and Regional level able to ensure uniform 
“Essential levels of assistance” (LEA) throughout the National territory, contrasting regional variability 
and high health mobility rates from Southern Regions to the Northern ones. The Ministerial Decree 
70/2015, which governs the reorganization of the hospital network, has launched a gradual 
modernization of the hospital system by improving the governance of the NHS in terms of the quality of 
assistance and the organization of health services, through the definition of qualitative, structural, 
technological and quantitative standards relating to hospital care and the emergency network. In addition 
to contributing to the achievement of these objectives, the Reform will also enable the strengthening of 
the territorial network and ensure greater proximity to the citizen, to better distribute care activities while 
avoiding overloading the hospital network. Ensuring greater integration between hospital and local 
facilities is indeed a crucial element to provide a better access to care and a uniform level of provision 
of the “Essential Levels of Assistance” (LEA) at National level.  
The second parallel and synergic reform action is consistent with the Italian National Prevention Plan 
2020-2025, and aims to enhance strategy and activities on environment and health at national, regional 
and local levels, through the establishment of a network of all the bodies, organisations and structures 
involved in the public health, environment and climate sector (National System on health, climate and 
environment - SNPS). The new integrated system is conceived to improve and harmonize policy, 
management and implementation strategy in preventing and response the acute and chronic conditions 
due to communicable and non-communicable diseases associated to environmental risks, by also a 
systematic interfacing with the existing National System for Environmental Protection (SNPA). This is 
also functional to intensify health-promoting multisectoral policies to drive health co-benefits of climate 
action in sectors other than health, such as energy, transport, urban planning and other major systems. 
The reform encompasses the definition of SNPS objectives, standards and legal instruments to protect 
in an equitable way the health of population through primary prevention, with focus on communities 
vulnerable or in vulnerable situations. The functions of SNPS converge to prevent exposure to 
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environmental and climate related risks, to ensure efficient, harmonized and dynamic preventive actions 
(e.g., new effective and timing approach for health impact assessment of policy, programmes, projects, 
technological innovation, industrial sites; identification and assessment of new environmental, climatic 
and health issues), to define criteria, methods and systems of environmental monitoring and health 
integrated surveillance (i.e., acquisition, analysis, integration and interpretation of environment-health-
climate related models and data in online shared platforms), to assure tracking of progress on health-
environment and climate primary prevention, to define early warning strategies and updated response to 
environmental-health emergencies. Added values of SNPS are also foreseen in supporting evidence-
based and efficient communication in environmental, climatic and health issues, as well as in defining 
training and competencies of health workforces on environment and climate risks – including their 
capabilities for cross-sectoral actions according to the SDG vision. 
Specific health-environment-climate intervention areas of SNPA-SNPA encompass inter alia: (a) 
Central actions for the health system: prevention and reduction of health risks related to indoor and 
outdoor air pollution; prevention and mitigation of risks for populations within contaminated sites, safe 
and sustainable management of soils and the waste cycle; universal access to water: safely managed 
water supply and sanitation, healthy human use and reuse of water, coasts, marine environments; 
prevention and reduction of physical risks (including ionizing and non-ionizing radiation) and risks 
associated with chemicals and processes; reduction of direct and indirect risks to human health 
associated with climate change; hygiene, resilience and sustainability of primary production and of the 
agri-food supply chains as a whole with respect to environmental-climatic risks; promotion of health-
environment, climate in the early stages (infantile and maternal-infantile) of life; response to health needs 
in critical environmental circumstances, through an approach of proximity to the citizen. (b) Actions 
with high synergy with other institutions / sectors: prevention of emerging health risks associated with 
environmental and socio-economic changes, new technologies, energy policies, transport, green 
transition; international cooperation for sharing policies, best practices, translational research; support 
in the development of cities for healthier, more inclusive, safer, resilient and sustainable environments; 
promotion of choices directed towards natural environments, green and blue spaces; promotion of the 
digitization of environment-climate and health systems, in support of risk analysis and communication; 
applied research for health impact assessment of emerging issues such as sustainable technological 
development, new organization of work,  increased migration, degrading of ecosystems and biodiversity 
etc. 
 
 

Implementation: this reform will be implemented through the following key activities: 
 

1. definition of a new organizational model of Territorial healthcare assistance network, through the 
definition of a regulatory which identifies structural, technological and organizational standards;  
This action will be implemented through the approval of a Ministerial Decree by the Italian Ministry 
of Health, which will also constitute a Milestone of the Reform, as reported in paragraph 9. The 
aforementioned Ministerial Decree, in particular, will be adopted by the Ministry of Health 
following a bureaucratic process that envisages a proposal for a technical document prepared by a 
Working Group composed of representatives of the Ministry of Health/Regions/AGENAS2 and an 

                                                           
 
2 is the Italian National Agency for Regional Health Services 
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advisory opinion by the Italian State-Regions Conference. The process described is already ongoing 
and the technical document prepared by the Working Group will be completed by July 2021. 

 

2. definition of a new institutional structure of Health-Environment-Climate prevention, according to 
the “One-Health” approach, and the more recent vision of “planetary health” to enhance the  health 
sector in primary prevention and in cross-sectoral interactions concerning environment and health 
determinants and related monitoring; the ultimate aim is to pursue the highest possible level of health 
for all people, by a substantial reduction of environmental and climate change-related burden of 
diseases, in synergy with economic and social development of the Country. 
  
This activity will be carried out through the approval of a legislative act that will also constitute a 
milestone of the reform, as reported in paragraph 9. In particular, this will involve the approval of 
an ordinary law of the State, according to the ordinary procedure provided for by the current 
framework which also defines objectives, functions, structural, technological and organizational 
standards of SNPS. 
The reform also plans to improve the relationship between Healthcare and Scientific Research, as 
detailed in the Component Innovation, research and digitalization of national healthcare. 
 

Assumptions/ risks 

The reform measure presents the following typologies of obstacles: 

- administrative ones, such as: the lack of homogeneity in the types of contract that regulate the interaction 
among the various health professionals; the number of administrations involved and the difficulty in 
harmonising the decision-making processes for entities belonging to different administrations; 

- organizational ones, such as: the lack of advanced planning and control tools in the field of environment, 
health and climate; the lack of homogeneity of the Italian NHS bodies in governing complex organisational 
models on account of complexity of cross-cutting relationships of environmental and climate- health issues;  

- financial ones, such as: the poor ability of the Italian NHS bodies to make the most of their intellectual 
and physical assets; the difficulty of operating according to the budget method. 
 
In order to contain the risks listed above, the reform will be supported by a broad involvement of all the 
stakeholders concerned in the phases preceding the decision, especially including health and environmental 
institutions and agencies at central and regional level. Moreover, this activity will be integrated by a 
participated process especially involving scientists, professionals and third sector about the application fields 
subject to reform. 
With respect to the additional risks listed, the intention is to strengthen and simplify the administrative 
procedures by strengthening the tools useful to promote contextual decisions and the unification of the 
decision-making and preliminary stages of the procedures. Finally, the reform will be accompanied by 
training actions aimed at reinforcing the planning and control skills of professionals in the territories, through 
the strengthening and involvement of the central State bodies involved in the various issues. 
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Milestone/Target Description Value Timeline 

Milestone 
MLS 1 – Entry into force of the secondary legislation (Ministerial Decree) 
envisaging the reform of the organisation of healthcare 

 

  

Q2 2022 

 

1) Investment project 

Investment 1.: Enhancement of Health assistance and territorial healthcare network, the investment is carried 
out through three sub-investments as shown in the table below: 

Measure (Reform/Investment) Sub-measure Cost 

 

Investment 1 Enhancement of health 
assistance and territorial health care 
network 

1.1 Community Health House to improve territorial health assistance 2.000.000.000 € 

1.2 Home as the first place of care and telemedicine 4.000.000.000 € 

1.3 Strengthening of Intermediate Healthcare and its facilities 
(Community Hospital) 

1.000.000.000 € 

 

Investment 1.1: Community Health House to improve territorial health assistance. 

Challenges: Chronic diseases in 2019 affected almost 40% of the Italian population - about 23.5 million 
people - of which 12.5 million have multi-chronicity, for a healthcare expenditure of nearly 67 billion euro 
(Osservasalute, 2019). The amount of chronically ill patients is also in progressive growth, with an impact 
on the future need to commit health, economic and social resources. Furthermore, according to data of the 
Italian National Institute of Statistics (Istat), in Italy there are 3.1 million people with disabilities, i.e. 5.2% 
of the Italian population. Of these, almost 1.5 million are over 75 years old (i.e. more than 20% of the Italian 
population in that age group). In addition, Italy has the highest share of elder population compared to the EU 
average - approximately 23.2% of the population is over 65 years old and 3.6% over the age of 80 (Istat) - 
and life expectancy at birth is among the highest in the world3, which results into an overall old and ageing 
population and a long-term pressure on the Italian NHS to be addressed. 

The presence, in this context, of uncoordinated health and social assistance interventions in the territory, the 
slow increase of local healthcare facilities across the Italian Regions and the slow increase of the services 
offered in non-hospital facilities, are a cause of organizational inefficiency and hamper the quality of the 
service provided and perceived by the citizens. This issue has been particularly highlighted by the Covid-19 
emergency, and it is now clear that there is the need for geographically widespread facilities, in order to 
avoid excessive use of hospital care, especially for non-urgent treatments that cannot be postponed. 

Objectives:  

The Community Health House is the place that has the function of primary care hub and follows a model of 
delivery and use of services by promoting the proximity of the facilities to the local community, being able 
                                                           
 
3 According to OECD, Italy ranks fourth, with an overall expectancy at birth of 83.4 years (OECD (2020), Life expectancy at birth 
(indicator). doi: 10.1787/27e0fc9d-en - accessed on 26 November 2020). Statistics may differ depending on the organisation or 
institute collecting and analysing them. 
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to filter access to acute care facilities and to coordinate and integrate all care services for chronic patients 
present in the area (e.g. a slight malaise or a small accident, the need for various tests such as non-
communicable diseases, difficulty in managing a family situation and the need to find someone who takes 
care of the person, etc). 

In particular, it is important to underline that it acts as a citizen’s "single point of access" to health services 
and that, therefore, it develops and manages a single health database for each citizen, aiming at guaranteeing 
equal treatment in care and access to such facilities for all residents in the Country. The Community Health 
House will facilitate the integration of healthcare services as well as the tacking care of patients thanks to a 
systematic use of Electronic Health Record and developing personal medical database for each citizen 
(Regulation (EU) of the European Parliament and of the Council on the protection of natural persons with 
regards to the processing of personal data and on the free movement of such data, and repealing Directive 
95/46/EC (GDPR), 679 (2016). 

In the Community Health House, citizens can: 

● consult a general practitioner and a nurse throughout the day; 
● consult a health professional who welcomes citizen’s requests, guides the citizen to services and 

takes care of activating proper health paths; 
● solve adequately most of citizen’s health problems in a single location; 
● manage chronic diseases through shared and supervised care pathways. 

 
The Community Houses are physical structures devoted to health services promoting an integrated and 
multidisciplinary model of intervention, as well as privileged venues for planning health and social 
integration interventions. The headquarters of the Community House must be visible and easily accessible 
to the community of reference because it is the place where the citizen can find an adequate response to 
various health or social-health needs. 
In these facilities, in order to be able to provide all basic health services, General Practitioner (Medici di 
Medicina Generale) and Free Choice Paediatricians (Pediatri di Libera Scelta) work in teams, in 
collaboration with family or community nurses, outpatient specialists and other health professionals such as 
speech therapists, physiotherapists, dieticians, rehabilitation technicians and others. Social workers may also 
be present in order to coordinate with the municipal social services. Providing Community Health House 
with social workers will also strength territorial social services in order to prevent institutionalization or 
favor de-institutionalization especially for elderly and fragile patients. This intervention is in synergy with 
the Mission 5 Component 2 Investment 1.1 and Investment 1.2. The professional figures who will work in 
the Community Houses are professionals who nowadays already work in the territorial care in private 
practices, such as general practitioners and freely-chosen paediatricians, or in public practices, such as 
outpatient specialists, or within the different services of the district, such as nurses. The key figure in the 
Community House will be the family nurse, who, thanks to his or her knowledge and skills in the area of 
primary care and public health, becomes the professional responsible for nursing processes in the family and 
community. The figure of the family or community nurse, already introduced by Law Decree no. 34/2020, 
art. 1 c. 5, 0, finds the most appropriate setting to carry out its function in the establishment of Community 
Houses. These professional figures will be implemented when the Community Houses become fully 
operational. 

The work activity of healthcare professionals who work within the Community Health House will be 
organized by the Community Health House’s management. Every healthcare professional, regardless of their 
employment contract, included General Practitioner and Free Choice Paediatricians have to follow the 



 
 

12 
 
 

organizational model defined within the Community Health House in order to work in a more coordinated 
and integrated way. 

The Community House guarantees access to and response to the needs of the population living in the 
municipalities of the reference territory or in the neighbourhoods of the urban centres for all those conditions 
of low assistance complexity. In particular, access is guaranteed to the following functions: reception and 
orientation (information point); administration (single booking centre); assessment of needs (single access 
point for social and health care, multidimensional assessment unit, social desk); assistance from the General 
Practitioner; assistance from the Free Choice Paediatricians; nursing assistance (continuity of care clinic and 
nursing clinic for the integrated management of chronic conditions); specialist assistance to support 
pathways (service point, distribution of prosthetic aids, distribution of pharmaceuticals); collective 
prevention and public health (e.g. vaccinations, screening); assistance for the elderly (e.g. inadequate health 
care); counselling for women, children and the younger generation, and for families; care for mental health 
problems and pathological addictions; a centre for cognitive disorders and dementia; specialist care; 
ultrasound and radiological instrumental diagnostics; and possibly also outpatient surgery; functional 
recovery and re-education; home care and palliative care network. In addition, professionals organise and/or 
participate in individual and collective health promotion activities. In the Community Health House with 
medium/high care complexity, facilities such as Community Hospital and Hospice may be optionally 
present. 

More specifically, the investment  consists in the activation of 1,288 Community Health Houses - in order 
to ensure equity of access, territorial proximity and quality of care to people regardless of age and their 
clinical picture (chronically ill patients, non-self-sufficient people needing long-term care, people with 
disability, mental distress, poverty), through the activation, development and aggregation of primary care 
services, and implementing assistance delivery centers (energy efficient) for a multi-professional response.  

The number of 1,288 Community Health House to be built is the result of an initial stage of a project to 
strengthen primary health care close to the people. As a matter of fact, Italy, with Ministerial Decree no. 
70/2015 identified the hub and spoke model as the optimal model for organising hospital care and intends to 
re-propose the same model in the field of territorial health care. The model, when fully operational, envisages 
a Community Health House for every 15,000 to 25,000 inhabitants. The above-mentioned catchment area 
has been identified with the aim of being able to take charge of the whole Italian population, in particular 23 
million people with simple chronicity and, through proactive care, to postpone the transition to people with 
complex care needs (the priority challenge indicated by the WHO for all the health systems of the most 
advanced countries). 

The 1,288 facilities, in particular, will derive either from restructuring/refunctionalization of already existing 
facilities such as, for example, outpatient territorial facilities that are obsolete or hospital wards to be 
reconverted, or they may be built from scratch. As of today, in Italy there is no specific information flow at 
national level to monitor the activity of the above-mentioned structures if operating, therefore, in estimating 
costs, the possibility of having to build almost all the structures ex-novo has been taken into account as a 
precaution. Each Community Health House will be equipped with 10-15 consulting and examination rooms, 
sampling point, basic diagnostic services (e.g. ultrasound, electrocardiography, radiology, spirometry, etc.), 
as well as an innovative data interconnection system. 

The investment aims at integrating health care services and different stakeholders involved for a global care 
of the person in the Community Health Houses in order to improve care service of chronically ill patients 
and the most vulnerable population categories, such as people with disabilities (Community Health House 
can host Municipality’s Services). More extensive and inclusive home and community-based care and long-
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term care is the key to provide support to people with disabilities and other disadvantaged groups, as also 
mentioned in the 2019 country-specific recommendations. 

Implementation: The Italian Ministry of Health also through its permanent government agencies will be 
responsible of the Component as a whole. In relation to the Investments, Regions, directly or through their 
ASL, will be responsible for the execution and management of them; coordinated and negotiated governance 
tools will be applied, such as the Institutional Development Contract (Contratto Istituzionale di Sviluppo), 
with the Italian Ministry of Health as the responsible and implementing Authority and the participation of 
regional Administrations together with the other entities concerned. The negotiated governance tool, such as 
the Institutional Development Contract, will provide about listing all the suitable sites identified for the 
Investments, as well as the obligations that each Italian Region will assume to guarantee the achievement of 
the expected result. In case of breach by some Region the Ministry of Health will proceed to the 
commissioner “ad acta”. With regards to the technology park of the facilities, i.e. all the tools, licences and 
interconnections, preference will be given to aggregate procurement methods. This approach will be able to 
save time and simplify procedures - including authorization procedures - where accompanied by the 
activation of service conferences (“conferenze di servizi”). The Italian Ministry of Health, as the Responsible 
Administration, also through its permanent government agencies, will activate resources and procedures to 
monitor the progress of the investment, as well as the collection of data related to the development of the 
Project in accordance with the laws and regulations in force. Besides, the Italian Regions have to necessary 
achieve the defined annual targets and meet the required annual milestones in order to access to the annual 
“reward” fee of the National Health Fund4. All this will be defined between the Italian Government and the 
Italian Regions with a specific State-Regions Agree and the procedure will be monitored by the institutional 
tables Government-Regions. 
The Institutional Development Contract is the tool ordinarily identified by current national legislation 
(combined provisions of art. 1 and art. 6 of Legislative Decree no. 88 of May 31, 2011, and art. 7 of 
Legislative Decree no. 91 of June 20, 2017, by Law no. 123 of August 3, 2017) to accelerate the 
implementation of strategic projects, functionally connected to each other. 
This tool is specifically aimed at supporting territorial cohesion, development and economic growth of the 
Country and accelerate the implementation of interventions of considerable complexity. The Institutional 
Development Contract is particularly useful in those projects having the nature of major projects or 
investments articulated in individual interventions functionally connected to each other, which require an 
integrated approach and the use of European investment structural funds and national funds also included in 
plans and operational programs funded from national and European resources. 
From a functional point of view, the instrument is of a negotiated nature, implying the definition of a 
synallagma between the Contractors, which could be essentially public parties such as the Italian Regions 
but also allowing the intervention of Private Operators in the logic of the Public Private Partnership. The 
Institutional Development Contract consents to establish a unitary leadership and responsibility where the 
realization of a substantial number of interventions is expected with the participation of several 
implementing administrations and with a widespread distribution throughout the national territory. 
The Institutional Development Contract establish for each intervention or category of interventions, the time 
schedule, the responsibilities of the contractors, the evaluation and monitoring criteria and the sanctions for 
any non-compliance. It also defines the conditions of potential partial defunding of interventions or the 
allocation of the relevant resources to another level of government, in compliance with the principle of 
subsidiarity. 
In order to reinforce the tool for guaranteeing the resilience and sustainability of interventions programmed 

                                                           
 
4 Law No. 191/2009 art. 2, paragraph 68 and Law Decree No. 95/2012, art. 15, paragraph 24. 
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for authorization purposes and to compress times, the Institutional Development Contract could include and 
provide for: 

- the activation of Programme Agreements (“Accordi di Programma”) aimed at the necessary urbanistic 
variations as well as simplified Conferences of Services (“Conferenza dei Servizi”) and procedures in 
derogation ex art. 14, paragraphs 1 and 3 of Presidential Decree 380/2001; 

- the centralization, if possible on a regional basis, of tools such as the Framework Agreement (“Accordo 
Quadro”) to activate a package procurement at least for the activities of design, management, validation and 
other technical services that the individual implementing administrations will be able to draw on directly 
without going through further tender procedures; 

- a specific line of just-in-time monitoring aimed at activating mechanisms for timely intervention by the 
Responsible Administration at various levels and through the Contract management bodies and avoiding 
defunding or replacement interventions; 

- a specific Technical Assistance to provide a consultancy service about technical-administrative assistance 
and assessment of economic-financial aspects to the Regions/Autonomous Provinces and/or health 
authorities, hospitals and other administrations involved in the projects in order to ensure the achievement 
of the defined objectives meeting the deadlines. 

Stakeholder involvement: Italian Ministry of Health and other Italian Ministries, Agenas, Italian National 
Institute of Health (Istituto Superiore di Sanità, ISS), Italian Regions, ASL. 

Target population: This investment targets whole Italian population, in particular 23 million people with 
simple chronicity present in Italy.  

Timeline: For details, please refer to Paragraph 9 and Paragraph 10. 

Assumptions/ risks 

The investment measure presents, among others, the following typologies of obstacles: 

- administrative ones, such as: the lack of definition of structural, technological and organisational 
standards for territorial assistance; the number of bodies and administrations involved; the lack of connection 
between institutions; ambiguous national legislation in the field of primary assistance, with consequent 
uneven implementation at regional level; unevenness at regional level in the level of implementation of 
LEAs for health assistance; unevenness at regional level in the level of implementation of institutional 
accreditation. 

- organisational ones, such as: poor capacity for coordinating professionals, especially those with 
contractual agreements; lack of homogeneity at regional level in the supply of services; difficulty in 
identifying suitable spaces made available by municipalities; poor capacity to involve the different 
stakeholders involved; insufficient number and competence of personnel dedicated to the activity; poor 
empowerment of citizens/patients in adhering to health promotion initiatives; poor integration between 
services; lack of specific training of operators; 

- financial ones, such as: lack of ad hoc resources allocated to services; difficulties in financing activities 
that do not have a dedicated budget; difficulties in governance of the various sources of funding from 
different bodies and administrations. 

In order to contain the risks listed above, the investment measure will be followed by: 
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- simplified tools to favour contextual decisions and the unification of the decision-making and preliminary 
stages of procedures, as well as the identification of innovative financing methods to remunerate services 
directed at people with chronic and fragile conditions (e.g. health budgets). These interventions, together 
with the implementation of the reform measure, will make it possible to overcome administrative obstacles; 

- interventions aimed at clarifying the regulatory framework in the field of territorial care. The completion 
of the reform measure, together with the additional investments already provided for by Law Decree No. 
34/2020, will make it possible to overcome organisational obstacles; 

- central coordination in the planning, disbursement and control of funding for the implementation of the 
investment measure. This intervention, together with the identification of new participatory planning tools, 
will make it possible to overcome financial obstacles. 

Total Cost of Investment 1.1: A total expenditure of € 2.000 €/Mln is estimated for the construction of 
the 1.288 Community Health Houses. Please refer to section 10 for details of the individual items and 
the calculation methodology. 

Milestones and Investment Target 1.1: for details see section 9 

Milestone/target Description Value Timeline 

Milestone 
MLS 1 - Approval of an Institutional Development Contract (Contratto 
Istituzionale di Sviluppo), with the Italian Ministry of Health as the responsible 
and implementing Authority and the participation of regional Administrations 
together with the other entities concerned for Community health houses 

Institutional Development Contract 

 Q2 2022 

Target T.1 – At least 1,250 Community Health Houses renovated and technologically 
equipped 

Details on territorial distribution provided –Annex III 

1,250 Q2 2026 

 

Investment 1.2: Home as the first place of care and telemedicine  

Challenges: As mentioned in the 2019 country-specific recommendations, more home and community-
based care and long-term care are crucial in providing support to people with disabilities and other 
disadvantaged groups. Strengthening home care is one of the main challenges of the Italian NHS. Indeed, as 
provided for in the Decree of the President of the Council of Ministers of 12 January 2017 and in 2016 
National Chronicity Plan (Piano Nazionale della Cronicità, 2016), home must be the preferred care setting 
when health, housing and family conditions permit. As of today, integrated home care is mainly provided to 
people aged over 65 (91.5% of cases). With the Law Decree No. 34/2020, Italy has intended to strengthen 
integrated home care, aiming to increase the current 5,1% of patients aged over 65 to be assisted from home 
up to 10%. This goal takes into consideration the OECD average value (6%) and some particularly virtuous 
examples in Europe, such as Sweden‚ at 10.9%, and Germany‚ at 9.5%. In addition, the aim is to mend the 
fragmentation and the lack of homogeneity of home services offered throughout the Country.  

The Law Decree n. 34/2020, in line with the recommendations of the Council on PNR 2020 and with the 
2019 country-specific recommendations, in the context of strengthening the NHS in relation to the Covid-
19 emergency, provided for an increase in the staff necessary to ensure the provision of essential levels of 
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assistance, especially in the area of the homecare. The adoption of advanced ICT tools and the development 
of an artificial intelligence model aim at streamlining the communication systems between the various parties 
involved, thus allowing simplification of existing information flows and providing a contribution to 
operators in the provision of care and assistance and to decision makers in the governance and planning of 
services. In particular, the investment aims to promote continued and continuous home care of the patient 
throughout the Country, implementing the services provided for all “vulnerable individuals”, in line with art. 
1, paragraph 4, of the Law Decree n. 34/2020, with particular attention to the various aspects related to 
chronicity. 

Thus, the intervention intends to strengthen this type of care and shall reorganize and reengineer processes 
also through the development of innovative digital solutions to address artificial intelligence and 
telemedicine. The ability of connecting the patient’s residence with the healthcare environment can generate 
direct benefits for the patients and their families, who will be able to interact with healthcare professionals 
directly from their own homes, obtaining precise and targeted indications on care, thus contributing to the 
constant monitoring of their health. 

Through the implementation of the NPRR, Italy commits to make a significant step-up in its virtual health 
capabilities. In particular, telemedicine is the cornerstone to address the main themes affecting the NHS: 
ageing population and related change in the pattern/penetration of most affecting diseases, with raising 
importance of chronic ones; need to make the system more flexible and resilient to shocks comparable to the 
Covid-19 pandemic; opportunity to capitalize on the recent significant improvements of digital health 
applications/use cases.  

Institutionalizing telemedicine within the Italian NHS pursues three concurrent goals: (1) contribute to the 
closing of the geographical healthcare system care delivery gaps through the deployment of as homogenous 
as possible digital heath solutions (2) improving healthcare outcomes as well as patients’ healthcare journeys 
(3) while at the same time increasing efficiency within regional healthcare systems (by fostering home and 
remote care delivery and remote patient monitoring). 

The strategy for telemedicine underpinned by the NPRR measures is three-fold: 

1. Foster large-scale adoption of telemedicine solutions (fostering experimentation and development); 

2. Foster cross-pollination of successful experiences/applications and enhance the culture of digital 
health; 

3. Fuel healthcare innovation and technology transfer, to build capabilities in the scientific community 
and create a pipeline of new applications. 

Objective: This investment aims at radically improving the management of patients with chronic conditions 
especially those are over 65 years old, promoting a multilateral approach. In particular, this investment has 
three separate yet complementary objectives following detailed in three different sub-measure: (i) to increase 
the level of home care in Italy to the level provided by the most virtuous European countries, taking care of 
10% of the population over 65 years old (1,509,814 people in 2026). (ii) to support the implementation of a 
new organizational model throughout the country creating Territorial Coordination Centres, in order to 
ensure continuity, accessibility and integration of care. (iii) promoting and financing the development and 
scale up of new telemedicine projects and solutions within regional healthcare systems. The measures 
planned within the investment 1.2 “Home as the first place of care and telemedicine” are in line and will be 
reinforced by the ones promoted and foreseen within the Mission 5 Component 2 Investment 1.1 and 
Investment 1.2. Indeed, the integration of homecare assistance with social ones will ensure the autonomy 
and independence of the persons in their home setting. 
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Investment 1.2.1: Homecare as first point of assistance 
 
Objective: Increase the number of people treated in home care to reach 10% of the population over 65 
(1,509,814 people in 2026). In order to reach the aforementioned objective, it will be necessary to increase 
the number of people treated in home care by 807,970 people over 65 within 2026. Integrated home care 
is a service for people of all ages with one or more chronic diseases or a terminal clinical condition requiring 
continuous and highly specialised professional health and social care. Advanced age is the main risk factor 
for the development of one or more chronic conditions or terminal illnesses that require care at home. 
Therefore, considering the progressive ageing of the population and the increased life expectancy, the 
objective of investment 1.2.1 "Homecare as first point of assistance" has been calculated considering the 
over-65 population, but the intervention of integrated home care is intended for all those who find themselves 
in the clinical conditions that require it. 
Currently, no region in Italy exceeds the threshold of 10% of the over-65 population. However, the Italian 
Regions Emilia Romagna (9.2%), Veneto (8.8%) and Toscana (8.3%) have the best results in term of people 
over-65 in homecare service. The Italian national average is still below the threshold value identified as the 
objective of this intervention and is equal to 5.1% of the over-65 population. 

Implementation: The Italian Ministry of Health also through its permanent government agencies will be 
responsible of the Component as a whole. In relation to the Investments, Regions, directly or through their 
ASL, will be responsible for the execution and management of them; coordinated and negotiated governance 
tools will be applied, such as the Institutional Development Contract (Contratto Istituzionale di Sviluppo), 
with the Italian Ministry of Health as the responsible and implementing Authority and the participation of 
regional Administrations together with the other entities concerned. The negotiated governance tool, such as 
the Institutional Development Contract, will provide about listing all the suitable sites identified for the 
Investments, as well as the obligations that each Italian Region will assume to guarantee the achievement of 
the expected result. In case of breach by some Region the Ministry of Health will proceed to the 
commissioner “ad acta”. With regards to the technology park of the facilities, i.e. all the tools, licences and 
interconnections, preference will be given to aggregate procurement methods. This approach will be able to 
save time and simplify procedures - including authorization procedures - where accompanied by the 
activation of service conferences (“conferenze di servizi”). The Italian Ministry of, as the Responsible 
Administration, Health also through its permanent government agencies, will activate resources and 
procedures to monitor the progress of the investment, as well as the collection of data related to the 
development of the Project in accordance with the laws and regulations in force. Besides, the Italian Regions 
have to necessary achieve the defined annual targets and meet the required annual milestones in order to 
access to the annual “reward” fee of the National Health Fund5. All this will be defined between the Italian 
Government and the Italian Regions with a specific State-Regions Agree and the procedure will be monitored 
by the institutional tables Government-Regions. 
The Institutional Development Contract is the tool ordinarily identified by current national legislation 
(combined provisions of art. 1 and art. 6 of Legislative Decree no. 88 of May 31, 2011, and art. 7 of 
Legislative Decree no. 91 of June 20, 2017, by Law no. 123 of August 3, 2017) to accelerate the 
implementation of strategic projects, functionally connected to each other. 

                                                           
 
5 Law No. 191/2009 art. 2, paragraph 68 and Law Decree No. 95/2012, art. 15, paragraph 24. 
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This tool is specifically aimed at supporting territorial cohesion, development and economic growth of the 
country and accelerate the implementation of interventions of considerable complexity. The Institutional 
Development Contract is particularly useful in those projects having the nature of major projects or 
investments articulated in individual interventions functionally connected to each other, which require an 
integrated approach and the use of European investment structural funds and national funds also included in 
plans and operational programs funded from national and European resources. 
From a functional point of view, the instrument is of a negotiated nature, implying the definition of a 
synallagma between the Contractors, which could be essentially public parties such as the Italian Regions 
but also allowing the intervention of Private Operators in the logic of the Public Private Partnership. The 
Institutional Development Contract consents to establish a unitary leadership and responsibility where the 
realization of a substantial number of interventions is expected with the participation of several 
implementing administrations and with a widespread distribution throughout the national territory. 
The Institutional Development Contract establish for each intervention or category of interventions, the time 
schedule, the responsibilities of the contractors, the evaluation and monitoring criteria and the sanctions for 
any non-compliance. It also defines the conditions of potential partial defunding of interventions or the 
allocation of the relevant resources to another level of government, in compliance with the principle of 
subsidiarity. 
In order to reinforce the tool for guaranteeing the resilience and sustainability of interventions programmed 
for authorization purposes and to compress times, the Institutional Development Contract could include and 
provide for: 

- the activation of Programme Agreements (“Accordi di Programma”) aimed at the necessary urbanistic 
variations as well as simplified Conferences of Services (“Conferenza dei Servizi”) and procedures in 
derogation ex art. 14, paragraphs 1 and 3 of Presidential Decree 380/2001; 

- the centralization, if possible on a regional basis, of tools such as the Framework Agreement (“Accordo 
Quadro”) to activate a package procurement at least for the activities of design, management, validation and 
other technical services that the individual implementing administrations will be able to draw on directly 
without going through further tender procedures; 

- a specific line of just-in-time monitoring aimed at activating mechanisms for timely intervention by the 
Responsible Administration at various levels and through the Contract management bodies and avoiding 
defunding or replacement interventions; 

- a specific Technical Assistance to provide a consultancy service about technical-administrative assistance 
and assessment of economic-financial aspects to the Regions/Autonomous Provinces and/or health 
authorities, hospitals and other administrations involved in the projects in order to ensure the achievement 
of the defined objectives meeting the deadlines. 

Stakeholder involvement: Italian Ministry of Health and other Italian Ministries, Agenas, ISS, Italian 
Regions, local health units (ASL), businesses. 

Target population: This investment mainly targets the over-65 aged population segment, i.e. around 14 
million people in the Country.  

Timeline: For details, please refer to Paragraph 9 and Paragraph 10. 

Assumptions/ risks 

The investment measure presents, among others, the following typologies of obstacles: 
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- administrative ones, such as: the lack of homogeneity at regional level in the implementation of the 
territorial LEAs, especially in the home care sector; fragmentary and ineffective healthcare integration; 
little harmonisation of the existing rules; the number of bodies involved; difficulties in harmonising the 
prevalence of the right to health and the right to data protection. 
 

- organisational ones, such as scarce capacity to involve the different stakeholders involved; insufficient 
number and competence of staff dedicated to the activity; wide heterogeneity from North of Italy to 
South of Italy in terms of organisational models, with an extremely varied involvement of public and 
private bodies; inadequate level of computerisation in some health authorities, both in the administrative 
and care fields, with the consequent impossibility of reporting and analysing the activities carried out 
in a timely manner; absence of the use of domotics for the home care of the disabled; scarce professional 
training for a widespread implementation of techno-assistance on the territory; scarce investments in 
information security and therefore risk of health data violation. 

 

- financial ones, such as: different reporting methods for home care between Italian Regions and between 
healthcare providers; lack of a standard tariff for all Italian Regions; difficulties in using the budget 
method for the implementation of care programmes. 

 
In order to contain the risks listed above, the investment measure will be followed by: 

- simplified tools to favour contextual decisions and the unification of the decision-making and 
preliminary stages of the procedures, as well as the identification of innovative financing methods 
to remunerate services directed to people with chronic and fragile conditions (e.g. health 
budgets). These interventions, together with the identification of measures aimed to facilitate the 
involvement of local authorities and other stakeholders involved, will make it possible to 
overcome administrative obstacles; 
 

- interventions aimed to clarify the regulatory framework of reference in the field of territorial 
assistance. The completion of the reform mission, together with the additional investments 
already provided for by Law Decree No. 34/2020, in accordance with the other interventions 
planned in the area of the digitalisation of the ASL and the strengthening of cyber security, will 
make it possible to overcome organisational obstacles; 

 
- a more precise analysis of the services rendered in home care, thanks to the gradual 

implementation of the actions provided for in the measure, which will also make it possible to 
standardise the methods of financing home care. Moreover, the provision to strengthen central 
coordination in the planning, disbursement and control of funding for the implementation of the 
investment measure will also make it possible, together with training measures, to strengthen the 
budget method as a tool for governing home care services. These interventions, together with the 
identification of new financing tools (e.g. the health budget), will make it possible to overcome 
financial obstacles. 

 

 
Investment 1.2.2: The implementation of a new organizational model: Territorial Coordination Centres 
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Objective: Identify at National level a shared model for the strengthening of primary care overall, in order 
to support healthcare professionals in their clinical practice especially promoting tools that encourage 
telemedicine, telemonitoring and teleconsultations preferring the home care setting. Taking care of the 
patient/citizen is the act of taking in charge of the patient/citizen, assuming responsibility for planning and 
managing the interventions the user needs, taking into account his or her health and socio-sanitary needs and 
preferences. The shared model will be capable of making the most of the new possibilities offered by 
domotics, telemedicine, digitalisation of the system, as well as the new response and analysis capacities 
deriving from Artificial Intelligence and Machine Learning. This activity will result in the approval of 
Guidelines to be published within the National Guidelines System of the Italian National Health Institute 
(ISS), pursuant to Law no. 24/2017. Elements of home automation (domotics), telemedicine and remote 
monitoring will increase the effectiveness of the healthcare intervention as well as social intervention and 
will reduce the risk of institutionalization especially for elderly and fragile patients. This intervention is in 
synergy with Mission 5 Component 2 Investment 1.1 and Investment 1.2. 

The implementation of a national shared model aimed at strengthening primary care sector useful to clinical 
management of patients, even within their home, will be realized throughout artificial intelligence and 
machine learning tools that should be tested in the primary care context. The creation of this model will be 
realized through the implementation in each ASL – Local Health Authority (125) a data interconnection 
system that allows clinical data (also deriving from medical devices, such as, for example, implantable 
devices, i.e. pacemakers) to be available in real time on the cloud. This action will support the 
implementation of innovative clinical management models to assist patients within their home, providing 
both healthcare professionals and patients/caregivers the tools to enhance telemedicine, digitalization as well 
as artificial intelligence and machine learning tools in the comprehensive context of primary care and within 
local health authorities.  

Lastly, the crucial point of this intervention is the introduction of 602 Territorial Coordination Centres 
(“Centrali Operative Territoriali”) (1 for every 100,000 inhabitants) with the function of coordinating and 
linking the various territorial, social-health and hospital health services, as well as the emergency-urgency 
network, in order to ensure continuity, accessibility and integration of care. The Territorial Coordination 
Centres will be equipped with the technological means to ensure the remote control of the devices provided 
to the patients, will support the exchange of information between the health professionals involved in the 
care, will constitute a reference point for caregivers, both for training in self-care and for its implementation, 
and will act as a reference point in the event of further care needs of the patient. In order to carry out their 
informative and educational mission for healthcare professionals, patients and caregivers, Territorial 
Coordination Centres will be supported by the advanced version of “Portal of Transparency”, an informative 
platform developed by Agenas after consolidation and evaluation phases. The principal objectives of this 
platform are to allow citizens with easy access to social and healthcare services, by providing updated 
information on treatments and health facilities, and consequently guide them to an aware choice of health 
treatments and services. Moreover, a health intelligence system will set up, also with the use of artificial 
intelligence, capable of providing guidance to healthcare personnel and citizens, including the management 
of medical emergencies. In order to ensure a regular updating of the information flow from the whole 
Country regional support teams will be implemented. Providing the territorial healthcare assistance so 
Territorial Coordination Centres with artificial intelligence and machine learning tools and connecting them 
with platform that will support the implementation of telemedicine and teleconsultation will decrease the 
number of homecare accesses of healthcare professionals needed per patients without reducing the quality 
of care. 
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Implementation: The Italian Ministry of Health also through its permanent government agencies will be 
responsible of the Component as a whole. In relation to the Investments, Regions, directly or through their 
ASL, will be responsible for the execution and management of them; coordinated and negotiated governance 
tools will be applied, such as the Institutional Development Contract (Contratto Istituzionale di Sviluppo), 
with the Italian Ministry of Health as the responsible and implementing Authority and the participation of 
regional Administrations together with the other entities concerned. The negotiated governance tool, such as 
the Institutional Development Contract, will provide about listing all the suitable sites identified for the 
Investments, as well as the obligations that each Italian Region will assume to guarantee the achievement of 
the expected result. In case of breach by some Region the Ministry of Health will proceed to the 
commissioner “ad acta”. With regards to the technology park of the facilities, i.e. all the tools, licences and 
interconnections, preference will be given to aggregate procurement methods. This approach will be able to 
save time and simplify procedures - including authorization procedures - where accompanied by the 
activation of service conferences (“conferenze di servizi”). The Italian Ministry of Health, as the Responsible 
Administration, also through its permanent government agencies, will activate resources and procedures to 
monitor the progress of the investment, as well as the collection of data related to the development of the 
Project in accordance with the laws and regulations in force. Besides, the Italian Regions have to necessary 
achieve the defined annual targets and meet the required annual milestones in order to access to the annual 
“reward” fee of the National Health Fund6. All this will be defined between the Italian Government and the 
Italian Regions with a specific State-Regions Agree and the procedure will be monitored by the institutional 
tables Government-Regions. 
The Institutional Development Contract is the tool ordinarily identified by current national legislation 
(combined provisions of art. 1 and art. 6 of Legislative Decree no. 88 of May 31, 2011, and art. 7 of 
Legislative Decree no. 91 of June 20, 2017, by Law no. 123 of August 3, 2017) to accelerate the 
implementation of strategic projects, functionally connected to each other. 
This tool is specifically aimed at supporting territorial cohesion, development and economic growth of the 
country and accelerate the implementation of interventions of considerable complexity. The Institutional 
Development Contract is particularly useful in those projects having the nature of major projects or 
investments articulated in individual interventions functionally connected to each other, which require an 
integrated approach and the use of European investment structural funds and national funds also included in 
plans and operational programs funded from national and European resources. 
From a functional point of view, the instrument is of a negotiated nature, implying the definition of a 
synallagma between the Contractors, which could be essentially public parties such as the Regions but also 
allowing the intervention of Private Operators in the logic of the Public Private Partnership. The Institutional 
Development Contract consents to establish a unitary leadership and responsibility where the realization of 
a substantial number of interventions is expected with the participation of several implementing 
administrations and with a widespread distribution throughout the national territory. 
The Institutional Development Contract establish for each intervention or category of interventions, the time 
schedule, the responsibilities of the contractors, the evaluation and monitoring criteria and the sanctions for 
any non-compliance. It also defines the conditions of potential partial defunding of interventions or the 
allocation of the relevant resources to another level of government, in compliance with the principle of 
subsidiarity. 
In order to reinforce the tool for guaranteeing the resilience and sustainability of interventions programmed 
for authorization purposes and to compress times, the Institutional Development Contract could include and 
provide for: 

                                                           
 
6 Law No. 191/2009 art. 2, paragraph 68 and Law Decree No. 95/2012, art. 15, paragraph 24. 
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- the activation of Programme Agreements (“Accordi di Programma”) aimed at the necessary urbanistic 
variations as well as simplified Conferences of Services (“Conferenza dei Servizi”) and procedures in 
derogation ex art. 14, paragraphs 1 and 3 of Presidential Decree 380/2001; 

- the centralization, if possible on a regional basis, of tools such as the Framework Agreement (“Accordo 
Quadro”) to activate a package procurement at least for the activities of design, management, validation and 
other technical services that the individual implementing administrations will be able to draw on directly 
without going through further tender procedures; 

- a specific line of just-in-time monitoring aimed at activating mechanisms for timely intervention by the 
Responsible Administration at various levels and through the Contract management bodies and avoiding 
defunding or replacement interventions; 

- a specific Technical Assistance to provide a consultancy service about technical-administrative assistance 
and assessment of economic-financial aspects to the Regions/Autonomous Provinces and/or health 
authorities, hospitals and other administrations involved in the projects in order to ensure the achievement 
of the defined objectives meeting the deadlines. 

Stakeholder involvement: Italian Ministry of Health and other Italian Ministries, Agenas, ISS, Italian 
Regions, local health units (ASL), businesses. 

Target population: This investment targets whole Italian population, in particular 23 million people with 
simple chronicity present in Italy. 

Timeline: For details, please refer to Paragraph 9 and Paragraph 10. 

Assumptions/ risks 

The investment measure presents, among others, the following typologies of obstacles: 

- administrative ones, such as: the lack of homogeneity at regional level in the implementation of the 
territorial LEAs, especially in the home care sector; fragmentary and ineffective healthcare integration; 
little harmonisation of the existing rules; the number of bodies involved; difficulties in harmonising the 
prevalence of the right to health and the right to data protection. 
 

- organisational ones, such as scarce capacity to involve the different  stakeholders involved; insufficient 
number and competence of staff dedicated to the activity; wide heterogeneity from North of Italy to 
South of Italy in terms of organisational models, with an extremely varied involvement of public and 
private bodies; inadequate level of computerisation in some health authorities, both in the administrative 
and care fields, with the consequent impossibility of reporting and analysing the activities carried out 
in a timely manner; absence of the use of domotics for the home care of the disabled; scarce professional 
training for a widespread implementation of techno-assistance on the territory; scarce investments in 
information security and therefore risk of health data violation. 

 
- financial ones, such as: different reporting methods for home care between Italian Regions and between 

healthcare providers; lack of a standard tariff for all Italian Regions; difficulties in using the budget 
method for the implementation of care programmes. 

In order to contain the risks listed above, the investment measure will be followed by: 

- simplified tools to favour contextual decisions and the unification of the decision-making and 
preliminary stages of the procedures, as well as the identification of innovative financing methods 
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to remunerate services directed to people with chronic and fragile conditions (e.g. health 
budgets). These interventions, together with the identification of measures aimed to facilitate the 
involvement of local authorities and other stakeholders involved, will make it possible to 
overcome administrative obstacles; 
 

- interventions aimed to clarify the regulatory framework of reference in the field of territorial 
assistance. The completion of the reform mission, together with the additional investments 
already provided for by Law Decree No. 34/2020, in accordance with the other interventions 
planned in the area of the digitalisation of the ASL and the strengthening of cyber security, will 
make it possible to overcome organisational obstacles; 

 
- a more precise analysis of the services rendered in home care, thanks to the gradual 

implementation of the actions provided for in the measure, which will also make it possible to 
standardise the methods of financing home care. Moreover, the provision to strengthen central 
coordination in the planning, disbursement and control of funding for the implementation of the 
investment measure will also make it possible, together with training measures, to strengthen the 
budget method as a tool for governing home care services. These interventions, together with the 
identification of new financing tools (e.g. the health budget), will make it possible to overcome 
financial obstacles. 

 
 
Investment 1.2.3: Telemedicine to better support patients with chronic diseases 
 

Objective: The first pillar of the national telemedicine strategy consists in promoting and financing the 
development and scale up of new telemedicine projects and solutions within regional healthcare 
systems, and as such it represents a key (technological) enabler for the implementation of the enhanced 
remote care approach to health, with a particular focus on chronic patients. Of course, such projects will 
have to abide to the National Healthcare System’s guidelines on telemedicine already under development by 
the Ministry of Health. Projects can be focused on any clinical domain and span a broad range of 
functionalities, including for instance: 

- Remote doctor-patient interactions and care delivery, supported as applicable with 
video/audio/instrumental data (such as via wearables); 

- Remote consulting between HCPs around a specific diagnosis; 

- Remote access to diagnostic reports/medical data in general; 

- Remote patient monitoring 

- Other activities and instruments. 

The second pillar foresees the creation of a national platform for telemedicine aimed at screening all tried 
and tested telemedicine projects run by the Italian Regions and other private institutions, giving visibility to 
the best performing ones (Mission 6 Component 2 Investment 1.3). This measure will go a long way in 
fostering cross-pollination of best practices as well as fostering the adoption of successful platforms and 
“vertical” applications/solutions.  
The third pillar entails the financing of ad hoc research initiatives on digital health and care technologies, to 
be potentially developed in synergy with the projects of pillar 1. This pillar is consistent with research 
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initiatives included in Mission 4 and other current or planned initiatives by the Italian Ministry of University 
and Research outside the scope of the NPRR. 
 
 
Implementation: The Ministry of Health also through its permanent government agencies and in 
collaboration with the Ministry for Technological Innovation and the Digital Transition will be responsible 
for the overall management and oversight of the project.  

The initiative will be implemented through a national contest aimed at allocating funding to projects 
proposed by the Italian Regions, where:  

- The Italian Ministry of Health will define upfront priorities for the telemedicine projects financing 
process in accordance with the National Healthcare Strategies; 

- The Italian Regions will participate to the contest, by proposing their projects; 

- The Italian Ministry of Health will allocate the funding as co-financing of the proposals received; 

- The Italian Regions will be in charge of implementing the projects awarded with funding. 
 

The scope of projects admissible for financing will be open to all applications/solutions/use cases across all 
steps of the health journey (consultation, examination, report consultation, patient monitoring, etc.) and 
clinical domains (e.g., cardiac, orthopaedic, etc.). 
However, two pre-conditions to funding will be enforced. 
First, projects shall exhibit a data-driven approach, foreseeing a native integration of telemedicine solutions 
with the national Electronic Health Record: data collected through telemedicine projects will be created as 
digitally native and, where compatible, will automatically populate the Electronic Health Record, which is 
to become the main platform where telemedicine users can obtain patients’ healthcare data, consistent with 
Mission 6 Component 2 Investment 1.3. 

Second, submitted project proposals shall include clear quantitative KPIs (including targets that will allow 
to track impact in the first 12 to 24 months) related to key outcomes for the healthcare system, such as: 

- Simplification of access to the health system (e.g. consultations); 

- Enhancement prevention across medical disciplines; 

- Monitoring improvement (more frequent) for post-acute and chronic diseases; 

- Improvement of healthcare patients’ care quality (e.g. lower hospitalization rates for chronic patients, 
lower waiting times); 

- Also, and where applicable, they shall include forecasts of economic savings for the health system.  

The disbursement of financing instalments shall be conditioned to the fulfilment of these impact monitoring 
KPIs. 

Also, the awarding of funding will privilege those projects/initiatives that: 

- Leverage existing (successful) experiences (ongoing projects, pilots, etc.), to accelerate time to 
impact; 

- Aim to build scalable “telemedicine platforms”, encompassing multiple applications/use cases 
and integrating them with an approach based on: open architecture and open interfaces (for easy 
integration of additional applications), standard off-the-shelf software, limited system integration 
requirement/effort to expand the scope to other applications/solutions; 
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- Ensure open/seamless integration with the Territorial Coordination Centers, to empower the 
Home care strategy (as described in this Component 1 of Mission 6: data collected through 
telemedicine projects, where compatible, will converge to a data platform used by Territorial 
Coordination Centers); 

- Cover multiple Regions in the implementation scope, to favour standardization and with a 
particular eye reducing geographical health delivery gaps.  

Evaluation and monitoring of telemedicine projects should be carried out by international standards, and, 
where possible through Randomized Control Trials (RCTs) in order to improve telemedicine and research 
on digital health in lockstep. 
 

Stakeholder involvement: Italian Ministry of Health and other Italian Ministries, Agenas, ISS, Italian 
Regions, local health units (ASL), businesses. 

Target population: This investment targets whole Italian population, in particular 23 million people with 
simple chronicity present in Italy. 

Timeline: For details, please refer to Paragraph 9 and Paragraph 10. 

Assumptions/ risks 

The investment measure presents, among others, the following typologies of obstacles: (i) Compliance with 
the timing of the tender procedures and the identification of beneficiaries. (ii) Compliance with the timing 
of evaluating the proposals and defining the rankings of the beneficiaries. 

In order to manage the risks mentioned above, the investment will be accompanied by: 

● Preparation of an accurate gantt chart of the activities for each of the phases, and identification of 
the key milestones to ensure a thorough monitoring of the timing of the various procedures, with 
the institution of a “red flag” in the event of a failure in reaching the relevant progress stage. 

● Institution of an internal task force ex ante, that will remodel the programme as a condition for the 
progress of the activities and will support the management over the next steps of the project. 

● Definition within the tender documents of accurate rules and timelines for the different phases of 
the procedure and evaluation. Scrolling ranking. 

 
 
 

Total Cost of Investment 1.2: A total expenditure of €4,000 €/Mln is estimated for the implementation 
of Investment 1.2. For details of the individual items and the calculation methodology please refer to 
paragraph 10. 

Milestones and Targets Investment 1.2: For details see paragraph 9. 

Milestone/Target Description Value Timeline 

Milestone 
intermediate step 

MLS 1 - Approval of the Guidelines containing the digital model for 
the implementation of Home Care  

 

Q2 2022 



 
 

26 
 
 

Agreement approved in State-Region Conference publication on OJ 

Milestone 

MLS 2 - Approval of an Institutional Development Contract (Contratto 
Istituzionale di Sviluppo), with the Italian Ministry of Health as the 
responsible and implementing Authority and the participation of 
regional Administrations together with the other entities concerned for 
Home Care 

Institutional Development Contract 

 
Q2 2022 

Target 
T.1 – At least 800,000 additional  people over 65 treated in home care 

Details on territorial distribution provided – Annex II 
800,000 Q2 2026 

Target 
T.2 – At least 600 Coordination Centres fully operational 

Details on territorial distribution provided – Annex I 
600 Q2 2024 

Milestone MLS.3 - Assign programs/projects on telemedicine as a tool to support 
the management of patients to Regions   Q4 2023 

Target 
T.3: At least 200,000 number of people assisted by exploiting 
telemedicine tools 

 
200,000 Q4 2025 

 

Investment 1.3: Strengthening Intermediate Healthcare and its facilities (Community Hospital). 

Challenges: The adverse effect of the lack of complete implementation and fragmentation of local health 
services, along with the consequent integration between territorial and hospital services, is one of the main 
challenges that the Italian NHS has to face. In particular, the difficulties of citizens in finding answers to 
their health needs locally generate important inefficiencies every year with repercussions also on safety and 
quality of services provided. The not sufficient level of territorial healthcare facilities negatively impacts the 
quality perceived by citizens of the Italian NHS, and can generate stress and a sense of abandonment, 
especially in most vulnerable individuals and people living in disadvantaged areas. 

Objectives: The general objective of the investment is to ensure the creation of Community Hospital.  
Community Hospitals are healthcare facilities for patients who, following an episode of minor acuity or the 
relapse of chronic pathologies, require low-intensity and short-term clinical interventions that can potentially 
be provided at home, but who are admitted to these facilities due to the lack of suitability of the home itself 
(structural and/or family). 
The aforementioned facilities are equipped with 20 beds up to a maximum of 40 beds, as provided for by the 
State-Regions Agreement of 20/02/2020 (Glossary of acts n. 17/CSR). 
In order to implement the provisions of the aforementioned Agreement of 20/02/2020, the following will be 
activated when fully operational Community Hospitals (CMOs) provided by 20 beds per 50,000 inhabitants 
in a uniform manner throughout the Country. 
Considering the healthcare need of the population the priority is to build at least part of the Community 
Hospitals envisaged, it has been decided, in this first phase, to build about 380 facilities, consisting in 7,620 
beds that has to be added to the 1,205 existing beds throughout the Italian Regions. 
These facilities have a crucial function between patients‚ home and hospitalization. This intervention shall 
take place in the context of the general improvement of the primary care system in order to personalize local 
assistance, avoiding, if possible, the distress of a hospitalization, especially for the most vulnerable 
individuals. 
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This temporary hospitalization is intended to reduce hospitalization for people with acute or chronic diseases, 
as it would be dedicated to people who need continuous nursing and medical assistance. Patients may come 
from home or other residential facilities, from the emergency room or discharged from acute care hospitals. 

Furthermore, this will foster the pertinence of hospital services by providing an alternative to improper 
access to the emergency room, especially for those who need health surveillance, but with already defined 
diagnosis. Finally, this will facilitate discharge by providing the family and local services with the time 
necessary to adapt the home environments to the needs that may have emerged, reducing the impact on the 
patients and their family and the income capacity of families. 

Implementation: The Italian Ministry of Health also through its permanent government agencies will be 
responsible of the Component as a whole. In relation to the Investments, Regions, directly or through their 
ASL, will be responsible for the execution and management of them; coordinated and negotiated governance 
tools will be applied, such as the Institutional Development Contract (Contratto Istituzionale di Sviluppo), 
with the Italian Ministry of Health as the responsible and implementing Authority and the participation of 
regional Administrations together with the other entities concerned. The negotiated governance tool, such as 
the Institutional Development Contract, will provide about listing all the suitable sites identified for the 
Investments, as well as the obligations that each Italian Region will assume to guarantee the achievement of 
the expected result. In case of breach by some Region the Ministry of Health will proceed to the 
commissioner “ad acta”. With regards to the technology park of the facilities, i.e. all the tools, licences and 
interconnections, preference will be given to aggregate procurement methods. This approach will be able to 
save time and simplify procedures - including authorization procedures - where accompanied by the 
activation of service conferences (“conferenze di servizi”). The Italian Ministry of Health, as the Responsible 
Administration, also through its permanent government agencies, will activate resources and procedures to 
monitor the progress of the investment, as well as the collection of data related to the development of the 
Project in accordance with the laws and regulations in force. Besides, the Italian Regions have to necessary 
achieve the defined annual targets and meet the required annual milestones in order to access to the annual 
“reward” fee of the National Health Fund7. All this will be defined between the Italian Government and the 
Italian Regions with a specific State-Regions Agree and the procedure will be monitored by the institutional 
tables Government-Regions. 
The Institutional Development Contract is the tool ordinarily identified by current national legislation 
(combined provisions of art. 1 and art. 6 of Legislative Decree no. 88 of May 31, 2011, and art. 7 of 
Legislative Decree no. 91 of June 20, 2017, by Law no. 123 of August 3, 2017) to accelerate the 
implementation of strategic projects, functionally connected to each other. 
This tool is specifically aimed at supporting territorial cohesion, development and economic growth of the 
country and accelerate the implementation of interventions of considerable complexity. The Institutional 
Development Contract is particularly useful in those projects having the nature of major projects or 
investments articulated in individual interventions functionally connected to each other, which require an 
integrated approach and the use of European investment structural funds and national funds also included in 
plans and operational programs funded from national and European resources. 
From a functional point of view, the instrument is of a negotiated nature, implying the definition of a 
synallagma between the Contractors, which could be essentially public parties such as the Regions but also 
allowing the intervention of Private Operators in the logic of the Public Private Partnership. The Institutional 
Development Contract consents to establish a unitary leadership and responsibility where the realization of 

                                                           
 
7 Law No. 191/2009 art. 2, paragraph 68 and Law Decree No. 95/2012, art. 15, paragraph 24. 
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a substantial number of interventions is expected with the participation of several implementing 
administrations and with a widespread distribution throughout the national territory. 
The Institutional Development Contract establish for each intervention or category of interventions, the time 
schedule, the responsibilities of the contractors, the evaluation and monitoring criteria and the sanctions for 
any non-compliance. It also defines the conditions of potential partial defunding of interventions or the 
allocation of the relevant resources to another level of government, in compliance with the principle of 
subsidiarity. 
In order to reinforce the tool for guaranteeing the resilience and sustainability of interventions programmed 
for authorization purposes and to compress times, the Institutional Development Contract could include and 
provide for: 
- the activation of Programme Agreements (“Accordi di Programma”) aimed at the necessary urbanistic 
variations as well as simplified Conferences of Services (“Conferenza dei Servizi”) and procedures in 
derogation ex art. 14, paragraphs 1 and 3 of Presidential Decree 380/2001; 
- the centralization, if possible on a regional basis, of tools such as the Framework Agreement (“Accordo 
Quadro”) to activate a package procurement at least for the activities of design, management, validation and 
other technical services that the individual implementing administrations will be able to draw on directly 
without going through further tender procedures; 
- a specific line of just-in-time monitoring aimed at activating mechanisms for timely intervention by the 
Responsible Administration at various levels and through the Contract management bodies and avoiding 
defunding or replacement interventions; 
- a specific Technical Assistance to provide a consultancy service about technical-administrative assistance 
and assessment of economic-financial aspects to the Regions/Autonomous Provinces and/or health 
authorities, hospitals and other administrations involved in the projects in order to ensure the achievement 
of the defined objectives meeting the deadlines. 

Stakeholder involvement: Italian Ministry of Health and other Italian Ministries, Agenas, ISS, Italian 
Regions, ASL. 

Target population: Entire population. 

Timeline: For details, please refer to Paragraph 9 and Paragraph 10. 

Assumptions/ risks 

The investment measure presents, among others, the following typologies of obstacles: 

- administrative ones, such as: the lack of definition of structural, technological and organisational 
standards of territorial care; the lack of homogeneity in the contractual types of the different health 
professionals; delays in the issuing of the national reference act; 

- organisational ones, such as: poor capacity for coordinating professionals and services; difficulties 
in involving staff with different types of contract; lack of homogeneity at regional level in the 
provision of services; high risk of litigation; 

- financial ones, such as: the scarcity of ad hoc resources earmarked for territorial services; difficulties 
in financing activities that do not have a dedicated budget. 

In order to contain the above-mentioned risks, the investment measure will be followed by 

- simplified tools to favour contextual decisions and the unification of the decision-making and 
preliminary phases of procedures. These interventions, together with the implementation of the reform 
measure, will make it possible to overcome administrative obstacles; 
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- interventions aimed at clarifying the regulatory framework in the area of territorial assistance. The 
completion of the reform measure, together with the additional investments already provided for in 
Law Decree No. 34/2020, will make it possible to overcome organisational obstacles; 

- central coordination in the planning, disbursement and control of funding for the implementation of 
the investment measure. This intervention, together with the identification of new participatory 
planning tools, will make it possible to overcome financial obstacles. 

 

Total Cost of Investment 1.3: A total expenditure of € 1.000 €/Mln is estimated for the construction of 
381 Community Hospitals. For details of individual items and calculation methodology please refer to 
paragraph 10. 

Milestones and Targets Investment 1.3: for details see paragraph 9 

Milestone/Target Description Value Timeline 

Milestone 

MLS 1 - Approval of an Institutional Development Contract 
(Contratto Istituzionale di Sviluppo), with the Italian Ministry of 
Health as the responsible and implementing Authority and the 
participation of regional Administrations together with the other 
entities concerned for Community hospitals 

Institutional Development Contract 

 Q2 2022 

Target  T.1 – At least 380 Community Hospitals   renovated, 
interconnected and technologically equipped – Annex III 380 Q2 2026 

 
 

 

Pillars 

- Social Cohesion: the component focuses on strengthening social cohesion through the reduction of 
inequalities both in terms of access to and quality of the assistance provided, and in terms of the 
healthiness of the environment in relation to the economic dimensions supporting sustainable 
development. The component, in particular, through reform and investment measures intends to: 

o reduce social costs due to medical tourism, as well as improving access to health services 
and participation in prevention initiatives for hard-to-reach population groups; 

o strengthen the synergy in the field of environmental protection in a harmonious manner 
throughout the Country in order to enhance the national overall primary prevention by 
investment of resources on equity base, and by implementing preventive and coordinated 
actions to limit and rehabilitate critical areas. 

- Public health: all measures of the component are aimed at strengthening the equity, effectiveness, 
credibility and resilience of the Italian NHS, also in the face of further health or environmental and 
climatic emergencies. The component, in particular, through reform and investment measures 
intends to: 
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o strengthen primary care and prevention activities by creating a care network of proximity 
territorial services, the core of which are the Community Houses and the strengthening of 
Home Care. These initiatives will make it possible, among other things, to ensure greater 
equity of access to the network of health, as well as to enhance the system's ability to 
modulate interventions on the basis of personal health conditions; 

o tackling environmental risks at their origin, by strengthening primary preventive actions and 
the promotion of healthy choices according to the "One-Health" approach. The creation of 
a network for the protection and promotion of human health with regard to environmental 
and climatic determinants of health and their changes, in particular, will make it possible to 
increase the number of healthy years of the population in correlation with the economic 
dimensions of the territories and their sustainable development as well as to reduce disease 
and related costs for the health sector. 

- Green Transition: the component is based on cooperation with health leadership in all sectors that at 
different levels influence the goal of ensuring healthy, safe and accessible environments according 
to principles of equity and sustainability and therefore substantially supports the win-win 
relationship of green transition policies. The adoption of processes based on biological, chemical 
and physical risk analysis for prevention in health-environment interactions, among others, presides 
over the validation of safety of alternative energies, reuse/recycling of essential resources (such as 
wastewater, sludge and waste) for human uses and in safe waste management. The component will 
also be developed in the green and digital transition and in the other sectors of economic-productive 
development. 

- Digital transition: the component envisages many measures and sub-measures aimed at 
strengthening the digital development of the Italian NHS, the use of high-tech tools for the 
management and analysis of information (e.g., artificial intelligence systems, modelling, learning 
machines, etc.) and innovative tools that facilitate the population's access to health services and to 
know and care about their own health status in a safe and aware manner. 

- The component, in particular, through reform and investment measures intends to 

o closing the gap with other European Countries in terms of the use of internet platforms to 
access and obtain information on health services (Italy is currently below the European 
average in terms of both the use of the internet to access health information (33% of users 
against 51% of the European average for access to health information and 7% have booked 
a health service online against a European average of 13%); 

o developing integrated information systems which, through the use of big data, artificial 
intelligence and other technological tools, make it possible to: support a better development 
of predictive tools for the state of health aligned with the Component 2; facilitate access to 
health services/information; guarantee remote assistance as well as the integration of care. 
The implementation of the above-mentioned systems will make it possible, not only to 
improve the accessibility and quality of the care provided, but also to reduce health 
expenditure, thanks to the reduction in inappropriate healthcare services, in terms of 
hospitalization, drug consumption and other diagnostic services.  

o creating a national environmental and climate monitoring network, through the creation of 
site-specific models and projections, effectively linked to the development of health 
surveillance networks based on predictive approaches of risk analysis (early-warning) and 
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epidemiological analysis, to support the analysis of environmental and climate impacts on 
health, in all phases of development of economic and social sectors. 

- Resilience: the component focuses on improving the resilience of the Italian NHS, especially in the 
event of health emergencies, such as pandemics. 
The component also strengthens the ecological resilience in the face of global environmental change, 
promoting intergenerational equity, reducing high costs and inefficiencies of individual sector 
interventions. The above actions, together with increased organisational coherence, align health 
promotion policies with the goals of the UN 2030 Agenda.  
The component, in particular, through reform and investment measures intends to: 

o implement prevention and monitoring activities on the health status of the population in 
order to make the system more timely in case of further pandemic emergencies; 

o develop primary prevention actions in risk management of emerging infectious diseases and 
pandemic zoonoses.  

Redundant multi-barrier control measures for prevention and response are key resilience elements 
of the new system.  

- Employment: the measures foreseen for the component are functional and synergetic to support the 
operations of sustainable growth from the environmental and health point of view and, consequently, 
to favour the increase of the employment level, both in the green and digital transition and in the 
other economic sectors. In terms of employment, it is also expected to increase training and 
specialisation activities and the recruitment of human resources at central and regional level in the 
NHS as a result of reform-related investments, as well as to decrease the number of working days 
lost due to illness; 

- Growth: the component contributes to the growth of the Country through a profound reorganisation 
of Italian public health services, which will also be accompanied by training actions aimed at 
ensuring that public employees have the right skills to deal with the digital and green transition. The 
component also aims to develop the capacity of the Italian public administration to be a facilitator 
of innovation, especially in the area of access to health services and use of home care. In fact, the 
planned measures will contribute to improving the European Commission's index of digitisation of 
the economy and society, in which Italy ranks 25th out of 28 EU Member States. In addition, the 
planned measures will reduce the administrative and bureaucratic burden on users, professionals and 
NHS’ entities. Finally, the objectives of the measures represent a prerequisite for general growth: 
the design of a new preventive healthcare system capable of fully managing the health-environment-
climate issue is in fact a prerequisite for the health and environmental sustainability of the economic 
and social growth expected in the Country, both in the green and digital transition and in the other 
economic-productive sectors. 

 

 

4. Open strategic autonomy and security issues  

 

5. Cross-border and multi-country projects  

Not Applicable. 
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6. Green dimension of the component  

The component contributes to the development of the green transition by: 

● improving of technological efficiency by enhancing all forms of innovation and optimization of 
production processes; 

● providing a more efficient care service, which reduces the needs for travels to hospitals - which is 
cause to pollution generated by transport means - in favour of a local and home-driven approach; 

● supporting energy efficiency renovation of the infrastructures and equipment; 

● supporting risk prevention models and the management of both climate and non-climate related 
natural risks or risks linked to human activities, such as pandemic crisis. 

 

7. Digital dimension of the component 

The component generally contributes to the development of the digital transition by: 

● strengthening of digital capabilities and implementing of advanced technologies in hospitals, 
consistent with the Italian Integrated National Plan for Energy and Climate; 

● fostering a deep technological evolution of communication and data transmission systems from 
territorial units to hospital or territorial competent structures with large benefits on the 
appropriateness of the health services provided; 

● strengthening the digitization of care by promoting the diffusion of care devices in connection with 
each other, especially for professionals and disadvantaged people in the field of telemedicine; 

● redefining operational methodologies within the Italian NHS using digital technologies ensuring 
monitoring and remote assistance, integrating research activities with care activities.  

Specifically, the investments address the following elements: 

● Home as the place of first care using a multilateral approach: it sustains the development of the 
digital transition by involving investments in the implementation of telemedicine and the 
development of an artificial intelligence model aim at streamlining the communication systems 
between the various parties involved, thus allowing simplification of existing information flows, and 
providing a contribution to operators in the provision of care and assistance and to decision makers 
in the governance and planning of services. The interventions provided in this investment will enable 
patients to receive the necessary treatments in a timely manner and ensuring high quality of care. 
With respect to the green transition, the project will allow to keep patients at home, limiting their 
transfers of those of their families. In addition, transfers of caregivers will also be limited to cases 
of necessity. Better home care optimizes the consumption of drugs and disposable medical devices, 
through increasingly personalized and flexible plans. 

. 
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Impact on green and digital transition. 

Table 2 on Green and Digital Impact 

 

8. Do no significant harm see excel file 

 

9. Milestones, targets and timeline 
Milestone Target 2021 2022 2023 2024 2025 2026 

Milestone 1: Entry into force of the 
secondary legislation (Ministerial Decree) 
envisaging the reform of the organization of 
healthcare 

   Q2         

 

Investment 1.1 
Milestone Target 2021 2022 2023 2024 2025 2026 

Approval of an Institutional Development 
Contract (Contratto Istituzionale di Sviluppo), 
with the Italian Ministry of Health as the 
responsible and implementing Authority and 
the participation of regional Administrations 
together with the other entities concerned for 
Community health houses 

    Q2         

  

Target 1: At least 
1,250 Community 
Health Houses 
renovated and 
technologically 
equipped 

          Q2 

 

Investment 1.2  
Milestone Target 2021 2022 2023 2024 2025 2026 

Milestone 1: Approval of the Guidelines 
containing the digital model for the 
implementation of Home Care – publication 
on OJ 

   Q2        
  

 Milestone 2: Approval of an Institutional 
Development Contract (Contratto 
Istituzionale di Sviluppo), with the Italian 
Ministry of Health as the responsible and 
implementing Authority and the 
participation of regional Administrations 
together with the other entities concerned for 
Home Care 

  

  Q2       
  

  

Target 1: At least 
800,000 additional 
people over 65 to be 
treated in home care  

          Q2 



 
 

34 
 
 

  

Target 2: At least 600 
Coordination Centres 
fully operational       Q2   

Milestone 3 – Assign programs/projects on 
telemedicine as a tool to support the 
management of patients to Regions 

 
  Q4    

 

Target 2: At least 
200,000 number of 
people assisted by 
exploiting 
telemedicine tools 

    Q4  

Investment 1.3 
Milestone Target 2021 2022 2023 2024 2025 2026 

MLS 1: Approval of an Institutional 
Development Contract (Contratto 
Istituzionale di Sviluppo), with the 
Italian Ministry of Health as the 
responsible and implementing Authority 
and the participation of regional 
Administrations together with the other 
entities concerned for Community 
hospitals 

    Q2         

  

T.1 – At least 380 
Community Hospitals 
renovated, 
interconnected and 
technologically 
equipped 

          Q2 

 
 

10. Financing and costs 

Investment 1.1 - Community Health House to improve territorial health assistance 

 
Cost item Unit Cost (Euro) Nr Total 

Item A – Operational support  -   -  261,504 € 

Item B - Structural costs 1,280,000 1,288 1,648,640,000 € 
Item C - Costs of interconnection and technological 
plants 272,592 1,288 351,098,496 € 

Total     2,000,000,000 € 

Methodology 

Community Health Houses to be activated: 1,288 (60,244,639 Italian population ISTAT 01/01/2020 /46.774 
inhab. national minimum standards) at a cost of 1,648,640 € of which (1,280,000 X 1,288) € cost of structures 
+ (272 592 x 1,288) € cost of technology. 

The cost for each Community Health House is calculated taking into account the structural cost (item B), the 
cost of interconnection and technological plants (item C) the structure should be equipped with. 

Item A: operational support to implement the measures 
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To carry out specialized support the implementation of interventions, it is planned to use 2 middle profiles 
(daily rate € 300) X 190 days, coordinated by 1 project manager (daily rate 500 €) X 87 days and 1 senior 
(daily rate 400 €) X 90 days of coordination with the central level. To this amount it is added the 
compensation of the cost relating to the social security charges to be borne by the commissioning party and 
VAT + 35%. 

A total expenditure of 261,504 € is estimated for the operational support to carry out 1,288 Community 
Health Houses.  

Item B: structural costs 

Cost structures for Community House: € 1,280 000 

In the absence of a dedicated information flow, it is estimated 100% of structures built ex novo with a floor 
area of 800 sqm, in compliance with the current estimations related to DPR 14/01/1997. 1,280 000 € for 
Community Health House = 800 sqm (14/01/1997 DPR) X 1,600 € (unit cost per square meter for 
construction, Resolution 09.03.2018, n. 4/2018 / G of the Court of Auditors) 

A total expenditure of 1,648,640,000 € is estimated to carry out 1,288 Community Health Houses. 

Item C:  Costs of interconnection and technological plants  

Technology Fee for Community Health House € 272,592 of which: 

192,000.00 €: technological component equal to 15% (Section C.4 of the document entitled "Methods and 
procedures for the activation of investment programs in health care through the program agreements, referred 
to in Article 5 bis of Legislative Decree. December 30, 1992, n. 502 and subsequent amendments and 
program framework agreements art. 2 of law 662/1996 approved in the State-Regions Conference of 28 
February 2008) of the investment cost to activate the Community Houses.  

€ 80,592.00 for interconnection with health professionals working in the area: 

€ 60 260.00 purchase technical package (€ 2,620 X 23 TP). Base CONSIP 2012 X 11 TP for Community 
House + 1 TP per 10 MMG + 1 TP per 2 PLS as affiliation) 

4,945.00 € per unit cost of € 215 for installation and start-up of base CONSIP 2012 X 23 TP estimated 

6,187.00 € per unit cost of € 269 for migrating data based CONSIP 2012 X 23 TP estimated 

€ 9,200.00 per unit cost of € 400 for training use of the estimated 23 TP 

Taking into consideration previous experiences, a total expenditure of 351,098,496 € is estimated for the 
technological part of 1,288 Community Health Houses. 

A total expenditure of 2,000,000 000 € is estimated to carry out 1,288 Community Health Houses. 

Regarding operating costs and their sustainability, please refer to Appendix 1. 
 

Investment 1.2 - Home as the first place of care and telemedicine 
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Cost item Unit Cost 
(Euro) Nr Total (Euro) 

Item A: Costs of patients taken in charge  807,970 2,720,000,000 € 

Item B: ASL Interconnection and Territorial Coordination 
Centres 465,116 € 602 280,000,000 € 

Item C: Telemedicine interregional projects   1,000,000,000 € 

Total    4,000,000,000 € 

Methodology 

The cost estimate relating to “Home as the first place of care and telemedicine” and the related sub-measure 
consists of costs of patients taken in charge (item A), interventions relating to Territorial Coordination 
Centres and ASL Interconnection (item B), Telemedicine interregional projects (item C). 

Item A: Costs for patients taken in charge  
It is estimated that are treated in home care a total of 807,970 people >65 years of age, that are the additional 
number to reach 10% of the population over 65 in 2026. The average cost is € 1,980.25 per person (calculated 
using the cost of the number of patients taken over in home care during the last year of intervention). A total 
expenditure of 2,720,000,000 € is estimated for patients taken in charge. This objective is aligned with the 
international and national best practices evidence, in particular at national level Emilia Romagna, Veneto 
and Toscana Regions represent the benchmark. The experience of these three Regions shows that the 
population assisted in home care is divided in the four levels of intensity of care according to the following 
percentages, that result from the mean value of both: 60% in basic home care, 20% in first-level home care, 
10% in second-level home care, 4% in third-level home care and 6% in home palliative care. The average 
cost has been estimated taking into account the willingness to take charge in the last year: 

o 484.782 people in basic home care with 1 access per month (5.817.385 accesses/year) at an average 
cost of € 18 per access; 

o 161.594 people in first-level home care with 3 accesses per month (5.817.386 accesses/year) of 
which 16% of general practitioners at a cost of € 18.9 each and 84% from other operators at a cost 
of € 37.50 per access; 

o 80.797 people in second-level home care with 7 accesses per month (6,786,949 accesses/year) of 
which 13% of general practitioners at € 18.9 per access and 87% of other operators at an average 
cost of € 56.25 per access; 

o 32.319 people in third-level home care with 12 accesses per month (4.653.908 accesses/year) of 
which 11% of general practitioners at € 18.9 per access and 89% of other operators at the average 
cost of 75 € per access; 

o 48.478 people in home palliative care with 15 accesses per month (8,726,077 accesses/year) of 
which 10% of general practitioners at € 18.9 per access and 90% of other operators at an average 
cost of € 75. 

For the identification of access rates, consideration was given to DGR no. 1661/2018 of the Emilia 
Romagna Region and the National Collective Agreement of General Medicine and Free Choice 
Paediatricians (discipline of relations with General Practitioners pursuant to Article 8 of Legislative 
Decree no. 502 of 1992 and subsequent amendments and additions - 29 March 2018). 
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Item B: Territorial Coordination Centres and ASLs Interconnection 

602 centres: in the absence of a flow of information, it is conventionally considered one coordination center 
for about 60.244.639/100,000 inhab. 

Cost of Territorial Coordination Centers to renovate existing buildings: € 90,300,000 € = 602 X 1,000 central 
€ (Health Commission of the State-Regions Conference for the new construction/expansion of hospitals were 
used, and referred to Deliberation no. 4/2018/G of 9 March 2018 of Corte dei Conti - Sezione Centrale di 
Controllo sulla Gestione delle Amministrazioni dello Stato su “L’attuazione del Programma Straordinario 
per la Ristrutturazione Edilizia e l’ammodernamento tecnologico del Patrimonio Sanitario”) X 150 sqm 
(D.Lgs 81/2008, Rapporto ISS Covid-19 n.5/2020 Rev.2 ) for a total expenditure of 150,000 €. 

Carrying out the interconnection tool in the ASLs 42,642,875 € = 341,143 x 125 ASLs 

A cost of € 341,143 has been estimated for each ASL for the purchase of software, hardware, migration and 
data interconnection, as well as for staff training.  

31,897,574 €   = 257,238,5 € (unit cost of software development, CONSIP 2012) for 125 ASLs.  

2,405,600 € = 19,400 € (unit cost of installation and launch, CONSIP 2012) per 125 ASLs. 

3,187,420 = 25,705 € (data migration unit cost, CONSIP 2012) per 125 ASLs. 

4,811,200 € = 38,800 € (training unit cost) for 125 ASLs. 

Data Source. CONSIP - Procurement in open procedure under Law No. 163/2006, for the acquisition of 
software licenses and services for CRM solution, homes and Asset Management Department of General 
Administration, Personnel and Services of the Ministry of Economy and Finance - ID 1213 - Economic Offer 
- Part B. 

Technological equipment for the implementation of 602 Territorial Coordination Centers and the 
enhancement of the primary healthcare sector to promote homecare as first point of assistance for citizens, 
are divided as follows: 

Technology Cost: € 13,545,000 = 22,500 X 602 technological component equal to 15% (Accordo Stato-
Regioni del 28 febbraio 2008 - art. 10 sulle modalità e procedure per l'attivazione degli investimenti in 
programmi sanitari attraverso gli Accordi di Programma, di cui all’articolo 5 bis del D.Lgs. n. 502/1992) of 
the investment cost to activate the Territorial Coordination Centres. 
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Piloting artificial intelligence and machine learning tools in the primary care context among a sample of 
national citizens (1 millions of Italians citizens) for a total expenditure of 50.000.000 € (10,000,000 € per 
year). 

Consolidation and evolution of the “Portal of Trasparency”, the informative platform developed by Agenas 
for a total expenditure of 25,482,412 €. 

Purchase device for the operators and patients at the average cost of 2215 € each (44 for each center) for a 
total expenditure of 58,029,713 € (Special contract specifications. Open procedure for the entrusting of the 
Service of home care and supplies support for users of the A.S.L. Benevento, 2019). 

A total expenditure of 280,000,000 € is estimated for the technological and interconnection equipment of 
602 Coordination Centers. 

 

Item C: Telemedicine interregional projects 

A total expenditure of 1,000,000,000 € is estimated for the implementation of telemedicine for interregional 
project to better support patients with chronic diseases and the procedures needed to competition of 
preliminary activity for the definition of the tender procedure and the evaluation of PoC projects (Proof of 
Concept). 

Emanation of one voucher for Projects through a two-year public tender procedure for a total expenditure of 
50,000,000 €. Similar public tender procedure for PoC Projects - Ministry of Health. 

The amount and distribution of the individual projects is being defined on the basis of dialogue with the 
relevant stakeholders. 

Regarding operating costs and their sustainability, more details are available in Appendix 1. 

 

 

 

Investment 1.3 - Strengthening of Intermediate healthcare and its facilities (“Community hospital”) 
 

Cost item Unit Cost Unit Total 

Item A: Operational support       1,018,000 € 

Item B: Structural cost  2,280,000 € 381 868,680,000 € 

Item C: Structural technological costs 342,000 € 381 130,302,000 € 

Total   1,000,000,000 € 
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Methodology 

Community Hospitals to be activated: 381 (60,244,639 Italian population ISTAT 01/01/2020 / 158,122 
inhab. estimated) for a cost of 868,680,000 € of which (2,280,000 X 381) for cost of structures + 130,302,000 
€ (342,000 x 381) € for cost of technology. 

The realization of 381 Community Hospitals has been calculated, as a precautionary measure, ex-novo 
considering that, to date, in Italy there is no specific information flow at the national level to define and 
identify any structures available or suitable for upgrading. 

For the calculation of the investment for the construction of 381 Community Hospitals, the parametric costs 
developed by the Health Commission of the State-Regions Conference for the new construction/expansion 
of hospitals were used, and referred to Deliberation no. 4/2018/G of 9 March 2018 of Corte dei Conti - 
Sezione Centrale di Controllo sulla Gestione delle Amministrazioni dello Stato su “L’attuazione del 
Programma Straordinario per la Ristrutturazione Edilizia e l’ammodernamento tecnologico del Patrimonio 
Sanitario”. 

The cost of Community Hospital is calculated according to the structural cost (item B) and structural 
technological cost (item C). 

 

Item A: Operational support to implementation of interventions 

To carry out specialized support to implementation of interventions, it is planned to use 11 middle profiles 
(daily rate € 300) X 2 123 total days, coordinated by 1 project manager (daily rate 500 €) X 87 days and 2 
seniors (daily rate 400 €) X 180 overall days of connection with the central level. 

The compensation of the cost relating to the social security taxes to be borne by the commissioning parties 
and VAT + 35% is added to this amount. 

Taking into consideration previous experiences, a total expenditure of € 1,018,000 is estimated for the 
operational support for the realization of 381 Community Hospitals. 

Item B and Item C: Structural and Structural Technological Cost 

Construction cost (structural and technological): The implementation cost of a Community Hospital is given 
by the sum of the cost for technological installations (structural cost) and the cost for technologies. With 
specific reference to the first cost item, it has been considered an endowment of 20 beds per community 
hospital and a surface area per bed of 57 square metres. In order to calculate the surface area per bed, a 
structure consisting of the following areas was hypothesised: entrance hall, visitors' waiting area, rooms with 
bathrooms for 2 to 4 beds, living/dining area, outpatient department, staff workroom, staff changing room, 
clean and dirty stores, recovery and corpse observation room, rehabilitation room, connectives, toilets, 
equipment and other general services. For the economic valorisation of the investment, the reference cost 
per square metre of the above-mentioned resolution of the Corte dei Conti was considered, increased by 
4.5% to take into account any adjustment of the costs of goods and services to changes in inflation and VAT. 
Consequently, the final cost considered is 2.300€/smq of which 15% is allocated for technologies. (Accordo 
Stato-Regioni del 28 febbraio 2008 - art. 10 sulle modalità e procedure per l'attivazione degli investimenti 
in programmi sanitari attraverso gli Accordi di Programma, di cui all’articolo 5 bis del D.Lgs. n. 502/1992) 
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Unit cost of realization of a Community Hospital (CH) 
No. beds per CH 20 beds 

Surface area per beds 57 sqm 
Surface area per CH 1.140 sqm 

Reference cost per sqm 2.300€ 

Total cost per per CH 2.622.000€ (of which 15% for 
technologies, i.e. 342.000€) 

 

Considering the need to activate 381 Community Hospitals, in order to make 7,620 additional beds 
operational on the territory compared to the current 1,205, the total investment amounts to € 998,982,000. 

 
Implementation of measure 1.3 Development of intermediate care 

Item Cost Unit Unit cost Total cost 
Implementation 381 2.280.000 € 868.680.000 € 
Technologies 381 342.000 € 130.302.000 € 

Total Intervention  2.622.000 € 998.982.000 € 
Art. 6 RRF   1.018.000 € 

Total   1.000.000.000 € 
 

The Community Hospitals will become fully operational as of 2027, therefore the estimate of the annual 
personnel costs for each Community Hospital, amounting to € 628,000, was calculated considering the hiring 
of a certain number of professional figures. From 2027 the costs for the staff of the Community Hospital 
will be borne by the National Health Fund. Regarding operating costs and their sustainability, more details 
are available in Appendix 1. 

11. Loan request justification (if applicable) 
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Appendix 1 UPDATED    
 
 
Personnel cost and sustainability plan aimed at financing the activities "Strengthening health care 
and the territorial health network" relating to M6C1 
 
Personnel cost 

Investment 1.1: “Community Health House to improve territorial health assistance” 
 

The Community Health Houses are physical health structures, promoters of an integrated and 
multidisciplinary model of intervention, as well as privileged locations for planning interventions of social 
and health integration. The headquarters of the Community House must be visible and easily accessible to 
the community of reference because it is the place where the citizen can find an adequate response to various 
health or social-health needs. 
In these facilities, in order to be able to provide all basic health services, General Practitioner (Medici di 
Medicina Generale) and Free Choice Paediatricians (Pediatri di Libera Scelta) work in teams, in 
collaboration with family or community nurses, outpatient specialists and other health professionals such as 
speech therapists, physiotherapists, dieticians, rehabilitation technicians and others. Social workers may also 
be present in order to coordinate with the municipal social services. The professional figures who will work 
in the Community Houses are professionals who today already work in the territorial care in private practices, 
such as general practitioners and freely-chosen paediatricians, or in public practices, such as outpatient 
specialists, or within the different services of the district, such as nurses. The key figure in the Community 
House will be the family nurse, who, thanks to his or her specialist knowledge and skills in the area of 
primary care and public health, becomes the professional responsible for nursing processes in the family and 
community. The figure of the family or community nurse, already introduced by Law Decree no. 34/2020, 
art. 1 c. 5, finds the most appropriate setting to carry out its function in the establishment of Community 
Houses. These professional figures will be implemented when the Community Houses become fully 
operational. 
 
Assuming a standard reference catchment area of between 15,000 and 25,000 inhabitants for each 
Community Health House, based on the estimated activity flows and indications from national and 
international evidence (National Collective Agreement for General Medicine and Paediatrics of Free Choice 
2018; Law November 8, 2012 n.189; Decree Law No. 34/2020; Report OECD Health at a Glance 2019), it 
is expected to employ the professional figures as in the table 1 below. It should be noted that the estimate of 
personnel costs relates to the 1,288 Community Health House which are expected to be built. 
 
 
Table 1. Personnel cost in the Community Health House  
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Investment 1.2: “Home as the first place of care and telemedicine” 
  
The objective of the whole sub-measure is to radically improve the management of patients with chronic 
conditions especially those are over 65 years old promoting a multilateral approach.  
 
 The reinforcement measure described will also be accompanied by measures such as: 

- create in each ASL – Local Health Authority (125) a data interconnection system that allows clinical 
data (also deriving from medical devices, such as, for example, implantable devices, i.e. pacemakers) 
to be available in real time on the cloud. This action will support the implementation of innovative 
clinical management models to assist patients within their home, providing both healthcare 
professionals and patients/caregivers the tools to enhance telemedicine, digitalization as well as 
artificial intelligence and machine learning tools in the comprehensive context of primary care and 
within Local Health Authorities; 

- creating 602 Territorial Coordination Centres (“Centrali Operative Territoriali”) (1 for every 100,000 
inhabitants) with the function of coordinating and linking the various territorial, social-health and 
hospital health services, as well as the emergency-urgency network, in order to ensure continuity, 
accessibility and integration of care. The Territorial Coordination Centres will be equipped with the 
technological means to ensure the remote control of the devices provided to the patients, will support 
the exchange of information between the health professionals involved in the care, will constitute a 
reference point for caregivers, both for training in self-care and for its implementation, and will act as 
a reference point in the event of further care needs of the patient. In order to carry out their informative 
and educational mission for healthcare professionals, patients and caregivers, Territorial Coordination 
Centres will be supported by the advanced version of “Portal of Transparency”, an informative platform 
developed by Agenas after consolidation and evaluation phases. The principal objectives of this 
platform are to allow citizens with easy access to social and healthcare services, by providing updated 
information on treatments and health facilities, and consequently guide them to an aware choice of 
health treatments and services. Moreover, a health intelligence system will be set up, also with the use 
of artificial intelligence, capable of providing guidance to healthcare personnel and citizens, including 
the management of medical emergencies. In order to ensure a regular updating of the information flow 
from the whole Country a regional support teams will be implemented. Providing the territorial 
healthcare assistance so Territorial Coordination Centres with artificial intelligence and machine 
learning tools and connecting them with platform that will support the implementation of telemedicine 
and teleconsultation will decrease the number of homecare accesses of healthcare professionals needed 
per patients without reducing the quality of care.  

Personnel description Personnel number 
per facility

Unit cost increase Total personnel 
number

Additional Cost Financing source

Administrative 5 -  €                    6.440                   -  €                              

General Practitioner 10 -  €                    12.880                 -  €                              

6 -  €                    7.728                   -  €                              

2 40.000 €               2.363                   94.500.000 €                  D.L. n. 34/2020 art. 1 c.5

94.500.000 €                  

Community Nurse

 No additional burden on National Health 
Service because of resulting from a staff 
reorganisation in the area of primary care 

Total

Personnel cost of Community Health House
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Assuming a standard reference catchment area of 1 Territorial Coordination Centres for every 100,000 
inhabitants, based on the estimation of activity flows and indications from regional experiences (Regione 
Veneto, DGR 2271/2013), it is expected to employ the professional figures as in the table 2 below. It should 
be noted that the estimate of personnel costs relates to the 602 Territorial Coordination Centres which are 
expected to be built. 
  
Table 2. Personnel costs for Territorial Coordination Centres 
 

 
 

 
The objective of the sub-measure 1.2.1 “Homecare as first point of assistance” is to increase the level of 
home care in Italy to the level provided by the most virtuous European countries, taking care of 10% of the 
population over 65 years old (estimated to 1,509,814 people in 2026). In order to reach the aforementioned 
objective, it will be necessary to increase the number of people treated in home care by 807.970 people over 
65. 
 
In particular, the experiences of the Emilia Romagna, Veneto and Tuscany Regions have been taken as a 
reference for the estimation of costs and for the estimation of the number of assisted persons to take charge 
of the different levels of assistance intensity. The experience of these three Italian Regions show that the 
population assisted in home care is divided in the four levels of intensity of care according to the following 
percentages, that result from the mean value of both: 60% in basic home care, 20% in first-level home care, 
10% in second-level home care, 4% in third-level home care and 6% in home palliative care.  
 
In view of the above breakdown of services and the need to take charge of 807,970 persons over 65 years of 
age per year, the average cost has been calculated in the manner indicated below, assuming it equal to access 
tariffs defined by DGR no. 1661/2018 of the Emilia Romagna Region and the National Collective Agreement 
of General Medicine and Free Choice Pediatricians (discipline of relations with General Practitioners 
pursuant to Article 8 of Legislative Decree no. 502 of 1992 and subsequent amendments and additions - 29 
March 2018). 
 

o It is planned to take charge, in the last year, 484,782 people in basic home care with 1 access per 
month (5,817,385 accesses/year) at an average cost of € 18 per access; 

o It is planned to take charge, in the last year, 161,594 people in first-level home care with 3 accesses 
per month (5,817,386 accesses/year) of which 16% of general practitioners at a cost of € 18.9 each 
and 84% from other operators at a cost of € 37.50 per access; 

Personnel description
Personnel number 

per facility Unit cost increase
Total personnel 

number Additional cost Financing source

Community nurse 5 40.000 €                3.010                       120.400.000 €              

Coordinator 1 50.000 €                602                          30.100.000 €                

150.500.000 €              

 D.L. n. 34/2020 art. 1 c. 5 

Total

Personnel costs for Territorial Coordination Centres 
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o It is planned to take charge, in the last year, 80,797 people in second-level home care with 7 accesses 
per month (6,786,949 accesses/year) of which 13% of general practitioners at € 18.9 per access and 
87% of other operators at an average cost of € 56.25 per access; 

o It is planned to take charge, in the last year, 32,319 people in third-level home care with 12 accesses 
per month (4,653,908 accesses/year) of which 11% of general practitioners at € 18.9 per access and 
89% of other operators at the average cost of 75 € per access; 

o It is planned to take charge, in the last year, 48,478 people in home palliative care with 15 accesses 
per month (8,726,077 accesses/year) of which 10% of general practitioners at € 18.9 per access and 
90% of other operators at an average cost of € 75. 

 

Table 3. Costs of homecare 

 

 
 
 

Investment 1.3 “Strengthening of Intermediate healthcare and its facilities (“Community hospital”)” 
 
Community Hospitals are healthcare facilities for patients who, following an episode of minor acuity or the 
relapse of chronic pathologies, require low-intensity and short-term clinical interventions that can potentially 
be provided at home, but who are admitted to these facilities due to the lack of suitability of the home itself 
(structural and/or family). 
The aforementioned facilities are equipped with 20 beds up to a maximum of 40 beds, as provided for by the 
State-Regions Agreement of 20/02/2020 (Glossary of acts n. 17/CSR). 
In order to implement the provisions of the aforementioned Agreement of 20/02/2020, the following will be 
activated when fully operational Community Hospitals (CMOs) provided by 20 beds per 50,000 inhabitants 
in a uniform manner throughout the Country. 
These facilities have a crucial function between patients‚ home and hospitalization. This intervention shall 
take place in the context of the general improvement of the primary care system in order to personalize local 
assistance, avoiding, if possible, the hospitalization, especially for the most vulnerable individuals. 
This temporary hospitalization is intended to reduce hospitalization for people with acute or chronic diseases, 
as it would be dedicated to people who need continuous nursing and medical assistance. Patients may come 
from home or other residential facilities, from the emergency room or discharged from acute care hospitals. 

Home care
Levels of assistance intensity

Additional number of 
assisted persons

Cost of additional 
accesses

Basic 484.782                           104.712.925 €                  

First level 161.594                           204.343.403 €                  

Second level 80.797                             353.655.358 €                  

Third level 32.319                             325.504.494 €                  

Home palliative care 48.478                             611.763.186 €                  

1.599.979.366 €                Total 

Cost to achieve the goal of treating 10% of the population over 65 in home care in 
2026
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Furthermore, this will foster the pertinence of hospital services by providing an alternative to improper 
access to the emergency room, especially for those who need health surveillance, but with already defined 
diagnosis. Finally, this will facilitate discharge by providing the family and local services with the time 
necessary to adapt the home environments to the needs that may have emerged, reducing the impact on the 
patients and their family and the income capacity of families. 
 
Assuming a standard reference catchment area of 20 beds per 50,000 inhabitants, for each Community 
Hospital, based on national legislation and indications from regional evidence (State-Regions Agreement of 
20/02/2020; Veneto Region DGR 2718/2012), it is expected to employ the professional figures as in the 
table 4 below. It should be noted that the estimate of personnel costs relates to the 381 Community Hospital 
which are expected to be built. 
 
Table 4. Personnel costs for Community Hospital 
 

 
 
The table 5 summarises the costs for the three measures described with the related sources of funding that 
are expected to be used from 2027. More details on the source are given in "Sustainability Plan". 
 
Tabella Modificata sulla denominazione investimento 1.2 
 

 
 
 
 
 

Personnel description
Personnel number per 

facility Unit cost increase
Total personnel 

number Additional cost Financing source

Medical doctor 4,5 hours/die per 6 days 88.000 €                  534.924 hours/year 33.528.000 €                

Nurse 9 40.000 €                  3.429                       137.160.000 €              

Social and health worker 6 30.000 €                  2.286                       68.580.000 €                

239.268.000 €               

 The necessary resources will be found 
as detailed in the Sustainability Plan. 

Total

Personnel costs for Community Hospital

Investment Cost/Year Expected 
coverage/Year Financing source

Investment 1.1: “Community Health House to 
improve territorial health assistance” 94.500.000 €                94.500.000 €                D.L. n. 34/2020 art. 1 c. 5 

265.028.624 €              D.L. n. 34/2020 art. 1 c. 4 

235.000.000 €              D.L. n. 34/2020 art. 1 c. 5 

1.099.950.742 €           Sustenability Plan 

Investment 1.2: “Home as the first place of 
care and telemedicine” - Territorial 
Coordination Centres

150.500.000 €               150.500.000 €              D.L. n. 34/2020 art. 1 c. 5 

Investment 1.3: “Strengthening of Intermediate 
healthcare and its facilities (“Community 
hospital”)”

239.268.000 €               239.268.000 €              Sustenability Plan 

Investment 1.2: “Home as the first place of 
care and telemedicine” - Homecare 1.599.979.366 €            
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Personal availability forecast - General Practitioners (GPs)  

Number of GPs 01/01/2020 42.009 

GPs trained from 2018 to 2023 and available in 2027 11.308 

Estimated retirements of GPs from 2020 to 2026 18.000 

GPs needs - optimal ratio  
(1 GP per 1.500 inh. >14 years old) 34.609 

Number of GPs in 2027 35.317 

 

On the basis of the data collected by SISAC - Interregional structure of contracted healthcare, in Italy as of 
01/01/2020 there are 42,009 General Practitioners (GPs). 

Considering the need to guarantee 1 GP for every person aged over 14 years, 34,609 doctors have been 
foreseen on the basis of the ceiling foreseen by the National Collective Agreement in force (1 GP for every 
1,500 inhabitant > 14 years of age). The population under 14 years of age has been excluded from the 
calculation of the requirement, since it is served by a dedicated specialist figure (Paediatrician of Choice).  

In order to satisfy the estimated need in 2027, equal to 35,317 GPs, the number of GPs in activity in that 
year was considered on the basis of the estimated retirements, as well as the additional availability deriving 
from the planned training plans.  

The estimate of retirements was calculated on the basis of the data processed by the Italian Federation of 
GPs (FIMMG) on the trend of retirements expected from 2018 to 2028 equal to about 33,392 units, 
considering in this analysis an average of about 3,000 retirements per year (from 2020 to 2026).  

With regard to post-graduate training for GPs, the number of scholarships planned for the different three-
year periods from 2018-2021 to 2023-2026 was taken into account, for a total of 8,608 scholarships. To this 
figure was also added the availability of additional GPs resulting from investment 2.3 of M6C2, which 
provides for an increase of 2,700 in the period 2021-2023, for a total of 11,308 scholarships. 

Finally, is not expected that there will be a lack of GPs in 2027 and following years. 

 

Personal availability forecast – Nurses 
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Number of Nurses 01/01/2020 
332.292  
(5,6 nurses per 1,000 
inhabitants) 

Nurses trained from 2018 to 2023 and available in 2027 96.078 

Estimated retirements of Nurses from 2020 to 2026 26.018 

Nurses needs - optimal ratio  
(OCSE mean value is 8,8 nurses per 1,000 inhabitants) 524.845 

Number of Nurses in 2027 
402.352 
(6,7 nurses per 1,000 
inhabitants) 

 

 

On the basis of the data collected by Ministry of Economy and Finance in Italy relatively to year 2019 as of 
01/01/2020 there are 332.292 nurses that work within the National Health Sector and within other private 
facilities. Those nurses work largely within hospitals facilities.  

Considering the need to reach the OCSE benchmark mean value equal to 8,8 nurses per 1,000 inhabitants, 
have been foreseen a national need of 524,845. 

In order to satisfy the estimated need in 2027, equal to 402,352, the number of Nurses in activity in that year 
was considered on the basis of the estimated retirements, as well as the additional availability deriving from 
the planned training plans.  

The estimate of retirements was calculated on the basis of nurse currently aged over 60 years old (7,83% of 
the total nurses). Considering that the retirement age is 67 years old, it is estimated that 26.018 nurses will 
retire in 2026. 

With regard to graduate training for Nurses, the number of scholarships planned for the academic year 
2020/2021 is 16,013, this number results consistent in the last 3 years. Considering this data, the total nurses 
will be trained in 2026 is estimated amount to 96,078. 

The following table shows the number of nurses necessary to make operational the facilities as envisioned 
by 1.1, 1.2 and 1.3 Investments of Component 1 Mission 6.  

  N. of Nurses 

Community Health House  
(n° 1288) 10,091 

Territorial Coordination Centre 
 (n° 602) 3,612 

Community Hospital 
(n° 381) 3,429 

Total  17,132 

 

Although the total number of nurses in 2027 does not reach the need estimated by the OECD average (8.8 
nurses per 1,000 population), the estimated additional number of nurses, equal to 70,060 over the current 
one, allows to cover the progressive activation of the interventions funded through the Recovery Plan. 
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Sustainability Plan 

Considering the funding provided for the Investment Measure "Enhancement of health care and the territorial 
health network" integrated into the Recovery Plan funds and the total estimated costs associated with it, the 
table 6 summaries, by year, the emerging costs, the expected financial coverage and the estimated needs, 
understood as the balance to be financed to meet the expected uncovered costs. 

Table 6. Estimated costs vs Financial coverage/needs 

 
 

 

With specific reference to the year 2027 compared to the estimated emerging costs of € 2,084,247,366 and 
a total financed amount of € 745,028,624 a total requirement of €1,339,218,742 is estimated. In fact, the 
estimated costs are covered exclusively by the financing quota of paragraphs 4 and 5 of Article 1 of DL 
34/2020.  

To identify an adequate coverage of the above-mentioned needs, four measures have been hypothesized, 
which alone will contribute to the total financing of the needs foreseen for the year 2027.  

The table 7 summaries the sustainability plan, which is described in more detail below. 

2022 2023 2024 2025 2026 2027

Cost  823.231.762 €  1.005.889.632 €  1.242.151.408 €  1.528.890.954 €  1.844.979.366 €  2.084.247.366 € 

referred
Sub-measure 1.1

Community Health House
 94.500.000 €  94.500.000 €  94.500.000 €  94.500.000 €  94.500.000 €  94.500.000 € 

Sub-measure 1.2
Personnel for Homecare 

 578.231.762 €  760.889.632 €  997.151.408 €  1.283.890.954 €  1.599.979.366 €  1.599.979.366 € 

Sub-measure 1.2
Personnel for Territorial 

Coordination Centres
 150.500.000 €  150.500.000 €  150.500.000 €  150.500.000 €  150.500.000 €  150.500.000 € 

Sub-measure 1.3
Personnel for Community 

Hospital
 -  -  -  -  -  239.268.000 € 

Financed  823.231.762 €  1.005.889.632 €  1.242.151.408 €  1.528.890.954 €  1.844.979.366 €  745.028.624 € 

referred

Recovery Fund  78.203.138 €  260.861.007 €  497.122.784 €  783.862.329 €  1.099.950.742 €  - € 

National Healh Fund c. 4  art. 1 
D.L. n. 34/2020

 265.028.624 €  265.028.624 €  265.028.624 €  265.028.624 €  265.028.624 €  265.028.624 € 

National Healh Fund c. 5  art. 1 
D.L. n. 34/2020 

 480.000.000 €  480.000.000 €  480.000.000 €  480.000.000 €  480.000.000 €  480.000.000 € 
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 Table 7. Summary of the sustainability plan 

 
 
 
Below are the details of the different items that will contribute to the financing of the needs foreseen for the 
implementation of Measures 1.1 - 1.2 - 1.3 indicated in the Plan. 
The presumed surplus will be used to cover the possible non-achievement of the measures foreseen in the 
above-mentioned sustainability plan.   
 
1. Increase in the National Health Fund (15% of the 1% estimated increase)  

Considering the overall financing needs and the historical expenditure relating to the National Health Fund 
(FSN, Fondo Sanitario Nazionale) (for the year 2021, 121,370.1 million euros are expected), an increase in 
the standard health requirement and a correlated increase in the fund itself is estimated by about 1% per year. 
Considering these estimates and allocating 15% of the aforementioned increase to the maintenance of 
territorial services throughout the Country, the estimated increase is approximately 180,000,000 euros for 
the year 2027. 

 

2. Reduction of hospitalizations at high risk of inappropriateness for chronic pathologies 
The enhancement of the territorial healthcare services supply with the creation of a widespread network of 
healthcare facilities throughout the national territory that can provide continuous and integrated care to the 
population, specifically to the more fragile subjects-, as demonstrated in the literature (Starfield B, Shi L, 
Macinko J. Contribution of primary care to health systems and health. Milbank Q. 2005; 83 (3): 457-502), 
will be associated with a reduction in hospitalizations defined as “at high risk of inappropriateness”: diabetes, 
chronic obstructive pulmonary disease and hypertension. Patients suffering from such chronic conditions 
recur to territorial assistance as the most appropriate care setting for the treatment of their pathological 
condition that should not result in hospitalization. 

Balance to be financed (Euro) - Year 2027  1.339.218.741,97 € 

1
Increase in the National Health Fund - FSN (15% of the 
1% estimated increase)  180.000.000,00 € 

2
Reduction of hospitalizations at high risk of 
inappropriateness for chronic diseases  134.379.918,00 € 

3
Reduction of inappropriate access to the emergency 
department for white and green codes  719.294.197,29 € 

4
Reduction of pharmaceutical expenditure related to three 
classes of high-consumption drugs and with the risk of 
inappropriateness

 329.000.000,00 € 

Total of Sustenability Plan (Euro) - Year 2027  1.362.674.115,29 € 

Surplus  (Euro) - Year 2027  23.455.373,32 € 
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Considering the data from the 2019 SDO flow (administrative flow relating to hospital care - SDO is the 
hospital discharge record), 90% of the non-urgent planned hospitalizations, 90% of the planned 
hospitalizations with pre-hospitalization and 40% of the urgent hospitalizations for the three clinical 
conditions mentioned above (diabetes, chronic obstructive pulmonary disease and hypertension) were 
extracted and considered for the purposes of our analysis. Each hospitalization was valued using the average 
daily hospitalization rate estimated in the OECD 2020 report “Realising the Potential of Primary Health 
Care” equal to € 417. The total number of days of hospital stay for the three types of hospitalization is instead 
equal to 322,254. Therefore, the valuation of the reduction of these hospitalization classes is equal to € 
134,379,918. 

 

3. Reduction of inappropriate access to the emergency department for white and green codes  
Currently, it is estimated that out of the 21 million accesses to the emergency department throughout the 
national territory, about 16 million are accesses with white and green codes (data of 2019 from the 
administrative flow of services provided in the context of emergency healthcare - EMUR). The enhancing 
of the territorial network, in particular the widespread distribution of the Community Houses throughout the 
national territory, able to ensure basic health care 24 hours a day to the population, will provide the real 
alternative to emergency departments for all those conditions classified as non-urgent (white and green 
codes). (Starfield B, Shi L, Macinko J. Contribution of primary care to health systems and health. Milbank 
Q. 2005; 83 (3): 457-502; I quaderni di monitor n.11 – 24/7 healthcare and reduction of inappropriate access 
to the emergency department: evidence and guidelines. AGENAS 2013). 
The estimate of the reduction in emergency department access was carried out considering the data from 
EMUR 2019 flow; specifically, the number of accesses with white and green code that did not result in a 
hospitalization were extracted - overall 87.4% of all accesses with white code (2.735.519) and green code 
(11.234.872). 90% of accesses with white code (2,461,967) and 60% of accesses with green code (6.740.923) 
were considered avoidable. The estimate of the reduction in costs due to inappropriate access to the 
emergency room with white code was calculated by valuing each inappropriate access with the ministerial 
nomenclator rate of the first specialist visit equal to € 20.66. While, the estimate of the reduction in costs 
resulting from improper access to the emergency department with the green code was calculated by valuing 
each inappropriate access with the rate published in the DCA U00442/2015 of the Lazio region equal to € 
99.16. The total reduction in inappropriate access to the emergency department is therefore equal to € 
719,294,197. 
 
4. Reduction of pharmaceutical expenditure related to three classes of high-consumption medicines and 

with risk of inappropriateness 

One of the major items of expenditure of the Italian NHS is attributable to pharmaceutical expenditure. In 
2019, a total pharmaceutical expenditure of €30.8 billion was calculated, of which 76.4% paid by the NHS. 
Despite the numerous evidences in the literature that underline the importance of rationalizing the 
prescription of some classes of drugs, prescriptions with a high risk of inappropriateness are still numerous 
in Italy (The use of drugs in Italy. National report year for the year 2019. Italian National Medicines Agency 
- AIFA). 
The interventions planned for enhancing territorial assistance, aiming at taking charge of the citizen and 
promoting home as a first place of care and assistance, will result in an integrated and continuous taking 
charge of the patient and therefore also in a rationalization of pharmaceutical prescriptions, in particular of 
those classes of drugs characterized by high consumption and risk of inappropriateness, such as antibiotics, 
anti-ulcer and cardiovascular. 
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Based on AIFA  data, published in the Report “The use of drugs in Italy. National report for the year 2019" 
and relating to pharmaceutical expenditure in Italy, the costs relating to the reduction of pharmaceutical 
expenditure for the three classes mentioned above (antibiotics, anti-ulcer and cardiovascular) have been 
estimated. This estimate was made by determining the median of the pharmaceutical expenditure between 
the Italian Regions and calculating the difference between the consumption of the Regions with values 
greater than the median and the median itself, for a total of € 329,000,000. 
 
 
The resources recovered as described in points 1-4 listed above, and equal to 1,362,674,115 euros, will be 
used for the costs of strengthening home care starting from 2027. Thus, making the intervention described 
in sub-measures 1.1, 1.2 and 1.3 sustainable over time. To the sources of funding described above, the funds 
must be added that are allocated for health workforce in the Law Decree No. 34/2020, art. 1, paragraph 4 
and paragraph 5, which allocates, starting from the year 2021, a total of 745,028,624 euros. Of which € 
265,028,624 (Article 1, Paragraph 4) to ensure increased monitoring and assistance activities related to the 
epidemiological emergency and to strengthen integrated home care services for patients in home isolation 
or quarantined, as well as for people with chronic diseases, disabled, with mental disorders, with pathological 
addictions, who are not self-sufficient, needing palliative care, pain therapy, and in general for situations of 
fragility protected under Chapter IV of the decree of the President of the Council of Ministers of 12 January 
2017 "Definition and update of the essential levels of assistance, referred to in Article 1, paragraph 7, of 
Legislative Decree no. 502 of 30 December 1992". To this end, in compliance with the regional autonomy 
in the organization of home services, the Italian Regions are authorized to increase personnel expenditure 
within the limits indicated in paragraph 10, as well as a total of € 480,000,000 (Article 1, Paragraph 5) to 
strengthen nursing services, also with the introduction of the family or community nurse, to enhance the 
territorial care of subjects affected by COVID-19, also by supporting the Special Units for Care Continuity 
and the services offered by primary care. The companies and entities of the NHS, notwithstanding Article 7 
of Legislative Decree 30 March 2001, no. 165, may, in relation to regional organizational models, use forms 
of self-employment, including coordinated and continuous collaboration, with effect from 15 May 2020 and 
until 31 December 2020. Also hiring nurses who are not under a dependent employment relationship with 
public and private accredited health and social health centres, in a number not exceeding eight nursing units 
per 50 000 inhabitants. For the assistance activities carried out, nurses are paid a gross remuneration of 30 
euros per hour, including the burdens, for a maximum weekly number of 35 hours. For the same purposes, 
starting from 1 January 2021, companies and entities of the NHS may recruit nurses in a number not 
exceeding 8 units per 50,000 inhabitants, through permanent hires and in any case within the limits referred 
to in paragraph 10. 
Personnel hired pursuant to Law Decree No. 34/2020, and therefore financed through this source, will be 
employed in the Community House, in the Integrated Home Assistance, as well as in the Territorial 
Coordination Centre, contributing to the investment measure "Strengthening territorial health care and health 
network”. 
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Annex II: M/Ts of component 1 Mission 6  
Disclaimer: The selection and specific wording of the M/T in the CID, further specification in the OA and associated deadlines are subject to further reflection and adjustment, in light of the final version 
of the component, and given the need to ensure consistency across components and to ensure full respect of the regulation.  

Timeline CID (M&Ts covering several measures) Further specifications included in 
the OA Monitoring included in the OA Additional comment 

 
Q2 2022 

Reform 1: Proximity networks, facilities and 
telemedicine for territorial health care and National 
network of health, environment and climate 
Milestone: Entry into force of the secondary 
legislation (Ministerial Decree) envisaging the reform 
of the organisation of healthcare. 
The reform includes: 
Definition of a new organizational model of Territorial 
healthcare assistance network, through the definition of 
a regulatory which identifies structural, technological 
and organizational standards across Regions; 
 

 

Publication on the OJ 
Intermediate step 
Investment 1.2: Homecare as first point 
of assistance for citizens. using a 
multilateral approach 
Approval of the Guidelines containing the 
digital model for the implementation of 
Home Care 
 

 

Q2 2022 

Investment 1.1: Community Health House to improve 
territorial health  assistance 
Milestone: Approval  of an Institutional Development 
Contract (Contratto Istituzionale di Sviluppo), with the 
Italian Ministry of Health as the responsible and 
implementing Authority and the participation of 
regional Administrations together with the other 
entities concerned for Community health houses 
Investment 1.2: Homecare as first point of assistance 
for citizens. using a multilateral approach 
Approval  of an Institutional Development Contract 
(Contratto Istituzionale di Sviluppo), with the Italian 
Ministry of Health as the responsible and implementing 
Authority and the participation of regional 
Administrations together with the other entities 
concerned for Home Care 
Investment 1.3: Strengthening of Intermediate 
Healthcare and its facilities (Community Hospital) 
Approval  of an Institutional Development Contract 
(Contratto Istituzionale di Sviluppo), with the Italian 
Ministry of Health as the responsible and implementing 
Authority and the participation of regional 
Administrations together with the other entities 
concerned for Community hospitals 
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Q4 2023 

Investment 1.2: Homecare as first point of assistance 
for citizens. using a multilateral approach 
Milestone: Assign programs/projects on telemedicine 
as a  tool to support the management of patients to 
Regions   
 
The Ministry of Health also through its permanent 
government agencies and in collaboration with the 
Ministry for Technological Innovation and the 
Digital Transition will be responsible for the overall 
management and oversight of the project.  
The initiative will be implemented through a national 
contest aimed at allocating funding to projects 
proposed by the Italian Regions, where:  
- The Italian Ministry of Health will define 

upfront priorities for the telemedicine projects 
financing process in accordance with the 
National Healthcare Strategies; 

- The Italian Regions will participate to the 
contest, by proposing their projects; 

- The Italian Ministry of Health will allocate the 
funding as co-financing of the proposals 
received (for more details on how funding is 
allocated please see below) 

- The Italian Regions will be in charge of 
implementing the projects awarded with 
funding. 

 
The scope of projects admissible for financing will be 
open to all applications/solutions/use cases across all 
steps of the health journey (consultation, 
examination, report consultation, patient monitoring, 
etc.) and clinical domains (e.g., cardiac, orthopaedic, 
etc.). 
However, two pre-conditions to funding will be 
enforced. 
First, projects shall exhibit a data-driven approach, 
foreseeing a native integration of telemedicine 
solutions with the national Electronic Health Record: 
data collected through telemedicine projects will be 
created as digitally native and, where compatible, will 
automatically populate the Electronic Health Record, 
which is to become the main platform where 
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telemedicine users can obtain patients’ healthcare 
data, consistent with Mission 6 Component 2 
Investment 1.3. 
Second, submitted project proposals shall include 
clear quantitative KPIs (including targets that will 
allow to track impact in the first 12 to 24 months) 
related to key outcomes for the healthcare system, 
such as: 
- Simplification of access to the health system (e.g. 

consultations); 
- Enhancement prevention across medical 

disciplines; 
- Monitoring improvement (more frequent) for 

post-acute and chronic diseases; 
- Improvement of healthcare patients’ care quality 

(e.g. lower hospitalization rates for chronic 
patients, lower waiting times); 

- Also, and where applicable, they shall include 
forecasts of economic savings for the health 
system. 

The disbursement of financing instalments shall be 
conditioned to the fulfilment of these impact 
monitoring KPIs. 
Also, the awarding of funding will privilege those 
projects/initiatives that: 
- Leverage existing (successful) experiences 

(ongoing projects, pilots, etc.), to accelerate time 
to impact; 

- Aim to build scalable “telemedicine platforms”, 
encompassing multiple applications/use cases 
and integrating them with an approach based 
on: open architecture and open interfaces (for 
easy integration of additional applications), 
standard off-the-shelf software, limited system 
integration requirement/effort to expand the 
scope to other applications/solutions; 

- Ensure open/seamless integration with the 
Territorial Coordination Centers, to empower 
the Home care strategy (as described in this 
Component 1 of Mission 6: data collected 
through telemedicine projects, where 
compatible, will converge to a data platform used 
by Territorial Coordination Centers); 
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- Cover multiple Regions in the implementation 
scope, to favour standardization and with a 
particular eye reducing geographical health 
delivery gaps.  

Evaluation and monitoring of telemedicine projects 
should be carried out by international standards, and, 
where possible through Randomized Control Trials 
(RCTs) in order to improve telemedicine and research 
on digital health in lockstep. 
 

Q4 2025 

Investment 1.2: Homecare as first point of assistance 
for citizens. using a multilateral approach 
Target: at least 200,000 number of people assisted by 
exploiting telemedicine tools 
 

 

 

 

Q2 2024 

Investment 1.2: Homecare as first point of assistance 
for citizens. using a multilateral approach 
Target: At least 600 Coordination Centres fully 
operational 
 

 

Please provide details on territorial 
distribution 
See Annex I  

 
Q2 2026 

Investment 1.2: Homecare as first point of assistance 
for citizens. using a multilateral approach 
Target: At least 800,000 additional people over 65 
treated in home care 
 

 

Please provide details on territorial 
distribution 
See annex II 
 

Please clarify the baseline see 
annex II 

Q2 2026 

Investment 1.1: Community Health House to improve 
territorial health  assistance 
Target: At least 1,250 Community Health Houses 
renovated and technologically equipped. 
Investment 1.3: Strengthening of Intermediate 
Healthcare and its facilities (Community Hospital) 
Target: At least 380 Community Hospitals renovated 
and technologically equipped 
 

 

Please provide details on territorial 
distribution 
See annex III 

 

 



Mission Component Id
M6 C1 Inv1.1
M6 C1 Inv1.2
M6 C1 Inv1.3



Name
Community Health House to improve territorial health assistance
Homecare as first point of assistance for citizens
Strengthening of Intermediate healthcare and its facilities (Community hospital)



Mission 6 - Health

Cluster
1 - Proximity networks, facilities and telemedicine for territorial 
healthcare assistance

Related Measure (Reform or Investment) 1.1. Community Health House to improve territorial health assistance

Responsibility for reporting and implementation Eng. Rita Romitelli

Date 26/03/2021

Environmental objectives

Does the measure have no or an insignificant foreseeable 
impact on this objective or contribute to support this 

objective?  
Justification if A, B or C has been selected Questions Yes/No Substantive justification if NO has been selected

1. Climate change mitigation D. No, the measure requires a substantive DNSH assessment. Is the measure expected to lead to significant GHG emissions? NO

The measure is assignable to the intervention field 025ter "Construction of 
new energy efficient buildings" in the annex of the RRF regulation, with a 
climate change coefficient of 40%.
The building must comply with all applicable national / regional regulations 
regarding energy performance and CO2 emissions and with a primary energy 
demand that is at least 20% lower than the requirement for nearly zero energy 
buildings (NZEB - national directives).
The measure is not expected to result in significant greenhouse gas emissions 
as:
- the building is not intended for the extraction, storage, transport or 
production of fossil fuels;
- the program of interventions relates to the construction of new buildings 
with high energy efficiency characterized by a primary energy demand that it is 
at least 20% lower than the requirements of the NZEB buildings and it is 
therefore compatible with the achievement of the objective of reducing 
greenhouse gas emissions and of climate neutrality.
In this sense, it will contribute to the achievement of the national target of 
annual increase in energy efficiency established under the Energy Efficiency 
Directive (2012/27 / EU) and it will allow the respect of the agreements stated  

2. Climate change adaptation D. No, the measure requires a substantive DNSH assessment.
Is the measure expected to lead to an increased adverse impact of the current climate and the expected 
future climate, on the measure itself or on people, nature or assets?

NO

The measure consists of the implementation of Community Houses, which do 
not significantly affect the mechanisms that lead to climate change.The use of 
GPP will make it possible to reduce the environmental impact of new 
construction, restructuring and maintenance of buildings, considered from a 
life-cycle perspective.
Interventions will be carried out providing among the minimum or rewarding 
criteria of choice of the economic operator the adoption of ISO 14001 
Management Systems or Eco-Management and Audit Scheme (EMAS). The 
measure will require to the economic operators, through specific clauses in 
the calls for tender and contracts, to optimize the new buildings in terms of 
technical systems and plant solutions by using the best possible technologies,  
in order to ensure thermal comfort to the occupants even at extreme 
temperatures. There is therefore no evidence of significant adverse effects 
related to the direct effects and primary indirect effects of the measure over 
its life cycle in relation to this environmental objective.

3. The sustainable use and protection of water and marine resources D. No, the measure requires a substantive DNSH assessment.
Is the measure expected to be detrimental: (i) to the good status or the good ecological potential of bodies 
of water, including surface water and groundwater; or (ii) to the good environmental status of marine 
waters?

NO

The use of GPP will make it possible to reduce the environmental impact of 
new construction, restructuring and maintenance of buildings, considered 
from a life cycle perspective. The projects of the interventions of new 
construction and renovation will provide for the collection of rainwater for 
irrigation and / or sanitary sewage, implemented with systems made according 
to UNI/TS 11445 "Systems for the collection and use of rainwater for uses 
other than human consumption - Design, installation and maintenance" and 
UNI EN 805 "Water supply - Requirements for systems and components 
outside of buildings" or equivalent standards. 
All relevant water appliances (shower solutions, mixer showers, shower 
outlets, taps, WC suites, WC bowls and flushing cisterns, urinal bowls and 
flushing cisterns, bathtubs) must be in the top 2 classes for water consumption 
of the EU Water Label. The measure meets the criteria of green public 
procurement in compliance with current national directives (CAM-Minimum 
Environmental Criteria for the building sector - Ministerial Decree 11.10.2017) 
and respects the principles of the sustainability of the products and of the 
waste hierarchy, with priority on the waste prevention and on a management 
focused on the preparation the reuse and recycle of materials.
The measure will also cover the costs for the sustainable management of the 
construction and demolition waste and for the use of recycled aggregates, 
ensuring compliance with the expected environmental performance levels 
also through specific reporting of the materials used by the economic 
operators awarded of the activities.
Elements of the measure contained, for the selection of economic operators, 
the use of rewarding criteria aimed at improving the environmental 
performance levels of the project and tested on ISO 14001 certification and / 
or EMAS registration of operators.
Furthermore, through specific clauses in the tenders and contracts, it will be 
required to the economic operators who renovate buildings to ensure that a 
significant proportion of non-hazardous construction and demolition waste 

                

4. The circular economy, including waste prevention and recycling D. No, the measure requires a substantive DNSH assessment.

Is the measure expected to: (i) lead to a significant increase in the generation, incineration or disposal of 
waste, with the exception of the incineration of non-recyclable hazardous waste; or (ii) lead to significant 
inefficiencies in the direct or indirect use of any natural resource at any stage of its life cycle which are not 
minimised by adequate measures; or
(iii) cause significant and long-term harm to the environment in respect to the circular economy (art. 27 of 
the Taxonomy)?

NO

The measure meets green public procurement (GPP).
The measure requires economic operators renovating buildings to
ensure that at least 70 percent (by weight) of the construction and
non-hazardous construction and demolition waste (excluding material in the 
natural state from ID 17 05 04 of the European list of wastes established by 
Decision 2000/532/EC) generated during operations is prepared for reuse, 
recycling and other material recovery in accordance with the waste hierarchy 
and the EU Protocol for Construction and Demolition Waste Management.
Appropriate areas will be provided to be designated for separate collection of 
waste generated by construction sites.

5. Pollution prevention and control to air, water or land D. No, the measure requires a substantive DNSH assessment.
Is the measure expected to lead to a significant increase in the emissions of pollutants into air, water or 
land??

NO

              
          

safety improvements to hospital facilities will only use: 
- building materials that do not contain Volatile Organic Compounds (VOC);
- substances that are not of high concern as identified based on the REACH 
"Authorization List."
- measures to reduce noise emissions during construction;
- measures to reduce emissions of dust and pollutants during construction.
The measure complies with existing national and regional pollution reduction 
plans.
Furthermore, it is expected that the measure won’t lead to a significant 
increase in emissions of pollutants to air, water or soil because:
- the operators entrusted with the construction of the building will be 
required to use components and building materials that do not contain 
asbestos or substances of very high concern included in the list of substances 
subject to authorization in Annex XIV of Regulation (EC) no. 1907/2006;
- the ground area of the new building is located within an area already built 
and therefore, presumably, free of potentially contaminating substances;
- measures will be taken to reduce noise emissions and emissions of dust and 
pollutants during construction works.
It is also guaranteed that:
- the components and construction materials do not contain asbestos or 
substances of very high concern as identified on the basis of the 
authorization list of the European REACH regulation;
-there will be taken in place, as far as possible, actions aimed at using of 
materials and products characterized by a low environmental impact 
evaluated in terms of analysis of the whole life cycle (LCA) as certified by 
declarations made by credible and recognized independent bodies ( EU 
Ecolabel or other type I environmental labels, EPD or other type III 
environmental labels).

6. The protection and restoration of biodiversity and ecosystems D. No, the measure requires a substantive DNSH assessment.
Is the measure expected to be: (i) significantly detrimental to the good condition and resilience of 
ecosystems; or (ii) detrimental to the conservation status of habitats and species, including those of Union 
interest?

NO

The new construction will not be built on protected natural areas, such as land 
designated as Natura 2000, UNESCO World Heritage and Key Biodiversity 
Areas (KBAs), or equivalent outside the EU as defined by UNESCO and / or the 
International Union for Conservation of Nature (IUCN) under the following 
categories: 
- Category Ia: Strict Nature Reserve
- Category Ib: Wilderness Area
- Category II: National Park
The new construction will not be built on arable or greenfield land of 
recognised high biodiversity value and land that serves as habitat of 
endangered species (flora and fauna) listed on the European Red List and / or 
the IUCN Red List.  At least 80% of all timber products used in the new 
construction for structures and in the renovations, cladding and finishes  will 
be either recycled/reused or sourced from sustainably managed forests as 
certified by third-party certification audits performed by accredited 

DNSH assessment

Step 1 Step 2



Mission 6 - Health

Cluster
1 - Proximity networks, facilities and telemedicine for territorial 
healthcare assistance

Related Measure (Reform or Investment) 1.2. Homecare as first point of assistance for citizens

Responsibility for reporting and implementation Eng. Rita Romitelli

Date 26/03/2021

Environmental objectives

Does the measure have no or an insignificant foreseeable 
impact on this objective or contribute to support this 

objective?  
Justification if A, B or C has been selected Questions Yes/No Substantive justification if NO has been selected

1. Climate change mitigation D. No, the measure requires a substantive DNSH assessment. Is the measure expected to lead to significant GHG emissions? NO

The activity relates to the intervention fields of the annex 6 of the EU regulation on RRF 094 with a 
coefficient of climatic change of 0%. The activity supported by the measure has an insignificant 
foreseeable impact on this environmental objective, taking into account both the direct and indirect 
primary effects across the life cycle. The implementation of a new organizational model (Territorial 
Coordination Centres) will make use of servers managed according to the "2019 Best Practice 
Guidelines for the EU Code of Conduct on Data Centre Energy Efficiency (JRC)"

2. Climate change adaptation

A. The measure has no or an insignificant foreseeable impact on the 
environmental objective related to the direct and primary indirect effects of the 
measure across its life cycle, given its nature, and as such is considered 
compliant with DNSH for the relevant objective

The activity supported by the measure has an insignificant foreseeable 
impact on this environmental objective, taking into account both the 
direct and indirect primary effects across the life cycle.  The 
telemedicine and connected care tools made available will feature high 
energy efficiency. Additionally, the telemedicine tool can be considered 
as an activity enabling the adaptation of third services to potential 
climatic risks by facilitating access to medical services despite disaster 
i k i

Is the measure expected to lead to an increased adverse impact of the current climate and the expected 
future climate, on the measure itself or on people, nature or assets?

3. The sustainable use and protection of water and marine resources

A. The measure has no or an insignificant foreseeable impact on the 
environmental objective related to the direct and primary indirect effects of the 
measure across its life cycle, given its nature, and as such is considered 
compliant with DNSH for the relevant objective

The activity supported by the measure has an insignificant foreseeable 
impact on this environmental objective, taking into account both the 
direct and indirect primary effects across the life cycle.  No 
environmental degradation risks related to water quality preservation 
and water stress were detected.

Is the measure expected to be detrimental: (i) to the good status or the good ecological potential of 
bodies of water, including surface water and groundwater; or (ii) to the good environmental status of 
marine waters?

4. The circular economy, including waste prevention and recycling D. No, the measure requires a substantive DNSH assessment.

Is the measure expected to: (i) lead to a significant increase in the generation, incineration or disposal of 
waste, with the exception of the incineration of non-recyclable hazardous waste; or (ii) lead to 
significant inefficiencies in the direct or indirect use of any natural resource at any stage of its life cycle 
which are not minimised by adequate measures; or
(iii) cause significant and long-term harm to the environment in respect to the circular economy (art. 27 
of the Taxonomy)?

NO

The measure is not expected to result in significant, long-term harm from a circular economy view.
Waste generated from the use of telemedicine and connected care tools made available is collected 
and managed by a licensed operator and treated according to the waste hierarchy.
The waste produced by the use of telemedicine and connected care tools made available, fall within 
the scope of application of WEEE waste, so it applies the extended responsibility of the producer, 
who, independently or through a consortium, will ensure the proper recovery of the devices.
 In the case of purchase of EEE materials, enter the request for registration of the supplier in the 
register of Producers / distributors / maintenance technicians in order to guarantee the correct 
management of any waste produced at the end of the cycle or at the beginning in the case of 
replacement / renewal technique.

5. Pollution prevention and control to air, water or land

A. The measure has no or an insignificant foreseeable impact on the 
environmental objective related to the direct and primary indirect effects of the 
measure across its life cycle, given its nature, and as such is considered 
compliant with DNSH for the relevant objective

The activity supported by the measure has an insignificant foreseeable 
impact on this environmental objective.

Is the measure expected to lead to a significant increase in the emissions of pollutants into air, water or 
land??

6. The protection and restoration of biodiversity and ecosystems

A. The measure has no or an insignificant foreseeable impact on the 
environmental objective related to the direct and primary indirect effects of the 
measure across its life cycle, given its nature, and as such is considered 
compliant with DNSH for the relevant objective

The activity supported by the measure has an insignificant foreseeable 
impact on this environmental objective, taking into account both the 
direct and indirect primary effects across the life cycle.

Is the measure expected to be: (i) significantly detrimental to the good condition and resilience of 
ecosystems; or (ii) detrimental to the conservation status of habitats and species, including those of 
Union interest?

DNSH assessment

Step 2Step 1



Mission 6 - Health

Cluster
1 - Proximity networks, facilities and telemedicine for territorial 
healthcare assistance

Related Measure (Reform or Investment)
1.3. Strengthening of Intermediate healthcare and its facilities 
(Community hospital)

Responsibility for reporting and implementation Eng. Rita Romitelli

Date 26/03/2021

Environmental objectives

Does the measure have no or an insignificant foreseeable 
impact on this objective or contribute to support this 

objective?  
Justification if A, B or C has been selected Questions Yes/No Substantive justification if NO has been selected

1. Climate change mitigation D. No, the measure requires a substantive DNSH assessment. Is the measure expected to lead to significant GHG emissions? NO

The measure is related to construction of new buidings and to intervention 
fields as indicated in the Annex 6 of the EU Regulation on the RRF 025ter 
(with a climatic coefficient of 40%)and 092 (with a climatic coefficient of 0%). 
The measures adopted to upgrade the Community Hospitals do not 
significantly increase GHG emissions, as the interventions will ensure 
maximum energy efficiency.  The new buildings will be nearly zero energy 
(NZEB)

2. Climate change adaptation D. No, the measure requires a substantive DNSH assessment.
Is the measure expected to lead to an increased adverse impact of the current climate and the expected 
future climate, on the measure itself or on people, nature or assets?

NO

The measure consists of the implementation of Community Hospitals, which 
do not significantly affect the mechanisms that lead to climate change.
The use of GPP will make it possible to reduce the environmental impact of 
new construction, restructuring and maintenance of buildings, considered 
from a life-cycle perspective.
Interventions will be carried out providing among the minimum or rewarding 
criteria of choice of the economic operator the adoption of ISO 14001 
Management Systems or Eco-Management and Audit Scheme (EMAS). In 
addition, a specific vulnerability and climate risk assessment, related to 
flooding, snow, arising sea level, rainfalls, etc.  will be performed in order to 
identify, to select and to implement the relevant adaptation measures, 
accordingly to the EU

3. The sustainable use and protection of water and marine resources

A. The measure has no or an insignificant foreseeable impact on the 
environmental objective related to the direct and primary indirect effects of the 
measure across its life cycle, given its nature, and as such is considered 
compliant with DNSH for the relevant objective

The use of GPP will reduce the environmental impacts of new construction, renovation and maintenance of buildings, 
considered from a life cycle perspective. The projects of the interventions of new construction and renovation will provide 
for the collection of rainwater for irrigation and / or sanitary sewage, implemented with systems made according to UNI/TS 
11445 "Systems for the collection and use of rainwater for uses other than human consumption - Design, installation and 
maintenance" and UNI EN 805 "Water supply - Requirements for systems and components outside of buildings" or 
equivalent standards. All relevant water appliances (shower solutions, mixer showers, shower outlets, taps, WC 
suites, WC bowls and flushing cisterns, urinal bowls and flushing cisterns, bathtubs) will be in the top 2 classes 
for water consumption of the EU Water Label  

Is the measure expected to be detrimental: (i) to the good status or the good ecological potential of 
bodies of water, including surface water and groundwater; or (ii) to the good environmental status of 
marine waters?

4. The circular economy, including waste prevention and recycling D. No, the measure requires a substantive DNSH assessment.

Is the measure expected to: (i) lead to a significant increase in the generation, incineration or disposal of 
waste, with the exception of the incineration of non-recyclable hazardous waste; or (ii) lead to significant 
inefficiencies in the direct or indirect use of any natural resource at any stage of its life cycle which are 
not minimised by adequate measures; or
(iii) cause significant and long-term harm to the environment in respect to the circular economy (art. 27 
of the Taxonomy)?

NO

The measure meets green public procurement (GPP).
The measure requires economic operators renovating buildings to
ensure that at least 70 percent (by weight) of the construction and
non-hazardous construction and demolition waste (excluding material in the 
natural state from ID 17 05 04 of the European list of wastes established by 
Decision 2000/532/EC) generated during operations is prepared for reuse, 
recycling and other material recovery in accordance with the waste hierarchy 
and the EU Protocol for Construction and Demolition Waste Management.
Appropriate areas will be provided to be designated for separate collection of 
waste generated by construction sites.

5. Pollution prevention and control to air, water or land D. No, the measure requires a substantive DNSH assessment.
Is the measure expected to lead to a significant increase in the emissions of pollutants into air, water or 
land??

NO

The measure is not expected to result in a significant increase in emissions of 
pollutants to air, water, or soil because operators performing structural safety 
improvements to hospital facilities will only use: 
- building materials that do not contain Volatile Organic Compounds (VOC);
- substances that are not of high concern as identified based on the REACH 
"Authorization List."
- measures to reduce noise emissions during construction;
- measures to reduce emissions of dust and pollutants during construction.

6. The protection and restoration of biodiversity and ecosystems

A. The measure has no or an insignificant foreseeable impact on the 
environmental objective related to the direct and primary indirect effects of the 
measure across its life cycle, given its nature, and as such is considered 
compliant with DNSH for the relevant objective

The activity supported by the measure has an insignificant foreseeable impact on this environmental objective, taking into 
account both the direct and indirect primary effects across the life cycle..  The program involves existing buildings for which 
the location in biodiversity-sensitive areas (including the Natura 2000 network) has been assessed. 

Is the measure expected to be: (i) significantly detrimental to the good condition and resilience of 
ecosystems; or (ii) detrimental to the conservation status of habitats and species, including those of Union 
interest?

DNSH assessment

Step 1 Step 2



 

Interno – Internal 

M6 - State Aid Assessment 

Concerning this Mission, in light of the following elements the application of State aid rules can be excluded 
and therefore there is no need to notify the measure to the Commission for approval prior to its 
implementation. 

Indeed, the players involved in the investments of this Component do not perform economic activities within 
the meaning of Article 107(1) TFEU. 

The major aim of the Mission is to improve both the quality and efficiency of the Italian National Health 
Service (NHS) service delivery, namely by means of an enhanced digitalization. The relevant beneficiaries are 
thus public sector operators falling within the scope of the NHS. 

In this respect, it is well established that healthcare providers within a national healthcare system pursuing 
a social objective, underpinned by the principle of solidarity, and which operate under State supervision are 
considered to carry out non-economic activities. As recalled even by the “Guiding template: Digitalisation of 
public administration, including healthcare”, public funding granted to digitalise such healthcare providers 
falls outside the scope of State aid rules, provided the administrations procuring those goods and services 
only use them in the exercise of the mentioned non-economic activities. 

Also, the Commission Notice on the notion of State aid as referred to in Article 107(1) TFUE confirms that in 
Member States – as it is the case for Italy – public hospitals are an integral part of the NHS and are almost 
entirely based on the principle of solidarity. Such hospitals or Community Health House and Community 
Hospital are directly funded from social security contributions and other State resources and provide their 
services free of charge on the basis of universal coverage. The Union Courts have confirmed that, where such 
a structure exists, the relevant organisations do not act as undertakings. Moreover, even activities that in 
themselves could be of an economic nature, are carried out merely for the purpose of providing another non-
economic service, are not of an economic nature. An organisation that purchases goods — even in large 
quantities — for the purpose of offering a non-economic service does not act as an undertaking simply 
because it is a purchaser in a given market. 

In addition, this Component does not properly involve public resources within the meaning of Article 107(1) 
TFEU since the relevant players are intra-State entities and no transfer of public resources to undertakings 
or waiver of public revenues in their favour is foreseen. 

With reference to Component 2, at the current stage of development, one cannot exclude that for some 
specific interventions (i.e. mainly research-related activities) other stakeholders will also be involved, 
including research centers and universities. Also, concerning such bodies, it is highly disputable that they 
perform economic activities within the meaning of Article 107(1) TFEU since education organised within the 
national educational system funded and supervised by the State can be considered as a non-economic 
activity and the Commission considers (see Notice on the notion of State aid) that knowledge transfer 
activities (licensing, creation of spin-off, or other forms of management of knowledge created by the research 
organisation or infrastructure) are non-economic where they are conducted either by the research 
organisation or research infrastructure (including their departments or subsidiaries) or jointly with, or on 
behalf of other such entities, and all income from those activities is reinvested in the primary activities of the 
research organisations or infrastructures concerned. In any case, such a possible collaboration will take the 
form of PPP arrangements and will entail therefore, even considering the presence of an undertaking among 
the involved players, no advantage under Article 107(1) TFEU. When a transaction is carried out under the 
same terms and by public bodies and private operators as occurs in public private partnerships, it can 



 

Interno – Internal 

normally be inferred that such a transaction is in line with market conditions (see Notice on the notion of 
State aid). 

 



Regione/PA Population
Coordination 

Centre 
 (1 per 100.000)

Local Health 
Authority

Piemonte 4.341.375 43 12 
Valle d'Aosta 125.501 1 1 

Lombardia 10.103.969 101 27 
PA Bolzano 532.080 5 1 
PA Trento 542.739 5 1 

Veneto 4.907.704 49 9 
Friuli Venezia Giulia 1.211.357 12 3 

Liguria 1.543.127 15 5 
Emilia Romagna 4.467.118 45 8 

Toscana 3.722.729 37 3 
Umbria 880.285 9 2 
Marche 1.518.400 15 1 

Lazio 5.865.544 59 10 
Abruzzo 1.305.770 13 4 
Molise 302.265 3 1 

Campania 5.785.861 58 7 
Puglia 4.008.296 40 6 

Basilicata 556.934 6 2 
Calabria 1.924.701 19 5 

Sicilia 4.968.410 50 9 
Sardegna 1.630.474 16 8 

ITALIA 60.244.639 602 125 



Regione/PA
People over-65  

(estimated in 2026) 

People over 65 treated in 
homecare (baseline 

2019)

People over 65 treated in 
homecare (estimated in 

2026)

Piemonte 1.178.017 61.667 117.802 
Valle d'Aosta 32.411 227 3.241 

Lombardia 2.500.583 108.959 250.058 
PA Bolzano 118.886 365 11.889 
PA Trento 135.992 7.291 13.599 

Veneto 1.248.410 100.143 124.841 
Friuli Venezia Giulia 336.475 17.782 33.648 

Liguria 450.620 15.838 45.062 
Emilia Romagna 1.152.610 98.894 115.261 

Toscana 1.006.612 79.172 100.661 
Umbria 240.264 9.752 24.026 
Marche 406.224 14.974 40.622 

Lazio 1.417.441 31.731 141.744 
Abruzzo 340.187 15.166 34.019 
Molise 80.996 5.430 8.100 

Campania 1.242.729 29.244 124.273 
Puglia 987.095 23.297 98.710 

Basilicata 142.151 6.666 14.215 
Calabria 467.417 8.338 46.742 

Sicilia 1.169.575 51.246 116.958 
Sardegna 443.446 15.662 44.345 

ITALIA 15.098.112 701.844 1.509.814 



Regione/PA Population
Health Community 
House- distribution

Piemonte 4.341.375 93 
Valle d'Aosta 125.501 3 

Lombardia 10.103.969 216 
PA Bolzano 532.080 11 
PA Trento 542.739 12 

Veneto 4.907.704 105 
Friuli Venezia Giulia 1.211.357 26 

Liguria 1.543.127 33 
Emilia Romagna 4.467.118 95 

Toscana 3.722.729 80 
Umbria 880.285 19 
Marche 1.518.400 32 

Lazio 5.865.544 125 
Abruzzo 1.305.770 28 
Molise 302.265 6 

Campania 5.785.861 124 
Puglia 4.008.296 86 

Basilicata 556.934 12 
Calabria 1.924.701 41 

Sicilia 4.968.410 106 
Sardegna 1.630.474 35 

ITALIA 60.244.639 1.288 



Regione/PA Popolazione  
(01/01/2020) 

P.l. OdC da 
realizzare con 
fondo recovery    

OdC da realizzare 
con fondo recovery  

Piemonte 4.341.375 549 27 
Valle d'Aosta 125.501 16 1 

Lombardia 10.103.969 1.278 64 
PA Bolzano 532.080 67 3 
PA Trento 542.739 69 3 

Veneto 4.907.704 621 31 

Friuli Venezia Giulia 1.211.357 153 8 
Liguria 1.543.127 195 10 

Emilia Romagna 4.467.118 565 28 
Toscana 3.722.729 471 24 
Umbria 880.285 111 6 
Marche 1.518.400 192 10 

Lazio 5.865.544 742 37 
Abruzzo 1.305.770 165 8 
Molise 302.265 38 2 

Campania 5.785.861 732 37 
Puglia 4.008.296 507 25 

Basilicata 556.934 70 4 
Calabria 1.924.701 243 12 

Sicilia 4.968.410 628 31 
Sardegna 1.630.474 206 10 

ITALIA 60.244.639 7.620 381 


