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Abbreviations

Legend of Italian acronyms
AGENAS AGEnzia NAzionale per i Servizi sanitari

regionali

L.R. Legge Regionale

Veneto

AO Azienda Ospedaliera

AULSS Azienda Unita Locale Socio-Sanitaria

AZ Azienda Zero

Lombardy

ACSS Agenzia di Controllo del Sistema
Socio-sanitario

AREU Agenzia Regionale Emergenza Urgenza

ARIA Azienda Regionale per Innovazione e
Acquisti

ASST Azienda Socio-Sanitaria Territoriale

ATS Agenzia Tutela Salute

Introduction

Italy is a large European continental country of around 60
million inhabitants. The Italian territory is divided into 20
regions, all governed by elected politicians, which vary a lot
in terms of both size and population [1].

To govern health care, since 1976 Italy has adopted a
National Health Service (NHS), which provides universal
coverage mostly funded by general taxation and services
largely free of charge at the point of delivery [2]. Starting
from 1992, the Italian NHS has been increasingly decen-
tralized, with many powers devolved to regions. Thanks to
local autonomy, regions are allowed to develop substantially
different health strategies, without necessarily national
endorsement [3]. Health is by far the most important item
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of all regional budgets, thus a major political topic for local
elections. This has gradually transformed the Italian NHS
into several uneven regional health services (RHSs) within
the same country [1].

Italy was the first European country dramatically hit by
the COVID-19 pandemic in early 2020, especially in the
North, the wealthiest and most productive area of the coun-
try. In particular, the number of victims was dramatically
high in Lombardy (capital Milan), whilst much lower in
Veneto (capital Venice), the two neighboring regions (with
similar socioeconomic features) first hit by the pandemic [4].
In general, this striking contrast has been traced back to a
traditionally more integrated care between community and
hospital services in Veneto, ultimately boosting more effec-
tive clinical measures in terms of public health [5]. Con-
versely, a hospital-centered care might have substantially
penalized Lombardy, where accident and emergency ser-
vices (AEs) were the sites of the first COVID-19 outbreaks.

Here, we first summarize and compare the main charac-
teristics of the two RHS frameworks, with a specific focus
on acute hospitals, the most important hospital category.
Then, we try to generalize some policy implications drawn
from this comparison, and finally put forward some propos-
als to redesign health policy in the NHS.

Veneto

Veneto is a large region (18,345 km?) of around 5 million
inhabitants located in the North-East of Italy. It has been
always governed in the last decades by centre-right politi-
cal coalitions, with the regionalist Northern League party
recently dominant in all its counties.

A regional law issued in 2016 (L.R. 19/2016) has enacted
the most recent and relevant health reforms. The RHS is now
divided into nine local health authorities (LHA, AULSS),
headed by general managers appointed at the regional level.
LHAs manage all the healthcare services delivered within
their territory. The only exceptions are three autonomous
hospital trusts (AO), of which two include the biggest hos-
pitals in the region (Padua and Verona) and the third one is
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fully specialized in oncology. The territory of each LHA is
subdivided in districts, operational units that should organize
(in coordination with local hospitals) the existing primary
care services delivered in the community through public or
private accredited facilities [6]. Overall, there are now 26
districts, which basically reflect the territories of the former
LHAs before their drastic reduction by the last reform.

Since 2016 the vast majority of central bodies have been
merged in a single agency (AZ), which is responsible for
LHASs’ funding, planning, accounting, auditing and job post-
ing. Furthermore, this agency is in charge of regional tenders
and health technology assessments, and is allowed to con-
duct data analyses to support all its activities.

Starting from 2016 acute hospital facilities are systemati-
cally classified into a ‘hub and spoke’ conceptual network
[7]. This has been the last step of a long (still ongoing) pro-
cess aimed at resetting the number of smaller acute hospi-
tals that do not adequately meet safety and quality standards
[8]. At present, there are (i) 8 hubs at the top for complete-
ness of clinical departments (the 3 hospital trusts included,
defined hubs of excellence), (ii) 20 spokes (of which 2 pri-
vate accredited hospitals) including medium- and basic-level
departments to fulfill local catchment areas, and (iii) 8 nodes
(of which 1 private accredited hospital) with basic depart-
ments placed in remote areas. All these hospitals have an
AEs.

Lombardy

Lombardy (23,863 kmz) lies in the centre of Northern Italy
and is the most populated region of the country, with around
10 million inhabitants (3.5 million of them resident in the
metropolitan area of Milan). Although traditionally char-
acterized by a quite uneven political situation at the county
level (especially different in Milan and suburbs), Lombardy
has been mainly governed by centre-right political coalitions
in the last decades.

Historically, Lombardy is the Italian region that has
trusted most in a complete purchaser—provider split to foster
market competition among the latter in its RHS [2], espe-
cially between public and private hospitals. A regional law
issued in 2015 (L.R. 23/2015) has drastically reformed the
RHS local tier by separating the health services’ planning,
purchasing and control from their provision on the regional
territory. Accordingly, the first tasks have been devolved to 8
health protection agencies (HPA, ATS), while public health-
care provision to 27 health territorial authorities (HTA,
ASST). In particular, HPAs manage all contracts, accredit
private health providers (e.g., hospitals and all general prac-
tices), and allocate the regional funds to them and HTAs.
In turn, HTAs organize the supply of all public healthcare
services delivered on their territory by dividing them in two
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poles: community (general practices excluded) and hos-
pital services. HPAs and HTAs are all headed by general
managers appointed at the regional level. The number of
HTAs supervised by each HPA varies from one to nine (in
the metropolitan HPA of Milan). The territories of districts
coincide with those of the 27 HTAs, but HPAs can decide
to subdivide them into district areas (currently 92 in total).
Although districts are operational units aimed at delivering
community services, their planning depends on HPAs.

To complete the picture, there are many central agencies,
of which are worth quoting for the relevance of their man-
power the three for auditing (ACSS), tendering (ARIA) and
emergency (AREU).

The number of acute hospitals working on behalf of the
RHS is very high and, lacking a formal classification of sin-
gle facilities, it proves hard to accurately quantify them. By
adopting the presence of an AEs as a pre-requisite for selec-
tion, we found 68 public hospitals managed by the HTAs
and 29 private hospitals accredited by the HPAs, overall 97
acute hospitals (of which 16 located in Milan municipality).

Finally, it is worthwhile remarking that the National
Agency for RHSs (AGENAS) has recently issued a critical
report on the last Lombardy reform [9], arguing that the
new framework fragmented the RHS in too many agencies
despite its positive aim to integrate community and hospi-
tal services. To recoup the RHS governance, the national
agency has warmly recommended to (i) merge the eight local
HPAs in one central agency, (ii) carefully reconsider the
sizes of HTAs, and (iii) assign the management of districts
entirely to HTAs.

Comparative analysis

Lombardy and Veneto are two wealthy neighboring regions,
not so different from a physical geography perspective too.
Although the territory of Lombardy is about 1/4 larger, the
proportions between low-lying and mountain areas are rather
similar. Moreover, although the population is approximately
1/2 lower in Veneto, this difference is mainly due to the
metropolitan area of Milan, by far the major catchment of
Lombardy population. Last but not least for the scope of our
comparison, even the political contexts of these two regions
have become quite similar in the last decades.

Despite all these similarities, the organizational frame-
works of the two RHSs have become increasingly differ-
ent, with scant justification related to the peculiarity of the
Milan area. Nowadays there are 13 important authorities
and agencies in Veneto region, whereas at least 38 are in
Lombardy altogether, many of them somehow intertwined
and overlapping. This roughly three times higher number
of bodies inevitably makes much more complex the clinical
governance of the RHS in Lombardy [3].
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The density of acute hospitals in Veneto is almost 1/3 less
by population and half less by surface compared to Lom-
bardy, with very unevenly scattered facilities on the two ter-
ritories after taking account of Milan metropolis too (Fig. 1).
In addition to the traditionally much higher number of pri-
vate hospitals, even that of small-sized acute hospitals is
now disproportionately higher in Lombardy (Fig. 2), and the
gap between the distributions of the two hospital networks
is likely to have increased during the last decades. While
the strategy planned in Veneto to increase efficiency within
the acute hospital network has constrained small facilities
in the long run, the ‘quasi market’ strategy aimed at thrust-
ing competition between hospitals has not achieved similar
results in Lombardy.

Policy implications

The very heterogeneous frameworks of the two RHSs ana-
lyzed confirm that the organization and management of
healthcare services delivered within the universal tax-funded
Italian NHS have been shaped in very different ways [2],
even in geographically, economically and politically similar
regions. In particular, the organizational consistency of the
three-tiered (central, regional, local) Italian NHS is under-
mined by regional autonomy, which makes it very prone to
influence from local policies and economies [1]. Although
with much less realities at the intermediate tier, something
similar has happened in the British NHS, with nations
instead of regions. For instance, the English NHS has been
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Fig.2 Number of acute hospitals in Lombardy and Veneto regions
by size (beds). The number of hospitals (43) in the figure does not
coincide with that quoted in the text (36) for the Veneto region since
two hospital trusts and five spokes have two sites each one (Sources:
Lombardy: http://www.dati.salute.gov.it; Veneto: Allegato DGRV n.
22/CR del 13.03.2019)

reliant on market forces generated by the purchaser-provider
split in the last decades, whilst the Scottish NHS has laid
more emphasis on collaboration within the healthcare sys-
tem [10].

Once agreed that the public sector is potentially the best
‘insurer’ to grant universal coverage and thus fund a national
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Fig. 1 Location of acute hospitals in Lombardy and Veneto regions.
The number of hospitals (43) in the figure does not coincide with
that quoted in the text (36) for the Veneto region since two hospital
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trusts and five spokes have two sites each one (Sources: Lombardy:
http://www.dati.salute.gov.it; Veneto: Allegato DGRV n. 22/CR del
13.03.2019)
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health system, the choices to provide healthcare services
are less obvious [11]. However, in a typical ‘market failure’
context such as health market, competition among providers
is not justified by economic theory and required strong ideo-
logical support from the first British attempt in 1990. Free
prices cannot be competitive, by definition, and setting them
through regulation (e.g., tariffs for hospital services) is nec-
essarily an arbitrary exercise, eventually distorting allocation
of financial resources. Moreover, activity-based funding is
likely to reward over-treatments and undermine coordination
among health providers, eventually missing opportunities to
improve quality and constrain costs.

On the other hand, it is fair to recognize that traditional
public sector bureaucracy and political influence at all the
NHSs tiers have fueled the myth of market competition as
an alternative strategy. For instance, most efforts to plan
rational public hospital networks by closing small acute hos-
pitals in Italy—a historically rooted weakness throughout
the country [2]—have failed mainly because of trade unions
and political resistance, eventually leading to arguable reor-
ganizations. Trades and shops around little hospitals have
likely been the ‘best allies’ against their closure, in a country
where around 90% of 7903 municipalities have less than
15,000 inhabitants. Last but not least, the appointments of
general managers often based on political affiliations rather
than professional skills have contributed to achieve these
disappointing results.

Nevertheless, once ruled out competing and pricing for
managing public healthcare services, planning and budget-
ing are the only solution, possibly in a climate of collabo-
ration and integration among health professionals. Ideally,
there is no doubt that an organizational culture rooted in
collaborative teamwork fits healthcare services much better
than a competitive one, eventually deterring modern ‘side
effects’ like defensive medicine [12]. In practice, the big
challenge of the future is to develop the best incentives for
limiting political influence and administrative bureaucracy,
the real ‘devils in disguise’ of the public sector, in order
to efficiently manage the supply of healthcare services in
Beveridge-type NHSs [11].

Future prospects

Accordingly, we conclude putting forward three proposals
in this perspective, hopefully useful also for other European
NHSs.

First, political governments should not be allowed to easily
modify the baseline institutional framework of the NHS, nei-
ther for funding nor for provision of public healthcare services.
The only welcome innovations in health should be scientific
and technological, whereas economic innovations should be
always considered very cautiously, open as they are to political
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influence. Notably, there should be ‘safeguard clauses’ for a
few basic ‘rules of the game’, which should at least require
very strong political support to be changed at the central level
(e.g., two-third majority in the Italian Parliament). For fund-
ing, all citizens have to contribute to the costs of the NHS
for social solidarity, no matter whether they use it or not. For
provision, public and private healthcare services can co-exist,
but separately, being the former the irreplaceable pillar of the
NHS and the latter (better if non-profit ones) its supplement
at most [11].

Second, it is quite evident that a re-balancing of services
between primary care in community and secondary care in
hospitals is needed in any healthcare system for the future
[13]. Accordingly, the Italian NHS funding criteria should be
targeted to constrain the latter and enhance the former, which
are inevitably penalized by their lower costs under budget
constraints and more in general by their low impact on local
economies, especially in this period of unending financial cri-
sis. At the same time, all general practitioners should become
employees of the NHS, as their colleagues in hospitals, and
should be located in centers of community care open all day
long [14]. These sites should bring together all the health,
social and administrative professionals working in primary
care, and strive for better exploiting modern information tech-
nology tools like telemedicine.

Third, specific post-graduate education on healthcare
should be mandatory for top managers appointed in the NHS,
in order to limit political influence in selecting them and
enhance specific management skills in the healthcare field. In
Italy there have never been neither a national school of health
nor teaching programs run in other bodies officially recognized
and funded for educating the NHS managers. This specific
education should make potential managers of healthcare ser-
vices fully aware that patients are to be the primary interest of
health professionals, as often recalled in the clinical literature
[11]. So, financial incentives in health care should be consid-
ered arguable means to make the latter work harder for the
former.

In conclusion, we firmly contend that the framework of a
NHS has to remain public, by definition, and future analysis
should focus only on how to improve and standardize the qual-
ity of community and hospital health services delivered in a
modern perspective of integrated care.
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