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Summary

After years of cost-containment policies, the Italian National
Health Service (NHS) has now the chance to change and improve,
especially thanks to the National Recovery and Resilience Plan
(NRRP). The plan serves as a catalyst for reform, allocating sub-
stantial funds to reinforce proximity networks, facilities, and tel-
emedicine for territorial healthcare. Mission 6, specifically dedi-
cated to health, focuses on integrating primary healthcare, hospi-
tal, and specialty care networks, underscoring the importance of a
robust primary healthcare system.In alignment with NRRP objec-
tives, the Ligurian model introduces innovative structures, such
as Community Houses (CdCs), Community Hospitals (OdCs),
and Territorial Operation Centres (COTs). These interconnected
components form a dynamic network designed to enhance health-
care accessibility, prevent inappropriate hospital admissions, and

Introduction

The recent COVID-19 pandemic has highlighted critical
limitations and challenges within the Italian National
Health Service (NHS), especially regarding disparities
in access for the most fragile and vulnerable population
groups. To mitigate these issues and improve overall
health outcomes, primary healthcare (PHC) has proven
to be a key tool, due to its inclusiveness, equity, and cost-
effectiveness in achieving universal health coverage.
Strengthening PHC could bolster the resilience of the
healthcare system, enabling it to better prepare for,
respond to, and recover from future shocks and crises [1].
The World Health Organization (WHO) emphasizes the
importance of PHC in consolidating and strengthening
national health systems, bringing health services closer
to communities [2]. The existing literature demonstrates
that health systems with robust primary and proximity
care services tend to exhibit better population health
outcomes [3]. This comprehensive approach enables
health systems to support person-centred health needs
in various settings: from health promotion to disease
prevention, treatment, rehabilitation, palliative care,
etc. [2].

After a decade of cost-containment policies, the Italian
NHS is in evident need of reform, in order to address
the above-mentioned challenges effectively [1, 4]. In
this regard, proximity structures and telemedicine for

facilitate efficient patient transitions. The model prioritizes multi-
disciplinary collaboration, community engagement, and the inte-
gration of socio-healthcare services. Despite substantial NRRP
funding for infrastructure, challenges related to staffing and
human resources persist. The social and epidemiological context
highlights concern about the economic feasibility of the reform,
potential workforce shortages, and the imperative for updated
regulatory frameworks. The strategic reallocation of personnel
[from acute hospitals to new facilities is crucial, requiring meticu-
lous workforce planning, role definitions, and trainingln conclu-
sion, the Ligurian model emerges as a proactive response to the
structural vulnerabilities exposed by the pandemic, aligning with
international trends in emphasizing primary care, prevention, and
community-based services.

territorial healthcare assistance could help to reduce
inequalities in healthcare access and improve overall
healthcare services.

In the context of rethinking and redesigning the NHS and
building on the critical role of primary healthcare, the
National Recovery and Resilience Plan (Piano Nazionale
di Ripresa e Resilienza, NRRP), which is embedded in
the Next Generation EU (NGEU) programme, plays a
pivotal role in shaping new organizational models that
are consistent with the health needs and preferences
of citizens [1, 4]. The programme is divided into six
missions and has a duration of six years, from 2021 to
2026, with provisions for grants. One mission focuses
specifically on “Health” (Mission 6), while the others
address: 1) Digitalisation, Innovation, Competitiveness,
Culture and tourism; 2) The “Green Revolution” and
Ecological Transition; 3) Infrastructure for Sustainable
Mobility; 4) Education and Research, and 5) Inclusion
and Cohesion.

For Mission 6, a total of € 18.5 billion (€ 15.6 billion
from the Recovery and Resilience Facility and € 2.9
billion from the Fund) is allocated to reinforcing
proximity networks, facilities, and telemedicine for
territorial healthcare [5]. The aim is to enable more
effective management of social care needs and better
identify priorities for action, which are closely related
to the integration of primary healthcare, hospitals and
specialist care networks.
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The reform is targeted at reinforcing the primary
healthcare system, and focuses specifically on enhancing
the district, which is the territorial branch of the Local
Health Agency (LHA) and is now responsible for the
local management and coordination of health services.
The LHA works towards promoting integration among
healthcare facilities and providing a continuous response
to the evolving healthcare needs of the population, as
well as guaranteeing equality in access to care and
ensuring uniformity of Essential Levels of Assistance
(Livelli Essenziali d’ Assistenza, LEAs). These latter are
the services that the Italian NHS is required to provide
for all citizens, either free of charge or on payment of
a fee (ticket), using public resources obtained from
general taxation [6].

In May 2022, the Italian health minister issued a new
Decree (DM77 - “Defining models and standards for
the development of primary care in the national health
service”), to address some of the major challenges
outlined by the National Recovery and Resilience
Plan [1], which emphasizes the need for an innovative
“regional care pathway system”. While concerns persist
regarding structuring and implementing a single model
in a highly diversified regional landscape like Italy's,
standards have been defined for some of the cornerstone
structures of this new model.

Among those, Territorial Operation Centres (“Centrali
Operative Territoriali” in Italian, COTs) coordinate
patient care by establishing connections between the
services and professionals involved in the various
care settings, while Community Houses (“Case della
Comunita”, CdC) and Community Hospitals (“Ospedali
di comunita”, OdC) are among the sites of response to the
issues addressed by the Italian government through the
NRRP. These facilities are interconnected with hospices
and other hospital-related structures and manage
selected patients in need of specialist hospital services,
particularly those with complex chronic conditions that
necessitate frequent hospitalizations [7].

The care pathway must be articulated across the various
settings, which are closely interconnected to allow
flexible transitions according to the individual's needs
and stage of life. The goal is not only to keep patients at
home and to delay or prevent institutionalization, but also
to ensure uniformity and appropriateness throughout the
regional territory. Additionally, it is essential to improve
digital interconnection with the territorial and hospital
socio-healthcare system.

This overview aims to shed light on the primary
healthcare model in Liguria, a region in North-
western Italy, and its evolutions. It delves into critical
considerations such as structural components, financing,
increased costs, the current state of advancement, human
resource requirements and training priorities for district
managers.

THE LIGURIAN TERRITORIAL HEALTHCARE MODEL

As of January 1, 2023, the resident population of the
Liguria Region was 1,502,624 (723,806 males and
778,818 females), with a general trend of declining births
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and gradual ageing of the population. The average age of
Ligurians is 49.3 years, and the percentage of individuals
aged 65 and over is 28.8% of the total population (23.5%
in Italy). The current sociodemographic structure and
its future projection highlight a prevalence of chronic-
degenerative pathologies. The socio-healthcare system
will therefore be increasingly called upon to respond to
the health needs of Ligurians; this will require profound
changes in its organizational model.

THE TERRITORIAL NETWORK

In recent decades, in Liguria, like other places [8,9],
an increasing interest in improving the organization of
primary care was seen, with particular emphasis being
placed on reducing unnecessary visits to the emergency
department (ED) for non-severe conditions and hospital
admissions of chronically ill patients. Initiatives
to reinforce the healthcare network have included
extending the opening hours of general practitioners'

(GPs) group practices and out-of-hours care and

considering expanding the range of facilities to offer a

broader spectrum of acute and chronic medical services.

The National Recovery and Resilience Plan offers

a significant opportunity to improve integration

and strengthen the healthcare framework. Regional

Government Resolution 1223/2022 incorporates the

directives of the NRRP and DM77, providing a revision

of the territorial network of various professionals,
including Family or Community Nurses (IFoC),
whose collaboration is necessary for the functioning
of Community Houses, Community Hospitals and

Territorial Operation Centres to promote ‘‘proximity

prevention”. In this way, the community ceases to be a

passive spectator and, thanks to empowerment processes,

becomes an active subject in building proposals to
improve the health conditions of the community and
evaluate local socio-health policies.

The advance of telemedicine emerges as a critical

element in the reorganization of territorial care. Indeed,

telemedicine can:

* reduce the distance between healthcare providers and
patients and among healthcare providers themselves;

* enable the early diagnosis of acute events and timely
intervention for patients treated at home and/or in
emergency situations;

» streamline care services in remote or disadvantaged
areas, optimizing resources by offering proximity
services that enhance appropriateness and therapeutic
adherence;

* coordinate interventions for integrated care between
the hospital and primary care settings, thereby
facilitating de-hospitalization processes;

» promote collaboration among professionals belonging
to different hospital and territorial care networks,
particularly in contexts where multidisciplinarity is
essential for the proper care and management of the
patient.

Figure 1 shows the offer of primary care, the facilities

envisioned by the new model and their functional

connections.
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| COMMUNITY HOUSE -SPOKE |

Fig. 1. Scheme of the primary healthcare system in the Liguria Region (Community House, Community Hospital).
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COMMUNITY HOUSE

In accordance with the NRRP, Community Houses serve
as hubs in a reorganized territorial network, and act as
reference points for proximity medicine, reception and
orientation to primary care services [10]. Indeed, the
overall integration of social, and health care services for
the promotion of health and the comprehensive care of
the community is enhanced through the implementation
of physically identifiable facilities. These serve as points
of reference for proximity assistance and as hubs for
receiving and orienting citizens to primary healthcare
services of a health, socio-health and social nature; they
ensure interdisciplinary interventions through the spatial
contiguity of services and the integration of professional
communities (multi-professional and interdisciplinary
teams) that operate according to integrated models,
both within healthcare services (territory-hospital) and
between health and social services.

The reference standard mandates the presence of at
least 1 CdC for every 50,000 inhabitants [1]. These
facilities generally offer a range of services, including
medical examinations, reception, services for continuity
of care, general medicine, polyclinics, first aid, first-
line diagnostic services, sampling points, rehabilitation,
home care services, primary care paediatricians,
vaccination centres, screening, social healthcare services
and telemedicine [5].

The mission of the CdCs is multi-faceted, encompassing
standardizing  healthcare = pathways,  promoting
prevention and health among individuals and in the
community, managing chronic conditions, conducting
comprehensive assessments of individual needs,
and ensuring coordination with local health services

for continuity of care [11]. Their activities include
inter-professional and multidisciplinary work and
the coordination of interventions among General
Practitioners (GPs), Paediatricians (PLSs), Outpatient
Specialists, Family and Community Nurses, social
workers and other healthcare and social professionals.
As the multi-professional team involves Family Nurses
and GPs and PLSs working in group practices, the skills
of these professionals are enhanced, and professional
isolation is avoided [12].

In Liguria, the recently approved 2023-2025 regional
health and social plan outlines the roles and functions
of Hub and Spoke CdCs. One of the main goals is to
enhance citizens' access to services by identifying the
“doorways” to a unified pathway of health and social
assistance. Specifically, the organization of the CdCs
envisioned in the Ligurian model aims to ensure the
maximum proximity and capillarity and is characterized
by the presence of the NHS Hub CdCs and Level I
(basic) and Level II Spoke CdCs.

Level I Spokes are individual GP ambulatories; their
reference centre within their district is the Hub CdC,
with which they are interconnected through the COT.
GPs guarantee the availability of services according
to the time commitment envisaged by the evolving
regulatory framework. Additionally, GPs can negotiate
the allocation of the remaining hours directly with
the District Director; these hours may be dedicated to
district activities, including activities within the Hub
CdC. The District Director will evaluate whether to
extend the opening hours of the medical practice, or
to allocate these hours either to covering neighbouring
areas that may be experiencing shortages or to
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Tab. 1. Regional CdCs envisaged by the NRRP.
Minimum
30
target
Maximum
33
target
Regional AGENCY | N°of CdCs to be built | N° of CdCs to be renovated Total
LHAL 0 5 5
LHA2 0 6 6
LHA3 0 13 13
Needs LHA4 0 3 3
LHAS 2 3 5
H EVANGELICO 0 1 1
Total 2 31 33
The need must be detailed in terms of the number of community houses (distinguishing between those
to be built and those to be renovated) per referring agency.
Funds €44,030,926.66 from NRRP to the Region
allocated No additional amount is foreseen by the regional budget.

collaboration with other professionals within the CdC.
Level II Spoke centres must guarantee the presence of
GPs, specialist outpatient services and basic-level home
care services. Their aim is to take care of 5% of the over-
65s assisted by each GP belonging to the Level IT Spoke.
Table I reports the regional objectives for CdCs.

COMMUNITY HOSPITAL

Along with the Community House, the Community
Hospital will play a pivotal role in the healthcare network
by empowering the community to engage in prevention,
proximity, and management functions. This approach
aims to prevent inappropriate hospital admissions of
patients with complex and urgent conditions, while
ensuring appropriate responses to their needs [13].

The OdC is an intermediate care health facility designed
for short hospital stays. It caters for patients who
require a period of clinical stabilization or monitoring
and remodulation of therapy after discharge from acute
departments, as well as individuals coming from home
who present worsening of a chronic pathology and/or the
need for a clinical-diagnostic and therapeutic pathway
that cannot be managed on an outpatient basis.
Effective networking with other care settings and a
functional connection with hospitals and territorial
services are thus crucial. Prompt activation of home
care services and caregiver training are essential for
safe patient transitions home. This necessitates well-
defined operational procedures to ensure continuity of
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care, in which the coordinating role played by the COT
is fundamental.

It must be emphasized that the Community Hospital
neither duplicates nor replaces existing structures for
patient care; it is not one of the residential facilities
covered by the essential levels of assistance approved in
2017 (DPCM 12/01/2017) [14]. Instead, it complements
other healthcare models.

The reference standard requires the presence of at least 1
Community Hospital with 20 beds per 50,000 - 100,000
inhabitants that operates 7 days a week. One or two
further modules, each with 15-20 beds, may be added
to ensure consistency with the purposes, recipients, and
management methods of the OdC [1].

The OdC is designed to receive those patients who
require low-intensity treatments following a minor
or acute episode of worsening of chronic pathologies;
while these treatments are potentially available at home,
the patient is admitted on account of the (structural and/
or familial) unsuitability of the home setting. OdCs
offer continuous nursing care, including overnight
surveillance, that is not available at home [15].

These healthcare facilities are affiliated to the
local territorial area and carry out an intermediate
function between home/community-based care and
hospitalization, catering for short-term admissions for
low- to moderate-intensity care. Unlike other health
structures, OdCs are territorial facilities where stays
should not exceed 30 days. Daily tariffs fall between
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those of hospitals and socio-sanitary residential
facilities. OdCs are intended to deliver health care for
patients with functional deficits and/or stable chronic
conditions, who may come from hospitals, residential
care facilities, or their own homes. Subjects that may
benefit from admission to an OdC include: elderly
individuals with multiple chronic conditions who
experience a sudden worsening of symptoms at home
and require close monitoring and management, but
not acute hospitalization, and patients receiving a
new therapy (such as those with a spinal cord injury
who are discharged home with a urinary catheter and
medications for pain management, or those for whom
peritoneal dialysis has recently been prescribed) who
need training and support in order to adhere to catheter
care and medication. In summary, the main categories of
eligible patients are:

a) frail and/or chronic patients coming from home
who experience worsening of a pre-existing clinical
condition and for whom hospital admission is
inappropriate;

patients (mainly with multiple morbidities) requiring
continuous nursing care after being discharged from
hospital facilities following acute or rehabilitative
treatment;

patients requiring assistance 1in administering
medications or managing aids and devices, and who
require support and patient and caregiver training
before returning home;

patients in need of support for rehabilitation/re-
education involving assessments and proposals of
strategies for maintaining functions and residual
capacities; those requiring therapeutic support, and

b)

d)

those with motor, cognitive or physical disabilities
who need training. Physiotherapy interventions are
part of protocols already activated in the department
of origin to facilitate return home.
While Community Hospitals constitute a model of
Intermediate Care, there remains a need for monitoring
and assessment processes, to evaluate patient
characteristics and care effectiveness. This will involve
the continuous monitoring of the quality of healthcare
services and the timely detection of any critical issues
that may arise. In this regard, e-health and telemedicine
services will be fundamental to improving the quality
of care and access to care and will reduce costs by
favouring the treatment of chronic diseases outside
hospitals, which can then be dedicated to the treatment
of acute cases [16].
Table II reports the regional objectives for OdCs.

TERRITORIAL OPERATION CENTRE (COT)

The design outlined elucidates the functioning of the
organizational model implemented by the Territorial
Operations Centre (COT) — a back-office service that
facilitates the activation and continuity of care through
a common platform integrated with key corporate
management applications and interconnected with
all entities/structures within the territory. The COT
ensures coordination and alignment between the nodes
of different networks and professionals; it therefore
serves as a crucial “organizational hub” for the efficient
management of continuity of care during patients'
transition from the hospital to the territory. The COT
provides digital and logistical support for healthcare
workers, coordinating the various healthcare services

Tab. Il. Regional 0dCs broken down by LHA.

Minimum target 10

Maximum target 11
Regional Agency N° of CdCs to be built | N° of CdCs to be renovated Total
LHAL 0 1 1
LHA2 0 2 2
LHA3 2 2 4

Needs LHA4 0 2 2
LHAS 0 2 2
Total 2 9 11

The need must be detailed in terms of the number of community hospitals {distinguishing between

those to be built and those to be renovated) per referring agency.

Funds allocated

€24,016,869.09 from the NRRP to the Region

No additional amount is foreseen by the regional budget.




offered by the District and integrating social healthcare
activities in the various settings. Its activities are
linked to the registration of data on health needs and
communication with the emergency network.

DM77 specifically suggests the creation of an Operations
Centre (i.e. 116 117), a regional structure that facilitates
the population's access to non-urgent medical care. It
provides patients with telephone assistance, directs them
to local assistance structures by transferring their calls
to the COT, and transmits urgent requests for medical
assistance to the emergency number (118). DM 77/2022
designates the unique number 116 117 as one of the
channels that will progressively become an ordinary
mean of access to the NHS. It serves various purposes,
including obtaining information, receiving initial
guidance on services, ensuring continuity of care and
accessing socio-sanitary services. Regional Government
Resolution 715/2023 has approved the “Project for the
gradual activation of the Harmonized European Number
(NEA) for social purposes 116 117 in the Liguria
Region”. Table III reports the regional objectives for the
COTs, broken down by LHA.
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HUMAN RESOURCES DEDICATED TO PRIMARY CARE
SERVICES

The NRRP calls for a substantial transformation
of primary and community care, in order to offer
patients more accessible services closer to home and
to allow hospitals to focus only on acute care. Indeed,
expensive technologies and professional expertise
need to be concentrated in hospitals to exploit clinical
and organizational learning and economies of scale.
However, while the new facilities require staff and
other resources to become operational, the NRRP
lacks provisions for extra funding in this regard,
as it only funds -capital expenditure (buildings,
technologies, digital infrastructure) [17]. The most
feasible strategy, despite resistance from most
professionals, involves reallocating a portion of the
staff working in acute hospitals to these new facilities.
Thus, it is very important to decide how to deploy the
proximity network workforce and how to specifically
coordinate the activities of primary care professionals,
hospital professionals, GPs, Paediatricians and new
professionals.

Tab. IlI. Regional COTs, broken down by LHA.

Minimum target 15
Maximum target 16
Regional Agency N°® of COTs
LHAL 2 (n®1 San Remo, n°1 Imperia)
LHA2 3 (n°1 Savona, n°1 Cairo Montenotte, n°1 Finale
Ligure)
LHA3 6(n° 6 Genova)
Needs
LHA4 2 (n°1 Sestri Levante, n°1 Chiavari)
LHAS 3 (n°1 Brugnato, n°1 La Spezia, n°1 Sarzana)
Total 16

The need must be detailed in terms of the number of COTs (distinguished between those to

be built and those to be renovated) per referring agency.

Allocated ammount

€2.596.125 from NRRP to the Region (COT resources)

€1.066.071,88 from NRRP to the Region {interconnection resources)

€1.450.742,83 from NRRP to the Region (devices resources)

No additional amount is foreseen by the regional budget.
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Fig. 2. Some examples of human resource needs.
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In this regard, several questions remain unanswered:
What is the staffing standard for the new territorial
organization? Are there shortages of professionals?
What roles and training are required? Is a shift from
hospitals to the territory truly feasible?

Figure 2 shows some examples of human resource needs
(or workforce requirements).

On average, Italy has a higher number of physicians than
other EU countries. The number of practising physicians
has steadily increased since the 2000s, reaching 412 per
100,000 population in 2021 (the EU average is 397) [16].
However, the number of public hospital physicians and
GPs is declining, potentially leading to future shortages.
Notably, shortages are more pronounced in specific
sectors, particularly in emergency/urgency/on-call
activities. Moreover, it is noteworthy that more than half
of the physicians working in the public system are aged
over 55 years, a value that is among the highest in the EU.
In 2020 and 2021, the COVID-19 pandemic necessitated
a rapid increase in the recruitment of medical and other
support staff, to meet the needs of the emergency. In
Italy, however, comprehensive planning for the training
of health professionals, especially physicians and
nurses, has generally been suboptimal. In order to tackle
the problem of staff shortages, the number of medical
specialization contracts for a full cycle of studies (5
years) has been increased by approximately 4200 since
the academic year 2020/2021 by allocating funds from
the NRRP.

However, the utilisation of NRRP funds for this purpose
has sparked a renewed discussion on task-shifting,
a concept overlooked for decades in Italy. Indeed,

the Italian regulatory framework on the division of
tasks among health professions (e.g. doctors, nurses,
pharmacists) is obsolete and does not reflect changes in
technologies and professional training. This regulation
should be updated in the light of the best international
experiences. Such a shift could also increase the appeal
of nursing as a profession and would generate savings
for the NHS, given the differences in salaries between
nurses and doctors [17].

Primary care services are a fundamental part of the
healthcare network of assistance, prevention, and health
promotion [18]. Apart from a few regions, the Italian
NHS has no functioning CdCs or OdCs yet. Where to
carry out Ist and 2nd level outpatient activities remains
a pertinent question and could be informed by studies
aimed at investigating optimal locations for outpatient
services in healthcare systems that face similar
challenges.

DI1SCUSSION AND CONCLUSION

The global response to the COVID-19 pandemic
presented a unique opportunity to tackle the structural
weaknesses of the Italian economy and guide the country
towards an ecological and environmental transition. The
pandemic highlighted the necessity for preventive and
proactive measures, as well as a supply system capable
of integrating health and social services.

In this context, implementing new organizational
models for territorial health care becomes crucial.
Such models ensure a unified socio-health assistance
pathway, multidimensional care, and continuity of
interventions across various care settings. The recent
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reform approved in Italy aims to establish an integrated
primary healthcare model nationwide, by transitioning
primary care to community care, thereby reducing
geographical disparities and enhancing service
effectiveness [1].

After years of focusing on cost rationalization and
efficiency, the current emphasis is on innovation and
new, more integrated, and digital organizational models
supported by increased resources and investments.
Investing in the health system is seen as crucial to
socioeconomic development, although using EU funds,
and investment funds in general, presents challenges,
particularly as the technical capacities to design and
implement sound projects are lacking; it is therefore
essential to invest in these capacities [17].

The NRRP has allocated € 2 billion to the creation of
1288 CdCs by the first half of 2026. However, economic
resources, especially within the NRRP, do not adequately
cover current spending, and general funding will not
increase significantly in the future.

A very relevant issue is the need to monitor and assess
patient characteristics and the effectiveness of care in the
new facilities [19]. Indeed, there is a risk of increasing
the inter-regional gap in terms of the ability to provide
timely high-quality care, with some regional clinical-
organizational models being rewarded and others being
penalised, according to how far their outcome/process
indicators are from the benchmark.

Further unresolved questions concern the needs of
the new territorial organization, potential shortages
of healthcare professionals, training requirements
and pathways of the shift from hospital to community
care. A critical point concerns the number and type of
professionals required for the new structures, given the
overall shortage of well-trained healthcare professionals.
The difficulty of retaining nurses and physicians in
service poses potential challenges in implementing the
new territorial healthcare model [18].

The current budget allocation might prove insufficient,
given Italy's GP shortage and the ageing population of
healthcare professionals. Consequently, there may be
insufficient personnel to staff CdCs and, especially,
OdCs. The economic feasibility of the territorial
healthcare reform is therefore questionable unless
additional budget expenditures are allocated.

Achieving an equitable distribution of medical
practitioners for the entire population is paramount.
E-health and telemedicine services will play a
fundamental role in enhancing the quality of care,
facilitating access to assistance and reducing costs [20].
These services will support the treatment of chronic
diseases outside hospitals, thereby allowing hospitals to
focus on acute cases [21, 22].
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