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Executive summary  
The first action of the research phase involved the realization of a literature review, crucial for a first 
identification of both a European and an Italian taxonomy of the medical desert phenomenon or of 
areas at risk for desertification. This preliminary step helped investigating the current knowledge of 
medical deserts with the aim to develop a more specific and comprehensive working definition of the 
issue. The review articulated itself in two main levels of development. The first level involved a more 
general and narrative analysis exploring the broader concept of medical deserts through the articles 
provided to us by our Romanian consortium project partner Foundation Center for Health Policies and 
Services (CHPS). The second step was more systematic and employed a country-focused approach 
while conducting the literature review. It regarded our direct involvement in the identification and 
selection of distinct publications, articles, and documents that were deemed to be worth analyzing to 
precisely outline the medical desertification issue in the Italian context. Both types of research, the 
first at the European level and the second at the national (Italian) one, followed in their analysis phase 
within the same methodology. The methodology involved the classification and examination of the 
documents collected through a structured grid which preferred a qualitative assessment over a 
quantitative one. The grid employed for the analysis contributed to an easier identification of the 
indicators of medical deserts existence, as well as the patterns and trends of the phenomenon, both 
at the EU and national level. The process also helped examine the evidence about which national 
policies have been undertaken across the different countries and regions to address the issue, 
analysing their effectiveness and their drawbacks.  

All the evaluations, experiences, and data emphasized by the national documents reviewed make clear 
that the aspect of medical deserts is still an unknown concept in the Italian context. Nonetheless, 
through an analysis of the shortcomings of territorial assistance in Italy, we were able to identify several 
common patterns and trends which implicitly refer to the medical desertification condition. Above all, 
three main characteristics that most articles continuously refer to in their research are: shortage of 
healthcare personnel, insufficient healthcare services, and lack of adequate territorial assistance, 
especially in underserved areas. Other key factors involve uneven and fragmented regional health 
services in rural areas, poor access to medical care and services, scarce prevention and follow-up, and 
acute hospitals and medical facilities unable to adequately meet safety and quality standards, all 
common patterns and trends which implicitly refer to the medical desertification condition. 
Geography appears to be a key determinant, in fact distance and rurality represent barriers of cost, 
time and inconvenience for patients in accessing primary care and prevention. 
All this was confirmed by what emerged during the activities carried out in the two areas where the 
pilot projects are taking place where, among others, the major critical issues emerged are related to: 
a serious shortage of professional assistance to deal with primary care, especially GPs and 
Paediatricians but also Obstetricians, Surgeons, Internists, Oncologists, Nephrologists – which often 
leads to passive mobility outside the province and outside the region; the shortage of services for 
transportation for people with disabilities and of an Integrated Home Care service and too long 
emergency response times by the Territorial Urgent Care Service (up to 70 minutes to reach remote 
municipalities). 

 

 

 

 

 

 

 



Country health system overview 

Context – see also country fiche (annex 1) 
 

With a population of almost 60 million, Italy is the third most populous country in Europe. The country 

is made up of 20 regions, which are extremely varied, differing in size, population and levels of 

economic development. Five out of the 20 regions (namely Valle d’Aosta, Friuli-Venezia Giulia, 

Province of Trento, Province of Bolzano, Sicily and Sardinia) are granted home rule; the Constitution 

(article 116) acknowledges their powers in relation to legislation, administration and finance. In return, 

these regions have to finance their health-care and education systems, and most public infrastructure 

through their own means. These particular institutional arrangements were designed to take into 

account cultural differences and protect linguistic minorities. The regions are subdivided into 

provinces, which are made up of municipalities (comuni). Italy has about 7904 municipalities, which 

range in size from small villages to large cities such as Rome.   

In Italy, municipalities classified as "Rural areas" or "Sparsely populated areas" account for 63.8 

percent of total municipalities and those classified as "Small towns and suburbs" 33.0 percent. In 

contrast, municipalities falling under the category of "Cities" or "Densely Populated Areas" make up 

3.2 percent of the total. "Rural areas" or "Sparsely populated areas" occupy 60.9 percent of the total 

area, "Small towns and suburbs" 33.0 percent and "Cities" or "Densely populated areas" 6.2 percent. 

Most of the population (47.7 percent) lives in "Small towns and suburbs," 35.3 percent in "Cities" or 

"Densely populated areas," and 17.0 percent in "Rural areas" or "Sparsely populated areas."1 

Table 1. Demographic and socio-economic context in Italy, 2020 

 

Source: https://ec.europa.eu/health/system/files/2021-12/2021_chp_it_english.pdf  

In almost all demographic and health indicators, there are marked regional differences for both men 

and women, reflecting the economic and social imbalance between the north and south of the 

country. Indeed, since the country’s political unification in 1861, Italy has been characterised by a 

strong North–South divide, with the Southern part of the country, commonly referred to as the 

“Mezzogiorno”, constantly lagging behind. The socio-economic situation in Southern Italy explains 

many of the nationwide disparities in the country’s modern history. In Italy, it is evident that the 

 
1 https://www.istat.it/it/files//2020/12/C01.pdf  

https://ec.europa.eu/health/system/files/2021-12/2021_chp_it_english.pdf
https://www.istat.it/it/files/2020/12/C01.pdf


scale and severity of regional disparities, in particular with respect to the labour market, calls for 

better place-sensitive territorial development policies, focused on providing opportunities to people 

living in the Southern regions and on tapping into untapped potential. 

Table 2. Contextual indicators for Italy 

 

Source: https://eurohealthobservatory.who.int/publications/i/italy-health-system-review-2014  

Italy has an open economy and is a founding member of the EU. It is also a member of major 
multilateral economic organizations such as the Group of Seven Industrialized Countries (G-7), the 
Group of Eight (G-8), OECD, the World Trade Organization and the International Monetary Fund (IMF).  
Its annual GDP per capita is 46.613 USD with a projected growth rate of 2.6 %.  
 
In 2019, health expenditure was substantially lower than the EU average, both in per capita terms and 
as a share of GDP. About 74 % of health spending was publicly funded in 2019 – a lower share than the 
EU average of 80 %. Most of the remaining expenses came from direct out-of-pocket (OOP) payments 
by households (23 %), as voluntary health insurance (VHI) only plays a minor role (covering only 3 % of 
the total). In response to the COVID-19 pandemic, the Italian government allocated additional funding 
of EUR 3.7 billion in 2020 and EUR 1.7 billion in 2021 to the health system – an increase of 3.3 % and 
1.7 % over the original funding plan. 
 
In May 2020, the Italian Ministry of Health allocated additional funding to regions to take into account 
additional hospital costs related to the care of COVID-19 patients. This included funding to cover 
additional spending on four main items: 

1. Additional ICU beds (computed based on the target of 14 beds per 100 000 population, 
equivalent to 3 500 additional beds);  

2. Additional high-care beds (a total of 4 225);  
3. Additional emergency room activity;  
4. Financial incentives for personnel and new hires.  

 

https://eurohealthobservatory.who.int/publications/i/italy-health-system-review-2014


The total amount of additional funding was EUR 1.83 billion, of which EUR 1.4 billion was allocated 
for capital expenditure on ICU and high-care beds and EUR 431 million for personnel (including EUR 
190 million for financial incentives and EUR 241 million for new hiring). 
 
 
The Ministry of Health also allocated an additional EUR 1.2 billion to strengthen primary care in 2020. 
Funds were mainly allocated to improve tracing and monitoring of COVID-19 cases, to increase home-
based services and to introduce the new professional role of family and community nurses. Italy’s EU-
funded Recovery and Resilience Plan was adopted in June 2021. The funding for the health 
components of the Plan, which total EUR 15.6 billion over five years, is designed to invest in using new 
technologies to improve hospitals and home health care, including through enhancing the use of 
telemedicine while reducing territorial fragmentation. A significant share of the funding is also planned 
for strengthening human resources for health. 
 
The provisional data for 2020 of the total health spending was of 3.819 USD per capita – correspondent 
to the 9.7% of the GDP - with a component related to Government/compulsory of 2.014 USD per capita 
and a Voluntary component of 906 USD per capita. Regarding the pharmaceutical spending, in 2019 it 
was of 659 USD per capita, representing the 18% of the total health spending and the 1.56% of the 
GDP. 
 
In 2021, in Italy, the access to the internet, intended as the percentage of households who reported 

that they had access to the Internet, was of 90.5% and the number of households that reported having 

at least one personal computer in working order in their home (measured in percentage of all 

households) was  of 72.5% in 2017.2 However, in 2018 the share of young people between 20 and 29 

years old with a tertiary level qualification in technical-scientific disciplines (STEM - Science, 

Technology, Engineering and Mathematics) with good digital skills/literacy was equal only to 15.1 per 

thousand, with a persisting gap between males (18.0) and females (12.1). 3 

 

Health system – see also country fiche (annex 1) 
 

The Italian National Health Service (Servizio Sanitario Nazionale, SSN)  was set up in 1978 with universal 

coverage, solidarity, human dignity, and human health as its guiding principles. It provides universal 

coverage largely free of charge at the point of delivery. It is regionally based, and organized at national, 

regional and local levels. 

Central government controls the distribution of tax revenue for publicly-financed healthcare and 

decides on a national statutory benefits package of “essential levels of care”—offered to all residents 

in every region. The National Health Service is largely funded through national and regional taxes, 

supplemented by co-payments for pharmaceuticals and outpatient care.4 

In fact, at the national level, the Ministry of Health (supported by several specialized agencies) sets the 

fundamental principles and goals of the health system, determines the core benefit package of health 

services guaranteed across the country, and allocates national funds to the regions. Then, the country’s 

 
2 https://data.oecd.org/ict/access-to-computers-from-home.htm#indicator-chart  
3http://dati.istat.it/viewhtml.aspx?il=blank&vh=0000&vf=0&vcq=1100&graph=0&view-

metadata=1&lang=en&QueryId=22998&metadata=DCCV_ICT  
4 https://eurohealthobservatory.who.int/publications/i/italy-health-system-review-2014 

https://data.oecd.org/ict/access-to-computers-from-home.htm#indicator-chart
http://dati.istat.it/viewhtml.aspx?il=blank&vh=0000&vf=0&vcq=1100&graph=0&view-metadata=1&lang=en&QueryId=22998&metadata=DCCV_ICT
http://dati.istat.it/viewhtml.aspx?il=blank&vh=0000&vf=0&vcq=1100&graph=0&view-metadata=1&lang=en&QueryId=22998&metadata=DCCV_ICT
https://eurohealthobservatory.who.int/publications/i/italy-health-system-review-2014


19 regions and two autonomous provinces are responsible for organizing and delivering healthcare 

services through local health units. These geographically based local health authorities (Aziende 

Sanitarie Locali, ASL) deliver public health, community health services and primary care directly, and 

secondary and specialist care directly or through public hospitals or accredited private providers. 

Depending on the region, public funds are allocated by local health units to public hospitals and 

accredited private clinics. Public hospitals are either managed directly by local health units and 

coordinated with other local health services such as preventive medicine departments and primary 

care districts, or they operate as semi-independent public enterprises. A prospective payment system 

based on diagnosis-related groups (DRG) operates across the country and accounts for most hospital 

revenue, but is generally not applied to hospitals run directly by local health units, where global 

budgets are common.  

Although access to health care is generally good in Italy, the COVID-19 pandemic significantly 
hampered access to care: 23 % of the population reported some forgone care during the first 12 
months of the pandemic – slightly more than the EU average of 21 %. 
In 2019, there were approximately 3.160 per 1 000 inhabitants hospital beds5, in terms of number of 

beds that are maintained, staffed and immediately available for use. Total hospital beds include 

curative (or acute) care beds, rehabilitative care beds, long-term care beds and other beds in hospitals.  

The health of the population has improved over the last decades. The total infant mortality rate in 

2019 was of 2.4 deaths per 1000 live births. Average life expectancy at birth reached 82.4 years, 80.1 

years for men and 84.7 years for women in 2020.  In the same year, life expectancy at 65 reached 18.5 

years for men and 21.8 years for women. 

Life expectancy in Italy in 2020 was almost two years higher than the EU average, but it fell at least 
temporarily by 1.2 years because of deaths due to COVID-19. While the Italian health system generally 
provides good access to high-quality care, the pandemic highlighted important structural weaknesses, 
including years of low investment in the health workforce and the health information infrastructure. 
The pandemic stimulated many innovative practices in Italy, such as the rollout of special units for 
continuity of care, which could be expanded to build a more resilient health care system. 
 
In 2018, Italy had the lowest preventable mortality rate in the EU. As for all other countries, this rate 

will increase when data for this indicator become available for 2020 and 2021 because of the COVID-

19 pandemic. 

Circulatory diseases accounted for 35 % of all deaths in Italy, followed by cancer (27 %). Looking at 

more specific diseases, ischaemic heart disease (accounting for about 10 % of all deaths) and stroke 

(about 9 %) were the leading causes of mortality in 2018, followed by lung cancer, which remained the 

most frequent cause of death by cancer. The main cancer sites among men are prostate (20 %), lung 

(14 %) and colorectal (13 %), while among women breast cancer is the leading cancer (30 %), followed 

by colorectal (13 %) and lung cancer (7 %). Cancer prevention is one of the main priority areas of the 

five-year National Prevention Plan introduced in Italy in August 2020 (Ministry of Health, 2020). The 

number of deaths deemed potentially avoidable through health care interventions was also one of the 

lowest in the EU in 2018, indicating that the Italian health system is generally effective in treating 

patients with life-threatening conditions. This positive result is related to relatively low mortality rates 

 
5 https://data.oecd.org/italy.htm#profile-health  

https://data.oecd.org/italy.htm#profile-health


from ischaemic heart disease, stroke and colorectal cancer. Preventable and treatable causes of 

mortality decreased more rapidly in Italy between 2011 and 2018 than in the EU as a whole.  

Unfortunately, in 2020, COVID-19 accounted for about 75 000 deaths only in Italy (10 % of all deaths). 

Another 54 000 people died from COVID-19 in the first eight months of 2021. Most deaths were among 

older people: the average age of people who died from COVID-19 in 2020 was 81, and 86 % of deaths 

were among people aged 70 and over. While the mortality rate from COVID-19 in Italy was much higher 

than the EU average during the first wave in spring 2020, this gap narrowed, and many other EU 

countries had higher death rates in autumn 2020 and the first eight months of 2021. By the end of 

August 2021, the cumulative mortality rate from COVID-19 in Italy was about 35 % higher than the EU 

average. 

 

In 2019, about three quarters (73 %) of Italian adults reported being in good health – a proportion 
slightly higher than the EU average (69 %). However, one in six Italian adults (16 %) reported having at 
least one chronic condition and this proportion increases with age (37 % of people aged 65 and over 
have one or more chronic conditions). An emerging issue from the COVID-19 pandemic is the number 
of patients who experience persistent ill health for a long period after contracting the virus. “Long 
COVID” – characterised by symptoms including chest and muscle pain, fatigue, shortness of breath, 
anxiety and cognitive dysfunction – can impede a return to normal life, with potentially lasting health 
and economic repercussions. 
Smoking and rising obesity levels, particularly among young people, are still major health challenges. 

The total number of doctors in Italy is slightly higher than the EU average, at 4.1 compared to 3.9 per 
1 000 population in 2019. However, the number of doctors working in public hospitals and general 
practitioners (GPs) is declining. As the average age of Italian doctors has increased, a significant 
shortage is projected in the years to come – especially in some specialties and general practice – if the 
current criteria for accessing specialty training remain unchanged. 
 
Prior to the COVID-19 pandemic, only 1.8 % of the Italian population reported unmet needs for medical 
care in 2019, mostly for financial reasons. This was close to the EU average of 1.7 %. As in many other 
countries, the proportion of unmet medical care needs was much greater among people in the lowest 
income quintile (3.5 %) than among those in the highest (0.5 %). There are sizeable disparities in access 
to care across regions, with citizens from poorer regions in the south more than twice as likely to report 
unmet medical care needs than those living in wealthier regions in the north, due to financial reasons, 
waiting times or travel distances. 
 
In Italy, patient empowerment and patient rights are not specified by a single law but are present in 

several pieces of legislation, starting with the Italian Constitution and the founding law of the national 

health system. Over the last 20 years, several tools have been introduced for public participation at all 

levels but no systematic strategy exists and implementation varies across the country, as does the 

satisfaction of citizens with the quality of health care.  

In this context, we believe it is important to also take into consideration the data collected by 

Cittadinanzattiva thanks to the daily commitment throughout the Italian national territory, thanks and 

above all through 2 main tools, founded by Cittadinanzattiva: the PIT and the TDM. 

 

The PIT (Integrated Protection Project) is an orientation, information and protection service founded 

by Cittadinanzattiva to help citizens who have suffered disservices in the areas of health, public 

services and justice. It is not a simple listening desk: the objective is the protection of rights through 



the participation of citizens. In each region there is a reference office that responds directly to citizens' 

requests and manages reports in collaboration with the other local offices in the area. In addition to 

the expertise of the volunteers who respond directly to citizens' requests, the PiT makes use of the 

free advice of professionals in the legal, medico-legal and specialist sectors, supporting a 

multidisciplinary approach to resolving cases. This method favours the participation and 

empowerment of citizens, informing them of their rights and the tools of protection available so that 

they are not violated. 

The Tribunal for Patients’ Rights (Tribunale per i Diritti del Malato, TDM) is an initiative of 

Cittadinanzattiva, born in 1980, to protect and promote the rights of citizens in the field of health and 

assistance services and to contribute to a more humane, effective and rational organization of the 

service national health. The TDM is a network made up of about 10,000 citizens, operators of the 

various services and professionals, who commit themselves on a voluntary basis. 

The main activities carried out by the TDM concern the collection of information and requests, advice 

and help aimed at citizens, collaboration with other organizations and meetings with public and private 

institutions for the improvement of the quality of the National Health Service. The Tribunal for 

Patients’ Rights (TDM) operates through: about 300 local sections, present throughout the national 

territory, active in hospitals and local services; a central structure, which coordinates the activities of 

the network and promotes national initiatives; thematic groups, at national, regional and local level, 

linked to specific programs; regional coordination, to support local networks and to promote regional 

policies for the protection of rights in the health sector; the Integrated Protection Project (PIT salute). 

According to what is described in the Civic Health Report 2022 (Rapporto civico sulla salute 20226) of 

Cittadinanzattiva, thanks to the 13,748 reports managed by the offices of the Court for the rights of 

the sick present on the national territory and by the Pit Salute from 1 January to 31 December 2021, 

the trend of reports developed in the last six years (20015-2021) shows the consolidation of some 

critical issues from the point of view of health care. 

Figure 1: Civic report on health: Citizens' rights and federalism in health care 

Source: Rapporto civico sulla salute: I diritti dei cittadini e il federalismo in sanità 

 
6 Cittadinanzattiva, Rapporto Civico sulla Salute 2022. 



The subject of the most recurrent reports are: in the first place, the difficulty in accessing health 

services (the graph shows a percentage range that varies from 30.5% in 2015 to 23.8% in 2021); in 

second place, the difficulty of using local assistance (percentage range between 11.5% in 2015 and 

17.4% in 2021). 

In consideration of the meaning that has always been attributed to reports as a "thermometer" of the 

critical issues encountered by citizens in their daily relationship with the National Health Service, these 

two health sectors are those in which the system has shown all its fragility in recent years, dragging 

itself behind unresolved issues on which no action has been taken at all or, at least, no action has been 

taken on the systemic causes that cause these constant inconveniences reported by citizens.  

The lack of "systemic" intervention in these two sectors has caused inevitable repercussions on the 

entire NHS (inappropriate access to emergency rooms, long waiting lists, use of private healthcare, 

renunciation of treatment, etc.). At the third place there are problems relating to hospital care (with 

values ranging from 10.2% in 2015 to 11.4% in 2021), with particular reference to the methods of 

providing services and their quality, often lacking. 

Reports from the local area and from the advocacy desks also show that as many as 74.7 percent of 

the reports in this area concerned Emergency and Emergency Room activities. In detail, the most 

frequent reports concern: excessive waiting to complete the pathway (55.1%), lack of comfort (38.8%), 

and lack of inpatient beds (28.6%). In 2019, there were 515 public inpatient facilities in Italy. Of the 

public facilities, 63.9% were hospitals directly managed by Local Health Authorities (ASL), 10.3% were 

Hospital Boards (Aziende Ospedaliere), and the remaining 26.3% were other types of public hospitals. 

Between 2015 and 2019, the number of public inpatient facilities shows a steady decrease (from 546 

to 515), as do the number of public inpatient beds (from 2.6% to 2.5%), although less markedly. 

Nationwide, 3.5 beds per 1,000 inhabitants are available, with 2.9 beds dedicated to acute care activity 

per 1,000 inhabitants. Although this is a common phenomenon in other European countries, there is 

no doubt that with the figure of 3.5 beds per 1,000 inhabitants, ours is well below the standards of 

France and Germany, which have 6 and 8 beds, respectively, putting our condition in common with 

that of Spain and Great Britain with 3 and 2.5 beds per 1,000 inhabitants. 

With reference to the period 2009-2018, the permanent salaried staff in the Health sector decreased 

by a total of 6.5%, from 693,600 as of 31/12/2009 to 648,507 as of 31/12/2018. This contraction of 

resources ended up generating, in the medium term, a serious shortage of health professionals in the 

facilities, which with reference especially to some areas, led to difficulties in the organization and 

management of health services. 

The new level of the national health requirement, which represents the total financing of public and 

accredited health care in Italy, was set by Budget Law 2022 (L. No. 234/2021) at 124,061 million for 

2022, 126,061 million for 2023 and 128,061 million for the year 2024. 

The COVID-19 epidemiological emergency raised this level for 2021 to 121,370 million euros while, for 

2020, the National Health System funding was 120,557 million euros. Trends in public health spending 

in Italy, according to data from the National Institute of Statistics (ISTAT), increased by about 3 percent 

between 2000 and 2008, higher than the increase in GDP. The ratio of this spending to Gross Domestic 

Product stood at more than 6 percent. From 2009 to 2017, the average annual rate of change to GDP 

had gradually declined to around 0.1 percent. The slowdown in the public component of healthcare 



spending through 2018 had an impact on the growth of private household healthcare spending, which 

increased by an average of about 2.5 percent.7 

 

Mapping medical deserts   

Methodology - see also Annexes 2, 3 and 4 

  

In order to analyze the Italian context, to understand not only the level of knowledge of the 

phenomenon of sanitary deserts, but also to understand where they already existed or where there 

were conditions that could potentially lead to sanitary desertification phenomena, we deemed it 

appropriate to proceed with the analysis of 5 different sources of information: the analysis of existing 

literature; the official sources from which to obtain data; information gathered by the 

Cittadinanzattiva’s PIT8; the national strategy for inner areas and the analysis of local media. 

 

National literature review 

The first phase of the research methodology applied at the country (Italian) level regarded the 
conduction of a literature review on the most relevant and inclusive publications found on the issue of 
medical desertification in Italy. Hence, a large part of the 15 documents analysed were in Italian 
language. 

As mentioned, the assessment of the collected documents was carried out with a grid for the analysis 
which comprises of the following three different sections:  

• A first general section includes the title of the publication, link, typology of source, domain of 
science, and main objective(s) of the study. 

• Going deeper into the analysis, the second section aims at identifying both the traditional and 
alternative concept(s) and the relevant definition(s) outlined in the text that related to the 
issue of medical deserts, as well as the geographical area and the years referred to by the data 
of the publication.  

• Finally, the scope of the third section was to identify the methodology on how data were 
collected to understand how the indexes for desertification were constructed and used for 
studying their relationship with other concepts. Lastly, a brief table on the findings and general 
comments to the analysed publication was added to facilitate the interpretation and 
usefulness of the identified document.   

 

The literature review resulted in an improved definition of medical desertification, which has then 
been further investigated through the next steps of the project’s research phase.  

All the evaluations, experiences, and data emphasized by the national documents reviewed make clear 
that the aspect of medical deserts is still an unknown concept in the Italian context. Nonetheless, 
through an analysis of the shortcomings of territorial assistance in Italy, we were able to identify several 
common patterns and trends which implicitly refer to the medical desertification condition. Above all, 
three main characteristics that most articles continuously refer to in their research are: shortage of 
healthcare personnel, insufficient healthcare services, and lack of adequate territorial assistance, 

 
7 https://temi.camera.it/leg18/temi/tl18_il_fabbisogno_sanitario.html  
8https://www.cittadinanzattiva.it/?view=article&id=4131:pit-integrated-project-of-citizen-

protection&catid=125&highlight=WyJwaXQiXQ==  

https://temi.camera.it/leg18/temi/tl18_il_fabbisogno_sanitario.html
https://www.cittadinanzattiva.it/?view=article&id=4131:pit-integrated-project-of-citizen-protection&catid=125&highlight=WyJwaXQiXQ==
https://www.cittadinanzattiva.it/?view=article&id=4131:pit-integrated-project-of-citizen-protection&catid=125&highlight=WyJwaXQiXQ==


especially in underserved areas. Other key factors involve uneven and fragmented regional health 
services in rural areas, poor access to medical care and services, scarce prevention and follow-up, and 
acute hospitals and medical facilities unable to adequately meet safety and quality standards. 

All the above-mentioned terms combined make up what we consider to be basic characteristics of 
medical deserts. Going further, two main innovative concepts were identified to improve and develop 
a more comprehensive and effective definition of the issue. The first term is “rural disparity”, which 
refers to the “uneven divide between country and city communities, where small-town communities 
have less access to healthcare than their urban counterparts and poorer health outcomes, one reason 
being the limited numbers of healthcare providers”. The second, “telehealth”, involves a combination 
of the terms “healthcare policy and technology” and refers to the introduction of technology as an 
answer to healthcare inequality. The latter is especially relevant when discussing about the suggestions 
gathered from the various publications to resolve the issue.  

Above all, geography was considered by almost all the documents as a key determinant exacerbating 
the already existing health disparities and the scarce access to quality healthcare for specific areas in 
Italy. Distance and rurality represent barriers of cost, time, and inconvenience for patients in accessing 
primary care. Thus, countries with vast geographical distances between rural or remote areas and 
hospitals and with a low population density are the ones which are mostly affected by inequities in 
access to and underutilization of emergency hospital services, compared to more urban and dense 
areas. Worth stressing are also the aspects relating to “rural women’s health”. The findings of the 
literature review succeeded in introducing new interpretations of barriers to rural healthcare that 
exceed purely spatial or operational challenges in the context of growing rural healthcare deserts by 
giving voice to rural women. The results emerged from the literature review also show that, besides 
rural distance, also medical mistrust is a big determinant causing medical deserts. This mistrust largely 
emerges in response to policies that aim to mitigate rural healthcare deserts. 

To counter the sense of abandonment, scepticism, and resentment of the people forced to face a 

highly unequal and inefficient healthcare system, several preliminary suggestions were identified 

through the literature review. First of all, establishing an adequate network of assistance on the 

territory is the only means of defence to quickly address and contain phenomena such as the current 

pandemic that we are fighting which further exacerbates the phenomenon of medical 

desertification. Furthermore, Italy’s decentralized health system possesses several weaknesses that 

must be addressed: strengthening emergency transport services, recruiting more health workers in 

rural or remote hospitals, developing residential care in rural areas, and digitization of the healthcare 

system are all necessary to enhance access to care, decrease healthcare inequalities and rural-urban 

divides, and prevent unnecessary hospitalizations. 

 

Data research through official sources 

As the second step of this research phase, we proceeded with data research through official sources, 

also in order to obtain information that would allow us to develop and define the Medical Deserts 

Diagnostic Tool (MDDT). This tool has been conceptualised as a web-based, interactive map that offers 

a set of criteria and benchmarks to: diagnose medical deserts and monitor desertification (only 

possible when time series of relevant data are available). 

The AHEAD mapping tool is available on the Project’s website, and contains data for the project 

countries (Italy, Moldova, the Netherlands, Romania, Serbia). The tool and its underlying methodology 

will be made available also for other countries so that they can build a similar tool. 



The findings from literature review suggest that medical deserts are characterised differently in 

different contexts. This means that policy makers in the different AHEAD countries will need different 

criteria to identify areas as a medical desert (or not). Final criteria will be agreed on in the course of 

the project implementation, based on research findings (literature, focus group discussions, in-depth 

interviews, surveys) and on findings from the participatory sessions. Similarly, benchmarks will differ 

across countries; some countries have higher health worker densities and/or smaller differences in 

health worker densities between regions, therefore, it would not be meaningful to use the same 

benchmarks across countries. The result of such a tailor-made approach will be that the MDDT will 

look different for each country. 

However, the type of criteria used in the tool will be based on a framework for the medical deserts’ 

concept that will also be developed by the AHEAD Project. Literature suggests that most medical 

deserts can be classified according to a limited number of rather broad categories of criteria, 

operationalised in specific indicators. These findings, again in combination with findings from other 

project activities, give us the building blocks to develop a common framework and taxonomy for the 

concept of medical desert. 

With the tool, AHEAD aims to support: 

▪ Primarily: national and/or local level decision makers in their decisions for health workforce 

reforms (including mayors, health insurers, etc.). 

▪ Secondarily: public health institutes, researchers, NGOs, practitioners and other interested parties. 

The MDDT prototype, currently available on the Project’s website, is the initial version of the MDDT. A 

more developed version of MDDT will be ready by end of October 2022, in time to be used by the 

intended target group(s) during the policy dialogues planned for the period of October 2022-April 

2023. The tool will be validated and further developed on the basis of the research activities, including 

but not limited to: focus group discussions, stakeholder interviews, and consensus building sessions. 

The prototype version is based on the initial working definition of medical deserts, which has been 

formulated by the AHEAD partners based on the literature review: “Medical deserts imply the inability 

of a given population (and / or a population group) to access health services, or the state of isolation 

when it comes to receiving health services, based on three categories of quantitative and qualitative 

barriers (‘dimensions’), which are interrelated and dependent on each other.” 

Considering all of the above, the research activity started with the consultation of official data sources 

as: Eurostat and Istat to collect data about general population and female population at NUTS 1 

(country), 2 (regional) and 3 (provincial) level of accuracy. Regarding the general Population data, they 

were collected following age criteria: total population under 15 years old, total population from 15 to 

64 years old, total population over 65 years old. 

About female population, a different criteria was used, considering the different specific needs of 

female population based on their age. 

For this reason, in addition to the total female population, different age groups were identified: women 

between 5 and 9 years old; between 10 and 14; between 15 and 19; between 20 and 24; between 25 

and 29; between 30 and 34; between 35 and 39; between 40 and 44; between 45 and 49; between 50 

and 54; between 55 and 59; between 60 and 64; between 65 and 69; between 70 and 74; between 75 

and 79; between 80 and 84; over 85 years old.  



Regarding the information about Healthcare workers population, data were collected on General 

Practitioners and Paediatricians based on the information available from the Italian Ministry of Health. 

In addition to these, also data on Hospital-based OBGYNs (obstetrician-gynecologist), Cardiologists and 

Pharmacists were collected. Lastly, also data about Rural Pharmacies were collected. 

All the above-mentioned information were collected at the NUTS 3 (province) level. Unfortunately, a 

crucial and critical aspect regarding the data collection in Italy was about the unavailability and/or 

absence of this kind of information. In fact, not only in most cases they were not accessible to the 

public and it has been necessary to expressly ask for them to the competent authority (e.g. Italian 

Ministry of Health, Federfarma, etc.). But the greatest obstacle was represented by the complete lack 

of these data. In fact, it has been impossible to receive information at a higher level of accuracy, at 

county and/or at municipality level, simply because they don’t exist. 

 

Information deriving from the widespread presence of Cittadinanzattiva on the national territory 

For these reasons, the choice of the two local realities where to realize the national pilots of the AHEAD 

project it has been guided by the findings of the complex research conducted, taking into account the 

existing literature, the media analysis and the information deriving from the widespread presence of 

Cittadinanzattiva on the national territory, thanks to the Integrated Project of Citizen Protection (PIT), 

its 21 regional offices, 250 territorial Assemblies and over 350 sections of the Tribunal for patients’ 

rights (TDM), as already described in detail in this report in the previous chapter. 

 

Analysis of medical desertification through the National Strategy for Inner Areas 

As a fourth step of this analysis process, we took into account what emerged from the strategy and 

commitment of Cittadinanzattiva to protect citizens’ rights and support vulnerable people living in 

Italy’s inner areas. 

In the 2014-2020 programming period, Italy has put in place a new integrated policy called the National 

Strategy for Inner Areas (NSIA)9. This policy applies to every region and macro-area in Italy and aims to 

contribute to the country’s economic and social recovery, creating jobs, fostering social inclusion and 

reversing the demographic decline of Inner Areas, in terms of both population size and age profile. The 

implementation process builds on previous experiences of local development in Italy, and is being 

supported by all the main EU funds, as well as dedicated funding provided for under the Stability Law 

(national funds). 

Italian Inner Areas are seventy-two and are made up of 1077 municipalities, with approximately 

2,072,718 inhabitants, making up 53 % of Italian municipalities, covering 60 % of the national territory 

and being home to 23 % of the Italian population. Within the definition of Inner Areas there are also 

marked differences, however, with peripheral and ultra-peripheral areas being the priority focus for 

policy interventions. 

 

  

 
9 https://enrd.ec.europa.eu/  

https://enrd.ec.europa.eu/


 

Figure 2: The 72 Italy’s Inner Areas. Source: Comitato Tecnico Aree Interne, 2019. 

 

Italy’s Inner Areas are rural areas characterised by their distance from the main service centres 

(education, health and mobility)10. Looking specifically at what concerns healthcare services, the main 

issues are about the difficulties in activating local services, the long waits of emergency vehicles in 

cases of health emergency, the difficulties in recruiting medical staff in the area, services not geared 

toward vulnerable groups, presenting therefore some characteristics of medical desertification. 

The demographic and agricultural profile of Inner Areas is notably different form the average profile 

emerging at the national level: demographic decline and population ageing is more pronounced in 

Inner Areas than in the rest of Italy, although it is counterbalanced by a strong growth in immigration 

(which doubled in the last decade across all regions). Economic productivity and the quality of services 

in these areas is also affected by the digital divide. 

The national strategy is based on four main innovations, which seek to develop and improve 

participatory processes in rural areas. The first policy innovation involves parallel improvements in the 

provision of essential services (primary and secondary school and vocational training, local mobility 

and transports, healthcare and medical services) while at the same time promoting local development 

 
10 Essential service centres are those municipalities able to provide simultaneously: schools with a full range of 

secondary education, at least one grade 1 emergency care hospital and at least one Silver category railway station 

(medium/small systems with an average degree of uptake for metropolitan/regional services and short-distance 

journeys). 



initiatives in five key fields: land management and forests; local food products; renewable energy; 

natural and cultural heritage; traditional crafts and SMEs. Secondly, Inner Areas are a national priority, 

but the strategy is conceived and implemented within a multilevel framework, involving national, 

regional and local tiers. Local communities are essential in this process: they can interpret the 

characteristics and complexity of the local population and territorial capital and turn them into 

projects, stimulating innovators that already exist in some Inner Areas. Removing the obstacles to 

essential services and local development can only be achieved with effective integration of national 

and local action. The third innovation is the multi-fund approach: local development interventions in 

the selected project areas will be financed by all the available European Structural and Investment 

funds, through the regional programmes, and by the National Stability Fund. The participation of 

European funds is mandatory for the approval of the local strategy. The last innovation is local 

participation: the local strategy is elaborated by a group of mayors and requires cooperation between 

the municipalities involved in the project area. They have to work together in managing services for 

their communities, and also in designing and managing the strategy. 

In this context, as part of Cittadinanzattiva's strategy to protect rights and support vulnerable people 

also in the inner areas of our country, several activities have been carried out: 

1. With the Integrated Project of Citizen Protection (PIT), which has a hundred network points which 

are providing a system of assistance and intervention for the citizen as close as possible to them and 

their community; 

2. With the Civic Audit, a technology for evaluating public services also in internal areas, for the 

identification of problems and the implementation of improvement actions; 

3. With projects of "dialogue" between institutions and citizens, aimed at making communities 

protagonists in their territories, both in terms of detection of needs and in terms of search for 

solutions; 

4. With the campaign of advocacy and communication #diffondilasalute (#sharehealth), which aims to 

combat the inequalities between regions, but also between the internal areas and the rest of the 

country, such as the health services: for this reason, we are working for the activation of a 

parliamentary intergroup on inequalities in health and presented a proposal for reform of Article 117 

of the Constitution that puts the issue of the right to health as a right of the individual; 

5. With awareness campaigns on the provision of services, such as cancer screenings; 

6. With campaigns so that the services and facilities present in the internal areas remain as active as 

possible, to avoid their transfer or disposal. 

 

In addition to these critical matters of the internal areas, there are many other aspects and distinctive 

features that make these areas a real heritage for Italy, a heritage of extraordinary potential on which 

it is worthwhile for the country to invest. 

In fact, some of these areas are characterized by strong local leadership, significant project activities, 

the presence of municipalities capable of working together and their resilience. 

This “community capital” is what Cittadinanzattiva is helping to support, believing that this diversity 

can be valued by: 



1. Information activities on new regulations that concern the development of internal areas; 

2. Public debates on the value and potential of the internal areas, not least on the important occasion 

of the Festival of Participation that has been taking place for three years in L'Aquila; 

3. The collection and dissemination of good practices, in schools and in health care, for the 

empowerment of these communities and the management of services; 

4. Working with students, teachers, parents' committees in the areas affected by earthquakes, to 

implement innovative projects that can support the communities "beyond the earthquake"; 

5. The drafting of a Report on rural pharmacies that is being carried out in partnership with Federfarma 

(National Association of Pharmacies); 

6. The Disponibile! programme for the reuse of unused public structures, in collaboration with the 

Agenzia del Demanio (State Property Agency);  

7. A new line of activities, started in 2017, concerning the direct management of cultural and 

environmental assets by the communities of the internal areas of our country. 

The ultimate aim of all the activities of the National Strategy for the Internal Areas is to "reverse 

demographic trends, increasing the well-being of local populations, local demand for labour and 

employment, the degree of use of territorial capital and strengthening the factors of local 

development". In this case, Cittadinanzattiva contributes to this by: 

1. Making available to the National Strategy of the internal areas its skills gained in decades of work in 

activism; 

2. With actions of monitoring and pressure on the progress of the Strategy; 

3. Contributing through meetings, with citizens and civic associations, to the dissemination of the 

Strategy of the internal areas; 

4. Facilitating opportunities for comparison between institutions and communities of the internal 

areas to allow them to develop common paths of implementation of the Strategy; 

5. Carrying out, in partnership with the National Technical Committee, training activities structured as 

an ad hoc module of the Civic School of Higher Education which aims to disseminate, with a view to 

exchange and comparison between institutions, operators and citizens, knowledge of innovative 

practices. 

 

Analysis of national and local media  

The fifth step of the research phase consisted in the analysis of the local media. 

In order to identify the main press publications pertaining to the issue of medical desertification in 

Italy, we proceeded with an analysis of the press review over the past year. We felt it was appropriate 

to proceed with a search that went further back in time because, even from the previous literature 

review, the lack of knowledge at the national level about this phenomenon was important. 

55 different media reports concerning different Italian regions and provinces affected by medical 

deserts emerged from our media analysis process. Cittadinanzattiva/Active Citizenship Network 

directly contributed to the research process through its regional secretariat and/or territorial assembly 



of reference, which provided for different articles, reviews, documents that were relevant for the 

discussion. The reports and documents collected referred to all the 20 Italian regions, with particular 

reference to: Abruzzo, Basilicata, Calabria, Campania, Lazio, Liguria, Lombardia, Marche, Molise, 

Piemonte, Puglia, Sicilia, Toscana, Veneto. Among these, the regions of Campania and Sicilia were the 

ones with the most criticalities. These two regions are also the ones where the most urgent territorial 

realities of the Avola-Noto and Oliveto-Citra areas were found. Nonetheless, much homogeneity can 

be found among the regions, with no evident and drastic differences between the northern and 

southern parts of the country. Going deeper into the main findings, these can be divided into two main 

aspects: the first concerning medical desertification elements and criticalities shared by the various 

Italian provinces that are indicated by the reports and the second related to potential solutions and 

actions which could solve or at least improve the daunting phenomenon.  

The most common criticality cited by all media reports concerned the chronic shortage of doctors and 

specialists in all healthcare departments. This is extremely severe as it hinders the proper functioning 

of the facilities and places a huge burden on all the present healthcare professionals who extend their 

shifts every day to replace the missing staff and repair to the emergencies. To give an idea of the 

seriousness of this medical desertification element, the media report of September 2021 entitled 

“Carenza di rianimatori rinviare il Punto nascita” explains the very critical organic shortage of 

anesthesiologists/reanimators in Sicily “who, with immense difficulty and spirit of sacrifice, can hardly 

guarantee their activities in support of the surgical and medical operating units present at the hospital 

of Avola. All this leads to a serious impairment of the interventions of the surgical departments both 

in election and emergency. The latter surgical branch operates in act at the hospital of Noto and makes 

use, for surgical interventions, of anesthesiologists on duty at the hospital of Avola”. It seems clear 

that this shortage of anesthesiologists and reanimators causes an unprecedented fragmentation that 

further weakens the already precarious organization of the healthcare facilities. Regarding the second 

most worrying medical desert area of Oliveto Citra, the November 2021 regional newspaper we have 

analyzed reports the statement of doctor and mayor of the province Carmine Pignata who claims that 

"without a doctor on board ambulances, inland areas are deprived of the right to health". By our 

analysis we have further noticed how this shortage becomes even more evident during the summer 

season, where difficulties multiply due to the arrival of occasional visitors, tourists and vacationers, 

which aggravate the road load and at the same time the demand for healthcare.  

According to our research and media examination, two other elements of desert areas regarded 

overcrowding and extremely long waiting lists, which sometimes exceed 12 months and are not 

capable of dealing with situations of urgency in no less than 15-20 days. The overcrowding of hospitals 

and the necessity to conduct everything remotely caused by the Covid-19 pandemic have only 

accentuated the already preoccupying phenomenon: the “anger of those who call the regional toll-

free number from their cell phones to make reservations, who after an exhausting wait also see their 

phone bill drained”, is a situation frequently cited by the different newspaper articles. The very limited 

number of healthcare facilities in certain areas was a third aspect which was frequently referred to by 

the analyzed media reports. Entire neighborhoods, including mostly elderly people, are often forced 

to commute among a thousand inconveniences to reach the nearest general practitioner. 

In analyzing the different elements of medical desertification, effective measures were identified 

within the documents as potential solutions to counter the medical shortage, overcrowding, the long 

waiting lists, and the lack of health facilities. Most reports viewed the shortage of general practitioners 

as a consequence of the generalized ageing of the Italian population and of the medical class and an 



effect of the recruitment cuts of the past years by choice of the competent Ministries. Serious 

destabilization and disorganization around the shifts and recruitment procedures of the health 

personnel was also found as a frequent characteristic of Italian medical facilities. This because most 

doctors are demotivated by their awareness of having to deal with disorganization, irregular and 

double shifts, lack of rest, stress, and exhaustion, especially in health emergency situations as the 

current one being faced.  

Among the most pressuring solutions, most media articles referred to the necessity of a new national 

plan revising the current structure of regional and national healthcare systems, mainly looking at: an 

internal reorganization of staff to support the departments where the situation is most critical, the 

inclusion of more interns by revising the curricular program of universities, and a reshaping of the 

access to medical schools to meet the needs arising from the current shortages. We have identified 

these solutions as short- and medium-term ones aiming at directly impacting on the issue of medical 

shortage. Relating instead to the bigger problem of medical desertification across Italy and to all the 

elements it comprises, other media reports have referred to highly impactful actions that would help 

in ensuring the presence of primary care physicians and other healthcare professionals in territorial 

facilities. Increasing health expenditure is a point which is reiterated by almost all of the documents 

analyzed. The issue is most often in the fact that health expenditure is most of the times not considered 

as an investment. Rather, it is considered as a current expenditure and its long-term benefits fail to be 

recognized. Once increased this awareness, strengthening territorial care through proximity care and 

the use of recently developed tools involving telemedicine, providing for community hospitals and 

community homes, would decrease the overcrowding of hospital wards and facilitate the bureaucratic 

and administrative process often hindered by long waiting lists (October 2021 newspaper article 

entitled “in 630 senza medico «Sindaco e giunta si rivolgano a Roma»”. Among other solutions, 

incentivizing teamwork and coordination among all relevant healthcare professionals, including 

doctors, nurses, psychologists, physicians, and social workers was also a frequently cited topic.  

 

Results: the case study of a medical desert - see also Annexes 5 and 6 

Based on what emerged from the research and analysis process above described, 2 areas were 

identified in which to conduct the pilots of the project: Piedimonte Matese in Campania and Avola-

Noto in Sicily. 

In the preliminary phase of the two pilots, the two local Cittadinanzattiva teams were provided with a 
detailed guide on all the activities that should have been carried out, in terms of analysis and research 
of the relevant stakeholders at the local level, with the aim of identify possible/existing policy 
measures to prevent/mitigate the phenomenon of medical desertification and build consensus. 
 
In addition to the above-mentioned guide, it was also provided another document on how to proceed 
to interview the identified local stakeholders and to whom to submit the drafted questionnaire. Firstly, 
have been analysed stakeholders’ knowledge and understanding of medical deserts, the challenges 
they pose, and the mechanisms through which they can be identified and addressed. Secondly, 
stakeholders’ interest in health deserts has been evaluated, taking into account their motivations and 
perceived impact of medical deserts on their livelihoods. 
Then, it has been considered their potential power/ability to influence changes in medical deserts. 
Lastly, it has been considered the stakeholders position toward the problem related to the existing 
challenges in medical deserts. 
 



So, as a first step of this phase, the local teams had to conduct an analysis of key stakeholders and key 
figures at the local level such as patient organizations, health care providers/professionals (e.g., 
primary care physicians and specialists, paediatricians, nurses, pharmacists, etc.), and other relevant 
stakeholders/community representatives (such as e.g., the Internal Area contact person, trade unions 
working in the health sector, directors of health districts/ASLs, etc.) in order to conduct in-depth 
interviews regarding the issue of medical desertification in their own context and gather experiences, 
perceptions and measures (possible/existing) to address/prevent the phenomenon as a function of 
better access to health services/social and health care. 
The local teams also conducted an analysis to identify key policy-level figures involved in decision-
making at the local level - at different political levels and in different policy areas (e.g., local aldermen, 
mayors, regional aldermen, and figures representing both majority and opposition groups) – and to 
conduct in-depth interviews on possible/existing policy measures to prevent/mitigate the 
phenomenon of medical desertification. 
As a last step of the first phase of the activities to be carried out at the local level, a selection of the 

interviewed stakeholders was then involved in a series of face-to-face meetings (focus groups) in order 

to arise the most relevant issues about medical desertification in their local context and to build 

consensus. 

In the next phase of the national pilots, two other in person meetings will be organized:  

1. a discussion (e.g., working table) between representatives of each stakeholder category and 

policymakers at the local level to compare and identify the "ideal mix of measures" prioritized 

to be adopted, taking into account the advantages (the potential benefits to the community) 

and the inevitable trade-offs (budget constraints related to health spending, sustainability of 

Regional Health Systems); 

2. Cittadinanzattiva's local teams, with the support of Cittadinanzattiva's national office, will 

organize an ad hoc meeting between representatives of each local reality and national political 

representatives (e.g., parliamentary commission engaged on the issue, Ministry of Health, a 

parliamentarian voted in their constituency, etc.) to discuss and select the necessary measures 

to counter health desertification: from the local level to the national level. In this way, each of 

the two local realities will bring its "case study" to the attention of national institutions thanks 

to the facilitation operated by Cittadinanzattiva's national headquarters. 

Before proceeding with the description of what has been achieved in the two realities involved for the 

pilot projects, it is important to point out that, compared to what was initially planned - although there 

was a desire to proceed in a uniform and parallel manner - it was necessary to adapt the methodology 

to the two contexts, which present different criticalities and at different levels. However, we believe 

that this is not a limitation but, rather, provides a more realistic and meaningful picture of the situation 

in the two areas involved, allowing us to obtain useful and interesting information for the purposes of 

the project. 

 

 

 

 

 

 



Piedimonte Matese (Campania) - see also Annexes 7 and 8 

 

The territory of the Matese Massif consists of a chain of predominantly limestone mountains located 

between Molise and Campania and four provinces: Benevento, Caserta, Campobasso and Isernia. A 

large area is protected and recognized as a park. It occupies an area of 33,326.53 hectares, along a 

northeast-southwest axis that runs from the valleys of the Lete and Sava rivers for about 50 km to the 

valley of the Tammaro River in the province of Benevento. This alignment is also followed by the main 

mountains: the Miletto, Gallinola and Mutria Mountains. This influences the climatic characteristics of 

the territory, which, in the higher areas, represents the last bastion of the continental climate, while 

the lower areas, exposed to the warm winds coming from the Mediterranean coasts of Campania, are 

characterized by the presence of Mediterranean landscapes, made up of olive groves, ilex groves, 

cypress groves and Mediterranean scrub. This geographical proximity of two different climatic areas 

makes it one of the richest places of biodiversity in the southern Apennines. The richness of the 

pastures, in particular, has allowed a considerable development of pastoralism, which, together with 

agriculture and forest exploitation, represented in the past the main source of income of the 

populations of the area. The Matese Mountains chain represents the first front of the southern 

Apennines, with the summit of Mount Miletto, located on the Molise side, as the highest peak at 2,050 

meters above sea level. But the mountain range is dotted with many other peaks of lesser height (La 

Gallinola, Mount Mutria, Mount Pranzaturo, etc.), basins and karst lakes such as Lake Matese located 

at 1,011 meters above sea level, which is the highest karst lake in Italy. There are numerous artificial 

reservoirs: the Mortine on the Volturno, Lake Gallo, and Lake Letino. The karst territory is, like all such 

territories, rich in sinkholes, chasms, caves, swallow holes with streams that sink and reappear on the 

surface, streams that are formed by the numerous drips from the fractures of the rocks. The Matese 

attracts dozens of cavers every year, committed to exploring and documenting the underground world, 

and bringing to light worlds that would otherwise remain in darkness. Nearly two hundred caves are 

known here: among the best known is Campo Braca. But many others are the important caves of the 

Matese, such as the Cavuto cave in Letino, the Concone delle Rose, the Lupo cave, the Campo Rotondo 

swallowhole, and many others. Finally, the Pincera swallowhole, which drains water from the plain 

above the town of Castello del Matese by conveying it directly to the Maretto spring: this underground 

connection is very important, and its study could explain the frequent episodes of organic pollution of 

Piedimonte's waters. 

The area has therefore been experiencing, for years, the lingering aftermath of a productive decline, 

which began in the 1970s until the beginning of the new millennium, has also resulted in the significant 

reduction of old agricultural and pastoral activities and the loss of numerous local identity resources, 

both material and intangible in nature. 

The tendency to move from small municipalities to more serviced and populated centers such as 

Piedimonte Matese, Alife, etc., is the consequent cause of the social, housing and labour model to 

which that economic-productive type led. The territory has moved from its original almost exclusively 

agricultural configuration to one characterized by a greater weight of the tertiary sector. Agriculture 

still plays a fundamental role in the formation of income; however, it has been affected by a profound 

renewal, both in terms of cultivation techniques and in terms of new crops: in fact, the weight of some 

traditional crops (cereals) has decreased, while there has been an increase in the production of olives, 

grapes and fodder, the latter destined for an ever-increasing livestock population. Notable diffusion 

has, in particular, the breeding of cattle and dairy buffaloes, and of certain importance at the national 

level is the production of buffalo mozzarella, which represents a quality production and supply chain.   

Within the tertiary sector, the incidence of tourism is, in relative terms, still insignificant but has ample 



room for growth, given the abundance of attractions (scenic, architectural beauty, etc...) and the 

recent construction of adequate infrastructure. In addition to Piedimonte Matese, Sessa Aurunca and 

Teano constitute poles of gravitation.  

For the agricultural sector, the factors that negatively affect the development of the sector, which are:   

- The predominantly mountainous and impervious territory; 

- The climatic characteristics unsuitable for intensive cultivation;  

- The lack of accessibility to the land and contextual presence of uncultivated land;  

- The abandonment of the sector by young people because it is sacrificed, socially downgraded and 

above all due to the lack of knowledge of the territory, local specificities and traditional crops;  

- The extreme pulverization of agricultural property and lack of the spirit, as well as the culture, of 

associationism among companies (the lack of established business networks and production chains).  

The territory is also distinguished by the considerable extension of the forest area, this heritage is also 

currently poorly exploited due to, among other things, the lack of homogeneous and unified 

management between different municipalities.      

The territory consists of thirty-one municipalities, divided in 2 mountain communities: Matese (17 

municipalities) and Monte Maggiore (14 municipalities) - which are: Piedimonte Matese (lead 

municipality), Ailano, Alife, Alvignano, Baia Latina, Caiazzo, Caprioli a Volturno, Castel Campagnano, 

Castel di Sasso, Castello Malese, Ciorlano, Dragoni, Fontegreca, Formicola, Gallo Matese, Gioia 

Sannitica, Letino, Liberi, Piana di Monte Verna, Pietramelara, Pontelatone, Praia Sannita, Pratella, 

Raviscanina, Riardo, Roccaromana, Ruviano, S. Angelo d'Alife, San Gregorio Malese, San Potito 

Sannitico and Valle Agricola.  

Among the 17 municipalities of the Matese area, we tried to involve the communities most affected 

by the phenomenon of medical desertification. 

The area of the territory is about 871.11 square kilometers, with a total population of about 68,899 

(2021 data); accounting for 6.50 percent of the area of the entire regional territory and 7.57 percent 

of its population. The population density is about 84.63 per square kilometer, far lower than the 

provincial value which is about 340 inhabitants per square kilometer and the regional value which is 

about 408.32 per square kilometer. As in other inner areas of the country, the Massico area of the 

Matese included in the Caserta slope has suffered a decrease in population, which has been and is 

particularly significant in some municipalities (Valle Agricola, Letino, Gallo, Liberi, etc...). 

The territory of the Caserta ASL is 56.25 percent hilly and the rest flat. The demographic trend of the 

resident population in the Caserta ASL has had a gradual increase over the years while registering the 

highest total growth rate in the Campania Region. The population density of the province reaches 

considerable peaks in some areas and, overall, is the second most densely populated province in the 

Region. The population ranks among the youngest in the Region with the old-age index (105.9 percent) 

among the lowest compared to the regional average (117.3 percent). In some districts, such as Health 

Districts No. 13, 16, 18, 19 and 20, the number of young people is higher than the elderly population. 

The main Health Services of the ASL of Caserta, are as follows:  

 

 



A. Health Districts (see following figure),  

 

 

 

Figure 3. The health districts of the asl of Caserta. Piedimonte Matese correspond to District no. 15. 

 

B. The Hospital Presidiums 

These are: the Hospital Presidium of Aversa - Dea I° Level; the Hospital Presidium of Maddaloni/San 

Felice Cancello - Active First Aid; the Hospital Presidium of Marcianise - Dea I° Level; the Hospital 



Presidium of Piedimonte Matese - Active First Aid; the Hospital Presidium of Santa Maria Capua Vetere 

- Active First Aid; the Hospital Presidium of Sessa Aurunca - Dea I° Level. C.  

The Departments of the Health Area: the Department of Pathological Addiction; the Department of 

Mental Health; the Department of Prevention; the Functional Department of Fragility; the Functional 

Department of Pharmaceuticals; the Functional Department of Maternal and Child Care; The 

Functional Department of Medical Area; the Functional Department of the Surgical Area. 

The planned Networks for time-dependent diseases are: the IMA Network; the Stroke Network; the 

Trauma Network; the Pediatric Emergency Network; the Digestive Emergencies Network; the 

Neonatology network with birth points.          

Table 3. Health District n. 15 of Piedimonte 

Matese                                                                                                                                                                                          

Area:  879,11 Kmq- Resident population: 68.899 -  Population density: 84,360 inhab/Kmq 

Health District n. 15 0-14 15-64 > 65 Total Old-age index Age 
Average 

 8.269 43.862 16.768 68.899 260,61% 48,87 

 

In the Health District No. 15 of Piedimonte Matese, the main public and/or private operating health 

facilities are specified below:  

A. The Presidio Ospedaliero "AGP" of Piedimonte Matese: with Operating Units and Services with and 

without beds, for the disciplines, which are: 

1) Complex Operating Units, of: - Health Management; - General Surgery; - General Medicine; - 

Orthopedics and Traumatology; - Anesthesia and Intensive Care; - Analytical Laboratory;  

2) Simple Departmental Operating Units, of:- Oncology; - Obstetrics and Gynecology; - Pediatrics; - 

Hemodialysis;  

3) Simple Operating Units, of : - Cardiology and NICU; - Emergency Room with OBI; - Radiology; - 

Hospital Pharmacy. 

 

B. District Services, which operate through the Operational Units, which are: 

 - U.O. Public Relations and Socio-Health Office;  

- U.O. Primary Health Care with locations in:Piedimonte Matese, Alife and Caiazzo;  

- U.O. Maternal and Child Health Care with locations in: Piedimonte Matese, Alife and Caiazzo;  

- U.O. Mental Health with locations in:Piedimonte Matese;  

- U.O. Collective Prevention with locations in: Piedimonte Matese, Alife and Caiazzo; - U.O. Forensic 

Medicine ;  

- U.O. A.D.I. and Elderly with locations in : Piedimonte Matese , Caiazzo and Alife; - District Pharmacy 

with headquarters in Piedimonte Matese;  

- U.O. of Geriatrics Supradistrict with headquarters in Piedimonte Matese;  



- U.O. of Rehabilitation with headquarters in Piedimonte Matese: - Drug Addiction Service with 

headquarters in Piedimonte Matese;  

- U.O. of Veterinary Medicine with headquarters in: Piedimonte Matese, Alvignano, Caiazzo; - SAUT-

118 with locations in Piedimonte Matese and Caiazzo;  

- Continuing Care Units, with locations in: Piedimonte Matese, Ailano, Caiazzo, Dragoni, Fontegreca, 

Formicola, Riardo.  

C. The Residential Intermediate Care Facility (SIR) with beds.  

D. The Special Permanent Accommodation Unit (SUAP) with beds.  

E. The Mental Health Center (CSM) based in Piedimonte Matese.  

F. The Addiction Service (SER.T) based in Piedimonte Matese.  

G. The Ambito Territoriale Sociale C/04 (social service area).  

H. The Villa dei Pini - Athena Nursing Home, affiliated with the SSR for 60 beds, provides care and 

services with the Operating Units and Services, by disciplines with and without beds, which are: 

Surgery, Vascular Surgery, Internal Medicine, Ophthalmology, Orthopedics, Obstetrics and 

Gynecology, Otolaryngology, Urology, Diabetes Service, Traditional Radiology, CT , MRI, Ultrasound, 

etc.;  

I. The OASI Center - Elderly and Disabled Neuromotor Rehabilitation Residence.  

L. The Assisted Living Residence for the Elderly, "BAIA DUEMILA," with 24 beds;  

M. The Residential Home "Il gabbiano Jonathan," with 10 beds.   

 

Findings  

Overall, 37 local stakeholders were interviewed through the compilation of as many questionnaires. 

As originally planned, some of these were subsequently involved in the focus groups which took place 

during the month of May 2022. 

Both from the questionnaires and from the face-to-face meetings, a clear awareness of the problems 

existing in the Matese area from the health point of view emerged, already emerged during the initial 

analysis and research process conducted in the first phase of the project. 

The major critical issues that emerged from both the questionnaires and the meetings concerned: the 

serious shortage of professional assistance to deal with primary care, especially related to General 

Practitioners and Paediatricians. The shortage of health personnel also extends to other types of 

figures, such as: Obstetricians, Surgeons, Internists, Oncologists, Nephrologists.  

At the same time, the great shortage of services for transportation of people with disabilities and of 

an Integrated Home Care (ADI) service has emerged, mainly due to shortage of staff and special 

vehicles. The Assistenza Domiciliare Integrata (ADI) service, which consists of a set of medical, nursing 

and rehabilitation treatments integrated with social welfare services (personal hygiene, personal care, 

meal assistance). 



In addition, great emphasis was placed on the failure to remodel the classification of Piedimonte 

Matese Hospital from Pronto Soccorso Attivo (PSA) to Level I Dipartimento di Emergenza Urgenza e 

Accettazione (DEA).    

The active emergency department (PSA), located in acute-care hospitals and, therefore, in the network 

of hospital departments dedicated to emergency care, represents the point of synthesis between the 

inpatient and out-of-hospital phases of emergency care, in which to maximize diagnostic and 

therapeutic responses during critical events. 11 

Hospitals that are home to active emergency departments (PSA) must possess the following minimum 

constituent components:  

(a) presence of active on-call in anesthesia-resuscitation, medicine, surgery, obstetrics-gynecology, 

and pediatrics;  

(b) on-call or on-call presence in cardiology, ortho-trauma, analytical laboratory with blood bank, 

radiology. 12 

The Department of Emergency Urgency and Acceptance (DEA) represents a functional aggregation of 

operating units that maintain their own autonomy and clinical-assistance responsibility, but recognize 

their interdependence by adopting a common code of care behavior, in order to ensure, in connection 

with the structures operating in the territory, a rapid and complete response. The DEAs pertain to two 

levels of complexity, based on the operating units that comprise them: level I DEA and level II DEA. The 

hospital facility based on DEA Level I (spoke) performs all the interventions provided for the hospital 

based on the emergency department and performs emergency-urgency admission functions for 

pathologies of greater complexity, with the functions of observation and short hospitalization, 

resuscitation. At the same time, diagnostic-therapeutic interventions of general medicine, general 

surgery, orthopaedics and traumatology, cardiology with UTIC (Cardiology Intensive Care Unit) must 

be guaranteed. Laboratory services of chemical-clinical and microbiological analysis, diagnostic 

imaging, and transfusion are also ensured. 13        

In addition to what said above, it was pointed out that emergency response times by the Territorial 

Urgent Care Service (SAUT-118) are unacceptable for users in mountainous municipalities. In fact, it 

can take as much as 50/70 minutes to reach the municipalities of Alto Matese. 

Among the proposals made in response to the findings are: the remodelling of the Hospital's 

classification from PSA to Level I DEA.  

 
11 

https://www.gazzettaufficiale.it/atto/regioni/caricaArticolo?art.progressivo=0&art.idArticolo=11&art.versione

=1&art.codiceRedazionale=099R0657&art.dataPubblicazioneGazzetta=2000-01-

29&art.idGruppo=0&art.idSottoArticolo=1#:~:text=Il%20pronto%20soccorso%20attivo%20(PSA,in%20occasion

e%20di%20eventi%20critici. 
12 

https://www.gazzettaufficiale.it/atto/regioni/caricaArticolo?art.progressivo=0&art.idArticolo=23&art.versione

=1&art.codiceRedazionale=094R0292&art.dataPubblicazioneGazzetta=1994-06-

04&art.idGruppo=5&art.idSottoArticolo=1  

 
13 

https://www.salute.gov.it/portale/prontoSoccorso/dettaglioContenutiProntoSoccorso.jsp?lingua=italiano&id=

1190&area=118%20Pronto%20Soccorso&menu=vuoto#:~:text=La%20struttura%20ospedaliera%20sede%20di,

e%20breve%20degenza%2C%20di%20rianimazione. 

https://www.gazzettaufficiale.it/atto/regioni/caricaArticolo?art.progressivo=0&art.idArticolo=11&art.versione=1&art.codiceRedazionale=099R0657&art.dataPubblicazioneGazzetta=2000-01-29&art.idGruppo=0&art.idSottoArticolo=1#:~:text=Il%20pronto%20soccorso%20attivo%20(PSA,in%20occasione%20di%20eventi%20critici
https://www.gazzettaufficiale.it/atto/regioni/caricaArticolo?art.progressivo=0&art.idArticolo=11&art.versione=1&art.codiceRedazionale=099R0657&art.dataPubblicazioneGazzetta=2000-01-29&art.idGruppo=0&art.idSottoArticolo=1#:~:text=Il%20pronto%20soccorso%20attivo%20(PSA,in%20occasione%20di%20eventi%20critici
https://www.gazzettaufficiale.it/atto/regioni/caricaArticolo?art.progressivo=0&art.idArticolo=11&art.versione=1&art.codiceRedazionale=099R0657&art.dataPubblicazioneGazzetta=2000-01-29&art.idGruppo=0&art.idSottoArticolo=1#:~:text=Il%20pronto%20soccorso%20attivo%20(PSA,in%20occasione%20di%20eventi%20critici
https://www.gazzettaufficiale.it/atto/regioni/caricaArticolo?art.progressivo=0&art.idArticolo=11&art.versione=1&art.codiceRedazionale=099R0657&art.dataPubblicazioneGazzetta=2000-01-29&art.idGruppo=0&art.idSottoArticolo=1#:~:text=Il%20pronto%20soccorso%20attivo%20(PSA,in%20occasione%20di%20eventi%20critici
https://www.gazzettaufficiale.it/atto/regioni/caricaArticolo?art.progressivo=0&art.idArticolo=23&art.versione=1&art.codiceRedazionale=094R0292&art.dataPubblicazioneGazzetta=1994-06-04&art.idGruppo=5&art.idSottoArticolo=1
https://www.gazzettaufficiale.it/atto/regioni/caricaArticolo?art.progressivo=0&art.idArticolo=23&art.versione=1&art.codiceRedazionale=094R0292&art.dataPubblicazioneGazzetta=1994-06-04&art.idGruppo=5&art.idSottoArticolo=1
https://www.gazzettaufficiale.it/atto/regioni/caricaArticolo?art.progressivo=0&art.idArticolo=23&art.versione=1&art.codiceRedazionale=094R0292&art.dataPubblicazioneGazzetta=1994-06-04&art.idGruppo=5&art.idSottoArticolo=1
https://www.salute.gov.it/portale/prontoSoccorso/dettaglioContenutiProntoSoccorso.jsp?lingua=italiano&id=1190&area=118%20Pronto%20Soccorso&menu=vuoto#:~:text=La%20struttura%20ospedaliera%20sede%20di,e%20breve%20degenza%2C%20di%20rianimazione
https://www.salute.gov.it/portale/prontoSoccorso/dettaglioContenutiProntoSoccorso.jsp?lingua=italiano&id=1190&area=118%20Pronto%20Soccorso&menu=vuoto#:~:text=La%20struttura%20ospedaliera%20sede%20di,e%20breve%20degenza%2C%20di%20rianimazione
https://www.salute.gov.it/portale/prontoSoccorso/dettaglioContenutiProntoSoccorso.jsp?lingua=italiano&id=1190&area=118%20Pronto%20Soccorso&menu=vuoto#:~:text=La%20struttura%20ospedaliera%20sede%20di,e%20breve%20degenza%2C%20di%20rianimazione


The promotion of Health and Social Services in order to promote the integration of services that are 

inclusive (also ensuring a psychological support service in schools) and the activation of a shuttle 

service to enable people to reach the hospital. 

Also, the establishment of a proximity Territorial Urgent Care Service (118) for mountain municipalities 

would be appropriate, in order to drastically cut down the intervention time that can prove crucial in 

the most serious cases. And, to support interventions in serious emergencies - given also the 

impervious characteristics of the territory - the activation of H/24 helicopter rescue at the Hospital was 

also proposed. 

In addition, the importance of the presence in mountain municipalities of the Farmacia di comunità e 

dei servizi (Community Pharmacy and Services) and at least one Casa della Comunità (CdC) was 

pointed out. The Casa della Comunità (Community House) is the public, proximate and easy-to-find 

physical place to which the assisted person can access in order to get in touch with the health care 

system. 

 

Avola - Noto (Sicily) 

The Vallo di Noto or Val di Noto was an administrative district that dealt with justice, the treasury, and 

occasionally the militia of the Kingdom of Sicily from the Norman period to its abolition in1812. In 2002 

some of the cities that were included by the Vallo were recognized by UNESCO as World Heritage Sites. 

The area included the south-eastern part of Sicily-identified between the provinces of Ragusa, 

Syracuse, Enna, Caltanissetta and Catania. The area is characterized by the main reliefs consisting of 

the Iblei Mountains and part of the Erei Mountains. The presence of many torrents and gorges makes 

the area rather geographically complex, with a geological instability that makes the area at high seismic 

risk, as demonstrated by the earthquakes of 1542 and 1693. Vegetation, where not related to 

cultivation, belongs to typical Mediterranean scrub.  Because of its historical importance, over time, 

Noto became a diocese and the seat of the episcopal curia, the theatre, as well as the seat of the prison 

and the Ospedale, a gift of the Trigona family. Today, as evidence of its historical importance, in 

addition to its immense architectural, artistic and natural heritage, there remains the enormous 

territorial extension of the municipality of Noto, which, with its 554.99 km² of surface area, occupies 

more than a quarter of the province of Syracuse and is the largest municipality in Sicily and the fourth 

largest in Italy. It is a beautiful and varied territory in which one can admire enormous pastures towards 

the hills and vineyards, olive groves, almond and citrus groves towards the plain of San Paolo that 

extends to the border with the municipality of Pachino, as well as wonderful beaches and creeks, most 

of which are included in the Oriented Reserve of Vendicari. The town of Noto has 23,820 inhabitants 

and is a national and international tourist destination for thousands of travelers, especially in the 

summer season. 

Avola is a municipality in the province of Syracuse that extends over an area of 74.27 km², with a 

population of 30 307 inhabitants and a population density of 406.31 inhabitants / km². The city of Avola 

is characterized by a hexagonal plan and overlooks the Gulf of Noto, on the Ionian coast of eastern 

Sicily. From 1358, thanks to the presence of the Aragona family, it had a certain demographic and 

economic awakening which intensified during the 16th and 17th centuries, especially during the 

lordship of Carlo d'Aragona Tagliavia. On the eve of the great telluric upheavals of 1693, Avola, still 

perched on the Hyblaean hills, which lie behind the current town, must have had a population of no 

less than six thousand inhabitants. But in that year, and exactly on 9 and 11 January, a violent 

earthquake, which almost destroyed the entirely Val di Noto and numerous other urban centers of 

eastern Sicily (including Noto, Syracuse and Catania), forced the surviving population to move to the 



large coast below, eight kilometers away, and to re-establish Avola in the place where before there 

was only an extensive and deserted plain overlooking the sea. So that Avola from a mountain village, 

was transformed (due to the earthquake) into a city plain maritime. Known and appreciated in 

particular for the fine wine that is produced in these areas, Nero d'Avola, and for the famous "pizzuta" 

almond from Avola, the city also offers its visitors numerous attractions of tourist and cultural interest, 

as well as to an enchanting sea. 

In this huge territory, the area identified for the conduct of one of the two local pilot projects 

corresponds to the Southeast area that includes the municipalities of Noto, Avola, Rosolini, Pachino 

and Portopalo, which are part of Health District No. 8 of the Azienda Sanitaria Provinciale (Provincial 

Health Agency) - ASP  of Syracuse. This area has a population of about 100,000 people, which doubles 

in the summer months. The entire district of the southeastern area pivots on the U.O. Avola/Noto 

hospital presidium, DEA of I°level, and the Umberto I° hospital presidium of Syracuse, dea of I°level to 

which the entire piedmont area refers (Buccheri, Cassaro, Ferla, Palazzolo Acreide, Sortino, Solarino, 

Floridia, Cassibile, Canicattini Bagni, Priolo Gargallo and the city of Syracuse itself). 

The territory of the ASP of Syracuse is divided into four basic health districts:  

1)Syracuse District, comprising the municipalities of Syracuse, Canicattini, Floridia, Solarino, Priolo, 

Sortino, Palazzolo, Buccheri, Buscemi, Cassaro and Ferla;  

2) Augusta District, comprising the municipalities of Augusta and Melilli;  

3)Noto District, comprising the municipalities of Noto, Avola, Pachino, Portopalo and Rosolini;  

4) Lentini District, comprising the municipalities of Lentini, Carlentini and Francofonte. 

Territory health care is planned by the Health Departments and is delivered and managed through the 

Basic Health Districts. 

The National Health Plan defines them as an organizational-functional articulation aimed at achieving 

a high level of integration between the various services that deliver health care services and between 

them and social welfare services, so as to enable a coordinated and continuous response to the health 

needs of the population. 

Within the health districts, in application of the Sicilian health reform (L. 5/2009) the PTAs (Presidi 

Territoriali di Assistenza) operate through which the provision of integrated social-health services is 

guaranteed to all citizens. 

In the territory of ASP 8, 6 PTAs are identified, four functional in Syracuse, Palazzolo, Pachino and 

Lentini and 2 structural in Noto and Augusta. The PTAs represent the privileged access point to the 

territorial network, are equipped with or connected to the Single Reservation Center, and guarantee 

services in the areas of: 

1) Primary care (reception, basic and specialized health services) 

2) Social and health services integrated with social services 

3) Services for children and families with social and health problems 

4) Mental health services and Sert 

Within primary care there are: 

1) The UTAPs (Territorial Primary Care Units) with the important function of continuity of care; 



2) The home care services 

3) The specialist diagnostic services with outpatient clinics equipped for minor emergency surgery.  

Crucial hub is the PUA (Single Point of Access) that provides up-to-date information regarding the 

various opportunities. A PPI (Point of First Intervention) is established within each PTA and is expected 

to act as a filter so as to reduce access to the emergency department for non-serious cases, the so-

called white and green codes. The First Aid Point would provide for an opening during the 12 hours 

during the day and is managed by both employees and family physicians and pediatricians aggregated 

in association.  

 

Figure 4. Territorial map of the ASP n.8 of Syracuse 

 

Findings   

A total of 27 local stakeholders were interviewed by completing the same number of questionnaires. 

And, as initially expected, some of these were subsequently involved in the meetings held in May 2022. 

All five municipalities in the southern area were involved in the project, although it should be noted 

that the greatest response to the issue was most felt by the municipality of Noto, the question of the 

fate of the reunited Avola/Noto hospital being at the center of numerous citizen protests.  

Indeed, the gradual dismantling of entire wards of the Trigona Hospital of Noto, in the face of the 

failure to reorganize the hospital network as provided for by the law of re-functionalization, which 

should have had in the garrison of Noto the post-acute center, with the adjustment and strengthening 

of the related departments with annexed Territorial Assistance Presidium (PTA), has been, to date, 

totally disregarded by the competent authorities, to the detriment of the entire area concerned. 

The Territorial Assistance Presidiums (PTAs) represent a new model of diagnosis and treatment, 

designed on the basis of the demands for health services expressed by the target area. They represent 



a kind of conjunction between the services guaranteed by the Basic Districts and those of the Hospital 

Presidia. 

It is important to emphasize that the reunited Avola/Noto hospital, catalogued as a first-level DEA by 

the Regional Health Councillor, should serve not only all the users of the southern area, but, also, in 

the summer months, also the many tourists staying in the resort areas of the individual municipalities. 

At present, the situation of health services in the area is, however, totally insufficient and precarious, 

and the reunited Avola/Noto hospital is a first-level DEA in name only, since at the Trigona of Noto, 

post-acute wards have never been allocated and the emergency room does service from 8 am to 8 pm. 

This dysfunction creates aberrant consequences, since the hospital is intended for post-acute care, 

with only one acute department remaining operational, that is Orthopedics, any red code could not be 

addressed in Noto, since the Noto Emergency Department is not equipped with surgery or other 

departments capable of dealing with emergency interventions, while the night-time red code 

interventions must necessarily be directed to the Avola Emergency Department and if, in the event, 

the patient is diagnosed with an orthopedic trauma, he should be immediately transferred back to 

Noto , where, however, he could not subsequently perform a long hospital stay or rehabilitation 

therapy. The situation worsened further with the opening of the gynecology and obstetrics 

department at the “G. di Maria” hospital in Avola, with only 4 beds which resulted in (news made 

official a couple of days ago) the suspension of the obstetrics and gynecology department of the 

Umberto I ° of Syracuse due to a lack of doctors, since, at present, the pregnant women in the district 

of the southern area can only count on 4 beds. Soon also the Orthopedics department present at 

Trigona di Noto will be transferred to Avola, with the consequent risk that the Trigona hospital will 

turn into an empty box and all this on the threshold of the summer season. There are numerous cases 

of inefficiency reported by users due to the clogging of the Avola Emergency Department, insufficient 

to guarantee emergencies throughout the district with numerous cases of migration to other hospitals. 

The municipalities of Pachino, Portopalo and Rosolini can count on a medical guard and medical 

ambulance for emergencies and all refer to the Avola / Noto hospital as the closest and most easily 

accessible hospital. To date, near the summer season, it is not known if and how many medical guards 

will be activated in the bathing areas due to the shortage of healthcare personnel. 

In this complex context, the stakeholders interviewed through the completion of the questionnaires 

were chosen on the basis of their social and professional activities carried out in the area, in order to 

have as complete a view as possible regarding the critical health issues encountered. 

Responding to the questionnaires were: majority and opposition city councillors, representatives of 

Patronages, Doctors, Pharmacists, Biologists, Representatives of Civic and Patient Associations. From 

the context analysis, there is no asymmetry of judgment among the interviewees, and what emerged 

from the interviews was also endorsed during the in-person meetings held during the month of May. 

The following are emphasized in the main: the long waiting times to get a specialist visit, the lack of 

emergency services (Emergency Department), the lack of attention to the economically fragile who 

forgo treatment because they are unable to go to Public Health Facilities, the accusation against the 

Policy as a whole that has failed to implement and improve the public health service at the local level. 

The structural and functional shortcomings of the Health Agencies are also highlighted (lack of 

diagnostic equipment, shortage of medical and nursing personnel both in the territorial clinics and in 

the Hospitals). 

Another negative aspect that is pointed out is that relating to passive mobility outside the province 

and outside the region (in particular, the wealthiest citizens prefer to migrate to Healthcare Facilities 

in Northern Italy). All this entails a rather onerous cost on the part of local health authorities, and of 



the regional administration in general, as they are forced to remunerate extra-regional centres of 

excellence with consequent financial impoverishment of investments in favour of health facilities 

present in their territorial context. 

In addition to the above, during the two meetings held in May, the desire to involve as many 

associations as possible from the other municipalities in the southern area emerged, in order to create 

a real civic network that carries out an informative and informative work on the matter of the 

phenomenon of sanitary desertification and to build greater civic consensus and awareness of the 

gravity of the situation. 

Furthermore, the desire to create a civic observatory on this issue was highlighted, with the aim of 

communicating more efficiently and effectively with local institutions. 

 

Policy recommendations 

In this phase of the project, it is not yet possible to formulate conclusions and policy recommendations 

because these will be formulated and discussed in the phase of consensus building sessions.                                                                                                  



Annex 1a: National context  

National Context - ITALY 

  Most recent data Year of 
most 
recent 
data 

Change in last 5 
years (+/-/=): 
2015 

Source URL 

Social Context 

Population (total) 59 236 213 13/07/
1905 

60,665,551 http://dati.istat.it/viewhtml.aspx?il=bl
ank&vh=0000&vf=0&vcq=1100&graph
=0&view-
metadata=1&lang=en&QueryId=18460
&metadata=DCIS_POPRES1 

Population density 
(people per square 
km2) 

196 2021 201 https://www.istat.it/it/files/2015/08/It
aliaInCifre2015It.pdf 

Population 
distribution (% of 
people living in rural 
vs urban area) 

"Rural areas" or "Sparsely populated areas" 
Municipalities 63.8 (%), Area 60.9 (%), Population 17.0 (%), 
Density 56 
 
 
"Cities" or "Densely populated areas" 
Municipalities 3.2 (%), Area 6.2 (%), Population 35.3 (%), 
Density 1.143 

2019 NA https://www.istat.it/it/files//2020/12/
C01.pdf 

Net migration 1 485 297 2019 1 284 201  http://dati.istat.it/viewhtml.aspx?il=bl
ank&vh=0000&vf=0&vcq=1100&graph
=0&view-
metadata=1&lang=en&QueryId=19748
&metadata=DCIS_MIGRAZIONI 

Political Context 



Current political 
system 

  

Parliamentary Republic 
  

N/A Please state 
most recent 
previous 
system:  

 Italy has been a democratic republic 
since 2 June 1946, when the monarchy 
was abolished by popular referendum 
and a constituent assembly was 
elected to draft a constitution, which 
was promulgated on 1 January 1948. 

Existing policies 
related to equity in 
healthcare and 
access to health 
services (at national 
and/or local level)?  

    N/A The Italian National Health Service 
(SSN) is a system of structures and 
services that aim to guarantee all 
citizens, under equal conditions, 
universal access to the equitable 
provision of health services. 

Economic Context 

GDP (total) 1.886 trillion USD 2020 1,836 trillion 
USD 
(https://data.w
orldbank.org/in
dicator/NY.GDP.
MKTP.KD?locati
ons=IT)  

https://data.worldbank.org/indicator/
NY.GDP.MKTP.KD?locations=IT 

GDP (annual growth) -8.90% 2020 0,778 
(https://data.w
orldbank.org/in
dicator/NY.GDP.
MKTP.KD?locati
ons=IT)  

https://data.worldbank.org/indicator/
NY.GDP.MKTP.KD?locations=IT 

GDP per capita (USD) 31.676,20 USD  2020 30,230,226  
(https://data.w
orldbank.org/in
dicator/NY.GDP.
MKTP.KD?locati
ons=IT) 

https://data.worldbank.org/indicator/
NY.GDP.MKTP.KD?locations=IT 

Technological Context 

https://data.worldbank.org/indicator/NY.GDP.MKTP.KD?locations=IT
https://data.worldbank.org/indicator/NY.GDP.MKTP.KD?locations=IT


Access to internet (% 
coverage) 

79 2020 66.2 http://dati.istat.it/viewhtml.aspx?il=bl
ank&vh=0000&vf=0&vcq=1100&graph
=0&view-
metadata=1&lang=en&QueryId=22994
&metadata=DCCV_ICT 

% of people with 
smartphones 

NA       

Digital skills/literacy 
(% of persons in a 
particular age group 
or qualitative 
description) 

In 2018 in Italy the share of young people between 20 and 29 
years old with a tertiary level qualification in technical-
scientific disciplines (STEM - Science, Technology, Engineering 
and Mathematics) was equal to 15.1 per thousand. The gap 
persists between males (18.0) and females (12.1). 

2018   http://dati.istat.it/viewhtml.aspx?il=bl
ank&vh=0000&vf=0&vcq=1100&graph
=0&view-
metadata=1&lang=en&QueryId=22998
&metadata=DCCV_ICT 

Environmental Context 

What would you 
consider to be the 
most used mode of 
transportation to 
access health care 
facilities in the 
country 

[X] Private car 2019     

  

https://www.istat.it/it/files/2020/05/s
postamenti-sul-territorio_2019.pdf 

  
  

[ ] Public transport 

[ ] Bicycle 

[ ] Walking 

Other (please specify) 



Please briefly explain 
any landscape or 
transportation 
challenges related to 
access to healthcare 
services for the 
medical deserts 
identified 

Before the entry into force of the contagion containment 
measures linked to the Covid-19 emergency which, in fact, 
prohibited the possibility of moving throughout the national 
territory except in situations of absolute necessity, the habits 
of mobility of the population they were clearly very different 
from both today.Buses and trams were used at least once in 
2019 by around 13 million people, a quarter of the 
population aged 14 and over (24.6%). Above all, this is a 
habitual use: about 3 million people used public transport 
every day and the same number of people used them at least 
a few times during the week. It is a service used mainly in 
metropolitan areas, in the Central and Northwest regions. In 
2019, more than 17 million people aged 14 and over traveled 
by train. It is mainly an occasional use: most, over 13 million, 
traveled by train only a few times during the year, while 
about 900,000 people used it every day and just under 1 
million a few times a week. . The private vehicle is by far the 
most used: 36 million people aged 18 and over used their car 
at least once during 2019, 2 out of 3 people used it every day. 
Such systematic use is especially characteristic of the smaller 
municipalities and regions of the Center. The incidence is 
highest in Umbria where around 500,000 people used cars 
every day, over 60% of residents. No data are available only 
relating to the achievement of health facilities. 

2019 N/A https://www.istat.it/it/files/2020/05/s
postamenti-sul-territorio_2019.pdf 

 

 



Annex 1b: health system  

Health Systems Context 

  Most recent data Year of most 
recent data  

Change in last 5 years (+/-/=): 2015 Source, year  

Health Status and Disease Rates 

Life expectancy 
at birth 

Total: 82.1 2020 Total: 82.6 (2017), 82.9 (2018), 83.2 
(2019) 

http://dati.istat.it/viewhtml.aspx?il=blank&vh=0000&vf=0&v
cq=1100&graph=0&view-
metadata=1&lang=it&QueryId=18462 

Men:79.8 Men: 80.5 (2017), 80.8 (2018), 81.1 
(2019) 

Women: 84.5 Women: 84.9 (2017), 85.2 (2018), 85.4 
(2019) 

Under-5 
mortality rate 
(per 1000 live 
births) 

3.1 2019 3.5 https://data.worldbank.org/indicator/SH.DYN.MORT?locatio
ns=IT 

Infant mortality 
rate (per 1000 
live births) 

2.4 2019 2.9 https://ec.europa.eu/eurostat/databrowser/view/demo_mi
nfind/default/table?lang=en 

Top 5 causes of 
death 

COVID -19 2020 
https://www.st
atista.com/stati
stics/1109344/
main-causes-of-
deaths-in-italy/ 

1.  diseases of the circulatory system http://dati.istat.it/viewhtml.aspx?il=blank&vh=0000&vf=0&v
cq=1100&graph=0&view-
metadata=1&lang=en&QueryId=26399   
http://dati.istat.it/viewhtml.aspx?il=blank&vh=0000&vf=0&v
cq=1100&graph=0&view-
metadata=1&lang=en&QueryId=26399# 

Cerebrovascular 
disorders 

2 neoplasms (malignant neoplasms, 
ischaemic heart diseases, 
cerebrovascular diseases,other heart 
diseases) 

Other cardiovascular 
disorders 

3. diseases of the respiratory system  

Other diseases of the 
circulatory system 

4. other diseases of the circulatory 
system (of which other ischaemic heart 
diseases, of which malignant neoplasm 
of trachea, bronchus, lung) 



Other ischaemic heart 
disease 

5. endocrine, nutritional and metabolic 
diseases 

Top 5 causes of 
death and 
disability 
combined 
(DALYS) 

1.diseases of the 
circulatory system 

2018 1.diseases of the circulatory system http://dati.istat.it/viewhtml.aspx?il=blank&vh=0000&vf=0&v
cq=1100&graph=0&view-
metadata=1&lang=en&QueryId=26442&metadata=DCIS_CM
ORTEM# 

2.neoplasms 2. neoplasms 

3.diseases of the 
respiratory system 

3.diseases of the respiratory system 

4.diseases of the 
nervous system and the 
sense organs 

4.endocrine, nutritional and metabolic 
diseases 

5.endocrine, nutritional 
and metabolic diseases 

5.diseases of the nervous system and 
the sense organs 

Covid-19 
(number of 
cases per 
100,000 
population) 

296 Last  7 days N/A https://www.nytimes.com/interactive/2021/world/italy-
covid-cases.html 

Unmet health 
care needs for 
medical 
examination or 
treatment (%) 

29,9%  2014   https://ec.europa.eu/eurostat/statistics-
explained/index.php?title=Unmet_health_care_needs_statis
tics#Unmet_needs_for_medical_examination_or_treatment 

Healthcare expenditure and benefits 

Health spending 
as % of GDP 

9,7 %  2020 8,86% https://www.macrotrends.net/countries/ITA/italy/healthcar
e-spending 

Total health 
spending per 
capita (PPP) 

3,624.08  2018 2,676 https://www.macrotrends.net/countries/ITA/italy/healthcar
e-spending 

https://www.nytimes.com/interactive/2021/world/italy-covid-cases.html
https://www.nytimes.com/interactive/2021/world/italy-covid-cases.html
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Unmet_health_care_needs_statistics#Unmet_needs_for_medical_examination_or_treatment
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Unmet_health_care_needs_statistics#Unmet_needs_for_medical_examination_or_treatment
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Unmet_health_care_needs_statistics#Unmet_needs_for_medical_examination_or_treatment
https://www.macrotrends.net/countries/ITA/italy/healthcare-spending
https://www.macrotrends.net/countries/ITA/italy/healthcare-spending
https://www.macrotrends.net/countries/ITA/italy/healthcare-spending
https://www.macrotrends.net/countries/ITA/italy/healthcare-spending


Health spending 
per sector of 
health care (eg. 
primary care) 

Curative care or 
rehabilitative care: 54 %    
Long-term care: 10,6 % 
Ancillary services: 8,1% 
Medical goods: 20,9 % 
Preventive care: 4,7 % 
Governance and health 
system and financing 
administration: 1,6% 
Other health care 
services: 0  

2019 Curative or rehabilitative care: 54.9% 
Pharmaceutical products and other 
medical equipment) : 20,8 %                                      
Ancillary services: 6 245                                
Long term care: 9 002                                   
Ambulatory care 33 958 
(http://dati.istat.it/Index.aspx?QueryId
=29023&lang=en)  

https://ec.europa.eu/eurostat/statistics-
explained/index.php?title=Healthcare_expenditure_statistics
#Healthcare_expenditure_by_function 

Out of pocket 
spending on 
health care per 
capita (Current 
$US) 

703.76 2018 627,888 https://data.worldbank.org/indicator/SH.XPD.OOPC.PC.CD?l
ocations=IT   

What health 
services are 
in/excluded in 
the basic health 
benefit package 
(e.g. drugs, 
outpatient care, 
inpatient care, 
emergency 
care, diagnostic 
care, 
dental/vision/h
earing care, 
nursing/GP 
services, 
specialty care, 
pregnancy/child
birth care) 

Included: free primary 
care inpatient carehealth 
screenings   visit to a 
family doctor or 
pediatrician treatment in 
a public hospital 
childbirth   

2022 N/A https://www.internations.org/go/moving-to-italy/healthcare 

Excluded:                                     
dental care                              
medication and 
prescribed medication  

 Health system structure  

https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Healthcare_expenditure_statistics#Healthcare_expenditure_by_function
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Healthcare_expenditure_statistics#Healthcare_expenditure_by_function
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Healthcare_expenditure_statistics#Healthcare_expenditure_by_function
https://data.worldbank.org/indicator/SH.XPD.OOPC.PC.CD?locations=IT
https://data.worldbank.org/indicator/SH.XPD.OOPC.PC.CD?locations=IT
https://www.internations.org/go/moving-to-italy/healthcare


Type of health 
system 
(Bismarck 
/Beveridge 
/National 
Health 
Insurance/Out-
of-pocket 
model) 

Beveridge Model  

 

N/A   

Public   

  

Total: 48.8 2019 https://www.salute.gov.it/portale/tem
i/p2_6.jsp?lingua=&id=5451&area=stat
isticheSSN&menu=vuoto 

https://www.statista.com/statistics/866772/distribution-of-
healthcare-expenditure-by-type-of-financing-in-italy/ 

GP: 42,428 2020 44 655 http://dati.istat.it/viewhtml.aspx?il=blank&vh=0000&vf=0&v
cq=1100&graph=0&view-
metadata=1&lang=it&QueryId=34541# 

Ambulatory 
Care: 

83,8% (day hospital); 
76,2% (day surgery) 

2019 https://www.salute.gov.it/portale/tem
i/p2_6.jsp?lingua=&id=5451&area=stat
isticheSSN&menu=vuoto 

 

Hospital beds 187,010 2019 194,487 https://www.statista.com/statistics/557293/hospital-beds-
in-italy/ 

Private   

  

https://www.istat.it/en/archivio/201949  

Total: 51.2 2019 https://www.salute.gov.it/portale/tem
i/p2_6.jsp?lingua=&id=5451&area=stat
isticheSSN&menu=vuoto 

GP: NA 

 

NA 

Ambulatory 
Care: 

NA 

 

NA 

https://www.istat.it/en/archivio/201949


Hospital beds 21.4 2019 https://www.salute.gov.it/portale/tem
i/p2_6.jsp?lingua=&id=5451&area=stat
isticheSSN&menu=vuoto 

Decentralized 
or centralized 
governance 

Decentralized  2016 N/A https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4697307/ 

Who makes the 
decisions 
regarding 
policy? What is 
decided at the 
local/national 
and EU level? 

The Ministry of Health 
and the Ministry of 
Finance, regional 
decision-making  

2016   https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4697307/ 

Which health 
professionals 
are included in 
primary (basic) 
healthcare 
services? (e.g. 
general 
practitioners, 
obstetricians, 
physician 
assistants, 
midwives, 
nurses, 
pharmacists, 
dentists, etc). 

Primary care physicians 
and pediatricians, 
physician assistants, 
midwives, nurses.  

2020 N/A https://www.doctorsinitaly.com/healthcare-in-italy/ 

Gatekeeping 
role of primary 
care (yes/no) 

Yes    N/A   

 

  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4697307/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4697307/
https://www.doctorsinitaly.com/healthcare-in-italy/


Annex 2: literature review – 15 articles analysed  

1.  

Study: title “AAA in Italia cercasi medici disperatamente” 

Study: link https://www.osservatoriosullasalute.it/wp- 

content/uploads/2019/04/Focus-Osservasalute- 

su-medici-del-SSN-con-loghi-18.04.2019- 

DEF.pdf 

Typology of source: University/research center (Università Cattolica 

del Sacro Cuore). 

Study: domain of science Public health; patients’ right to access to care 

Main objective of the study • Analyze and make predictions about 
how the current number of doctors will 
decrease in the next years. 

• Bring to attention the dramatic data on 
the shortage of doctors that will be 
experienced in the next 15 years (of the 
56 thousand doctors that the National 
Health Service will lose in the next 15 
years, it will be replaced only 75%, 
meaning 42 thousand). 

Concepts (labels) Shortage of doctors and of healthcare 

personnel (Carenza di medici e di personale 

sanitario) 

Definition(s) "Reduction in the number of the personnel 

employed" (riduzione del numero del personale 

dipendente) 

Geographical area(s) (location) Italy 

Year(s) referred by data The study was conducted in 2019 and refers to 

the situation between now and the next 15 

years (projections of the Osservatorio Nazionale 

sulla Salute nelle Regioni Italiane - National 

Observatory on Health in Italian Regions). 

Alternative concepts used in the text Rather than talking about medical deserts, the 

authors refer to the shortage of doctors and 

healthcare professionals that various Italian 

regions are experiencing, especially in rural 

areas such as most of Southern Italy. 

https://www.osservatoriosullasalute.it/wp-content/uploads/2019/04/Focus-Osservasalute-su-medici-del-SSN-con-loghi-18.04.2019-DEF.pdf
https://www.osservatoriosullasalute.it/wp-content/uploads/2019/04/Focus-Osservasalute-su-medici-del-SSN-con-loghi-18.04.2019-DEF.pdf
https://www.osservatoriosullasalute.it/wp-content/uploads/2019/04/Focus-Osservasalute-su-medici-del-SSN-con-loghi-18.04.2019-DEF.pdf
https://www.osservatoriosullasalute.it/wp-content/uploads/2019/04/Focus-Osservasalute-su-medici-del-SSN-con-loghi-18.04.2019-DEF.pdf


  

What data do they use, from where they get it The study is based on data from the Ministry of 

Education, University and Research (Miur) and 

the Ministry of Health, and the projections were 

made by researchers at the National 

Observatory on Health in Italian Regions. 

What methodology they employ The National Observatory on Health in Italian 

Regions, directed by Professor Ricciardi, with 

the scientific direction of Dr. Alessandro 

Solipaca, has developed a prediction model to 

estimate how many doctors and specialists Italy 

will have available in the coming years. 

  

How they construct the index(es) for 

desertification 

The data are constructed on the basis of both 

those of the Ministry of Education, University 

and Research (Miur) and the Ministry of 

Health, while others also refer to the four-year 

period 2013-2016, published by the Annual 

Account of the General Accounting Office of 

the State (Conto Annuale della Ragioneria 

Generale dello Stato). 

  

Do they use the index for studying the relation 

with other concepts? Which concepts? What 

are the findings? 

The study relates several concepts to each 
other. It first shows how to replace the 56 
thousand doctors in 15 years will necessarily 
require 13 thousand and 500 enrollments in 
medical degree programs. 

 

In addition, it discusses the turnover in 

healthcare spending nationwide, which over the 

past 15 years has mostly affected the NHS 

employees. 

General comments The paper is very recent and interesting in 

showing how much the situation can worsen if 

nothing is done to tackle the issue of the 

shortage of healthcare figures. 



2.  

Study: title Rapporto 2020 sul coordinamento 

della finanza pubblica 

Chapter: “La sanità e il nuovo Patto della salute” pg.22-27 

Study: link http://www.quotidianosanita.it/allegati/allegato5380690.pdf 

Typology of source: Institutional source (Corte dei Conti, Italian Supreme Audit 

Institution) 

Study: domain of science Territorial assistance 

  

Main objective of the study • Analyze the unresolved nodes of the NHS and point 
the finger at the shortcomings of territorial 
assistance. 

• Foresee the challenges that will be faced in the future 
on the theme of healthcare and the lack of territorial 
assistance. 

• Highlight how an adequate network of assistance on 
the territory is the only means of defense to quickly 
address and contain phenomena such as the current 
pandemic that we are fighting which further 
exacerbates the phenomenon of medical 
desertification. 

  

Concepts (labels) "differences in the quality of services offered in different 
areas of the country" (differenze nella qualità dei servizi 
offerti nelle diverse aree del Paese); "lack of personnel" 
(carenza di personale); "inadequacy of territorial assistance" 
(insufficienze dell’assistenza territoriale) 

Definition(s) All three refer to many of the aspects of medical deserts, 

which is still an unknown concept in the Italian context, that 

bring to health disparities: 

• Shortage of healthcare personnel 

• Insufficient health services 

• Lack of territorial assistance especially in underserved 
areas 

Geographical area(s) (location) Italy 

Year(s) referred by data The Report traces the changes that have occurred since the 

financial crisis at the beginning of the decade and arrives at 

the current health emergency situation. 

http://www.quotidianosanita.it/allegati/allegato5380690.pdf
https://www.corteconti.it/
https://www.corteconti.it/Home/EnglishCorner
https://www.corteconti.it/Home/EnglishCorner


  

Alternative concepts used in the 

text 

"limitations in planning for needed professional resources" 

(limiti nella programmazione delle risorse professionali 

necessarie); "shortages of specialist staff" (carenze di 

personale specialistico); "reduction in the number of 

doctors" (flessione dei medici) 

  

What data do they use, from 

where they get it 

All data are collected and analyzed by the Italian Corte dei 

Conti (Court of Audit), which has consultative, review, and 

jurisdictional functions and whose control activities work to 

ensure the proper management of public expenditures. 

What methodology they employ Not defined 

  

How they construct the index(es) 

for desertification 

Not defined 

  

Do they use the index for studying 

the relation with other concepts? 

Which concepts? What are the 

findings? 

No, they do not. 

General comments The lack of territorial assistance which brings to the 

phenomenon of territorial desertification is analyzed through 

a financial aspect, which is also fundamental in tracing out 

the issues of shortage of healthcare personnel, of insufficient 

health services and of health inequalities among areas. 



3.  
 

Study: title Strategy for Inner Areas: Italy 

Study: link https://enrd.ec.europa.eu/sites/default/files/tg_smart- 

villages_case-study_it.pdf 

Typology of source: EU institutional source of information: European 

Network for Rural Development, established in 2008 by 

the European Commission, Directorate-General for 

Agriculture and Rural Development (DG AGRI). 

Study: domain of science Lack of healthcare services 

  

Main objective of the study To explain Italy’s integrated policy called the National 

Strategy for Inner Areas (NSIA) designed to tackle inner 

areas in Italy. 

  

Concepts (labels) Low access to services; Inner Areas 

Definition(s) “Italy’s Inner Areas are rural areas characterized by 

their distance from the main service centers 

(education, health and mobility)” 

Geographical area(s) (location) Italy 

Year(s) referred by data 2014-2020 is the programming period of the strategy 

  

Alternative concepts used in the text In the Italian context, the concept of medical desert is 

unknown but is defined indirectly through the issue of 

inner areas and their relation to health, low access to 

services, etc. 

  

What data do they use, from where they 

get it 

The latest Italian Census and Farm Accountancy Data 

Network has provided data on the spread of inner 

areas in Italy. 

What methodology they employ The local strategy is designed using a standardized 

procedure which involves local actors, starting with 

draft ideas, moving to a preliminary strategy and 

ending with the final approval and formal agreement 

by all the main actors. The strategy is formalized by a 

framework agreement, signed by all national, regional 

and local authorities involved. In the first two steps, 

https://enrd.ec.europa.eu/sites/default/files/tg_smart-villages_case-study_it.pdf
https://enrd.ec.europa.eu/sites/default/files/tg_smart-villages_case-study_it.pdf
https://enrd.ec.europa.eu/
https://enrd.ec.europa.eu/


 the contribution of local innovators is facilitated by 

means of focus groups and scouting activities 

organized by the National Committee for Inner Areas. 

Focus groups are also organized by the National 

Committee, in collaboration with regions and local 

territories. On average, they last for three hours and 

follow a standard methodology: 

• 4 sessions on: local development, healthcare 

services, education, transport services; 

• 16 speakers: 3 local actors + 1 expert from relevant 

Ministry for each session. 

  

How they construct the index(es) for 

desertification 

The national strategy is based on four main 

innovations, which seek to develop and improve 

participatory processes in rural areas: 

• Parallel improvements in services (mainly 
through national policy) and investments in 
selected development factors (involving EU 
funds). 

• A national dimension and multilevel 
governance (National Administrations – Regions 
– municipalities and inter municipality 
cooperation together). 

• Multi-fund approach (EAFRD, ERDF, ESF, EMMF 
together with National Funds). 

• Participatory approach to local development 

  

Do they use the index for studying the 

relation with other concepts? Which 

concepts? What are the findings? 

No other concepts are discussed. They focus on Italy’s 

inner areas and on strategies to improve them only. 

  

General comments The study successfully outlines the strategy employed 

to tackle the issue of inner areas. A higher degree of 

implementation is yet to be reached, which will 

probably be addressed by a more updated new study. 



4.  
 

Study: title Associazionismo e Attuazione - I comuni alla prova della realizzazione della 

Strategia nazionale per le aree interne 

Study: link http://www.formez.it/sites/default/files/associazionismo_e_attuazione_def_.pdf 

Typology of 

source: 

National institution source of information: Formez PA is an in house to the 

Presidenza del Consiglio - Department of Public Administration. 

Study: domain 

of science 

Association and collaboration between municipal administrations to fight low 

access to services 

  

Main objective 

of the study 

The focus of this investigation is to deepen the understanding of the ways in 
which the municipal administrations of the internal areas have faced the 
challenge of implementing their strategy, that is, the implementation of the 
many development projects identified and planned. It will answer to the 
following questions: 

• How the system of association agreements approved by 
municipalities has evolved 

• How have the municipalities of the project areas involved in the 
"National Strategy for Inner Areas and New Institutional Assets" 
(NSIA) organized themselves to manage the implementation phase of 
the strategy? 

• What effect has the push for associationism had on strengthening, 
first and foremost, the ability of municipalities to plan and implement 
area strategies? 

• What are the models of interrelationships to be built between the 
various institutional levels for effective governance? 

  

Concepts 

(labels) 

Inner Areas 

Definition(s) The NSIA defines inner areas as “rural areas characterized by their distance from 

the main service centers (education, health and mobility)”. 

Geographical 

area(s) 

(location) 

Italy 

Year(s) 

referred by 

data 

The analysis began in April 2020, in agreement with the Department for 

Cohesion Policies and the involvement of the Agency for Territorial Cohesion, it 

was carried out during the first phase of the health emergency in Italy and is still 

ongoing. 

  

http://www.formez.it/sites/default/files/associazionismo_e_attuazione_def_.pdf


Alternative 

concepts used 

in the text 

In the Italian context, the concept of medical desert is unknown but is defined 

indirectly through the issue of inner areas and their relation to health, low access 

to services, lack of healthcare personnel, etc. 

  

What data do 

they use, from 

where they get 

it 

The study begins from the monitoring activities of the project implemented by 

Formez PA, "The National Strategy for Inner Areas and the New Institutional 

Assets", promoted by the Department of Public Administration, on the evolution 

of the associated managements started for the eligibility to the NSIA and on the 

governance models designed by the municipalities to implement the strategic 

interventions of the areas that have signed the relevant Framework Program 

Agreements (FPA - Accordi di programma quadro - APQ), which to date are 47 

and, in particular, of those in which the implementation has started at least a 

year ago. To date, 13 areas have been monitored, and the report refers to 12 of 

them. 

What 

methodology 

they employ 

The survey was developed through a qualitative approach articulated in two 

phases. 

The first phase involved the analysis of the available documentary material (FPA, 

strategy, conventions) that provided the empirical basis for reconstructing a 

synoptic picture of the specific characteristics of the associative process and the 

structuring of the governance process of the implementation phase. 

The second phase was carried out through in-depth online interviews with 

privileged witnesses involved in the operational construction of the permanent 

inter-municipal system and in the implementation phase of the strategy. 

Municipalities, unions, mountain communities and inter-municipal associations, 

regions and autonomous provinces, local action groups, local development 

agencies, schools, universities, park authorities, foundations, are just some of the 

actors of the public-private network involved in area strategies. 

  

How they 

construct the 

index(es) for 

desertification 

The analysis examines in depth the ways in which the municipal administrations 

of the inner areas have faced the challenge of implementing their strategy, that 

is, the implementation of the many development projects identified and 

planned. The challenge involves the implementation of a plurality of interrelated 

interventions, involving almost all levels of Italian public administration, in 

different sectors and areas, governed by the Framework Programme Agreement 

(FPA). 

  

Do they use 

the index for 

studying the 

relation with 

No other concepts and issues are tackled other than inner areas. 



other 

concepts? 

Which 

concepts? 

What are the 

findings? 

 

General 

comments 

The study demonstrates what is being done to tackle the phenomenon of inner 

areas related to health and shows how stable intermunicipal systems can 

facilitate the implementation of the NSIA. It is very detailed and is successful in 

showing the common elements between the concept of “inner areas” and the 

one of “medical desertification”. 



5.  
 

Study: title “I processi di digitalizzazione nelle aree interne” 

Study: link http://www.formez.it/sites/default/files/i_processi_di_digitalizzazione_nelle_ai- 

.pdf 

Typology of 

source: 

National institution source of information: Formez PA is an in house to the 

Presidenza del Consiglio – Department of Public Administration. 

Study: domain 

of science 

Digitization to combat lack of health services 

  

Main objective 

of the study 

• To examine the issue of associated management of ICT services in inner 
areas. 

• To examine, for the inner areas that have begun the implementation 
phase of their strategy, all the interventions and projects that conceive 
digitization actions, both in the public and private spheres, related to the 
"associative requirement" and the areas of action envisaged by the NSIA. 

• To offer a picture of the evolution of public administration services, of 
the priorities that lead to the achievement of the associative 
requirement, of the understanding, approach and concreteness of 
administrators and officials in the path that leads to the objectives of 
innovation to be pursued. 

Concepts 

(labels) 

Inner Areas 

Definition(s) The NSIA defines inner areas as “rural areas characterized by their distance from 

the main service centers (education, health and mobility)”. 

Geographical 

area(s) 

(location) 

Italy 

Year(s) referred 

by data 

The analysis began in April 2020, in agreement with the Department for 
Cohesion Policies and the involvement of the Agency for Territorial Cohesion 
and was carried out during the first phase of the health emergency in Italy. 

  

Alternative 

concepts used 

in the text 

No other concepts are used besides “inner areas”. In this document, the issue of 

inner areas is related to the health sector. 

  

What data do 

they use, from 

The data used are from the 25 areas that in April 2020 signed the relevant 

Framework Program Agreements (FPAs) of the project "The National Strategy 

for Internal Areas and the New Institutional Assets". 

http://www.formez.it/sites/default/files/i_processi_di_digitalizzazione_nelle_ai-.pdf
http://www.formez.it/sites/default/files/i_processi_di_digitalizzazione_nelle_ai-.pdf


where they get 

it 

 

What 

methodology 

they employ 

An initial analysis was conducted on the areas (25 areas with 360 municipalities 
involved and a total population of over 700,000 inhabitants) that had signed the 
FPA in April 2020, analyzing all the project sheets containing interventions of 
digitalization and computerization, with further focus on the processes 
dedicated to ICT. 
The first phase of the survey was conducted on the 10 areas that have specific 
agreements for the associated management of functions/services in the ICT 
sphere in relation to the association prerequisite provided for in the NSIA. 
Therefore, information was gathered on the characteristics of the individual 
agreements, then appropriately recoded on the dimensions of analytical 
interest. On these areas it has been detected also the presence of project 
interventions in the project sheets attached to the Strategy to support the 
associative path of the municipalities of the area and possible interventions to 
strengthen the territorial digital infrastructure and reduce the digital divide, 
actions mainly developed on a regional agreement plan. 

 

In the second phase, for all 25 areas considered, the information gathering was 

carried out on the project sheets attached to the Strategy according to the 

conceptual dimensions defined by the working group, aimed at intercepting all 

those interventions that in a more or less direct way foresee within them paths 

of digitization and computerization for implementation. 

How they 

construct the 

index(es) for 

desertification 

The analysis was carried out by following the indexes of the interventions 

foreseen for essential services (school, health and mobility) and those for local 

development (active protection of the territory and local communities, 

enhancement of natural and cultural resources and sustainable tourism, agro- 

food systems, local renewable energy chains, know-how and crafts). 

Do they use the 

index for 

studying the 

relation with 

other 

concepts? 

Which 

concepts? 

What are the 

findings? 

The digitization of inner areas has covered several areas of intervention: social- 

health, education-training, mobility, governance and control of the territory, 

tourism and local promotion, economic development and production, digital 

infrastructure of the territory, energy efficiency. 

General 

comments 

Giving a digital character to the study of inner areas and medical deserts is 

extremely interesting and should be further developed and examined. The study 

gives an insight on what has been and is still being done in social-health areas. On 
the 20 inner areas that have been analyzed, 29 initiatives linked to the social-
health sector have been carried out. 



6.  

Study: title “The Italian NHS in Lombardy and Veneto: near but far” 

Study: link https://link.springer.com/content/pdf/10.1007/s11739- 

021-02754-4.pdf 

Typology of source: National institutional source of information: Italian 

Society of Internal Medicine (SIMI). 

Study: domain of science Public health; Italian National Health Service (NHS); 

Primary care services 

  

Main objective of the study • To highlight the ongoing transformation of the 
Italian National Health Service (NHS) into 
uneven regional health services (RHSs) by 
discussing about primary healthcare services in 
Veneto and Lombardy, two regions of Northern 
Italy. 

Concepts (labels) uneven regional health services (RHSs); lack of primary 

care services; unevenly scattered facilities; acute 

hospitals that do not adequately meet safety and 

quality standards. 

Definition(s) It is relevant to define how the Italian RHSs are 

organized and structured. 

The RHS is divided into nine local health authorities 

(AULSS), headed by general managers appointed at the 

regional level. AULSSs manage all the healthcare 

services delivered within their territory. The only 

exceptions are three autonomous hospital trusts (AO), 

of which two include the biggest hospitals in the region 

and the third one is specialized in oncology. The 

territory of each AULSS is subdivided in 26 districts, 

operational units that should organize the existing 

primary care services delivered in the community 

through public or private accredited facilities. The vast 

majority of central bodies have been merged in a single 

agency (Azienda Zero), which is responsible for AULSSs’ 

funding, planning, accounting, auditing and job posting. 

Geographical area(s) (location) Northern Italy: Lombardy and Veneto 

Year(s) referred by data The study analyzes the transformation of the Italian 

NHS that has been ongoing since 1992 into a more 

decentralized system made of RHSs. 

https://link.springer.com/content/pdf/10.1007/s11739-021-02754-4.pdf
https://link.springer.com/content/pdf/10.1007/s11739-021-02754-4.pdf
https://www.simi.it/
https://www.simi.it/


 The data pointed out refer to the current Italian NHS’ 

structure in 2020-2021. 

  

Alternative concepts used in the text Since the term ‘medical desertification’ is still not well- 

developed in the Italian context, the phenomenon is 

described through similar terms that refer to the 

conditions of medical deserts: 

• uneven regional health services (RHSs) 

• lack of primary care services 

• acute hospitals that do not adequately meet 

safety and quality standards 

  

What data do they use, from where 

they get it 

The data pointed out in the article come from a study 

conducted by the Società Italiana di Medicina Interna 

(SIMI) on the organization and management of 

healthcare services in Italy, with particular reference to 

the organizational frameworks of the RHSs in Lombardy 

and Veneto. 

What methodology they employ Not defined 

  

How they construct the index(es) for 

desertification 

Not defined 

  

Do they use the index for studying the 

relation with other concepts? Which 

concepts? What are the findings? 

Data are used only to analyze and describe the 

structure of the Italian RHSs. 

General comments The document gives a thorough overview of how the 

Italian NHS is today organized and structured. It is a 

very useful reading that helps to understand the issues 

present in the Italian healthcare system and thus to 

enable the reader to start approaching the issue of 

medical deserts in the Italian context. 



7.  

Study: title “Can healthcare policy and technology heal rural-urban divides?” 

Study: link https://www.oecd-ilibrary.org/docserver/fe6385cd- 

en.pdf?expires=1630650836&id=id&accname=guest&checksum= 

9892DBB473AC4C9EA9373FBEDE9ED6E6 

Typology of source: Research center: The OECD Observer online archive is the online 

library of the Organisation for Economic Cooperation and 

Development. 

Study: domain of science Telehealth; telemedicine; patient-centered healthcare; rural- 

urban divide 

  

Main objective of the study • To illustrate and express concern about the already 
expansive gap between country and city communities 
regarding healthcare services. 

• To analyze the increasing role of technology in the 
healthcare sector as a solution to decrease healthcare 
inequalities. 

• To point out to the projects involving telehealth services 
and telemedicine that several countries have put in place 
with the aim of decreasing the rural-urban divide and 
reducing healthcare inequalities. 

Concepts (labels) The main new concepts worth defining that are used in the text 

are rural disparity and telehealth. 

The term “medical deserts” is also explicitly expressed. 

Definition(s) The term “rural disparity” refers to the “uneven divide between 

country and city communities, where small-town communities 

have less access to healthcare than their urban counterparts and 

poorer health outcomes, one reason being the limited numbers 

of healthcare providers”. 

The term “telehealth” is a combination of the terms “healthcare 

policy and technology” and refers to the introduction of 

technology as an answer to healthcare inequality. 

The term “medical deserts” refers to “territories, usually rural 

communities and regional towns, where inhabitants lack proper 

access to healthcare and do not have the same care quality as 

citizens in other territories, usually cities”. 

Geographical area(s) (location) The paper does not refer to specific locations but analyzes the 

rural-urban divide across the whole world, with particular 

reference to US’s small towns such as Arkansas, EU regions, such 

https://www.oecd-ilibrary.org/docserver/fe6385cd-en.pdf?expires=1630650836&id=id&accname=guest&checksum=%209892DBB473AC4C9EA9373FBEDE9ED6E6
https://www.oecd-ilibrary.org/docserver/fe6385cd-en.pdf?expires=1630650836&id=id&accname=guest&checksum=%209892DBB473AC4C9EA9373FBEDE9ED6E6
https://www.oecd-ilibrary.org/docserver/fe6385cd-en.pdf?expires=1630650836&id=id&accname=guest&checksum=%209892DBB473AC4C9EA9373FBEDE9ED6E6
https://www.oecd-ilibrary.org/economics/oecd-observer_15615529


 as Bavaria, and EU countries such as France. The UK and India 

are also nominated. 

Year(s) referred by data The article refers first to 2016, when the rural-urban divide first 

became evident during the elections in the US, Brexit and the 

French regional elections and goes up to 2018, when the paper 

was published. 

  

Alternative concepts used in 

the text 

Besides the term “medical deserts”, the article refers to other 
concepts that describe well the medical desertification across 
the world. The article uses concepts such as: 

• Less access to healthcare 

• Poorer health outcomes 

• Healthcare inequality 

• Scarce number of doctors and scarce public services. 

• Limited numbers of healthcare providers 

• “Sense of abandonment and resentment as people are 

forced to travel far to get the same care quality as city 

citizens” 

What data do they use, from 

where they get it 

The data are produced by OECD’s experts with a concise and 
authoritative analysis, which is however not specified in the text. 

What methodology they 

employ 

Not defined 

How they construct the 

index(es) for desertification 

Not defined 

Do they use the index for 

studying the relation with 

other concepts? Which 

concepts? What are the 

findings? 

The medical desertification indexes are used only to analyze the 

rural-urban divide worldwide and to demonstrate how 

telemedicine can help decrease healthcare inequalities. 

General comments The approach of telemedicine to decrease healthcare 

inequalities between cities and rural communities is very 

innovative and relevant. The study successfully provides an 

insight of the current health disparity across countries and 
demonstrates the telehealth projects countries have been 
adopting to tackle the phenomenon of medical deserts. 

 

 



8.  

Study: title “Does distance matter? Geographical variation in GP out-of- 

hours service use: an observational study” 

Study: link https://bjgp.org/content/bjgp/58/552/471.full.pdf 

Typology of source: University/research center (University of Southampton, 

School of Nursing & Midwifery). 

Study: domain of science general practice; health services accessibility; out-of-hours 

medical care; rural health; GP-led cooperatives. 

  

Main objective of the study • To examine the effects of distance and rurality on 
rates of out-of-hours service use. 

  

Concepts (labels) “Geographical variation in GP out-of-hours service use” 

Definition(s) The “geographical variation in GP out-of-hours service use” 
looks at geography as a key determinant of access to care 
since distance and rurality may present barriers of cost, time, 
and inconvenience for patients consulting their GP out of 
hours. 

Geographical area(s) (location) The study was conducted in Devon, England, with a 

population base of nearly 1 million patients, because it 

provided a range of different geographical area types, 

including major cities (Plymouth and Exeter), and accessible 

rural and remote rural areas. 

Year(s) referred by data 2003-2004 

  

Alternative concepts used in the 

text 

Rather than explicitly talking about medical deserts, the 

authors refer to the “barriers of cost, time, and 

inconvenience in accessing primary care” and to the 

“fragmented services, quality, and increasing costs of 

provision” in Devon, England. 

  

What data do they use, from 

where they get it 

The observational study was a geographical analysis based 

on two types of routinely collected data: 

• Individual-level service activity data: telephone calls 
received by the service in June (n = 14 482) and 
December (n = 19 747) 2003. These months represent 
summer and winter activity and include a major bank 

https://bjgp.org/content/bjgp/58/552/471.full.pdf


 holiday period. Anonymized details of calls included 
the patients’ age and sex, date and time of call, 
postcode, and ‘call outcome’ (describing how patients 
were managed, commonly by primary care center 
attendance, GP telephone advice, or home visit). 

• area-level data for Devon: measures of deprivation, 
distance, and rurality were matched to patient 
activity data where patients’ postcode was complete 
(92% of calls). 

What methodology they employ A straight-line distance measured patients’ proximity to the 

primary care center. At the area level, rurality was measured 

by the Office for National Statistics Rural and Urban 

Classification (2004) for output areas, and deprivation by The 

Index of Multiple Deprivation (2004). 

To go more into detail, the Index of Multiple Deprivation 

2004 of super output areas (SOAs) (ID2004) was used to 

create quintiles of deprivation by dividing the population of 

SOAs in Devon (not national quintiles). The straight-line 

distance from patients’ addresses to their nearest open 

primary care center, based on time and the day of the week 

of their call, was calculated. The cut-off points for the 

quintiles are: first (nearest), 0–2.1 km; second, 2.2–3.7 km; 

third, 3.8–5.3 km; fourth, 5.4–9.9 km; and fifth (furthest), 

≥10 km. Rurality was measured by the Office for National 

Statistics (ONS) Rural and Urban Area Classification (2004) 

for output areas (OAs). Each OA is classified by the following 

four settlement types: urban; small town and fringe; village; 

hamlets and isolated dwellings. Each is allocated to either a 

‘sparse’ or ‘less sparse’ context, giving eight categories. 

  

How they construct the index(es) 

for desertification 

The delivery and organization of out-of-hours services raises 

concerns about access (for example, patients are often 

required to be seen at primary care centers). This is the first 

study to present rates of out-of-hours calls by deprivation, 

distance, and rurality. Geographical barriers appear to be 

important in patients’ use of out-of-hours services. 

  

Do they use the index for studying 

the relation with other concepts? 

Which concepts? What are the 

findings? 

No, they do not. 



General comments The study shows the strong evidence of distance and rurality 

effects on out-of-hours service use, demonstrating how 

patients who lived at greater distances or in rural areas had 

lower call rates to the services. The study was primarily 

aimed at investigating geographic effects on health service 

use rather than socioeconomic one. 



9.  

Study: title “Spatial barriers as moral failings: What rural distance can teach us 
about women’s health and medical mistrust author names and 
affiliations” 

Study: link https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7391386/pdf/main.pdf 

Typology of source: University/research center (University of Minnesota Medical School) 

Study: domain of 
science 

Rural women's health; medical mistrust; rural healthcare deserts; 
access to care 

  

Main objective of the 
study 

• To bring together geography, health policy, and ethnographic 
methods to demonstrate how distance can represent an 
expansive and illuminating concept for rural women, in the 
context of rural healthcare access rather than a primary spatial 
barrier to accessing care. 

• To present qualitative research conducted with 51 women in a 
rural region of the U.S. and reveal an interpretation of barriers 
to rural healthcare as moral failings rather than as purely spatial 
or operational challenges. 

• To explore health policy-makers’ interpretation of rural distance 
alongside rural women’s lived experiences of distance in the 
urgent context of rural U.S. health care deserts in order to gain a 
more multidimensional understanding of the distance between 
a woman’s community and a health care provider. 

  

Concepts (labels) rural healthcare deserts; artificial provider deserts; rural women’s 
health 

Definition(s) “Rural healthcare deserts” are defined in the study as “U.S. counties 
without hospitals or providers, which result from narrowing Medicare 
reimbursements, large shares of patients lacking high-paying private 
insurance, physician shortages, health system consolidation, and 
demographic changes”. 
“Artificial provider deserts” are referred to as “areas where providers 
practice but are not included in certain insurance carrier networks”. 
Concerning “rural women’s health”, the focus of the paper is mainly on 
maternal and obstetrical deserts. 

Geographical area(s) 
(location) 

United States: Northeastern Minnesota 

Year(s) referred by data Interviews were conducted between September 2017 and September 
2019. 

  

Alternative concepts 
used in the text 

The concept of “rural healthcare deserts” used throughout the study is 
analogous to that of “medical deserts”. Other concepts used that relate 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7391386/pdf/main.pdf


 to the phenomenon of medical desertification are “limited healthcare 
services”, “long distances to access health care”, “rural health 
inequities”. 

  

What data do they use, 
from where they get it 

This analysis is based upon data collected by the University between 
2017 and 2019 as part of mixed-methods and ethnographic research on 
rural access to justice in the upper Midwest. 

 

The research draws on qualitative interviews with 51 rural women 
across northeastern Minnesota. 

What methodology 
they employ 

Interviewees were recruited via a mixed-methods, non-probability 
sampling approach in which researchers employed purposive expert 
sampling in conjunction with respondent-driven sampling, a chain 
referral method that enables researchers to locate “hard-to-reach” 
populations or small subsets. 
In-depth, one-on-one interviews were conducted by the PI in whatever 
site the participant specified, most often offices and community 
centers, and lasted between 45 and 90 min. The PI prefaced each 
interview by discussing her positionality and motivations for conducting 
the research, then gave the participant time to ask questions and 
discuss interview procedures and the consent form. The PI utilized a 
semi-structured interview guide with open-ended questions designed 
to elicit participants’ understandings and experiences of injustice. 
Questions also explored the socio-spatial aspects of participants’ 
experiences, including the extent to which local geographies, social 
networks, norms and values compounded or helped mitigate their 
problems. Finally, participants were invited to describe in their own 
words what effect their problems had on their lives and what ideas they 
had for improving or creating local services and supports. 

  

How they construct the 
index(es) for 
desertification 

The primary inclusion criteria for the interviews were: residency in 
northeastern Minnesota; age 18 or older; and expertise in rurality 
and/or access to justice. 

  

Do they use the index 
for studying the relation 
with other concepts? 
Which concepts? What 
are the findings? 

No, they do not. Indexes were used only to interpret the impact of rural 
distance on healthcare access for rural women. 

General comments The findings of the analysis introduce new interpretations of barriers to 
rural health care that exceed purely spatial or operational challenges in 
the context of growing rural health care deserts and gives voice to an 
often-invisible group, namely rural women. The results show that rural 
distance is not always the main cause for healthcare deserts and that 
women at times travel even farther distances to access “better” care 
owing to medical mistrust. This mistrust largely emerges in response to 
policies that aim to mitigate rural health care deserts. 



10.  
 

Study: title “Distance travelled to hospital for emergency laparotomy 
and the effect of travel time on mortality: cohort study” 

Study: link https://qualitysafety.bmj.com/content/qhc/30/5/397.full.pdf 

Typology of source: University/research center (Department of Anaesthesia, 
University College London Hospitals NHS Foundation Trust) 

Study: domain of science Timely access to care; distance; emergency laparotomy; 
mortality; public health 

  

Main objective of the study • To evaluate whether distance and estimated travel 
time to hospital for patients undergoing emergency 
laparotomy is associated with postoperative 
mortality. 

• To describe the distribution of distance to hospital in 
the population undergoing emergency laparotomy 
and analyze how hospital and patient characteristics 
vary by distance travelled. 

• To investigate the relationship between travel time to 
hospital and risk of mortality. 

  

Concepts (labels) Basic concepts referring to access to care may be used as 
reference when talking about medical deserts: 

• Distance from hospital and health services 

• Timely access to care 

Definition(s)  

Geographical area(s) (location) Data were collected from 171 National Health Service 
hospitals in England and Wales. 

Year(s) referred by data 2013-2016 
  

Alternative concepts used in the 
text 

 

  

What data do they use, from 
where they get it 

The study used data from the National Emergency 
Laparotomy Audit (NELA). NELA is a prospective national 
audit that collects data from all National Health Service 
(NHS) hospitals in England and Wales that perform 
emergency abdominal surgery. 

 

Participants were 22 772 adult patients undergoing 
emergency surgery on the gastrointestinal tract between 
December 2013 and November 2016. 

https://qualitysafety.bmj.com/content/qhc/30/5/397.full.pdf


  

What methodology they employ The observational study was performed through secondary 
analysis of NELA data. The findings were reported according 
to the “Strengthening the Reporting of Observational Studies 
in Epidemiology” statement. 
To express the distance between patients’ homes and 
hospitals, the study calculated road travel time using 
aggregated patient home location as the start point and 
hospital postcode as the endpoint. 

  

How they construct the index(es) 
for desertification 

NELA intends to include all patients aged 18 or older with an 
NHS number who require an unplanned abdominal 
procedure on the gastrointestinal tract, excluding trauma 
laparotomies and procedures principally conducted to treat 
vascular, gynecological or renal tract pathology. 
The University then aimed to identify NELA participants for 
whom they could estimate travel time to hospital, whose 
emergency surgical pathology was likely to have been the 
reason for their hospital presentation and of sufficient 
urgency to be potentially affected by a travel delay. 
Researchers therefore excluded the following patients: those 
who had surgery in hospitals not accepting emergency 
general surgical admissions; those who had an emergency 
laparotomy as a result of a complication after elective 
surgery on the same hospital admission; those who were 
admitted for more than 2days prior to their emergency 
laparotomy; and/ or those who did not require surgery 
within 6hours of the decision to operate (as recorded at the 
time of booking on the NELA online case report form). 

  

Do they use the index for studying 
the relation with other concepts? 
Which concepts? What are the 
findings? 

Separate analysis of NELA data has found interhospital 
variation in adjusted mortality, which can in part be 
explained by differences in care processes, associated 
structures, and hospital characteristics. Recent work has also 
identified the presence of an emergency department as the 
single biggest risk factor for cancellation of planned inpatient 
surgery that may waste resources and cause harm or distress 
to patients. 

General comments The study did not find a significant relationship between 
distance and mortality. The study is useful in demonstrating 
how hospitals could be reconfigured into network 
arrangements without substantially impacting on the 
distance travelled to care. The main potential benefit of the 
centralization of emergency services is the concentration of 
care in specialist centers to improve quality and outcome. 



11.  

Study: title “Hospitals in rural or remote areas: An exploratory review of policies in 8 high-income 
countries” 

Study: link https://reader.elsevier.com/reader/sd/pii/S0168851016301270?token=33EBA5AFE401 
1A527B0E012FC793385D7D03FE673DC8675C85F7F1D47EB5 
E0EFFCA464FFF23904A12D4C7ACC040D08D2&originRegion=eu-west- 
1&originCreation=20210903122958 

Typology of 
source: 

Study conducted by professors from different universities/research centers (European 
Observatory on Health Systems and Policies, McMaster University, Bocconi University, 
Università Cattolica del Sacro Cuore, etc.) 

Study: domain 
of science 

Rural hospitals; Rural health services; emergency services in rural areas; public health; 
primary care 

  

Main 
objective of 
the study 

• To explore whether any specific policies on hospitals in rural or remote areas 
are in place, and, if not, how countries make sure that the population in remote 
or rural areas has access to acute inpatient services. 

  

Concepts 
(labels) 

Low access to hospitals in rural or remote areas; problematic access to emergency 
services; medical deserts 

Definition(s) The concept of “medical desert” is used in the study and refers to it as a “particular 
health policy problem in countries with vast geographical distances and low population 
density”. 

Geographical 
area(s) 
(location) 

The study reviewed policies in 8 high-income countries: Australia, Canada, United 
States, Italy, Spain, United Kingdom, Croatia, and Estonia. 

Year(s) 
referred by 
data 

2015 

  

Alternative 
concepts used 
in the text 

The geographical distance between rural or remote areas and hospitals is a relevant 
term that is strictly connected to the reason of inequities in access and underutilization 
of emergency hospital services among populations in rural or remote areas. 

  

What data do 
they use, 
from where 
they get it 

In order to review the policies of pertinent high-income countries with regard to 
hospitals in remote or rural areas, researchers contacted key experts in a selection of 8 
countries in Europe, North America and Australasia, drawing on the networks of the 
European Observatory on Health Systems and Policies, including the Health Systems 
and Policy Monitor. 

What 
methodology 
they employ 

The experts were chosen on the basis of their previous experience and publication 
record with regard to health systems and policies in their countries, as well as their 
track record in responding quickly to requests for information and, where applicable, 
their proficiency in English. 
Countries were selected on the basis of geography, population density and the 
existence of ongoing reforms of hospital systems. The country correspondents were 
asked to provide a description of their countries with regard to policies and practices 

https://reader.elsevier.com/reader/sd/pii/S0168851016301270?token=33EBA5AFE401%201A527B0E012FC793385D7D03FE673DC8675C85F7F1D47EB5%20E0EFFCA464FFF23904A12D4C7ACC040D08D2&originRegion=eu-west-1&originCreation=20210903122958
https://reader.elsevier.com/reader/sd/pii/S0168851016301270?token=33EBA5AFE401%201A527B0E012FC793385D7D03FE673DC8675C85F7F1D47EB5%20E0EFFCA464FFF23904A12D4C7ACC040D08D2&originRegion=eu-west-1&originCreation=20210903122958
https://reader.elsevier.com/reader/sd/pii/S0168851016301270?token=33EBA5AFE401%201A527B0E012FC793385D7D03FE673DC8675C85F7F1D47EB5%20E0EFFCA464FFF23904A12D4C7ACC040D08D2&originRegion=eu-west-1&originCreation=20210903122958
https://reader.elsevier.com/reader/sd/pii/S0168851016301270?token=33EBA5AFE401%201A527B0E012FC793385D7D03FE673DC8675C85F7F1D47EB5%20E0EFFCA464FFF23904A12D4C7ACC040D08D2&originRegion=eu-west-1&originCreation=20210903122958
http://www.hspm.org/mainpage.aspx
http://www.hspm.org/mainpage.aspx


 on hospitals in rural or remote areas. They explored whether any national or sub- 
national policies on hospitals in rural or remote areas were in place, how countries 
made sure that the population in remote or rural areas has access to acute inpatient 
services, and how emergency functions were divided between different types of 
hospitals. 

  

How they 
construct the 
index(es) for 
desertification 

Information was collected in March 2015 and responses were received from all 
selected countries. The country reports were based on a review of national and sub- 
national policy and legislative documents, as well as academic literature on the 
respective country, using MEDLINE and Google Scholar and the search terms “remote” 
OR “rural” AND “hospital”, in combination with the country names. Findings were 
summarized using a narrative synthesis approach. 

  

Do they use 
the index for 
studying the 
relation with 
other 
concepts? 
Which 
concepts? 
What are the 
findings? 

The indexes were relevant in delineating a number of possible avenues for health 
policy action: 

 

• Drawing up appropriate national or sub-national policies in line with the 

administrative set-up of the health systems. 

• Ensuring the financial sustainability of small hospitals in rural or remote areas. 

• Recruiting and retaining health workers in rural or remote hospitals. 

• Transport to more specialized services is also key in countries with dispersed 

populations. 

General 
comments 

It is interesting how, as the study highlights, Italy was the only country that had drawn 
up a national policy on hospitals in rural or remote areas. In Italy’s decentralized health 
system there are national guidelines that particularly target the problem of inpatient 
acute services in remote areas. The main concern in Italy however is to close small 
hospitals, strengthen emergency transport services and develop sub-acute residential 
care in rural and mountain areas. Finally, the development of telemedicine promises to 
enhance access to care and prevent unnecessary hospitalizations is also necessary. 



12.  

Study: title “Catchments of general practice in different countries – a 
literature review” 

Study: link https://ij- 
healthgeographics.biomedcentral.com/track/pdf/10.1186/1476- 
072X-13-32.pdf 

Typology of source: University/research center (Discipline of Public Health, School of 
Health Sciences, Faculty of Medicine, 
Nursing & Health Sciences, Flinders University). 

Study: domain of science General practice catchment areas; primary healthcare; health 
reform; access to health services 

  

Main objective of the study • To review the current research and literature on 
catchment areas of private general practices in different 
developed countries over the past 25 years in order to 
find out: How are GP catchments described and in what 
context? What indicators and measures are used in the 
description of catchments? What relationships between 
the health seeking behavior of patients and GP 
catchments are studied in different countries? What 
relationships between the concept of a GP catchment 
and public health policy issues are studied in different 
countries? 

• To highlight a wide range of diversity in the literature as 
to how GP catchments can be described, the indicators 
and measures used to frame the scale of catchments. 

  

Concepts (labels) GP catchments; equity of access to primary health care services 

Definition(s) The term “GP catchment” means “a geographical area around 
the general practice that includes the client population which 
accesses its services”. GP catchments describe the distribution, 
composition and profile of patients who access a general 
practitioner or a general practice (i.e. a site or facility comprising 
one or more general practitioners). Therefore, GP catchments 
provide important information into the geographic variation of 
access rates, utilization of services and health outcomes by all of 
the population or different population groups in a defined area 
or aggregated area. 

Geographical area(s) (location) This review has examined studies in relation to GP catchments 
from a range of developed countries, mainly referring to studies 
in the UK. 

Year(s) referred by data There were four literature reviews, one from 2004, one from 
2005, one from 2007, and one from 2012. 

  

https://ij-healthgeographics.biomedcentral.com/track/pdf/10.1186/1476-072X-13-32.pdf
https://ij-healthgeographics.biomedcentral.com/track/pdf/10.1186/1476-072X-13-32.pdf
https://ij-healthgeographics.biomedcentral.com/track/pdf/10.1186/1476-072X-13-32.pdf


Alternative concepts used in 
the text 

The review does not refer to the phenomenon of medical 
desertification but focuses on the research of GP catchments 
and on general practice. In this review, the term general 
practitioner and general practice are used throughout and 
include other similar used terms in different countries such as 
physician (not specialist physician as in the US), family physician 
and doctor. 

  

What data do they use, from 
where they get it 

The background to this review originated from the development 
of case studies, using empirical data, of the catchments of 
private general practices in Australia, based on the model of the 
Practice Health Atlas. 

What methodology they 
employ 

The search strategy was conducted in four stages. The first stage 
was a pilot stage, with a search of the database of the 
International Journal of Health Geographics (IJHG), which is a 
journal known to publish many peer-reviewed articles within 
the theoretical framework. The second stage of the search 
strategy was conducted through MEDLINE, using the databases 
of Web of Knowledge and PubMed. Google Scholar was used 
after the other searches were complete. The third stage of the 
search process involved a quality audit, based on feedback 
received from independent reviewers. This process identified a 
number of relevant papers, where the term “general practice” 
or variation was not contained in the title, but where the 
context of the paper related substantially to one or more of the 
aims of this paper. A total of 102 peer reviewed papers were 
identified as relevant to the review. The fourth stage involved 
an analysis of the title and abstract of each of the papers. 

  

How they construct the 
index(es) for desertification 

The filters used for the search strategy were: 

• General practitioners and accessibility and catchments 

(N = 42 results); 

• General practitioners and accessibility and spatial 

accessibility (N = 14 results); 

• General practitioners and accessibility and GIS 

(N = 14 results); 

• General practitioners and GIS (N = 35 results); 

• Accessibility and catchments in primary health 

(N = 156 results); 

• Access and physician market areas (N = 95 results); 

• General practitioners and accessibility and markets 

(N = 21 results). 

  

Do they use the index for 
studying the relation with other 
concepts? Which concepts? 
What are the findings? 

The goals of the literature review were to: conduct a literature 
review of peer reviewed papers (titles or abstracts) with any 
mention of GP catchments in relation to primary health care; 
identify from title or abstract, key words in relation to the term 



 GP catchment that could facilitate further narrowing of the 
search; to synthesize the articles into several broad themes in 
relation to the aims of the review. The indexes were not used 
for any other studies other than this. 

General comments As the article explains, “understanding the catchment profiles of 
individual GP surgeries is important if governments are serious 
about patient choice being a key part of proposed primary 
health reforms. Future health planning should incorporate 
models of GP catchments as planning tools to assist policies on 
the allocation of resources so that opportunities for good health 
outcomes for all groups within society, especially those who 
have been systematically denied equitable access, are 
maximized”. 



13.  

Study: title “Telemedicine for Chronic Heart Failure: An Update” 

Study: link https://pdfs.semanticscholar.org/1b43/46286a8aedd5d114a63083e8589859fe3776.pdf 

Typology of 
source: 

University/research center (Strasbourg University Hospitals). 

Study: domain 
of science 

Telemedicine; telemonitoring; telemedicine 2.0; chronic disease; chronic heart failure 

  

Main 
objective of 
the study 

• To review the literature on telemedicine for chronic heart failure (CHF), with a 
particular focus on non-invasive HF telemonitoring and French HF telemedicine 
projects. 

  

Concepts 
(labels) 

Medical deserts; telemedicine; telemedicine 2.0 

Definition(s) The term “medical deserts” is used according to their definition as “territories where 
inhabitants lack proper access to healthcare”. 
Telemedicine is defined as “Provision of remote patient care and consultation using 
telecommunication technologies”. 
Telemedicine 2.0 refers instead to the “use of “Web 2.0” technologies in 
health/medicine care or in telemedicine”. 

Geographical 
area(s) 
(location) 

The study primarily focuses on the telemedicine projects that are currently bring 
developed in France. 

Year(s) 
referred by 
data 

Review of the articles published and the projects carried out between 2000 and 2018 

  

Alternative 
concepts used 
in the text 

Different terms refer to many of the aspects of medical deserts: 

• Medical shortage 

• Poor access to medical care 

• Scarce prevention and follow-up 
  

What data do 
they use, 
from where 
they get it 

A literature search was performed on the PubMed database of the US National Library 
of Medicine and on Google Scholar. Researchers searched for articles published 
between January 2010 and April 2018, using the following keywords or associations: 
“chronic heart failure”, “telemedicine”, “telemonitoring”, “telemedicine in chronic 
heart failure”, and “telemonitoring in chronic heart failure”. Information and data 
collected from international meetings were also used, as was information from 
commercial sites on the Web. Moreover, only completed telemedicine projects meeting 
rigorous clinical evaluation, e.g., using evidence-based medicine criteria or criteria 
usually used for clinical trials, were included in this work. 

What 
methodology 
they employ 

All English and French abstracts were reviewed by at least two senior researchers from 
the working group on telemedicine in chronic diseases at the University Hospital of 
Strasbourg (France). After rigorous selection, only 30 papers were included in the 
review and analyzed. 

  

https://pdfs.semanticscholar.org/1b43/46286a8aedd5d114a63083e8589859fe3776.pdf


How they 
construct the 
index(es) for 
desertification 

Not defined 

  

Do they use 
the index for 
studying the 
relation with 
other 
concepts? 
Which 
concepts? 
What are the 
findings? 

No, they do not. 

General 
comments 

This is a short narrative review of the literature pertaining to telemedicine projects 
developed in the field of chronic heart failure (CHF), with particular focus on non- 
invasive telemonitoring projects including the French ones. The paper shows the big 
role technology plays in improving the healthcare system. 



14.  

Study: title “Understanding the Spatial-Related Abstraction of Public 
Health Impact Goals and Measures: Illustrated by the 
Example of the Austrian Action Plan on Women’s Health” 

Study: link https://www.mdpi.com/2071-1050/13/2/773 

Typology of source: University/research center (Institute of Spatial Planning, 
Environmental Planning and Land Rearrangement, University 
of Natural Resources and Life Sciences, Vienna) 

Study: domain of science space–health nexus; women’s health; access to care; public 
health policies; health provisions 

  

Main objective of the study • To discuss whether and to what extent the 
interdisciplinary discussion of health policy impact 
goals and measures, including the expertise of spatial 
planning, generates merit for evidence-informed 
health policy with a focus on the target group of older 
women. The paper uses as an example the Austrian 
Action Plan on Women’s Health (AAPWH). 

• To discuss the need for and the merit of inter-sectoral 
collaboration between the public health and spatial 
planning sectors for the purpose of alleviating health 
inequalities. 

• To fill a knowledge gap in Austria by raising the 
awareness about the relevance of the spatial 
dimension in defining impact goals and measures and 
providing recommendations to spatial planning 
scholars who are interested in, or rather already 
engaged in, inter-sectoral collaboration and issues of 
public health. 

  

Concepts (labels) Unequal opportunities of access to infrastructure; scarce 
socio-medical services and poor accessibility of services and 
facilities in rural areas. 

Definition(s) All the terms combined make up what we consider to be 

basic characteristics of medical deserts: 

• Unequal opportunities of access to infrastructure 

Insufficient health services 

• Scarce socio-medical services 

• Poor accessibility of services and facilities in rural 

areas. 

Geographical area(s) (location) Austria 

Year(s) referred by data 2018 
  

https://www.mdpi.com/2071-1050/13/2/773


Alternative concepts used in the 
text 

Retention of doctors; health disparities 

  

What data do they use, from 
where they get it 

The research gathered the opinion of those experts who 
joined in with the whole discussion process on impact goals 
and measures for women in old age. The selection criterion 
was defined as presence in at least two out of the three 
workshops organized by the expert group on “Women in Old 
Age”. Twelve experts met the selection criteria and were 
contacted by e-mail. Six out of twelve could be recruited for 
an interview. The questionnaire was sent out to all experts 
by e-mail a few days prior to the interview to give them the 
opportunity to prepare for it. The interviews took place 
between January and March 2018. To meet the preferences 
of the interviewees, the interviews took place either at their 
workplaces, by telephone or in external locations such as 
cafés. 
Since saturation had not yet been reached, the author 
decided to increase the sample size. Finally, two more 
national public health experts were interviewed in May 2018. 
One of them was invited to the expert group on “Women in 
Old Age”, too, but did not attend the workshops; the other 
expert held and still holds a relevant position in the AAPHW 
development and implementation process. For these two 
interviews the same catalogue of guiding questions was 
applied as for the first wave of interviews. The author of this 
paper pursued the strategy to recruit as many members of 
the expert group on “Women in Old Age” as possible for 
interviews. However, this was challenging since some of the 
experts were on maternity leave or had since retired. 
Finally, seven expert judgements were available for further 
analysis. 

What methodology they employ This is a qualitative, retrospective and descriptive research 
applying a mixed-methods approach and a retrospective 
multi-perspective reflection on the opportunities and limits 
of anchoring spatial aspects of women’s health using the 
example of the Action Plan on Women’s Health (AAPWH). 
The study consists of a theme-centered document analysis of 
the AAPWH and semi-structured expert interviews with 
members of the expert group on “Women in Old Age”, which 
was a series of discussions on impact goals and measures in 
the areas of health protection and health promotion of older 
women. 

  

How they construct the index(es) 
for desertification 

The research’s procedure was developed in three phases: 

• Development of an Analysis Grid for the Document 

Analysis of the AAPWH 

• Document Analysis of the AAPWH 



 • Expert Judgement 

  

Do they use the index for studying 
the relation with other concepts? 
Which concepts? What are the 
findings? 

The aim of the survey and of the indexes set forth was to 
identify the key arguments of the experts: 

• identify the reasons for the degree of spatial 

abstraction of the AAPHW’s impact goals and 

measures for the target group of “Women in Old 

Age”. 

• grasp the interviewed experts’ perceptions of spatial 

planning experts as dialogue partners in the context 

of public health issues. 

• explore the limitations of implementing profession- 

specific knowledge and spatial-related empirical 

evidence in strategic policy papers. 

General comments The study shows how much the need for a closer 
cooperation of public health and spatial planning is 
necessary. This comprehensive and holistic approach to 
health issues that relates space to health, in particular when 
talking about how green spaces can improve the 
maintenance of health, is fundamental especially in a period 
like this, where the discussion of climate change and 
demographic ageing is becoming more and more urgent. 



15.  

Study: title “Focus On: Distance from home to emergency care” 

Study: link https://www.health.org.uk/publications/qualitywatch-focus- 
on-distance-from-home-to-emergency-care 

Typology of source: Research center: QualityWatch is a Nuffield Trust and Health 
Foundation major research programme providing 
independent scrutiny into how the quality of health and 
social care is changing over time. 

Study: domain of science Access to emergency hospital care; public health; home-to- 
hospital distance; emergency treatment 

  

Main objective of the study • To examine the typical distances from home that 
people travel to receive emergency care, and how 
this has changed over time. 

  

Concepts (labels) Distance from A&E hospital department; accessibility of 
hospital emergency services 

Definition(s) The report discusses about a key aspect of the phenomenon 
of “medical deserts” without explicitly referring to it: the 
distance between a person’s home and the hospital of their 
emergency admission. Living in peripheral or rural areas is 
challenging for those who need to urgently access primary 
care services in a situation of emergency. 

Geographical area(s) (location) England 

Year(s) referred by data From 2001/02 to 2011/12. 
  

Alternative concepts used in the 
text 

The reading rather than focusing on medical deserts, 
discusses about the difficulty of accessing primary care for 
those who live in rural areas which are more distant from the 
center, where all the hospitals and A&E departments are. 

  

What data do they use, from 
where they get it 

The report explores the distances between a person’s home 
and the hospital at which they attended A&E, or received an 
emergency inpatient admission, using the national inpatient 
dataset on hospital use – Hospital Episode Statistics (HES) – 
collected by the Health and Social Care Information Centre 
(HSCIC). These data record information on every hospital 
admission that occurs in an NHS hospital in England. They 
include information about the hospital site at which 
treatment was received and the patient’s area of residence 
in terms of the 32,482 Census category ‘Lower Super Output 
Areas’ (LSOAs). These are small areas of around 1,500 
people, which are often used for presenting administrative 

https://www.health.org.uk/publications/qualitywatch-focus-on-distance-from-home-to-emergency-care
https://www.health.org.uk/publications/qualitywatch-focus-on-distance-from-home-to-emergency-care
http://www.qualitywatch.org.uk/


 data. Crucially, they are small enough to provide useful 
information on where an event happened, but large enough 
to protect the identity of the individual. The NHS Connecting 
for Health National Administrative Codes Service (NACS) 
provided the site code and postcode for all NHS sites in 
England – those currently open and historical sites. 
Emergency admissions and A&E attendances for which the 
hospital postcode or LSOA of the patient’s home could not 
be identified were excluded. 

What methodology they employ For this report, attendances at a major A&E department in 
2011/12, and emergency inpatient admissions to NHS 
hospitals in England between 2001/02 and 2011/12, were 
examined. In addition to analyzing all emergency admissions, 
two specific subsets of admissions were identified related to 
certain conditions: stroke and trauma. Each inpatient 
episode contains between one and 14 diagnosis codes, which 
use the codes from the 10th revision of the International 
Statistical Classification of Diseases and Related Health 
Problems to record morbidities related to the admission. 
Admissions following trauma were identified using codes 
between ‘S01’ and ‘T14’, and stroke admissions were 
identified by codes between ‘I60’ and ‘I69’, or by codes ‘G45’ 
or ‘R470’. Additionally, admissions following road traffic 
accidents were identified using codes between ‘V01’ and 
‘V99’, or by code ‘Y850’. Episodes were grouped into spells 
using a combination of the following fields: HES person ID, 
provider code, provider spell number, admission method, 
patient classification, administrative category, and admission 
date. Where one or more episode indicated stroke or 
trauma, the whole spell was considered to be associated 
with the condition. We assumed that patients had travelled 
to hospital from their home. 
The postcode of each NHS site and the LSOAs (used as an 
approximation of a person’s home location) allowed a simple 
straight-line distance to be calculated by applying 
Pythagoras’ theorem to the appropriate values for each 
emergency admission. 

  

How they construct the index(es) 
for desertification 

Not defined 

  

Do they use the index for studying 
the relation with other concepts? 
Which concepts? What are the 
findings? 

No, they do not. 

General comments This report provides a different perspective from the other 
studies that focus on the negative impact of distance on 
individuals who live in rural areas and far away from the 



 main hospitals and A&E departments. Actually, this research 
concludes that on average, the distance between a person’s 
home and the hospital at which they receive an emergency 
admission is around 30% shorter than the distance that they 
are prepared to travel for other trips, such as travelling to 
work, education, shopping or leisure, demonstrating that 
distance is not the most urgent factor to address to tackle 
the phenomenon of “medical deserts”. 

 



 

 Annex 3: Quantitative data collected for Italian context, with specific data for the female population 
Please note, due to the size of the database, it is not possible to showcase the entire data without breaking it down into several pages, which increases 

difficulty in following the rows. Therefore the following excel extract must be read using the zoom feature. A full excel file can be provided upon request.  

 

  



Country Area 

code 

(NUTS 1) Region 

code 

(NUTS 2)

Province code 

(NUTS 3)

Population, 

Total (persons) Source: 

EUROSTAT 2020

Population, From 15 

to 64 

years (persons)

Population, 65 

years or 

over (persons)

Population, Less than 

15 years (persons)

Female population, 

Total               Source: 

EUROSTAT 2020

Female 

population,From 15 to 

85 and over years

Female population, 

From 5 to 9 years [Y5-9]

Female 

population,From 10 to 

14 years [Y10-14]

Female 

population,From 15 to 

19 years [Y15-19]

Female 

population,From 20 to 

24 years [Y20-24]

Female 

population,From 25 to 

29 years [Y25-29]

Female 

population,From 30 to 

34 years [Y30-34]

Female 

population,From 35 to 

39 years [Y35-39]

Female 

population,From 40 to 

44 years [Y40-44]

Female 

population,From 45 to 

49 years [Y45-49]

Female 

population,From 50 to 

54 years [Y50-54]

Female 

population,From 55 to 

59 years [Y55-59]

Female 

population,From 60 to 

64 years [Y60-64]

Female 

population,From 65 to 

69 years [Y65-69]

Female 

population,From 70 to 

74 years [Y70-74]

Female 

population,From 75 to 

79 years [Y75-79]

Female 

population,From 80 to 

84 years [Y80-84]

Female population,85 

years or over [Y_GE85]

GPs Source: 

Italian Ministry 

of Health 2020

Pediatricians 

Source: Italian 

Ministry of Health 

2020

Hospital-based 

OBGYNs Source: 

Italian Ministry of 

Health 2020

Hospital-based 

Cardiologysts Source: Italian 

Ministry of Health 2020

Hospital-based 

Pharmacists Source: Italian 

Ministry of Health 2020

Pharmacies (absolute values) 

Source: Federfarma 2021

Urban Pharmacies (located in 

municipalities or inhabited centers with 

populations exceeding 5,000 

inhabitants) Source: Federfarma 2021

Rural Pharmacies (located in 

municipalities, hamlets or inhabited 

centers with populations not exceeding 

5,000 inhabitants.) Source: Federfarma 

2021

Rural Pharmacies Source: Federfarma 

2018 - Data referring to rural 

pharmacies at province level (NUTS 3) 

are updated to 2018

84

Italy 30,591,392 26,839,725 1,275,716 1,374,611 1,385,591 1,406,868 1,523,050 1,623,692 1,779,210 2,098,266 2,392,965 2,472,560 2,324,483 2,018,428 1,818,274 1,769,054 1,462,780 1,300,749 1,463,755 41,707 7,285 6,828 7,701 2,278 19,083 12,337 5,832

Nord ovest ITC 15 988 679 10 056 594 3 880 448 2 051 637 8,189,754 7,193,966 339,879 363,804 355,053 355,531 384,500 418,247 463,640 553,343 643,251 668,787 616,986 531,899 488,189 487,082 421,459 380,180 425,819 5,227 3,361 1866

Piemonte ITC1 4 311 217 2 669 819 1 115 960 525 438 2,216,159 1,960,830 87,229 93,602 92,698 93,714 100,435 107,779 119,838 145,580 171,864 180,245 169,374 149,462 139,466 138,288 119,697 109,699 122,691 2,946 397 438 503 176 1587 893 694 696

Torino ITC11 2 230 946.0 1 383 221.0 571 899.0 275 826.0 1,151,455 1,017,776 45,927 48,923 48,356 48,035 52,074 57,193 63,431 76,992 91,115 93,500 86,848 77,219 71,684 72,410 62,575 56,465 59,879 1,551 209 245 230 115 182

Vercelli ITC12 169 390.0 103 801.0 46 454.0 19 135.0 87,030 77,721 3,132 3,436 3,388 3,598 3,766 4,076 4,481 5,416 6,321 6,969 6,990 6,195 5,699 5,609 4,755 4,795 5,663 118 14 14 22 5 49

Biella ITC13 174 170.0 104 848.0 50 893.0 18 429.0 90,389 81,396 3,013 3,480 3,627 3,635 3,753 3,669 4,297 5,588 6,879 7,466 7,066 6,302 6,371 6,067 5,434 5,053 6,189 116 16 14 14 7 49

Verbano-Cusio-

Ossola
ITC14 156 320.0 96 659.0 42 522.0 17 139.0 80,508 72,060 2,919 3,192 3,229 3,386 3,452 3,451 3,878 5,072 6,337 6,971 6,472 5,619 5,384 5,182 4,668 4,217 4,742

110 15 12 20 9 45

Novara ITC15 364 980.0 230 568.0 87 842.0 46 570.0 187,309 164,393 7,830 8,411 7,876 8,037 8,656 9,283 10,617 12,799 14,527 15,298 14,578 12,488 11,349 10,959 9,230 8,684 10,012 230 34 35 72 16 62

Cuneo ITC16 586 113.0 365 765.0 143 127.0 77 221.0 296,829 259,301 12,698 13,413 13,338 14,015 14,801 15,263 16,560 19,002 22,407 23,489 22,106 19,207 17,959 17,035 14,884 13,516 15,719 380 58 65 63 16 139

Asti ITC17 212 010.0 130 209.0 56 424.0 25 377.0 108,097 95,827 4,166 4,516 4,595 4,643 4,751 5,127 5,686 6,991 8,131 8,716 8,305 7,396 6,911 6,922 5,587 5,460 6,606 141 14 15 20 56

Alessandria ITC18 417 288.0 254 748.0 116 799.0 45 741.0 214,542 192,356 7,544 8,231 8,289 8,365 9,182 9,717 10,888 13,720 16,147 17,836 17,009 15,036 14,109 14,104 12,564 11,509 13,881 300 37 38 62 8 115

Valle d'Aosta ITC2 125 034 78 641 30 309 16 084 63,913 56,127 2,713 2,897 2,847 2,812 2,914 3,115 3,411 4,220 5,139 5,469 4,972 4,316 3,894 3,731 3,174 2,835 3,278 82 14 9 13 44 9 35 34

Aosta ITC20 125 034.0 78 641.0 30 309.0 16 084.0 63,913 56,127 2,713 2,897 2,847 2,812 2,914 3,115 3,411 4,220 5,139 5,469 4,972 4,316 3,894 3,731 3,174 2,835 3,278 82 14 9 13

Liguria ITC3 1 524 826 919 450 438 344 167 032 794,455 713,292 27,564 30,632 30,913 31,365 33,706 35,143 37,446 47,457 60,237 65,941 63,373 55,218 50,731 53,874 48,661 45,187 54,040 1,109 161 140 193 59 603 418 185 182

Imperia ITC31 209 382.0 127 480.0 59 053.0 22 849.0 108,288 97,205 3,688 4,203 4,165 4,566 4,876 5,002 5,184 6,449 7,966 8,889 8,704 7,688 7,014 7,382 6,450 6,036 6,834 134 23 19 24 40

Savona ITC32 271 832.0 162 558.0 80 036.0 29 238.0 141,416 127,262 4,809 5,401 5,546 5,460 5,728 5,813 6,372 8,432 10,805 12,191 11,192 9,828 9,051 9,786 9,102 8,297 9,659 191 24 18 35 13 54

Genova ITC33 826 194.0 496 298.0 239 224.0 90 672.0 432,537 388,364 15,039 16,697 16,812 16,919 18,370 18,970 20,253 25,595 32,888 35,234 34,511 30,207 27,812 29,401 26,397 24,920 30,075 621 93 90 134 35 53

La Spezia ITC34 217 418.0 133 114.0 60 031.0 24 273.0 112,214 100,461 4,028 4,331 4,390 4,420 4,732 5,358 5,637 6,981 8,578 9,627 8,966 7,495 6,854 7,305 6,712 5,934 7,472 163 21 13 11 36

Lombardia ITC4 10 027 602 6 388 684 2 295 835 1 343 083 5,115,227 4,463,717 222,373 236,673 228,595 227,640 247,445 272,210 302,945 356,086 406,011 417,132 379,267 322,903 294,098 291,189 249,927 222,459 245,810 5,984 1,153 1,254 1,329 367 2993 2041 952 934

Varese ITC41 884 876.0 555 800.0 211 664.0 117 412.0 453,905 396,817 19,725 20,632 20,013 19,911 21,415 23,054 25,745 31,292 35,490 37,213 33,592 28,953 27,025 27,136 22,967 20,568 22,443 905 182 89 99 22 73

Como ITC42 597 642.0 380 554.0 138 214.0 78 874.0 303,902 265,614 13,082 13,956 13,556 13,679 14,536 15,636 17,681 21,272 24,052 25,082 22,883 19,417 18,104 17,560 14,407 13,011 14,738 59 26 13 93

Lecco ITC43 334 961.0 210 284.0 80 342.0 44 335.0 169,732 148,120 7,391 8,032 8,030 7,849 7,916 8,241 9,172 11,344 13,088 13,900 12,634 11,144 10,429 10,010 8,420 7,529 8,414 37 38 6 61

Sondrio ITC44 180 425.0 114 209.0 43 094.0 23 122.0 91,741 80,630 3,729 3,980 4,193 4,424 4,367 4,507 4,961 5,898 6,918 7,492 7,358 6,348 5,743 5,244 4,395 3,994 4,788 176 26 23 16 8 46

Bergamo ITC46 1 108 126.0 713 981.0 237 401.0 156 744.0 558,273 482,145 26,023 28,205 27,664 27,079 27,577 29,690 33,162 39,216 43,554 45,196 41,788 35,274 31,968 30,036 25,307 21,382 23,252 627 128 102 128 32 124

Brescia ITC47 1 255 437.0 805 800.0 274 777.0 174 860.0 635,626 550,426 29,091 31,321 29,955 29,888 31,471 33,739 38,441 44,996 49,963 51,049 46,982 39,493 35,827 34,577 29,622 25,542 28,881 713 118 193 128 46 158

Pavia ITC48 540 376.0 341 371.0 133 478.0 65 527.0 276,051 244,166 10,802 11,665 11,090 11,509 12,708 14,011 15,557 18,824 21,853 22,592 21,253 18,410 16,790 16,210 13,927 13,173 16,259 360 58 51 67 37 114

Lodi ITC49 227 412.0 146 511.0 49 713.0 31 188.0 115,081 100,002 5,128 5,386 5,256 5,199 5,639 6,204 6,951 8,282 9,155 9,621 8,382 7,343 6,554 6,358 5,313 4,778 4,967 14 23 7 43

Cremona ITC4A 355 908.0 223 461.0 87 503.0 44 944.0 180,306 158,829 7,344 7,828 7,629 7,971 8,597 9,213 10,149 12,338 13,633 14,385 13,587 12,045 10,945 10,746 9,111 8,520 9,960 28 51 16 73

Mantova ITC4B 406 919.0 256 124.0 97 604.0 53 191.0 206,817 181,165 8,869 9,311 8,742 8,824 9,471 10,431 12,037 14,634 16,456 16,288 15,254 13,446 12,350 12,226 10,284 9,377 11,345 467 75 39 54 13 84

Milano ITC4C 3 265 327.0 2 086 430.0 745 540.0 433 357.0 1,679,902 1,469,850 71,216 75,348 72,207 71,618 83,091 94,425 103,039 116,736 135,625 137,377 122,583 102,752 92,591 96,074 84,828 75,698 81,206 2,035 400 511 591 147 66

Monza e 

Brianza
ITC4D 870 193.0 554 159.0 196 505.0 119 529.0 443,891 385,953 19,973 21,009 20,260 19,689 20,657 23,059 26,050 31,254 36,224 36,937 32,971 28,278 25,772 25,012 21,346 18,887 19,557

701 166 108 108 20

Nord est ITH 11 627 537 7 352 367 2 762 952 1 512 218 5,945,814 5,211,766 251,033 267,782 262,065 262,604 280,831 302,843 335,142 406,850 474,724 485,832 453,884 389,353 349,299 342,573 299,264 260,343 306,159 3,414 1,976 1438

Provincia 

autonoma di 

Bolzano ITH1

532 644 343 756 105 656 83 232 269,052 228,779 13,448 13,666 14,001 14,649 14,892 14,810 16,209 17,365 20,633 21,662 19,660 15,810 13,393 12,751 12,440 9,470 11,034

292 61 67 2 31 131 66 65 62

Bolzano ITH10 532 644.0 343 756.0 105 656.0 83 232.0 269,052 228,779 13,448 13,666 14,001 14,649 14,892 14,810 16,209 17,365 20,633 21,662 19,660 15,810 13,393 12,751 12,440 9,470 11,034 292 61 67 2 31 62

Provincia 

autonoma di 

Trento ITH2

545 425 346 352 122 248 76 825 277,511 240,277 12,801 13,338 13,536 13,792 14,177 14,804 15,471 18,377 20,941 22,117 20,931 17,945 16,029 14,651 13,046 10,714 13,746

334 71 57 67 21 154 71 83 80

Trento ITH20 545 425.0 346 352.0 122 248.0 76 825.0 277,511 240,277 12,801 13,338 13,536 13,792 14,177 14,804 15,471 18,377 20,941 22,117 20,931 17,945 16,029 14,651 13,046 10,714 13,746 334 71 57 67 21

Veneto ITH3 4 879 133 3 109 692 1 135 667 633 774 2,489,416 2,181,488 105,210 113,863 112,756 113,621 118,577 126,189 138,997 169,659 198,836 207,147 193,289 163,908 146,064 141,543 124,231 105,635 121,036 3,070 549 394 515 194 1423 851 572 549

Verona ITH31 924 742.0 591 740.0 206 453.0 126 549.0 471,006 409,594 20,814 22,159 21,581 21,837 23,657 25,777 28,126 33,135 37,069 38,072 34,536 29,581 26,028 25,879 22,338 19,401 22,577 572 114 82 104 49 110

Vicenza ITH32 855 297.0 550 053.0 190 607.0 114 637.0 433,317 377,327 19,081 20,838 21,258 21,365 21,535 22,107 24,083 29,395 34,493 36,171 33,149 26,914 24,293 23,921 21,307 17,645 19,691 539 99 72 85 26 96

Belluno ITH33 201 309.0 124 246.0 54 130.0 22 933.0 103,438 92,347 3,784 4,166 4,442 4,441 4,606 4,648 5,128 6,343 8,135 8,585 8,194 7,326 7,057 6,776 5,817 4,912 5,937 133 24 21 30 10 58

Treviso ITH34 883 522.0 564 844.0 197 885.0 120 793.0 448,664 389,877 20,096 22,108 21,475 21,120 21,453 22,668 25,135 30,751 36,374 37,444 34,040 28,928 25,726 24,457 21,371 17,934 21,001 528 104 62 69 26 92

Venezia ITH35 848 829.0 534 433.0 211 489.0 102 907.0 436,427 386,756 16,947 18,533 18,530 18,804 19,547 20,770 22,779 28,882 35,092 36,888 35,646 30,315 26,806 26,677 23,838 20,091 22,091 540 84 53 89 32 53

Padova ITH36 933 700.0 599 141.0 213 763.0 120 796.0 477,719 418,957 20,250 21,580 21,057 21,402 22,754 24,639 27,349 33,055 38,494 40,345 37,791 31,643 27,950 26,457 23,323 20,029 22,669 592 101 83 104 41 84

Rovigo ITH37 231 734.0 145 235.0 61 340.0 25 159.0 118,845 106,630 4,238 4,479 4,413 4,652 5,025 5,580 6,397 8,098 9,179 9,642 9,933 9,201 8,204 7,376 6,237 5,623 7,070 166 23 21 34 10 57

Friuli Venezia 

Giulia ITH4
1 206 216 743 537 319 905 142 774 619,497 550,079 23,662 25,845 25,584 25,237 26,917 29,292 32,234 39,744 49,088 50,589 47,852 41,507 39,593 40,097 36,264 30,478 35,603

790 119 135 146 31 411 216 195 189

Pordenone ITH41 310 502.0 194 328.0 75 297.0 40 877.0 157,853 138,139 6,762 7,279 7,001 6,808 7,174 7,892 9,017 10,728 12,660 12,768 11,805 10,176 9,717 9,182 8,239 6,823 8,149 193 35 32 31 9 47

Udine ITH42 526 474.0 325 033.0 140 809.0 60 632.0 271,112 241,390 10,178 11,194 11,196 10,971 11,465 12,687 14,194 17,473 21,494 22,302 21,472 18,627 17,669 17,951 15,847 13,049 14,993 350 49 55 53 14 119

Gorizia ITH43 137 795.0 84 635.0 36 994.0 16 166.0 70,136 62,320 2,570 2,874 2,850 2,850 3,035 3,171 3,362 4,287 5,622 5,857 5,405 4,512 4,381 4,643 4,253 3,678 4,414 13 15 3 17

Trieste ITH44 231 445.0 139 541.0 66 805.0 25 099.0 120,396 108,230 4,152 4,498 4,537 4,608 5,243 5,542 5,661 7,256 9,312 9,662 9,170 8,192 7,826 8,321 7,925 6,928 8,047 247 35 35 47 5 7

Emilia 

Romagna ITH5
4 464 119 2 809 030 1 079 476 575 613 2,290,338 2,011,143 95,912 101,070 96,188 95,305 106,268 117,748 132,231 161,705 185,226 184,317 172,152 150,183 134,220 133,531 113,283 104,046 124,740

2,947 612 483 630 172 1295 772 523 520

Piacenza ITH51 286 433.0 178 712.0 71 819.0 35 902.0 146,008 128,564 5,946 6,245 6,041 6,170 7,003 7,443 7,884 9,537 11,449 11,703 11,041 9,713 8,379 8,597 7,726 7,099 8,779 185 35 21 30 4 49

Parma ITH52 454 873.0 288 958.0 106 141.0 59 774.0 232,326 203,465 9,875 10,174 9,477 9,852 11,566 13,037 14,071 16,483 18,583 18,821 16,998 14,577 12,972 12,881 11,347 10,387 12,413 284 60 40 60 24 63

Reggio Emilia ITH53 529 609.0 338 990.0 116 024.0 74 595.0 268,873 232,671 12,494 13,221 12,410 12,212 12,982 13,930 16,149 19,989 22,047 21,536 19,584 16,760 15,120 14,594 11,911 10,682 12,765 328 89 53 62 2 53

Modena ITH54 707 119.0 447 908.0 163 105.0 96 106.0 360,433 313,782 16,085 16,824 15,974 15,647 17,212 18,861 20,935 25,586 29,221 28,452 26,856 23,282 20,944 20,497 16,882 15,203 18,230 480 99 56 70 56 68

Bologna ITH55 1 021 501.0 642 182.0 250 386.0 128 933.0 528,316 465,651 21,359 22,309 21,348 21,207 24,749 28,377 31,474 37,147 42,602 42,695 39,319 34,211 30,409 30,944 26,695 24,574 29,900 670 146 143 168 38 86

Ferrara ITH56 344 510.0 210 001.0 97 348.0 37 161.0 178,598 160,432 6,312 6,676 6,532 6,429 7,110 7,749 8,963 11,825 14,137 14,490 14,373 13,316 12,277 12,234 10,309 9,580 11,108 247 38 30 39 14 74

Ravenna ITH57 387 970.0 240 467.0 99 304.0 48 199.0 199,209 175,983 7,948 8,669 8,202 7,946 8,557 9,365 10,762 13,891 16,293 16,283 15,314 13,339 11,843 12,013 10,097 9,888 12,190 753 145 58 95 20 47

Forlì-Cesena ITH58 395 306.0 247 172.0 97 017.0 51 117.0 202,646 177,942 8,534 9,054 8,612 8,452 9,092 10,148 11,548 14,485 16,402 16,228 15,224 13,535 12,091 11,775 10,198 9,347 10,805 50 62 40 50

Rimini ITH59 336 798.0 214 640.0 78 332.0 43 826.0 173,929 152,653 7,359 7,898 7,592 7,390 7,997 8,838 10,445 12,762 14,492 14,109 13,443 11,450 10,185 9,996 8,118 7,286 8,550 32 44 24 31

Centro ITI 11 831 092 7 499 138 2 834 141 1 497 813 6,112,008 5,384,672 251,154 266,166 258,959 259,219 283,745 315,666 357,748 430,229 493,039 503,376 470,186 406,342 363,728 360,906 300,611 272,825 308,093 3,600 2,399 1201

Toscana ITI1 3 692 555 2 292 476 950 428 449 651 1,908,237 1,689,943 75,099 80,464 78,891 77,853 85,074 94,969 106,239 130,442 151,443 155,169 145,154 127,257 115,520 121,980 100,741 92,146 107,065 2,644 430 385 532 151 1146 701 445 437

Massa-Carrara ITI11 191 685.0 118 501.0 52 299.0 20 885.0 98,933 88,805 3,596 3,786 3,753 3,907 4,286 4,521 5,214 6,484 7,570 7,947 7,991 7,393 6,328 6,454 5,733 5,084 6,140 17 19 12 27

Lucca ITI12 382 543.0 238 241.0 99 225.0 45 077.0 197,652 175,661 7,599 8,215 8,035 8,022 8,665 9,209 10,642 13,442 15,881 16,694 15,688 13,393 12,330 12,580 10,781 9,411 10,888 36 46 9 50

Pistoia ITI13 291 697.0 181 363.0 74 371.0 35 963.0 150,809 133,459 5,988 6,385 6,294 6,187 6,561 7,629 8,439 10,626 11,988 12,161 11,585 9,979 8,972 9,497 7,878 7,253 8,410 20 25 8 14

Firenze ITI14 995 517.0 617 350.0 255 182.0 122 985.0 518,066 458,481 20,360 21,900 21,944 21,423 23,322 26,398 29,143 34,684 41,497 42,401 38,309 33,523 30,542 32,538 27,280 25,386 30,091 1,147 194 103 144 40 75

Prato ITI15 257 073.0 163 533.0 57 978.0 35 562.0 131,771 114,695 5,781 6,411 6,070 5,590 6,102 7,330 8,193 9,665 10,560 10,574 9,614 8,273 7,392 7,481 6,158 5,584 6,109 21 30 7 30

Livorno ITI16 331 877.0 203 135.0 90 309.0 38 433.0 171,874 153,072 6,447 6,994 6,858 6,685 6,981 7,806 8,855 11,485 13,823 14,194 13,543 11,802 10,695 12,108 9,894 8,722 9,621 31 36 11 34

Pisa ITI17 418 122.0 262 094.0 102 940.0 53 088.0 214,511 188,612 9,078 9,284 8,723 8,802 10,066 11,180 12,456 15,279 17,282 16,788 16,080 13,864 12,729 13,644 11,008 9,858 10,853 883 134 69 116 29 63

Arezzo ITI18 339 172.0 211 143.0 87 064.0 40 965.0 173,745 153,862 6,796 7,354 7,337 7,235 8,060 8,988 9,773 11,933 13,493 14,183 13,100 11,525 10,743 11,105 8,631 8,182 9,574 614 102 33 40 12 58

Siena ITI19 265 179.0 163 021.0 69 707.0 32 451.0 137,483 121,546 5,523 5,703 5,503 5,594 6,267 6,796 7,755 9,375 10,437 11,008 10,250 9,194 8,316 8,667 7,014 6,762 8,608 37 48 14 45

Grosseto ITI1A 219 690.0 134 095.0 61 353.0 24 242.0 113,393 101,750 3,931 4,432 4,374 4,408 4,764 5,112 5,769 7,469 8,912 9,219 8,994 8,311 7,473 7,906 6,364 5,904 6,771 18 28 9 42

Umbria ITI2 870 165 537 784 225 810 106 571 450,271 398,367 17,947 19,314 18,669 18,520 20,326 22,947 25,645 30,488 34,552 35,602 34,271 30,064 27,799 27,443 23,380 22,026 26,635 729 110 86 128 23 268 135 133 129

Perugia ITI21 646 710.0 401 570.0 163 751.0 81 389.0 334,073 294,440 13,709 14,703 14,051 13,921 15,345 17,468 19,511 22,893 25,422 26,167 25,355 22,102 20,206 19,784 16,732 16,023 19,460 415 65 64 100 17 89

Terni ITI22 223 455.0 136 214.0 62 059.0 25 182.0 116,198 103,927 4,238 4,611 4,618 4,599 4,981 5,479 6,134 7,595 9,130 9,435 8,916 7,962 7,593 7,659 6,648 6,003 7,175 314 45 22 28 6 41

Marche ITI3 1 512 672 944 082 381 026 187 564 776,981 686,004 31,319 33,606 33,068 34,018 36,217 39,051 43,807 53,428 59,313 61,442 58,493 52,880 47,718 45,247 38,614 38,009 44,699 1,083 172 122 219 59 511 255 256 252

Pesaro e Urbino ITI31 356 497.0 223 902.0 87 211.0 45 384.0 182,245 160,289 7,590 8,154 8,122 7,876 8,392 9,116 10,315 12,910 14,296 14,702 13,795 11,979 10,774 10,718 8,928 8,303 10,063 30 45 10 69

Ancona ITI32 467 451.0 290 544.0 118 226.0 58 681.0 240,984 212,609 9,832 10,647 10,246 10,436 10,879 11,657 13,579 16,780 18,677 19,073 17,883 16,240 14,813 13,978 12,305 11,862 14,201 1,083 172 52 106 34 48

Macerata ITI33 310 815.0 192 685.0 79 352.0 38 778.0 159,753 140,761 6,449 6,918 6,713 6,961 7,743 8,222 9,129 10,793 11,732 12,239 11,823 10,765 9,960 9,083 7,899 8,194 9,505 8 20 15 52

Ascoli Piceno ITI34 206 172.0 129 295.0 52 773.0 24 104.0 106,174 94,418 4,061 4,267 4,320 4,742 5,021 5,467 5,832 6,996 8,016 8,530 8,305 7,638 6,734 6,381 5,302 5,186 5,948 17 23 42

Fermo ITI35 171 737.0 107 656.0 43 464.0 20 617.0 87,825 77,927 3,387 3,620 3,667 4,003 4,182 4,589 4,952 5,949 6,592 6,898 6,687 6,258 5,437 5,087 4,180 4,464 4,982 15 25 42

Lazio ITI4 5 755 700 3 724 796 1 276 877 754 027 2,976,519 2,610,358 126,789 132,782 128,331 128,828 142,128 158,699 182,057 215,871 247,731 251,163 232,268 196,141 172,691 166,236 137,876 120,644 129,694 4,350 772 1000 961 248 1675 1308 367 364

Viterbo ITI41 309 795.0 197 670.0 75 426.0 36 699.0 157,826 139,984 6,084 6,623 6,436 6,740 7,312 8,339 9,600 11,139 12,461 12,880 12,207 11,006 9,962 9,781 7,689 6,892 7,540 225 38 16 8 10 49

Rieti ITI42 152 497.0 95 888.0 39 645.0 16 964.0 77,007 68,884 2,809 3,002 3,162 3,420 3,751 3,987 4,216 5,142 5,896 6,243 6,121 5,390 5,061 4,764 3,894 3,573 4,264 118 16 10 15 57

Roma ITI43 4 253 314.0 2 758 941.0 928 294.0 566 079.0 2,214,438 1,939,767 95,240 99,898 95,599 94,110 103,335 116,626 135,906 162,319 188,122 189,834 173,907 144,598 125,308 121,066 103,739 89,743 95,555 3,211 594 890 820 208 109

Latina ITI44 562 592.0 366 250.0 120 982.0 75 360.0 284,529 247,776 12,747 13,065 12,905 13,496 14,949 16,117 17,462 20,495 23,064 23,197 21,418 18,241 16,746 16,291 12,112 10,523 10,760 418 68 45 73 12 52

Frosinone ITI45 477 502.0 306 047.0 112 530.0 58 925.0 242,719 213,947 9,909 10,194 10,229 11,062 12,781 13,630 14,873 16,776 18,188 19,009 18,615 16,906 15,614 14,334 10,442 9,913 11,575 378 56 39 45 18 98

Sud ITF 13 707 269 8 949 501 2 931 526 1 826 242 7,019,543 6,132,852 296,214 327,557 352,025 365,990 394,281 401,195 424,594 481,334 529,434 553,713 530,017 464,316 412,561 388,157 291,341 259,881 284,013 4,620 3,020 1600

Abruzzo ITF1 1 293 941 821 350 314 288 158 303 662,198 585,283 26,329 27,893 27,908 29,528 33,083 35,450 38,791 44,585 50,730 53,532 50,577 45,524 41,636 38,939 30,823 29,173 35,004 1,065 151 129 174 50 504 221 283 283

L'Aquila ITF11 294 838.0 187 318.0 72 805.0 34 715.0 149,079 132,265 5,862 5,901 5,917 6,564 7,446 8,173 8,885 9,760 11,050 11,526 11,733 10,727 9,747 8,929 6,879 6,490 8,439 249 33 35 44 92

Teramo ITF12 303 900.0 195 224.0 71 352.0 37 324.0 155,195 136,999 6,204 6,633 6,691 7,040 8,077 8,489 9,204 10,539 12,054 12,884 11,834 10,519 9,385 8,707 7,088 6,757 7,731 252 37 25 37 10 53

Pescara ITF13 316 363.0 200 814.0 75 038.0 40 511.0 163,749 144,100 6,715 7,208 7,217 7,208 8,116 8,471 9,504 11,112 12,913 13,533 12,446 10,826 9,932 9,420 7,822 7,248 8,332 262 36 26 39 18 39

Chieti ITF14 378 840.0 237 994.0 95 093.0 45 753.0 194,175 171,919 7,548 8,151 8,083 8,716 9,444 10,317 11,198 13,174 14,713 15,589 14,564 13,452 12,572 11,883 9,034 8,678 10,502 302 45 43 54 22 99

Molise ITF2 300 516 191 058 75 887 33 571 152,563 136,388 5,456 5,888 6,458 7,193 7,900 8,069 8,604 9,820 11,109 12,213 11,749 10,817 9,953 9,108 6,882 7,250 9,263 247 36 26 41 7 163 48 115 115

Isernia ITF21 83 154.0 52 545.0 21 369.0 9 240.0 41,969 37,486 1,497 1,578 1,614 1,887 2,211 2,349 2,413 2,592 3,011 3,313 3,239 3,007 2,807 2,505 1,855 1,939 2,744 6 8 5 40

Campobasso ITF22 217 362.0 138 513.0 54 518.0 24 331.0 110,594 98,902 3,959 4,310 4,844 5,306 5,689 5,720 6,191 7,228 8,098 8,900 8,510 7,810 7,146 6,603 5,027 5,311 6,519 247 36 20 33 2 76

Campania ITF3 5 712 143 3 798 435 1 099 634 814 074 2,927,527 2,532,008 130,738 146,961 157,883 163,469 174,680 174,121 182,189 201,710 223,624 230,183 219,658 187,551 162,437 151,463 111,486 94,387 97,167 3,732 739 742 686 170 1680 1221 459 455

Caserta ITF31 913 666.0 615 818.0 163 682.0 134 166.0 466,144 400,794 21,631 24,197 26,031 26,499 28,369 29,012 30,585 33,428 36,077 36,673 34,029 28,272 24,637 22,929 16,885 13,957 13,411 578 116 119 71 21 86

Benevento ITF32 272 318.0 176 636.0 62 871.0 32 811.0 138,911 122,926 5,188 5,916 6,507 7,182 7,928 7,791 7,998 9,001 10,180 11,195 10,824 9,111 8,110 7,685 6,045 6,036 7,333 190 28 34 23 13 69

Napoli ITF33 3 034 410.0 2 025 267.0 554 154.0 454 989.0 1,561,537 1,340,675 72,866 82,504 88,269 90,464 94,956 92,697 97,623 108,235 120,155 121,558 115,407 98,913 85,434 80,437 58,062 45,197 43,268 1,949 426 412 397 89 26

Avellino ITF34 410 369.0 269 201.0 91 794.0 49 374.0 208,915 184,796 7,933 8,973 9,909 10,722 11,803 12,058 12,219 14,071 15,573 16,834 16,549 14,088 12,305 11,130 8,618 8,557 10,360 287 44 65 32 14 108

Salerno ITF35 1 081 380.0 711 513.0 227 133.0 142 734.0 552,020 482,817 23,120 25,371 27,167 28,602 31,624 32,563 33,764 36,975 41,639 43,923 42,849 37,167 31,951 29,282 21,876 20,640 22,795 728 125 112 163 33 167

Puglia ITF4 3 953 305 2 553 640 891 842 507 823 2,029,773 1,783,361 83,223 91,841 100,749 103,267 108,667 110,404 119,931 141,744 153,027 160,511 152,057 135,210 122,383 119,763 90,643 79,366 85,639 3,247 555 401 535 148 1256 1104 152 148

Taranto ITF43 563 995.0 360 549.0 131 099.0 72 347.0 290,476 255,211 12,048 13,265 14,227 14,242 15,060 15,577 16,882 20,622 21,658 22,512 21,571 19,858 18,157 17,694 13,558 11,660 11,933 458 79 42 81 20 8

Brindisi ITF44 385 235.0 248 124.0 89 937.0 47 174.0 198,969 176,045 7,792 8,564 9,311 9,749 10,573 10,982 11,586 13,744 14,854 15,541 15,283 13,536 12,346 12,307 9,554 8,062 8,617 326 55 26 28 17 4

Lecce ITF45 782 165.0 496 119.0 191 628.0 94 418.0 406,640 360,941 15,435 17,155 18,883 19,139 20,776 20,896 23,665 28,501 30,164 32,194 30,404 27,265 25,747 25,422 19,794 18,043 20,048 627 105 65 109 27 79

Foggia ITF46 606 904.0 393 045.0 132 409.0 81 450.0 308,977 269,460 13,165 14,929 16,533 16,982 17,256 17,065 17,976 20,571 22,650 23,909 22,689 20,093 17,759 17,587 13,041 12,080 13,269 511 86 68 86 21 45

Bari ITF47 1 230 205.0 800 219.0 270 486.0 159 500.0 630,066 552,678 26,220 28,185 30,887 32,136 33,870 34,890 37,987 44,341 48,266 50,634 47,748 42,260 37,632 36,406 27,006 23,127 25,488 1,023 176 169 188 47 13

Barletta-Andria 

Trani
ITF48 384 801.0 255 584.0 76 283.0 52 934.0 194,645 169,026 8,563 9,743 10,908 11,019 11,132 10,994 11,835 13,965 15,435 15,721 14,362 12,198 10,742 10,347 7,690 6,394 6,284

302 54 31 43 16

Basilicata ITF5 553 254 358 505 130 001 64 748 281,104 249,851 10,356 11,645 13,062 13,702 15,413 15,443 16,205 18,415 20,792 22,397 22,275 19,808 17,649 15,904 11,851 12,608 14,327 466 59 62 3 27 223 104 119 118

Potenza ITF51 358 401.0 232 284.0 85 084.0 41 033.0 182,159 162,428 6,446 7,448 8,273 8,740 9,936 9,984 10,382 11,702 13,499 14,783 14,740 12,869 11,467 10,290 7,575 8,320 9,868 302 36 40 3 18 100

Matera ITF52 194 853.0 126 221.0 44 917.0 23 715.0 98,945 87,423 3,910 4,197 4,789 4,962 5,477 5,459 5,823 6,713 7,293 7,614 7,535 6,939 6,182 5,614 4,276 4,288 4,459 164 23 22 9 19

Calabria ITF6 1 894 110 1 226 513 419 874 247 723 966,378 845,961 40,112 43,329 45,965 48,831 54,538 57,708 58,874 65,060 70,152 74,877 73,701 65,406 58,503 52,980 39,656 37,097 42,613 1,494 254 115 134 69 794 322 472 471

Cosenza ITF61 690 503.0 448 169.0 156 195.0 86 139.0 352,387 310,300 14,002 15,009 15,926 16,687 19,324 21,005 21,617 23,936 26,120 27,856 27,467 24,675 21,978 19,589 14,477 13,998 15,645 553 84 45 28 30 167

Crotone ITF62 168 581.0 109 919.0 34 425.0 24 237.0 84,552 72,823 3,900 4,255 4,558 4,592 5,050 5,100 5,082 5,514 6,071 6,411 6,103 5,407 4,891 4,614 3,389 3,091 2,950 128 22 2 10 27

Catanzaro ITF63 349 344.0 226 414.0 78 383.0 44 547.0 179,085 157,437 7,290 7,638 8,358 9,086 10,103 10,334 10,972 11,930 12,927 13,947 14,101 12,407 11,139 9,808 7,428 6,736 8,161 275 50 36 62 17 89

Vibo Valentia ITF64 154 715.0 99 999.0 34 551.0 20 165.0 78,121 68,296 3,204 3,722 3,879 4,128 4,547 4,709 4,523 5,130 5,567 6,027 5,964 5,211 4,596 4,222 3,091 3,079 3,623 123 23 9 12 5 57

Reggio Calabria ITF65 530 967.0 342 012.0 116 320.0 72 635.0 272,233 237,105 11,716 12,705 13,244 14,338 15,514 16,560 16,680 18,550 19,467 20,636 20,066 17,706 15,899 14,747 11,271 10,193 12,234 415 75 25 30 7 132

Isole ITG 6 486 911 4 197 244 1 450 023 839 644 3,324,273 2,916,469 137,436 149,302 157,489 163,524 179,693 185,741 198,086 226,510 252,517 260,852 253,410 226,518 204,497 190,336 150,105 127,520 139,671 2222 1,581 641

Sicilia ITG1 4 875 290 3 156 690 1 056 210 662 390 2,504,348 2,182,151 107,880 117,096 124,294 130,013 141,200 143,328 149,966 168,396 186,626 192,653 186,687 166,338 149,325 140,956 107,478 93,592 101,299 3,928 693 577 694 199 1601 1284 317 314

Trapani ITG11 421 256.0 270 069.0 97 744.0 53 443.0 214,461 188,216 8,703 9,762 10,700 11,316 11,569 11,544 12,222 13,987 16,173 16,496 15,998 13,972 12,745 12,718 10,360 8,788 9,628 358 50 38 52 24 25

Palermo ITG12 1 222 988.0 789 818.0 259 276.0 173 894.0 631,663 546,896 28,344 30,633 31,735 32,693 35,727 35,869 38,365 43,181 46,668 48,242 46,765 41,380 37,726 35,052 26,536 22,459 24,498 924 192 169 176 41 62

Messina ITG13 613 887.0 393 873.0 144 829.0 75 185.0 317,536 280,904 12,460 13,348 14,072 14,865 16,973 17,890 18,405 20,838 24,032 25,179 24,830 22,505 19,992 18,631 14,647 12,719 15,326 495 87 82 124 37 132

Agrigento ITG14 423 488.0 273 219.0 95 117.0 55 152.0 217,488 190,725 8,886 10,109 11,237 11,780 12,210 12,061 12,432 13,990 16,026 17,189 15,962 14,436 12,869 12,490 9,545 8,996 9,502 348 58 33 37 19 29

Caltanissetta ITG15 255 931.0 166 633.0 55 014.0 34 284.0 132,048 115,413 5,574 6,281 6,996 7,393 7,798 7,323 7,568 8,314 9,660 10,244 10,071 8,865 7,705 7,506 5,655 5,142 5,173 218 33 3 6 9

Enna ITG16 160 161.0 102 755.0 37 709.0 19 697.0 82,641 73,064 3,143 3,642 4,173 4,398 4,659 4,581 4,499 5,223 5,850 6,333 6,337 5,744 5,362 4,813 3,636 3,612 3,844 141 23 15 12 12 11

Catania ITG17 1 072 634.0 701 335.0 216 806.0 154 493.0 551,884 476,773 25,127 26,641 27,920 29,110 32,278 33,109 34,206 38,054 41,060 42,045 40,659 36,413 32,141 29,110 21,632 18,779 20,257 880 149 181 195 43 27

Ragusa ITG18 315 601.0 206 388.0 64 796.0 44 417.0 159,087 137,528 7,171 7,681 7,960 8,547 9,168 9,639 10,088 11,019 11,765 11,917 11,273 9,956 8,894 8,703 6,623 5,944 6,032 250 41 26 33 12 8

Siracusa ITG19 389 344.0 252 600.0 84 919.0 51 825.0 197,540 172,632 8,472 8,999 9,501 9,911 10,818 11,312 12,181 13,790 15,392 15,008 14,792 13,067 11,891 11,933 8,844 7,153 7,039 314 60 30 59 11 12

Sardegna ITG2 1 611 621 1 040 554 393 813 177 254 819,925 734,318 29,556 32,206 33,195 33,511 38,493 42,413 48,120 58,114 65,891 68,199 66,723 60,180 55,172 49,380 42,627 33,928 38,372 1,168 177 206 196 76 621 297 324 317

Sassari ITG25 325 288.0 210 224.0 79 188.0 35 876.0 165,933 148,508 5,899 6,617 6,848 7,051 7,925 8,597 9,309 11,606 13,340 13,917 13,535 11,975 10,981 9,995 8,796 7,046 7,587 1,168 177 57 59 25 86

Nuoro ITG26 150 913.0 95 868.0 37 895.0 17 150.0 76,618 68,393 2,816 3,112 3,342 3,579 3,847 3,862 4,067 4,879 5,451 6,128 6,155 5,601 5,110 4,550 4,229 3,534 4,059 22 26 9 71

Cagliari ITG27 548 917.0 359 377.0 128 443.0 61 097.0 280,685 251,225 10,296 11,008 11,241 10,977 12,898 14,546 17,154 20,708 23,924 24,096 22,896 20,500 18,671 16,721 13,952 10,766 12,175 96 70 32 92

Oristano ITG28 155 764.0 97 968.0 42 341.0 15 455.0 79,020 71,589 2,563 2,783 3,105 3,223 3,591 3,899 4,442 5,232 5,877 6,366 6,546 5,913 5,490 4,919 4,668 3,778 4,540 18 5 69

Olbia-Tempio ITG29 159 119.0 105 204.0 34 078.0 19 837.0 79,832 70,251 3,314 3,557 3,346 3,273 3,799 4,538 5,308 6,410 7,000 6,691 6,277 5,359 4,768 4,348 3,624 2,718 2,792

Ogliastra ITG2A 55 535.0 35 284.0 13 673.0 6 578.0 28,083 24,936 1,101 1,136 1,195 1,221 1,385 1,417 1,552 1,880 2,089 2,244 2,227 2,040 1,805 1,648 1,496 1,263 1,474

Medio 

Campidano
ITG2B 94 988.0 60 218.0 24 941.0 9 829.0 47,877 43,110 1,629 1,853 1,860 1,930 2,238 2,441 2,778 3,240 3,618 3,852 3,832 3,576 3,404 2,929 2,612 2,219 2,581

Carbonia-

Iglesias
ITG2C 121 097.0 76 411.0 33 254.0 11 432.0 61,877 56,306 1,938 2,140 2,258 2,257 2,810 3,113 3,510 4,159 4,592 4,905 5,255 5,216 4,943 4,270 3,250 2,604 3,164

13 24 5
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Annex 4b: File press review analysis grid 

Regi
one 

Città TDM/Assem
blea 
territoriale 
coinvolta 

Fonte 
dell'inf
ormazi
one 

Da
ta 
de
ll'i
nf
or
m
azi
on
e 

Oggetto della segnalazione 

Marc
he 

Jesi Tribunale dei 
Diritti del 
Malato di 
Jesi, 
coordinato 
da Pasquale 
Liguori 

  06.11.2
021 

Allarme in ospedale: "Anziani lasciati sulle barelle per giorni, 
grave carenza di medici". «Sono arrivate numerose segnalazioni 
di parenti di anziani che arrivano al pronto soccorso per varie 
patologie non Covid e che, purtroppo per loro, vi restano anche 
per cinque giorni peraltro su letti/barella non certo 
confortevoli»... 

Cam
pania 

Camp
ania 

/ ilmatti
no.it 

04.02.2
022 

Per sopperire alla grave carenza del personale medico negli 
ospedali di periferie, ed in particolar modo delle aree interne, 
la Regione Campania ha attivato tutte le procedure di 
reclutamento previste dalla normativa emergenziale. Lo ha 
detto l' assessore alle Attività Produttive della Regione 
Campania, Antonio Marchiello, rispondendo ad una 
interrogazione del consigliere Tommaso Pellegrino. Marchiello 
ha però escluso l' erogazione di incentivi per i medici che 
vanno a lavorare nei presidi di periferia perchè non prevista 
dai contratti nazionale di lavoro. Un aiuto potrà venire dal 
processo di stabilizzazione del personale sanitario assunto a 
tempo nel periodo dell' emergenza Covid 

Tosc
ana 

Mont
evarc
hi 
(Arezz
o) 

/ giornal
etrenti
no.it 

26.08.2
022 

Mancanza di medici nell'ospedale genera gravi ripercussioni 
sui servizi di Pronto Soccorso. Una carenza di organico, 
soprattutto in Emergenza Urgenza che è stata tamponata, 
secondo quanto stabilito da una delibera regionale, con l' aiuto 
dei medici di Medicina Interna, Chirurgia Generale e Cardiologia, 
costringendoli ad un ulteriore carico di lavoro. Lo denuncia il 
sindaco di Montevarchi (Arezzo) Silvia Chiassai Martini. "Una 
condizione inaccettabile - prosegue - se si pensa che la Regione 
ha riconosciuto all' ospedale della Gruccia la classificazione di 1 
livello per poi far funzionare il pronto soccorso 'usando' gli 
specialisti.  
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Lomb
ardia 

Lomb
ardia 

/ Il 
Giorna
le  

06.07.2
021 

Carenza dei medici di base: giovedì è andato in pensione 
l'ultimo dottore del Giambellino, lasciando scoperti ben 1.800 
pazienti, tra cui moltissimi anziani che stanno impazzendo per 
riuscire a trovare un ambulatorio per l' estate dove poter 
chiedere le ricette ed essere visitati. Emblematico anche il caso 
degli ottocento cittadini, anche qui molte persone d' età, 
costrette a viaggiare da Suardi, Gambarana e Pieve del Cairo 
sino a Lomello dopo il pensionamento del loro medico. La giunta 
guidata dal governatore Attilio Fontana ha approvato un piano 
di contrasto alla carenza dei medici di famiglia, «utilizzando tutti 
gli strumenti a disposizione della Regione su una materia di 
competenza del ministero della Salute». Nel piano della 
Lombardia viene introdotto il tirocinio professionalizzante per 
permettere ai medici in formazione di concorrere all' 
assegnazione degli ambiti carenti e poter quindi coprire fino a 
mille assistiti. Oggi il gruppo della Lega in Regione presenterà un 
ordine del giorno per chiedere al governo di ripristinare il 
numero delle borse di studio, dimezzate a 313, di anticipare il 
termine del corso di formazione 2018-21 per permettere agli 
specializzandi. «È arrivato il momento di eliminare il numero 
chiuso alla Facoltà di Medicina» sottolinea Roberto Anelli, 
capogruppo della Lega al Pirellone 

Marc
he 

Jesi Tribunale dei 
Diritti del 
Malato di 
Jesi, 
coordinato 
da Pasquale 
Liguori 

Il 
Resto 
del 
Carlino 
(ed. 
Ancon
a) 

04.02.2
022 

La carenza di medici all'ospedale Carlo Urbani, denunciata più 
volte e da tempo ormai dal comitato a difesa dell' ospedale e dal 
Tribunale del Malato e anche dal sindacato, si trascina da mesi 
nel reparto diretto da Mario Caroli con inevitabili disagi per l' 
utenza eppure non sono stati messi in cantiere degli interventi, 
nemmeno tampone. Eppure in altre aree vasta della nostra 
regione si assume personale medico ed infermieristico. 

Lazio Aprili
a 

 Tribunale 
per i Diritti 
del Malato di 
Aprilia, 
tramite il 
coordinatore 
Claudio 
Frollano 

ilmess
aggero
.it 

18.11.2
001 

Carenza di medici di base, ad Aprilia. L' emergenza per la 
carenza di medici è stata più volte segnalata dal Tribunale per i 
Diritti del Malato di Aprilia, tramite il coordinatore Claudio 
Frollano, che ha raccolto le istanze dei cittadini rilanciando poi la 
notizia tramite i media locali. Sono diversi giorni che i pazienti 
chiedono di risolvere il problema, ora finalmente la svolta 

Sicilia Licata / La 
Sicilia 
(ed. 
Sicilia 
Centra
le)  

2.7.202
1 

LICATA. Poco personale e disservizi in ospedale: dopo i sindacati 
e la politica la denuncia arriva dai medici della Medicina di base 
che evidenziano vuoti in organico. Carenze e disservizi in 
ospedale, dopo i sindacati e la politica la denuncia arriva dai 
Medici di Medicina di Base. "C' è una gravissima carenza di 
medici in quasi tutti i reparti, tale da non permettere la 
copertura di tutti i turni necessari per il buon funzionamento 
della struttura". i Medici di Base chiedono "il coinvolgimento e 
la presa di posizione degli onorevoli locali, della VI commissione 
sanità dell' ARS, dell' Ordine dei medici di Agrigento, delle 
amministrazioni comunali e dei consigli comunali di Licata, 
Palma e di tutti i comuni limitrofi che, per motivi di vicinanza, 
trarrebbero beneficio dal potenziamento del nosocomio 
licatese, del Tribunale dei diritti del malato, dei sindacati, 
soprattutto di quelli che operano nella sanità, di tutte le 
associazioni operanti nel territorio e di tutta la società civile, 
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perché la salute è un bene comune che interessa tutti, nessuno 
escluso".  

Tosc
ana 

Lucca / iltirren
o.it 

25.11.2
021 

Specializzandi in corsia per far fronte alle carenze di medici nei 
pronto soccorso. Questa la soluzione-tampone che, presto, 
arriverà da parte di Regione Toscana e Asl, in collaborazione con 
Estar, per far fronte alla mancanza di medici al pronto 
soccorso. Cento professionisti in tutto il territorio dell' Asl 
Toscana nord ovest - questo il numero quantificato dalla Uil Fpl 
dirigenza sanitaria di Lucca - tra i pronto soccorso e il servizio 
118 a rischio collasso per la «grave mancanza di personale». 
«Ma il problema non è solo locale - sottolinea - . Anzi, la 
situazione è la stessa in tutto il territorio nazionale».Una 
denuncia fatta dagli stessi sindacati, a difesa dei colleghi ormai 
stremati: «Il carico di lavoro per i medici di pronto soccorso e 
118 non è più sopportabile e per il personale con più di 62 anni 
si continua a disporre tutti notturni a fronte di un contratto di 
lavoro che ne chiederebbe la loro esenzione», precisa la UilFpl 
dirigenza sanitaria. E le soluzioni - secondo quanto spiegato 
dalla dottoressa Maielli - sono principalmente due: una 
riorganizzazione interna del personale a supporto dei reparti in 
cui la situazione è più critica e l' inserimento degli 
specializzandi. Anche nei pronto soccorso.«Ci sarebbe bisogno 
di più specialisti - sottolinea - ma con le scuole di 
specializzazione a numero chiuso non è possibile riuscire a 
sanare del tutto il divario tra domanda e offerta. «lo stress 
lavoro correlato a cui sono sottoposti i medici del dipartimento 
di emergenza e urgenza sta spingendo i medici stessi ad 
abbandonare il lavoro e a indirizzarsi verso altre realtà in un 
esodo che ci lascerà del tutto scoperti e privi di validi 
professionisti già formati» 
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Sicilia Avola
/Noto 

Vittorio 
Padua, 
coordinatore 
di 
CittadinanzA
ttiva/Tribuna
le del Malato  

La 
Sicilia 
(ed. 
Siracus
a)  

30.12.2
021 

"Considerate le gravi difficoltà funzionali delle unità operative 
per acuti, Chirurgia e Ortopedia, appare inopportuno attivare, 
nell' ospedale di Avola/Noto, un punto nascita e il relativo 
reparto di Ginecologia e Ostetricia". Lo afferma Vittorio Padua, 
coordinatore di CittadinanzAttiva/Tribunale del Malato. 'C' è 
una grave carenza di medici-anestesisti, destinata ad aggravarsi 
con l' annunciata riattivazione della Ostetricia al Di Maria- 
sottolinea Padua- l' apertura del reparto richiederebbe la 
costante presenza di un anestesista'. Secondo Cittadinanza 
attiva, l' impiego di personale anestesista nel nuovo reparto, 
creerà sul piano assistenziale, difficoltà funzionali e 
organizzative in tutti i servizi chirurgici dell' ospedale. "I pochi 
Anestesisti/Rianimatori in servizio,- prosegue Padua - non 
riuscirebbero a garantire la dovuta assistenza clinica, in tutta 
sicurezza, dei reparti chirurgici, per quanto concerne le 
prestazioni interventistiche e post interventistiche". 

Cam
pania 

Pedi
mont
e 
Mate
se 

Margerita 
Riccitelli di 
Cittadinanzat
tiva-Matese 

Il 
Mattin
o (ed. 
Casert
a)  

10.02.2
022 

«All' ospedale di Piedimonte Matese c' è carenza di medici 
specializzati nell' Unità operativa di Ostetricia e Ginecologia e l' 
assistenza, cure, parti e punto nascita sono a rischio». Inoltre da 
Riccitelli «l' invito alla Direzione Aziendale e alla Direzione del 
Dipartimento Materno-Infantile affinché provvedano a porre in 
essere con urgenza iniziative per evitare la cronica carenza di 
medici specializzati. infine, Cittadinanzattiva-Matese sollecita 
ancora una volta i sindaci e le istituzioni locali, affinché uniscano 
le loro forze per intervenire con urgenza presso l' Asl di 
Caserta». 

Sicilia Ragus
a 

/ Quotid
iano  
Sanità 

05.11.2
021 

C'è una grave carenza di personale medico nei Pronto Soccorsi 
del territorio di Ragusa, con carenza dei dirigenti medici nelle 
discipline di emergenza, soprattutto, nelle ASP delle province 
più piccole. Lo denuncia la Asp in un nota. Da parte del direttore 
generale, Angelo Aliquò , l'auspicio che "al più presto, arrivino 
forze nuove, a riparare gli errori del passato quando si sono 
stati ridotti i numeri degli ammessi alle scuole di 
specializzazione pensando che la sanità fosse troppo cara. 
Infatti, bisognava e bisogna tagliare gli sprechi garantendo una 
rimodulazione che porti a scelte ragionate e indirizzata a 
raggiungere obiettivi formativi e professionalizzanti e non 
puntare su un approccio di tipo ragionieristico basato su una 
logica di risparmio tout-court". 
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Piem
onte 

Asti Tribunale del 
Malato (rete 
Cittadinanzat
tiva 
Piemonte 
Aps) che ad 
Asti ha come 
referente 
Tiziana 
Valente 

lastam
pa.it 

19.11.2
021 

La carenza di medici di famiglia è un' emergenza nazionale. In 
Piemonte si corre ai ripari con I medici di famiglia piemontesi 
che potranno avere fino a 1.800 assistiti , in deroga provvisoria 
al tetto dei 1.500 previsti dal contratto nazionale. Lo stabilisce 
l'accordo raggiunto tra la direzione della Regione e le 
organizzazioni dei medici di medicina generale (Fimmg, Snami, 
Smi). Come spiegato dall' assessore Luigi Icardi, l'obiettivo è 
«andare incontro alle necessità dei cittadini che si trovano in 
difficoltà a reperire un nuovo medico, quando il proprio va in 
pensione o cessa l' attività». Se in Asti città ci sono più 
possibilità, diverso il discorso sul territorio dove la rosa di medici 
è più ristretta. La carenza di medici di famiglia è un' emergenza 
nazionale: «Che richiede soluzioni nazionali - continua - ma che 
il Piemonte sta affrontando con tutti i mezzi a disposizione, 
favorendo l' accesso al servizio di assistenza primaria». Tra le 
misure nell' accordo, il medico di famiglia potrà accettare 
anche i conviventi dell' assistito «con notevole beneficio per l' 
assistenza famigliare» (lo potrà fare entro il 5% del massimale). 
Tetto di pazienti aumentato anche per i medici di medicina 
generale che esercitano nelle Rsa: per loro si sospende la 
limitazione del massimale individuale di 40 assistiti per ogni ora 
di assistenza prestata in Rsa, in modo da non penalizzare i 
pazienti in carico. Nell' Asl di Asti, sportelli sono dedicati a scelta 
e revoca del medico di base. L' azienda sta anche promuovendo 
procedure tecnologiche che consentono scelta e cambio del 
medic o immediate,con un click. 

Pugli
a 

Taran
to 

Tribunale dei 
Diritti del 
Malato 

Quotid
iano  
di  
Puglia  
(ed.  
Tarant
o) 

07.08.2
021 

Ospedale di Taranto: la Cisl Funzione Pubblica di Taranto ha 
proclamato lo stato di agitazione per le gravi criticità nel Pronto 
Soccorso del Santissima Annunziata. In data 8 luglio si 
denunciava lo stato di disagio e di pericolo in cui versano i 
lavoratori e l' utenza del Pronto Soccorso del Santissima 
Annunziata, a distanza di un mese non si è posto rimedio alla 
grave carenza di personale medico. E ancora: a seguito del 
pensionamento del dottor Forleo è in pericolo la continuità di 
servizio del reparto di Unità di Terapia Intensiva Neonatale. 
Secondo quanto dichiarato dal direttore generale dell' Asl 
Taranto sulla stampa, questa situazione è dovuta alla gravissima 
carenza di medici intensivisti neonatologi che interessa tutto il 
territorio nazionale e in particolare l' area ionica. Secondo 
quanto denuncia il Tribunale dei Diritti del Malato, i problemi 
connessi alla mancanza di personale medico sono noti al 
management aziendale già dal 2015. 
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Lomb
ardia 

San 
Vittor
e (MI) 

/ Settegi
orni 
(ed. 
Legna
no)  

10.09.2
021 

Siamo un paese di 8.500 abitanti e sono in servizio un medico e 
mezzo: non basta. A San Vittore scoppia l' emergenza medici di 
base. Dopo i recenti pensionamenti, vi sono solo due medici di 
medicina generale attivi in paese (tra cui uno in servizio anche in 
un altro comune). E c' è preoccupazione tra i pazienti. 
«Chiederemo al sindaco di farsi portavoce al Ministero della 
Salute e al Ministero dell' Università e della ricerca per chiedere 
di incrementare i finanziamenti per le borse di studio, 
riportandole almeno alla quota prevista per il triennio 2019-
2022 (313) per la formazione dei medici, di anticipare la fine del 
corso di formazione 2018-2021 - previsto attualmente a marzo 
2022 - pur mantenendo invariato il monte ore curriculare così 
da avere 379 tirocinanti come effettivi - afferma il capogruppo 
Roberto Morlacchi - Ma anche di rivedere l' Accordo collettivo 
nazionale in funzione di una premialità quale a titolo 
esemplicativo l' assistente di studio per i medici di base sia in 
forma singola che associata, in rete e in cooperativa, per i 
medici che decidono di aumentare il massimale assistiti, di 
incentivare illavoro in equipe con professionisti sanitari come 
infermieri, psicologi, assistenti sociali e prevedere forme di 
sostegno quali la telemedicina, di aumentare la quota di 
assistiti per i medici in formazione al terzo anno a 650 a 1000 
mantenendo la borsa di formazione, di semplificare l' accesso 
agli ambienti carenti di medici già in possesso di 
specializzazione-soprannumerari che volessero intraprendere la 
carriera di medici di base e di valutare una rimodulazione degli 
accessi alla facoltà di Medicina tale da soddisfare le esigenze 
derivanti dalle attuali carenze».Morlacchi ricorda: «La carenza 
di medici di base è effetto dell' invecchiamento della 
popolazione e della classe medica, dei tagli al reclutamento 
degli anni passati per scelta dei Ministeri e di alcuni farraginosi 
meccanismi nell' assegnazione degli ambiti carenti e occorre 
trovare una soluzione che mitighi il rischio per il cittadino di 
trovarsi senza medico di famiglia». 

Marc
he 

Jesi ( Tribunale del 
Malato di 
Jesi, tramite 
il 
responsabile 
Pasquale 
Liguori  

Il 
Centro  

20.09.2
021 

Ospedale Carlo Urbani JESI - Un doppio appello , lanciato dal 
Tribunale del Malato di Jesi. «Alle istituzioni - spiega il 
responsabile Pasquale Liguori - per intervenire sulla carenza di 
organico al pronto soccorso di Jesi, ma anche ai cittadini di non 
recarvisi per patologie non pertinenti con l' emergenza». Spiega 
Liguori: "In questi giorni, con il gran caldo, gli afflussi sono 
cresciuti, quasi 100 al giorno , e si tratta in maggior parte di 
anziani con più patologie che poi spesso vengono ricoverati in 
Medicina, dove vengono tenuti pochi giorni e poi dimessi". La 
discussione si è incentrata sulla carenza di medici al PS. Ne 
mancano ancora cinque. Abbiamo ribadito ancora una volta che, 
non essendoci disponibilità di medici specialisti in medicina d' 
urgenza, l' unica possibilità di coprire le carenze è assumere 
medici specializzandi come già si fa in alte regioni. Il dottor 
Guidi ci ha riferito che finalmente la Regione ha deciso di 
seguire tale strada e ha stipulato un accordo con l' Università 
Politecnica Marche al fine di poter dare possibilità di accedere 
ai concorsi anche agli specializzandi dal terzo anno in poi.  
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Lomb
ardia 

Provi
ncia 
di 
Como 

/ laprovi
nciadic
omo.it 

06.11.2
021 

Como: I pronto soccorso tornano a riempirsi di pazienti, 
mancano però all'appello medici e infermieri. Ospedali, code in 
pronto soccorso ma Il Covid non c' entra: «Poco personale». C'è 
una cronica mancanza di personale, che si palesa in una grande 
presenza di pazienti non covid nei pronto soccorsi comaschi, 
con un'attesa media a San Fermo di nove ore per un codice 
verde e di sei per un codice giallo. La maggior parte dei pazienti 
si riscontra al Sant' Anna, 70 casi, poi al Sant' Antonio Abate di 
Cantù, 39 pazienti, e al Valduce, 22, meno ai presidi di Erba, 
Gravedona e Menaggio. C'è una cronica mancanza di personale, 
lo certifica nero su bianco l' Asst Lariana: «i servizi di emergenza 
urgenza soffrono da anni una carenza di professionisti, 
aggravata ulteriormente dall' emergenza pandemica, i posti 
disponibili nelle scuole di specializzazione per la medicina di 
emergenza urgenza sono più numerosi dei giovani laureati che 
vi si iscrivono, il che significa che i medici di pronto soccorso 
sono sempre più rari». Il carico di lavoro è intenso, i rischi alti. 
Vicino c' è la Svizzera che paga molto meglio. «Il risultato è che 
i numerosi e continui bandi pubblicati da Asst Lariana - spiega 
ancora l' ex azienda ospedaliera - per l' assunzione di 
professionisti non coprono tutti i posti disponibili così come 
accade in molte strutture del territorio regionale e nazionale». 
Mancano internisti nei pronto soccorsi, anestesisti, ma anche 
reumatologi e nefrologi, i reparti di cardiologia e dermatologia 
sono in affanno. La stessa denuncia è stata lanciata anche dai 
vertici di Ats Insubria. Nelle linee guida nazionali e regionali ci 
sono molti progetti e finanziamenti per infrastrutture e nuovi 
servizi. Mancano però i professionisti per fare funzionare la 
nostra sanità. 

Vene
to 

Provi
ncia 
di 
Vicen
za 

/ ilgiorn
aledivi
cenza.i
t 

15.10.2
021 

Santorso, Pronto soccorso dell'ospedale Alto Vicentino, il 
medico non c'è. «È in sala operatoria, ma prima o poi arriva», 
«Non è possibile che ci sia un solo medico, e poi ci tocca anche 
pagare ugualmente se ce ne andiamo». L' infermiere spiega che 
il problema è dovuto alla carenza di medici.  

Cam
pania 

Sorre
nto 

Tribunale 
per i diritti 
del malato, 
col suo 
presidente 
Giuseppe 
Staiano  

Il 
Mattin
o (ed. 
Circon
dario 
Sud)  

12.11.2
021 

"Carenza di medici e servizi inadeguati per un' utenza che nel 
periodo estivo raddoppia. Una situazione che disincentiva i 
medici a coprire i posti vacanti e che potrebbe trovare 
soluzione formalizzando, per il presidio di Sorrento, la 
qualificazione di sede disagiata" afferma il sindaco di Sorrento, 
Massimo Coppola, intervenuto in audizione davanti alla 
commissione Sanità della Regione, presieduta da Vincenzo Aiala 
per evidenziare le carenze dell' assistenza ospedaliera in 
Costiera. Presso il Santa Maria della Misericordia, l' attuale 
offerta assistenziale non arriva  che alla metà della dotazione di 
personale prevista. Resta di somma urgenza la necessità di 
reperire personale medico di Anestesia e al Pronto Soccorso, 
una battaglia sostenuta anche dall' Unità pastorale dell' 
Arcidiocesi di Sorrento, da associazioni e movimenti civici. Tra 
questi, il più agguerrito è il Tribunale per i diritti del malato. 
«Siamo stanchi di promesse e impegni per un futuro remoto - 
sbotta il presidente Giuseppe Staiano - Se nelle prossime 48 
ore non si troveranno soluzioni concrete e definitive, 
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mobiliteremo malati e famiglie per una grande 
manifestazione». 

Lazio Subia
co e 
Mont
eroto
ndo 
(Pr. 
Roma
) 

 Giuseppe 
Lustrissimi 
del Tdm-
Tribunale del 
Malato  

Il 
Messa
ggero 
(ed. 
Viterb
o)  

01.10.2
021 

Rischio di chiusura notturna per i pronto soccorso degli 
ospedali di Subiaco e Monterotondo. Lo rivelano e lo 
denunciano un consigliere regionale del gruppo misto e il 
Tribunale del Malato. Tutto nascerebbe dalla carenza di medici 
dell' emergenza nei cinque ospedali della Asl Rm5 diretta da 
Giorgio Santonocito, in seguito anche alla scadenza del 
contratto con una cooperativa che fornisce alla azienda sanitaria 
il lavoro di ben 12 camici bianchi. Dalle otto di sera alle otto del 
mattino i servizi potrebbero mancare. È stato un flop il 
concorso di aprile per 29 posti nell' emergenza urgenza: 
avevano risposto solo in quattro.  Il Tribunale del Malato: «Si 
fanno ipotesi con scenari preoccupanti dice Giuseppe Lustrissimi 
del Tdm - per Subiaco e Monterotondo a partire dal 15 ottobre. 
La Asl Rm 5 ritiri questa ipotesi e non declassi i pronto soccorso 
di questi due ospedali in Punti di primo intervento». Il Tribunale 
del Malato sollecita la Asl anche su altre problematiche all' 
ospedale Angelucci di Subiaco. «Al reparto di Chirurgia sono 
rimasti due medici in organico conclude Giuseppe Lustrissimi 
del Tdm di Tivoli e Subiaco non è stato sostituito il 
responsabile. La Lungodegenza è chiusa da novembre e la 
navetta per casi non urgenti è attiva solo dalle 8 alle 20, poi 
deve arrivare da Tivoli». 
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Marc
he 

Senig
allia 

Tribunale del 
Malato  

Il 
Resto 
del 
Carlino 
(ed. 
Ancon
a) 

13.02.2
022 

SENIGALLIA: Ospedale Principe di Piemonte, Pronto soccorso, 
in attesa di una risposta si tampona con i medici del 118. 
Medici in affanno, impossibile organizzare le turnazioni dopo 
che un medico si è contagiato e un altro è pronto a ricoprire un 
nuovo incarico, quello di medico di base. Non bastano più i 
doppi turni e i riposi, per organizzare il lavoro, dove tra i medici 
in servizio è compreso un contrattualizzato co.co.co e una 
guardia interdivisionale che spesso si trova in difficoltà a gestire 
alcune patologie in quanto non sarebbero di sua competenza. 
Una situazione difficile, portata avanti per anni nonostante le 
numerose proteste del Tribunale del Malato e dei cittadini 
costretti a lunghe attese proprio per la carenza dei medici. Per 
non parlare delle difficoltà a cui si va incontro se di notte si 
verificano due urgenze, una in reparto e l' altra al Pronto 
soccorso, contemporaneamente. I senigalliesi sperano che si 
possa trovare, finalmente, una soluzione definitiva dopo anni di 
promesse per il Pronto soccorso dell'ospedale che, in vista della 
stagione estiva, andrebbe potenziato ulteriormente. Sarebbero 
sei i medici necessari per effettuare regolari turnazioni e 
garantire un minimo riposo, anche ieri alcuni medici in servizio 
hanno coperto turni di dodici ore in attesa di un medico del 118 
che dovrebbe arrivare in supporto, per tamponare 
momentaneamente le assenze e garantire la continuazione del 
servizio. Un servizio che ancora funziona grazie ai medici e a 
tutti gli operatori che ogni giorno allungano il loro turno 
consentendo così di sostituire il personale mancante. Difficoltà 
annunciate che vanno risolte in tempi brevissimi, proprio come 
auspicato dal primo cittadino per evitare di farsi trovare 
impreparati alla partenza della stagione estiva com' era 
avvenuto un anno fa. Proprio a causa di carenza del personale il 
servizio estivo di guardia medica turistica era partito con un 
mese di ritardo rispetto agli anni precedenti. I medici e i 
sindacati hanno più volte fatto presente che la carenza di 
personale è dovuta al fatto che il lavoro del Pronto soccorso 
viene retribuito troppo poco e i medici preferiscono così 
accettare incarichi in altri reparti o nella medicina di base. 

Regi
one 

Città TDM/Assem
blea 
territoriale 
coinvolta 

Fonte 
dell'inf
ormazi
one 

Data 
dell'info
rmazion
e 

Oggetto della segnalazione 

Sicilia Sciacc
a 

  La 
Sicilia 
(ed. 
Sicilia 
Centra
le) 

 26 
settemb
re 2021 

Ospedale, mancano medici nel reparto di Ortopedia:  La 
dotazione organica prevista è di otto sanitari, dal prossimo mese 
si arriverà al di sotto del 50 per cento, con la reale impossibilità 
di redigere un programma di turnazione, che già imponeva turni 
di 24 ore per coprire le esigenze. 

Basili
cata 

Mater
a 

  quotidi
anodel
sud.it 

 09 
luglio 
2021 

Matera, continua il calvario delle liste d' attesa. Visite bloccate, 
nessun miglioramento nelle strutture sanitarie Asm e si ricorre 
agli interinali. Resta cronica ed irrisolta, la carenza di medici ed 
infermieri, con l'aggravante che chi si impegna con le 
vaccinazioni, percependo la relativa indennità (80 euro i medici 
e 50 gli infermieri), poi non dà la disponibilità ad effettuare le 
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prestazioni aggiuntive, per ridurre le liste d' attesa, che a volte 
superano i 12 mesi, laddove non ci sono situazioni di urgenza 
conclamata, che comunque si riescono ad evadere in non meno 
di 15-20 giorni. 

Molis
e 

    Quotid
iano 
Sanità 

01-Sep-
21 

In Molise mancano gli Anestesisti, l' Asrem ci riprova. Il primo 
avviso pubblico del 31 dicembre 2020 per soli titoli, finalizzato 
all' assunzione a tempo determinato di tre medici specializzati in 
Anestesia e Rianimazione è andato deserto, mentre al concorso 
bandito lo scorso marzo per l' assunzione di otto medici della 
stessa disciplina ha partecipato un solo candidato risultato 
idoneo. l' Azienda sanitaria regionale del Molise (Asrem) ha 
deciso di bandire un nuovo concorso per l' assunzione a tempo 
indeterminato di sette medici.  

  Trevis
o 

  ilgazze
ttino.it 

12-Feb-
22 

Medici di base, sos per 100mila trevigiani: caccia ai 
neolaureati. Sono quasi 100mila i trevigian i che nel corso del 
2022 saranno costretti a cambiare medico di famiglia. E davanti 
alla pesante carenza di camici bianchi, buona parte non potrà 
fare altro che rivolgersi a medici in servizio fuori dal proprio 
comune di residenza. 

Marc
he 

San 
Bene
detto 
(Ferm
o) 

  Corrier
e 
Adriati
co (ed. 
Fermo
) 

09-Feb-
22 

Medicina d' urgenza in crisi. 

Liguri
a 

    lanazio
ne.it 

31-Jul-
21 

"Pronto soccorso ok, ma mancano i pediatri" "Chiuso di notte il 
pronto soccorso pediatrico alla Spezia, chiuse dal 1° agosto le 
sale operatorie di Sarzana, chiusi i reparti, già precedentemente 
accorpati, di Urologia-Chirurgia-Ortopedia a Sarzana, sospesa la 
disponibilità, per carenze di organico, dei medici del 118 per i 
trasferimenti di pazienti critici, chiuso nelle ore pomeridiane e 
notturne il servizio di sala gessi a Sarzana 

Lomb
ardia 

    La 
Prealpi
na 

10-Jul-
21 

Mancano medici di base.La Regione cerca rimedi. Fontana: 
attenzione al territorio. L' Insubria: percorsi velociRecuperare i 
ritardi nella cura degli "altri" pazienti, quelli che nei 500 giorni 
della pandemia sono rimasti indietro, perché non c' era 
alternativa. Risolvere il problema dei vuoti sempre più grandi 
nelle file del medici di base, rendendo più agevole il loro 
"arruolamento". 

Marc
he 

Jesi   Centro 
Pagina 

31-Jul-
21 

Carenza di personale, zanzare e climatizzazione: presentato un 
esposto in Procura sull' 
ospedale 'Carlo Urbani' Ai nodi dell' ospedale, al centro dell' 
esposto presentato dal Tdm e dal Comitato, vi è soprattutto la 
carenza di medici. L' ospedale Carlo Urbani di Jesi JESI - I 
problemi dell' ospedale 'Carlo Urbani' sono sempre i soliti: 
carenza di personale, tanto medico che infermieristico, la 
presenza - tutto l' anno - di zanzare nei vari reparti e il 
malfunzionamento dell' impianto di climatizzazione.  
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Tosc
ana 

    Panora
ma 
Sanità 

08-Sep-
21 

Toscana, Fismu: I servizi sanitari sul territorio in piena 
emergenza. Altro che modello sanitario toscano: i servizi sul 
territorio (medicina di famiglia, di continuità assistenziale, del 
118) sono in grave crisi, prossimi a una situazione di emergenza. 
Mancano i medici e la programmazione, si tagliano risorse, si 
apre ai privati. 

Cam
pania 

    ilmatti
no.it 

04-Feb-
22 

Campania, carenza di medici: la Regione attiva le procedure 
emergenziali. Per sopperire alla grave carenza del personale 
medico negli ospedali di periferie, ed in particolar modo delle 
aree interne, la Regione Campania ha attivato tutte le 
procedure di reclutamento previste dalla normativa 
emergenziale. Marchiello ha però escluso l' erogazione di 
incentivi per i medici che vanno a lavorare nei presidi di periferia 
perchè non prevista dai contratti nazionale di lavoro. Un aiuto 
potrà venire dal processo di stabilizzazione del personale 
sanitario assunto a tempo nel periodo dell' emergenza Covid. 

Marc
he 

Fabri
ano 

  corrier
eadriat
ico.it 

15-Oct-
21 

Pediatria, si accende la battaglia per il personale: «Il servizio 
sia attivo tutto il giorno». Dopo il presidio di protesta di sabato 
all' ospedale Profili di Fabriano per chiedere il ripristino del 
reparto di Pediatria , oggi ridotto ad attività ambulatoriale con 
12 ore di servizio al giorno dal lunedì al venerdì, il caso arriverà 
in Consiglio Regionale, con un' interrogazione della consigliera 
del Movimento 5 Stelle, Simona Lupini. 

Tosc
ana 

Valtib
erina 

  lanazio
ne.it 

15-Feb-
22 

Appello dei sindaci: ospedale da potenziare Lettera alla 
Regione con l' obiettivo di migliorare l' organizzazione anche 
delle cure intermedie. Medici di base, trovata la soluzione. 

Cam
pania 

Saler
no 

  lacitta
disaler
no.it 

15-Nov-
21 

Oliveto Citra, ambulanze senza medico: salute a rischio 
L' allarme lanciato dal sindaco Carmine Pignata e dagli utenti: 
«Gravi ritardi nei soccorsi, così l' Alto Sele non viene tutelato» 
OLIVETO CITRA - «Senza medico a bordo delle ambulanze, le 
aree interne sono private del diritto alla salute ». 

Marc
he 

Tera
mo 

  ilcentr
o.it 

12-Nov-
21 

I sindaci della montagna contro i tagli: "La guardia medica resti 
a Colledara". I Sindaci della montagna teramana dell' Ambito 
distrettuale sociale n. 24, Gran Sasso Laga manifestano la loro 
ferma contrarietà alla soppressione della guardia medica di 
Colledara. Il provvedimento è previsto dalla Asl di Teramo e i 
primi cittadini di Castel Castagna, Castelli, Colledara, Crognaleto, 
Fano Adriano, Isola del Gran Sasso, Montorio al Vomano, 
Pietracamela, Tossicia, Campli, Cortino, Rocca Santa Maria, 
Torricella Sicura e Valle Castellana contestano apertamente la 
logica di razionalizzazione legata solo ai numeri, 
che non tiene conto della particolarità dei territori e che porta 
al depauperamento dei servizi nell' entroterra e al dilagante 
spopolamento. 

Calab
ria 

Cosen
za 

  gazzett
adelsu
d.it 

27-Jul-
21 

Guardia medica nel Cosentino, Guccione: "Finalmente il 
decreto per gli incarichi vacanti" 
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Annex 5: list of activities to be carried out at local level 
 

LIST OF ACTIVITIES TO BE CARRIED OUT IN THE PIEDIMONTE MATESE AND AVOLA/NOTO AREAS: 

(time frame: May / September 2022) 
 

 

1) ANALYSIS AND RESEARCH 

Activities to be conducted by MAY 2022: 

 

 

- Step 1.1: Conduct an analysis of the main local stakeholders and key figures such as patient organisations, 

health professionals (e.g. general practitioners and specialists, paediatricians, nurses, pharmacists, etc.) and 

other relevant stakeholders/community representatives (e.g. and other relevant interlocutors/community 

representatives (such as e.g. the contact person of the Internal Area, trade unions working in the health 

sector, directors of health districts/ASLs, etc.) and conduct in-depth interviews - following the guide provided 

- regarding the issue of so-called "medical deserts" in one's own context: experiences, perceptions and 

(possible/existing) measures to address/prevent the phenomenon of "medical deserts" in function of a better 

access to health services/social and health care. 

The total number of interviews to be conducted is between 5 and 7, one for each stakeholder category. 
 

 
- Step 1.2: Carry out 3 focus groups - each one bringing together the above-mentioned three different types 

of stakeholders (patient organisations, health professionals/workers, community representatives) on the 

issue of so-called "medical deserts" in their context: experiences, perceptions and (possible/existing) 

measures to address/prevent the phenomenon of "medical deserts" as a function of better access to health 

services/social care and treatment. 

At the end of each focus group, a document - shared by the participants - should be produced to 

highlight both the major problems that exist and the main recommendations to overcome them. 

 

 
- Step 1.3: Conduct an analysis to identify key figures at the political level, involved in decision-making at 

the local level - at different political levels and in different political areas (e.g. local councillors, mayors, 

regional councillors and figures from both majority and opposition camps) - to conduct in-depth interviews 

on possible/existing policy measures to prevent/mitigate the phenomenon of medical desertification. 
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2) CONSENSUS BUILDING 

Develop and build consensus on feasible and specific measures to support policy makers in combating and 

preventing the phenomenon of 'medical deserts'. 

Activities to be conducted by SEPTEMBER 2022: 

 

 

- Phase 2.1: Press launch (article, press release, etc...) of a working table (phase 2.2) - to be held in September 

- as a political initiative promoted by the local Cittadinanzattiva reality with the involvement of local institutions 

and stakeholders, aimed at identifying common solutions related to the age-old problem of medical desertification. 

(by JULY 2022) 
 

 

- Phase 2.2: the local Cittadinanzattiva team organises a discussion (e.g. working table) between representatives 

of each category of stakeholders and policy-makers at local level to compare and identify the "ideal mix of measures" 

priority to be adopted, taking into account the advantages (the potential benefits for the community) and the 

inevitable trade-offs (budgetary constraints related to healthcare spending, sustainability of Regional Healthcare 

Systems) (by SEPTEMBER 2022) 
 

At the end of the confrontation, evidence must be given of the commitments made (e.g. press release, 

interviews, resolution, etc.). 

 

 
- Phase 2.3: Cittadinanzattiva's local team, with the support of Cittadinanzattiva's national office, organises an ad 

hoc meeting between representatives of each local reality and national political representatives (e.g., Parliamentary 

Commission working on the issue, Ministry of Health, a Member of Parliament voted in their constituency, etc.) to 

discuss and select the measures needed to fight medical desertification: from local to national level. (by 

SEPTEMBER 2022) 
 

In practice, each of the two local realities will bring its own "case study" to the attention of national 

institutions thanks to the facilitation provided by the national headquarters of Cittadinanzattiva. This 

will be preparatory to the final event - of a national nature and organised by the national headquarters 

of Cittadinanzattiva - in which the local realities of Piedimonte Matese and Avola/Noto will obviously 

participate. 
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Annex 6a: Guide to questionnaire 
GUIDE TO UNDERSTANDING AND ADMINISTERING THE QUESTIONNAIRE ON MEDICAL DESERTIFICATION AND ACCESS 
TO CARE 

 

To whom the questionnaire is addressed: 
The questionnaire is addressed to the contact persons/responsible persons of patient organisations, 
health care operators/professionals (e.g. general practitioners and specialists, paediatricians, nurses, 
pharmacists, etc.) and other relevant stakeholders/community representatives (e.g. the contact person of 
the Internal Area, trade unions working in the health sector, health district/ASL directors, etc.). 
If it is not possible to reach the contact persons/managers of these categories, it is also good to interview 
their representatives (general practitioner representing the medical profession, activist representing a 
patients' association, etc.). 

 

Questionnaire structure: 
The blue table below illustrates with definitions, criteria and an evaluation scale, the 4 sections of the 
questionnaire, aimed at identifying: A) the stakeholders' degree of knowledge of the phenomenon; B) their 
interest in and impact of the phenomenon; C) the stakeholders' ability to act for change; D) how the 
stakeholder stands towards the problem related to medical deserts. 
The rating scale in each section will be used by us at a later stage in order to be able to make a quicker 
assessment of the answers and get a more complete picture of the situation according to the parameters. 

 

Glossary: 
By 'medical deserts' is meant the shortage of health personnel at the local level, which has a clear impact 

on health care and access to care by citizens and patients. 
 

Stakeholders are those who have direct interests in a given issue, having the ability to influence decision-
making processes or being affected by them, and who actively contribute to the development of the 
reality in which they live/work. 
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A. Stakeholder awareness of the phenomenon of medical deserts 

Definition: stakeholder knowledge and 
understanding of the issue of medical deserts, the 
challenges they pose and the mechanisms 
through which they can be identified and 
addressed. 

 

Prerogatives: 
➢ Awareness of factors that could cause 

medical desertification 
➢ Operational knowledge 

➢ Understanding the importance of this 
issue 

➢ Source of information 

Rating scale: 
0 - No knowledge (the person interviewed is not aware of 

the phenomenon of medical desertification) 

1 - Limited knowledge (the respondent is aware of but has 

minimal knowledge on the topic of medical deserts) 

2 - General knowledge (the respondent has direct (personal 

and/or professional) knowledge or experience of a medical 

desert) 

3 - In-depth knowledge (the interviewee understands the 
phenomenon of medical desertification and/or has 
extensive direct (personal and/or professional) experience 
of a medical desert) 
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B. Stakeholder interest and impact on the medical deserts phenomenon 

Definition: Stakeholder motivations and the 
perceived impact of health desertification on 
their business. 

 
Prerogatives: 

➢ Does medical desertification have a 
direct impact on their business? 

➢ Is medical desertification a priority issue 
for the organisation? 

➢ What is the perceived impact in terms of 
opportunities and costs for stakeholders? 

Rating scale: 
0 - No interest (the medical desert is neither considered a 

priority nor perceived as a phenomenon impacting on 

stakeholder activity) 

1 - Limited interest (medical desert not considered a priority 

and has minimal impact on stakeholders) 

2 - General interest (addressing medical deserts is a 

stakeholder priority as it has an impact - albeit moderate - on 

their activities) 

3 - Great interest (addressing medical deserts is part of the 

stakeholders' core mission and the related issues have a strong 

perceived impact on their activities) 

C. Stakeholders' capacity to influence changes in medical deserts 

Definition: The potential ability of stakeholders 
to influence changes regarding the phenomenon 
of medical deserts. 

 
Prerogatives: 

➢ Capacity related to one's role (political, 
professional and/or civil society) 

➢ Ability related to one's specific 
competences (competence in a 
particular field) 

➢ Protection and advocacy skills 
(interpersonal relations, ability to 
influence others) 

Rating scales: 
1 - Limited capacity (stakeholders have limited capacity to 

influence the implementation of measures that bring about 

concrete changes) 

2 - Intermediate capacity (stakeholders have a moderate 

capacity to influence the implementation of measures leading 

to concrete changes) 

3 - High capacity (stakeholders have a high capacity to 

influence the implementation of measures that bring about 

concrete changes) 

D. How do stakeholders deal with the problem of medical deserts 

Definition: The stakeholder supports, opposes or 
is neutral towards the challenges identified in the 
medical desert. 

 
Prerogatives: 

➢ Degree of support or opposition 
expressed through one's activity/role 

➢ Actions taken to demonstrate support or 
opposition 

Rating scales: 
1 - Strong opposition (stakeholder uses its activity/role to 
aggravate the situation of medical deserts) 
2 - Moderate opposition (the stakeholder uses its 
activity/role to aggravate, albeit moderately, medical deserts) 
3 - Neutral (the stakeholder does not use its activity/role and 
does not act for or against the issue of medical deserts) 4 - 
Moderate support (the stakeholder uses its activity/role to act 
moderately to improve the condition of medical deserts) 

5 - Strong support (the stakeholder uses its activity/role to act 

strongly to improve the condition of medical deserts) 
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Annex 7: Questionnaire 

QUESTIONNAIRE ON MEDICAL DESERTIFICATION AND ACCESS TO CARE 
 
 

Name: 

Surname: 

Organisation: 

Role: 

Category (e.g. health care professional, civic/patient association, trade representative, etc.) ): 

Territorial area: 

Email/phone: 
 

 

Answers max. 300 characters 

Estimated time of administration: 10-15 minutes 

 

 
A. Stakeholder awareness of the phenomenon of medical deserts. 

 

Question Answer Notes (to be completed by 

Cittadinanzattiva) 

A.1 Do you live/work in an area 

with limited access to health 

services and thus to care? 

If yes, how would you describe 

your experience? 

  

A.2 What does the definition of 

medical desert mean to you? 

  

A.3 How would you describe your 

level of knowledge* of medical 

deserts? 

  

* Note: knowledge can be scientific (e.g. gained from research), professional (e.g. gained from caring 

for people in medical deserts) and experiential (e.g. gained from living in medical deserts). 
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B. Stakeholder views on medical deserts: degree of interest and impact. 

Question Answer Notes (to be completed 

by Cittadinanzattiva) 

B.1 What is the impact on your 

daily life, also in economic terms, 

of the difficulties in accessing 

health care and treatment in an 

area with the phenomenon of 

medical desertification? 

  

B.2 How interested are you in 

medical deserts being addressed? 

Why? 

  

B.3 How do you rate the level of 

interest of the local community in 

which you live/work in addressing 

medical deserts? 

  

B.4 Which category is most 

affected by the lack of access to 

health care in this area? Why? 

  

 
C. Stakeholders' ability to influence changes in medical deserts. 

Question Answer Notes (to be completed 

by Cittadinanzattiva) 

C.1 What is/could be the role of 

your organisation/the category 

you represent in addressing the 

issue of medical deserts? 

  

C.2 How much capacity do you 

think your organisation/category 

you represent has to influence 

concrete changes to combat 

medical desertification in your 

area? 

  

C.3 What other key figures do you 

think should be involved in 

tackling the medical deserts in 

your area? And why? 

  

 
 
 
 
 
 
 

D. How do stakeholders deal with the problem of sanitary deserts. 
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Question Answer Notes (to be completed 

by Cittadinanzattiva) 

Q.1 What is the position of your 

organisation/the category you 

represent vis-à-vis the challenges 

related to medical deserts? ** 

  

Q.2 What actions has your 

organisation/the category you 

represent taken to address the 

medical deserts in your area? 

  

 

 

 

**E.g. your organisation is not directly involved and therefore could define itself as neutral, vice 

versa it could be already engaged in the issue for years and therefore could define itself as strongly 

supportive of the resolution of the problem, etc. 

 

 
Glossary: 

By 'medical deserts' is meant the shortage of health personnel at the local level which has a 
clear impact on health care and access to care for citizens and patients. 

 
Stakeholders are those who have direct interests in a given issue, having the ability to 
influence decision- making processes or being affected by them, and who actively 
contribute to the development of the reality in which they live/work. 
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Annex 8: Published article by Campania team  
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