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USA – Family Medicine
�Fornire ad ogni paziente un medico personale e garan3re 

che esso rappresen3 il punto di entrata nel sistema 
sanitario.

�Erogare un set completo di servizi: valuta3vi, preven3vi e 
clinici generali.

�Assicurare una con3nua responsabilità nei confron3 del 
paziente, incluso il necessario coordinamento 
dell’assistenza al fine di garan3re la con3nuità delle cure.

�Operare nei confron3 degli individui avendo presen3 i 
bisogni e le preoccupazioni della comunità.

�Fornire un’assistenza appropriata ai bisogni fisici, psicologici 
e sociali del paziente nel contesto della famiglia e della 
comunità.





La conferenza riafferma 
fermamente che la salute - come 
stato di benessere fisico, sociale e 
mentale e non solo come assenza di 
malattia e infermità – è un diritto 
fondamentale dell’uomo e l’accesso 
a un livello più alto di salute è un 
obiettivo sociale estremamente 
importante, d’interesse mondiale e 
presuppone la partecipazione di 
numerosi settori socio-economici, 
oltre che di quelli sanitari. 



• L'assistenza sanitaria primaria è cosNtuita da quelle forme 
essenziali di assistenza sanitaria che sono basate su tecnologie e 
metodi praNci, scienNficamente validi e socialmente acceSabili, 
che sono rese accessibili a tuT gli individui e alle famiglie nella 
comunità grazie alla loro piena partecipazione, che sono 
realizzate a un costo che la comunità e la nazione possono 
sostenere in ogni fase del proprio sviluppo in uno spirito di 
autonomia e di autodeterminazione. 

• L'assistenza sanitaria primaria è una parte integrante sia del 
sistema sanitario di un paese, del quale rappresenta la funzione 
centrale e il punto principale, sia del completo sviluppo sociale 
ed economico della comunità. Essa rappresenta la prima 
occasione di contaSo degli individui, della famiglia e della 
comunità con il sistema sanitario nazionale, portando 
l'assistenza sanitaria il più vicino possibile ai luoghi di vita e di 
lavoro, e cosNtuisce il primo elemento di un processo conNnuo di 
assistenza sanitaria.



• L'assistenza sanitaria primaria affronta i principali problemi di 
salute nella comunità, fornendo i necessari servizi di 
promozione, prevenzione, cura e riabilitazione.

• Coinvolge, oltre al seSore sanitario, tuT gli altri seSori e 
aspeT dello sviluppo nazionale e della comunità che sono 
collegaN, in parNcolare l'agricoltura, la zootecnia, la 
produzione alimentare, l'industria, l'istruzione, l'edilizia, i 
lavori pubblici, le comunicazioni e altri seSori inoltre necessita 
del coordinamento delle aTvità tra tuT quesN seSori. 

• Richiede e promuove al massimo l'autonomia dell'individuo e 
della comunità e la partecipazione alla progeSazione, 
organizzazione, funzionamento e controllo dell'assistenza 
sanitaria primaria stessa, usando appieno le risorse locali, 
nazionali e le altre disponibili; per questo fine sviluppa, 
aSraverso un'adeguata educazione, la capacità delle comunità 
a partecipare.
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Summary 
The availability of good medical care
tends to vary inversely with the need for

it in the population served. This inverse care law
operates more completely where medical care is most
exposed to market forces, and less so where such
exposure is reduced. The market distribution of
medical care is a primitive and historically outdated
social form, and any return to it would further exag-
gerate the maldistribution of medical resources.

Interpreting the Evidence
THE existence of large social and geographical in-

equalities in mortality and morbidity in Britain is
known, and not all of them are diminishing. Between
1934 and 1968, weighted mean standardised mortality
from all causes in the Glamorgan and Monmouthshire
valleys rose from 128% of England and Wales rates
to 131 %. Their weighted mean infant mortality rose
from 115% of England and Wales rates to 124%
between 1921 and 1968.1 The Registrar General’s
last Decennial Supplement on Occupational Mortality
for 1949-53 still showed combined social classes i and
II (wholly non-manual) with a standardised mortality
from all causes 18% below the mean, and combined
social classes iv and v (wholly manual) 5% above it.
Infant mortality was 37% below the mean for social
class (professional) and 38% above it for social
class v (unskilled manual).
A just and rational distribution of the resources of

medical care should show parallel social and geo-
graphical differences, or at least a uniform distribution.
The common experience was described by Titmuss
in 1968:
" We have learnt from 15 years’ experience of the Health

Service that the higher income groups know how to make
better use of the service; they tend to receive more special-
ist attention; occupy more of the beds in better equipped
and staffed hospitals; receive more elective surgery; have
better maternal care, and are more likely to get psychiatric
help and psychotherapy than low-income groups-
particularly the unskilled." 2

These generalisations are not easily proved statis-
tically, because most of the statistics are either not
available (for instance, outpatient waiting-lists by area
and social class, age and cause specific hospital mor-
tality-rates by area and social class, the relation between
ante-mortem and post-mortem diagnosis by area and
social class, and hospital staff shortage by area) or else
they are essentially use-rates. Use-rates may be

interpreted either as evidence of high morbidity among
high users, or of disproportionate benefit drawn by
them from the National Health Service. By piling up
the valid evidence that poor people in Britain have
higher consultation and referral rates at all levels of
the N.H.S., and by denying that these reflect actual
differences in morbidity, Rein 3,4 has tried to show
that Titmuss’s opinion is incorrect, and that there are
no significant gradients in the quality or accessibility
of medical care in the N.H.S. between social classes.

Class gradients in mortality are an obvious obstacle
to this view. Of these Rein says:

" One conclusion reached ... is that since the lower
classes have higher death rates, then they must be both
sicker or less likely to secure treatment than other classes
... it is useful to examine selected diseases in which
there is a clear mortality class gradient and then compare
these rates with the proportion of patients in each class
that consulted their physician for treatment of these
diseases...."

He cites figures to show that high death-rates may
be associated with low consultation-rates for some
diseases, and with high rates for others, but, since the
pattern of each holds good through all social classes,
he concludes that
" a reasonable inference to be drawn from these findings
is not that class mortality is an index of class morbidity,
but that for certain diseases treatment is unrelated to out-
come. Thus both high and low consultation rates can
yield high mortality rates for specific diseases. These
data do not appear to lead to the compelling conclusion
that mortality votes can be easily used as an area of class-
related morbidity."
This is the only argument mounted by Rein against
the evidence of mortality differences, and the reason-
able assumption that these probably represent the
final outcome of larger differences in morbidity.
Assuming that " votes " is a misprint for " rates ", I
still find that the more one examines this argument
the less it means. To be fair, it is only used to support
the central thesis that " the availability of universal
free-on-demand, comprehensive services would appear
to be a crucial factor in reducing class inequalities in
the use of medical care services ". It certainly would,
but reduction is not abolition, as Rein would have
quickly found if his stay in Britain had included
more basic fieldwork in the general practitioner’s
surgery or the outpatient department.

Non-statistical Evidence

There is massive but mostly non-statistical evidence
in favour of Titmuss’s generalisations. First of all
there is the evidence of social history. James 5 described
the origins of the general-practitioner service in indus-
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Our aim was to improve health in 

the whole registered population by 

identifying treatable problems at

an earlv, often presymptomatic

stage, and to learn from our

mistakes by looking for them

systematically.

This proactive policy depended on 

practice organisation, teamwork, 

and structured records.
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Abstract
Objective-To evaluate audit and case finding

(whole population care) in a community over 25
years.
Design-Contemporary screening for and audits

of care of chronic disease and risk factors; retro-
spective review of computerised practice records;
and comparisons of mortality and social indices with
neighbouring communities.
Setting-One general practice in Glyncorrwg,

West Glamorgan.
Subjects- 1800 people registered with the practice

in 1987 and 558 people who died from 1964 to 1987,
whose records had been retained.
Main outcome measures-Detection of high blood

pressure, smoking, airways obstruction, obesity,
diabetes, and alcohol problems in adults aged 20-79;
prevalence of smoking in this population and in
hypertensive and diabetic groups; age standardised
mortality ratios in relation to indices of social
deprivation.
Results-In the population aged 20-79 (1207

patients) 249 (21%) had peak expiratory flow rate less
than 50% of expected value or which improved by
15% or more with an inhaled I3 agonist, 207 (17%) had
body mass index at or over 30 kg/m2, 118 (10%) had
untreated mean arterial pressures greater than
159/104 mm Hg (three readings), 80 (7%) (65 (16%)
men, 15 (4%) women) had recognised alcohol
problems, and 35 (3%) had diabetes. The proportion
of men aged 20-64 who said they smoked fell from
61% (290/476) in 1968-70 to 36% (162/456) in 1985
whereas that of women who smoked was unchanged
(43%, 187/436 v 42%, 190/448 respectively). In 116
screened hypertensive patients group mean blood
pressure fell from 186/110 mm Hg before treatment
to 146/84 mm Hg at 1987 audit, as did the proportion
of smokers (56% v 20%), but body mass index and
total cholesterol concentration showed no significant
change. In 34 diabetic patients mean blood pressure
and the proportion of smokers fell (171/93 mm Hg v
155/81 mm Hg; 44% v 12%). The age standardised
mortality ratio in 1981-6 was lower than in a neigh-
bouring village without a developed case finding
programme (actual to expected deaths <65=21 to 22
in Glyncorrwg, 48 to 30 in control village).
Conclusions-Whole population care through

organised case finding and audit is feasible but
only with a labour intensive approach combining
accessibility, flexibility, and continuity, as well as a
planned and structured approach, which requires
substantial expansion ofstaffnumbers and assiduous
recording. It may reduce risks for at least some high
risk groups. Despite their shortcomings the available
data are consistent with the hypothesis that whole
population care helps reduce mortality. Incentives in
the new contract, which encourage the uncritical

development of structured process, may diminish
health outputs.

Introduction
For health as for commodity production, absolute

growth conceals relative decline. By 1980 the United
Kingdom ranked highest in the European Community
and Scandinavia for all causes mortality in men and
women aged 45-64.'
The close and causal relation between mortality,

morbidity, and social class for all major causes2' is the
main explanation for the exceptionally high mortality
and morbidity in Scotland, Northern Ireland, and
parts of northern England and south Wales, for all
causes as well as for coronary disease. As inequalities in
wealth have grown so have inequalities in sickness and
death.4 These differences are compounded by in-
creasing inequalities in clinical resources available to
deal with them: fed by the market, the inverse care law'
thrives. As predicted by thoughtful economists,67 the
new general practitioner contract accelerates previous
trends, promoting investment in high earning practices
serving affluent areas, where care is easier,8 and
discourages investment in practices whose earnings are
lowest, whose patients are poorer and sicker, whose
costs are higher, and whose clinical work is more
difficult.'
As the Cardiff' and Ipswich" studies of non-insulin

dependent diabetes exemplified, routine management
of chronic disease in general practice compares badly
with routine hospital outpatient practice. For the
general population, the rule of halves'2 still applies, not
only for hypertension but also probably for other
health risks in which demands relate little to needs. As
an order of magnitude, half of all specific health needs
are not known, half of those known are not helped, and
half the help given is not effective.

This paper describes an attempt, sustained over 25
years, to contain or reverse these trends in one small
community by assessing health variables throughout
the registered practice population.

Patients and methods
POPULATION AND SOCIAL INDICES
Our data are derived from clinical records of 1800

people registered with the Glyncorrwg practice in 1987
and 558 people who died from 1964 to 1987, whose
records were retained. During that time 1108 patients
left the practice through out-migration, and data on
them are not included. Data from 450 patients lost in
1983 through secession of a partner are included up to
that time. An age-sex register was set up in 1966 after a
private census and has been updated weekly since.
Male occupations were listed in 1966: they showed that
6% of the population was in social classes I and II

BMJ VOLUME 302 22 JUNE 1991 1509

PRACTICE OBSERVED

Twenty five years of case finding and audit in a socially deprived
community

Julian Tudor Hart, Colin Thomas, Brian Gibbons, Catherine Edwards, Mary Hart, Janet Jones,
Margaret Jones, Pam Walton

Department of General
Practice, St Mary's
Hospital Medical School,
London W2 1PG
Julian Tudor Hart, FRCGP,
lecturer

Department of Geography,
University of Swansea,
Swansea SA2 8PP
Colin Thomas, PHD, lecturer

Aber/Blaengwynfi Health
Centre, West Glamorgan
Brian Gibbons, MRCGP,
general practitioner

Glyncorrwg Health
Centre, West Glamorgan
Catherine Edwards, practice
manager
Mary Hart, research team
leader
Janet Jones, SEN, practice
nurse
Margaret Jones, SRN,
practice nurse
Pam Walton, research
assistant

Correspondence to:
Dr Hart.

BMJ7 1991;302:1509-13

Abstract
Objective-To evaluate audit and case finding

(whole population care) in a community over 25
years.
Design-Contemporary screening for and audits

of care of chronic disease and risk factors; retro-
spective review of computerised practice records;
and comparisons of mortality and social indices with
neighbouring communities.
Setting-One general practice in Glyncorrwg,

West Glamorgan.
Subjects- 1800 people registered with the practice

in 1987 and 558 people who died from 1964 to 1987,
whose records had been retained.
Main outcome measures-Detection of high blood

pressure, smoking, airways obstruction, obesity,
diabetes, and alcohol problems in adults aged 20-79;
prevalence of smoking in this population and in
hypertensive and diabetic groups; age standardised
mortality ratios in relation to indices of social
deprivation.
Results-In the population aged 20-79 (1207

patients) 249 (21%) had peak expiratory flow rate less
than 50% of expected value or which improved by
15% or more with an inhaled I3 agonist, 207 (17%) had
body mass index at or over 30 kg/m2, 118 (10%) had
untreated mean arterial pressures greater than
159/104 mm Hg (three readings), 80 (7%) (65 (16%)
men, 15 (4%) women) had recognised alcohol
problems, and 35 (3%) had diabetes. The proportion
of men aged 20-64 who said they smoked fell from
61% (290/476) in 1968-70 to 36% (162/456) in 1985
whereas that of women who smoked was unchanged
(43%, 187/436 v 42%, 190/448 respectively). In 116
screened hypertensive patients group mean blood
pressure fell from 186/110 mm Hg before treatment
to 146/84 mm Hg at 1987 audit, as did the proportion
of smokers (56% v 20%), but body mass index and
total cholesterol concentration showed no significant
change. In 34 diabetic patients mean blood pressure
and the proportion of smokers fell (171/93 mm Hg v
155/81 mm Hg; 44% v 12%). The age standardised
mortality ratio in 1981-6 was lower than in a neigh-
bouring village without a developed case finding
programme (actual to expected deaths <65=21 to 22
in Glyncorrwg, 48 to 30 in control village).
Conclusions-Whole population care through

organised case finding and audit is feasible but
only with a labour intensive approach combining
accessibility, flexibility, and continuity, as well as a
planned and structured approach, which requires
substantial expansion ofstaffnumbers and assiduous
recording. It may reduce risks for at least some high
risk groups. Despite their shortcomings the available
data are consistent with the hypothesis that whole
population care helps reduce mortality. Incentives in
the new contract, which encourage the uncritical

development of structured process, may diminish
health outputs.

Introduction
For health as for commodity production, absolute

growth conceals relative decline. By 1980 the United
Kingdom ranked highest in the European Community
and Scandinavia for all causes mortality in men and
women aged 45-64.'
The close and causal relation between mortality,

morbidity, and social class for all major causes2' is the
main explanation for the exceptionally high mortality
and morbidity in Scotland, Northern Ireland, and
parts of northern England and south Wales, for all
causes as well as for coronary disease. As inequalities in
wealth have grown so have inequalities in sickness and
death.4 These differences are compounded by in-
creasing inequalities in clinical resources available to
deal with them: fed by the market, the inverse care law'
thrives. As predicted by thoughtful economists,67 the
new general practitioner contract accelerates previous
trends, promoting investment in high earning practices
serving affluent areas, where care is easier,8 and
discourages investment in practices whose earnings are
lowest, whose patients are poorer and sicker, whose
costs are higher, and whose clinical work is more
difficult.'
As the Cardiff' and Ipswich" studies of non-insulin

dependent diabetes exemplified, routine management
of chronic disease in general practice compares badly
with routine hospital outpatient practice. For the
general population, the rule of halves'2 still applies, not
only for hypertension but also probably for other
health risks in which demands relate little to needs. As
an order of magnitude, half of all specific health needs
are not known, half of those known are not helped, and
half the help given is not effective.

This paper describes an attempt, sustained over 25
years, to contain or reverse these trends in one small
community by assessing health variables throughout
the registered practice population.

Patients and methods
POPULATION AND SOCIAL INDICES
Our data are derived from clinical records of 1800

people registered with the Glyncorrwg practice in 1987
and 558 people who died from 1964 to 1987, whose
records were retained. During that time 1108 patients
left the practice through out-migration, and data on
them are not included. Data from 450 patients lost in
1983 through secession of a partner are included up to
that time. An age-sex register was set up in 1966 after a
private census and has been updated weekly since.
Male occupations were listed in 1966: they showed that
6% of the population was in social classes I and II

BMJ VOLUME 302 22 JUNE 1991 1509

Anticipatory Health Care





• “I medici di famiglia di Jamaica Plain usano un metodo 
incrementale.  Essi seguono la salute del paziente nel corso 
del tempo, anche dell’intera vita. TuSe le decisioni sono 
provvisorie e soggeSe a conNnui aggiustamenN. 
Affrontano un problema specifico di un paziente senza 
perdere di vista la sua vita personale, la sua storia 
familiare, la sua dieta, i suoi livelli di stress, e l’intrecciarsi 
di tuSe queste cose. Questo significa che nella medicina il 
successo non è determinato da viSorie episodiche e 
momentanee, sebbene anche queste abbiano la loro 
importanza. È determinato da una serie di passaggi 
graduali che producono progressi duraturi.”

• Atul Gawande, chirurgo statunitense, professore alla 
Harvard Medical School di Boston



I due pilastri del SSN
e i due diversi paradigmi

Paradigma dell’attesa Paradigma dell’iniziativa



Intensività assistenziale
“Technology-intensive”

Estensività assistenziale
“Labor-intensive”

Orientato alla produzione
di prestazioni

Orientato alla gestione 
di processi assistenziali

Presidia 
soprattutto l’efficienza

Presidia 
soprattutto l’efficacia

Tende all’accentramento 
(Economie di scala)

Tende al decentramento 
(Partecipazione)

Punta all’eccellenza Punta all’equità

OSPEDALE CURE PRIMARIE



2020



• Even before the COVID-19 pandemic, health systems
in OECD countries faced significant challenges.CiNzen
expectaNons about health services are high, socieNes 
are ageing, health spending is rising in response to 
more complex health needs, and fiscal pressures make
it difficult to expand allocaNons of resources to the 
health sector. The rapid spread of COVID-19 added
complexity to these challenges, given both the surge
in demand for treatment of the acutely ill and the 
need to conNnue to deliver preven3ve care and 
manage chronic pa3ents. In this context, primary
health care plays a key role for health systems to 
deliver more and beNer services.







• La situazione è così grave che siamo costretti a operare ben al 
di sotto dei nostri standard di cura. I tempi di attesa per un 
posto in terapia intensiva durano ore. I pazienti più anziani 
non vengono rianimati e muoiono in solitudine senza neanche 
il conforto di appropriate cure palliative. Le famiglie non 
possono avere alcun contatto coi malati terminali e sono 
avvisate del decesso dei loro cari per telefono, da medici 
benintenzionati ma esausti ed emotivamente distrutti.

• Siamo in quarantena dal 10 marzo. Purtroppo il resto del 
mondo sembra non essersi accorto che a Bergamo l’epidemia 
è fuori controllo.

• I sistemi sanitari occidentali sono stati costruiti intorno al 
concetto di patient-centered care  Ma un’epidemia richiede 
un cambio di prospettiva verso un approccio community-
centered care.  











Corte dei ConN, Rapporto 2020 sul 
coordinamento della finanza pubblica

• La crisi ha messo in luce anche e sopraSuSo i rischi insiN nel 
ritardo con cui ci si è mossi per rafforzare le struSure 
territoriali a fronte del forte sforzo operato per il recupero di 
più elevaN livelli di efficienza e di appropriatezza nell’uNlizzo 
delle struSure di ricovero. Se aveva sicuramente una sua 
giusNficazione a tutela della salute dei ciSadini la 
concentrazione delle cure ospedaliere in grandi struSure 
specializzate riducendo quelle minori  che, per numero di casi 
e di disponibilità di tecnologie , non garanNvano adeguaN 
risultaN di cura, la mancanza di un efficace sistema di 
assistenza sul territorio ha lasciato la popolazione senza 
protezioni adeguate. 



• Se fino ad ora tali carenze si erano scaricate non senza 
problemi sulle famiglie, contando sulle risorse private e su una 
assistenza basata su manodopera con bassa qualificazione 
sociosanitaria (badanN), tale carenza ha finito per 
rappresentare una debolezza anche dal punto di vista della 
difesa complessiva del sistema quando si è presentata una 
sfida nuova e sconosciuta. E’ infaT sempre più evidente che 
un’adeguata rete di assistenza sul territorio non è solo una 
quesNone di civiltà a fronte delle difficoltà del singolo e delle 
persone con disabilità e cronicità, ma rappresenta l’unico 
strumento di difesa per affrontare e contenere con rapidità 
fenomeni come quello che sNamo combaSendo. 
L’insufficienza delle risorse desNnate al territorio ha reso più 
tardivo e farro trovare disarmato il primo fronte che doveva 
potersi opporre al dilagare della malaTa e che si è trovato 
esso stesso coinvolto nelle difficoltà della popolazione 
pagando un prezzo in termini di vite molto alto”. 

•













La Ges3one delle MalaRe 
Croniche















Sperimemtare il CCM a Firenze 
(2004-2005)

 1 

Cure primarie e assistenza ai pazienti affetti da scompenso  
cardiaco cronico. 
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Premessa 
Nei confronti delle malattie croniche c’è un atteggiamento di rassegnazione e di impotenza 
(“di qualcosa bisogna pure morire”), sia da parte dei pazienti che dei medici. E talvolta 
anche di biasimo, com’è accaduto per il cancro. Lancet ha dedicato nel 2005 una serie di 5 
articoli alla malattie croniche intitolando il primo articolo “The neglected epidemic of chronic 
diseasei. A rendere negletta l’epidemia delle malattie croniche contribuiscono    certamente 
i medici. La loro formazione di base è orientata al trattamento delle malattie acute, infatti – 
secondo T. Main – “per i medici il miglior tipo di paziente è quello che, da uno stato di 
grande sofferenza e di pericolo per la vita o per la salute, risponde velocemente al 
trattamento e quindi sta completamente bene”ii. Questo scollamento tra gli orientamenti e i 
contenuti dell’educazione medica  e la realtà quotidiana della pratica clinica può produrre 
professionisti frustrati e delusi e pazienti assistiti malamente. Applicare alle malattie 
croniche il paradigma assistenziale delle malattie acute provoca danni incalcolabili; il 
paradigma è quello dell’ ‘attesa’, attesa di un evento su cui intervenire, su cui mobilitarsi 
per risolvere il problema.  Ciò significa che il “sistema” si mobilita davvero solo quando il 
paziente cronico si aggrava, si scompensa, diventa “finalmente” un paziente acuto.  Ciò 
significa – si comprende bene – rinunciare non solo alla prevenzione, alla rimozione dei 
fattori di rischio, ma anche al trattamento adeguato della malattia cronica di base.  Ciò 
significa, infine e soprattutto, infliggere un enorme mole di sofferenze evitabili a milioni di 
pazienti.  
 
Nella letteratura medica internazionale si registra un vero e proprio allarme sull’incapacità 
dei sistemi sanitari – ed in particolare del settore delle cure primarie -  di offrire assistenza 
e interventi adeguati  al crescente numero di pazienti affetti da malattie croniche: una serie 
di studi dimostrano come i medici di famiglia non riescono a gestire efficacemente le 
malattie cronicheiii, es: solo il 27% dei pazienti ipertesi è trattato appropriatamente;  il 55% 
dei pazienti diabetici hanno livelli di emoglobina A1c al di sopra del 7,0%; solo il 14% dei 
pazienti con malattie coronariche raggiunge livelli di colesterolo LDL raccomandati dagli 
standard internazionali; solo la metà dei fumatori riceve dal proprio medico di famiglia 
consigli su come smettere di fumare. 
 
Un problema di cui è consapevole il Ministro della Salute, Livia Turco che - 
nell’introduzione alla traduzione italiana del Rapporto OMS “Prevenire le malattie croniche. 
Un investimento vitale” – così scrive: “In Italia abbiamo un sistema di cure che funziona 
come un radar a cui il paziente appare per essere curato e scompare alla vista una volta 
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Arruolati CCM

2006 2012

Diabete tipo 1 29.000 156.000

Diabete tipo 2 1.948.000 3.749.000

Cancro della 
mammella 67.000 126.000

Cardiopatia 
ischemica 635.000 1.700.000

Asma 6.000 799.000

BPCO 8.000 633.000

Totale 2.693.000 7.163.000
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Conclusion

The evidence summarised in this paper indicates that 
a start has been made in

reorienting health care systems to meet the 
challenge of chronic diseases. 

Guided by the Chronic Care Model, policy makers 
and health care leaders are beginning

to take the actions required to rise to this challenge


