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GIANFRANCO MICCICHÈ
President of the Sicilian Regional Assembly and member of the CALRE Working Group
“Health Inequalities in the European Social-Health Systems”
Thank you, Carlo, thank you all for your
contributions. I am very proud to be able to
welcome you here today. It is the first time that
Sicily is hosting a CALRE Working Group, and
this is a very important milestone, because
I believe that regions are the true heart of
politics and nations. Every national territory
greatly differs from the others, for this reason
regions have the crucial responsibility to
highlight all the significant traits of each area
and land; and I believe this is much more
important than what people think.
I would also like to send a message to our Prime Minister, Mr. Draghi, because I firmly believe that
all European Prime Ministers should manage the allocation of Covid-19 community resources in
accordance with regions. And this should apply to my country and to the other Nations because
every region has the right to know how its own money will be spent and how these European
funds will be used. Now that we own it, we need to use them wisely, letting the regions, which
are the most concerned part in this process, identify the best way to spend these funds.
Regional parliaments and councils are often seen as an obstacle by governments because of
their commitment to the Parliament, whom they need to consult on each occasion. However,
this is a wrong interpretation. In fact, their relationship should be considered as a collaboration.
Territory remains a key factor and regional government does not have a perfect knowledge of
it, which Parliament, on the other hand, does. Regional territory is represented, piece by piece,
by Parliament members. If national governments were more willing to engage in dialogue with
parliaments, I think they - as well as the sensibility of the expenditure of all regions and all nations
- could only benefit from it. I have been a national member of Parliament and I have been a
regional member of Parliament and I can tell you that when I was in the national government, I
never saw the national Parliament as a nuisance or a problem, but too many people see it that
way, which is really a mistake that must be corrected. We must have the strength to cooperate
and to try not to clash with each other. Parliament should be an entity controlling our actions,
but also a support to ensure that these actions are performed well and even better than possible.
I always jokingly say that not only am I lucky enough to work here, but I even get paid for this.
Working in this building, the Palazzo Reale, is an infinite satisfaction, an incredible joy and when
you work here, you truly work better. When you work in these halls and when you breathe the
Arab-Norman air, the air of boundless culture that this Palace conveys, there is no doubt that
you are driven to produce better work. Not everyone is so lucky. I am, and I consider this to be
an endless fortune. This building is considered by many, and I don’t say this to boast, the most
beautiful building in the world. Even the Chinese President on his official visit to Italy got on a
plane to Palermo to visit the Palazzo Reale and then returned to Rome, because a tour of this
Palace is really worthy. I hope that all of you enjoy your stay here. We have also planned a tour of
the Palace for you, and I am sincerely glad that you are all here.
As I said, I consider it to be of crucial importance that for the first time this meeting is being held
in Sicily and I must obviously thank the two Chairmen. The one next to me, Borghetti, who is
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the Chairman of this Working Group, and Ciambetti, whom I have just met recently, but who is
certainly an excellent coordinator of the Regional Councils. I believe the Conference of Regional
Councils to be of pivotal importance, and the value of parliaments and councils must be made
public. I am sure that Mr. Ciambetti will succeed in doing so because he is a person of great
political acumen and intelligence, as well as a highly sensitive human being.
I would like to thank all those who are here and Professor Maringhini, whom I personally asked
to speak today because, besides being a highly renowned physician from Palermo, he also had
the good fortune of coming across some papers from the late 19th century written by a French
doctor who had identified a difference in diseases between Sicily and other regions. Since this
was the topic we were dealing with today and the general topic of this meeting, I asked him to be
here with us. I also see, behind Professor Maringhini, Professor Cittadini, who is an extraordinary
medical scientist from Sicily, and a native of Palermo. I thank him for coming, I think he has come
just to watch our session, and this is already an important fact for all of us because he is actually
a scientist, so if he had the interest and the desire to come here to listen to us today, this is likely
to become a serious matter and I hope it will be so. Carlo, thank you very much for choosing Sicily
and this location for this meeting. In a few minutes I have a press conference for the presentation
of an exhibition we are holding here at the palace and then I will be right back.
Thank you all very much and let us now officially commence our work.
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GUSTAVO MATOS
President of CALRE and President of the Parliament of the Canary Island
video message

Good morning everyone, I would like to start by
wishing you a fruitful session and apologising
for not being physically in Sicily today to
accompany you in what I consider to be one of
the most interesting working groups in which
we have operated in recent months as CALRE.
I would have loved to have been able to
attend in person, but, as you know, due to the
coincidence with the annual Spanish COPREPA
meeting, this has not been possible. I would
like to wish all those participating in the session
today good luck and good work. And, of course,
I would like to stress the importance of the work the regions have carried out so far, mainly
in relation to health, and how important their role has been in the fight against the Covid-19
pandemic. Especially those regions that have the capacity to legislate, such as the parliaments
and assemblies that are part of CALRE.
We have once again shown that, as regions, we are, together with the citizens, the nerve endings
of the European project, the institutions closest to the 200 million inhabitants of the European
Union, those on the front line of combat. We have played a key role in the fight against Covid-19
during the most difficult times of the pandemic and we have played a crucial part in the success
of the vaccine, which is now a reality throughout the European Union. I believe that we need to
make use of all this work, to enhance it and to make it available to the entire European project,
and above all to draw some conclusions and collect some data that I think is relevant. To give
you but one example, the fact that the vaccination strategy has been one single and coordinated
strategy in the whole European Union clearly shows how important it is to reach agreements on
coordination and cooperation in health matters. It will be up to the Member States to decide how
far this cooperation and collaboration can go. And in this cooperation, in this collaboration on
public and personal health, the regions have obviously played, are playing, and will continue to
play a key role in guaranteeing a common public health policy within the European project.
So, thank you very much, I wish you a very fruitful day, and I hope to be present at the next
meeting of this working group.
And if you allow me to end on a more humorous note, since Italy eliminated Spain at the European
Championship, I also wish you good luck, Forza Italia! I hope you win the European Football
Championship on Sunday, good luck!
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DAVID SASSOLI
President of the European Parliament
video message

Good morning everyone, thank you for your
invitation.
Unfortunately, institutional commitments
have prevented me from being there with you
today to attend this meeting in person, but I
would like to extend a warm greeting to my
friend, Vice-President of the Regional Council
of Lombardy, Carlo Borghetti, to the delegates
from the various European regions and, of
course, to all speakers present.
For the European Union and for the world, the tragic crisis caused by the pandemic has been
a real watershed, a devastating and unexpected event: Covid-19 spared no one and if there is
one lesson we have learned in these 15 difficult months, it is the sense of our interdependence.
Because this virus has shown us that no one can make it on their own and, above all, that some
decisions concerning health, research, vaccines, the supply of medical equipment or prevention
cannot be governed individually by our countries but require a joint effort.
This crisis has conferred new tasks upon the European Union which it did not have before, and
consequently we need to define new tools and new skills that can respond more effectively to
the challenges of the future. No one should feel excluded, because health as an experience of
individual and collective well-being requires greater coordination in our health systems, greater
surveillance of disease control and, at the same time, higher investments in technology and
safety standards.
A new European health policy, in addition to investing in robust health systems and supporting
the training of health workers on a European scale, should seek to focus on prevention, quality of
care and social well-being. It is especially in times of crisis that the European project must prove
that it is a project striving for the good of all European citizens, capable of protecting people,
supporting businesses, investing in equality, social progress, and well-being. We stand before a
great responsibility and we must live up to our citizens’ expectations.
For these reasons, I think it is highly important to encourage models of collaboration with citizens
and to stimulate innovative forms of welfare, especially in the field of health. The pandemic is not
a parenthesis but a strong invitation to project ourselves into the future, to design a fairer Europe
that can restore the central role of the human person.
Thank you again for your invitation and I naturally hope to be able to see you in person as soon as
possible. Covid has taught us a great lesson: that Europe is not just the institutions in Brussels but
also the regions, the nation states, and the national parliaments. We are all part of a big jigsaw
puzzle and Europe will work, naturally, and I am sure of it, if all the pieces do their duty at this
time, if they are focused on recovery, on reducing inequalities and, above all, on being able to
leave the younger generations a legacy that we have enjoyed to the full for a long time.

9

ROBERTO CIAMBETTI

President of the Regional Council of Veneto, Coordinator of the Conference of Presidents of the
Legislative Assemblies of Regions and Autonomous Provinces and member of the Working Group
CALRE “Health inequalities in the European Social Health Systems”.
To begin with, I would like to thank and
congratulate the Coordinator of the Working
Group, Carlo Borghetti, for organising this
meeting, my colleague President Gianfranco
Miccichè for making the spaces of the Sicilian
Assembly available to us, and everyone
involved for their excellent hospitality.
I would also like to say that the European
communication department of the Regional
Council of Lombardy always plans everything
impeccably and with extreme precision. I also
bring you my greetings as Coordinator of the
Conference of Italian legislative Assemblies.
CALRE is a fundamental tool for us, to make our voice heard in Europe as far as our initiatives, our
ideas, our competences, are concerned, so I applaud the fact that the working group coordinated
by Carlo continues to operate in this direction.
Italy has always had a leading role in CALRE’s working groups, so it is important to continue
working with this spirit and with this desire to look ahead. I remind you that this is a very important
moment in history: on the 19th of June, the Conference on the Future of Europe opened in
Strasbourg, and the arduous task that awaits us will require the fundamental contribution we
will provide as regional legislative Assemblies on a European scale. To be honest, the Conference
did not immediately take off at full speed and the organisation still needs some adjustments, so
we hope that the appointments scheduled for October shall be more incisive and interesting.
However, we are nonetheless working to give our contribution also to this working group, which,
in my opinion, will be doubtlessly useful.
Here I would like to link up to the opinion on a health union that I presented to the Committee
of the Regions and which I have already anticipated to you, because it is the first work prepared
in Brussels after the pandemic, actually, during the pandemic itself, because the text was first
drafted in November, but reached the plenary Assembly in May. However, I think that many of
the points contained in it can be helpful to our Working group. For instance, we have seen how
the season of cut-backs in health, which started in 2011 with the Monti government, has caused
some issues in the organisation of health systems and some of the difficulties that emerged in
these past 16 months of emergency have proven that when it comes to health we need to use
all the resources we have consciously, and, above all, we need to invest, because the season of
cut-backs has led to more than one problem in our healthcare facilities.
1

On many levels, and especially in Europe, some supposed that the cause of certain dysfunctions
lies within the regional health systems: this is an observation which, from my point of view, needs
to be absolutely rejected. In the abovementioned opinion you can read that I strongly stressed
the fact that the regional system, instead, needs to play a central role in the organisation of our
healthcare systems, and that this should be a common practice all over Europe.
1

The text of the opinion presented to the Committee of the Regions, “European Health Union: Reinforcing the EU’s resilience”, adopted on 7
May 2021, can be downloaded on the following link: https://cor.europa.eu/EN/our-work/Pages/OpinionTimeline.aspx?opId=CDR-5487-2020
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The report shows that in the main European States the management of the healthcare system is
regional: I am referring to Italy, Germany, Poland, Romania, Austria. Therefore, I firmly suggest
not taking this competence away from the regions and centralising health care management on
a national level. Also, because when you centralise a system, even the smallest mistake could
have devastating consequences. It has happened several times before and we have seen it even
during our discussion of this opinion. For instance, the fact of having excessively centralised the
purchase of the vaccines has led to many problems, as well as mistakes and imprecisions in the
contract: the pharmaceutical companies were granted the possibility of delaying the delivery of
the vaccines, which, as I already pointed out to the Committee of the Regions, led to setbacks in
the vaccination campaign which could certainly have been avoided. This makes it painfully clear
that when you centralise too much and make mistakes on the higher levels, things tend to go
down the wrong path. To the contrary, especially when human lives and health are concerned,
we need to be more performing and efficient, and I think that the regional offices in charge
of purchasing medical equipment could certainly have stipulated a more punctual and precise
contract than the one that was prepared by the European Commission’s DG SANTE.
I would like to conclude by reminding you that health is a crucial issue by which citizens can
easily judge us for what we are and what we will be doing. However, it needs to be said that, had
it not been for the regions, we would doubtlessly have encountered even more difficulties and
certainly more casualties.
Thank you all again for your effort and keep up the good work.
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CARLO BORGHETTI
Coordinator of the Working Group and Vice President of the Regional Council of Lombardy”
al Council of Lombardy
I would like to thank the Chairman of the
Regional Assembly of Sicily, Gianfranco
Miccichè, who so generously agreed to host
today’s meeting of the Working Group “Health
inequalities in the European social and health
systems” within the Conference of European
regional legislative Assemblies to discuss the
topic of inequalities in the health system, with
reference to the effects that the pandemic is
having on our territories.
In addition to thanking our host, I would also
like to thank all those who have agreed to
participate and to be present here in Palermo to join our meeting. I also greet and thank Roberto
Ciambetti for being here, President of the regional Council of Veneto, Nicola Irto, Vice President
of the regional Council of Calabria, Hurard Benjamin, who is representing the Parliament of
Wallonia, Ivo Moras, President of the Health Commission of the Regional Council of Friuli Venezia
Giulia, and, Devid Porrello, Vice President of the regional Council of Lazio, who will be connected
with us by videoconference in a few moments.
Unfortunately, the representatives of the Spanish regional Parliaments, who are members of this
working group, cannot be present here with us today, since, due to an unfortunate coincidence
of events, they are meeting for the Conference of Regional Parliaments in Spain today.
We will also receive the greetings of the President of the European Parliament, David Sassoli, who
accepted my invitation to give a speech on the topics concerning our working group and who will
encourage us to intensify our interactions and reflections. President Sassoli strongly supports the
work of the European regional Assemblies and is asking us for a contribution to build a united
Europe for what concern health, and more in general to build a bright future for the Union.
Then, we will receive the greeting of our President of CALRE, Gustavo Matos, President of the
Parliament of the Canary Islands, who, due to the coincidence I mentioned earlier, was not able
to be here with us today as he had initially intended.
After that, we will move on to our speakers, Professor Peter Goldblatt, who is connected from
London as we speak, Professor Alberto Maringhini and Professor Marco Terraneo.
Before I leave the floor to our illustrious speakers, I would like to remind you that this working
group was founded in 2019 and that, during its initial stage, it has been focused on the collection
of good practices in the regions that have joined CALRE and this working group, with respect
to the factors that determine health inequalities. We have realized a dossier which has already
been distributed to all 73 regions constituting the CALRE. Most of the good practices we have
collected refers to a particular inequality factor, which is the neglected pathologies; the ones
that seem to trigger most inequalities when it comes to people’s health. We have also detected
other important elements of inequality we need to work on regarding factors like age, since
being more or less young determines different responses from social and healthcare services;
factors that have to do with the place where people live, in fact we all know that the responses
given by our healthcare systems differ significantly depending on whether you live in a city, in a
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rural environment, in the countryside, or in the mountains; and, eventually, factors concerning
people’s level of education, lifestyle, and ability to take care of themselves. Furthermore, as
we had a chance to discuss last year, and as scientific reports and studies show, people’s level
of education determines strong inequalities in their health. There are even some inequalities
related to gender, which are the object of a specific medical discipline called, precisely, genderspecific medicine. Then, there are inequalities that depend on the social and economic situation
of the countries of origin; as we had a chance to discuss in our previous meeting of the working
group, people who are guests in a country, because they are immigrants, often have only limited
access to healthcare.
In 2021, the working group’s activities have continued with particular attention to the current
pandemic, specifically regarding its impacts on our social and healthcare systems and new
inequalities that are arising in our regions and countries. Based on the working method we have
consolidated over the past years, we will be asking the various European regions who wish to
participate to share experiences and good practices they have implemented in response to this
emergency.
Following the suggestions provided by President Sassoli, and in line with the orientation adopted
by CALRE’s permanent Committee, I thus invite you to share the experiences that you are
experiencing. As representatives elected by our citizens, we need to share this responsibility with
the government and face future challanges. President Sassoli will give us an important message:
among its objectives, the EU has clearly identified the one creating a common Health Policy. The
pandemic teaches us that we need a common approach, and we as CALRE – and this is something
also President Matos will remind us of – wish to give our coordinated contribution because “unity
is strength”, as an Italian proverb states. I would just like to refer to some points, some objectives,
some issues that our operations are going to focus on this year, in line with Sassoli and Matos’
words: support to strengthen our regional healthcare systems, which, as Ciambetti reminded
us, have played a crucial role in facing this pandemic; support to provide training for healthcare
professionals, because we all know that fighting the virus was to a great extent a difficult task
for the scientific community and for our healthcare professionals too; enhancing prevention;
developing the issue of the quality of health care; social wellbeing; and, lastly, supporting a
common European strategy particularly with respect to the challenge of the vaccine.
I believe we need to accept Sassoli’s invitation to develop models of collaboration between us,
both horizontally and vertically, also planning to involve all citizens directly and clearly. We have
recently had interesting experiences in the Regional Council of Lombardy, where we dedicated
an entire day to listening to patients’ associations, which are becoming increasingly active and
numerous. In a quality-based system you would say that we ‘need to assess the output’, what
the systems produce. Well, the citizens-patients are certainly fit for the purpose, and I believe we
need to engage in a constant relationship with these patients’ associations. In Lombardy, we are
also about to launch a new healthcare reform, another aspect we should take into due account.
The road towards a common European Healthcare Policy has been laid out and it also passes
through the development of what is called the ‘Social European Pillar’ in Europe, which needs to
be reinforced, in the sense that we need to create a ‘European Union of Health’. And here I would
like to quote the President of the European Commission, Ursula von der Leyen:
“We cannot wait for the end of the pandemic to repair the damage it has caused and think about
the future. We will lay the foundations for a European Union of Health in which its 27 member
states can work together to identify the threats ahead of time and prepare for a collective
response. So, we need to learn something from this and change our behaviour and, as European
Commission, we need to act accordingly”.
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The principles of this European social pillar lead us towards an even stronger social Europe
focused on equality, inclusivity, and on more opportunities for all European citizens: as CALRE
and as a working group this is the path we must follow in our view. Among the principles of this
social pillar are some that are dedicated to health and that concern the right to health care, a
timely and effective access to therapies, and the right to access essential services.
The recent enforcement of the green pass, which has been activated in 21 member states to date,
so not yet in all EU countries, has triggered a debate on the equity that this certificate grants or
does not grant because there is a concrete risk – due to the vaccination gap – that not everyone
can have access to the Green Pass. We need to think about the effects that the introduction of
this tool will have in order to avoid two kinds of discriminations: firstly, the ones based on the
impossibility of accessing the vaccine, and then the ones that are due to a low technological and
cultural level. So, our working group, since it deals with factors of inequality, also seeks to make
sure that the Green Pass does not become one of those factors.
The World Health Organization, with its European Office, has dealt with the problem of healthy
life in its 2021 Health Equity Report, an issue that will be accurately dealt with in Professor
Goldblatt’s paper, who is representing the WHO here today. I think we need to seek the support
of public opinion on this point to generate greater social cohesion, which is a fundamental key
for development.
My last point is based on the concern proposed by Roberto Ciambetti: we are united here today
as representatives of a European body. With respect to the Conference on the Future of Europe,
which aims to engage citizens on the directives that Europe needs to enhance in the next future
to become stronger. I believe that CALRE has worked well together with the COR – the Committee
of the Regions: we need to work closer than before, because as CALRE and COR together we can
make a more effective contribution to the work of the European Commission and the European
Parliament.
The future of Europe also includes the issues we are reflecting on today, issues relating to health,
involvement of Regions, populations, legislative Assemblies, and all this to better allocate the –
even substantial – resources of the Recovery Plan and improve our responses to citizens on their
daily problems, which we want to solve with the contribution of the entire community, even our
own.
Let us now move on to our speaker’s papers, I hope you all enjoy the session.
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PETER GOLDBLATT
Senior Advisor at UCL Institute of Health Equity (University College London), member of the
European Scientific Advisory Group on Health Equity (WHO)
I am going to talk to you today
an analysis done at the World
Organization European office in
looking at health inequities and the
of Covid-19.

about
Health
Venice
effects

If we look at this first slide , we can see that
the socio-economic impact of Covid occurs
in several waves. First of all, in terms of
immediate job loss and the containment
measures. That is followed by a second wave
later on with increased poverty and increased
family stress. And then that leads to a third
wave, which is the long-term illnesses and increases in avoidable hospitalizations.
1

Based on this, we have developed a model for the three mechanisms which follow from the
pandemic. The first mechanism is shown in green on the left. The second mechanism is shown
in red on the right. And the third mechanism is the circles in blue on the bottom. I will describe
them.
The first mechanism relates to how the effects of the pandemic itself lead to unequal social
impacts. There are three direct effects of Covid on inequities:
1. The adverse outcomes of contracting Covid may have short and long-term socioeconomic
impacts for individuals and their families.
2. Not all individuals who receive appropriate health treatments and interventions, particularly
those who are too poor to pay for those interventions.
3. Thirdly, it could reduce their earning capacity and mobility, particularly if they have the
longer form of Covid, leading to a downward spiral in their health.
But, the pandemic itself can also have non-Covid effects:
1. Increasing stress, fear, and anxiety because of the pandemic.
2. It can interrupt health services because of the focus on treating Covid patients only.
3. This may lead to an increase in unmet health needs and a deterioration in the health status
of individuals and groups.
We can summarise some of the impacts of living with a long-term illness on families and the
communities, these are poverty, social exclusion, financial insecurity, and loss of caregiving and
social support.
The second mechanism, which is on the right-hand side of the diagram, is how Covid containment
measures have unequal socioeconomic impacts. These are as follows.
1. First of all, the containment measures and the way they are managed result in socioeconomic
1

See Slide 2.
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inequities such as loss of employment and work opportunities without being funded by the
state to be off work, and a rise in criminal exploitation which accompanies any crisis.
2. These affect all the health determinants and may affect the risks that health determinants,
such as poverty, play.
But, there are also the non-Covid health effects. The containment measures include physical
distancing, staying inside, being locked away. And these may affect physical, mental, and
emotional health by:
reducing the amount of exercise people take
discouraging patients from visiting healthcare facilities
creating social isolation
creating mental health issues, particularly in young people
social and emotional development of children because they’re not at school, they’re not
meeting with their peers, and they are failing to develop socially but also educationally
• isolation from the workplace can reduce social interaction and create feelings of stress.
•
•
•
•
•

Finally, the third mechanism is the cyclical impact of those first two. What we see is these are
not felt equally, and many will have socioeconomic impacts. These impacts will affect health
determinants and the risk of contracting Covid. The socially disadvantaged may develop multiple
morbidity, serious health conditions such as heart disease and diabetes at a younger age
compared with the most advantaged. And the groups most at risk, who particularly fear out-ofpocket payments for healthcare or who are socially excluded, include Roma, homeless people,
people with disabilities, people in care homes, the elderly, socially isolated, and migrants and
undocumented workers.
The next slide shows , in the year before Covid, the distribution of people who were either at
risk of poverty or social exclusion across the European Union. The figure shows this by age, and
we can see that the risk of poverty and social exclusion are not equally distributed either across
countries within the EU or by age. So, if we look at the top of the diagram, we see that in many
of the countries with the largest number of people at risk of poverty or exclusion, a very high
proportion are over the age of 65. In other countries, particularly those with lower levels of
poverty and social exclusion, it is often children under 18 years of age who are most at risk. So,
the situation will vary by country and by the age groups within that country, and we need to be
aware of that in our policies.
2

We can of course mitigate these negative impacts by:
• strengthening preparedness
• introducing containment measures that are accompanied by proportionate, universal
interventions whereby essential health goods and services are resourced and delivered at
a scale and intensity that is proportional to the degree of need of individuals, so that we are
putting more resources into those who are most vulnerable
• maintaining equitable and sustainable access to quality health services.
This fits with the WHO mandate of universal healthcare. Therefore, we need universal healthcare
2

See Slide 11.
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that is also delivered in a proportionate way to meet the needs of those who are most vulnerable.
There are several pathways to this vulnerability as we have seen in the earliest slides : from
contracting Covid to the most serious health impacts that follow after Covid and the health
effects of containment measures. And we can look at that using the UN Response Pillars. We have
looked at four of those Response Pillars: “Health first: protecting health services”, “Protecting
people through social protection”, the “Economic response of governments, regions, and cities to
protect jobs and enterprises”; and, lastly, maintaining “Social cohesion and community resilience”.
4
The slide gives examples of each of these on the most vulnerable: under “Health first” there
is reduced informal care support; under “Protecting people”, there is the loss of income and
poverty; under “Economic response”, there is the loss of employment; under “Social cohesion”,
there is the possibility of social isolation from containment measures.
3

As the slide illustrates, there are many examples under these pillars. Against these unwanted
scenarios, we then did an analysis of the areas of impact of Covid and the containment measures.
We looked at the mechanisms which are causing these, and that analysis leads us to the policy
5
response, e.g., the type of action at national, subnational levels, either regional or local levels .
And that leads us to the appropriate responses in each of the UN Response Pillars. To monitor
these, we then suggest a number of indicators - for each of the UN Response Pillars - that link to
6
some of the unwanted scenario . And, for each of these indicators, we have identified where the
information exists within international databases. Most of them are Eurostat indicators in the EU,
but there are also some that will be available from national statistics offices.
If we then want to use these international indicators at a national or local level, there is a process
that we need to go through. We undertook this process in the city region of Greater Manchester.
What we did was to take these WHO indicators and also look at what was available nationally and
locally in the region. We then consulted with local experts and analysts. That led us to remove
some of the indicators that were inappropriate to the area or duplicated, and that gave us a
shortlist of indicators to prioritise. We then went through a prioritisation process with policy
experts and data analysts, and that gave us a prioritized list of indicators on which we consulted.
That consultation led to a few more additional indicators. This gave us a list of indicators with which
to monitor that the area was building back fairer from COVID-19 and ensuring that preparedness
was in place.
Much of the information I have described in this talk can be found in the report , for which I give
the link at the bottom of the slide.
7

Thank you very much for your attention.

3

See Slide 13.
See Slide 14.
5
See Slide 15.
6
See Slide 16.
7
See Slide 19; World Health Organization - Regional Office for Europe (2020), Health inequity and the effects of COVID‑19: assessing,
responding to and mitigating the socioeconomic impact on health to build a better future, World Health Organization, Regional Office for
Europe, https://apps.who.int/iris/handle/10665/338199.
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ALBERTO MARINGHINI
Director of the Civic Hospital ARNAS Medicine Unit 1 in Palermo
I would like to thank all the authorities and
President Miccichè for inviting me within such
a prestigious context. I must thank President
Miccichè not only for inviting me to speak
here today, but also for having supported me
a few years ago when I gave him these articles
that I had kept in my house for many years. He
was immediately enthusiastic about the topic
and encouraged me to translate them, which
I did in these past two years in collaboration
with English Professor Lorenza Ventimiglia.
I would like to link up to what was already said
by our moderator concerning diseases. To us, as students of medicine, diseases are described as
standard scenarios with specific symptoms and signs, objective alterations, radiological laboratory
images, as if they were statistic entities. But, in reality, this is not what diseases are like. They are
studied and described as static scenarios only for didactic convenience. Diseases change from
patient to patient, from male to female, as has already and rightly been mentioned, from elderly
to children, from rich to poor. Diseases also change according to where you live: if you live in the
northern or southern part of the world.
And it is precisely from this point that I would like to begin my story, which starts in 1895. In 1895,
a group of Sicilian aristocrats and entrepreneurs sat down and established an association called
“Association for the economic good”. Implied was the economic good of Sicily, not personal or
private profit, and this is important because it already shows that this was a different period in
history. They invited the editorial committee of the Lancet, which was a prestigious and world
famous English medical journal founded in the 19th century. In the picture, you can see the first
1
page of the first article , which the Lancet dedicated to Sicily as a ‘health resort’. There are 6 very
extensive and detailed articles in which the Lancet responds to the request of the Association for
the economic good, which wanted to obtain some sort of suitability license for Sicily to represent
a place of health and wellness for Europe in the late 19th century.
Here are the members of the Association: the Earl of Mazzarino was the president, even though
the key personality of the Association was Ignazio Florio. It was Florio who, either directly or
through the banks he had relations with, invited the Lancet’s editorial committee to spend several
weeks in Sicily to study but, I imagine, also for leisure.
2

Naturally, when the Special Commissioner of the Lancet arrived in Sicily, he had to reckon with
scientists, doctors, biologists, botanists, meteorologists, who somehow had to collaborate
in composing these articles. Vincenzo Cervello, who is represented here, an illustrious
pharmacologist and Professor of Medicine at the University of Palermo, an expert in tuberculosis
and Head Physician of Medicine at the Civic Hospital (and thus my illustrious predecessor), did
the honours and coordinated the scientific committee that would collaborate with the Lancet’s
Special Commissioner.
However, Sicily as a destination for patients with weak lungs was not a discovery of the late
1
2
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19th century. This somehow gives me the opportunity to introduce the family of Zar Nicholas
I, who moved to Palermo in the winter of 1845 because his wife Alexandra was suffering from
tuberculosis and the family doctor had suggested spending the winter in Palermo because it was
3
well known that a warmer climate could help patients with this disease. Here we see the Zar,
his wife, and the villa they stayed in (Villa Butera all’olivuzza). But the Empress fell in love with
Ignazio Florio’s Villa Quattro Pizzi and the Zar was forced to convince architect Giacheri to give
him the blueprints to build an identical villa on a small island on the Moskva, in the outskirts of
Moscow, which, unfortunately, was destroyed during the Bolshevik revolution.
To return to tuberculosis, let’s take a look at the premise. If we observe the data taken from a
4
table published in the Lancet’s articles , if you look at the incidence for every 1000 inhabitants,
you will see that in northern Europe and northern Italy, the mortality rate oscillates between 3
and 4 every 1000 inhabitants, compared to an incidence in Catania of 1.4 and of 2.5-2.6 per 1000
inhabitants in Palermo. This is therefore data which, in the late 19th century, was showing that
half the people were dying of tuberculosis in Sicily compared to continental Europe.
How serious the problem of tuberculosis was can be mainly seen in this table which shows the
average age at which people were dying of the disease. In the 20th century it was 26 years, while
nowadays the average age is between 65 and 70. This means that tuberculosis was a disease that
directly or indirectly caused the death of about 25% of the population, and mainly the young
were dying.
This map shows the incidence i of death by tuberculosis in Italy in 1930. The darker the grey
colour, the higher the mortality rate. Even if the photograph does not do justice to the map, I can
assure you that the north, the centre, and the north of Apulia have a decidedly higher mortality
rate than Sicily and some other regions in southern Italy.
5

To explain why a geographical difference could somehow change the mortality of a disease, we
6
can look at this graph , which shows the trend of death by tuberculosis from the beginning of the
19th century to 1970 in England and Wales. The curve descends slowly but inexorably over those
130 years. Then streptomycin was discovered after the First World War, which corresponds to
the little arrow on the bottom right, and that was the first antibiotic that was certainly effective
against tuberculosis.
Streptomycin was responsible for a very modest increase in the slope of a disease which was
starting to fade out not so much due to the medicines, but more due to the hygienic and nutritional
conditions of the English and Welsh population throughout this extremely long period. So,
diseases disappear not because of drugs, but rather because of the way the diseased live and eat.
This is a view of Palermo taken from the Lancet’s articles.
7

Let’s see what is happening with tuberculosis these days. Here we see the mortality rate for this
8
disease in the mid-60s . Northern Italy has a mortality rate of about 15%. In Sicily, mortality lies
around 6%. Therefore, it is not just a phenomenon related to the historical moment in which
the data could even have been criticised because collected in a more approximative manner. In
Sicily, people die less of tuberculosis even today. Actually, in the ‘60s, only about one third of the
people who were dying of this disease in northern Italy were dying of the same disease in Sicily,
but if we move on to the ‘90s, the mortality rate for every 100,000 citizens (not every 1,000 as in
3
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the early 20th century), drops to 0.90 (almost 1 in every 100,000) in northern Italy, while in Sicily
it stayed at 0.40, which is still less than half.
The Lancet’s articles begin with a historical introduction, which I will try to summarise here. Sicily
is one of the islands of the Mediterranean sea, but it is the only one that has been the object
of the political desire - both to colonise it and to conquer it, as well as to plunder it - of all the
dominations that have succeeded in the past 2,200-2,300 years. From Greece, which colonised
it prevalently in the east, to the Phoenicians, and then to the Carthaginians who preferred (or
adapted to) the north-western part of the islands, and then the Romans, who turned it into their
‘barn’, which shows how fertile the Sicilian land was compared to the rest of Italy. Then came the
Arabs, the Normans, the Swabians, and so on.
Why did everyone want Sicily? Sardinia is known simply because it gave its name to the Kingdom
of Piedmont. Corsica is an island we remember only because it is Napoleon’s birthplace. Gibraltar
because it is an English military and commercial outpost. Crete is known mainly for its mythology,
in fact. Sicily, on the other hand, is always in the centre: everyone wants it and desires it. Politically,
it has a significant position: it is connected to mainland Italy and the mountains in the north
(Peloritani, Nebrodi, and Madonie) are geologically identical to the Apennines, which means that
Sicily is part of Italy geologically speaking. But one ridge connects Tunisia to Sicily where the sea
is only 200 metres deep and the distance between the southern Sicilian coast and the Tunisian
coast is less than 100 km. So, Sicily is Italian, but it is also African: in fact, it constitutes a link
between two continents. Sicily is also between Asia Minor and the far west of the Mediterranean,
of Spain and Portugal, that is, Gibraltar. Therefore, politically speaking it is in a strategic position:
geographically, geologically and climatically too. The Lancet’s articles compare it to destinations
that could compete to be winter residences for tuberculosis patients or people with weak lungs:
Côte d’Azur, Cairo, Tenerife, and the Canary Islands. Sicily’s temperature has a peculiar trait: there
are only a few degrees difference between day and night. The difference between seasons (and
winter and summer temperatures) are not significant. There are no extremes. Sicily is always in
the middle. There is no frost, there are no freezing temperatures somehow: snow can be seen
only occasionally, and it is the joy of children, if we rule out the Etna and mountains of more than
2000 metres.
Among all these characteristics, with a humidity that is not too low like in Cairo or too high like in
the Côte d’Azur, the only weak spot of the island is the ‘Scirocco’ wind which reaches temperatures
of more than 37-38 degrees Celsius for 4-5 days a year. But consumptive patients tolerate the
Scirocco very well it seems that with the Scirocco wind, consumptive patients breathe better
and get relief for their breathing. This means, paradoxically, that the only defect our climate had
ended up being an advantage for consumptive patients. Naturally, all these weather conditions
could be a reason why everyone wanted to come and live in Sicily 2,000 years ago.
Even plants adapt marvellously in Sicily. In a long article on the Botanical Gardens in Palermo,
which, as you know, is one of the most prestigious botanical gardens in Europe, its director Borzì
lists, even excessively, an endless number of plants that come from tropical and subtropical
regions, from South America, Australia. All of them adapt rapidly to their new habitat and blossom
even in months like February, March, April, when it is not really that hot. Then, they examine the
waters of Sicilian springs and aqueducts. The tests were carried out in London, in the Lancet’s
laboratories, because if the English are to come and stay in Sicily, they need to make sure they
are safe. Subsequently, they inspect the Sicilian spa resorts, hotels, accommodation. They assess
where the sanatoriums, which started to be built for the rehabilitation of consumptive patients,
could emerge.
Gibilmanna was one of the favourite places of the British to build a sanatorium for patients
transiting from Africa. The hospitals were classified as outstanding, and some operating rooms,
23

the Special Commissioner observers, are entirely on a par with the best operating rooms in
London. The conclusions of the articles in the Lancet are that if we were to compare Sicily to the
other spa destinations or health resorts mentioned above, Sicily would in fact beat them all.
At this point, the Covid pandemic struck, so I had to slow down my translations of the Lancet’s
articles. Covid upended our lives. Let’s look at the epidemiologic data concerning Covid. All the
data I am showing you can be easily accessed on the internet on the website of Istat (Italian
National Statistics Institute) and the Istituto Superiore di Sanità (Italian Higher Institute of
9
Health). I will start with this map , because on the left it shows the impact and on the right, the
mortality rate due to Covid. Doesn’t it look a lot like the map on tuberculosis from 1930? Mostly
the mortality rate, probably, because it is clearly higher in Lombardy and the Po Valley than in
Sicily and in southern Italy, and less the incidence, which, if we look at the data, was very low in
the first wave but picked up quickly with the second and third waves.
However, this data is even easier to read in this table. Grasping the mortality due to Covid is an
epidemiologically difficult process for various reasons. I will quote but a few. One is that in order
to determine whether someone has died from Covid, you have to have made a diagnosis for
Covid; but many people died in their homes, many elderlies died in hospices or residential care
homes because they were unable to find an available bed in the hospital. This means that these
people have not been counted among the cases of deaths due to Covid.
To avoid this, and in order to be more exhaustive, we drew a parallel between the general
mortality, i.e. due to any cause, in the different Italian regions, and the mortality in the same time
10
frame in the five previous years. This table shows casualties in general in the various regions of
Italy from May 2020 to May 2021. You can see that the mortality rate increased by more than
36% in Lombardy, and Sicily, which is third from the bottom, had an increase in mortality of 5%.
This clearly shows the entity of the problem of different mortality due to Covid in the different
regions of Italy.
The following table, which shows more detailed numbers, confirms what we already saw in
the previous graph concerning general mortality for any cause. But also, when we examine the
mortality rate in Covid patients, we see that while it is 50 for every 100,000 in Sicily, it is more
than 150 in northern Italy and more than 100 on average in Italy as a whole11. So, we don’t know
why, but it seems that fewer people died of Covid in Sicily than in northern Italy, in the Po Valley,
and in Lombardy.
This is another panoramic shot from the Lancet, 130 years ago .
12

This is an article featured on the Lancet three years later . Three years later, the Lancet states
that the economic outlook and vocation of Palermo is its vocation as a health resort. Thus, if
Palermo wished to develop, as the article states, it needed to grow and be receptive towards frail
patients, especially during the winter months. This is probably what actually happened.
13

These are, essentially, the conclusions. In Sicily, certain diseases, maybe respiratory diseases but
probably also other diseases, behave less aggressively than others. This does not mean that you
cannot die in Sicily. People also die in Sicily, and probably when it comes to other kinds of diseases,
they even die more than in northern Italy. But certainly, in Sicily, as in other European regions,
some diseases can be handled better. And the southern part of Europe, as well as the southern
hemisphere of the planet, which often find themselves to be lagging behind economically, could
9
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MARCO TERRANEO
Researcher of Sociology of Health and Health Policies at Università degli Studi Milano-Bicocca.
Thank you, Vice President Borghetti, for
inviting me, it is an honour to be here today,
and I would also like to thank President
Miccichè and all his staff for their exquisite
hospitality.
Today, as you can read in the title of my
1
presentation , I would like to make a brief
reflection on the Italian case, starting
from the pandemic and moving forward
2
up to the syndemic. This representation ,
which seems to be very complicated and
substantially takes up what Professor
Goldblatt has already illustrated very
clearly in his paper, is the result of one of my works, published in July of 2020, in which I try to
show how the socio-economic position, i.e. the resources that individuals have at their disposal,
are strongly associated to the uneven levels of disease and mortality caused by COVID-19. The
pandemic is not a democratic virus, it is a virus that strikes in a differentiated way. We have certain
fields of inequality with regards to the virus: different risks of exposure, a different susceptibility
towards contracting the disease, and a different treatment among those who have contracted
it. Then, we have an indirect impact that concerns the social and economic consequences of the
pandemic, and this is a factor that has contributed to increasing the inequalities and inequities
in matters concerning health. There are factors of stratification, as Borghetti was mentioning in
the beginning, such as gender, age, ethnicity, which can alter the impact of the virus, and also the
health system, public healthcare, plays a fundamental role.
So why talking about syndemic? Compared to the pandemic, the syndemic comes from observing
the existence of biological and social interactions that are strengthen and aggravate each other
reciprocally thereby significantly deteriorating people’s health. A syndemic approach is important
for the prognosis, the treatment, and for the health policy itself. Speaking of syndemic is not the
same as speaking of comorbidity, it does not only refer to people who have several pathologies
and are therefore more exposed to risk, but the concept clearly highlights the social origins of
4
this virus. There is a lexicon of syndemic , a concept taken from an article from 2017, to show that
there is an interaction between and a grouping of social and health problems.
3

The criteria to define the syndemic are the presence of more than two diseases together,
grouped in one specific population, following specific social conditions. This means that there
are contextual and social factors that create an aggravation of people’s health. These groups
of diseases interact with each other and worsen the health conditions of the population. So,
the concept of syndemic is not the same as that of comorbidity; rather, it is a strong interaction
between the social dimension and the dimension of health.
1
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Therefore, limiting the damages of the disease caused by COVID-19 requires and will require
a higher attention towards a series of diseases, in particular, non-communicable diseases, and
towards social inequality, more than we had imagined up to now. It means acknowledging that
there are social and economic differences that worsen non-communicable diseases, so we
need to look at obesity, hypertension, diabetes, cardiovascular diseases. Reasoning in terms of
syndemic means adopting a different approach with regards to the treatment of COVID-19 and
thinking about how society, medicine and public healthcare can operate to improve people’s
living conditions.
5

Calling the disease from COVID-19 a global syndemic can, however, be misleading, because what
6
matters is the context . Not in all countries can we speak of a syndemic, for instance, we could apply
the term to the USA, but not to New Zealand. In the USA, pre-existing social and environmental
conditions have favoured the aggravation of health conditions and a higher mortality risk for
people. Mendenhall (2020), one of the authors who have worked with the concept of syndemic,
asserts that in his country, the United States, there has been a syndemic because there was a
synergy between diseases and the social factors that led to an aggravation of people’s living
conditions.
If context matters, then let’s ask if the term syndemic could be applied to Italy. Slide 7 shows the
difference between the presence of chronic diseases before COVID-19 and today. As you can see,
there is a strong difference in the distribution of pathologies depending on people’s qualifications:
if we look at two age groups, the one of people between 45 and 64 years, and the one 65 years
or older, which, according to all indicators, are people with one chronic disease, with at least two
chronic diseases, the difference between those who are less educated and those who are more
educated is extremely evident, and the same is true if we look at specific diseases, e.g. bronchitis
or hypertension. Diseases, therefore, are not distributed evenly among the population, this is the
point of departure, which we already know.
If we now focus on the more common pathologies we have observed in patients who have died
7
from COVID-19 , and this is data we have taken from the Italian Higher Institute of Health (ISS), it
is clear that those who have more than three diseases are more at risk and unfortunately have lost
their life more often than those who had no or few diseases. Therefore, also the concentration of
diseases is a strong risk factor.
Another study shows what happened to patients who had been hospitalised for COVID in a
hospital in Brescia, in northern Italy, with or without concomitant heart diseases. The results are
clear. The people who were hospitalised in intensive care all had previous heart diseases and the
difference in mortality between the latter and those who had no previous diseases is evident.
This means there are significant differences in terms of who the diseases clustered and in the
consequences that these groupings caused in terms of mortality in the population.
8

What we ask ourselves now is if the health system was able to contrast the impact of the pandemic
from COVID-19. In Europe there are different health systems and different indicators to classify
them, for instance, we could identify the main models as being the Anglo-Irish, the Scandinavian,
9
the central-western, central-eastern, and Mediterranean .
Slide 11 illustrates the results of one of my studies that was recently published, and which I
conducted with two of my female colleagues, one from the Catholic University in Milan, and a
5
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Swedish colleague, in which we compared the perception of the risk during the first COVID-19
wave, and the symptoms of depression in 6 European countries. The study showed that the
higher the perception of the risk was, the more did depression grow. The subjects who perceived
a higher risk of contagion or death showed much higher levels of depression. What happens with
this interaction when we look at how some performance indicators of the health system vary
10
from country to country ? We chose to focus on three indicators: public expenditure in health
in percentage over the GDP, the amount of hospital beds in intensive care, and the number of
specialised physicians. In short, we can say that the more favourable these dimensions were, and
therefore the higher the expenditure, the more hospital beds and physicians there were, and the
more did the perception of risk decrease together with the risk for depression.
The health system can thus play an important role in containing the risks from COVID-19, not
only in terms of reducing the mortality and/or care interventions, but it can be organised in such
a way as to favour a higher resilience and thus an effective, efficient, and appropriate response
11
to the crisis triggered by the COVID-19 pandemic . The Italian health system presents certain
distortions that should be dealt with, in order to expect a better response to the challenges of
the future.
The first distortion : social health inequalities. Certain health profiles show clear territorial
differences. Not all regional health systems ensure full coverage of ELCs. There are differences in
the access to health services, we have a constantly growing share of individuals who refuse care,
we have catastrophic expenses for some families, i.e. expenses that heavily impact on the family
budget, we have the issue of ‘out of pocket’ expenses, i.e. the individual expense needed to cover
part of the care.
12

The second distortion refers to a cultural dimension, which includes issues such as medicalisation,
i.e. the tendency of our system to make more and more fields of life the object of medical
attention, as they say – a pill for every need. We also pay scarce attention to prevention and we
have a health system that is mainly based on a medicine of waiting more than of initiative.
13

The third distortion is of a structural kind. Here the issue is differentiated regionalism. We know
that our health system is constituted by a set of regional health systems and that these regional
health systems have different levels of performance, as well as different levels of ELC coverage. A
differentiated universalism that is plain to see if we look at patient mobility. We know how many
people, especially from the south of Italy, move to seek care in the hospitals in northern Italy; a
problem causing a drainage of financial resources moving from south to north.
14

Lastly, the fourth distortion is functional. A health system based above all on the role of the
hospital as a form of primary intervention for disease treatment, so-called hospital-centrism.
This system presents various critical factors. In fact, it is a system that can hardly continue to
be sustainable, with such high rates of chronicity, with such a significant share of improper
procedures, and with such relevant economic costs. Consequently, I think these distortions must
be dealt with if we want to have a health system that can face risks like COVID-19 in the future.
15

To conclude, can we speak about a syndemic in Italy, based on the few facts we have just taken
16
into consideration? I think we can. There are political and social factors that have guided,
perpetuated or worsened the emergency and the grouping of diseases. The other aspect I would
10
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PHOTO GALLERY
Palazzo Reale, Sicilian Regional Assembly, Palermo

Palazo Reale, Palermo

Nicola Irto, Vice President of the Regional Council of Calabria

Institutional exchange of gifts between Gianfranco Miccichè and
Carlo Borghetti

Hurard Benjamin, Head of External Relations of Walloon Parliament

Institutional exchange of gifts between Gianfranco Miccichè and
Carlo Borghetti
Ivo Moras, President of III Permanent Commission of the Regional
Council of Friuli Venezia Giulia

From the left: Hurard Benjamin, Nicola Irto, Carlo Borghetti,
Gianfranco Miccichè, Roberto Ciambetti, Ivo Moras visiting the
Gardens of Palazzo Reale

Sala Gialla of Palazzo Reale di Palermo

Overview of the meeting, Sala Gialla of Palazzo Reale di Palermo
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Attachments
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Work program
Ore 10.00 Welcoming of the participants
Ore 10.30 Institutional greetings
		 Hon. David Sassoli, President of the European Parliament
		

Gustavo Matos, President of CALRE and President of the Parliament of the Canary Island

		

Gianfranco Miccichè, President of the Sicilian Regional Assembly and member of the

		

CALRE Working Group “Health Inequalities in the European Social-Health Systems”

Ore 11.00 Opening and coordination
		

		

Carlo Borghetti, Coordinator of the CALRE Working Group “Health Inequalities in the

European Social-Health Systems” and Vice President of the Regional Council of Lombardy

Ore 11.15 Peter Goldblatt, Professor of Vaccinology and Immunology at UCL (University College
		
London), member of the European Scientific Advisory Group on Health Equity of the World
		
Health Organization (WHO)
Ore 11.30 Alberto Maringhini, Director of the Civic Hospital ARNAS Medicine Unit 1 in Palermo
Ore 12.00 Marco Terraneo, Researcher of Sociology of Health and Health Policies at Università
		
degli Studi Milano-Bicocca
Ore 12.30 Speeches by Representatives of the European regional legislative Assemblies
Ore 13.15 Conclusions
		 Carlo Borghetti, Coordinator of the CALRE Working Group “Health Inequalities in the
		
European Social-Health Systems” and Vice President of the Regional Council of Lombardy
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Opinion of the European Committee of Regions
“European Health Union:
Reinforcing the EU’s resilience’

NAT-VII/013
144th plenary session, 5-7 May 2021
OPINION
European Health Union: Reinforcing the EU's resilience
THE EUROPEAN COMMITTEE OF THE REGIONS
 notes that, although health policy remains a primary competence of Member States, a reflection is
needed on how to improve coordination and strengthen the EU's response to cross-border health
threats during the debate on the future of Europe. The CoR, as the EU's assembly of local and
regional representatives, needs to be represented in all the discussions at EU level on health
competences, including in the ambit of the Conference on the Future of Europe;
 regrets that the Communication does not specifically refer to the regional and local level as
essential parties in health policy, only noting the role of border regions in cross-border cooperation
on health;
 finds it necessary to invest more in scientific research, and to ensure the continuous development of
digital tools, including the platform for surveillance established under Art. 14 of the regulation on
serious cross-border threats to health; calls for LRAs to be involved in preparing, auditing and
stress-testing the proposed binding national and EU level health crisis preparedness and response
plans;
 considers it a strategic priority to promote basic telehealth services for the treatment and
monitoring of home-based patients; stresses that telemedicine can increasingly transform the home
into a place of care, with economic and social savings and high efficiency in treatment, prevention
and healing;
 recommends that the proposed foresight activities and enhanced reporting requirements on
healthcare data and performance include a regional dimension as well as the national one;
 calls for the joint EU procurement to be used also to ensure equal and affordable access to other
important medicines and medical devices, especially for innovative antibiotics, new vaccines and
curative medicines, and medicines for rare diseases;
 believes that the EU should seek to minimise its dependence on third countries with regard to the
production of medicines and medical supplies; the companies which developed vaccines using
public funds should share their patents with other companies to boost the production capacities in
Europe.

COR-2020-05487-00-01-AC-TRA (EN) 1/9

EN
35

Rapporteur
Roberto Ciambetti (IT/ECR), President of the Regional Council of Veneto
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Opinion of the European Committee of the Regions –
European Health Union: Reinforcing the EU's resilience
I.

POLICY RECOMMENDATIONS

THE EUROPEAN COMMITTEE OF THE REGIONS
General remarks – The COVID-19 pandemic
1.

notes that, because of the pandemic, public health has been pushed even further to the forefront
of the regions', cities', Member States' and the European Union's agenda and become one of the
top political priorities;

2.

in this context, welcomes the Health Union Communication, which proposes to strengthen the
current EU health security framework, which dates back to 2013. The partially obsolete
framework includes the Decision on serious cross-border health threats, which facilitated the
exchange of information and supported specific national measures taken, but was not able to
cater to the current pandemic;

3.

shares the European Commission's view regarding the need to have more public investments in
national health systems to ensure that they have the resources and means they need to emerge
from the current crisis, as well as to strengthen their resilience in the long term. These objectives
should be reflected in the country-specific recommendations under the European Semester.
What the pandemic has highlighted in many areas has been the lack not just of early deployment
of intensive and sub-intensive care (beds, equipment, specialist medical and nursing staff), but
also of local health and palliative care. This has put Member States' different health systems in
serious difficulty, especially at times of peak demand for care. At the same time, health systems
and health professionals in many countries have demonstrated a strong ability to rapidly adjust
and adapt their activities to the new conditions created by the COVID-19 pandemic;

4.

welcomes the European Commission's proposal for a strengthened mandate to enforce a
coordinated response at EU level in the Health Security Committee, enabled by targeted
recommendations on response measures by the European Centre for Disease Prevention and
Control (ECDC);

5.

points out that the COVID-19 pandemic has been accompanied by major restrictions to freedom
of movement inside the European Union, restrictions that have particularly affected border
regions; therefore reiterates its request for an EU legal framework to allow for efficient
management of cross-border public services which would address the needs of citizens living in
these areas1. Such a framework should be centred around the recently proposed EU regulation
on serious cross-border health threats2;

6.

welcomes the fact that the Communication contains proposals for medical countermeasures,
including many measures such as stockpiling, increased production, joint procurement and

1

COTER-VII/005.

2

COM(2020) 727 final.
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better demand assessment for vaccines, PPE, medical devices, therapeutics, and laboratory and
testing equipment whilst remaining compatible with the principle of subsidiarity. To boost its
resilience and address shortcomings in times of crisis as well as provide scientific and technical
assistance, including training, the EU needs to become more self-sufficient in medical supplies
for the health sector and less reliant on third countries as referred to in the EU pharmaceutical
strategy;
Cooperation between the ECDC and local authorities
7.

considers it essential that the ECDC can collaborate directly with individual regions in` the
Member States, or with groups of them, to facilitate the analysis of specific epidemiological
situations that may arise. This collaboration could also include support for the training of all
those involved and facilitate the circulation of information and communication;

8.

urges the European Commission to re-establish the European Network for Highly Infectious
Diseases (EuroNHID), a co-funded network of experts in the management of highly infectious
diseases from national or regional centres set up to care for patients suffering from such
diseases;

9.

considers it necessary to invest more in scientific research within the EU, given that the
transition to a more resilient society requires significant technological changes;

10.

notes that there is a need to set up databases in cross-border areas, shared between the
neighbouring countries and regions, that identify available stocks of medical supplies and PPE;

11.

welcomes the European Commission's undertaking, in cooperation with the Member States and
the regions, to set up a common general health database that enables comprehensive
management and monitoring of shared problems, bearing in mind that pandemics do not stop at
borders and that today's society is a globalised one: individual territories are not isolated,
contact between them and the rest of the world is inescapable and the way in which pathogens
are transmitted can only be determined after the fact, if at all;

Conference on the Future of Europe
12.

believes that the Conference on the Future of Europe provides a suitable platform for discussing
and providing impetus on the evolution of the EU's role in health in the future, in order to
respond to citizens' expectations and improve the efficacy of Europe's healthcare systems. The
development of enhanced European cooperation must take account of the subsidiarity principle
and respect the fact that Member States have primary responsibility both for health and social
care and public health, and for crisis preparedness and management;

13.

notes that, although health policy remains a primary competence of the Member States, it is
necessary to launch a reflection on how to improve coordination in the field of health and how
to strengthen the EU's response to serious cross-border health threats during the debate on the
future of Europe, while taking into account the different subnational structures in the field of
health and the different competences of the health authorities in individual Member States.
These improvements could, among other things, enable the EU Member States to jointly
recognise a public health emergency at macroregional or Union level. They could also make it
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Role of regional and local authorities
Role of regional and local authorities
16. reiterates the fact that local and regional authorities are on the front line in the COVID-19
They
carry
important
actionsauthorities
and have responsibilities
in many
States in
16. pandemic.
reiterates the
fact
thatout
local
and regional
are on the front
line inMember
the COVID-19
protecting
the health
of the
citizens,
employing
a large
share of the
healthcare
workforce,
pandemic. They
carry out
important
actions
and have
responsibilities
in many
Member
States in
funding
and
managing
health
systems
and
care
facilities
in
the
short
and
long
term,
and in
protecting the health of the citizens, employing a large share of the healthcare workforce,
designing
andmanaging
implementing
well as inprevention
healthterm,
promotion
funding and
health health
systemspolicies,
and careasfacilities
the short and long
and in
activities.
Crucial
in
this
respect
are
the
forms
of
regional
autonomy
that
make
it
possible
to
designing and implementing health policies, as well as prevention and health promotion
change
theCrucial
existinginorganisational
structure
rapidly
in orderautonomy
to be ablethat
to respond
activities.
this respect are
the forms
of regional
make itpromptly
possible to
emergencies;
change the existing organisational structure rapidly in order to be able to respond promptly to
emergencies;
17. points out that regions that can communicate directly with the EU will be able to find the best
theregions
short term
deal
with emergencies
willthebeEU
ablewill
to better
17. solutions
points outinthat
thattocan
communicate
directlyand
with
be ableuse
to the
findresources
the best
best
suited
to
their
needs,
since
regional
circumstances
within
individual
states
are
often
diverse
solutions in the short term to deal with emergencies and will be able to better use the resources
and
needs
of different
may not
coincide; within individual states are often diverse
best the
suited
to their
needs, regions
since regional
circumstances
and the needs of different regions may not coincide;
18. regrets that the Communication does not, unfortunately, specifically refer to the regional and
levels
elements does
in health
but confines
itself torefer
noting
of border
18. local
regrets
that as
theessential
Communication
not, policy,
unfortunately,
specifically
to the
therole
regional
and
regions
in cross-border
health;
local
levels
as essential cooperation
elements in on
health
policy, but confines itself to noting the role of border
regions in cross-border cooperation on health;
19. believes, furthermore, that greater coordination between all levels of government is needed in
order to avert
a situation
in greater
which the
essential autonomy
of levels
each local
area or region
results in
19. believes,
furthermore,
that
coordination
between all
of government
is needed
inequalities
in apatient
treatment;
order
to avert
situation
in which the essential autonomy of each local area or region results in
inequalities in patient treatment;
20. stresses the need to establish a public-private network of excellence, including, in the event of
major public
health
gold-standardnetwork
hospitals
the studyinand
20. stresses
the need
to emergencies,
establish a public-private
ofspecialising
excellence, in
including,
thetreatment
event of
of infectious
that can be transmitted
by hospitals
air, contact
or vectors;in the study and treatment
major
public diseases
health emergencies,
gold-standard
specialising
of infectious diseases that can be transmitted by air, contact or vectors;
Lessons learned from the pandemic
Lessons learned from the pandemic
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22.

welcomes, in this sense, the proposal of the European Commission to organise in a coordinating
capacity stress-tests of the health systems in Member States in order to ensure the functioning of
the Union preparedness and response plan. Considers that these stress-tests should fully involve,
depending on their competences, regions and cities in the Member States concerned;

23.

calls to ensure the continuous development of the digital platforms and applications, including
the platform for surveillance established under Article 14 of the regulation on serious crossborder threats to health; furthermore, calls for local and regional authorities to be involved in the
preparation, auditing and stress-testing of the proposed binding health crisis preparedness and
response plans to be drawn up at national and EU levels;

24.

recommends that the proposed foresight activities and enhanced reporting requirements on
healthcare data and performance include a regional dimension as well as the national one;

25.

notes that the local and regional health and social services and intermediate facilities have
played a key role in supporting hospitals, enabling both the role of "COVID hospital" to be
concentrated in specific hospitals and also patients to be treated who are COVID-negative or
have tested negative after contracting COVID-19 and need to complete their treatment; stresses
the need to strengthen local health care, which cares for patients before and after arrival in
hospital. The European Commission and the CoR should both play an important role in
disseminating good practice in this sector;

26.

notes that the pandemic has hit the most fragile sections of society (the elderly, the sick,
children and young people) particularly hard, sometimes throwing into relief the fragility of the
global socio-economic system and vulnerability in relation to technology (smart working,
remote schooling, etc.); underscores the fact that these sectors therefore require more targeted
support, including from the EU;

27.

thinks that coordination capacity must be bolstered after the pandemic by promoting sustainable
lifestyles at local level, focusing fully on the citizens , by building a framework of smart
incentives and rules capable of stimulating and rewarding civic behaviour directed towards the
common good;

28.

calls for joint EU procurement to be used to purchase COVID-19 vaccines and medicines and
for these to be used more systematically to avoid competition between Member States. It calls,
furthermore, for it to be used to ensure equal and affordable access to other important medicines
and medical devices, especially for new innovative antibiotics, new vaccines and curative
medicines, and medicines for rare diseases;

Investment in health systems
29.

points out that, in terms of investment in health systems, the Communication mentions support
to Member States to improve the resilience, accessibility and effectiveness of their health
systems, linked to the European Semester, the Social Scoreboard and the Recovery and
Resilience Facility (RRF) and national plans; maintains that the involvement of local and
regional authorities in all these instruments and processes needs to be ensured and/or
strengthened, following the subsidiarity principle;
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30.

identifies as a strategic priority the promotion of remote basic telehealth services by integrated
teams of professionals for the treatment and monitoring of home-based patients with chronic
and multi-morbidity conditions; stresses that telemedicine can increasingly transform the home
into a place of care, with evident economic and social savings and high efficiency in treatment,
prevention and healing;

31.

maintains that the Member States can cooperate in ensuring that the contractual framework and
the financial treatment of health professionals carrying out equivalent activities are similar, so as
not to create – assuming professional parity – privileged areas that are more attractive to health
workers and, on the contrary, disadvantaged ones which are unable to recruit health workers;

32.

considers that fair pay and salary top-ups for front-line health workers are essential for
maintaining the resilience of the health systems. They help to recognise the professionalism of
health workers and are a way of expressing gratitude for their selflessness, something that has
been of proven value in shoring up the resilience of health systems during the pandemic in
various Member States;

33.

considers that intermediary professionals between those who are merely involved in personal
care and those with nursing skills can help meet the needs of care institutions and ensure the
necessary elasticity in social and health care services;

34.

thinks Member States need to assess facilities and staff skills on an ongoing basis to ensure that
they are able to handle practical tasks (e.g. swabs and vaccines) for the entire population in the
event of systemic emergencies;

Vaccine strategy
35.

calls on the Member States to involve local and regional authorities in the vaccination campaign
against SARS-CoV-2 so they can contribute to the timely deployment and distribution of
vaccines and provide clear factual information on vaccines to citizens in order to counter
disinformation;

36.

supports the sharing of good practice between local and regional authorities in the EU with
regard to tackling vaccine hesitancy and understanding the reasons behind such hesitancy
among healthcare and social care professionals;

37.

strongly believes that it was a right decision to allow the European Union to procure vaccines on
behalf of the Member States. Argues that to ameliorate the situation with the availability of
vaccines, medicines and other medical supplies, the EU should seek to minimise its dependence
on third countries with regard to their production. Furthermore believes that companies which
developed vaccines thanks to the use of public funds should share their patents with other
companies to boost the production capacities in Europe;

38.

considers that the vaccine strategy should evolve apace with progress in the vaccination of the
population, so that this strategy first targets high-risk groups and people working in essential
services, such as health and social care workers, and then branches out to wider groups, also
taking into account the reduction of social and economic restrictions on the ground;
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39.

supports the creation of an organisational model that enables as many people as possible to be
vaccinated as quickly as possible, using all doses in individual vials;

Strategy for fighting health disinformation
40.

Calls for coordinated measures to be taken by all Member States to monitor and fight health
disinformation. As local and regional authorities are in the front line when it comes to tackling
health challenges in most Member States, it is these authorities that are most directly affected by
the – often deliberate – spread of health misinformation. It is imperative for local and regional
authorities to receive unified, coordinated support so that they can combat this issue effectively.

Brussels, 7 May 2021
The President
of the European Committee of the Regions

Apostolos Tzitzikostas
The Secretary-General
of the European Committee of the Regions

Petr Blížkovský
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Health inequity and the effects of COVID-19:
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Source: WHO (2020) Strengthening and adjusting public health measures throughout the COVID-19 transition phases (2).

Phases of Socio-economic Impact from COVID-19
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Source: WHO (2020)
Health inequity and the
effects of COVID-19

Three
h
mechanisms
h
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f COVID-19 socioeconomic impacts and their inequities
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Source: WHO (2020) Health inequity and the effects of COVID-19

Mechanism 1. How the health
effects of COVID-19 and their
inequities lead to unequal
socioeconomic impacts
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• Non-COVID-19-related health effects and their socioeconomic impact.
• COVID-19 may increase stress, fear and anxiety, with consequent effects on mental health.
• Non-COVID-19-related conditions and health services may be interrupted or disrupted by increased
stress on the health system’s resources due to excess/unplanned demands and needs during the
pandemic
• This may lead to an increase in unmet health needs and, in some cases, a deterioration in health status
for individuals and population groups.

• Health effects of COVID-19 and their inequities and their socioeconomic impact.
• The adverse outcomes of contracting COVID-19 may have short- and long-term socioeconomic impacts
for individuals and their families.
• Not all individuals who contract COVID-19 enter the health system and receive appropriate health
treatments and interventions.
• Reduced earning capacity and/or mobility puts individuals at higher risk of experiencing a downward
spiral in their health and well-being.

Mechanism 1. How the health effects of COVID-19 and their inequities lead to
unequal socioeconomic impacts
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The WHO European Health Equity Status Report Initiative

Living with a Limiting Illness
impact on the individual, family and community
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Source: WHO (2020) Health inequity and the effects of COVID-19

Mechanism 2. How COVID-19
containment measures lead
to unequal socioeconomic
impacts
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• Non-COVID-19 health effects of containment measures and their socioeconomic impact.
• Containment measures, such as physical distancing and staying inside and being locked down, may
negatively affect physical, mental and emotional health and well-being e.g.
• reduction in the amount of exercise taken may affect fitness and increase body mass index.
• discouraging patients from visiting health-care facilities.
• social isolation, which can lead to mental health issues and increased stress
• social and emotional development of children.
• isolation from the workplace can reduce social interactions and feelings of self-worth.

• COVID-19 containment measures and their socioeconomic impact.
• Containment measures and the way they are managed and implemented can result in socioeconomic
inequities e.g. loss of employment and work opportunities or a rise in criminal exploitation.
• These affect health determinants and may increase health risks.

Mechanism 2. How COVID-19 containment measures lead to unequal
socioeconomic impacts
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Source: WHO (2020) Health inequity and the effects of COVID-19

Mechanism 3. Bidirectional relationship between the unequal socioeconomic
impacts of COVID-19 and non-COVID-19-related health effects
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•
•
•
•
•
•
•

Roma
homeless people,
people with disabilities
people in care homes
elderly people
socially isolated
migrants, undocumented workers, and people without health or social security coverage or proof of identity

• Non-COVID-19 health effects will not be felt equally and many will have socioeconomic impacts.
• In turn, the negative socioeconomic impacts affect health determinants, as well as the risk of
contracting COVID-19.
• Socially disadvantaged individuals may develop multimorbidity and serious health conditions, such as
heart disease and diabetes, at a younger age compared with the most advantaged groups.
• Population groups who fear catastrophic out-of-pocket payments or who are socially excluded are at
higher risk. These include

Mechanism 3. Bidirectional relationship between the unequal socioeconomic
impacts of COVID-19 and non-COVID-19-related health effects
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Percent of
people in
each EU
Member
State* at risk
of poverty or
social
exclusion
(new
definition) by
age, 2019

Source: Eurostat [ilc_peps01n]

*Members States listed in
order of percentage at all ages
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• Strengthening preparedness
• containment measures are accompanied by proportionate, universal interventions whereby essential
health goods and services are resourced and delivered at a scale and intensity proportionate to the
degree of need
• Essential health goods and services
• equitable and sustainable access to quality health services

MITIGATING THE NEGATIVE IMPACTS OF COVID-19 IN ONGOING
OUTBREAKS, TRANSITION AND RECOVERY
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Vulnerability to
• contracting COVID-19
• the most serious health impacts from contracting COVID-19
• health effects of COVID-19 containment measures

PATHWAYS TO VULNERABILITY TO THE IMPACTS OF COVID-19
AND ITS CONTAINMENT MEASURES

58

Increased pressure on informal social care and welfare services
Reduced informal care support
Increased pressure on workers in the formal and informal sectors deemed essential
Loss of income and increased poverty
Closure of borders
Reduction in the substantiation of human rights
Domestic violence and abuse
Reduction in life chances due to closure of early years facilities and schools
Acute insecurity of those already vulnerable
Children being locked out of learning
Disruption/interruption of public transportation
Disruption/interruption of water, sanitation and hygiene services

UNWANTED SCENARIOS

Closure of public spaces and parks
Fake or misleading news
Criminal exploitation
Financial exploitation and unfair price inflation
Restrictions on the timely access to free and independent media

Economic response and recovery:
Loss of employment and work hours/opportunities due to lockdown or business failures
protecting jobs, small and medium-sized
enterprises, and informal sector workers Risk of increased exposure to indoor air pollution
Social cohesion and community resilience Social isolation

Protecting people:
social protection and basic services

UN RESPONSE PILLAR
Health first: protecting health services
and systems during the crisis

UNWANTED SCENARIOS GROUPED UNDER
FOUR OF THE UN’S COVID-19
SOCIOECONOMIC RESPONSE PILLARS
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TYPE OF ACTION/INVESTMENT

MECHANISM

UN COVID-19 RESPONSE PILLAR

AREA OF SOCIOECONOMIC IMPACT

CONTAINMENT MEASURES

NATIONAL/SUBNATIONAL POLICY AREA

AREA OF IMPACT

COVID-19

POLICY MITIGATION FROM
F
THE IMPACTS OF COVID-19 AND ITS CONTAINMENT
MEASURES
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INDICATORS

Health first: protecting Excess mortality
health services and Self-reported health
systems during the Rate of NCDs
crisis
Avoidable hospitalizations
Unmet need for health care
Quality of health-care services
Informal caregiving
Protecting people: Poverty, child poverty and in-work poverty rates
social protection and Early years outcomes
basic services
Educational performance
NEETs
Housing deprivation
Food insecurity
Fuel poverty
Feeling unsafe from crime or violence in the home
Household debt
Unaffordable loans, household debt-to-income ratios
Adequate water and sanitation facilities
Human rights abuses
Travel advisories and consular processing notifications

UN RESPONSE PILLAR

S
SOCIAL
AND ECONOMIC IMPACT MONITORING
INDICATORS FOR UN COVID-19 SOCIOECONOMIC
IN
RESPONSE PILLARS 1 AND 2
R

Embassies/consulates

FSI-HRD

WHO–UNICEF JMP, HED

NSOs

NSOs, OECD

HED,EQLS, WVS

EU-SILC, HED

EU-SILC, HED,EQLS, WVS

EU-SILC, HED

HED, ILO

HED, PISA

NSOs

EU-SILC, HED

EQLS, HED

EQLS, HED

EU-SILC, HED, WVS

HED, Eurostat

EHIS, HED, STEPS

ESS, EU-SILC, HBSC, HED, WVS

NSOs

INTERNATIONAL DATA
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Economic response and
recovery: protecting jobs,
small and medium-sized
enterprises, and informal
sector workers
Social cohesion and
community resilience

UN RESPONSE PILLAR

Unemployment rate
Informal and part-time workers
Indoor ambient air pollution
Incidence, coverage and adequacy of social assistance
programmes
Mental health (WHO 5-point scale)
Suicides
Volunteering
Access to green space
Trust in others
Not having someone to ask for help
Rates of Internet crime
Media stories and fake news monitors
Equal treatment under the law and absence of discrimination
World Press Freedom Index

INDICATORS

Reporters Without Borders

HED, WJP

University monitoring

NSOs

EU-SILC, HED

EQLS, HED,ESS, WVS

EQLS, HED

EU-SILC, HED

WHO GBD

EQLS, HED

World Bank

EC

HED, Eurostat

HED, ILO

INTERNATIONAL DATA

SOCIAL AND ECONOMIC IMPACT MONITORING INDICATORS FOR UN COVID-19
SOCIOECONOMIC RESPONSE PILLARS 3 AND 4
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WHO Report
indicators

National/local
indicators
National local
experts/analysts

Source: Building Back Fairer in Greater Manchester (2021)

Developing national/local
monitoring
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https://apps.who.int/iris/handle/10665/338199

Goldblatt P, Shriwise A, Yang L, Brown C (2021)

Assessing, responding to and mitigating the socioeconomic impact on health to build a better future

Health inequity and the effects of COVID-19:
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Medicina interna, Arnas civico
Palermo

ALBERTO MARINGHINI

DALLA TUBERCOLOSI AL COVID-19:
LA SICILIA È SEMPRE UN
HEALTH RESORT PER L’EUROPA?
1

66
2

• «The Lancet», una delle più antiche e prestigiose
riviste di medicina ha dedicato, nel 1897, 6
articoli sulla Sicilia, per indagare sulla sua
idoneità come Health Resort in un’Europa
flagellata dalla tubercolosi
• 25% della mortalità nel continente, età media
25 anni

IL LANCET E LA SICILIA ALLA FINE DEL 1800

3
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ASSOCIAZIONE PEL BENE ECONOMICO (1895)
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• Primario di medicina
all’ospedale Civico di Palermo

• Direttore dell’insegnamento di
materie mediche
dell’Università di Palermo

• Farmacologo

PROF.
VINCENZO
CERVELLO
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LO ZAR NICOLA I E LA ZARINA ALEXANDRA
(1845)
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MORTALITÀ PER TBC/1.000 ABITANTI
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• Climaticamente, paragonata alla Costa Azzurra, Il Cairo, Le Canarie, risulta la
migliore: assenza di temperature o venti gelidi o di temperature troppo elevate,
minima variazione di temperatura tra giorno e notte, tra inverno ed estate.
Piccolo numero di giornate piovose, umidità media gradevole (tra gli estremi del
nord Europa e dell’Africa settentrionale). L’unico dato negativo, il vento di
scirocco, che però è ben tollerato, se non gradito, ai tisici

• Geograficamente e geologicamente la Sicilia è il ponte tra Europa ed Africa, tra
oriente ed occidente

• La Sicilia al centro della politica nel Mediterraneo e nel mondo da oltre 2200
anni

THE LANCET SPECIAL COMMISSION FOR SICILY
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• Esaminati gli ospedali, definiti all’avanguardia.

• Visitate le principali stazioni termali (Termini Imerese, Sciacca, Acireale, …) ed
esaminate le acque che sgorgano da tali sorgenti.

• Vengono analizzate nei laboratori londinesi le acque delle sorgenti che alimentano gli
acquedotti delle principali città siciliane e vengono trovate eccellenti.

• Il clima ha reso straordinariamente fertile la regione e, da una visita all’orto botanico
di Palermo si dimostra la straordinaria acclimatizzazione di tutte le specie tropicali,
subtropicali provenienti da tutto il mondo

THE LANCET SPECIAL COMMISSION FOR SICILY
AS HEALTH RESORT
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• Lungo e dettagliato resoconto delle principali mete
turistiche, descrizione delle principali mete
archeologiche e monumentali.

THE LANCET SPECIAL COMMISSION FOR SICILY
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• Troveranno un clima, un ambiente naturale, un’atmosfera
accogliente unitamente a grandi attrazioni culturali in un
contesto sicuro per trascorrere lunghi mesi rigidi con probabili
miglioramenti delle condizioni di salute.

• La Sicilia per Lancet è una straordinaria risorsa per ospitare i
malati o i soggetti «in odore» di tubercolosi nei mesi invernali

THE LANCET SPECIAL COMMISSION FOR SICILY
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INCREMENTO MORTALITÀ MAGGIO 2020-21 VS
2015-19

88

2.105.738

488.228

Italia tot

sud

352.171

1.265.339

101.160

Centro

Nord

Sicilia

Casi tot

3.437,7

2.365,6

2.917,4

4.448,4

2.027,2

Inc casi- indic

746.146

228.415

141.550

376.181

56.753

Mortalità tot

24

15,6

7,7

7,5

24,6

5,8

% incremento vs 2015-19

75.891

11.881

9.640

54.370

2.747

Mortalità covid

103,9

54,6

64,5

151,6

52,4

/100.000

Mortalità indicizzat
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• Queste caratteristiche rendono la Sicilia ideale per accogliere, specie nei mesi freddi, un
turismo di soggetti fragili.

• Serviranno ulteriori studi per meglio interpretare queste evidenze epidemiologiche.

• In Sicilia, probabilmente per il suo clima, alcune malattie come la tubercolosi ed il COVID-19 di
hanno mostrato una ridotta mortalità rispetto al resto d’Italia e dell’Europa continentale.

CONCLUSIONI

Slide Professor Marco Terraneo
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