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Integrated care is considered to be essential in improving care for people with chronic conditions who need
continuous care. In 2022, the Italian Government asked all regions to build or renovate a massive number of
community care facilities, employing European Next Generation funds, to be spent by 2026. Under the theo-
retical lens of the Structural Contingency Theory, the paper aims at aims at describing the contextual and
organizational factors underlying the interconnection between integrated care and community hospitals. The
study employs a multiple-case study design, relying both on quantitative and qualitative data, conducted in a 6
months-period. It investigated seven community hospitals belonging to a single Local Health Authority in Emilia-
Romagna region in Italy. The choice of the empirical context was driven by Emilia-Romagna’s long- and well-
established tradition of community-based care. Overall, our analysis shows that community hospitals offers
opportunities of integrated care, including better integration between care sectors, between primary care and
specialist staff, between healthcare structures and their local community. The study confirms the value of the
Structural Contingency Theory and its key message: implementation is not a mechanical step of the policy cycle
and requires important adjustments to the planning phase according to environment and organizational factors.

1. Background

In several countries worldwide, rapidly aging populations and the
rising prevalence of chronic diseases and multimorbidity are increasing
demands for health and social care services [1,2]. The traditional
hospital-centric and disease-oriented healthcare system is thought to be
inadequate to meet the various needs of frail, elderly, often lonely,
chronic patients with multimorbidity [3,4] who indeed benefit from
high continuity and coordinated care [5-8]. Thus, to overcome care
fragmentation, various integrated care models have been increasingly
implemented with growing, despite still not conclusive [9], evidence of
their effectiveness [10-14]. The assessment of an integrated care model
may be difficult since the label of ‘integrated care’ (henceforth, IC) still
does not have a unique definition [15]: in their recent review, Hughes
et al. [16]. found that IC “was not one empirical phenomenon; rather, it
covered a multiplicity of objects, strategies, and aims” (p.34). The
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literature has indeed provided several conceptualizations of IC [17-21],
focusing on the construction of its theoretical dimensions: the type (i.e.
professional, organizational, cultural) and level (micro, meso, macro) of
integration [22]; the breadth and the degree of integration [23]; the
values [24] and goals of IC [25]; the process of delivery and manage-
ment of IC [26]. In general terms, integrated care can be conceived as an
organizing principle and a set of service models for healthcare delivery,
aimed at realizing a patient-centered coordinated care in response to
global population challenges such as aging and rising multimorbidity
[20,21]. Endorsed by the World Health Organization as a framework for
redesigning healthcare systems, integrated care is considered to be
essential in improving care for people with chronic conditions who need
care on a continuous basis [27]. As such, IC is expected by policymakers
and healthcare managers to contribute to achieving the ‘triple aim’ of
healthcare: better outcomes, experiences, and use of resources [28].
Despite being a relevant topic in the international debate for some
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years now [29], it is with the COVID-19 pandemic that integrated care
regained consistent public attention [30], with calls for more in-
vestments in primary, home-based and community care [31] and for
their better integration with acute care [32], as crucial element to
contain the viral spread of infection in the first phases and to ensure
continuous responses for people with complex conditions afterwards
[33]. In continuity with this international revamp of community-based
IC, in May 2022, the Italian government issued the Ministerial Decree
(Decree, henceforth) nr. 77/2022 “Models and standards for the devel-
opment of community care in the National Health Service” [34], which
reorganizes care ‘out of the hospital’ and define new service standards
and models that regions are requested to comply with and implement.
This reform is part of the wider national strategy to recover from the
COVID-19 effects on the national economy, as illustrated in the National
Recovery and Resilience Plan (NRRP) [35]. The NRRP, which should not
be used for current expenditure (except training) but only for capital
investment, covers a large array of interventions in the economy and
public administrations, with an emphasis on digitalization and envi-
ronmental conversion, for a total value of 194 billion euro. One of the
seven missions of the NRRP is health (Mission 6) and has two main
components: a) fostering digitalization, technological development and
research and, b) strengthening community care. CHs represent an
important element of this component [36,37]. As for most of the mis-
sions of the NRRP, the central government has taken the lead of the
planning process and with the Decree 77/2022 requested for the crea-
tion/renovation of 307 CHs. It represents an ambitious plan given that a
recent analysis shows that in 2021 Italy had only 177 CHs, with very few
being compliant to the Decree’s requirement and with some regions
having none [38]. The overall aim of the Decree is to create networks of
care services close to where the patient lives, overcoming geographical
disparities between regions and fostering integration between care
sectors [36,37]. Among the various requirements, the Decree mandates
the construction of new community hospitals (henceforth, CHs) for a
total of 307 facilities on the national territory [35] identified as
small-sized hospitals (max. 40 beds), managed by nursing professionals,
that “perform an intermediate function between home-care and
hospital-care, to avoid inappropriate hospital admissions or promote
protected discharges, offering a response to social and health needs, for
clinical stabilization, functional recovery and autonomy and closer to
home” (34, p.41). Furthermore, CHs are thought to respond, with a
multi- and inter- disciplinary and professional approach, to the needs,
especially but not only, of frail, chronic and multimorbid patients who
need low-intensity clinical interventions but continuous assistance.
Therefore, we argue that CHs, as conceived by the Italian Legislator, are
a concrete example of integrated care: (i) connecting and working across
different care settings (home and hospital care); (ii) answering, with a
patient-centered approach, to the multidimensional needs of chronic,
multimorbid patients; (iii) ensuring an appropriate use of resources by
avoiding inappropriate hospital admission.

The interconnection between IC and CHs is found to be an under-
explored area in healthcare management and policy research, despite
few exceptions in the UK context [39,40] where the first experiences of
CHs had been registered already in the 19th century [25]. In the UK
context, CHs are mainly intended as community-based facilities, often
located in rural and remote areas, which provide a wide range of ser-
vices, including inpatient beds, outpatients, diagnostics, day-care, nur-
se-led and outreach services, maternity, primary care, by
multidisciplinary teams [40,41]. The concept of a CH is not uniform
across countries and territories and specific service delivery models can
differ as a result of local history, legislation, proximity to a larger acute
hospital and community needs, perception and demands [25]. Tucker
and colleagues [39] identified eight possible forms of care integration in
CHs based in UK, among which multidisciplinary care teams; integrated
procedures between CHs with both primary and secondary care; part-
nerships with third sector entities and agencies; involvement of patients
and social care and local services. This research thus shows that CHs
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show a tradition of joint working and care paths integration. Following
this reasoning, the present study aims at describing the contextual and
organizational factors underlying the interconnection between IC and
CHs using evidence from the Italian context.

2. Conceptual framework

For this study, we were guided by the structural contingency theory
(SCT) as theoretical background [42]. The main assumption of the SCT is
that organizational effectiveness depends upon how well an organiza-
tion’s model relates to its context, meaning that there is no one best
organizational structure, rather it depends on the contingencies the or-
ganization is facing [42]. Thus, Structural Contingency Theory argues
that the performance of an organization is mainly dependent upon the fit
between organizational structure and contingencies [42-44]. “Contin-
gency” is defined as “any variable that moderates the effect of an
organizational characteristic on organizational performance” [42].
Contingencies can be mainly identified as “uncertainty” (or “environ-
ment”) and organizational “size”, both affecting the strategic choices
regarding an organizational structure and consequently its performance.
Uncertainty comes from the external context in which the organization
is embedded (e.g. environmental change, technological innovation, etc.)
[45], but also from the tasks inside the organization (e.g. R&D in-
vestments, product or service innovation) [46]. Size, on the other hand,
has been most often operationalized as the number of employees in the
organization [47], showing that, the higher it is, the more it requires a
decentralized structure and greater roles’ specialization [48].

The theory has been applied to different fields of research [49] as, for
example, information technology systems [50], nonprofit firms [51],
enterprise resource planning [52], professional service firms [53] and
others. In the healthcare sector, some studies have employed the
Structural Contingency Theory to assess the effects of technology and
nursing units’ features on patients’ safety [54]; or to investigate which
environment and structural features allow an optimization in the orga-
nization of primary care teams [55]; or, to assess the impact of nursing
units’ organizational environment on the effectiveness of care in pedi-
atric hospices [56].

Similarly to the approach followed by Contandriopoulos and col-
leagues [55], who employ SCT to analyze how structural and organi-
zational dimensions (i.e. team size, formalization of care process and
nurse professional autonomy) “shape” and influence the organization of
multi-professional primary care teams, our study depicts CHs according
to the three foundational constructs of Structural Contingency Theory:
(i) the context of CHs, (ii) their structural and organizational features
and (iii) the care and assistance activity CHs provide (Fig. 1). The
context was operationalized as the environment in which the CH has
emerged, both in terms of local territory and historical development
over time. The CH structure was conceived as the number of hospital
beds, staff units and professional roles, and governance and re-
sponsibility mechanisms. Finally, being several definitions of effective-
ness in Structural Contingency Theory [48], we conceptualized it as a
series of indicators on the CH activity.

3. Methods

An explanatory multiple-case study design was adopted [57,58]
relying both on quantitative and qualitative data [59,60]. The units of
analysis are constituted by seven CHs of the Romagna Local Health
Authority (LHA), that represent the totality of active CHs for the LHA
when the data collection was completed in January 2024. The choice of
the methodological approach was due to the fact that the paper does not
aim at establishing causal relations between variables, rather describe
the contextual conditions surrounding our unit of analysis (i.e. CHs),
understanding how the latter might be influenced and “shaped” by
them. This is coherent with Yin [61], who considers case study design
appropriate when the focus of the study is to answer to the “how” and
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Fig. 1. Conceptual model and variables, based on Donaldson’s (2001) framework.

“why” questions and to cover contextual conditions since they are
believed relevant to explain the phenomenon under inquiry.

3.1. Empirical setting

The Emilia-Romagna region, with a total population of 4.6 million, is
located in the North-East of Italy. The region hosts numerous industrial
organizations, as well as small and medium-sized family businesses, and
presents a higher employment rate [62] and fewer individuals at risk of
poverty or social marginalization compared to other Italian territories
[63]. Furthermore, Emilia-Romagna’s population has better health than
the Italian average (average life expectancy was 81.2 for men and 85.2
for women, compared to national averages of 80.5 and 84.8 in 2022
[64]), also due to larger access to health and social care and higher
service quality [65].

Italy introduced the National Health Service (NHS) in 1978, which
experienced, since the 1990s, a strong decentralization process, with the
progressive devolution to regions of the responsibilities in managing
healthcare [66-69]. Emilia-Romagna’s healthcare public service is
organized in eight LHAs, with an average catchment area of nearly 560,
000 inhabitants each, four teaching hospitals and five specialized in-
stitutes for clinical research and hospitalization, of which one is private.
It is one the Italian regions together with Tuscany that, since 1990s,
most invested in the development of integrated care, both strengthening
connections between health and social care, and fostering multidisci-
plinary primary healthcare teams to improve access and continuity of
care [70,71]. Also, it is one of the first regions that fostered and sus-
tained citizens and community participation in the healthcare sector
[71].

Among the eight LHAs of the region, the Romagna LHA, established
in 2013, has the largest territorial extension (over 5,100 kmz), is orga-
nized in eight territorial districts including 75 municipalities, and is
responsible of the health of nearly 1,125,000 permanent residents,
which significantly increase in the coastline during the summer season,
when >6 million touristic arrivals were registered in 2019 [72]. The
Primary and Community Care Department of the LHA is directly
responsible of organizing primary, ambulatory, home and long-term
care on the local territories, and thus also of the management of the
seven CHs.

3.2. Data collection and analysis

The data collection was performed with the purpose of conducting a
between-case analysis comparing the three theoretical constructs (i.e.

contextual, organizational and activity features) across the CHs identi-
fied. Following the case study methodology [70], multiple sources and
different techniques were used [73] to allow for data triangulation and
to increase confidence in the validity and reliability of the findings [74].

The research analysis was performed in four subsequent steps (cfr.
Tables Al and A2 in supplementary materials for more details): (i) first,
a document analysis was conducted on relevant local institutional re-
ports, to collect information regarding the external context of CHs as the
first construct of interest; (ii) secondly, thematic analysis [75,76] was
manually performed on the transcription of 10 semi-structured in-
terviews, lasting 45'—1 hour each and conducted by MB and FM
together, with purposively sampled CHs’ professionals (7 nurses, 1 GP
and 2 medical doctors working in district and community care), to
incorporate the perceptions of key informants regarding the core di-
mensions of the case analysis (i.e., structural and organizational features
of CHs) as second construct of interest; (iii) thirdly, the qualitative ev-
idences have been integrated with quantitative data on CHs’ activity (e.
g., discharges, average length of stay, etc.) as third construct of interest;
(iv) finally, all the collected evidence was discussed during three group
discussions with CHs’ staff and other professionals of the Romagna LHA,
to grasp and integrate the perspective of workers not directly employed
in the CHs but belonging to the same working context. Participants were
asked to identify the variables that enabled CHs’ development and
institutionalization in the regional healthcare system and that can
contribute to explain the differences across them, in relation to their
structure and activity.

4. Results

The analysis revealed that, even belonging to the same institutional
context, CHs are heterogeneous in several aspects that are presented
here according to the three theoretical constructs of SCT: context,
structure and activity.

4.1. The context where CHs are located

CHs are located in different municipalities but their services are
intended for a wider catchment area that coincides with the districts.
Their specific contexts exhibit differences in demographics, territorial
and social characteristics, and urbanization levels (Table 1).

In particular, it is possible to distinguish three main clusters of
Community Hospitals: (i) CHs, as the ones in Modigliana and Brisighella,
located in more remote, generally more fragile, and less densely popu-
lated areas, where the concentration of elderly people is significantly
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Table 1
The context of CHs, 2024 or latest data available.
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Municipalities in Population of Population density % over 65 Aging index Inland areas Composite Other health services
which CHs are municipality of municipality population (over65/ classification of Municipality nearby in the District of
located (residents at January ~ (inhabitants per under 14) municipalities* Frailty Index** afference***
1st 2024) km?) (2020) (2019)
Brisighella 7,713 37 29.1 % 276.1 C 6 Hospice, Psychiatric
Rehabilitation Facility,
Residential, Facility for
elderly
Cervia 28,824 350 25.7 % 248.9 C 3 Retirement homes (2)
and Protected residential
center
Forlimpopoli 13,105 534 25.2 % 193.8 C 2 Hospital (2), Retirement
home, Hospice
Modigliana 4,290 43 30.4 % 275.4 D 5 Residential Facility for
elderly, Retirement
home (2)
Ravenna (Darsena 156,345 239 25.8 % 223.4 A 1 Hospital, Private clinic,
area) Rehabilitation center,
Retirement homes (4)
Santarcangelo di 22,254 492 23.7 % 188.5 C 2 Hospital, Hospice
Romagna
Savignano sul 17,954 768 21.7 % 156.9 C 3 Residential Facility for
Rubicone elderly

*The 2020 classification of inland areas is provided by Istat, the Italian national institute of statistics, that groups the municipalities in 6 classes (from A to F), from the most
“urbanized” (A) to the most “remote” (F), according to the conjoint presence of three essential services (healthcare, education and mobility). The data are available at: htt

ps://www.istat.it/it/archivio/273176. Last access: June 2024.

**The composite index developed by Istat is the combination of 12 elementary indicators that describe the main dimensions (territorial, environmental and socio-economic) of the
fragility of municipal territories. It is based on 0-10 points interval, where 10 expresses maximum frailty. Accessible to the platform: https://esploradati.istat.it/. Last access:

June 2024.
***Based on interviews data.

Sources: Istat database, accessible at: https://esploradati.istat.it/databrowser/#/it. Last access: June 2024; Interviews data.

higher; (ii) CHs, as those in Forlimpopoli, Savignano and Santarcangelo,
located in small cities still in the inland areas, but more densely popu-
lated and relatively younger; (iii) and finally, CHs on the coast as those
in urban centers like Cervia and Ravenna, whose population density
significantly varies during the year due to touristic arrivals, especially
concentrated in the summer season (Figure Al in supplementary
material).

Their physical location is found to be crucial in defining and
“shaping” their institutional mission. Indeed, answering to the needs of a
relatively stable, elderly population in remote areas is different than
dealing with changeable and more unpredictable needs of a more
diverse population in touristic areas. Also, being in an urban center with
other care settings nearby offers some possibilities that stand-alone CHs
in remote and more deprived areas do not have. This element has re-
percussions on the type and range of competences required.

Together with the physical location, the history and the development
process of the facilities is also relevant in determining their differences
nowadays. In several cases, the emergence of CHs was made possible by
the availability of already existing and operating health and social care
facilities. The COVID-19 pandemic, and the abovementioned Decree 77/
2022, have boosted the development of new community care facilities,
both in the form of conversion of other settings (as in the case of Bri-
sighella, where the CH was previously a retirement home, or in the case
of Cervia, where the CH is located in a Community Centre (CC)) and in
the form of newly-built facilities (as in Santarcangelo). Community
Centers, introduced in Emilia-Romagna already in 2006 [77] are prox-
imity care points, offering integrated access to health and social care. At
the moment there are 128 CCs in the region and by 2030, with the NRRP
funds, the number is expected to be increased at 170.

On the other hand, the long-standing structures of Forlimpopoli
(founded in 2013), Modigliana and Savignano (both born in 2015)
witness to the long tradition of community care in the region. In
particular, the CH of Modigliana was established in 2015 after the
conversion of the Country Hospital founded in 1996. The CH was
conceived mainly for elderly people discharged from the acute hospitals

nearby but still not self-sufficient and in need of assistance, especially for
recovering their physical abilities. Here, the concept of IC across sectors
(hospital and community-based care) has a long tradition, as shown by
the fact that the CH beds are managed by general practitioners (GPs).
The last established CH, in the Darsena neighborhood of the city of
Ravenna, was opened in April 2023 and represents an “unicum” since it
is hosted in a private hospital structure. This public-private partnership
allows to anticipate by three years the opening of the final CH, that will
be built inside a CC. In general, despite some exceptions as Forlimpopoli
and Modigliana, that also represent the oldest experiences, the “service
model” that seems to prevail is to have intermediate care beds inside
CCs, to foster continuity of care and greater IC.

4.2. Structural and organizational features of CHs

Between CHs, there is great variability in terms of equipment and
staff (Table 2). A peculiar feature that characterizes CHs is the presence
of GPs, whose usual work practices do not include the surveillance and
management of hospital beds. Instead, the clinical responsibility of pa-
tients treated in CHs is assigned to GPs in the majority of the cases
considered (Brisighella, Cervia, Darsena, Modigliana and Santarcangelo
di Romagna). At Savignano, the responsibility is assigned to an out-of-
hours doctor, whereas at Forlimpopoli to a geriatrician. In this way,
CHs allow and sustain the IC model by connecting primary care (i.e.,
GPs) to intermediate care (i.e., CHs).

The organizational and management responsibility is assigned, by
law (cfr. DM77/2022), to nursing professionals. This represents an
element of great innovation for the nursing profession, that acquires
recognition and room for decisional autonomy. On the other hand, the
CHs’ governance poses new challenges in the relation between doctors
and nurses, since they share and negotiate different degrees of care re-
sponsibility. Finally, the relatively higher presence of psychiatry thera-
pists and/or physiotherapists at Forlimpopoli and Savignano suggests an
orientation towards rehabilitation care of the respective CHs. This again
underlines how CHs may “shape” their mission, competences and
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Table 2
Structural data of Romagna CHs, 2023.
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CH Beds Nurses Social workers GPs Out-of-hours doctors Physiatrists/ physiotherapists
Brisighella 18 7 9 3 3 1
Cervia 27 13 7 5 1 3
Forlimpopoli 28 12 12 0* 0 6
Modigliana 14 6 8 3 2 2
Ravenna (Darsena area) 24 11 9 6 2 2
Santarcangelo di Romagna 12 8 6 6 1 7
Savignano sul Rubicone 12 7 8 0* 1 2

*The CHs of Forlimpopoli and Savignano sul Rubicone do not have formally assigned GPs, but since they are located inside CCs, GPs operating in the CC also cooperate

in CHs’ activities.
Source: Interviews and group discussion data.

services offered according to the needs expressed by the local popula-
tion, thus showing their integration in the local community.

4.3. Activities provided by CHs

The variability between CHs exists also considering their activity and
performance (Table 3). This should not be surprising given the
previously-described features: CHs are different in terms of contexts,
population needs and structural features, impacting on their assistance
and care activity. Therefore, the comparison between activity and per-
formance indicators should be done with caution.

Looking at discharges, Forlimpopoli records the highest level, with
the oldest patients hospitalized but with relatively short length of stay.
On the opposite side, Cervia CH has on average younger patients but
who stay hospitalized longer. The one in Ravenna, opened in 2023,
shows already comparable discharges to the other structures, despite its
low bed occupancy rate suggesting the need to still saturate appropri-
ately its beds. CHs’ performance is assessed with the Barthel index that
measures the patients’ physical function and autonomy in daily activ-
ities, on a ordinal scale ranging from 1 to 100: a higher score is associ-
ated with a higher likelihood of being able to live at home with a degree
of independence after discharge [78]. It is administered to the patient
both at hospital admission and discharge and the delta between the two
values expresses the improvement in patient’ functioning during the
hospitalization period. The variability in the values at the admission
across CHs show how different may be the degree of frailty of patients
coming to these services. Nevertheless, it is where the patients have most
critical conditions that regain more functionality, such as at For-
limpopoli and Modigliana, The Modigliana CH also shows the highest
percentage of patients discharged due to death (7 %), revealing that the
facility also functions as hospice and that, in remote areas, CHs may
have the capacity to cover the blank “spaces” left by missing services
nearby.

To evaluate the degree of CHs’ integration with other healthcare
services, it is possible to consider where the patient comes from
(Figure A2 in supplementary material). In all cases, patients more
frequently come from acute hospitals or from their home, with their
hospitalization generally required by hospital doctors in the first case
and by GPs in the second. A difference can be noted between structures
in urban centers (as Ravenna and Cervia) where almost all patients
arrive on referral from the nearby hospitals, whereas in rural areas (as
Modigliana or Savignano), the share of those coming from home is
higher.

The analysis of the main reasons for admission reveals that CHs can
express different missions (Figure A3 in supplementary material). Some
CHs take a more generalist vocation, admitting patients on the basis of a
mix of motivations, including chronic relapsed diseases, minor ailments,
and need for surveillance and continuous nursing care, patient and
caregiver education/training, or rehabilitation interventions. In other
cases, CHs appear to be more specialized towards typical clusters of
patients, as in the case of Forlimpopoli, which is more dedicated to
rehabilitation activities.

5. Discussion

The analysis identified considerable heterogeneity among Commu-
nity Hospitals (CHs) of Romagna LHA, despite their shared institutional
context. This variability was examined across the three theoretical
constructs of Structural Contingency Theory: context, structure, and
activity. In terms of context, CHs are located in diverse geographical and
demographic settings, influencing their institutional mission and the
care they provide. Structurally, CHs differ in equipment, staff compo-
sition, and the roles of GPs and nursing professionals. These elements
reflect the unique demands of the local population. The activities and
performance of CHs also vary, with differences in patient discharges,
length of stay, and functional recovery outcomes, all shaped by the

Table 3
Activity data of CHs, 2023.
CH N. of Average Avg. Max. Bed Discharges Rate of re- Barthel avg.  Barthel Barthel Discharges
discharges age of length length occupancy over 6 weeks admission value at avg. value avg. for death
patients of stay of stays index (%) (% on total within 30 admission at delta cause (% on
(days) (days) discharges) days (%) (a) discharge value total
(b) discharges)
(b-a)
Brisighella 231 81.0 22 151 79.0 6.5 8.3 41.5 56.8 +15.3 2.6
Cervia 277 76.3 25 164 74.2 14.1 6.0 40.6 56.9 +16.3 0.4
Forlimpopoli 426 82.1 17 69 71.9 1.4 9.1 12.3 47.8 +35.5 0.7
Modigliana 140 80.5 26 110 70.2 15.0 5.5 28.0 53.9 +25.9 7.1
Ravenna 190 76.1 24 126 68.7 9.5 5.1 46.6 65.9 +19.3 0.0
(Darsena CH)
Santarcangelo 145 79.6 28 118 94.3 15.9 5.7 42.8 67.3 +24.5 1.4
di Romagna
Savignano sul 176 81.0 17 49 69.9 0.6 9.0 32.2 49.5 +17.3 5.1

Rubicone

Source: Authors’ elaboration on data from SIRCO flow of information, embedded in the Emilia-Romagna regional database ReportER, accessible at: ReportER-SIRCO.

Last access: June 2024.
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specific context and organizational structure of each CH.

It is likely that the national community care plan included in the
Decree 77/2022 was inspired by the Emilia-Romagna region experience
as it was among the most mature about IC, including a long experience
with CHs. Therefore, any insight from its rich experience is of great
value to understand the nature, characteristics and performance of CHs.
The focus of this contribution is on implementation as there is a lot of
evidence of policy failures due problems in the “last mile” [79]. Through
the triangulation of different methods and the analysis of all CHs of a
large LHA, this study showed that these facilities can be very different,
even if under the same organization.

The Structural Contingency Theory was used as a theoretical
framework to identify four contingencies that matter in the context of
CHs as a fundamental element of IC. The socio-economic and especially
the demographic and geographical contexts drive results about the
characteristics of the demand and the overall shape of the relationships
with other healthcare actors. Clearly, rural contexts not only have more
vulnerable patients but have more difficulties in developing IC as it re-
quires external resources often difficult to obtained given the concen-
tration of professionals in urban area. Telemedicine may be helpful and
the NRRP is investing massively in this area, but the evidence revealed
by the cases show that is still almost absent. In addition, CHs in remote
areas display limited demand that raise financial sustainability issues,
also due to economies of scale.

History matters as well for two reasons. CHs tend to be path-
dependent, as when and why they were created shape their future.
Therefore, making radical changes is difficult due to rigid organizational
schemes and routines, and consolidated communities’ perceptions and
professional attitudes. It is also clear that CHs need time to be fully
recognized by the community as a valuable alternative to other settings,
mainly hospitals. Thus, filling potential capacity may be a long process
and requires robust efforts to get the community’s acceptance as wit-
nessed by the oldest CHs analyzed that can count on a longer tradition
and are well-rooted in the local context.

Structural and organization characteristics vary, especially regarding
the type of professionals involved. Surprisingly, GPs are pivotal in some
CHs but almost absent in others. This depends by the nature of the
relationship they have with the NHS: as in UK [80], in Italy GPs are not
employees but have instead a special contract granting them a high
degree of freedom. In particular, as highlighted by Garattini et al.
(2023), Italian GPs are self-employed professionals, primarily paid on a
capitation basis under national contracts, with regions able to negotiate
additional compensation and working condition. Each GP manages a
patient list of up to 1500 (but they often go above this maximum) and
must provide a minimum number of weekly hours (e.g., 15 h for 1500
patients, according to the latest contract). However, this minimum often
becomes the norm. As most GPs continue to operate independently in
their own practices, patient access remains restricted, as does the GPs’
effective gatekeeping role within the healthcare system [81,82].

Whether they cooperate or not with CHs and other community ser-
vices depend on their idiosyncratic characteristics (e.g., the attitude to
work with little professional relations) and the ability of healthcare
managers to create the conditions for their engagement. CHs have also
different vocations, from basic care to the elderly in the absence of social
conditions (e.g., a family support network) to stay at home even if they
could from a clinical perspective, to rehabilitation which require spaces,
technologies and a minimum critical mass to be delivered. In this
respect, the Italian policy (Decree n.77/2022) impose standards (in
terms of required staff, for example) that are possibly too rigid.

The variety of patients is also evident by the Barthel index at
admission and discharge across CHs. Despite all of them are focused on
the very elderly, the degree of self-sufficiency is heterogenous, sug-
gesting that some CHs are like temporary nursing homes while others
are more focused on their healthcare mission. Similar conclusions can be
drawn by the differences regarding whether patients are admitted from
acute hospitals or other settings and the reasons for hospitalization.
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Moreover, studies on Community Hospitals in the United Kingdom
highlights the central role these facilities play in Integrated Care (IC),
fostering strong connections between primary, secondary, and com-
munity care[39]. In contrast, Italian Community Hospitals, while
sharing some foundational principles, operate in a more fragmented
context. Our analysis revealed that the definition of Community Hos-
pitals in Italy is narrower, primarily focusing on care modules for
long-term patients or rehabilitation. However, Italy also offers a com-
plementary model through the Community Homes, introduced as part of
the NRRP. This model represents a shift from the previous Health Homes
to a more integrated and multidimensional approach that includes social
services. The Community Homes serves as an accessible, physical hub
for healthcare, social, and socio-healthcare services, where professionals
work in an integrated and multidisciplinary manner. It also promotes the
active involvement of local communities, including associations, pa-
tients, caregivers, and volunteers, to ensure a holistic approach to
meeting the population’s diverse health and social needs. This evolution
reflects an effort to enhance the quality of services offered in Italy,
creating a system that not only provides care but also fosters social
integration.

Overall, our analysis confirms the validity of the Structural Contin-
gency Theory and its key message: implementation is not a mechanical
step of the policy cycle and requires important adjustments to the
planning phase according to environmental and organizational factors.
Consequently, implementation needs strong leadership and manage-
ment expertise, in this case mainly at the level of middle management (e.
g., directors of districts). After more than two years from the national
launch of the ambitious policy to strengthen community care based on
an integrated approach, it is unclear whether the main actors of the NHS
(i.e., national and regional ministries) are aware of this key message.

Needless to say, the study has important limitations, mainly related
to external validity: the CHs and its organizations are not representative
of the Italian landscape. This is a sort of case study of “excellence” and
thus a source for learning rather than a benchmark. In addition, per-
formance was only minimally measured and not evaluated. Future
studies should endorse these tasks, which appear feasible despite re-
strictions in the use of micro-data due to privacy regulation and a lack of
transparency and uncertainty on the rules to have access to these data.

The Italian experience on CHs adds a novel contribution to the in-
ternational literature that is mainly focused on the UK and Anglo-Saxon
countries[25]. Despite the difficulties of the Italian NHS, including a low
level of public healthcare funding, community care has been in the
policy agenda for at least two decades and some regions such as
Emilia-Romagna have adopted innovative models that can inspire other
countries. To our knowledge, this is the first contribution that report in
details multiple cases from the same institutional context (i.e. LHA) in a
comparative format.

6. Conclusions

Italy bet on community-based IC to revitalize the NHS with a major
national plan. As any bet it entails risks such as the lack of sufficient
capacity to implement, in a short period of time, several different in-
vestments, difficulties in staffing new facilities, cultural resistance by
patients to view community centers and CHs as a new credible setting of
care alternative to acute hospitals, and financial constraints. In this
article, it is argued that the implementation phase is crucial and that
there is not “one-size fits all”, but managing appropriately environ-
mental and structural variables can determine the success of existing
and future IC initiatives.
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