
Come si sono trasformate le chirurgia italiane 
durante pandemia COVID-19. L’esperienza in 

Italia Meridionale
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Punti critici del Sud Italia

• Difficoltà organizzative
– Personale ridotto
– Posti di Terapia Intensiva
– Reparti di Malattie Infettive

• Reddito pro-capite inferiore
• Numerose aree ad elevata densità abitativa



Fattori positivi del Sud Italia
La diffusione dal Nord Italia e la conseguente chiusura della 

circolazione e delle attività hanno permesso una 

riduzione della contagiosità e della diffusione 
del virus nel Centro-Sud 

• Lockdown
• Più tempo per organizzare gli ospedali
• Età media della popolazione meridionale più bassa
• Meno residenze sanitarie assistite (del 30% circa) rispetto al Nord
• Città metropolitane meno presenti



Evoluzione a 3 velocità

• Rossa: alta prevalenza e incremento sopra la media nazionale
• Gialla: alta prevalenza ma incremento in riduzione
• Verde: prevalenza e crescita sotto la media nazionale





Andamento della pandemia al Sud Italia
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Effetti sulla chirurgia in corso di 
pandemia nel Sud Italia

Individuazione di 3 periodi
1.Individuazione contagio – Lockdown
(21/02/20 – 09/03/20)
2. Lockdown – inizio fase 2
(09/03/2020 – 04/05/2020)
3. Fase 2 …
Dal 04/05/2020 fino a tutt’oggi



Primo periodo

• Fase riorganizzativa più complessa

• Attività ordinaria in progressiva riduzione

• Focolai intraospedalieri da casi sconosciuti

• Gestione infezione operatori sanitari



Secondo periodo

• Sospensione attività chirurgica in elezione

• Mantenuta l’attività urgente e alcuni poli oncologici

• Selezione dei pazienti chirurgici

– Mancato o ritardato accesso in Pronto Soccorso

– Terapia medica delle urgenze (non sempre efficace)
•Raccomandazioni per la gestione non chirurgica di colecistite e appendicite



Secondo periodo: criticità

• Sospensione attività chirurgica in elezione

• Mantenuta l’attività urgente e alcuni poli oncologici

• Selezione dei pazienti chirurgici

– Mancato o ritardato accesso in Pronto Soccorso
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Linee Guida chirurgiche
• Coinvolte le maggiori Società Chirurgiche ed

Anestesiologiche italiane
• Percorsi ben definiti
• Necessità di protocolli ospedalieri



Linee Guida chirurgiche



Specifiche misure 
ormai entrate nella pratica clinica



Terzo periodo

• Ripresa della attività chirurgica in elezione con 
percorsi ben definiti
– Test rapido per accesso in Pronto Soccorso
– Tampone preoperatorio
– “bolla sterile” 



L’esperienza COVID nel Sud Italia. 
Dove siamo arrivati



Trend prossimo ai contagi zero



Nostra esperienza. Regione Campania

•Programmazione sanitaria

•Anticipo delle ordinanze 
nazionali

•Maggiore restrittività



Nostra esperienza. Regione Campania



• Programmazione sanitaria attenta
• Previsione di eventuale “ondata”
• Anticipo delle ordinanze nazionali
• Maggiore restrittività

• Fase 2: pianificazione attività di elezione a regime

Nostra esperienza. Regione Campania



COVID Hospital conversione di Unità di Chirurgia

Rinforzo al personale
possibili vantaggi a lungo 

termine sulla sanità regionale

Sostegno al territorio
(USCA)

Nostra esperienza. Regione Campania



La riconversione potrebbe incrementare l’efficienza 
dell’attività chirurgica, grazie alle risorse straordinarie messe 

in campo per la sanità

• Posti in terapia Intensiva
• Aumento di personale
• Maggiore attenzione al territorio

Nostra esperienza. Regione Campania



Osservazioni sul medio-lungo periodo

1. Valutare i ritardi nel trattamento chirurgico
(problema accentuato al Sud per problemi organizzativi)

2. Nuovi asset ospedalieri
3. Rivalutazione indicazioni chirurgiche

Peculiarità delle regioni Meridionali
possibile nuova ripartenza, con maggiore 

organizzazione



1. Valutare i ritardi nel trattamento chirurgico

• Peggioramento delle patologie benigne
• Incremento di interventi urgenti (colecistite, ernia 

strozzata)

• Ritardo nella diagnosi di neoplasie
• Incremento di interventi urgenti per neoplasia (occlusione, 

perforazione, emorragia)

• Minore accesso in ospedale
• Diagnosi ritardate e trattamento chirurgico posticipato (neoplasie, 

patologie ortopediche)



2. Nuovi asset ospedalieri

Problema ingigantito al Sud Italia: esistono strutture progettate così?

Organizzazione ideale per il futuro…
Strutture distaccate ma collegate



3. Rivalutazione indicazioni chirurgiche
possibili lezioni dalla pandemia per i chirurghi

• Priorità di intervento in base all’evolutività della
patologia (lezione della chirurgia bariatrica)

• Criterio temporale subordinato alle condizioni del
paziente (valutare rischio di infezione ospedaliera)

• Prioritari degenza minore possibile (pre- e post-
operatoria (prericoveri; ERAS; assistenza territoriale rafforzata)



3. Rivalutazione indicazioni chirurgiche
Punti fermi

• Anche a fine pandemia, questo periodo di transizione dovrà essere 
gestito con le specifiche indicazioni utilizzate in corso di emergenza

• Casi positivi asintomatici continueranno ad essere presenti per un 
tempo ancora non definibile

• Nuovi focolai devono essere precocemente individuati

Per tutto questo…
“tornare a trattare” i pazienti chirurgici (in elezione) è ancora 

condizionato dal percorso COVID che impegna forze e disponibilità di 
personale

Per quanto?



25/02/2020
Riduzione 

accesso agli 
ospedali

Nostra esperienza. A.O.U. Ruggi di Salerno



Nostra esperienza. A.O.U. Ruggi di Salerno

09/03/2020
Sospensione 
spostamenti 
e attività non 

necessarie



10/03/2020
Sospensione 

attività 
di elezione

ed ambulatoriale

Nostra esperienza. A.O.U. Ruggi di Salerno



Linee Guida A.O.U. Ruggi di Salerno 
(in continuo aggiornamento…)



•Interventi febbraio – aprile 2020
27 interventi urgenti 
11 resezioni colorettali per neoplasia

•Interventi maggio 2020 (+6 sedute operatorie di elezione)
25 interventi urgenti
5 resezioni colorettali per neoplasia
14 interventi per patologia benigna
12 interventi bariatrici

Azione sulle liste d’attesa, con modifica delle priorità sulla base dei rischi per il 
singolo paziente (indicazioni SICOB)

Nostra esperienza
U.O.C. di Chirurgia Generale e d’Urgenza del P.O. Fucito di 

Mercato S. Severino 



IL	FOLLOW	UP	DEI	PAZIENTI	E	LA	TELEMEDICINA	
IN	EPOCA	COVID
Monica	Nannipieri

Dip.	Medicina	Clinica	e	Sperimentale,	



Cuore e tumori, l'emergenza Covid lascia senza cure i pazien6 cronici

In mol6 hanno fa:o un passo indietro rinunciando a cure e aderenza 

alle terapie, ora nella nuova fase si pensa a ripar6re

Out-of-hospital cardiac arrest during 

the COVID-19 pandemic in Paris, 

France: a popula6on-based, 

observa6onal study

Lancet Public Health. 20

Clinical Research in Cardiology https://doi.org/10.1007/s00392-020-01681-2 
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31 days of COVID-19—cardiac events during 
restriction of public life—a comparative study 
Manuel Rattka1 · Michael Baumhardt1 · Jens Dreyhaupt2 · Dietrich Rothenbacher2 · Kevin 
Thiessen1 · Sinisa Markovic1 · Wolfgang Rottbauer1 · Armin Imhof1 

https://24plus.ilsole24ore.com/art/cuore-e-tumori-l-emergenza-covid-lascia-senza-cure-pazienti-cronici-ADt5gCM
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7255168/


..

..

..

..

..

..

..

..

..

..

..

Reduction of hospitalizations for myocardial
infarction in Italy in the COVID-19 era
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Aims To evaluate the impact of the COVID-19 pandemic on patient admissions to Italian cardiac care units (CCUs).

...................................................................................................................................................................................................
Methods
and Results

We conducted a multicentre, observational, nationwide survey to collect data on admissions for acute myocardial
infarction (AMI) at Italian CCUs throughout a 1 week period during the COVID-19 outbreak, compared with the
equivalent week in 2019. We observed a 48.4% reduction in admissions for AMI compared with the equivalent
week in 2019 (P < 0.001). The reduction was significant for both ST-segment elevation myocardial infarction
[STEMI; 26.5%, 95% confidence interval (CI) 21.7–32.3; P = 0.009] and non-STEMI (NSTEMI; 65.1%, 95% CI 60.3–
70.3; P < 0.001). Among STEMIs, the reduction was higher for women (41.2%; P = 0.011) than men (17.8%; P =
0.191). A similar reduction in AMI admissions was registered in North Italy (52.1%), Central Italy (59.3%), and
South Italy (52.1%). The STEMI case fatality rate during the pandemic was substantially increased compared with
2019 [risk ratio (RR) = 3.3, 95% CI 1.7–6.6; P < 0.001]. A parallel increase in complications was also registered (RR
= 1.8, 95% CI 1.1–2.8; P = 0.009).

...................................................................................................................................................................................................
Conclusion Admissions for AMI were significantly reduced during the COVID-19 pandemic across Italy, with a parallel increase

in fatality and complication rates. This constitutes a serious social issue, demanding attention by the scientific and
healthcare communities and public regulatory agencies.
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Keywords COVID-19 • SARS-CoV2 • Acute myocardial infarction • STEMI • Cardiac care units

Introduction

The ongoing pandemic caused by the novel SARS-CoV-2 has al-
ready been associated with thousands of deaths worldwide. Italy
was one of the first Nations in Europe to be affected.1 During
data collection, the most affected area in Italy was the north of
the country, where the healthcare system was overwhelmed

with the huge number of patients in need of mechanical ventila-
tion or intensive care.2 As a way to contain the disease, the gov-
ernment established a stepwise strategy starting from the
complete lockdown of initial foci in northern Italy on 20
February 2020 and subsequent adoption of progressively more
stringent lockdown measures of the entire nation as of 11
March.3,4
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Already during the initial outbreak, many healthcare workers

noticed a reduction in patient admissions for acute myocardial infarc-
tion (AMI), raising concern among cardiologists across Italy.

Methods

We conducted a multicentre, observational, nationwide survey aimed at
evaluating consecutive patients with AMI admitted to Italian intensive car-
diac care units (CCUs) throughout a 1 week period during the COVID-
19 outbreak in Italy: 12–19 March. The same data were also collected for
the equivalent week of 2019. All consecutive AMI patients admitted dur-
ing the 1 week window were included, independently of their age. AMI
was defined according to the Fourth Universal Definition of Acute
Myocardial Infarction.5 Major complications were defined as cardiogenic
shock, life-threatening arrhythmias, and cardiac rupture/ventricular septal
defect (VSD) or severe functional mitral regurgitation.

Data were analysed for two pre-specified groups of patients: (i) ST-
segment elevation myocardial infarction (STEMI); and (ii) non-ST-
segment elevation MI (NSTEMI). Additional analyses were planned on
patients with CCU admission for heart failure (HF), atrial fibrillation (AF),
failure of the implantable device (DF), and pulmonary embolism (PE),
even though the collection of these data was optional.

The Italian Society of Cardiology (Società Italiana di Cardiologia, SIC)
invited all affiliated and associated Italian hospitals to participate through
the CCU Academy network (https://www.sicardiologia.it/sito/publicFiles/
2019_11_27_Roma_UTIC%20programma.pdf) including academic and
non-academic hospitals with CCUs receiving AMI patients.

Data collection and data quality
Data on the number of patients admitted for each of the above-reported
diagnoses at CCUs were recorded, along with patients’ age and gender.
Collection of data about patients admitted for AMI in both 1 week peri-
ods in 2020 and 2019 was mandatory for participation in this survey.
Information on admission for HF, AF, DF, and PE was optional, together
with the total delay from symptom onset to coronary angiography and
the time from first medical contact to revascularization for STEMI
patients.

At each site, a coordinating investigator was responsible for screening
consecutive patients admitted to the CCU and for data collection. Data
were collected at single centres from their institutional records using
case report forms provided by the coordinating unit. Data on CCU
admissions and patient-related information were cross-checked against
records of catheterization laboratories and COVID-19 wards of the
same institution. Centres that did not use electronic records of admis-
sions were asked to verify data with their Department of Management.
After collection, participating centres submitted filled-in case report
forms to the coordinating unit at Magna Graecia University, in charge of
reporting all data onto the central electronic database. Data were finally
checked for missing or contradictory entries and for values out of the
normal range at the coordinating centre.

Statistical analysis
Categorical variables are presented as absolute numbers, percentages,
and risk ratio (RR) with 95% confidence interval (95% CI), and compared
by the v2 test. Continuous variables are presented as mean and standard
deviation (SD) and compared by the Student’s t-test, and weighted re-
gression analysis was used to assess the impact of factors on case fatality
and complication rates. IBM SPSS Statistics 23 was used for all analyses.

Results

A total of 54 hospitals participated in the study. Of these, 28 (51.9%)
were academic hospitals and 26 (48.1%) non-academic hospitals.
Among them, 48 (88.9%) were coordinating hubs within the STEMI
network, 51 (94.4%) had cardiac catheterization facilities, and 32
(59.3%) had a cardiac surgery unit.

A total of 319 AMIs were registered during the 2020 week, with a
48.4% reduction (95% CI 44.6–52.5) compared with the equivalent
week in 2019 (P < 0.001), when 618 patients were hospitalized for
the same diagnosis (Figure 1). More detailed results are reported in
Table 1. Looking at single subgroups, weekly STEMI admissions were
reduced from 268 in 2019 to 197 in 2020 (26.5% reduction; 95% CI
21.7–32.3; P = 0.009). No difference was registered in mean patient
age (65.1% in 2019 vs. 66.5 in 2020; P = 0.495). Within the STEMI

Figure 1 Admissions for acute myocardial infarction across Italy.
The figure reports the number of admissions registered among
Italian cardiac care units (CCUs) during the week 12–19 March 2020,
in the midst of the COVID-19 emergency (yellow bars) and during
the same week of the previous year (blue bars) for comparison.

Figure 2 Case fatality rates for acute myocardial infarction. The
figure reports case fatality rates among patients admitted for AMI
during the week 12–19 March 2020, in the midst of the COVID-19
emergency (yellow bars) and during the same week of the previous
year (blue bars).
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Already during the initial outbreak, many healthcare workers

noticed a reduction in patient admissions for acute myocardial infarc-
tion (AMI), raising concern among cardiologists across Italy.

Methods

We conducted a multicentre, observational, nationwide survey aimed at
evaluating consecutive patients with AMI admitted to Italian intensive car-
diac care units (CCUs) throughout a 1 week period during the COVID-
19 outbreak in Italy: 12–19 March. The same data were also collected for
the equivalent week of 2019. All consecutive AMI patients admitted dur-
ing the 1 week window were included, independently of their age. AMI
was defined according to the Fourth Universal Definition of Acute
Myocardial Infarction.5 Major complications were defined as cardiogenic
shock, life-threatening arrhythmias, and cardiac rupture/ventricular septal
defect (VSD) or severe functional mitral regurgitation.

Data were analysed for two pre-specified groups of patients: (i) ST-
segment elevation myocardial infarction (STEMI); and (ii) non-ST-
segment elevation MI (NSTEMI). Additional analyses were planned on
patients with CCU admission for heart failure (HF), atrial fibrillation (AF),
failure of the implantable device (DF), and pulmonary embolism (PE),
even though the collection of these data was optional.

The Italian Society of Cardiology (Società Italiana di Cardiologia, SIC)
invited all affiliated and associated Italian hospitals to participate through
the CCU Academy network (https://www.sicardiologia.it/sito/publicFiles/
2019_11_27_Roma_UTIC%20programma.pdf) including academic and
non-academic hospitals with CCUs receiving AMI patients.

Data collection and data quality
Data on the number of patients admitted for each of the above-reported
diagnoses at CCUs were recorded, along with patients’ age and gender.
Collection of data about patients admitted for AMI in both 1 week peri-
ods in 2020 and 2019 was mandatory for participation in this survey.
Information on admission for HF, AF, DF, and PE was optional, together
with the total delay from symptom onset to coronary angiography and
the time from first medical contact to revascularization for STEMI
patients.

At each site, a coordinating investigator was responsible for screening
consecutive patients admitted to the CCU and for data collection. Data
were collected at single centres from their institutional records using
case report forms provided by the coordinating unit. Data on CCU
admissions and patient-related information were cross-checked against
records of catheterization laboratories and COVID-19 wards of the
same institution. Centres that did not use electronic records of admis-
sions were asked to verify data with their Department of Management.
After collection, participating centres submitted filled-in case report
forms to the coordinating unit at Magna Graecia University, in charge of
reporting all data onto the central electronic database. Data were finally
checked for missing or contradictory entries and for values out of the
normal range at the coordinating centre.

Statistical analysis
Categorical variables are presented as absolute numbers, percentages,
and risk ratio (RR) with 95% confidence interval (95% CI), and compared
by the v2 test. Continuous variables are presented as mean and standard
deviation (SD) and compared by the Student’s t-test, and weighted re-
gression analysis was used to assess the impact of factors on case fatality
and complication rates. IBM SPSS Statistics 23 was used for all analyses.

Results

A total of 54 hospitals participated in the study. Of these, 28 (51.9%)
were academic hospitals and 26 (48.1%) non-academic hospitals.
Among them, 48 (88.9%) were coordinating hubs within the STEMI
network, 51 (94.4%) had cardiac catheterization facilities, and 32
(59.3%) had a cardiac surgery unit.

A total of 319 AMIs were registered during the 2020 week, with a
48.4% reduction (95% CI 44.6–52.5) compared with the equivalent
week in 2019 (P < 0.001), when 618 patients were hospitalized for
the same diagnosis (Figure 1). More detailed results are reported in
Table 1. Looking at single subgroups, weekly STEMI admissions were
reduced from 268 in 2019 to 197 in 2020 (26.5% reduction; 95% CI
21.7–32.3; P = 0.009). No difference was registered in mean patient
age (65.1% in 2019 vs. 66.5 in 2020; P = 0.495). Within the STEMI

Figure 1 Admissions for acute myocardial infarction across Italy.
The figure reports the number of admissions registered among
Italian cardiac care units (CCUs) during the week 12–19 March 2020,
in the midst of the COVID-19 emergency (yellow bars) and during
the same week of the previous year (blue bars) for comparison.

Figure 2 Case fatality rates for acute myocardial infarction. The
figure reports case fatality rates among patients admitted for AMI
during the week 12–19 March 2020, in the midst of the COVID-19
emergency (yellow bars) and during the same week of the previous
year (blue bars).

2

Decrease and Delay in Hospitalization for Acute Coronary Syndromes During 
the 2020 SARS-CoV-2 Pandemic

Gioel Gabrio Secco
Can J Cardiol. 2020

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7242185/


Obesity Surgery

h-ps://doi.org/10.1007/s11695-020-04649-3 

LETTER TO THE EDITOR 

Behavioral Food Addic.on During Lockdown: Time for Awareness, Time to Prepare
the A@ermath
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procedures, outside emergencies, and cancer surgeries that
cannot be postponed. The exclusion of bariatric patients did
not curtail their desire to be treated; instead, their concerns for
bariatric surgery have grown consequently [3]. The waiting
list has and will expand. In the meantime, multidisciplinary
bariatric teams should not rest on their feet. Rather, the mobi-
lization through alternative methods should intensify, with
each speciality involved. Psychiatrists and nutritionists should
follow up and carefully target sensitive patients, vulnerable to
food misconduct. Endocrinologists and bariatric surgeons
should work on temporary medical management and draw
up action plans to efficiently provide care once routine estab-
lishes again.

Last but not least, it might be time for governmental pre-
vention programs to boost their fight against obesity. Without
mentioning once more the epidemic of obesity worldwide and
its downfall, this disease finds itself to be a risk factor for other
ones too often. Coronavirus infection did not differ: obese
patients have been associated with a higher risk of morbidity
and mortality. Several reasons for the increased lethality of
COVID-19 infection have been advanced going from the un-
controlled inflammatory cascade leading to and/or aggravat-
ing acute respiratory failure, the overexpression of ACE2—at
the heart of the debate on the COVID-19 pandemic [4]— in
adipose tissue, and the metabolic obesity-related comorbidi-
ties, namely type 2 diabetes and hypertension that have been
shown to be associated with increased disease severity and
mortality [5, 6]. However, deregulation of the renin/
angiotensin system in obese patients warrants some consider-
ation. Angiotensinogen is mostly produced by the liver in
normal physiology, whereas in obese individuals, white adi-
pose tissues take over a major part of its production, with a
subsequent abnormal increase of local and circulating levels
of the vasoconstrictor Angiotensin II [7]. In case of COVID-

19 infection, the renin/angiotensin counterregulatory axis, al-
so known as ACE2/Ang-(1–7)/Mas, cannot counteract the
deleterious effect of Angiotensin II on pulmonary and cardiac
structures and functionalities, due to a loss of function of
ACE2 by massive viral binding and internalization. In com-
parison to this physiopathology understood by doctors, global
awareness of obesity and its risks starts to expand among the
population.

In conclusion, concerns for food disorder and weight gain
are slowly gaining ground in our isolated populations.
Awareness among multidisciplinary bariatric teams has never
been more needed and effective health measures must be tak-
en, to avoid uncontrolled obesity and obesity-related comor-
bidity growth, and to prepare the aftermath following the re-
sumption of our routine. Once more, bariatric surgeons must
be in the center of the battle and stand ready to offer the right
care.
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Secondo la Commissione Europea, organizzatrice dell’EHTO 
(European Health Telema<cs Observatory), la telemedicina è 
“l’integrazione, monitoraggio e ges1one dei pazien1, nonché 
l’educazione dei pazien1 e del personale sanitario, usando sistemi 
che consentano un pronto accesso alla consulenza di esper1 ed 
alle informazioni del paziente, indipendentemente da dove il 
paziente o le informazioni risiedano”.

La telemedicina è un ramo dell’assistenza sanitaria : la 
COM(2008)689 della Commissione Europea, emanata il 4 
novembre 2008, nasceva per sostenere gli Sta< membri 
nella realizzazione di servizi di telemedicina. 



In Italia già nel 2007 la Regione Emilia Romagna, di concerto col 

Ministero della Salute e con diverse altre regioni italiane, aveva 

avviato l’Osservatorio Nazionale e-Care

Telemedicina fanno parte : 

• teleassistenza (chiamate d’emergenza rivolte 

prevalentemente ad anziani, disabili e persone fragili, in 

momenti di difficoltà),

• telesalute (rivolta prevalentemente a patologie croniche)

• telemedicina specialistica (tele visita, un tele consulto e 

tele cooperazione; rivolta patologie acute o croniche e 

situazioni di post-acuzie) 

• telemonitoraggio domiciliare, che è anche talvolta 

definito telemedicina secondaria.



Il telemonitoraggio domiciliare riguarda i 
pazienti normalmente cronici, che 
necessitano di essere appunto monitorati 
costantemente nei loro parametri vitali, 
come pressione, frequenza cardiaca, 
ossigenazione, glucosio nel sangue, etc.

App e le pia:aforme di telemedicina u;lizzabili e funzionan;:
•Visitamiapp di Pagine Mediche è sia app che pia:aforma online e me:e in conta:o pazien; e medici per 
prenotazioni di visite e servizi di telemedicina; c’è una sezione interamente dedicata al COVID-19;
•NexTelemed nasce per monitorare a distanza il dolore e gli effeI collaterali dei pazien; oncologici in Lombardia, 
che possono così essere segui; nelle cure di sostegno da medici e infermieri, senza dover rinunciare all’ambiente 
confortevole di casa, ogni qualvolta si presen; un problema;
•01health.it è una pia:aforma sempre aggiornata sulle ul;me tecnologie, sugli strumen; e sulle applicazioni 
dedica; alla salute e alla telemedicina;
•Tholomeus, cer;ficato dal Ministero della Salute, è un soOware web e ora anche una app per smartphone, che 
a:raverso l’u;lizzo degli strumen; diagnos;ci ;pici del telemonitoraggio domiciliare mira a tenere so:o controllo 
patologie croniche cardiovascolari, pneumologiche e metaboliche;
•Adilife.net è un’altra pia:aforma di telemedicina che me:e in conta:o medici e pazien; a distanza; anche Adilife 
ha una sezione interamente dedicata al Covid-19;
•TopDoctors è un portale specificatamente creato per me:ere in conta:o medici e pazien; tramite servizi di 
messaggis;ca e videochiamate. Psicologi, psichiatri, ma anche altre ;pologie di consulto che non necessitano di 
presenza fisica.

https://nextelemed.com/
https://www.01health.it/
https://www.tholomeus.net/Default.aspx
https://www.adilife.net/
https://www.topdoctors.it/






Progetto AMD sulla telemedicina per la gestione del 
diabete,deriva dalla necessità di riorganizzare 
l’assistenza per le patologie croniche, secondo i 
principi del “Chronic Care Model”. 



Telemedicina per il controllo del peso corporeo e comorbilità  



2019
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8-10 kg
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TC Addome

Diagnosi di invaginazione ernia interna
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Teleassistenza
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Abstract

Objective: The coronavirus pandemic has led to a dramatically different way of

working for many therapists working with eating disorders, where telehealth has

suddenly become the norm. However, many clinicians feel ill equipped to deliver

therapy via telehealth, while adhering to evidence-based interventions. This article

draws together clinician experiences of the issues that should be attended to, and

how to address them within a telehealth framework.

Method: Seventy clinical colleagues of the authors were emailed and invited to

share their concerns online about how to deliver cognitive-behavioral therapy for

eating disorders (CBT-ED) via telehealth, and how to adapt clinical practice to deal

with the problems that they and others had encountered. After 96 hr, all the sug-

gestions that had been shared by 22 clinicians were collated to provide timely

advice for other clinicians.

Results: A range of themes emerged from the online discussion. A large proportion

were general clinical and practical domains (patient and therapist concerns about

telehealth; technical issues in implementing telehealth; changes in the environ-

ment), but there were also specific considerations and clinical recommendations

about the delivery of CBT-ED methods.

Discussion: Through interaction and sharing of ideas, clinicians across the world

produced a substantial number of recommendations about how to use telehealth to

work with people with eating disorders while remaining on track with evidence-

based practice. These are shared to assist clinicians over the period of changed

practice.

K E YWORD S

cognitive-behavioral therapy, coronavirus, COVID-19, eating disorders, psychotherapy,

telehealth

1 | INTRODUCTION

On March 11, 2020, a coronavirus disease pandemic was declared by

the World Health Organisation (WHO). While this new virus (hereaf-

ter referred to as COVID-19) had first been identified several months

earlier, this declaration marked recognition that it was showing rapid

growth across many countries. Many governments focused their

efforts on reducing the risk of cross-infection, recommending and

enforcing social distancing (physical distance between individuals,

banning of meetings, cancellation of sporting fixtures, and closing of

schools, universities, shops, bars, restaurants, and workplaces).

This level of social isolation has had many social, economic and

health impacts. Among those impacts, many clinicians working with

outpatients with eating disorders have had to transfer from a norm of

face-to-face practice to delivering real-time treatment via videocon-

ferencing programs (ideally) or telephones, known as telehealth. For

many interventions, and particularly for psychological therapies, this

change to telehealth and the wider public concerns about the impact

of COVID-19 have required us to develop new ways of working at

very short notice. This change in practice means that there is a need

for substantial adaptability on the part of therapists, patients and

carers alike. At this stage in the spread of COVID-19 and our efforts

to contain and reduce it, the primary question that we are facing is:

what lessons do outpatient therapists need to learn about how to

adapt to telehealth methods?

Telehealth has been developed and shown to be effective broadly

(Backhaus et al., 2012). It has also been demonstrated that its effects

can be equivalent to those of face-to-face therapy in specific areas of

mental health, such as post-traumatic stress disorder (Acierno

et al., 2016, 2017; Morland et al., 2014, 2015; Yuen et al., 2015).

However, while telehealth is not new in the field of eating disorders,

its evidence base is less well developed. In part, this is because

evidence-based treatments have been predicated largely on face-to-

face contact (e.g., monitoring risk; the weighing of patients—Waller &

Mountford, 2015). There are some preliminary studies showing that

telehealth can be beneficial in treating eating disorders and obesity

(e.g., Abrahamsson, Ahlund, Ahrin, & Alfonsson, 2018; Anderson,

Byrne, Crosby, & Le Grange, 2017; Cassin et al., 2016; Giel

2 WALLER ET AL.
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Finanziamento 2020
 + 2 mld. (+1,7%) per il FSN
 + 2 mld. per edilizia sanitaria
 +,185 (abolizione superticket)

 Una accelerazione (+1,7%) rispetto 
all’1% medio dal 2000 in poi
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Prospettive
 Gap di spesa totale Italia vs Paesi EU-

Ante 1995 in crescita fino a -32,4%
 Gap di spesa pubblica vs EU-Ante 

1995 in crescita fino a -37,9%
 Gap di spesa privata vs EU-Ante 1995 

in riduzione fino al -9,9%
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Finanziamento post Covid

 + 1,41 mld. Decr. Marzo
 + 3,25 mld. Decr. Rilancio Italia

 In totale nel 2020 arrivano 6,85 mld.
 (oltre l’edilizia)

 Quindi 6%: in un anno più dei 5 
precedenti
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Destinazioni
 1,26 mld.
 territorio, inf. quartiere, domiciliare

 1,47 mld.
 Covid Hospital, PS, Terapie intensive e 

subintensive
 0,5 mld.
 personale nuove assunzioni, borse di 

specializzazione, incentivi
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Destinazioni (segue)
 0,18 mld.
 monitoraggio Covid

 0,74 mld.
 domiciliare (raddoppio under 65)

 0,34 mld.
 infermieri di quartiere

 +115% terapie intensive
 0,19 + 0,24 mld. 
 personale (incentivi + assunzioni)
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Variazioni dei principali indicatori di attività ospedaliera 
2015-2005
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Take home message
 Si creerà debito
 … che va restituito

 Il sistema sarà sostenibile solo se la 
spesa … sarà un investimento

 … con un rendimento positivo …
 … ovvero rendere possibile di erogare 

almeno quanto ora … ma con oneri 
inferiori
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Take home message
 Le misure ad oggi sono reattive
 … ma quale è il modello di SSN che si 

vuole perseguire?
 La programmazione è essenziale…
 Sono cambiati definitivamente i 

bisogni?
 Imparare dal passato: perché è fallito 

il processo di sviluppo del territorio?
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