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Abstract 

A debate is developing in Italy on the reform of the employment status of general practitioners. The dispute 
was prompted by the extraordinary resources the European Union has allocated to Italy on the condition of 
several structural reforms, among which lies the renewal of the primary care system. One of the most debated 
questions is whether general practitioners should become civil servants or remain autonomous workers. 
The issue is not only relevant to the quality and efficiency of primary care but is propitious for improving 
the legal certainty of this “hybrid figure” in Italian health law. The commentary suggests that, from a public 
law point of view, the employment status of civil servants better agrees with the foreseeable conditions of 
general practitioners working in Community Houses. In any case, national and regional policymakers must 
take into consideration possible controversies and litigation arising from an inappropriate qualification of 
the legal status of general practitioners in building the new system of Italian primary care.
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Introduction

A heated debate is shaping up in Italy 
on how to reform the national system of 
primary care (PC). The premises were 
set by the European Union 800 billion 
NextGenerationEU (NGEU) and the Italian 
government’s National Recovery and 
Resistance Plan (NRRP) that allocates the 
roughly 200 billion allotted to Italy. Among 

the several reforms envisioned in the NRRP, 
health care takes a prominent role, ranging 
from the hospitals’ technological update to 
the re-organization of the Scientific Institutes 
of Hospitalization and Treatment (Istituti di 
ricovero e cura a carattere scientifico) (1). 
However, hardly any health care intervention 
is more crucial to the NRRP than the 
reform of PC. In particular, the NRRP 
envisages the creation of 1288 Community 
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healthcare and legal area professionals (9, 
10).

Methods 

The keywords “primary care,” “general 
practitioners,” “Italy,” “community care,” 
have been variously combined and inserted 
into Google Scholar to single out relevant 
scholarship on the subject of Italian PC. 
Policy papers from the Organisation for 
Economic Co-operation and Development 
(OECD) on the Italian health care system 
and PC in general were also central in 
framing the legal context, as well as in 
pointing out best practices and guidelines on 
PC organization. Legal texts were consulted 
on the Normattiva website (11), while the 
GPs’ National Collective Contracts were 
taken from the SISAC website (12). Case 
law was sifted through in the Dejure legal 
database by searching the keywords “general 
practitioner” (medico di medicina generale) 
and “self-employed physician” (medico 
convenzionato) (13).

Results 

Primary care systems in OECD 
countries face several challenges, such as 
excessive avoidable hospital admissions, 
inappropriate antibiotic prescriptions, 
insufficient preventive tests for people 
in chronic conditions, and problems 
of coordination between primary care 
and specialized care (14). The OECD 
recommendations are various, ranging 
from enhancing the role of pharmacists to 
empowering patients, and strengthening 
implementation of digital services (14). 
However, no organizational intervention 
is more pivotal to the optimization of PC 
than the establishment of multi-disciplinary 
units where GPs work alongside other 
various health care professionals, from 

Houses (Case della comunità) defined as 
“structure[s] in which a multidisciplinary 
team will operate, composed of general 
practitioners, pediatricians, specialized 
physicians, community nurses, other health 
care professionals, and that could also 
comprise social workers” (2). 

In Italy, PC is essentially provided by 
general practitioners (GPs), pediatricians, 
and specialized outpatient physicians. 
Whenever they are unavailable (e.g., at 
night or during the weekends), PC is offered 
by the Service of Continued Assistance. 
While all these primary care actors could 
undergo relevant changes within the NRRP’s 
“healthcare renaissance” (1), the GPs’ 
employment status seems to be the real crux 
of the debate. Dedicated newspapers are 
filled with daily interventions and heated 
exchanges between GPs, union leaders, 
hospital physicians, and policymakers, as to 
the best way to reform the employment status 
of GPs (3-5). Reassurances by the Minister 
of Health that the GPs’ employment status 
“is not the heart of the debate” (6) failed to 
persuade both the GPs in favor, and those 
against, a possible reform (7, 8). 

This commentary aims at providing an 
overview of the legal issues involved in 
Italy’s current debate on primary care—
specifically, on the GPs’ employment 
status. Such an overview could hopefully 
allow foreign researchers to keep track of 
the Italian dispute and knowingly observe 
its unfolding. From a comparative health 
law perspective, this means replicating the 
achievements of the Italian PC reform and 
avoiding its pitfalls. At the same time, the 
article chimes in the debate by suggesting 
that more legal certainty is needed on the 
employment status of GPs and that an 
unclear legal framework of their role in the 
Community Houses will arguably lead to 
litigation and further dysfunctions. In this 
respect, emphasizing the possible adverse 
legal effects of health care legislation can 
be seen as part of an alliance between 
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specialized physicians to pediatricians, 
nurses, psychologists, social workers, and 
non-clinical support staff. OECD countries 
are thus exhorted to abandon the model of 
GPs running solo practices and introduce 
different forms of coordination between 
GPs, specialized physicians, and other 
healthcare professionals (14).

The problems outlined by the OECD are 
familiar to the Italian experience. In Italy, 
the antibiotics prescription rate in PC is 
exceedingly high (15), while coordination 
with hospitals is often dysfunctional—a 
situation that leads to a relevant number 
of avoidable hospitalizations (16). At the 
same time, the Italian health system is 
also acquainted with the policy solutions 
envisioned in the OECD publications. From 
the early 2000s, legislative reforms have 
increasingly encouraged team working with 
national collective agreements providing 
additional payments for GPs working in 
associated forms (17, 18). The Law no. 
189 of 2012—the so-called “Balduzzi 
Reform”—was particularly important in 
that it introduced innovative models of 
GPs’ multi-disciplinary aggregations (17). 
Moreover, in the last decade, several Regions 
have piloted multi-professional health care 
aggregations, such as the Health Houses 
(Case della Salute) (18). Results from these 
community-based centers are encouraging 
(19), as higher levels of primary care outcome 
have been registered in places where Health 
Houses were established (20-22).

Nonetheless, despite the incentives by 
the central government and the regional 
innovative models, multi-professional 
practice is still underdeveloped in Italy. While 
data from the National Health System shows 
that 68 % of GPs received compensation 
for taking part in some kind of associative 
model (23), other researchers point out that 
the percentage has not increased in the last 
years (24) and that only 47 % of GPs work 
in “group medicine” (medicina di gruppo) 
(25)—the most significant form of multi-

professional association. For these reasons, 
Italian PC is still mainly considered within 
the province of GPs working in solo or solo-
like practices (26-28). The NRRP aims at 
changing this situation by establishing a hub-
and-spoke system of Community Houses 
where teams of GPs, pediatricians, nurses, 
specialized outpatient physicians, and other 
health care and social service workers will 
work together to address the PC needs of the 
local population (2).

However, an obstacle seems to stand 
in the way of the reform of primary care: 
the employment status of GPs. In Italy, 
physicians are either civil servants, private 
employees working in health care private 
facilities, or self-employed professionals. 
GPs, nonetheless, have a hybrid legal status: 
they are self-employed professionals but are 
remunerated by the government through a 
financial system of capitation and fee-for-
service (17, 18). Their contract, in other 
words, is not with the patients or a private 
employer, but with the government.

While not exclusive to GPs, this hybrid 
legal regime has been the source of important 
legal disputes that have eventually blurred the 
difference with civil servants. For example, 
for some time the local health units (LHUs) 
were not held responsible for GPs’ damages, 
as they were considered fully autonomous 
workers (29). In recent times, however, 
Italian courts have extended civil liability 
so as to make local health units’ accountable 
(30). Moreover, the GPs’ unions’ national 
collective compact of 2005 and its subsequent 
amendments have consistently reaffirmed 
the disciplinary powers of the LHUs over 
GPs (31-36). And while it is still stated 
that “public authorities [do not exercise] 
any authoritative power on [GPs], besides 
that of control” (37), some forms of public 
direction apply also to them: for example, the 
GPs must participate in continuous medical 
education, just as physicians working as 
civil servants (32). Furthermore, through 
the pharmaceutical plan (piano terapeutico) 
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(37). As it is unlikely that GPs will retain 
significant organizational independence in 
Community Houses, they will lose another 
level of autonomy in favor of LHUs. In this 
sense, the GPs’ status of civil servants seems 
to flow naturally from their stationing in the 
NRRP’s Community Houses.

Given the unions’ staunch resistance 
to shifting toward the employed working 
status, Italian policymakers may be tempted 
to resort to some legerdemain to win 
over their approval while simultaneously 
modifying the primary care system—thus 
obtaining the 7 billion of NGEU funds that 
depend on the reform of Italy’s primary 
health. Most notably, the self-employed 
status could be maintained for all GPs if 
the concrete obligations that come with the 
status were to be so stretched, as to bestow 
on GPs duties and constraints that currently 
apply only to civil servants. By doing so, 
Italian policymakers will dodge the unions’ 
accusation of removing the self-employed 
status, while at the same time realizing the 
objective of compelling GPs into Community 
Houses. 

However, legal reasons advise against 
any kind of chicanery in addressing the GPs’ 
working status. Maintaining a self-employed 
status for GPs working in Community Houses 
would likely increase litigation since GPs 
working in Community Houses are at risk of 
suffering detrimental effects from enduring 
in a “hybrid” regime of employment. In fact, 
they could find themselves practicing in a 
de facto civil-servant fashion while missing 
on the benefits that normally comes with the 
status (e.g., the severance pay, the thirteen-
month salary, etc.). As it happens, their 
differentiation from specialized physicians 
working as civil servants would arguably 
contrast with the Italian Constitutional 
Court’s interpretation of Article 3 of the 
Constitution under which equal cases should 
be treated alike (41-43)—the so-called 
“Reasonableness Criterion” (44-46).

Short-circuiting the harsh process of 

the Italian Medicines Agency influences the 
GPs’ prescriptive activity (38).

Within this framework, the NRRP 
establishment of Community Houses could 
be the final nail on the coffin of GPs’ self-
employment. In fact, GPs are expected to 
be the first and foremost workforce in the 
NRRP’s multi-professional structures (2). 
The organizational independence of GPs 
would thus naturally subside. Would it then 
be possible to consider as “self-employed” 
workers that are stationed by law in public 
facilities, are paid by the government and 
are amenable to various forms of control and 
direction from LHUs? A positive answer is, 
to say the least, dubious.

A straightforward way to avoid legal 
uncertainty would be making all GPs 
civil servants, but unions seem almost 
unanimously against this solution (8, 
39). To some extent, however, it may be 
unavoidable. In fact, even if regional and 
national policymakers yielded to the unions’ 
requests and refrained from formally 
employing all GPs, it would seem at least 
necessary to limit the self-employed regime 
to those practicing outside the Community 
Houses (i.e., those that will continue to 
work in standalone fashion in rural zones, 
where the opportunity costs in building new 
Community Houses may be negative). But as 
to the GPs stationed in Community Houses, 
their status seems apparently at variance 
with the features that the law requires for 
self-employment. 

In Italian labor law, in fact, workers 
are either subordinate (i.e., employees) 
or autonomous (i.e., self-employed), the 
boundary line being that autonomous 
workers do not entertain a subordination 
relationship toward an employer (40). 
This means that self-employed workers 
are not subject to an employer’s directive, 
organizational or disciplinary powers. 
Because of already existing powers of 
control, discipline, and direction, GPs have 
been considered “parasubordinate workers” 
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convincing, or neglecting, those resistant to 
change in the GPs’ employment status could 
thus lead to a fragmented, uncertain legal 
framework that would only fill the dockets of 
Italian courts and potentially harm the GPs 
themselves. In this respect, whatever decision 
will be taken on the GPs’ employment status, 
national and regional policymakers in Italy 
must take into consideration the ensuing 
legal effects, since GPs’ working conditions 
that resemble those of civil servants—and 
yet legally framed as self-employed—would 
hardly pass judicial scrutiny. 

Discussion and Conclusions

Improving primary care in Italy is a multi-
faceted goal that requires interconnected 
policy interventions. It would be superficial, 
therefore, to assume that all boils down to 
the issue of GPs’ employment status. To 
name just one related issue, it seems of 
the utmost importance that post-graduate 
education of GP trainees be administered 
by Italian universities in line with all other 
postgraduate medical specializations, as 
several scholars have already stressed 
(47-50). Within the current legislative 
framework, in fact, regions are responsible 
for the three-years postgraduate course 
to become GP, and teaching is thus not 
necessarily provided by universities or 
similar higher-education institutions (51-
53). Furthermore, the presence of GPs’ 
unions and scientific societies in the courses’ 
organization has been recently decried by the 
press on grounds of quality and conflict of 
interests (54-55).

At the same time, the employment 
status of GPs remains a crucial part of 
the reform of Italian primary care. If 
anything, clarifying the GPs’ employment 
status would foster legal certainty, which 
is a well-known determinant of the rule 
of law (56) and in turn of every well-
performing social community (57). As the 

organizational conditions of GPs working in 
the NRRP-envisioned Community Houses 
seem incoherent with the self-employed 
status GPs have historically had in Italy, 
it may be legally sensible to qualify them 
as civil servants. An implausible legal 
qualification, in fact, could be conducive to 
a spike in litigation—because, for example, 
GPs working in Community Houses may 
rightfully demand the extension of benefits 
traditionally applying only to civil servant 
physicians. Avoiding numerous legal issues 
seems in and of itself a significant reason 
to overcome the current legal framework 
with a clear-cut, albeit uncompromising, 
solution. 
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Riassunto

Lo status giuridico dei medici di medicina generale 
all’alba della nuova assistenza primaria italiana

Nella sanità italiana è in atto un vivace dibattito sulla 
possibile revisione dello status giuridico dei medici di 
medicina generale. La discussione è occasionata dagli ec-
cezionali fondi che l’Unione europea ha attribuito all’Ita-
lia a condizione di riforme strutturali tra cui, appunto, 
il rinnovamento del sistema di assistenza primaria. Una 
delle questioni più dibattute concerne la trasformazione 
dei medici di medicina generale in dipendenti pubbli-
ci, ovvero la conservazione dello status di lavoratori 
autonomi, sebbene “parasubordinati.” Tale circostanza 
non è rilevante soltanto per la qualità e l’efficienza 
dell’assistenza primaria ma può rappresentare anche un 
momento per dare maggiore certezza giuridica ad una fi-
gura “ibrida” del diritto sanitario italiano. Nel contributo 
si conclude che, da un punto di vista giuspubblicistico e 
costituzionale, il rapporto di lavoro dipendente è quello 
che meglio si attaglia alle verosimili condizioni lavo-
rative dei medici di medicina generale nelle Case della 
comunità. A livello generale, in ogni caso, è opportuno 
che legislatore nazionale e regionale tengano in adeguata 
considerazione i possibili riflessi legali e giudiziali della 
ridefinizione giuridica dei medici di medicina generale 
nel nuovo sistema di assistenza primaria italiana.



436 S.R. Vinceti et al.

References

1. 	 Filippini T, Vinceti SR. Italian National Recov-
ery and Resilience Plan: a Healthcare Renais-
sance after the COVID-19 crisis? Recovery and 
Resilience beyond COVID-19. Acta Biomed. 
2021; 92(S6): e2021463. 

2. 	 Governo italiano. Piano Nazionale di Ripresa 
e Resilienza [Internet]. www.governo.it. 2021 
[cited 2021 Sep 19]. Available on: https://
www.governo.it/it/articolo/piano-nazionale-di-
ripresa-e-resilienza/16782.

3. 	 Per una medicina generale veramente al pas-
so coi tempi - Quotidiano Sanità [Internet]. 
[cited 2021 Oct 29]. Available on: https://www.
quotidianosanita.it/studi-e-analisi/articolo.
php?articolo_id=98060.

4. 	 Sulla medicina generale più slogan che co-
noscenza. Una lettera dal Portogallo da un 
medico italiano - Quotidiano Sanità [Internet]. 
[cited 2021 Oct 29]. Available on: https://www.
quotidianosanita.it/lettere-al-direttore/articolo.
php?articolo_id=99203.

5. 	 La medicina generale in Italia, dal medico di 
fiducia dei cittadini ai medici subordinati ai 
palazzi? - Quotidiano Sanità [Internet]. [cited 
2021 Oct 29]. Available on: http://www.quo-
tidianosanita.it/lettere-al-direttore/articolo.
php?articolo_id=99066.

6. 	 Speranza alla Fimmg: “Dipendenza medici 
di famiglia non è il cuore della vicenda. Ora 
al lavoro per integrazione mmg con resto del 
Ssn.” E annuncia: “Più risorse per il Fondo 
sanitario” - Quotidiano Sanità [Internet]. http://
www.quotidianosanita.it/. 2021 [cited 2021 Oct 
28]. Available on: http://www.quotidianosanita.
it/governo-e-parlamento/articolo.php?articolo_
id=98795.

7. 	 Lettera aperta a Speranza: “La dipendenza per 
i medici di famiglia è il cuore della vicenda”- 
Quotidiano Sanità [Internet]. http://www.quoti-
dianosanita.it/. 2021 [cited 2021 Oct 28]. Avail-
able on: http://www.quotidianosanita.it/lavoro-
e-professioni/articolo.php?articolo_id=98978.

8. 	 Non vogliamo diventare impiegati, no alla dipen-
denza dei medici di famiglia - Quotidiano Sanità 
[Internet]. http://www.quotidianosanita.it/. 2021 
[cited 2021 Oct 28]. Available on: http://www.
quotidianosanita.it/lettere-al-direttore/articolo.
php?articolo_id=99170.

9. 	 Costantino C, Mazzucco W, Restivo V, et al. 
Proposal for an Alliance Between Healthcare 

and Legal Area Professionals for Shared Public 
Health and Preventive Strategies in Italy and 
Europe. Front Public Health. 2020 Jul 23; 8: 
324. doi: 10.3389/fpubh.2020.00324.

10. 	 Vinceti SR. (in press) COVID-19 Compulsory 
Vaccination of Healthcare Workers and the Ital-
ian Constitution. Ann Ig. 2021 Oct 11. doi: 
10.7416/ai.2021.2468. Epub ahead of print. 

11. 	 Normattiva [Internet]. [cited 2021 Oct 27]. Avail-
able on: https://www.normattiva.it/

12. 	 SISAC - Struttura Interregionale Sanitari Conven-
zionati [Internet]. [cited 2021 Oct 27]. Available 
on: https://www.sisac.info/anteprimaNewsHome.
do?tipo=WEB&idArea=201011221610481056&
idNews=20200623101814808.

13. 	 Giuffrè - DeJure [Internet]. [cited 2021 Oct 27]. 
Available on: https://dejure.it/#/home.

14. 	 OECD. Realising the Potential of Primary Health 
Care [Internet]. OECD; 2020 [cited 2021 Sep 
18]. (OECD Health Policy Studies). Available 
on: https://www.oecd-ilibrary.org/social-issues-
migration-health/realising-the-potential-of-
primary-health-care_a92adee4-en.

15. 	 OECD. Health at a Glance: Europe 2020. State of 
Health in the EU Cycle. OECD, 2020. 236 p. 

16. 	 Ministero della Salute. Rapporto annuale sull’at-
tività di ricovero ospedaliero: Dati SDO 2019 [In-
ternet]. 2020 [cited 2021 Oct 28]. Available on: 
https://www.salute.gov.it/portale/documentazi-
one/p6_2_2_1.jsp?lingua=italiano&id=3002.

17. 	 Ferrè F, Belvis A, Valerio L, et al. Italy: Health 
System Review. Health Syst Transit. 2014; 164: 
1-168. 

18. 	 OECD. OECD Reviews of Health Care Quality: 
Italy 2014 Raising Standards: Raising Standards. 
OECD Publishing, 2015. 197 p. 

19. 	 Armeni P, Compagni A, Longo F. Multiprofes-
sional Primary Care Units: What Affects the 
Clinical Performance of Italian General Practi-
tioners? Med Care Res Rev. 2014 Aug; 71(4): 
315-36. doi: 10.1177/1077558714536618.

20. 	 Odone A, Saccani E, Chiesa V, et al. The imple-
mentation of a Community Health Centre-based 
primary care model in Italy. The experience of 
the Case della Salute in the Emilia-Romagna 
Region. Ann Ist Super Sanita. 2016; 52(1): 70-7. 
doi: 10.4415/ANN_16_01_13.

21. 	 Shaw SE, Meads G. Extending primary care: 
potential learning from Italy. Prim Health Care 
Res Dev. 2012 Oct; 13(4): 289-93. doi: 10.1017/
S1463423612000011.

22. 	 Barsanti S, Bonciani M. General practitioners: 



437General Practitioners’ legal status in Italy

Between integration and co-location. The case 
of primary care centers in Tuscany, Italy. Health 
Serv Manage Res. 2019 Feb; 32(1): 2-15. doi: 
10.1177/0951484818757154. Epub 2018 Mar 7.

23. 	 Ministero della Salute. Annuario statistico 
del servizio sanitario nazionale - anno 2019 
[Internet]. 2021 [cited 2021 Oct 28]. Avail-
able on: https://www.salute.gov.it/portale/news/
p3_2_1_1_1.jsp?lingua=italiano&menu=notizie
&p=dalministero&id=5523.

24. 	 Rapporto Oasi 2020. Osservatorio sulle aziende 
e sul sistema sanitario italiano. EGEA, 2020. 723 
p. 

25. 	 Rapporto Oasi 2019. Osservatorio sulle aziende 
e sul sistema sanitario italiano. EGEA, 2019. 696 
p. 

26. 	 Amelung V, Stein V, Goodwin N, Balicer R, 
Nolte E, Suter E. Handbook Integrated Care. 
Springer, 2017. 578 p. 

27. 	 Kurotschka PK, Serafini A, Demontis M, et al. 
General Practitioners’ Experiences During the 
First Phase of the COVID-19 Pandemic in Italy: 
A Critical Incident Technique Study. Front Pub-
lic Health. 2021 Feb; 9: 623904. doi: 10.3389/
fpubh.2021.623904. 

28. 	 Marcadelli S, Stievano A, Rocco G. Policy pro-
posals for a new welfare: the development of the 
family and community nurse in Italy as the key 
to promote social capital and social innovation. 
Prim Health Care Res Dev. 2019 Jun 28; 20: 
e109. doi: 10.1017/S146342361800083X. 

29. 	 Supreme Court of Cassation, criminal, IV sec., 
judgment no. 44326. 2003. 

30. 	 Supreme Court of Cassation, civil, III sec., 
judgment no. 6243. 2015. 

31. 	 Accordo Collettivo Nazionale per la disciplina 
dei rapporti con i medici di medicina generale. 
Mar 23, 2005.

32. 	 Accordo Collettivo Nazionale per la disciplina 
dei rapporti con i medici di medicina generale. 
Jul 29, 2009.

33. 	 Accordo Collettivo Nazionale per la disciplina 
dei rapporti con i medici di medicina generale. 
Jul 8, 2010.

34. 	 Accordo Collettivo Nazionale per la disciplina 
dei rapporti con i medici di medicina generale. 
Jun 21, 2018. 

35. 	 Accordo Collettivo Nazionale per la disciplina 
dei rapporti con i medici di medicina generale. 
Jun 18, 2020. 

36. 	 Accordo Collettivo Nazionale per la disciplina 
dei rapporti con i medici di medicina generale. 

Oct 30, 2020.
37. 	 Supreme Court of Cassation, united sections, 

judgment no. 20344. 2005. 
38. 	 Medea G. Piani Terapeutici e malattie croniche 

territoriali: una storia infinita. Riv Soc Ital Med 
Gen. 2019; 26(1): 7-9. 

39. 	 “Dipendenza per i medici di famiglia? Se passa 
lascio la professione. Per far funzionare le Case 
della Comunità servono i Micro team di mmg.” 
Intervista al segretario Fimmg Silvestro Scotti 
- Quotidiano Sanità [Internet]. http://www.quoti-
dianosanita.it/. 2021 [cited 2021 Oct 28]. Avail-
able on: http://www.quotidianosanita.it/lavoro-
e-professioni/articolo.php?articolo_id=98771.

40. 	 Digennaro P. Subordination or subjection? A 
study about the dividing line between subordinate 
work and self-employment in six European legal 
systems. Labour and Law Issues. 2020; 6(1): 
1-47. doi: 10.6092/issn.2421-2695/11254.

41. 	 Italian Constitutional Court, judgment no. 111. 
1981. 

42. 	 Italian Constitutional Court, judgment no. 3. 
1957. 

43. 	 Italian Constitutional Court, judgment no. 15. 
1960. 

44. 	 Barsotti V, Carozza PG, Cartabia M, Simoncini 
A. Italian Constitutional Justice in Global Con-
text. Oxford University Press, 2016. 329 p. 

45. 	 Perlingieri G. Reasonableness and Balancing in 
Recent Interpretation by the Italian Constitution-
al Court. Italian Law J 2018; 4(2): 385-420. 

46. 	 Morrone A. Constitutional Adjudication and the 
Principle of Reasonableness. In: Bongiovanni 
G, Sartor G, Valentini C, eds. Reasonableness 
and Law [Internet]. Dordrecht: Springer Nether-
lands; 2009 [cited 2021 Oct 28]. p. 215–42. (Law 
and Philosophy Library). Available on: https://
doi.org/10.1007/978-1-4020-8500-0_10.

47. 	 Cegolon L, Heymann WC, Lange JH, Xodo 
C. Improving Italian general practice training: 
the role of academia. BJGP Open. 2017 Jun 
14; 1(2): bjgpopen17X100989. doi: 10.3399/
bjgpopen17X100989.

48. 	 Garattini L, Padula A. Urgent reforms for general 
practice in Italy. Eur J Intern Med. 2019 Jun; 
64: e17. doi: 10.1016/j.ejim.2019.04.004. Epub 
2019 Apr 20.

49. 	 Colombo A, Parisi G. Seeking identity in primary 
care. A survey on GPs trainees in Lombardy. 
Eur J Intern Med. 2019 Jun; 64: e14-6. doi: 
10.1016/j.ejim.2019.03.015. Epub 2019 Apr 3.

50. 	 Badinella Martini M, D’Ascenzo F, Zaninelli 



438 S.R. Vinceti et al.

A, Garattini L, Mannucci PM. The dark age of 
Italian general practice research – An Italian 
matter. Eur J Intern Med. 2020 Mar; 73: 98.9. 
doi: 10.1016/j.ejim.2019.12.002. Epub 2019 Dec 
13.

51. 	 Repubblicana italiana. Decreto Legislativo [Inter-
net]. 368 Aug 17, 1999. Available on: https://www.
normattiva.it/uri-res/N2Ls?urn:nir:stato:decreto.l
egislativo:1999;368~art40!vig=#:~:text=1.,e%20
istituzioni%20pubbliche%20e%20private.

52. 	 Repubblica italiana. Decreto Legislativo [Inter-
net]. 277 Jul 8, 2003. Available on: https://www.
normattiva.it/uri-res/N2Ls?urn:nir:stato:decreto.
legislativo:1999;368~art40!vig=#:~:text=1.,
e%20istituzioni%20pubbliche%20e%20pri-
vate.

53. 	 Ministero della Salute. Decreto [Internet]. Mar 
7, 2006. Available on: https://www.gazzettauf-
ficiale.it/eli/id/2006/03/13/06A02595/sg.

54. 	 Gabanelli M, Gerevini M, Ravizza S. Medici 
di base, inchiesta sulla loro lobby di potere | 
Milena Gabanelli [Internet]. Corriere della Sera. 

2021 [cited 2021 Oct 27]. Available on: https://
www.corriere.it/dataroom-milena-gabanelli/
medici-base-famiglia-inchiesta-lobby-potere-
sindacati-sanita-salute-corsi-formazione-fimmg-
simg-snami-conflitto-interesse-corporazione-
dottori-prestazioni-pazienti/866e4bda-1956-
11ec-af75-f327f3924e85-va.shtml.

55. 	 Gabanelli M, Gerevini M, Ravizza S. La lobby 
che governa i medici di famiglia | La diretta 
di Milena Gabanelli [Internet]. Video: ultime 
notizie - Corriere TV. 2021 [cited 2021 Oct 27]. 
Available on: https://video.corriere.it/lobby-che-
governa-medici-famiglia/8c83465a-1ab5-11ec-
8604-8b77798ec285.

56. 	 Maxeiner JR. Some Realism about Legal Cer-
tainty in the Globalization of the Rule of Law. 
Houst J Int Law. 2008; 31(1): 27-46. 

57. 	 OECD. Government at a Glance 2021 [Inter-
net]. Paris: OECD; 2021 Jul [cited 2021 Oct 
26]. Available on: https://www.oecd-ilibrary.
org/governance/government-at-a-glance-2021
_73c2f7e9-en.

Corresponding Author: Silvio Roberto Vinceti, Department of Law, University of Modena and Reggio Emilia (UNI-
MORE), Modena, Italy 
e-mail: silvioroberto.vinceti@unimore.it


