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1. Background
"The latest directive about cross-border mobility (n. EU 2011/24 of 9.3.2011) is the first step towards a more open and advanced health care system concept" (PELLISSERO G. – SCUDIERO L. 2011). 
This leads to horizons of health welfare assets destined to overcome the known health care conditions and forms on national basis, in compliance with the general principles of the free workers and labour mobility according to the doctrine of the EC Treaties, on the recommendation of the European Court of Justice evidence. 
It should be recalled that the Court has undertaken and implemented Community legislation over the years, with force and continuity of decision, with the abolition of discriminations due to the importance given to nationality. 
Building on the judgment of the Court of Justice 2/74 (REYNERS) of 1st June  1974, underpinned by subsequent statements, national regulations which require a specific nationality to belong to a specific country to access and to exercise a given profession or calls for different access and exercise conditions depending on the nationality, are not recognized legally enforceable within the EU framework, with the related formulation and adoption of special guidelines aimed to coordinate the pertinent national legislation (New Reality Papers, 1979). 
Within these frameworks, as regards Italy, it should be remembered and recalled "The collection of Italian and EU legislation on free worker mobility within the health area" regarding the lines of coordination of the Ministry of Health (Directorate-General of Hospitals; CASTORINO S. -CIVIDINO MG - G. Leonardi 1995); the organisation of responsibilities and operative procedures 
of  the diarchy State / Regions building on the reviews of competence by Tagliabracci A. (19 6) and sim; considerations and updated integrations shown by Bertinato Ronfini and L. F. (2005). 
Those shared strategies have lead to the spread of the values, the meaning and the method of  the British National Health Service (NHS) within the EU member states, activating the rules of  "FREEDOM OF INFORMATION ACT", a law establishing the right of access for British citizens to all information related to the quality of health system provision, with direct reference to the professional qualities. 
It is therefore consolidated and standardised the milestone for freedom of care and freedom of treatment as the citizen’s inalienable right, both as with regard to the choice of the place where to receive care and the choice of the physician/physician team, in a way no longer limited to citizenship status, but extended to all Member States of the EU Region. 
This vision and the evolution dynamics of the processes and procedures of care confluence across the Member States, recall NYE BEVAN’s philosophy and thought, founder of the English NHS: "No society can legitimately call itself civilized if a sick person is denied medical aid because of lack of means. Society becomes more wholesome, more serene and spiritually healthier if it knows that its citizens have at the back of their consciousness the knowledge that not only themselves, but all their fellows have access, when ill, to the best that medical skill can provide. "
Nowadays it should be underlined that health systems are presented with training, programming and organization connotations, with operational methodology, pictures and innovative paths with respect to the common roots that have led to and supported the origins, the identity, the social and political role of culture and investigation of public health and health care. 
Taking into account the current globalisation of economy and trade, health systems as well are participants and protagonists of a healthcare market which expresses and manifests its future and progress into a defined trend towards extended connections and not only intra-national, but cross-border network. For the health of every nation, this means that the world of culture, especially the one of medical sciences and biotechnologies, through the media aimes at achieving a cooperated quest of the highest possible quality, according to life and human health expectancy.

1.1 Public health and health care according to WHO and EU vision 


“Health” claims the legislator of the III ° Republican year "is a primary good, but it is also a citizen’s right and duty and, therefore, its protection cannot be left to the medical knowledge ----- (Catananti C., 1999). Hence, according to the evolution of medicine and science co-protagonist in knowing and doing, health protection is institutional competence of the state, which performs these complex tasks by defining planning and organising public health systems and services.  
Public Health "exists as organized effort of society and is "a functional requirement of the modern society and economic systems by which is governed "(Panà A.- A. Muzzi, 2001). According to the classical WHO definition (TRS 533, 1973, p.6), Public Health "includes all health concerns of the entire population, the state of health, environmental health, health services, the administration of health care services".

Public health is and represents "a social and political activity aimed at improving health, prolonging life and improving quality of life of the whole population through health promotion, disease prevention and other health interventions (Muzzi A .- Panà A., 2012).

The direct relationship with the individual and the population is developing across the functional types of health care "that includes not only the acute and chronic care for the patient, but also rehabilitation, health maintenance, disease and disability prevention, health education (EURO 4408.1972 p.4; TRS 499.1972 p.6). The EU Directive 2011/24 article 3 letter A gives the definition of "health care" as: "the services provided by healthcare professionals to patients to assess, monitor and restore their state of health, including the prescription, dispensation and provision of medical drugs and devices. "
The rules for implementation of the goals are accomplished with "differentiated care" which means "a system in which patients are grouped according to the intensity of their need of assistance determined by the degree of illness, rather than the type of medical specialty," to various kinds of organisation according to the different national legislations (EURO l966,327, p. 21).

Composition and qualification of care in terms of their legal and technical profile is not limited to mere diagnostics and therapeutics, but also extends to protection obligations, and taking over of situations and needs with social content (L. Renzulli, 2012) . 

If we foucus on a patient-centred healthcare system, lines of intra-reaction that make up the variable parts of the applications and the operations in their mutual correlations and integrations, concern the type of diseases in their graduation, all the health professions within the healthcare network that is developed according to the continuity of care pillars and methods through the levels of community, intermediate and hospital care. 
The letter F article 3 of Directive 2011/24 EU explains the notion of health care professional, "the doctor, the nurse responsible for general care, the dentist, the midwife, the pharmacist within the meaning of Directive 2005/36 EC or another professional exercising activities within the healthcare sector, access to which is restricted to a regulated profession as defined in article 3 § 1 letter a of Directive 2005/36 EC or a person considered health care professional in accordance with the legislation of the Member State of care ". 
The organization of the health care that considers "the patient at the centre of care," develops over time the relationship of the disease classes (acute illness, chronic illness EURO 1965.295, p 4; crippling disease EURO 4913/2 p. 4.1971) with regard to the mode of patient’s care pathways (patient: any person who asks to receive or receives healthcare in a Member State - EU Directive 2011/24, Article 3, letter H; inpatient / hospitalized: TR261, l963.p.15, outpatient and day patient: WHO-MHO / PA 170.62) in the distribution of healthcare services within public health program and organises the health care delivery within a community or hospital-based system. 

1.2 Quality and safety of care 

Principles, methods and core values are recalled by the "Safety and quality of care" (Preamble, paragraph 20), the "improvement of  the standards of quality and safety '(Preamble, paragraph 22), to a "safe and high quality cross-border healthcare " (general provisions, art. 1, para I °) in the EU Directive 2011/24, in accordance with the EU Charter of Fundamental Rights of Health Protection (Article. 35), building on the broader vision of the link with life and workplace in compliance with the recommendations "Patient's rights have no borders" which state the citizen’s inalienable rights of the, in particular the ill citizen: 

1) Rights and preventive measures; 2) Right of access; 3) Right to information 4) Right to consent; 5) Right to freedom of choice; 6) Right to privacy and to free confidentiality: 7) Right to respect patients' time; 8) Right to respect quality standards; 9) Right to safety; 10) Right to innovation; 11) Right to avoid unnecessary suffering and pain; 12) Right to a personalised treatment; 13) Right to complain; 14) Right to compensation. 

WHO interprets the quality of care as provision of services that ensure that "every patient receives the set of diagnostic and therapeutic actions lead to the best outcomes in terms of health, taking into account the current state of scientific knowledge, with the least possible cost and minor iatrogenic risks, obtaining his satisfaction with the interventions received, the results obtained and to human interactions had within the health system."
The quality of care, meant as the capacity to improve the individual’s the health status (and the community) in adherence to the evolution of technologies, the available resources, the shared levels of social culture, represents the common reference value of the organizational and functional modulated expression of a modern and efficient healthcare system and of the individual available facilities. 
Determinants of quality in health care are generally made by integrated security factors, interdependent and multi-disciplinary in training, execution and sanitary procedures. 
A trim of institutional relations and international reference has recently been proposed by Renzulli L. (2011) with the recall and analysis of guidelines, recommendations, resolutions, conferences over the years by considering the synergies gained in the broadest meaning of the human health according to the shared vision of  global health (DE LEO G - RENZULLI L. 2014). .
In order to have the most adequate safety conditions in healthcare latu sensu, and then the good governance of the related production systems of health activities in the domain of quality the "clinical governance" practices are recognized and appreciated that is "in the context where health services are responsible for continuous improvement of the care quality  and maintain high levels of performance by creating an environment that fosters the clinical excellence "(A first class service quality in the new National health Service, UK). 
In this framework, the objectives n.31 it should be recalled and considered (Good use of health technologies) and n. 38 (Ensuring the quality of performance) as outlined in the WHO European regional strategy for health for all since 1985 (WHO - Regional Office for Europe; TARGETS for health for all, WHO - Regional Bureau de l'Europe, The cadre politique de la santé pour tous européenne pour la region de 1'OMS - Serie européenne de la Santé pour tous 6/1999 - Copenhagen).

Therefore, the clinical governance is defined as the modes and the means through which clinical and care procedures based on appropriateness and effectivenes-based and evidence-based practices are realized and implemented, in a structural context provided with technologies and features calibrated on the development of care pathways. 
It is well-acquired that clinical governance is given by the implementation of determinants of quality represented by professional quality, perceived quality, efficiency of the system, risk management. Professional quality outlined both as professional individual capacity (in doctrine and experience) to think and to act, and as a set of intra-reaction and communication skills among the involved professions, cannot be separated from the activation of a dual health professional-patient relationship, which is expressed by the implementation of a tutor function (charge, care manager) assuring a humanized and personalized treatment of care providing in the framework of shared supervision established in prevention and control programs of clinical risk, meant as possibility of clinical diagnostic error, rehabilitative aid-originated even with contributory causes to  structural,  technological, organizational conditions (ISO 9000 vision .. 200 §8.3 - under control of non-conforming products; Renzulli L. 2012 A and B). 
Processes and procedures for monitoring the quality of the risk management professional quality ranks as a priority level of attention to research and development and those aspects for the medical profession have been several times and even recently emphasized into formal acts such as "The seven principles of TAVISTOCK; The European Charter of the medical profession; The map of San Remo of European doctors in the synthesis formulated and defined with the "Charte Européenne d'ETHIQUE medical" (The profession 11/2011) (L. Renzulli, 2011) 

2. Presentation of San Donato Group (GSD)
The enactment and implementation of the directive on the free movement of patients (as well as the one affecting professions) introduces and promotes a strong power of integration among nations by making a change of thought, culture, civilisation towards expected synergies, between the EU Member States.
Staff training, in particular multilingual staff,  is the operational objective with referral to the spread of knowledge of procedures and innovations introduced by the EU Directive 24/2011. 
Furthermore, Group IRCCS has capacity of enterprise and can stipulate bilateral and multilateral conventions, especially with neighbouring states of  Lombardy Region, not only concerning direct assistance, but also research and education for health professions. 
Last but not least, this is valid not only for the healthcare system and social and health safety, but also applies to the most extensive dynamics and diversified topics. 
We conclude now recalling LOUIS ARMAND’s thought (1905-1971): "We do not have to prepare to change once and for all, but we have to learn to modify ourselves to go always hand in hand with reality."

2.1 IRCCS Policlinico San Donato Identikit

Mission

Policlinico San Donato was founded in 1969 and it ranks among the foremost cardiosurgery authorities across Italy, being the referral centre for cardiosurgery interventions with more of 1500 per year. Besides, the institution is one of the major cardiosurgical certainties which has activated and maintained an international cooperation network.
Assistance

Policlinico San Donato counts with 430 accredited beds of which 45 belong to the intensive care unit area, 152 to the surgery area and 233 to the medical area. 

There are 9 operating theatres, 4 for the Multi-specialistic Area, 5 for the Cardiovascular Area.

Research 
Scientific excellence has ever since represented a priority for Policlinico San Donato, mainly in the cardiovascular branch. Among the seven research lines, the laboratory of molecular cardiology and the one for tissue engineering and stem cell research have shown promising approaches over the years. Further research studies aim at defining the functional biochemical phenotype of stem cell-derived cardiomyocytes and at indicating the molecular mechanism of cardiac regeneration.
Cardiac Surgery High Specialisation

A new surgical technique was developed for the treatment of acute heart failure at Policlinico San Donato. The surgical ventricular reconstruction (SVR) has been widely adopted by the surgical international community, being  this technique able to prevent the ongoing ventricular remodeling due to ischemic heart disease. Experience of the cardiosurgeons and the consequent scientific contribution has been recognised by the Task Force of European Society of Cardiology and Cardiosurgery (ESC/EACTS). To date, about 1500 cardiosurgeons have been trained in such technique and have treated their patients with cardiac failure. 
Vascular Surgery High Specialisation

The Vascular Surgery Division stands among the first ones across Italy performing the aneurysm endovascular treatment. As well, carotid artery angioplasty and stenting are performed, together with endovascular therapy of blood vessels pathology, therapy of artery pathology of the elderly and ictus prevention, and therapy of the foot savage.
High Specialty of Paediatric Cardiosurgery and the Congenital Heart Disease of the Adulthood
Cardiosurgery interventions are performed on patients of any age in this framework, from the newborn to the adult. Patients who undergo such procedures are affected by congenital heart diseases such as ventricular and atrial septal defects, unique ventricle, tetralogy of Fallot, transposition of the great arteries. 
High specialisation of Cardiologic Rehabilitation

The Unit was launched in March 2014. Here patients can benefit from a rehabilitation programme combining exercise, nutritional counselling, symptom control etc. Such patients are all the ones who underwent one or several cardiac surgery interventions, survivors of acute myocardial infarction or coronary angioplasty or heart failure carriers.

Technologies

The  services of Radiology and Diagnostic Imaging, Digestive Endoscopy and Radiotherapy

are provided with high technology systems and equipment, including:

-
2 multilayer TAC  (high-resolution computed tomography with 4, 16, 64 slices)

-
2 magnetic resonances (1.5 tesla)

-
1 magnetic resonance (0.2 tesla)

-
1 mammography equipment with digital detector

-
1 mammography equipment with analogic technique

-
3 radiology diagnostics, of which a digital one

-
1 analogic ortopantomography equipment

-
3 digital portable radiography equipments  

The imaging service is entirely managed through a digital system called picture archiving and communication system (PACS). 
Not to be forgotten is the implementation of the new cardiac magnetic resonance which allows to detect pathologies such as dilatative cardiopathy, hypertrophic cardiomyopathy, arrhythmogenic right ventricular dysplasia (ARVD) or Congenital Valve and heart Defects.
Cardiac magnetic resonance represents an outstanding alternative to TC multidetector in the framework of vascular diseases evaluation without any use of ionising radiations and provide exhaustive diagnostic information, despite of no use of contrast agents.

2.2 IRCCS Ospedale San Raffaele Identikit

IRCCS San Raffaele is a qualified and high specialized teaching hospital and Scientific Institute, offering medical services in almost every clinical field and devoted to basic, clinical and translational research. The hospital, covering an area of approximately 300,000 m2, is located close to Milan Linate airport and provides 1357 beds (42 for daily care, 35 for intensive care patients and 223 for rehabilitation of post traumatic, cardiac, neurological and psychiatric patients). Clinical care both for  inpatient and outpatient and emergency assistance is organized in 59 clinical units, including an Emergency department, and 300 clinics supported by high-tech diagnostic services.  

The technological equipment counts with the following : 

- 5 tac multilayer (4, 16 and 64 slices); 

- 6 to 1.5 tesla magnetic resonance imaging; 

- 1 to 3.0 tesla magnetic resonance imaging; 

- 2 digital angiography for diagnostic and interventional procedures in Radiology and Neuroradiology; 

- 2 mammography with digital detector; 

- 12 diagnostic radiology (including 6 in digital detector); 

- 2 ortopantomografy (one analogue and one digital); 

- 16 portable XR for spelling / fluoroscopy. 

 - 3 Tomotherapy, a Hi-Art system and two new systems Tomo HD (one of them of recent construction and, at present,  is the only one in Italy and the second in Europe);  

- 2 linear accelerators, one of which is equipped with RapidArc technique; 

- 1 simulator for radiation therapy; 

- 1 centering TC

- 4 TC-PET

- 4 SPECT

- 1 Radio-pharmacy according to GMP (Good manufacturing practice)

- 2 Cyclotrons

- 6 digital angiographs supporting hemodynamic and cardiac electrophysiology 

The image is completely digital, transmission and storing are managed through PACS. 

The two new Tomo HD systems together with the RapidArc accelerator are specifically developed to perform IG-IMRT (Image-Guided Intensity-Modulated Radiotherapy) techniques for oncological patients, in order to obtain an excellent disease control together with an extraordinary reduction of toxicity. 

The hospital (one of the two in Italy) has also a Gamma Knife device for Stereotactic radiotherapy, used by the Neurosurgery unit. The Gamma Knife is a form of stereotactic radiotherapy for minimally invasive treatment of tumors, vascular malformations and trigeminal neuralgia. This technique can be alternative or complementary to open microsurgery and allows to dispense even high doses of gamma rays to very small lesions with high accuracy, preserving the surrounding brain structure. 

The 31 operating theatres are equipped with leading-edge technologies: 

- video routing, video streaming and video conferencing systems

- 3 Da Vinci robots, for urologic robotic surgery 

- 4 extracorporeal circulation systems dedicated to cardiac surgery

- 6 ECMO (Extra-Corporeal Membrane Oxygenation)

- 2  navigation systems, for ENT surgery and for neurosurgery

Besides excellences in technology San Raffaele Institute is a leading hospital and well-known worldwide in many clinical areas.

Here are some examples:

1) Replacing the aortic valve percutaneously through the innovative valve Perceval, which can be positioned and anchored into the implant site without using stitches, thanks to its unique self-expanding anchor device

2) Use of Left  Ventricular Assistance Devices (VAD) in patients with terminal heart failure as a "bridge to transplantation therapy” or as "destination therapy"

3) Resective liver surgery with laparoscopic approach: so far 218 procedures with minimally invasive approach have been performed, the largest national series, as well as the more relevant among western series

4) Chronobiological treatment of Mood Disorders : San Raffaele’s Centre is the first in Europe in this field, where non-pharmacological treatments, such as phase advance, partial and total sleep deprivation, are the basis of managing this group of diseases. As well, the center has been a pioneer and leader in Italy for the implementation of cognitive remediation in schizophrenia. 

5) Transplantation activity: 

a. Bone Marrow Transplantation: the JACIE certificated Unit of Hematology and Bone Marrow Transplant, carries an average of 140 transplants, of which 60% is represented by allogenic transplants. Training programs are performed for international cooperation projects in the Middle-East (Kurdistan, Qatar), East Europe (Romania, Albania), Asia (India), Africa (Egypt, Uganda), and South America (Brazil); 

b. Corneal transplantation: more than 400 transplant are performed each year.

The unit is also one of the few centers in the world which are inoculated cultivated limbal stem cells. Besides it is the Italian coordinating center for European trial on the treatment of neurotrophic corneal ulcers with nerve growth factor (NGF) and has a very important diagnostic equipment including endothelial microscopy, co focal microscopy in contact and non-contact, the topographer  and the optical and ultrasound pachymeter.

c. Kidney, kidney-pancreas and pancreatic islets transplants: the Center performs about 50 transplants a year, with a very high survival rate (98% overall, 90% for kidney, 80% for the pancreas) 

6) Regional Referral Centres: 

· Multiple Sclerosis 

· Epilepsy 

· More than 140 Rare Diseases

· Diabetes mellitus

· Ventricular Tachycardia Treatment

The Scientific Area 

With its approximately 1,600 researchers and its approximately 25,000 m2 labs area San Raffaele represents a unique model of interaction between education, research and healthcare. The Institute has been engaged in a constant cross-cutting effort aimed at transferring preclinical research at the bedside and to turn scientific discoveries into innovative therapies. The Institute, mainly focused on Molecular Medicine has recognized excellence at national and international level in many areas of translational research including: 

• Stem cells for treatment of genetic diseases, autoimmune diseases and corneal diseases 

• Gene therapy for genetic diseases and for cancer 

• New drugs for the treatment of multiple sclerosis 

• Biologic drugs for the treatment of HIV 

• Advanced therapies for the treatment of  oncohematological patients 

• Clinical trials Phase I, II and III for the treatment of tumors 

• Regenerative medicine for the reconstruction of the central and peripheral nervous system  

The Scientific Area is divided into Research Divisions, Centers, Institutes and many Facilities.

The Research Divisions  are: Molecular Oncology - Metabolic and Cardiovascular Sciences - Neuroscience - Regenerative Medicine - Stem Cells and Gene Therapy Immunology -Transplantation and Infectious Diseases - Genetics and Cell Biology 

The Research Centres, supporting all the Divisions , are: Experimental Imaging  and Translational Genomics and Bioinformatics 

San Raffaele  hosts four major Research Institutes: 

1.
TIGET, San Raffaele Telethon Institute for Gene Therapy, a pioneer in the use of gene therapy for the treatment of monogenic diseases;

2.
INSPE, Institute of Experimental Neurology, which  studies the biological and molecular mechanisms of the nervous system diseases with special reference to clinical applications 

3.
DRI, Diabetes Research Institute, which is part of the International Federation DRI, whose main object consists in identifying and implementing new treatments to prevent the destruction of beta cells and restore a sufficient production of insulin in type 1 diabetes mellitus.

4.
URI, Urological Research Institute, which studies various aspects of urogenital diseases (epidemiological, genetic, molecular, cellular, physiological, pharmacological, clinical) of immediate importance both for the individual patient and the whole health care system. 

San Raffaele is also the most highly ranked “Research Hospital” among the 48 settled in Italy, with an IF in 2012 of  6118 and 1107 scientific papers. Therefore  the Institute is a reference for Biomedical and Pharmaceutical Companies that continue to invest in clinical trials for the registration of new drugs, medical devices and diagnostics equipment. In 2012, 249 clinical trials, of which 101 sponsored by major industrial promoters, have been submitted to evaluation of  the Ethics Committee and about 10.000 patients enrolled.

Over the past 10 years, technology transfer activities have produced 301 Confidentiality Agreements for business negotiation ,  350 Research and Service Contracts with industrial partners , 185 Industrial  Agreements for Transfer of Material , 64 licenses / patents options  

The mentioned activities were carried out with 126 national and international industrial partners (pharmaceutical and biotechnology companies).

Important research contracts and licensing agreements have recently been signed with Novartis, Teva, Sangamo Biosciences, Biogen Idec, Dompè, ST Microelectronics, MolMed. 

In 2010, were also activated two major strategic alliances with: 

• GSK for gene therapy for rare diseases (activated at San Raffaele Telethon Institute for Gene Therapy - TIGET -) 

• Merck- Serono for the therapy of neurodegenerative diseases 

Conclusions 

The Council and the European Commission shall carry out the functions of government with the issue of formal and public acts who have different applicability: regulations, directives, decisions.Inizio modulo
We turn now back to the nature and implementation meaning of the Directive, as it is exactly the directive, 24/2011, which states that the behaviour of the free movement of patients within the EU Region. 
As for the other government acts, the directive takes effect with the publication on the Official Journal of the European Union and shall enter into force on the publication date. The "directive" shall be mandatory in order to ensure the achievement of preordained outcomes, without prejudice of the national governments competence regarding ways and procedures for implementation. 
The directive must be notified to the Member States within the time limits specified and from the date of notification every Member State must adopt the appropriate measures for the  internal implementation of the instructions given. As a rule, then the directive cannot be acquired for the individual protection of the until it has been implemented by the national legislator. Moreover, we cannot exclude that in the context of the broader right of the citizen’s protection to an inalienable good as health, under specific conditions real rights of the individual arise from the general or specific rules to be submitted to the Court of Justice against the national state. 
The EU Directive 24/2011 entered into force on 25 April 2011 and had to be acknowledged by all Member States by 25 October 2013. 
The implementation of the above Directive determines the establishment of a national contact office, a system of prior authorization, of European reference networks through an e-health connection. 
SOMARE 'S. (2014) shows the way the state of the EU members, sixteen states (Belgium, Czech Republic, Finland, Estonia, France, Germany, Hungary, Ireland, Latvia, Lithuania, the Netherlands, Slovakia, Slovenia, Spain, Sweden, United Kingdom)  have already established the national contact office, the remaining 13 have not yet done it (Austria, Bulgaria, Croatia, Cyprus, Denmark, Greece, Iceland, Luxembourg, Malta, Norway, Poland, Portugal, Romania), while for Italy, it must be noted that the Council of Ministers approved the Decree on the implementation on 3rd December 2013. 
The basic content of patients’ commuting established by the Directive are: 
• Secondary care on an outpatient basis without prior authorization 
• Secondary care inpatient with prior authorization due to the need for consistency and admission capacity to health facilities, planned by the state and organized only for national assistance, except for paying patients. 
• The refusal to mobility for long-term care diseases, vaccinations, organ transplants, the latter otherwise ruled (EURO TRASPLANT). 
The EU Directive states that "the cross-border healthcare is provided, in the national territory, in compliance with fundamental ethical choices, in accordance with the principles of universality, access to good quality care, as well as under the national legislation in force, the standards and guidelines on quality and safety defined by the legislation in force in the country and the European legislation in the area of safety standards. "
It has been extended the collaboration of cross-border assistance already operating in different conditions of conventional relationships established, such as the case of the cooperation Veneto-Carinthia, in reality Euroregion "MEUSE - RHINE" between Belgium, Germany, Holland (Bertinato L .; RONZINI F., 2005); the autonomous province of Bolzano, which approved methods and procedures for cross-border mobility of collaboration, the regions of Piedmont, Veneto, Friuli, Valle d'Aosta, whose health facilities over time have known the health competition, in particular with neighbouring countries (Samore 'S., 2014). As regards Italy, in particular, the application of the Directive must be implemented in consistency of the State-Regions agreement signed on 8th August 2004; of the constitutional law 18/10/2001 n. 3; of the Law approved on 5th June 2003. 131, which led to the innovation role of the State and the Regions in the Health topic, establishing the Ministry of Health competences and those of the regions, provided with legislative power concurrent with the state and residual exclusive structure according to integration assets of federal model (Federal Renzulli L :, 2004). 
In this scenario of transition the entrepreneurial capacity of hospitals becomes relevant, in the various legal forms in the different nations, in relation to the highest known levels of health production and supply of highly specialised services, in a healthcare system that led to professions and health facilities competitiveness from national to European dimensions. 
Stemming from the Directive, Samore 's. (2014) points out that already the NHS (English Health Service) has ongoing working relationship with the Hospital San Camillo Forlanini Hospital in Rome, whilst the Region of Friuli Venezia Giulia, "is working to make cross-border healthcare a source of development, highlighting aspects of enrichment for the economy. "

In this horizon of shared comparison of  health care across European nations, the IRCCS San Donato and San Raffaele group in Milan (hereafter: group IRCCS) aims to extend the knowledge of its skills and quality of health care delivery, in particular for high skills and heavy technologies expanding information system of facilities, resources, personnel through all the European network in a view to acquire relationships not only of care, but also of  teaching and research; the latter symbolising  the identity of his physiognomy and its mission. 
It has of course been taken into account the main aspects statistically significant to guide these perspectives related and determined by the dynamics of the current composition of the world population age pyramids and changes occurring in the metamorphosis of the epidemiology of the most common classes of diseases. It follows that the supply of high-performance specialties has developed expectations of better diagnosis and treatment for those patients suffering from cardiovascular diseases and cancer of different organs and systems, presented in the coordinating organization of care with regard to articulation of structures, professions and means, without neglecting lines of action in other domains of high specialization, particularly with regard to basic and applied research, even in international relations. 
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