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1. Introduction

Today health care and care provider organizations are facing new challenges. They must
continually improve their services to provide the highest quality at the lowest cost. Pres‐
sures to increase the quality and lower the costs are coming from accreditation and certifica‐
tion boards, public health authorities and the media that publish comparisons and rank
facilities by performance. In addition, new demands on health care systems require action
accountability with hard outcome data based on morbidity and mortality. Quality control,
quality assurance and continuous quality improvement (CQI) processes derived from the
manufacturing and industrial world have been progressively applied with success to medi‐
cine and in particular to the treatment of end stage renal disease.

[1,2]. It is generally accepted that quality control describes the process for reviewing and
checking that targets according to whether a defined set of criteria has been achieved, while
quality assurance is the process in which systematic monitoring, collecting and evaluating
the performance of a facility or a care network are assessed to ensure that standards of care
are met [3]. CQI describes the action that takes place after analyzing outcomes with the in‐
tent of improving the results and reducing variation from the target. In this respect, renal
replacement therapy by dialysis represents a particular field of application where quality
control and quality assurance processes have been shown to be very efficient tools for opti‐
mizing treatment adequacy and improving patient outcomes.
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Over the last ten years, it has been well documented that survival and outcomes of stage 5
chronic kidney disease patients on dialysis are depending on age, comorbid status at the
start of treatment, but also on quality care and practice patterns [4,5,6]. Renal replacement
therapy by dialysis is a clear paradigm where results are quite closely tied to quality assur‐
ance and CQI processes. Dialysis adequacy is a multi-target concept developed to face com‐
plexity of uraemia disorders and to provide physicians with an easy tool based on a
‘checklist’ to address the patients’ vital metabolic needs. Dialysis prescription and adjunc‐
tive medical treatment are intended to provide over time (from years to decades) an ade‐
quate and regular correction of metabolic disorders to each patient, to prevent side-effects
and ’un-physiology’ of intermittent dialysis and to preserve quality of life at an affordable
cost. Treatment adequacy is then closely tied to the quality assurance process that links pre‐
scription and treatment delivery [7]. On one hand, prescription of the haemodialysis treat‐
ment relies mainly on the patient’s metabolic needs, cardiovascular and general tolerance of
sessions, dietary compliance, residual renal function [8] and local health care and economic
offer. It is not our intent to revisit here the principle of prescribing dialysis but just to re‐
mind that it relies on five primary elements: dialysis modality (haemodialysis, haemodiafil‐
tration, ect), dialyzer type, total weekly treatment duration (number of sessions per week
and duration of session), blood flow and ‘dry weight’ achievement. Additional components
need to be considered as secondary part of the prescription being part of the prescription
such as dialysate flow, substitution flow in convective therapies, dialysate electrolytic com‐
position, antithrombotic drugs, specific medications (iron, erythropoiesis-stimulating
agents, vitamins ect) [9]. On the other hand, adequate delivery of haemodialysis relies on the
continuous achievement of pre-specified targets using quality control markers intended to
monitor major metabolic disorders of the uraemic syndrome. The markers clearly identified
and recommended by international best practice guidelines (formerly the European Best
Practice Guidelines, EBPG, now the European Renal Best Practice, ERBP, KDOKI at http://
www.european-renal-best-practice.org/, the National Kidney Foundation Kidney Disease
Outcomes Quality Initiative, NKF KDOQI, Kidney Disease: Improving Global Outcomes,
KDIGO) are summarized in clinical performance measures (CPM) covering 10 main do‐
mains: 1.[7]; 1. Lack of clinical uraemic symptoms; 2. Fluid volume control; 3. Blood pressure
control; 4. Adequate dialysis dose delivery (small and middle molecules); 5. Acidosis correc‐
tion; 6. HyperkalemiaHyperkalemia control; 7. Divalent ion metabolism (phosphatemia, cal‐
caemia and magnesaemia); 8. Iron repletion and anaemia correction; 9. Prevention of
malnutrition; 10. Prevention of inflammation and oxidative stress. As shown by the interna‐
tional Dialysis Outcome Practice Patterns (DOPPS) study, clinical practices should be now
considered as a major component of quality of care having a direct impact on dialysis pa‐
tient outcomes. By linking country and unit, specific practices to patient outcomes, the
DOPPS study introduced a new dimension in the control of the overall quality of care of
haemodialysis patients. Among the main findings of DOPPS it must be stressed that less use
of central venous catheter [10,11], longer duration of dialysis with reduced ultrafiltration
rate [12], adequate dialysis schedule [13], higher dialysis dose delivered [14], better control
of fluid overload and blood pressure control [15], prevention of metabolic bone disease
[16,17], better control of anaemia with lower erythropoiesis-stimulating agent dose require‐
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ment [18,19], enhanced convective dose [20] are all beneficial to patient outcomes. In addi‐
tion, DOPPS has also shown that overall clinical practices at the facility level were essential
for improving patient outcomes [21]. In other words, dialysis facilities achieving optimal tar‐
gets for a core of selected quality control items in the majority of patients were extending life
expectancy to each patient individually [21]). In this new perspective, it is then necessary to
implement complementary items of quality control probing the degree of compliance of di‐
alysis facilities with best clinical practices [22,23]. A quality control tool in this case may be
simply expressed as the percentage of patients within the predefined target range per unit.
Combining clinical performance measures and percentage of patients complying with tar‐
geted objectives, a new key performance indicators (KPI) may be elaborated for a group of
patients treated either within a dialysis unit and/or within a network. In addition to directly
addressing clinical practices and patient outcomes, DOPPS has been used as a platform for
economic and policy analyses [24]. Fresenius Medical Care as the world's largest integrated
provider of products and services for individuals undergoing dialysis because of chronic
kidney failure was historically involved in the development of continuous quality improve‐
ment processes of dialysis care. We take this opportunity to present additional results col‐
lected within the Fresenius Medical Care network system (EuCliD, European Clinical
Database). In this article, we discuss some practical ways of implementing the CQI process
based on real time collection of clinical performance measures and KPI. Using selected indi‐
cators we explore the beneficial effects over time of achieving targeted criteria of good medi‐
cal practice in terms of patient outcome and cost saving effect. In developed countries,
health care costs are currently progressively increasing and in case of U.S. exceeds 17% of
the Gross Domestic Product (GDP). Other countries spend less of their GDP on health care
but demonstrate the same increasing trend.

Today, national health care systems worldwide are expected to deliver more and better
services to a greater number of patients, while dealing with ever more reduced economical
resources on the one hand and increased costs on the other hand. Major challenges posed to
healthcare systems include global ageing and increase in so-called civilization diseases,
growing budget deficits and slowing economic growth, worldwide health care workers
shortage and commodity shortage. The need to provide innovative and high-quality, inno‐
vative products and treatments should able to contribute to improving outcomes and to be
in balance with new perspectives addressing the health care change. Innovation has to con‐
tribute to solving the challenge of the economic pressure, though innovation will need
standardization according to the rules of good clinical practice and proved by evidence-
based medicine. Perverted incentives may also contribute to rising costs as well as reim‐
bursement as providers are reimbursed for performed procedures rather than achieved
ones. Moreover, a common weakness of health care systems is linked to the low level of re‐
sponsibility for the costs generated by the patients at the time they require the medical serv‐
ice. The costs for renal replacement therapy is exceedingly high and are consuming a
significant proportion of health care budgets. The global prevalence of kidney failure contin‐
ues to rise, and treatment is costly; thus, the burden of illness is growing and the resources
allocated to treatment are increasing. According to the U.S. Renal Data System (USRDS) An‐
nual Report 2011, total Medicare costs in 2009 rose 8%, to $491 billion; costs for ESRD rose
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3%, to $29 billion, accounting for 6% of the total Medicare budget. ESRD data for 2009, how‐
ever, do not include Part D (costs of drugs), which amounted to $2 billion in 2008 (Best Dial‐
ysis Centres at [25]. In European health care systems, the costs of treatment for the growing
population of chronically ill patients (including those requiring renal replacement therapy)
are considered an emerging public health problem. Indeed, renal failure persists as a chronic
worldwide epidemic with an exponential growth trend on a global scale. Over the last dec‐
ade, the prevalence of ESRD in Europe grew by an annual average rate of 5%. By the end of
2011, the number of ESRD patients in Europe was estimated to be 657,000 and, of these, ap‐
proximately 433,000 (around 66%) received dialysis treatment [26]. Currently, many health‐
care systems in Europe try to address the growing budget pressures by savings. Savings
alone can provide relief to the challenged financial situation only to a very limited extent.
Providers and payors turn to simplistic actions such as across-the-board cuts in expensive
services, staff compensation, and head count. Imposing arbitrary spending limits on discrete
components of care, or on specific line-item expense categories, achieves only marginal sav‐
ings that often lead to higher total systems costs and poorer outcomes. The inability to prop‐
erly measure cost and compare cost with outcomes is at the root of the incentive problem in
health care and has severely retarded the shift to more effective reimbursement approaches.
Moreover, poor measurement of cost and outcomes also means that effective and efficient
providers go unrewarded preventing them from making systemic and sustainable cost re‐
ductions. A broad consensus exists regarding targets for best medical practice in renal care
[27]. Concepts regarding how to achieve these targets in the most efficient way, however,
vary significantly. The variety of solutions, reflected by different national models of renal
care as well as ongoing reforms and recent reform proposals, suggest that the search for an
optimum is still ongoing.

Achieving the right balance between high-quality service for chronically ill patients and its
cost is now one major challenge for the health care industry. It is crucial to recognize the
benefit of collecting and analyzing large amounts of data, comparing treatment modalities
and opting for the highest quality. The wide use of evidence-based medicine and the imple‐
mentation of national and international guidelines for optimal care play a very important
role in this process of improvement of care, drawing a clear line of effective treatment. A
recent study by the DOPPs emphasizes how quality of treatment may diverge among cen‐
ters [28]. In the present context of an ever-growing number of patients requiring treatment
in a system of scarce available resources, the optimization of care protocols in terms of “im‐
proved care for less money” has become a very complicated challenge. Standardized guide‐
lines coupled with innovative models for process improvement have made it possible to
accomplish this otherwise herculean task.

Fresenius Medical Care, has included QPI in an elaborate system called Balanced Scorecard,
aimed at evaluating and comparing clinics, countries and regions, providing the stakehold‐
ers with an important tool allowing an insight into what is the actual level of care provided
in the clinics, besides from the usual financial data [29]. Fresenius Medical Care’s approach
to ‘optimal care’ is being applied in more than 3,000 dialysis clinics in North America, Eu‐
rope, Latin America, Asia-Pacific and Africa. NephroCare, the service provider for Fresenius
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Medical Care in Europe, coordinates the clinics in Europe, Middle East, Africa and Latin
America, that use state-of-the-art dialysis products, renal pharmaceuticals and therapies (all
of which are constantly being improved), as well as care from qualified, motivated clinic
personnel who regularly participate in training programs. In every country of its European
network, NephroCare adapts its care model to reflect the national health care architecture
and to further develop concepts within the predefined regulatory frame [29]. To impact the
quality and efficacy of a health care service, patient and cost related information must be
captured, updated, and shared with all stakeholders in a timely and effective manner to not
only ensure universal access to quality data, but also to extend essential information to key
clinical decision makers [30]. The Balanced Scorecard tool has allowed NephroCare to pro‐
mote the collaboration between public institutions and the private provider in more than 20
European countries, giving in the hands of the public a way to control the quality outcomes
achieved in the clinics [31,29]. This has been an important achievement for quality in the Eu‐
ropean healthcare context where dialysis is still mainly provided by public hospitals. It has
to be noted that all this would not be possible without the implementation of the electronic
medical record EMR). Like in the rest of the health care context, the use of a specialized soft‐
ware to keep track of the patients’ medical history has made it possible for the nephrologist
to have immediate access to an enormous amount of patient information. In the last few
years, a large number of software platforms have been proposed and some of them offer
personalized versions, which could be customised to the needs of the nephrologist (The
DoctorsPartner Nephrology EMR, by DoctorPartner LLC ectectect).

2. The Electronic Medical Record (EMR): Benefits of the worldwide web,
quick and simple data collection and analysis, statistics as a tool to
predict outcomes

Paper-based records are still by far the most common method of recording patient informa‐
tion for most hospitals and practices in the world. A critical aspect of paper-based records is
legibility. Handwritten paper medical records can be associated with poor legibility, which
can contribute to medical errors [32]. Pre-printed forms, the standardization of abbrevia‐
tions, and standards for penmanship were encouraged to improve reliability of paper medi‐
cal records. The majority of physicians still find it easier to handle paper-based records and
consider entry of data into an EMR tedious. However, paper-based data require a significant
amount of storage space and to retrieve information is quite difficult and time-consuming
[2]. This is particularly true in the case of person-centred records, which are impractical to
maintain if not electronic. For this reason, retrospective analysis based on large historical
case series and programs based on data, as Continuous Quality Improvement, are only re‐
cently becoming popular with the deployment of EMR. Because of these many "after entry"
benefits, governments, insurance companies and large medical institutions are heavily pro‐
moting the adoption of EMR. The benefits can be especially high considering the different
uses of the same information, i.e. for monitoring a patient, CQI requirements, for reporting
purposes or for billing a service. A critical aspect of EMR is the codification of information.
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In human communication, free text is the natural approach used not only for oral communi‐
cation but also for written medical records. Free text offers the option to maximize the bene‐
fit of a given language to describe situations well, but it may be difficult to maintain the
same content once translated into another language. Additionally, it cannot be used for stat‐
istical purposes. Codification is somehow universal, and a code is a kind of ideogramme
readable by people of different languages. To get more out of an EMR, information has to be
codified as much as possible, allowing an easier use. In general electronic records help with
the standardization of forms, terminology and abbreviations, and data input. However, the
increased portability and accessibility of electronic medical records may also increase the
risk of unauthorized access and theft by as acknowledged by increased security require‐
ments. The ability to exchange records between different EMR systems ("interoperability")
facilitates the co-ordination of health care delivery in non-affiliated health care practices.
Nowadays it is very common to see primary physicians working with computerized sys‐
tems in their practice. However, very often they use systems which could be described as
minimally functional since they include only orders for prescriptions, orders for tests, view‐
ing laboratory or imaging results, and clinical notes. A more sophisticated use, including
further analytical elaboration of the data as required by the CQI approach, is normally not
part of the routine. To ensure the quality of care delivered to patients treated in its dialysis
units, Fresenius Medical Care continuously monitors its dialysis services. The overall quality
management system of the company, which is based on CQI, provides the necessary frame‐
work. CQI programs, incorporating the implementation of clinical practice guidelines and
CPM by dialysis providers, demand the development of computerized monitoring systems
in order to collect and supply information on the dialysis treatment. Therefore, Fresenius
Medical Care developed a specific clinical database as a tool to monitor critical aspects of
dialysis care and improve the quality of care.. This central database is called EuCliD, the ac‐
ronym for European Clinical Database as the database was first developed in Europe. Eu‐
CliD collects the most-important medical information on the treatment of dialysis patients.
The data provide a basis for clinical trials and help improve the treatment of dialysis pa‐
tients by comparing the different treatments. The description of the first version of the data‐
base has already been published [33]. Right from the outset, EuCliD was structured to
follow a logical information flow. During the last years the software has been updated and a
new project based on an enlarged scope has been initiated. EuCliD 5 now includes daily
treatments performed throughout European, Latin American and African Countries. The
new project was aimed not only at supporting quality assurance, but also to facilitate the
day-to-day work of the clinical staff. As a result, EuCliD 5, is a multilingual and fully codi‐
fied software using, as much as possible, international standard coding tables (ICD10,
WHO: International Statistical Classification of Diseases and Related Health Problems 1992;
ISCED, UNESCO, 1997;ISCO-88, International Standard Classification of Occupations 1988
etc.). EuCliD 5 collects and handles sensitive medical patient data, and ensures the confiden‐
tiality of these data [34]. EuCliD 5 has been approved by the respective national or regional
authorities prior to data entry and the initiation of data transfer. Of course, the transfer of
private patient data out of the dialysis center is not permitted. The availability of EuCliD 5
data, as well as the increasing interoperability of data present in other systems has allowed
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the practical implementation in a clinical environment of tools like the Balanced Scorecard, a
tool developed in the scientific domain of complex system management. Key characteristic
of Balanced Scorecard is the aim of maximizing concurrent interests of different stakehold‐
ers in a balanced form, concentrating on KPIs able to describe variables whose improvement
can improve the overall system behavior [29,30]. Each KPI is not a reported value only, but
much more the headline of a project or program to improve performance in a strategic rele‐
vant, target oriented way. KPIs are dynamic and when they approach saturation need to be
substituted by new ones in a continuous development process of quality improvement and
know-how and operational excellence Related to the use of a Balanced Scorecard, there are
certain caveat to consider: since the Balanced Scorecard is nothing else than a model of stege
5 chronic kidney disease management, Wrong or inadequate model design and definition
and wrong or inadequate implementation (or execution) can lead to erroneous conclusions.
In this sense the right selection of KPI and the appropriateness of the derived actions are of
crucial importance as well as the validation of data and their causal relationships with out‐
comes. It is fundamental to understand how to manage and not just measure performance
and this will not happen without regular review sessions at all levels

3. Self-organizing maps for continuous quality improvement

In order to derive improvements from the clinical data Self-Organizing Maps (SOMs), an in‐
novative approach recently introduced by Fresenius Medical Care, could complement
standard statistical methods used to extrapolate information. A brief description of SOMs
follows: As an example, let us consider a dataset containing the values of four variables
(Weight, Height, Body Mass Index – BMI –, and Fat) for 251 patients, for which we built a
SOM with 84 neurons (Fig. 1). In this case, each neuron is characterized by a vector of four
elements, one for each variable: each neuron can be seen as an “average patient”, whose
height is the average height of all patients associated with that neuron, and the same goes
for the other three variables. Neurons that are close in the SOM represent patients that are
similar from the point of view of the considered variables. Once the SOM has been config‐
ured, different effective views of the distribution of the data can be obtained. In particular,
one can focus on a specific variable of the input data by color-coding each neuron of the
SOM based on the value of that variable. This kind of plot is called component plane of the
SOM (see, for instance, Fig. 1). By comparing different planes (i.e., different variables) it is
possible to identify relations existing among the variables. Notice that each given neuron
(depicted in Fig. 1 as a hexagon) always represents the same subset of data, over all the dif‐
ferent component planes. For example, in Fig. 1 it can be noticed that the same units in the
top left of the four component planes represent patients with large weight, medium to small
height, large BMI, and large percentage of fat. The units in the bottom right of the graph rep‐
resent patients with small weight, medium to small height, small BMI, and small percentage
of fat. It should be noted that, although the SOM algorithm is not aware of how the BMI is
computed, the relation between height and weight that determines the BMI clearly emerges
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from the component planes. This example shows how the SOM can be effectively used to
extract the relations among the variables of interest.

Figure 1. Example of SOMs of different variables (Weight, Height, Body Mass Index – BMI –, and Fat) for 251 patients.

To ensure the implementation of CQI policies, extensive data collection from the care units,
and their reassembly into meaningful performance indexes need to be put in place. Such
processes generate massive amounts of data, which carry information that is not always
easily extracted by means of standard statistical approaches. On the other hand, the wealth
of the available data allows the application of machine learning approaches, which are able
to find structure in complex datasets, even in the absence of an a priori hypothesis about
what should be looked for. In other words, the data-driven approach of such techniques lets
the data speak for themselves, allowing interesting, possibly unanticipated information to
emerge. In turn, such information can be used by the management to discover areas of ex‐
cellence, or clinics where a margin for improvement exists, as well as strategies for achieving
such improvement. In the context of the Balanced Scorecard, the available data are organ‐
ized as vectors of KPI scores, one per clinic-month. Given these data, it is of particular inter‐
est to extract the relations existing among different KPIs for particular groups of clinics, in
order to identify clusters that share a similar performance pattern, as characterized by corre‐
lated scores on specific KPIs.

For this reason, we have recently introduced the use of SOMs to analyze BSC data [34].
SOMs have already been validated as reliable tools in health care, for instance for popula‐
tion studies [35](Basara H, Yuan M, 2008) and for organization [36] or economic evaluations
[37]. A Self-Organizing Map is a machine learning paradigm mainly used for clustering and
visualization of data in high dimensional spaces (ie, data with a large number of variables)
[38]. The SOM model is composed of units, often referred to as neurons, organized in a low
dimensional reticular structure (generally in bi-dimensional or tri-dimensional space),
which act as prototypes of the input data in such lower-dimensional space. The SOM learns
in an unsupervised way to assign each input data point to the neuron that is most similar to
it, by means of a training procedure that aims at preserving the topological characteristics of
the input space – that is, similar input vectors are mapped to close regions in the SOM. Once
the SOM has been configured, different effective views of the distribution of the data can be
obtained. In particular, one can focus on a specific dimension of the input vectors (in our
case, one specific KPI) by colour-coding each neuron of the SOM based on the value that the
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prototype takes on that particular dimension. This kind of plot is called component plane of
the SOM (Fig. 2).

Many interesting insights can be achieved when running an SOM-based analysis on BSC da‐
ta. For instance, Fig. 2 shows two component planes obtained from an SOM trained on the
BSC data of Portuguese clinics (33 clinics, monitored for 28 months, from January 2008 to
March 2010). By comparing different planes (i.e, different KPIs), it is possible to identify
groups of data (in our case, clinic-month KPI vectors) that share a similar pattern of per‐
formance (as they are located in the same region of the map) and characterize such patterns
in terms of specific KPI relations. Thus, for instance in Fig. 2, all KPI vectors that are as‐
signed to the upper left corner of the SOM share a similar structure, which is characterized,
among other things, by a high score both on the HDF Online and the Treatment Adequacy
KPIs (positive correlation). From these planes one can notice that, while these two KPIs are
positively correlated for most clinics in the dataset, there are also cases where treatment ade‐
quacy is low (see marked unit on the right side of the map), and cases where a good treat‐
ment adequacy is achieved (bottom part of the map). These groups of clinics thus show an
interesting performance pattern that might prompt further investigations, and possibly cor‐
rective measures. To this end, one can easily trace back the clinics falling into these regions
of the map to retrieve all relevant information about them. Similarly, in Fig. 3, two different
component planes from the same SOM as above are shown: as expected, the patient growth
and new patient inflow KPIs are, in general, directly correlated. However, it is also possible
to identify groups of clinics that show a moderately high new patient Iinflow while main‐
taining a low patient growth score (upper left corner).

This observation can allow to quickly identifying those clinics where, presumably, there is a
relevant outflow of patients and, therefore, there might be the need for corrective measures.
As a final example, consider Fig. 4 where two component planes of a different SOM, trained
on data from Turkey (46 clinics monitored during the same period as those in Portugal), are
shown.

Figure 2. Two component planes (relative to the HDF online KPI and to the Treatment Adequacy KPI, respectively) of
an SOM trained on BSC data from Portuguese clinics of the NC network. The dashed rectangles superimposed on the
planes indicate regions of the SOM where interesting groups of clinics can be found (see discussion in the text). SOM
training and visualization were performed in MATLAB using the SOM toolbox [39]. The SOM is shown as a collection
of neurons (hexagons) placed in a two-dimensional grid, where the focus is on the relative, rather than the absolute,
position of each neuron: that is, the main information content lies in the neighborhood relationships among neurons,
as adjacent neurons contain similar KPI records. We can therefore compute the average score for a given KPI in each
neuron: this is represented by a color code (colorbar shown on the right) in the component plane relative to that KPI
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Here, it can be noticed, in particular, that an interesting group of clinics exists (bottom part
of the map) where high Treatment growth is observed but the use of High Flux dialysis is
low. This means that patients may be referred to this group of clinics for reasons different
than quality of treatment (i.e. proximity) as expressed by this KPI. These were just a few ex‐
amples of benefits from an SOM-based analysis on performance data; other results are ex‐
tensively described [35]. Together, these results show how SOMs have the potential to unveil
significant relationships among KPIs and to identify groups of clinics with different per‐
formance patterns, which in turn may require different corrective actions. Thus, SOMs offer
valuable hints on the potential areas of intervention in the context for CQI. Information
about correlated features emerges directly from the data, without the need for the manage‐
ment to specify a working hypothesis in advance; in this way, also relationships that were
not previously advanced can be unveiled, which underlines the greater power of the SOM
approach with respect to more traditional statistical analyses. Moreover, it should be re‐
marked that another attractive feature of SOMs is that they can be visualized in an intuitive
way so as to immediately convey the correlation structure of the data: this is an extra value
of the approach that makes it particularly suited for prompt communication at the manage‐
ment level. This innovative approach to intelligent analysis of clinical data could be a contri‐
buting factor to more effective guidance of disease management.

Figure 3. Two component planes from the SOM for the Portuguese clinics of the NC network. The shown planes refer
to the Patient Growth and New Patient Inflow KPIs, respectively.

Figure 4. The High Flux and Treatment Growth component planes of an SOM trained on data from Turkish clinics of
the NC network.
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4. Conclusions

Every care process and particularly chronic care has to be centered on patients; therapeutic
performance should therefore be measured on outcomes and not on inputs and/or proce‐
dures. This holistic approach of organizational models shall encompass all therapeutic as‐
pects. Full availability of data and transparency are fundamental to make this patient
orientation possible and long term sustainable for all involved stakeholders. Furthermore
data will allow the extensive use of tools like the Balanced Scorecard and CQI. Tools of the
domain of Computational Intelligence will help to develop unconsidered working hypothe‐
sis that could open to physicians new horizons of clinical research and improve understand‐
ing of functional processes in an “in vivo” environment at affordable costs. Collecting
comparable and meaningful data requires the adoption of therapeutic protocols and the ex‐
tensive use of guidelines. This will not lead to mere standardization and flattening of clinical
activity but to a conscious personalization of clinical path. In complex models, with multiple
correlated variables, consistent implementation of standards is fundamental to isolate the
therapeutic change doctors want to initiate. In an environment of limited resources. their
correct utilization could reduce the number of therapeutic errors with consequent reduction
of waste of chances for the patient, doctor time, pharmaceutical and biomedical therapies.
This would be reached through induction of error-free behaviours, increase of doctor time
dedicated to real relevant things (e.g. using proven algorithms instead of calculating every
time therapetic effort) and a patient orientation focused on relevant issues. A strong distinc‐
tion has to be made between formal and substantial adoption and application of guidelines:
it is not about formally adopting a given guideline, it is much more about their correct and
consistent implementation and maintenance along the years. In this sense, it has to be high‐
lighted role and relevance of training and continuous education. Finally, the complex nature
of systems like the ones dealing with chronic illness care has to be considered. Complex sys‐
tems tend to adapt to changes and to adsorb variations; the focus on execution and the ap‐
plication of guidelines tend to decrease and/or reduce their marginal benefit. To achieve the
step from performance measurement to performance management, it is necessary to under‐
stand the real nature of KPIs as projects, with a start, an execution and an end according to a
certain plan and with given resources. And to be ready to exchange new vs. old KPIs as soon
as the project target has been achieved (e.g. when the KPI tends to saturation).
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