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ABSTRACT

The social frame of healthcare organizations in Europe (and in particular in the Italian Public Sector), as
a combination of relational, formal and informal aspects, is one of their most relevant sources of complex-
ity, which leads to different approaches about decisional, clinical and organizational processes (Cicchetti,

2004). These issues have been enlightened as well by the increasing social incidence of chronic-degenerative
pathologies, such as Diabetes Mellitus type 2. In this regard, the Italian national e-government strategy has
first pointed out the need for paths of integration and interoperability among information systems to ensure a
safe exchange of information (CNIPA, 2008). The activity of “integrated design” of information flows between

doctors and patients allows the creation and development of reticular organizational forms in which many
non contiguous actors work at the same time on the diagnosis and care process. This paper shows how the
adoption of the Social Network Analysis (SNA), as theoretical and methodological perspective that emphasizes
the social reality as reticular framework (Moreno, 1987), can provide an innovative approach for the study of
the “pathology networks” and the “integrated management” of Diabetes Mellitus type 2, where ICT solutions
are (or are about to be) currently involved.

Keywords: Chronic Diseases’ Integrated Management, Information & Communication Technologies,
Information Flow, Network Organizations, Social Network Analysis
INTRODUCTION and provided to healthy (e.g., prevention) or

HealthCare Organizations (HCOs) can be de-
fined as “[...] social entities guided by specific
objectivesand involved in the processes through
which health assistance services are produced
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diseased subjects” (Mapelli, 1999).

Health assistance services spread over a
health—disease—health continuum, since the
gap between health and disease can be only
reduced, so that a disease subject produces an-
other disease subject with differentneeds (Ruta,
1993). Many levels of assistance complexity
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and intensity are so covered, comprised within
a wider corpus of organizational forms that,
with its many professional subgroups, complex
work processes and power structures, repre-
sents a fluid and dynamic context with fewer
formalized control mechanisms (Helmreich &
Merritt, 1998) and suggests indefinite possible
solutions of coordination and work assigning.
Issues come from the difficulties to assess the
alternative organizational forms proposed for
the healthcare sector, in terms of efficacy, ef-
ficiency and equity (Grandori, 1999), as well
as the different methodological approaches
introduced for the study of its complexity: dif-
ferent levels of complexity can be detected in
fact, from the agreement degree (among those
working in the inside environment) to the un-
certainty degree (how the inside environment
connects to the outside environment), related in
any case to three main different fields: culture
and values; technological-formal issues; social
legacies (Cicchetti, 2004).

In this dynamic context the emerging
organisational form is the network organisa-
tion: the development of a reticular organi-
zational structure rises from the need of a
higher degree of organizational analysis than
what requested for a single company (Marti-
nez, 1997), and from the importance to deal
with an interconnected organizations set as
a higher ranking actor (Keen, 1990; Rockart
& Short, 1991; Bonacci & Tamburis, 2007).
The network appears therefore as the solution
to the issues of integration between separated
and specialized units (Cicchetti & Mascia,
2007); nonetheless, an accomplished sharing
ofvalues, social legacies and formal languages
becomes possible in particular only within an
“information and communication network”,
where the knowledge framework that gives
origin to the government of the technological
system (Cosmi, 2003) — meant as pattern of
analysis and management of coded information
and data flows —takes the name of Information
and Communication Technology.

THE IMPACT OF ICTS VS.
THE LOGICS OF NETWORK

After the First Stage of Discovery of the
“Health ICT world” (1989-1999), the Second
Stage of Acceptance (1999-2009) began with
recognition that nothing was going to happen
by osmosis or just because of the enthusiasm
of that community alone. The challenges were
evident — there was no main stream credibility
for health ICT within the technology sector or
indeed within healthcare itself; there was no
voice for innovation and new ideas; few who
were aware or listening to the health telematics
community (EHTEL, 2009). Opportunities have
been beginning to open up during years. New
technologies have been maturing which had
relevance to healthcare. The growing pressures
of demography, medical advances and patient
empowerment were all in sharp contrast with
finite resources available to address a growing
demand from citizens and patients for more
health attention.

The impact of increasing incidence of
chronic disease, evidence based medicine, and
early glimpses of personalized care, information
based management and control, economics of
transformation through technology supportand
development of strategic ideas from worldwide
markets have been changing perceptions, priori-
ties and the choice of health business models. In
addition, as opportunities emerged, stakeholders
began to be more aware of the opportunities and
threats associated with ongoing change. There
is therefore evidence that, when combined
with proper organization, leadership and skills,
innovative Information and Communication
Technologies (ICTs) can help to address some
ofthe societal challenges to (not only) Europe’s
healthcare systems, first of all the achievement
of the logics of “healthcare network” through
whichrealizealevel oftechnological integration
capable of increase synergies between HCOs,
and between them and the patients: anetwork of
interconnected HCOs and healthcare operators

Copyright © 2010, IGI Global. Copying or distributing in print or electronic forms without written permission of IGI Global

is prohibited.



International Journal of Information Systems in the Service Sector, 2(3), 13-27, July-September 2010 15

(General Practitioners, Specialists, ...) can lead
to access to, deliver and share new forms and
channels of relations, apart from consolidating
and revitalizing the already existing ones. Nev-
ertheless, researches examining organizational
and socio-cultural factors have provided insight
into variables which diminish or create barriers
to the use of ICTs within HCOs. Recent works
have paid attention to the interactive complexity
of group works (Goodwin & Goodwin, 1998;
Kaplan & Shaw, 2002) demonstrating the
need to move outside the traditional individual
decision-maker assessment and take account
of the context of practice, team integration,
and related cognitive as well as socio-cultural
issues. Few studies (Santahanam, Guimaraes,
& George, 2000; Kaplan, 2001) have traced as
well the links between improvements in orga-
nizational outcome indicators and a diversity
of predictive variables (technical, organiza-
tional and socio-cultural factors) within orga-
nizations as ICT were implemented. Another
body of literature, focused on the diffusion of
technological innovation (Rogers, 1995), has
identified the processes by which innovation
is communicated though certain channels over
time among members of asocial system: neither
here much attention has been paid to the con-
sequences for workers and organizations (and
HCOs among these) of adopting technological
innovations (Westbrook, Braithwaite, [edema,
& Coiera, 2004).

LITERATURE REVIEW

Our study draws upon two main areas of research
in the literature: (i) the network organizations
in the healthcare sector, (ii) the Social Network
Analysis as work methodology. In this section,
we provide a brief survey of pertinent studies
in each area from the literature.

In a strictly organizational meaning, the
network is defined as a set of relations between
actors, and ties between subjects and/or systems
of coordination and governance, converging
upon the same output and/or business process
(Grandori, 1999). There are two main branches

ofresearch focused on the healthcare networks:
the first one aims to analyze the pattern and its
strategic and organizational properties from
the network nodes standpoint, paying atten-
tion on their dynamics of aggregation. Many
experiences (Cicchetti, 2002; Miolo, Vitali, &
Nuti, 2003; among the others) made possible to
depicttwo main categories: the horizontally—in-
tegrated networks and the vertically—integrated
networks. In the first case, literature widely
refers to the so—called “hub & spoke model”,
where a medical centre of excellence able to
provide high specialized performances — often
because of higher resources availability — is
surrounded by a number of peripheral facilities
aimed to less specialized tasks (Cicchetti, 2002;
Lega, 2002). In the second case, the network
is related to the concept of assistance conti-
nuity (Lega, 1998), and the research focuses
on the enhancement of the patient assistance
path, with particular regard to the prevention
performances.

The other main body of literature con-
cerns the kind of flows — meant as exchange
of resources — that origin inside the network
(co—ordinate mobilization: Warren, Stephen,
& Bergunder, 1974). Researches focus on the
dynamics of integration, coordination and
interdependence occurring between two or
more organizations (Milner, 1980; Fennell &
Warnecke, 1988; Kaluzny & Warnecke, 1996).
Such contributes differ from the previous ones
because, besides drawing the network organi-
zational framework, highlight the impact on
performances level by analyzing management
and clinical outcomes: this leads therefore to
an evaluation of the efficacy for both the whole
network and the single nodes and ties (Provan
& Milward, 1995).

The co—ordinate mobilization is a typical
form of healthcare services supplying, and
is the first stage in a much longer path along
which the relational tissue gets steadier thanks
to information exchange and agreements set-
tlingamong the actors involved (e.g., dynamics
of patients exchange between HCOs) (Van de
Ven, Walker, & Liston, 1979; Van de Ven &
Walker, 1984). The networks studies appear
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as connected to other disciplines, such as
sociology, and in particular with the body of
literature about the social network analysis.
Assuming that the relationships occurring be-
tween actors are held to actors’ roles inside the
network (Cross & Parker, 2004; Meneguzzo &
Cepiku, 2008), the whole set of nodes/actors
(with their peculiar features), and the set of ties
(e.g., connections, relations and/or interactions
for the exchange of resources) give origin to a
social network (Powell, 1990), that can be can
bearticulated on different levels: interpersonal
(a single person belonging to an organization);
intra—organizational (a specific people group
within an organization); inter—organizational (a
setofrelations existing between organizations).
Suchlevels concern different kind of social ties,
from casual contacts, to working relationships,
to family bonds (Chiesi, 1999, 2006).

The Social Network Analysis (SNA) is a
methodology for the analysis of social relation-
ships, developed from the research of Jacob
Levy Moreno (among the others), founder of
sociometry (adiscipline focused on the study of
interpersonal relationships), that in 1934 tried
for first to visualize the social interactions as
reticular objects. The SNA makes a wide use of
topics, concepts and instruments coming from
the branch of mathematics known as “theory of
graphs”, focusing especially on the possibility
to analyze, interpret (and somehow foretell) the
ties existing between the nodes of a network. In
the healthcare sector the organizational actors
are strongly interconnected each other, and then
influenced by the surrounding social environ-
ment, so the SNA appears as the most suitable
theoretical and methodological perspective to
investigate the spreading of innovations and
good practices (clinical, organizational and
technological) among healthcare operators, or
how multidisciplinary teams for the treatment
of chronic—degenerative pathologies work.
The above mentioned level of analysis can be
featured as follows:

e Interpersonal: performance supplying,
definition and development of decisional
and information processes for practitioners

and specialists (Coleman, 1974; Valente,
2002), operations of multifunctional teams
(West, Barron, Dowsett, & Newton, 1999);

»  Intra—organizational: designing of HCOs,
where social relations play akey role in the
performance analysis of the organizational
units (Lomi, 1991; Donatini et al., 2001);

»  [Inter—organizational: designing of as-
sistance networks (Agranoff & McGuire,
2001).

The adoption of the SNA fits with the
research objective, because of its capability to
feature correctly the organizations involved, by
using appropriate sets of indicators and graphic
instruments. Within this logic, it becomes pos-
sible to investigate any kind of relationships
that origin in a healthcare system, comparing
therefore the “formal” and the “real” organiza-
tion frameworks (Cicchetti, 2007); that makes
also possible to improve the ability to develop
evaluation models that are adaptive and sensitive
to the characteristics of wicked problems and
provides a strong theoretical basis from which
to analyze and interpret findings (Westbrook
et al., 2007).

METHODOLOGICAL REMARKS

The present work supports an explorative/
descriptive analysis (Yin, 1993; Mari, 1994),
featuring as the first step of a wider research
path described in its overall in Figure 1. The
two main research objectives are:

*  Verify if and how the SNA can address
the instances of change and knowledge
management within a territorial context
featuring a low use of ICTs and a limited
spreading of information flows concerning
the chronic patients’ care paths;

»  Verify if and how the SNA can appear as
the “way” to a perspective of innovation,
whereas the realization of an information
framework (social healthcare network) for
the circulation and the exchange of accu-
rate, individual and complete clinical data,
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Figure 1. The research path

3. To Be Care Path
(innovation stage;
Information &
Communication
Network)

2. Social Network

Analysis
(change stage;

openingto new ICT
perspectives)

1.As Is Care Path
(no network;

no ICT solutions
implemented)

can improve the dynamics of communica-
tion and interaction/integration between the
subjectsinvolved in the patients’ care paths.

The concept of change means any kind of
modification of the organizational and tech-
nological knowledge gained from the outside
environment and/or improving the use of re-
sources extant, butnot properly exploited (Corti,
2002): this descriptive side of the analysis is
enhanced by the increasing body of literature
about the network designing in the healthcare
sector as well. The explorative analysis refers
instead to the concept of innovation, meant as
any qualitative/quantitative modification of the
use of extant technologies, able to lead “some-
how” to a very change, perceived as positive
(Corti, 2002). The deployment of the analysis
of social networks requires a methodology for
the evaluation of relational data.

The quantitative—relational approach
provided by the SNA features as analysis
units the set of relationships that the actors
(nodes) involved in the care path (HCOs, GPs,
patients) origin inside the network, while the
relations’ properties (ties) belong to couples
of actors, instead of single nodes (Mazzoni,
2007; Marchi, Schifini D’ Andrea, Maggino,
& Mola, 2007). Strengths of the SNA are the
exploitation of the Theory of Graphs to handle
the relational data (the couple of actors), and
the Matrix Algebra to describe the interactions
framework (Scott, 2000; Wasserman & Faust,
1996): relational data are first depicted through
the use of ““n x n” sociometric matrixes, whose
rows and columns refer to the nodes, while the
cells refer to their connections. The “weight”
of each connection depends on the definition
of a suitable evaluation parameter adopted for
drawing the social network.
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The graphs (here called “sociograms’) are
bi—dimensional descriptions of the social rela-
tions, wherein the points mean the nodes and
the lines mean the ties between couple of nodes.
The use of sociograms makes finally possible
to highlight many formal network properties
(such as density, cohesion, centrality, and con-
nectivity). The analysis of the problematics on
acomplex environment in which information &
communication technologies are increasingly
being implemented led to recognize that there
aren’t suitable evaluation frameworks yet, by
which to assess their impact on clinical work
and organizational outcomes. The two main
challenges the research path should try to ad-
dress are to conceptualize the design features
ofan evaluation framework and to specify what
data will be gathered and how.

THE EMPIRICAL VERIFICATION

The empirical analysis coming from the research
strategy consisted of two main steps:

*  The first step focused on the identification
ofpossible areas of implementation of ICT
solutions in the Districts of the Local Health
Authority “Na2 Nord” (located in the north
ofNaples’province, Italy), inrelation to the
sustainability of programmes of Integrated
Management for chronic—degenerative
pathologies, in particular Diabetes Mel-
litus type 2. The quantitative research was
founded on a survey administering;

e The second step aimed to elaborate the
results achieved using qualitative methods
(participant observation, creation of a “Pa-
thology Group”). The implementation of
the SNA made possible to draw a network
to investigate the relations occurred, ac-
cording tothe logic of disease management.

The sample group consisted of nearly 50
General Practitioners (GPs) and Specialists
(in particular diabetologists), working in the
Districts of the Local Health Authority Na 2

Nord; chronic—degenerative pathologies, in-
cluding the Diabetes Mellitus type 2, present
similar clinical courses, and their incidence
on the population has been increasing mostly
because ofthe raising of life expectancy. InItaly,
surveys concerning the Diabetes incidence on
national scale are not available, while there are
studies performed on local areas (see: Bonora
et al., 2004 (Bolzano area); Bruno et al., 2005
(Turin area); Pelella, Tamburis, & Tranfaglia,
2007; Bonacci, Pelella, & Tamburis, 2008
(Benevento area)). In addition, from ISTAT
yearbook data (Zaccarin & Rivellini, 2007)
emerges that4,6% ofItalians are diabetic, equal
to 2,7 millions people (4,9% women and 4,4%
men). The standard prevalence increased, dur-
ing the last years, from 4,2% in 2002 to 4,6%
in 2007. The prevalence of Diabetes Mellitus
increases with the age, up to the 17,6% in the
over 75 age group. In the age group from 35
to 74 years, the prevalence is greater for the
men, while in the over 75 age group is greater
for the women. The administered 50—item
questionnaire for the data collection, mostly
structured with fixed questions, was divided
in three main areas:

*  Knowledge of the pathology: the analysis
focused on the main topics concerning the
handling of the diabetic patient by the GPs,
in order to verify their correct behavior as
well as the respect of the guidelines for the
treatment of the pathology;

»  Approach to the ICT: the first purpose
was to evaluate, among the GPs, their
knowledge and experience with informa-
tion instruments as well as with electronic
data delivering and warehousing tools. The
second purpose was to analyze their pro-
pensity toward the adoption of Electronic
Medical Record protocols;

*  Management of communication flows:
the analysis focused on evaluation of the
degree of interaction/integration between
the subjects involved in the diabetic patient
care path.
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The answers analysis from the sample
group members led to a first “picture” of the
three levels of the social network, and to the
set of flows occurring among the actors them-
selves (co—ordinate mobilization). A strong
dichotomy appeared between their will to equip
with ICT solutions, and the lack of a real sense
of their use, as well as their effects on work
performances, services efficiency and opera-
tors expertise. The emerging scenario showed
once one how “the deployment of ICTs, either
as change or innovation, is still perceived as an
out—-of-the—ordinary, avoidable experience: a
definitely remarkable chance of improvement
for the service performances supplying, but
ready to turn out as negative, since cause of
modification for actors’ behaviors and roles”
(Corti, lasiello, Marino, & Tamburis, 2004).

THE GENERAL CARE
PATH (AS IS)

Figure 2 describes the General Care Path, as
drawn upon the elaboration and the analysis
of the questionnaires. The flow chart turned
out as the best pattern to highlight the logical
sequence of the episodes forming the Care
Path in a territorial context, and allocate the
performances delivered by the GPs, together
with the diabetological team (composed by
diabetologist, diabetic centre, cardiologist,
nephrologist, optician, dietician, podiatrist and
psychologist) and the territorial hospital(s), for
the treatment of a particular kind of patients.
The realization of the General Care Path
started with the analysis of the real care path
adopted by each GP (i.e., the visualization, for
the diabetic patients followed, of the actual se-
quence of the episodes their assistance process
is made of). The best assistance path realized
by each GP has been named Reference path.
The synthesis of the most efficacious (from the
clinical standpoint) and most effective (from
the organizational standpoint) Reference paths
has originated finally the General Care Path (4s
Is). The relational approach overlapped to the
previous logical one firstly required, to draw

correctly the network, the identification of the
best fitting evaluation parameter to assign a
weight to the connections found: that was the
therapeutic continuity settled between every
couple of actors of the care path, expressed by
a numeric value ranging from 1 to 7, accord-
ing to the great part of literature. Such step
was conducted with the help of the members
of the “Pathology Group”, comprised by those
physicians and administrators belonging to the
sample group, that showed higher levels of
expertise and collaboration; the output was the
sociometric matrix in Table 1. Finally, dedicated
software (UCINET) translated the matrix in a
sociogram (see Figure 3). The analysis of the
resulting network shows an appearing structural
equivalence between patient, GP, diabetologist
and diabetic centre (e.g., a similitude of their
relational framework with the other nodes of
the network).

The exploitation of the UCINET software
allows pointing out many relevant properties
of sociograms, the first of which is the network
cohesion, whichranges fromOto 1. Theresulting
value is 0.764 (i.e., in the network are present
about the 75% of all the possible connections).
The density value is confirmed by the standard
deviation value (0.4406) that suggests the pres-
ence of a significant level of variability in the
connections. Such high percentage, rather than
being a positive output, highlights instead anon
rational (and even mostly redundant) distribu-
tion of the connections, centered among the four
nodes with the highest connectivity values (e.g.,
the number of nodes that have to be removed in
order to disconnect the network on the whole.
High values for k(G) mean significant levels
of connectivity in the graph/network).

The cliques analysis gives information
about the number of couple of actors sharing the
same group; a clique is a high density subgroup
of the network, made of three or more nodes.
In this case, it was possible to recognize only
four extremely similar cliques: (i) Patient— GP
—Diab. - DC/LHA - Cardiol. — Opt. — Nephrol.
—Hospital, (ii) Patient — GP— Diab. - DC/LHA
— Pod. — Hospital, (iii) Patient — GP — Diab. —
DC/LHA — Psychol., (iv) Patient — GP — Diab.
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Figure 2. As Is care path flow chart

International Journal of Information Systems in the Service Sector, 2(3), 13-27, July-September 2010

Legend
(. Start/End O Decision | Q f;,?,ff,;)"ﬁ’""“"“" archive (no data
Paper Document / =] "Open’ information archive (data delivery by|
O] frroces L1 [Cmeon ) S| eicnmord
V Control O Sub-process | Information System Node

Territorial Diabetic patient Care Path (As Is)

HCOs for diabetological assistance

Other specialists (oculists, cardiologists,

nefrologists, neurologists, surgeons, ... L3 Descrizione Attivita

Verification of high glycaemic values
(hyperglycaemia)

2 ||Controls

3 [[Diagnosis of Diabetes Mellitus? (Yes/No)

Evaluation of risk factors IFG/IGT (Positive-
Yes/Negative-No)

5 ||Diagnostic placement

6 [[Di: tic definition of

7 ||complications? (Yes/No)

Definition/i ion of Shared Diagnosti
Therapeutic Paths, together with the GP, in the
respect of approved protocols/guidelines of
pathology Integrated Management

9 [[Di tic definition and tre

Stadiation of pathology with consequent need of
treatment? (Yes/No)

11 ||Re-evaluation of the patient

Need to plan a Protocol of pathology Integrated
Management? (Yes/No)

Definition/i of Shared DI
Therapeutic Paths, together with the GP, in the
respect of approved protocols/guidelines of
pathology Integrated Management

14 [|Clinical follow-up

15 [[Periodic controls

16 [|Programmed periodic visits

17 || complications? (Yes/No)

— DC/LHA - Diet (Figure 4). That means the
lack of an arranged set of relations. This hap-
pens because every diabetic patient, deprived
of a real guide, can actually make different
choices along the path, share single parts of
the path with other patients, be stuck in a loop
with the same episode, or even skip one or more

episodes. There is a remarkable heterogeneity
among the care paths originally identified by
the GPs involved, and in particular there is a
gap between those and what recommended in
the guidelines for the Integrated Management
of Diabetes Mellitus type 2; the SNA provides
a “photography” that enlightens the lack of a
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Figure 3. Sociogram of the healthcare network originated from the As Is Care Path
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real network organization, although the number
of HCOs through which, in the same territorial
context, the assistance process of the diabetic
patientis supposed to be set and organized: GPs
have generally a very low knowledge degree
of the care paths followed by their patients;
the clinical data are delivered by the patient
himself, that moves among the HCOs with his
(papery) clinical history.

The deployment of ICT solutions is very
limited for all three levels of study (interper-
sonal, intra— and inter—organizational), since
exploited mainly to automate already existing
operation processes (Data Resource Technol-
ogy: Pontiggia, 1997). The final outcome is
that the instances of change perspective and
complexity management (as to culture and
values, technological-formal issues and so-
cial legacies) have been addressing along an
unequal development of those macro—assets
(instruments, professional skills, organizational
bonds, information) on which ICTs are based
on, leading so to an impossibility to come to a
rational organization of the assistance supplying
processes (Bonacci & Tamburis, 2009).

NETWORK DEVELOPMENTS

By exploiting the SNA to “take snapshots” of
the current organization it is possible a longi-
tudinal study of the related network, through
which aims to: an efficacious path of patients’
empowerment; a more appropriate handling
of the disease for the GPs; an improvement of
the capabilities of the territorial care supply-
ing facilities. Deploying a sort of “evolution
logic”, the mentioned instances of change and
knowledge management can be interpreted,
foretold, and even somehow driven: this can
be called “innovation”. It takes first a passage
froma “Data Resource Technology”toa“Com-
munication Technology”, and therefore to a
“Relation Technology” condition, where ICT
should impact pervasively in order to redesign
the value chain on the whole. It is supposed
to happen through the implementation of an
“ERP-like” integrated information framework,

supporting an Electronic Health Record system.
The realization of an “information connecting
tissue” (middleware) can become the first step
toward the achievement of an interoperating
and interconnected environment, where the
Care Path itself would get to the status of social
healthcare network, and GPs would aim to the
key role of process owner of the integrated
management of the pathology, called to:

*  Coordinate and control the dynamics of
communication and interaction/integra-
tion between the subjects involved in the
diabetic patient care path;

*  Promote the activation of suitable sys-
tems for the strategic planning and the
performances measurement in a sort of
“information virtual ward”;

Such network should feature a lower
density value (less connections, but better or-
ganization of the data flows) and, consequently,
a higher number of subgroups, with smaller
dimension but a major proximity index (that is
the capacity for each node to create ties with the
other nodes), thanks to a redefinition of roles
and social relationships. In such new view, the
strategic subject called to the government and
the monitoring of the assistance processes can
appear as more “expanded”, and feature as a
“decision—making composite actor” (Achard,
1999).

CONCLUSION AND
FUTURE PROSPECTS

The main consequences of the emerging of a
new paradigm for the ICT in the healthcare
sector, based upon clinical, organizational and
administrative information sharing and integra-
tion among the operators, is depicted and sum-
marized in Figure 5. The exploitation of social
healthcare networks is meantto “compress” the
lead line thatlinks the outside environment of the
HCOs (inter—organizational perspective) and
theirinside processes of Healthcare Technology
Management and, in particular, deployment of
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Figure 5. As Is Cliques Diagram
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Figure 6. The SNA as “cultural bond” between outside environment and inside processes of
the HCOs
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ICT solutions (intra—organizational and inter- This process could help to redefine the
personal perspectives), increasing the cohesion  connections between general management and
ofthe whole organizational tissue and featuring ~ clinical management, allowing a better handling
the SNA as “cultural bond” based upon com-  of the main risk concerning the deployment of
mon principles (Fontana & Lorenzoni, 2004).  evolved healthcare technologies, that is an as

much intrinsic as unaware dissociation of the
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medical act between its operative, informative
and hierarchical factors.

This is the main reason why the approach
suggested in the present work can take a
strong competitive advantage from its being
focused on a relatively not much explored sec-
tor yet, suggesting a large-scale, longitudinal,
quali—quantitative research and experimental
method analysis of a social network related to
the Chronic Diseases’ Integrated Management.
The nextresearch step will be focused therefore
onadeeper investigation of the extant network,
already ongoing deep structural changes, to
show the advantages that a rational organiza-
tion of the assistance supplying processes may
bring to the treatment of the diabetic pathology
and, more in general, to the organization of the
healthcare systems.
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