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Abstract

Aims Weevaluated the impactof acontinuousquality improvement effort implementedbyanetworkof Italiandiabetes clinics

operating in the national healthcare system.

Methods This was a controlled before-and-after study involving 95 centres, of which 67 joined the initiative since 2004

(group A) and 18 were first involved in 2007 (group B, control). All centres used electronic medical record systems. Information

on quality indicators was extracted for the period 2004–2007. Data were centrally analysed anonymously and results were

published annually. Each centre’s performance was ranked against the ‘best performers’. We compared quality indicators

between the two groups of centres over 4 years.

Results Over 100 000 Type 2 diabetes mellitus patients were evaluated annually. The proportion of patients with glycated

haemoglobin levels < 7% increased by 6% in group A (2007–2004 difference) and by 1.3% in group B. The proportion of

patients with low-density lipoprotein-cholesterol < 100 mg ⁄ dl improved by over 10% in both groups. The rate of patients with

blood pressure values £ 130 ⁄ 85 mmHg increased in group A (+6.4%), but not in group B (–1.4%). The use of insulin increased

in group A only (+5.2%), while the use of statins increased by over 20% in both groups.

Conclusions A physician-led quality improvement effort, based on the systematic evaluation of routine data, is effective in

improving the performance of a large number of diabetes clinics. The small percentage increase in the number of patients at

target, if applied to large numbers of patients, would translate into a significant impact on public health.
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Introduction

The burden of Type 2 diabetes and its cardiovascular

complications are expected to grow in forthcoming years

because of the increasing incidence of the disease worldwide

[1,2].

A large body of evidence has clearly shown that a number of

effective treatments and practices may substantially reduce this

burden [3]. However, clinical practice often differs from

guideline prescriptions, owing to suboptimal available care

resources and to the increasing number of patients in charge. As a

consequence, a marked variability has been documented in the

application of preventive and therapeutic strategies, suggesting

that the level of diabetes care currently delivered may not

produce the possible health-related gains. In this respect, several

studies have shown that the desired treatment goals for diabetes
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and cardiovascular risk factors are not reached in a large

proportion of patients [4–8]. Furthermore, a close relationship

between the quality of diabetes care and risk of cardiovascular

events has been documented [9].

Given these premises, several American and European

organizations have been working on the development,

specification and field-testing of measures for quality of

diabetes care, to provide high-quality care while controlling

costs [10–15]. Quality measures identified include process and

intermediate outcome indicators, selected under the assumption

that they are linked to downstream health outcomes. These

measures have been widely used to monitor quality of care and

promote continuous quality improvement initiatives [4,16,17].

These initiatives have themselves led to mixed results, and

effective changes in clinical practice have been more frequently

documented in small-scale, local experiences [18]. In Italy, a

continuous improvement effort implemented by a network of

diabetes clinics inSicilydocumented thata tangible improvement

in the quality of diabetes care over 5 years could be obtained by

sharing the same electronic health record system, and by

adopting standardized process and outcomes measures [17]. In

the sameyears, a larger initiativeadopting the same methodology

has been launched, involving over 120 clinics throughout Italy.

These centres, accounting for approximately one-fifth of all the

clinics operating within the national healthcare system, all share

the same software for data extraction from electronic medical

records. Data from participating centres are annually collected

and centrally analysed anonymously. Results are publicized

through a specific publication (AMD Annals) and on a dedicated

web page of the Associazione Medici Diabetologi [19].

Furthermore, by using a specific software package developed

by Associazione Medici Diabetologi and distributed free of

charge to all the participants, individual centres can compare

their own process and intermediate outcome indicators with the

published results andestimate the gapexisting between their own

performance and the national ‘gold standard’.

In the context of this continuous quality improvement effort,

we conducted a controlled before-and-after study, by comparing

the performance of clinics participating in the initiative from the

beginning with that of clinics involved only in the last year. In

particular, the aim of this analysis was to evaluate whether the

benchmarking initiative undertaken improved quality indicators

of diabetes care over a period of 4 years (2004–2007).

Patients and methods

The Italian healthcare system

All Italiancitizens, irrespectiveof social class or income, are cared

for by a general practitioner as part of the National Health

System. It is estimated that over 2.5 million citizens have known

diabetes in Italy. Care for people withdiabetes is mainly provided

by a public network of about 700 diabetes clinics, delivering

diagnostic confirmation, therapy, prevention and early diagnosis

of complications through close patient follow-up by a team of

specialists, and the scheduling of regular check-ups. Most

patients are referred to these care units by their general

practitioner, and care is free of charge.

Diabetes clinics can be classified, according to their level of

complexity of organization, into three categories. The highest

level is represented by clinics with complete financial autonomy

and a dedicated staff (physicians, nurses, dieticians, etc.) led by a

director. Structures with an intermediate level of organizational

complexity depending on other wards or departments may have

financial autonomy and have a dedicated staff led by a

responsible physician identified by the director of the

department. Finally, the structures with the lowest level of

complexity are represented by ambulatory facilities without

financial autonomy, with a dedicated staff of physicians but

without dedicated nurses.

Associazione Medici Diabetologi quality indicators

This Italian Association of Clinical Diabetologists identified a set

of indicators to be used in the context of quality improvement

initiatives. Quality indicators include process measures

evaluating diagnostic, preventive and therapeutic procedures

performed by the centres, and outcomes indicators measuring

favourable and unfavourable modifications in the patient health

status. Process measures included frequency of measurement of

glycated haemoglobin (HbA1c), blood pressure, lipid profile

[low-density lipoprotein (LDL)-cholesterol or total and high-

density lipoprotein (HDL)-cholesterol, and triglycerides].

Process measures were expressed as percentages of patients

monitored at least once during the previous 12 months.

Intermediate outcome measures included the proportion of

patients with satisfactory values, as well as the percentage of

those with unacceptably high values. Outcomes were considered

satisfactory if HbA1c levels were £ 7.0%, blood pressure values

were £130 ⁄ 85 mmHg and LDL cholesterol levels were

< 100 mg ⁄ dl. Unsatisfactory outcomes included HbA1c levels

‡ 9%, blood pressure values ‡ 140 ⁄ 90 mmHg and LDL levels

‡ 130 mg ⁄ dl. The rate of use of specific classes of drugs (insulin,

statins, and two or more anti-hypertensive agents) was also

evaluated.

In the case of multiple records during the year, the last value

was considered for the analyses. Low-density lipoprotein-

cholesterol was estimated by the Friedwald equation. Since

normal ranges for glycated haemoglobin varied among the

different centres, to allow the comparison among centres, the

percentage change with respect to the upper normal value

(measured value ⁄ upper normal limit) was estimated and

multiplied by 6.0.

As for final outcomes (diabetes complications), while their

importance and scientific soundness as outcome measures go

uncontested, their definition was not sufficiently standardized to

allow between-centres comparisons; in fact, open text was

generally used to describe the monitoring, the presence and the

severity of the complications, hampering the ability to extract the

necessary information from electronic medical records.
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Data collection

Participating centres adopted different electronic medical record

systems for the everyday management of outpatients. A software

package specifically developed for the project enabled the

extraction from all these clinical databases of the information

(AMD Data File) needed for the evaluation of process and

outcomes indicators. Each individual centre had thepossibility of

obtaining the information on its performance directly from the

electronic record system, using an ad hoc software package.

Moreover, data from all participating centres were collected and

centrally analysed anonymously.

Information on all patients with Type 2 diabetes seen every

year was obtained.

All the process and intermediate outcomes indicators were

compared to reference values, or ‘gold standards’, established by

identifying the best performers. The gold standard for every

indicator was represented by the 75th percentile of the ordered

distribution of the results obtained in the centres.

Results were publicized on a dedicated page of the

Associazione Medici Diabetologi website and through a book

(AMD Annals) [19] distributed to each diabetes clinic; overall,

5000 copies have been disseminated every year. Besides tables,

several graphical approaches were used to facilitate the

interpretation of the results. In addition to pie-charts and

histograms, used to represent the distribution of frequencies of

every indicator, maps, box-plots, star-plots and variability

graphs were produced to facilitate the interpretation of results

and the comparisons with the gold standard. An example star-

plot for process measures is presented in Fig. 1. Using these

graphs, each centre was able to locate its own performance with

respect to theoverall picture.Resultsof all theanalysesdonewere

also discussed with participating centres on the occasion of an

annual meeting and presented in several regional conferences.

The entire project is conducted without allocation of extra

resources or financial incentives, but simply through a physician-

led effort, made possible by the commitment of the specialists

involved.

In this context, we report here the results of the analysis

evaluating whether and to what extent this continuous quality

improvement effort had an impact on the care delivered by the

participating diabetes clinics. The analysis refers to individuals

with Type 2 diabetes, representing the vast majority of the

sample. In particular, we compared quality indicators between

centres joining the initiative since the first edition (2004) and

centres first involved in the last one (2007). All the participating

centres extracted data relative to the 4 years analysed from their

electronicdatabases. Inaddition to theanalyses performedonthe

whole sample of patients seen every year, we also evaluated

patterns of care in the cohort of patients seen for 4 years.

Statistical analysis

To account for the hierarchical nature of the data (patients

clustered within centres) and to control simultaneously for the

possible confounding effects of the different variables, we used

multilevel regression models [20,21]. For each indicator,

estimates are thus adjusted for sex, age, diabetes duration and

clustering effect. Results are expressed as frequencies with their

95% confidence intervals. Analyses were performed using SAS�
Language (release 9.1. Cary, NC, USA; 2002–2003).

Results

Overall, 122clinics participated, of whom 87 joined the initiative

since 2004 (group A) while the remaining 35 were first involved

in 2007 and served as the control group (group B). Diabetes

clinics participating in the project were more likely to have a high

level of organizational complexity compared with the total

sample of diabetes clinics in Italy (30 vs. 20%), while the

proportion of centres with a low level of complexity was similar

(14 vs. 17%). Centres able to provide full data for 4 years (from

2004 to 2007) were selected from both groups, leaving 67 centres

in group A and 18 centres in group B included in the analysis

(Centres of group B used electronic clinical records to manage

their patients in the years 2004–2007 although they were not

participating in the AMD Annals initiative.). Numbers of
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FIGURE 1 Example of star-plot graph used in the AMD Annals to

summarize centres’ performance. The star-plot graph allows visualization of

multiple indicators at the same time. Each axis contains the percentage of

patients having the specific measurement (e.g. process indicators)

performed, with 0% located in the middle and 100% on the extreme. The

full polygon obtained by joining the different points identified on each axis

represents the performance of the whole sample. The dashed line polygon

represents the performance of the ‘gold standard’ centres. The distance on

every axis between full polygon and ‘gold standard’ represents the existing

gap between delivered care and attainable quality levels.
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patients evaluated in the 4 years were 92 269 in 2004, 102 614

in 2005, 117 971 in 2006 and 136 572 in 2007 for group A, and

14 050 in 2004, 16 677 in 2005, 18 256 in 2006 and 23 527 in

2007 for group B. The cohort of individuals followed for 4 years

included 83 426 patients, of whom 72 426 were from group A

and 11 000 from group B.

Group A and group B did not differ in terms of organizational

characteristics (group A, 11.9, 52.2 and 35.8% of centres with,

high, intermediate and low level of complexity, respectively;

group B, 11.1, 55.6 and 33.3% of centres with, high,

intermediate and low level of complexity, respectively).

Numbers of patients evaluated in the 4 years and their

characteristics according to study group are reported in Table 1.

Table 2 shows for the two groups of centres the annual

proportion of patients with at least one value registered during

the year (process measures) and the percentage of patients

reaching specific favourable or unfavourable targets

(intermediate outcome measures) and rates of use of drugs.

Regarding process measures, HbA1c monitoring was stable

across the years, reaching satisfactory levels in both groups of

centres. Lipid monitoring was performed in a higher proportion

of patients in group B than in group A for the entire period of

observation; nevertheless, the rate of increase in lipid monitoring

was higher in group A (+6.2% from 2004 to 2007) than in

group B (+2.4%). No major changes in blood pressure

monitoring were detected in both groups during the years.

Regarding outcomes, an increasing trend in the proportion of

patients with HbA1c levels below 7% was documented in

group A (+ 6%), whereas it was smaller in group B (+1.3%). The

reduction in the percentage of patients with HbA1c over 9% was

similar in the two groups. The proportion of patients with LDL-

cholesterol at target increased by over 10% in both groups,

together witha parallel reduction in the proportionof individuals

with particularly high levels. Adequate blood pressure control

was attained in an increasing percentage of individuals in

group A (+6.4%), but not in group B (–1.4%). In parallel, a

reduction in the proportion of patients with blood pressure

values ‡ 140 ⁄ 90 mmHg was documented in group A (–7.3%),

but not in group B (–0.9%).

Finally, an increasing use of insulin was documented in

group A only, while the use of statins increased by over 20% in

bothgroups. Theproportionofpatients treatedwith twoormore

anti-hypertensive agents increased by 3.6% in group A and by

1.6% in group B.

The last two columns of Table 2 show that variations

documented in the cohort of patients seen during 4 years were

very similar to those registered in the whole sample.

Discussion

Our study documents the feasibility and efficacy of conducting

practice-based quality-of-care studies across large numbers of

outpatient practices, after having reached a consensus in how to

measure the quality of care in priority areas. This nationwide

initiative is based on the methodology adopted in a previous,

smaller scale efforts, that documented over 5 years a constant

improvement in process and intermediate outcome measures,

associated with increasing rates of drug prescriptions and

substantial reductions in between-centres variability [17].

A key feature of the continuous quality improvement effort

implemented is represented by the decision to use the ‘best

performers’ approach [22]. In other words, clinicians are not

faced with theoretical standards, often perceived as unrealistic in

their structural and organizational setting, but rather with the

performance of centres operating in the same healthcare system,

in similar conditions. By comparing their own performance with

that of centres reaching better overall results, specialists could

easily realize the real margin of improvement made possible by

simply increasing the level of attention to disease monitoring and

treatment.

Our data show that, when promoted by healthcare

professionals and perceived as a normal component of

everyday practice, diabetes care profiling and benchmarking

activities are able to improve clinical outcomes.

Improvements in lipid profile monitoring, use of statins, and

proportion of patients reaching the LDL target were similar in

both groups, thus suggesting a natural trend, largely independent

from the activities undertaken. In contrast, results relative to

Table 1 Patient characteristics by study group and year of observation

Study group

2004 2005 2006 2007

A B A B A B A B

n 92 269 14 050 104 033 19 920 124 940 26 173 151 698 40 269

Males (%) 54.05 54.38 54.26 54.70 54.68 55.36 54.65 55.50

Age (years) 66.75 (11.45) 66.67 (11.11) 66.93 (11.41) 66.56 (11.40) 67.20 (11.35) 66.80 (11.22) 67.56 (11.26) 67.23 (11.23)

Body mass

index (kg ⁄ m2)

29.27 (5.02) 29.24 (5.01) 29.31 (5.05) 29.33 (5.09) 29.39 (5.07) 29.27 (5.10) 29.47 (5.11) 29.34 (5.15)

Diabetes

duration

(years)

10.61 (9.25) 9.75 (8.73) 10.74 (9.29) 10.10 (8.81) 10.96 (9.25) 10.63 (8.83) 11.49 (9.24) 10.90 (8.93)

Data are means (standard deviation) or percentages.
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metabolic control and blood pressure control do suggest a

specific effect of the benchmarking activities, being present only

in group A. It should be emphasized that the percentage increase

in the number of patients at target, though numerically small,

applies to large numbers of individuals, thus translating into a

significant impact in terms of public health. Furthermore, the

positive results were obtained during a limited period of

observation, and the trends documented suggest that even

greater benefits could be achieved in the long run. Overall,

temporal changes documented in group A seem more

pronounced than those documented in the USA over 10 years

[16], particularly for metabolic control, in terms of proportion of

patients with HbA1c levels below 7.0%. Furthermore, while no

changes in blood pressure levels were documented across the

years in the USA, the proportion of individuals at target (i.e.

£ 130 ⁄ 85 mmHg) constantly increased in our study. Although

Table 2 Between-group comparison for process and intermediate outcome indicators and rates of use of drugs

Indicator

Whole sample Cohort

2004 (%) 2005 (%) 2006 (%) 2007 (%)

2004–2007

difference (%)

95%

Confidence

interval of

2004–2007

difference

2004–2007

difference (%)

95%

Confidence

interval of

2004–2007

difference

Process

HbA1c

A 93.05 93.41 93.72 93.71 0.66 0.54; 0.78 –0.05 –0.31; 0.22

B 93.08 95.12 94.68 94.57 1.49 0.34; 2.64 0.17 –0.54; 0.86

Blood pressure

A 87.52 85.29 87.22 86.41 –1.11 –2.50; 0.28 –3.39 –3.76; –3.00

B 91.66 92.04 90.18 90.79 –0.87 –1.30; –0.44 –3.04 –4.00; –2.08

Lipid profile

A 68.12 70.07 72.39 74.31 6.19 5.63; 6.75 1.03 0.45; 1.60

B 79.3 82.04 81.94 81.75 2.45 0.31; 4.59 –4.32 –5.60; –3.02

Outcome

HbA1c £ 7%

A 41.57 43.03 46.85 47.58 6.01 5.52; 6.50 2.89 2.29; 3.50

B 43.01 44.61 43.72 44.29 1.28 0.70; 1.86 –0.24 –1.92; 1.44

HbA1c ‡ 9%

A 12.67 11.79 10.27 9.88 –2.79 –3.11; –2.47 –2.95 –3.34; –2.56

B 14.04 13.16 12.66 11.99 –2.05 –3.56; –0.54 –0.12 –1.24; 1.00

Blood pressure £ 130 ⁄ 85 mmHg

A 32.42 33.35 36.57 38.84 6.42 5.95; 6.89 5.94 5.25; 6.65

B 31.92 30.67 32.43 30.55 –1.37 –1.77; –0.97 –6.38 –8.00; –4.76

Blood pressure ‡ 140 ⁄ 90 mmHg

A 64.66 63.61 59.94 57.32 –7.34 –7.82; –6.82 –6.85 –7.56; –6.14

B 65.66 65.88 64.23 64.80 –0.86 –3.62; 1.90 2.42 0.77; 4.07

LDL-Cholesterol < 100 mg ⁄ dl

A 28.97 32.94 37.33 39.47 10.05 9.92; 11.08 13.58 12.88; 14.28

B 26.7 31.46 35.79 38.86 12.16 10.84; 13.48 16.73 14.97; 18.48

LDL-Cholesterol ‡ 130 mg ⁄ dl

A 35.69 31.18 27.51 25.99 –9.70 –10.29; –9.11 –12.42 –13.09; –11.75

B 37.26 31.03 29.15 26.28 –10.92 –12.21; –9.75 –15.19 –16.98; –13.60

Treatment

Insulin � oral agents

A 20.41 21.74 22.84 25.59 5.18 4.76; 5.60 10.16 9.80; 10.52

B 21.68 20.55 20.79 20.9 –0.78 –0.91; –0.65 9.93 8.81; 11.05

‡ 2 anti-hypertensive agents

A 52.89 53.59 55.21 56.49 3.60 3.09; 4.11 9.69 9.19; 10.19

B 55.71 55.17 56.19 57.33 1.62 0.79; 2.45 8.91 7.57; 10.25

Statins

A 7.75 12.74 24.02 28.58 20.83 20.33; 21.33 14.66 14.29; 15.03

B 13.27 16.47 25.03 35.67 22.40 21.08; 23.72 19.24 18.07; 20.41

*Estimates are based on multilevel analyses adjusted for sex, age, diabetes duration and clustering effect. For each year, frequencies represent

the proportion of patients with at least one value registered during the year (process measures), the percentage of patients reaching specific

favourable or unfavourable targets (intermediate outcome measures), and rates of use of drugs. The last four columns represent the absolute

variation from 2004 to 2007 and their 95% confidence intervals for the whole sample and for the cohort of individuals seen for 4 years.
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based on different indicators, similar trends of improvement

were documented in the United Kingdom after the introduction

of performance-based payment incentives as part of the general

practitioner contract [23]. Overall, when compared with data

derived from different European countries and relative to

secondary care, the proportion of patients with HbA1c levels

above 7.0% in Italian patients followed by diabetes clinics (i.e.

57% in 2005) is similar to that reported in Germany (55%) and

lower than that reported in Denmark (64%) and Belgium (69%)

[8]. Similar figures were also found in other countries where

estimates were derived from both primary and secondary care

databases. Regarding the proportion of patients with LDL-

cholesterol levels below 100 mg ⁄ dl, the performance of Italian

centres closely resembles that of other countries. Similarly, the

percentage of patients with poor blood pressure control (i.e.

> 140 ⁄ 90 mmHg) in Italy (37% in 2005) falls in the range

documented in other European countries (from 22% in Belgium

to 46% in Sweden) [8].

Despite the improvements documented, the quality of diabetes

care is still suboptimal. In agreement with previous findings, our

study confirms the difficulties in reaching the desired therapeutic

goals [4–8,24]. Less than half of the patients attain a satisfactory

HbA1c level, and only one in three has LDL-cholesterol or blood

pressure levels on target. These findings are mirrored by the

relevant proportion of patients with particularly high levels of

HbA1c (about 15%), LDL-cholesterol (about one in three), and

blood pressure (over 60%). Getting more patients on target thus

represents an important priority of the initiative in the years to

come. The inclusion of additional indicators representing

broader aspects of diabetes care (i.e. eye and foot examination,

education and influenza vaccine) as well as the addition of distal

outcomes (i.e. cardiovascular events and severity of retinopathy)

also constitute a necessary step to implement. Nevertheless, the

results obtained so far, if maintained, would translate into a

substantial reduction in the risk of major complications.

Our study has limitations. First, this is not a randomized trial,

and centres participating in the initiative from the beginning

could differ systematically from those that joined the programme

later. We examined structural and organizational characteristics

of the two groups of clinics, but we were unable to find any

meaningful difference.

Second, the considerable success documented was obtained

without allocation of extra resources or financial incentives, but

simply through a physician-led effort, made possible by the

commitment of the specialists involved. While this is a qualifying

aspect of the initiative, it can at the same time represent a factor

that might limit its generalizability to other areas where clinicians

do not display a similar willingness to share their experiences

with colleagues.

Finally, centres could have used the quality improvement

system by using only the annual data of their own clinic, without

comparing the results with the ‘gold standard’. In other words,

the positive results described could at least in part derive from the

self-evaluation of performance, rather than from benchmarking

activities. Nevertheless, it should be underlined that all the

centres used electronic medical record systems enabling the

evaluation of their own performance. What presumably made

the difference between the groups of centres was the possibility of

comparing their own practice with that of the best performers

and with the average performance of the overall sample of

centres.

In conclusion, our study shows that a physician-led quality

improvement effort, based on the systematic evaluation of

routinely collected clinical data, is effective in improving the

performance of diabetes clinics. These results confirm those

previously obtained in a smaller, more homogeneous area,

highlighting the applicability of this approach to a much larger

number of clinics throughout Italy. This experience opens

important perspectives. First, the number of participating

clinics is increasing year on year, and it is expected that at least

one-quarter of Italian diabetes centres will join the programme in

the near future. Second, new initiatives will be launched in the

individual regions topromoteamore intensivedebateon thedata

collected at the local level, to drive changes through the

recognition of problem areas and barriers and the identification

of possible solutions. Finally, the list of quality indicators will be

expanded to include humanistic outcomes (i.e. quality of life,

patient satisfaction) [25] as well as distal clinical outcomes. If

these initiatives prove to be effective, substantial benefits can be

foreseen for individuals with diabetes in Italy in the years to

come. This could also represent a public health model, deeply

rooted in routine care and not requiring additional effort by busy

clinicians, to be extended to other chronic conditions.
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Brescia; G. De Blasi, M. Bergmann – Bressanone (BZ);
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A. Trinchera, G. Masi, V. Macchitella, C. Mancuso, L. Trisciuzzi

– Brindisi; B. Viehweider – Brunico (BZ); L. Carboni, M. P.

Turco, A. Delogu, M. Floris, M. G. Murtas, L. Farris – Cagliari;

M. Manai, F. Spanu – Cagliari; M. Songini, G. Piras, R. Seguro,

R. Floris, G. Corona, M. Lai, S. Lostia, E. Piras – Cagliari; M.

Dolci, M. Mori, F. Baccetti, G. Gregori – Carrara (MS); L.

Capretti, G. Speroni, A. Carbone, L. Fugazza – Casalpusterlengo

(MO); G. Pozzuoli, M. Laudato, M. Barone, G. Stasio – Caserta;

J. Grosso, B. Di Nardo, L. Rossi, A. Sciulli – Castel di Sangro

(AQ); L. Confortin, N. Marin, M. Lamonica – Castelfranco

Veneto (TV); I. Lorenti – Catania; V. Starnone, A. Del Buono, A.

M. Terracciano – Cellole (CE); A. Boscolo Bariga, G. Ballarin, A.

Nogara, S. De Boni – Chioggia (VE); A. Chiambretti, R.

Fornengo, E. M. Mularoni – Chivasso (TO); A. Rocca, P.

Rumi, B. Balzarini – Cinisello Balsamo (MI); M. A. Pellegrini, C.

Noacco, L. Tonutti, G. Venturini – Cividale del Friuli (UD); G.

Santantonio, G. Baldi, L. Massa – Civitavecchia (RM); G.

Ghilardi, P. Fiorina – Clusone (BG); L. Capretti, G. Speroni, L.

Fugazza – Codogno (LO); C. Massafra, A. Lovagnini Scher –

Cologno Monzese (MI); G. Panebianco, F. Tadiotto – Conselve

(PD); D. Gaiti, E. A. Bosi, G. Chierici, S. Pilla, M. Copelli, P.

Zanichelli, L. Bertelli, P. Caretta, V. Vezzani, S. Bodecchi –

Correggio (RE); A. Longobucco – Cosenza; P. Ruggeri, A.

Mondani,R.Persico,C.Rossi –Cremona;G.Magro–Cuneo;N.

Musacchio, A. Giancaterini, A. Lovagnini Scher – Cusano

Milanino (MI); G. Marelli – Desio (MI); G. Placentino –

Domodossola (VB); D. Richini, S. Molinari, R. Strazzeri – Esisne

(BS); G. Panebianco, M. D’Ambrosio, V. Da Tos – Este (PD); L.

Cotti, G. Garrapa – Fano (PU); P. Foglini, C. Bedetta, E. Tortato,

P. Pantanetti, R. Manicotti – Fermo; E. Forte, C. Marrocco –

Fondi (LT); A. Torri, D. Sommariva – Garbagnate Milanese

(MI); C. Taboga, B. Catone – Gemona del Friuli (UD); G.

Ghisoni, F. Fabbri, M. Torresan, R. Crovetto – Genova; G.

Campobasso – Gioia del Colle (BA); E. D’Ugo – Gissi (CH); M.

Merni, B. Brunato – Gorizia; M. Rossi, G. Sabbatini, F. Quadri,

L. Sambuco – Grosseto; E. A. Bosi, G. Chierici, S. Pilla, D. Gaiti,

M. Copelli, P. Zanichelli, L. Bertelli, P. Caretta, V. Vezzani, S.

Bodecchi – Guastalla (RE); R. Iannarelli – L’Aquila; M. Pupillo,

A. De Luca, D. Antenucci, A. Minnucci, C. Di Florio, A.

Carnevale, G. Angelicola, A. Bosco, R. Fresco, G. Di Marco –

Lanciano (CH); F. Marini, L. Cogo – Legnago (VR); R.

Meniconi, S. Bertoli, S. Cosimi – Lido di Camaiore (LU); F.

Giannini,A.diCarlo, I.Casadidio–Lucca;G.Maolo,B.Polenta,

M. Bruglia – Macerata; G. Pozzuoli, M. Laudato, M. Barone, G.

Stasio – Maddaloni (CE); C. Vincenti – Maglie (LE); L.

Sciangula, E. Banfi, A. Ciucci, A. Contartese, L. Menicatti –

Mariano Comense (CO); P. Tatti, D. Bloise, P. Di Mauro, L.

Masselli – Marino (RM); A. Lo Presti, A. M. Scarpitta, F.

Gambina – Marsala (TP); M. Dolci, M. Mori, F. Baccetti, G.

Gregori – Massa (MS); A. Venezia, R. Morea, G. Lagonigro –

Matera; G. Saitta – Messina; D. Cucinotta, A. Di Benedetto –

Messina; P. Pata, T. Mancuso – Messina; A. Zocca, B. Aiello, M.

Picca – Milano; G. Testori, P. Rampini, N. Cerutti – Milano; G.

Mariani, P. D. Ragonesi, P. Bollati, P. Colapinto; Milano; M.

Comoglio, R. Manti; Moncalieri (TO); A. M. Cernigoi, C.

Tortul, B. Brunato, M. Merni – Monfalcone (GO); G.

Panebianco, F. Tadiotto – Moselice (PD); G. Panebianco, M.

D’Ambrosio, V. Da Tos – Montagnana (PD); A. Volpi, A.

Coracina,A.M.Cospite –Montebelluna (TV);V.Manicardi,M.

Michelini, L. Finardi, S. Galliani, R. Cilloni, M. Iemmi –

Montecchio (RE); S. Lombardi, M. J. Mattarello – Montecchio

Maggiore (VI); A. Gatti, R. Giannettina, M. Gobbo, M.

Bonavita, E. Creso – Napoli; S. Turco, A. A. Turco, C. Iovine,

C. De Natale – Napoli; L. Zenari, L. Bertulini, C. Sorgato –

Negrar (VR); A. Gigante, A. M. Cicalò, C. Clausi, R. Cau –

Nuoro; S. Calebich, C. Burlotti – Ome (BS); G. Saglietti, G.

Placentino, A. Schellino – Omegna (VB); F. Mastinu, M. Cossu,

G. Madau,M.F.Mulas, S. Zuccheddu –Oristano;G. Torchio, P.

Palumbo, A. Bianchi – Paderno Dugnano (MI); G. Mattina –

Palermo; I. Zavaroni, I. Dei Cas, L. Franzini, E. Usberti, M.

Antonimi, N. Anelli, R. Poli – Parma; E. Picchio, P. Del Sindaco–

Perugia; A. Spalluto, L. Maggiulli, L. Ricciardelli – Pesaro; G. La

Penna – Pescara; R. Gelisio, C. Vinci – Portogruaro (RO); A.

Arcangeli, L. Ianni, M. Lorenzetti, A. Marsocci – Prato; P. Di

Bartolo, A. Scaramuzza, P. Melandri – Ravenna; C. Giovannini –

ReggioCalabria; E.Rastelli –Riccione (RN); S. Leotta, C. Suraci,

N. Visalli, A. Gagliardi, L. Fontana, M. Altomare, S. Carletti, S.

Abbruzzese – Roma; F. Chiaramonte, R. Giordano, M. Rossini,

G. Migneco – Roma; F. Piergiovanni, D. Fava, A. Simonetta, F.

Massimiani – Roma; R. Bulzomı̀ – Roma; G. Armentano, M. G.

Restuccia – Rossano (CS); S. Genovese, F. Locatelli – Rozzano

(MI); T. Croato, M. Nicoletti, N. Trojan – S. Vito al Tagliamento

(PN); P. Li Volsi, G. Zanette – Sicile (PN); G. Vespasiani, I.

Meloncelli, L. Clementi, M. Galetta, M. Santangelo – S.

Benedetto del Tronto (AP); P. Bordin, L. Perale – S. Daniele del

Friuli (UD); R. Gelisio, M. Zanon – S. Donà di Piave (VE); V. Sica

– Sanluri (CA); R. Sturaro, M. Raffa – Sanremo (IM); Luca Lione

– Savona; F. Calcaterra, F. Cataldi, M. Miola – Schio (VI); S.

Manfrini, S. Rilli – Senigallia (AN); I. Tanganelli – Siena; G.

Felace, I. Fumagalli – Spilimbergo (PN); G. Divizia, M. Agliani –

Spoleto (PG); A. Travaglini, P. Draghi – Terni; P. Acler, T.

Romanelli, S. Inchiostro – Trento; R. Candido, E. Caroli, E.

Manca, A. Petrucco, R. Da Ros, P. Da Col, E. Tommasi, N.

Daris, M. G. Cogliatti, A. Pianca, E. Fragiacomo – Trieste; M.

Vasta, M. Sudano, M. G. Pronti, G. Martinelli, M. Andreani, G.

Ciandrini, S. Lani – Urbino; A. R. Bogazzi, G. Bendinelli –

Venaria Reale (TO); M. Pais, E. Moro – Venezia; F. Cervellino,

A. Zampino, R. Sinisi – Venosa (PZ); A. Schellino – Verbania

Pallanza (VB); R. Mingardi, L. Lora, C. Stocchiero – Vicenza; A.

Basso, E. Brun, M. Strazzabosco, M. Simoncini, C. Grigoletto, F.

Zen, C. A. Mesturino – Vicenza.
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