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Overview

• Our previous work on automation of clinical guidelines for creating 
personalization of care plans

• Integrated care platform for chronic disease management based on 
evidence based guidelines: a national deployment in Türkiye

• Architecture: From clinical guidelines to Care Plans

• Sharing Care Plans with Patients



Our work on Care Plans and Clinical Guidelines

• Building clinical decision support solutions for increasing adherence 
to clinical guidelines to enable standardized care since 2006

2016-2020

C3-CLOUD
A Federated Collaborative Care & 

Cure Cloud Architecture for 
Addressing the Needs of Multi-
morbidity and Managing Poly-

pharmacy

2021-2025

ADLIFE
Integrated Personalized Care 
for Patients with Advanced 

Chronic Diseases to Improve 
Health and Quality of Life

2020-2025

CAREPATH
An Integrated Solution 
for Sustainable Care for 

Multimorbid Elderly 
Patients with Dementia

2004-2006 2006-2008

iCARDEA
An Intelligent Platform for 

Personalized Remote 
Monitoring of the Cardiac 
Patients with Electronic 

Implant Devices

2020-2021

SmartHT
Smart Hypertension 

Management through 
Integrated Care and 

Patient Empowerment

Acute Coronary Syndrome
Ischemic heart disease 

followed by a revascularization 
therapy

Atrial Fibrillation (AF) and
Ventricular Arrhythmias (VT/VF)

Hypertension
CVD Risk
Diabetes

Heart Failure

Hypertension
COPD

Heart Failure
Hypertension

CVD Risk
Diabetes

CKD
Depression

MCI
Mild Dementia
Hypertension
Heart Failure

CVD Risk
Diabetes

CKD
Depression

2024-2030

STAGE
 Stay Healthy Through 

Ageing

SAPHIRE
Intelligent Healthcare 
Monitoring based on 

Semantic 
Interoperability 

Platform



https://kroniq.health/

Integrated care platform for chronic disease management

https://kroniq.health/
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National Chronic Disease Management Platform (HYP)

• Supports 35K GPs and 27K GP 
nurses

• 42M+ citizens in Turkey have at 
least one care plan

• Digitizes clinical guidelines for 
screening, monitoring and care 
planning

• Integrates tightly with eNabiz 
(national EHR/PHR system)

Screening 
and Risk 

Assessment

Population 
Tracking

Self-

managem
ent support 

for patients

Disease 

Progress 

Monitoring

✓ Personalised risk assessment and
lifestyle suggestions

✓ Preventive treatment
recommendations

✓ Clinical goal setting

✓ Clinical guideline 
automation

✓ Personalised treatment plan recommendations
(goals, medication, lifestyle) 

✓ Integrated care 
      management

✓ Treatment plan 
      access

✓ Reminders on compliance to 
treatment plan

✓ Education materials

✓ Latest progress of disease based 
clinical metrics

✓ Upcoming / 
late follow-ups

✓ Performed screening & 
monitoring  statistics
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Chronic Disease Management in Primary Care

Diabetes

Hypertension

CVD Risk

Obesity

Coronary

Artery Disease

Chronic Kidney

Disease

Stroke

Asthma

COPD

Geriatric

Monitoring

CVD Screening Phase CVD High Risk Monitoring Coronary Artery Disease Monitoring

Clinical 
Guidelines

Screening/Monitoring 
Episode

Condition
Observation
Procedure
MedicationRequest
QuestionnaireResponse
Immunization
…

- Personalized, focused 
(disease targeted) 
visualization of patient’s 
health state

- Risk score algorithms
- Medication/dosage suggestion
- Personalized goal suggestion 

algorithms
- Referral suggestion algorithms

- Clinical decision support 
services

- Guideline based care flow 
automation

- Treatment/Care plan (Treatment goals, referrals, 
scheduling next episode, lifestyle suggestions,  
generated for the next period)

CarePlan

Goal

ServiceRequest

Comm.Request

EpisodeOfCare

Encounter

Composition

…

Observation
Condition
Med.Statement
…
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KronIQ in action – scale of usage in Türkiye

35K Used daily by
GPs since July 2021

Avg FHIR interactions 
per day

220M

Total screening and 
monitoring episodes

250M

Total citizens with at 
least one care plan

42M

FHIR resources47B

Avg. duration for FHIR 
Search6.1ms

Avg. duration for FHIR 
Create/Update18ms

Avg. online data 
transformation & 
synchronization time

Avg. duration for FHIR 
Transaction

1.1s

9.6ms

Avg. duration for FHIR 
Read

2.6ms
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From Clinical Guidelines to Care Plans

Clinical 
Guidelines

Follow-up 
appointment

Self-
monitoring  

activity

Weight loss 
goal

Smoking 
cessation goal

Diagnosis
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From Clinical Guidelines to Care Plans
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From Clinical Guidelines to Care Plans

Service Request

Appointment

Communication 
Request

Goal

Medication 
Request

Lab Order

Referrals

Patient 
Activity

Education 
Materials

Care Plan 
Bundle

Treatment/ 
Lifestyle 

Goals

Follow-up 
Appoint.

Medication 
Suggestions

Suggestion 
Cards

o Symptom Reporting
o Dietary Regiments
o Exercises
o Patient Reported 

Outcome Measure 
Questionnaires

o Self Measurements

CareTeam
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From Clinical Guidelines to Care Plans

            

              
          

           

               

          



Virtual Edition

12 

Risk Stratification through Clinical Decision Support Services

Personalized Risk 

assessment via Scored 

Algorithms (e.g. SCORE)

Cardiovascular Risk 
assessment.

10 year Cardiovascular 
Risk Score is calculated 
automatically via a CDS 
service implementing 

SCORE algorithm

However, when patient data is 
updated with severe conditions like 

acute myocardial infarction, the risk is 
automatically re-      f       ‘V    

H  h’
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Recommendations for Diagnosis, Referrals and Control Visits

Personalized diagnosis and 

Referral recommendations 

based on patient’s current 

condition

Personalized control visit 

recommendations (e.g.  

Screening after 2 years for low 

CVD risk patients, 1 year for high 

risk patients)

The patient is diagnosed with 
a CVD related disease and it 
is recommended to have a 
follow-up visit in 6 months.

It is recommended to 
refer to patient to a 

                  ‘V    
H  h’    k.
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Sharing Care Plans with Patients
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Q&A

• More Information:
• https://kroniq.health/ 

• Publications: 
• Igor Larrañaga, Javier Mar, Ania Gorostiza, et.al, Evaluation of the 

epidemiological and economic impact of the ADLIFE intervention on 
medium- to long-term in patients with advanced chronic disease, 
In Frontiers in Public Health, 
https://www.frontiersin.org/journals/public-
health/articles/10.3389/fpubh.2025.1682492/full, November, 2025

• A Nationwide Chronic Disease Management Solution via Clinical Decision 
Support Services: Software Development and Real-Life Implementation 
Report, JMIR Med Inform 2024;12:e49986, 
https://medinform.jmir.org/2024/1/e49986 DOI: 10.2196/49986

• Transforming evidence-based clinical guidelines into implementable 
clinical decision support services: the CAREPATH study for multimorbidity 
management, Front. Med., 27 May 2024 Sec. Regulatory Science, Volume 
11 – 2024, 
https://www.frontiersin.org/journals/medicine/articles/10.3389/fmed.2
024.1386689/full ,DOI: 10.3389/1386689

• A Collaborative Platform for Management of Chronic Diseases via 
Guideline-Driven Individualized Care Plans, Computational and 
Structural Biotechnology Journal, Volume 17, 2019, Pages 869-
885, 
https://www.sciencedirect.com/science/article/pii/S2001037018
303507 

• Implementation of HL7 FHIR-Based Interoperability Profiles to 
Manage Care Plans for Multimorbid Patients with Mild 
Dementia, In Medical Informatics Europe (MIE 2023), May, 2023, 
https://ebooks.iospress.nl/doi/10.3233/SHTI230075

• Interoperability Architecture of the ADLIFE Patient 
Empowerment Platform, In Medical Informatics Europe (MIE 
2021), May, 2021., 
https://ebooks.iospress.nl/doi/10.3233/SHTI210316

https://kroniq.health/
https://kroniq.health/
https://www.frontiersin.org/journals/public-health/articles/10.3389/fpubh.2025.1682492/full
https://www.frontiersin.org/journals/public-health/articles/10.3389/fpubh.2025.1682492/full
https://www.frontiersin.org/journals/public-health/articles/10.3389/fpubh.2025.1682492/full
https://medinform.jmir.org/2024/1/e49986
https://www.frontiersin.org/journals/medicine/articles/10.3389/fmed.2024.1386689/full
https://www.frontiersin.org/journals/medicine/articles/10.3389/fmed.2024.1386689/full
https://doi.org/10.3389/fmed.2024.1386689
https://doi.org/10.3389/fmed.2024.1386689
https://www.sciencedirect.com/science/article/pii/S2001037018303507
https://www.sciencedirect.com/science/article/pii/S2001037018303507
https://ebooks.iospress.nl/doi/10.3233/SHTI230075
https://ebooks.iospress.nl/doi/10.3233/SHTI210316
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Contact

• You can reach me here:
• Email: gokce@srdc.com.tr

• Web site: www.srdc.com.tr 

mailto:gokce@srdc.com.tr
http://www.srdc.com.tr/
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