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General practice

3350 patients

GP 1,4 Fte

Practice nurse      0,3 Practice nurse      0,3 

Practice assistant1,7 



Diabetes care in my practice 2010

HbA1c measured <1 yr 95%

Blood pressure measured < 1yr 99%

Lipids tested <1yr 88%

HbA1c <7 % 75%

HbA1c >8,5% 5%

Blood pressure <140 mmHg 51%

Cholesterol LDL level  < 2,5 mmol/l 74%



Regional or national clinical data

• 2000 Benchmarked feedback from 

health insurance companies

• 2004 Practice accreditation• 2004 Practice accreditation

• 2010 Chronic diabetes care 

organisation 



Practice accreditation





Practice accreditation

3 year cycle

• Organisation of care

• Medical performance

• Patient questionnaires• Patient questionnaires

Yearly 3-5 improvement plans 

Visit by auditor

Support by trained nurse



No of participating General Practitioners (40%)
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NHG indicatoren COPD
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2006 Reorganisation of Chronic care

• Integral financing through chain care• Integral financing through chain care

• Multidisciplinary guidelines on DM, 
COPD, CVRM.

• Start of chronic care groups



Diabetes in The Netherlands 1990-2025



Care for chronic diseases 

=

chain care

Multiple care providers (eg GP, specialist)Multiple care providers (eg GP, specialist)Multiple care providers (eg GP, specialist)Multiple care providers (eg GP, specialist)
Multiple disciplines(nurses, practice assistant, Multiple disciplines(nurses, practice assistant, Multiple disciplines(nurses, practice assistant, Multiple disciplines(nurses, practice assistant, Multiple disciplines(nurses, practice assistant, Multiple disciplines(nurses, practice assistant, Multiple disciplines(nurses, practice assistant, Multiple disciplines(nurses, practice assistant, 

physiotherapist, dietician, life style coach)physiotherapist, dietician, life style coach)physiotherapist, dietician, life style coach)physiotherapist, dietician, life style coach)
Multiple care levels (primary ,secondary care, as Multiple care levels (primary ,secondary care, as Multiple care levels (primary ,secondary care, as Multiple care levels (primary ,secondary care, as 

well as self managementwell as self managementwell as self managementwell as self management



Chain care

Chronic care group 

Health 
insurance

€

Chronic diabetes care

Diagnostic 
centre/lab

Dieticien

GP

Specialist
Podo-

therapist

Chronic care group 

€ € € €€



• 100 chronic care 
groups

• 75 GPs per group

• large diversity

– Professional standard

– Number of 
programmes

– Quality



Three regional projects

Chronic care groups

• Eindhoven

• Oosterhout• Oosterhout

• Zwolle



• Data report to care group and practices

• Benchmarked feedback to practices

• Practices make their own improvement 
plans

Internal use of data: quality cycle

plans

• Practice visit by a trained professional

• Reflection on data and improvement plans

• Practice accreditation included

• Yearly cycle



Diabetes procesindicators  Eindhoven  

Procesindicatoren Diabetes (I)
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COPD procesindicatoren

Werkbezoek LHV-NHG



Data automatically extracted from electronic 

medical file (EMF) by external party 44%

Data extracted from EMF by the practice 22%

Standard reports of the EMF 17%

Data management

Standard reports of the EMF 17%

By hand 5%

Combinations 11% 



Improvements after 3 years of chronic diabetes care Oosterhout

Proces indicators

Glucose measured

Bloodpressure

Lipids

Weight

Smoking behavior

Foot control

fundoscopy

Outcomes according

to guideline targets

HbA1c 

Weight

Bloodpressure

Cholesterol



Gegevens Zwolle Project 1998-2008

Close cooperation between secondary and primary care

Yearly feedback, benchmark and practice visits

1998 2008

Number of DM2 patients 1622 27438Number of DM2 patients 1622 27438

In Zwolle:

% in secondary care 20% 11%

Insulin treatment in primary care    6% 18%



Long term effects of diabetes chain care
10 years results in Zwolle

age age



Long term effects of diabetes chain care
10 years results in Zwolle

age

age



National data collection

• Very hard struggle

• Ministry of health, inspectorate, health 

insurance companies, health professionals 

and patient organisations have their own and patient organisations have their own 

agenda’s



The barriers

• No standard procedures

• No ICT functionality

• Limited cooperation

• Many stakeholders• Many stakeholders

• Political tension

• No econimic drive

• Full agenda’s

• ……..



Transparent care

• Starts with adequate data extraction 

• Internal indicators: to be used as feedback and 

benchmark for health care providers

• External indicators: Give information about the • External indicators: Give information about the 

quality of care



Quality-

indicators

public 

indicators

Now

all treatment information

Shared  treatment 

information

indicators



Step 1: core indicators

Quality-

indicatorsindicators

Shared  treatment 

information

all treatment information



Number of chronic care groups         29

Number of patients 4.231.000

Mean no patientes per caregroup 145.000

National data collection

Mean no patientes per caregroup 145.000



HbA1c checked <1yr



HbA1c < 7 mmol/l



Blood pressure measured <1 yr



diabetes: Systolic bloodpressure < 140



eye control done in diabetes patients



Conclusions

• Registration- and extraction problems
influence the outcomes largely.

• Uniformity on in- or exclusion criteria
• Chronic care groups need a few years to 
organise themselves.organise themselves.

• Casemix differences are a challenge
• How to make an honest benchmark?
• Feedback information is especially
important for internal quality of the 
practices



Overlaping core sets and datasets

General

DMCVRM

COPD

General

parameters
CHF

Dementia

depression

…

Astma



Datamagement via regional data centres

• costs & characteristics

• patient satisfactionQuality Quality

• aggregated  authorised data 

• material for scientific research


