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Abstract

Background: More than half of the patients with type 2 diabetes (T2DM) patients are diagnosed with one or more
comorbid disorders. They can participate in several single-disease oriented disease management programs, which
may lead to fragmented care because these programs are not well prepared for coordinating care between
programs. Comorbid patients are therefore at risk for suboptimal treatment, unsafe care, inefficient use of health
care services and unnecessary costs. Case management is a possible model to counteract fragmented care for
comorbid patients. It includes evidence-based optimal care, but is tailored to the individual patients’ preferences.
The objective of this study is to examine the effectiveness of a case management program, in addition to a
diabetes management program, on the quality of care for comorbid T2DM patients.

Methods/Design: The study is a randomized controlled trial among patients with T2DM and at least one
comorbid chronic disease (N = 230), who already participate in a diabetes management program. Randomization
will take place at the level of the patients in general practices. Trained practice nurses (case managers) will apply a
case management program in addition to the diabetes management program. The case management intervention
is based on the Guided Care model and includes six elements; assessing health care needs, planning care, create
access to other care providers and community resources, monitoring, coordinating care and recording of all
relevant information. Patients in the control group will continue their participation in the diabetes management
program and receive care-as-usual from their general practitioner and other care providers.

Discussion: We expect that the case management program, which includes better structured care based on
scientific evidence and adjusted to the patients’ needs and priorities, will improve the quality of care coordination
from both the patients’ and caregivers’ perspective and will result in less consumption of health care services.

Trial registration: Netherlands Trial Register (NTR): NTR1847

Background
With the ageing of the population and the increase of
prevalence rates of most chronic diseases at older age,
increasingly more patients with a chronic disease also
suffer from other chronic diseases [1]. In the Nether-
lands 25-50% of people with a chronic disease is diag-
nosed with one or more comorbid disorders [2,3]. For
patients with type 2 diabetes (T2DM) this percentage is
even higher, approximately 60% [4].

Comorbid type 2 diabetes (T2DM) patients can partici-
pate in several single-disease oriented disease manage-
ment programs. Disease management programs are
defined as ‘systematic, population-based approaches to
identify persons at risk, intervene with specific programs
of care and measure clinical and other outcomes’. The
main goal of disease management programs is to provide
good quality care for a chronic disease and to guarantee
a central role for the patient in managing the disease [5].
However, participating in multiple single-disease

oriented programs in combination with regular primary
care, may lead to fragmented care. In designing these
programs insufficient attention is paid to the possible
comorbid conditions which co-exist with an (index-)
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disease. Comorbid patients are therefore at risk for sub-
optimal treatment, unsafe care, inefficient use of health
care services, unnecessary costs and consequently run
higher risks for adverse events [3,6]. Case management
is a possible model to counteract fragmented care for
comorbid patients. It is an individualized care program
which coordinates all care involved for patients enrolled
in different single-disease management programs, who
have to adhere to various treatment protocols. It draws
on evidence-based optimal care for systematically mana-
ging all existing conditions in a patient, and is tailored
to the individual patients’ preferences [7,8].
There are promising results in a primary care setting

from pilot tests on the effects of case management, in
which an improvement of the quality of chronic care
was observed, especially in the communication, goal set-
ting, decision support, coordination among providers,
and in reducing health care costs [8-12]. Recently, a
study on the effectiveness of case management in the
USA has shown improvement on the self-reported qual-
ity of health care for comorbid elderly [13].
To improve the care for comorbid T2DM patients in

the Netherlands, we used the Guided Care Model (GC)
to design a case management care program customized
to the Dutch primary care setting. In the Netherlands,
every resident is listed in a primary care practice. The
General Practitioner (GP) acts as gatekeeper to second-
ary (specialized) care which is only accessible after refer-
ral. Our aim is to create a comprehensive tool for the
general Practice Nurse (PN), which allows her to man-
age and coordinate the care the comorbid patient needs
and to stimulate involvement of the patient in his care
process. In this study, the PNs will be trained in con-
ducting the case management program and will here-
after be called case manager.

Theoretical framework
GC is developed in the USA and is based on the
Chronic Care Model, a framework to guide quality
improvement and disease management activities in the
care for patients with a chronic disease [10]. GC com-
bines the elements of the Chronic Care Model in prac-
tice and is designed to improve the quality of care and
the quality of life for patients with multiple chronic con-
ditions and complex health care needs [7,10].
GC consists of the following elements: assessing health

care and well-being needs, communicating intervention
possibilities, goal setting and decision support, monitor-
ing and timely evaluation with the patient [10]. These
elements intervene on three levels in the patients’ care
system, on the organizational or practice level (by using
the above mentioned elements), on the level of the care
provider (by using decision support), and on the level of
the patient (by encouraging self management).

Objective
The objective of this study is to establish the additional
value of case management superposed on a diabetes
management program, in terms of perceived quality of
care, quality of care from the perspective of the GP, the
health status of the patient, diabetes control, and health
care utilization in T2DM patients with comorbidity.

Methods/Design
Design of the study
This study is a randomized controlled trial. T2DM
patients with at least one comorbid chronic disease will
be assigned to the control or intervention group. All
patients participate in a diabetes management system
(the Diabetes Care System (DCS), receiving structured
diabetes care. In addition, participants in the interven-
tion group will receive the case management interven-
tion. The duration of the intervention is 12 months.
The Medical Ethics Committee of the VU University
medical centre in Amsterdam approved the study. Parti-
cipants are allowed to enter the study after signed
informed consent. Both the diabetes management pro-
gram (as part of the usual care in the control group)
and the case management intervention will be provided
in the practice in which the patient is listed.
Description of the Diabetes Care System (DCS)

The Diabetes Care System (DCS) is a diabetes man-
agement program, which started in 1996 in the
West-Friesland region of the Netherlands. By incor-
porating the Chronic Care Model, the system aims
at providing comprehensive regional diabetes care,
educating diabetes patients and supporting GPs in
treating these patients. By now, nearly 6,500 T2DM
patients are registered at the DCS. All receive an
annual extended diabetes check-up at the specialized
DCS additionally to the diabetes care by their GP
according to the guidelines of the Dutch College of
General Practioners [14]. The basic principles of the
DCS are: the coordination of diabetes care, feedback
to the GP and patient empowerment.
Each patient is invited annually by the DCS for a
physical examination and diagnostic tests such as
blood and urine analysis. In addition, the patient vis-
its a diabetes nurse and a dietician for information
and advice in order to improve the skills and confi-
dence needed for self management. The patients are
invited for follow-up visits when necessary.
The DCS coordinates the diabetes care between pri-
mary and secondary care. Using a centrally orga-
nized database, clinical information of patients is
accessible to involved health care providers. Results
of the annual examination are sent to the patient’s
GP who is responsible for the management of the
patient, delegation of tasks to the PN and the 3-
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montly follow-up [15,16]. The GP receives feedback
from the DCS based on the average results of his
patients compared to all patients participating in the
DCS.

Study population
Practices
Practices delivering diabetes care in cooperation with
the DCS are eligible for participation in this study if
they employ a PN for diabetes care and are willing to
house the case manager.
Patients
Eligible T2DM patients participate in the DCS and are
known with at least one of the following comorbid
conditions: chronic ischemic heart disease [angina pec-
toris, previous myocardial infarction, and heart failure],
stroke, depression, rheumatoid arthritis, osteoarthritis
of hip and/or knee, cancer, chronic obstructive pul-
monary disease. The case manager will identify eligible
patients from the electronic medical record based on
ICPC-codes (International Classification of Primary
Care) representing the included comorbid conditions
(see table 1). Patients are allowed to enter this study
when there is not already a case manager involved,
when they are not suffering from a health problem
which could lead to death within one year, are capable
to give informed consent, to personally fill in question-
naires and have sufficient knowledge of the Dutch
language.

Randomization
Patients will be randomly assigned to the intervention or
control group (see Figure 1). Patients in the control
group will receive care from the DCS, their GP and PN.
Patients in the intervention group will receive the case
management intervention from the case manager in
addition. All eligible patients in the participating prac-
tices will be invited to join the study. Reasons for non
participation will be carefully registered.

Intervention
The case management program is designed to comple-
ment the diabetes management program and therefore
is additional to the care from the DCS. The program
involves six basic elements from the GC model intended
to improve the quality of care for the patient, their
access to care, and their capacity for self care, including
assessing health care needs, planning care, create access
to other care providers and community resources, moni-
toring, coordinating care and recording of all relevant
information [10].

Training
To execute the program properly, the case manager will
be trained in assessing the patients’ health care needs
(step 1) and in creating a care plan based on the assess-
ment (step 2). The case manager will have frequent con-
tacts with the patient, GP and other care providers.
Therefore the case manager will also receive training in
motivational interviewing techniques and communica-
tion strategies, during a 4-day course and two coaching-
on-the-job sessions from a trainer skilled in communica-
tion in health care. MI is a patient-centered counseling
approach and is intended to help the patient make deci-
sions, to facilitate the patient’s participation in care, and
to reconsider the patients’ priorities with the patient.
This method aims at collaboration between the case
manager and the patient, using the patient’s intrinsic
motivation (willingness and motivation for self-care) and
care for their autonomy [17,18]. Furthermore, recogniz-
ing and using different communication strategies in con-
versations will help the case manager in their contacts
with the patient, GP and other care providers. Coach-
ing-on-the-job will be executed by the trainer during
two consults between the case manager and a patient.
The trainer will provide feedback following each consult.
Description of the intervention: the Case Management
Program

The case management program as applied in this
study entails the following steps;

Table 1 International Classification of Primary Care codes of comorbid conditions.

Condition Code

Cancer A79 B72 B73 B74 D74 D75 D76 D77 N74 R84 R85

S77 T71 U75 U76 U77 W72 X75 X76 X77 Y77 Y78

Chronic ischemic heart disease K74 K75 K76

Chronic Obstructive Pulmonary Disease R95

Depression P76

Osteoarthritis of hip and/or knee L89 L90

Rheumatoid arthritis L88

Stroke K90

This table provides an overview of the ICPC-codes corresponding the included comorbid conditions.

ICPC: International Classification of Primary Care
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Step 1) Assessing the patients’ health care needs
Before the assessment takes place, the case manager
collects information about the patients’ co-morbid-
ities, treatments and advices, health care utilization
and medication use in the electronic medical
records. The initial assessment takes place with the
patient in a face-to-face intake at the general prac-
tice, by using the Resident Assessment Instrument-
Community Health Assessment (RAI-CHA). The
RAI was originally designed as a minimum data set
to assess the health status of nursing home residents
by identification of problems in 18 areas that may
need specific care planning [19]. The RAI-CHA pro-
vides a comprehensive overview of the patients’

medical, functional, cognitive, affective, psychosocial,
nutritional and environmental status. The identified
problem areas guide the design of an individualized
care plan with the intention to improve or maintain
the functional health status.

Step 2) Start planning care Together with the GP and
the PN responsible for diabetes care, the case manager
creates a provisional care plan. This plan is based on
information from the assessment and currently pro-
vided care by the GP and PN. In case the patient’s
health problems results in complex care according to
the GP, a multidisciplinary consultation with all rele-
vant care providers will take place. Regular participants

Figure 1 Design of the study. The figure shows the design of the CasCo-study.
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are the GP, PN, case manager and a representative of
the DCS (a dietician or diabetes nurse).

Step 3) Discussing the interim care plan with the
patient In a second consultation, the case manager will

discuss the provisional care plan with the patient.
The case manager will give sufficient information as
a result of which the patient will be able to make
decisions related to care or managing the problems
found. Also, the case manager will inform the
patient about community resources relevant to the
patients’ needs. This results in a care plan suitable
to the priorities and needs of the patient and
becomes definite after a final review from the GP,
PN and case manager.
The care plan includes self-management activities
for the patient by setting goals in an action plan (e.g.
regarding nutrition, physical exercise, use of medica-
tion, and self-monitoring) tailored to the patients’
capacities.

Step 4) Communicating the care plan to all involved
care providers The care plan will be communicated to

the involved care providers in order to coordinate
the care. The case manager will not take over the
care provided by the other care providers, but will
inform them about the patient’s care plan and
explain the case manager’s role.

Step 5) Monthly contact with the patient The case
manager will monitor the patient monthly by tele-
phone to detect and address emerging problems
regarding the implementation of the care plan and
the patients’ health status. If necessary, the case
manager discusses these problems with the GP and
takes appropriate action.
The case manager will review the patient’s action
plan and stimulate self-management by coaching the

patient in achieving goals. The case manager will
regularly update the patients’ status and care plan
using the notes from these contacts.

Step 6) Recording During the intervention period, the
case manager will record relevant changes in health
status and all actions undertaken in the patients’
electronic medical record.

Control group
The patients in the control group continue participating
in the DCS. In consequence, the care patients receive in
this group is more extensive than usual care alone. They
receive extended diabetes care from the DCS and usual
care for diabetes (and the comorbid conditions) from
their GP and PN. Care in this group may include the
involvement of a PN, referral to other health care pro-
fessionals, medication reviews, etcetera. These activities
will be monitored and measured as part of our data col-
lection. However, these patients do not participate in
the case management program and therefore will not be
supervised by the case manager.

Measurements
Table 2 provides an overview of all measurements. Data
will be collected using the patients’ electronic medical
record, postal questionnaires, and semi structured
interviews.
To get more insight into the factors favoring and

hampering the implementation of the case management
program, we will perform a feasibility check using semi-
structured in-depth interviews and collect data via
patient questionnaires.
We will interview four groups: 1) all case managers

delivering the intervention, 2) the GPs in the participat-
ing practices, 3) the diabetes nurses of the DCS, as well
as 4) a random stratified selection of 15 patients of the

Table 2 Measurement scheme.

Variable Instrument baseline 3 months 12 months

Primary outcome

a. quality of care perceived by patients CQ-Index GP care
PACIC

X
X

X
X

X
X

Secondary outcomes

b. quality of care perceived by GP Quality Indicators X

c. health status of the patient SF-12 X X X

d. diabetes control Hba1c (%) X X X

e. health care utilization Contacts with care providers X X X

Medication use (RAI-CHA) X X

Feasibility Semi-structured interviews X

This table provides an overview of the time schedule of all measurements and measures.

CQ-Index for GP care: Consumer Quality Index for GP care; GP: General Practitioner; HbA1c: glycated haemoglobin level; PACIC: Patient Assessment of Chronic
Illness Care; RAI-CHA: Resident Assessment Instrument - Community Health Assessment; SF-12: Short-Form 12.
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intervention group (both patients who indicated in their
questionnaire having been exposed well and poorly to
the case management program). The interviews will be
recorded using a voice recorder.

Outcome assessment
Primary and secondary outcome measurements are
assessed at baseline, at 3 and 12 months. Interim ana-
lyses will be carried out three months after the baseline
measurement. This analysis will be purely descriptive
concerning changes in the quality of the received care
according to the patient as a result of participation in
the case management program.
Primary outcome measures
The quality of care as perceived by the patient, will be
measured with the experience part of the multidimen-
sional questionnaire Consumer Quality Index for GP
care (CQ-Index)[20]. The CQ-Index is a standardized
systematic way of measuring, analyzing and reporting
clients’ experiences in care. The ‘tailored care’ subscale
includes 4 items, to be scored on a 4-point scale and
has been shown to be reliable (Crohnbach’s alpha =
0.84)[21].
Additionally we will use the Patient Assessment of

Chronic Illness Care questionnaire (PACIC), a 20-item
questionnaire which measures patient-reported quality
of chronic illness care. It can be used to determine
whether the received care is patient-centered, proactive,
planned and includes collaborative goal setting; pro-
blem-solving and follow-up support [22].
Secondary outcomes measures
The quality of care perceived by the GP will be mea-
sured using a validated set of basic quality indicators
[23,24]. Quality Indicators define the degree to which
the provided care is in accordance with the evidence-
based guidelines. They are usually calculated as percen-
tages based on patient data registered in the electronic
medical record and from completed questionnaires.
Additionally, the Primary Care Assessment Tool provi-
der survey (PCAT) will be used in a semi-structured
interview to measure the quality of care from the per-
spective of the GP as well. The PCAT provides informa-
tion on structure and process elements of primary care.
This also includes information on patient-, provider-,
and facility-related perspectives on the experiences of
care received and care provided [25].
The health status of the patient will be assessed by the

Short Form 12 (SF-12). This is a multi-purpose generic
health status questionnaire, including 12 items scoring
on a physical and a mental health scale.
Diabetes control will be measured by means of the

glycated haemoglobin level (HbA1c). The HbA1c indi-
cates the glucose control over the past 2-3 months and
will be measured at baseline and after 12 months.

Health care utilization will be measured by the num-
ber of visits patients make to different health care pro-
fessionals and changes in the medication lists. This
information will be collected through a patient question-
naire which was previously used in the second Dutch
National Survey of General Practice [26], adapted from
the Health Questionnaire of Statistics Netherlands [27].
The questions include involvement of all relevant health
care provided. Changes in the medication lists will be
measured by comparing the patients’ medication lists at
the beginning and end of the intervention period.

Sample size
The required sample size for this study is calculated on
the basis of the main outcome measure, the ‘tailored
care’ subscale of the CQ-Index. Previous research
showed mean baseline scores of 3.1 (SD 1.0) on a 5-
point scale [20]. We expect a mean improvement of 0.4
in the intervention group and 0.1 in the control group
(mean difference in improvement 0.3). Assuming a
pooled SD of change of 0.75 (SMD = 0.40), we would
need complete data for 98 patients in each group; given
80% power and a significance level of 5%. We will
recruit 2 × 115 patients allowing a drop-out rate of 15%
during follow-up.

Analyses
The effectiveness of case management will be estab-
lished in multivariate multilevel analyses, according to
the intention-to-treat principle. When possible, specific
attention will be paid to identify subgroups of patients
characterized by their profile of comorbidity in which
the intervention is more effective than in other sub-
groups. The data might allow calculating an individual
case management exposure level score, in the interven-
tion group as well as in the control group. This will
enable analyses of the outcome measures according to
the per-protocol principle. Differences between patients
exposed to the case management program and patients
in the control condition on patient’s health care utility
and patient’s health status will be tested using a chi-
square test and student t-test, respectively. Potential
confounding is checked, including the effect of different
case managers and the number of patients per case
manager.

Discussion
In this paper we describe the design of a randomized
controlled trial of a case management program led by a
trained PN, the case manager, for comorbid T2DM
patients. The project will represent a first step in the
evidence about the effectiveness of a primary care based
case management program by studying the effectiveness
in the Dutch primary care setting of a program which
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has been proven feasible and acceptable in the USA. By
superposing this case management program on a dia-
betes management program, we will also be able to
identify its additional value compared to a single disease
oriented management program.
We expect that better structured care based on scien-

tific evidence and adjusted to the patients’ needs and
priorities can improve the quality of care coordination
from both the patients’ and caregivers’ perspective and
can result in less consumption of health care services.
Patients with more than one chronic condition might
need support to coordinate their care arrangements.
This is reflected by the choice for quality of care as per-
ceived by the patient as the main outcome measure.
When case management superposed on diabetes man-
agement is more effective than diabetes management
alone, many patients will benefit from a better organized
care, better health outcomes, and more efficient use of
health care services. From a societal perspective, effec-
tive case management will lead to more efficient health
care utilization, and consequently lower costs.
The major strength of this study is the close fit to the

normal procedure in primary care practice and the not
invasive character of the case management program.
Experiments with case management as proposed in this
study are a logical next step in pursuing optimal care
for diabetics with comorbidity, with the knowledge that
more than 60% of the diabetics have one or more
comorbid disorders. Also, when people get older, the
prevalence of chronic illnesses increases. Taking this
into account, care for comorbid diabetics can become
very complex to manage. The model of case manage-
ment superposed on disease management for diabetics
can be seen as exemplary and it will be worthwhile to
apply the results - if positive - to other single-disease
management programs for other chronic diseases.
The designed program is based on the Guided Care

Model which is under study in the USA. There are
three major differences between the implementation of
the case management program in the USA and the cus-
tomized version in our study.
At first, we do not screen for eligible patients based

on their health care consumption (or costs) or based on
frailty measures. We have chosen to include a group of
patients already enrolled in a diabetes management pro-
gram, who are diagnosed with multiple chronic condi-
tions. Because they have multiple chronic conditions,
they could participate in several disease management
programs. These programs aim at structuring and
managing all care necessary according to the evidence-
based guidelines for the specific chronic disease. How-
ever, these programs are not designed to complement
each other and could increase burden and costs for the
patients, especially when there are multiple

comorbidities present. For that reason the question
whether case management has any additional value over
the structured diabetes management and if so, for which
patients with comorbidity, is very important. This is also
a core subject of the ZonMw research program on dis-
ease management, who provide funding for this study.
Secondly, the case manager in our study is less exten-

sively involved in coordinating the patients’ care than in
the USA and for example does not coordinate transi-
tions between sites (from hospital back to home or vice
versa). When a patient is in hospital, the case manager
will be informed by the patient, family or hospital. The
case manager will contact the patient when he or she is
still in hospital or after discharge to discuss and, if
necessary, adjust the care plan. Participants in this study
are not institutionalized. They are motivated and
empowered during this intervention to contact the case
manager if problems or changes in health status occur.
Important is the emphasis on patient priorities and
patient self management, monitored by monthly tele-
phone contacts, which also implies that patients are
responsible for keeping the case manager up-to-date.
Thirdly, we do not include training for the patient’s

informal caregivers, because the participants in this
study are expected not to be severely frail. We are
aware of the burden informal caregivers often face and
therefore they are welcome to accompany their spouses
during their participation in the case management
program.
This study had some limitations in the design that

might influence the reliability and validity of this study,
which we have to address.
Our study population is a standardized group of

T2DM patients already receiving structured diabetes
care in a diabetes management program.
This could influence the external validity of the study.

However at this moment the majority of the T2DM
patients in the Netherlands are included in a disease
management program, which means that structured dia-
betes management is more or less ‘usual care’ in pri-
mary care. Therefore we expect our study results to be
generalizable, meaning it can be translated to a larger
group of comorbid diabetics in the Netherlands.
We look at the additional value of the case manage-

ment program next to an existing disease management
program. This means that using a selected standardized
population has its benefits. The patient’s health is moni-
tored every 3 months at the GP and the information in
the medical records should be up-to-date.
We identify possible participants by reviewing the

electronic medical record at the general practice, using
disease specific (ICPC) codes. Mental illnesses such as
depression are often not well recognized or diagnosed in
primary care. We might miss out on patients with this
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condition. We expect that most participants in this
study will receive the case management program tai-
lored to somatic disorders.
In this study we trained two Practice Nurses to con-

duct the program. They will include 230 participants in
this study, which means a caseload of 115 participants
per person - half enrolled in the intervention group and
half receive usual care. These participants are divided
over multiple primary care practices. Differences in
results between participants managed by the case man-
agers can occur. To avoid bias due to the number of
case managers we will check the data for cluster-effect
by case manager.
The case managers work together with the PN and

GP to discuss the results from the initial assessment
and during the design of the care plan before it is pre-
sented to the patient. During this contact the GP and
PN might get motivated to use specific elements in the
usual care group, who do not receive the intervention.
This could lead to contamination. However, the GP
and PN are not involved in the program (the actual
problem assessment with the patients, the monthly
monitoring, the contacts between the case manager
and participant) and therefore we expect this form of
contamination, if it occurs, will be washed out in a
short period and will not influence the intervention
effect after 12 months.
This study started in October 2009 by designing the

program and making all practical arrangements for the
start and implementation of the intervention. In Febru-
ary 2011 the first patients were included in the study.
Follow-up of patients will continue until July 2012.
The results of this study will become available at the

beginning of 2013.

Abbreviations
CQ-Index: Consumer Quality Index for GP care; DCS: Diabetes Care System;
GC: Guided Care Model; GP: General Practitioner; HbA1c: glycated
haemoglobin level; ICPC: International Classification of Primary Care; PACIC:
Patient Assessment of Chronic Illness Care; PCAT: Primary Care Assessment
Tool; PN: Practice Nurse; RAI-CHA: Resident Assessment Instrument -
Community Health Assessment; SF-12: Short-Form 12; T2DM: type 2 Diabetes
Mellitus.

Acknowledgements and funding
We would like to thank Jolanda Bosman, Tootje Hoovers, Jacqueline Tijhaar,
Marijke Boorsma en Gea Klercq for helping develop the practical
arrangements for the implementation of the study and training of the case
managers. The study is funded by the Netherlands Organization for Health
Research and Development (ZonMw), project number 300020003.

Author details
1NIVEL, Netherlands Institute for Health Services Research, P.O.Box 1568, 3500
BN Utrecht, The Netherlands. 2EMGO+ Institute for Health and Care
Research, VU University Medical Centre, Amsterdam, The Netherlands.
3Department of General Practice, VU University Medical Centre, v.d.
Boechorststraat 7, 1081 BT Amsterdam, The Netherlands. 4Centre for
Prevention and Health Services Research, National Institute of Public Health
and the Environment (RIVM), P.O.Box 1, 3720 BA Bilthoven, The Netherlands.

Authors’ contributions
FGS and GN designed the study. NV drafted the article and all authors
contributed to the final concept. All authors have read and approved the
final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 20 May 2011 Accepted: 5 July 2011 Published: 5 July 2011

References
1. van der Akker M, Buntinx F, Metsemakers JFM, Roos S, Knottnerus A:

Multimorbidity in General Practice: Prevalence, Incidence, and
Determinants of Co-Occurring Chronic and Recurrent Diseases. J Clin
Epidemiol 1998, 51:367-375.

2. van Weel C, Schellevis FG: Comorbidity and guidelines: conflicting
interests. Lancet 2006, 367:550-551.

3. van Oostrom SH, Picavet HSJ, van Gelder BM, Lemmens LC, Hoeymans N,
Verheij RA, Schellevis FG, Baan CA: Multimorbiditeit en comorbiditeit in de
Nederlandse bevolking - gegevens van huisartsenpraktijken. Ned Tijdschr
Geneeskd 2011, 155:A3193.

4. van Dijk CE, Verheij RA, Groenewegen PP, de Bakker DH: Bekostiging
huisartsenzorg. Utrecht, NIVEL; 2010.

5. Bodenheimer T: Disease management–promises and pitfalls. N Engl J Med
1999, 340:1202-1205.

6. Gijsen R, Hoeymans N, Schellevis FG, Ruwaard D, Satariano WA, van den
Bos GA: Causes and consequences of comorbidity: a review. J Clin
Epidemiol 2001, 54:661-674.

7. Boult C, Karm L, Groves C: Improving Chronic Care: The “Guided Care”
Model. The Permanente Journal 2008, 12:50-54.

8. Boyd CM, Shadmi E, Conwell LJ, Griswold M, Leff B, Brager R, Sylvia M,
Boult C: A pilot test of the effect of guided care on the quality of
primary care experiences for multimorbid older adults. J Gen Intern Med
2008, 23:536-542.

9. Boult C, Reider L, Frey K, Leff B, Boyd CM, Wolff JL, Wegener S, Marsteller J,
Karm L, Scharfstein D: Early effects of “Guided Care” on the quality of
health care for multimorbid older persons: a cluster-randomized
controlled trial. J Gerontol A Biol Sci Med Sci 2008, 63:321-327.

10. Boyd CM, Boult C, Shadmi E, Leff B, Brager R, Dunbar L, Wolff JL,
Wegener S: Guided care for multimorbid older adults. Gerontologist 2007,
47:697-704.

11. Leff B, Reider L, Frick KD, Scharfstein DO, Boyd CM, Frey K, Karm L, Boult C:
Guided care and the cost of complex healthcare: a preliminary report.
Am J Manag Care 2009, 15:555-559.

12. Sylvia ML, Griswold M, Dunbar L, Boyd CM, Park M, Boult C: Guided care:
cost and utilization outcomes in a pilot study. Dis Manag 2008, 11:29-36.

13. Boyd CM, Reider L, Frey K, Scharfstein D, Leff B, Wolff J, Groves C, Karm L,
Wegener S, Marsteller J, et al: The Effects of Guided Care on the
Perceived Quality of Health Care for Multi-morbid Older Persons: 18-
Month Outcomes from a Cluster-Randomized Controlled Trial. J Gen
Intern Med 2009.

14. Dutch College of General Practioners. [http://nhg.artsennet.nl/
kenniscentrum/k_richtlijnen/k_nhgstandaarden.htm].

15. Malanda UL, Bot SD, Kostense PJ, Snoek FJ, Dekker JM, Nijpels G: Effects of
self-monitoring of glucose in non-insulin treated patients with type 2
diabetes: design of the IN CONTROL-trial. BMC Fam Pract 2009, 10:26.

16. Welschen L: Disease management for patients with type 2 diabetes:
towards patient empowerment. VU University, Amsterdam, The
Netherlands; 2008, PhD Thesis.

17. Miller WR, Rollnick S: Motivational Interviewing: Preparing People For Change
New York, London: Guilford Press; 2002.

18. Bennett JA, Perrin NA, Hanson G, Bennett D, Gaynor W, Flaherty-Robb M,
Joseph C, Butterworth S, Potempa K: Healthy aging demonstration
project: nurse coaching for behavior change in older adults. Res Nurs
Health 2005, 28:187-197.

19. Morris JN, Nonemaker S, Murphy K, Hawes C, Fries BE, Mor V, Phillips C: A
commitment to change: revision of HCFA’s RAI. J Am Geriatr Soc 1997,
45:1011-1016.

20. Meuwissen LE, de Bakker DH: ’Consumer quality’-index ‘Huisartsenzorg’
meet patiëntervaringen en vergelijkt huisartspraktijken. Ned Tijdschr
Geneeskd 2009, 153.

Versnel et al. BMC Family Practice 2011, 12:68
http://www.biomedcentral.com/1471-2296/12/68

Page 8 of 9

http://www.ncbi.nlm.nih.gov/pubmed/9619963?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9619963?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16488782?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16488782?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21586184?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21586184?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10202174?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11438406?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21369513?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21369513?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18266045?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18266045?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18375882?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18375882?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18375882?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17989412?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19670959?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18279112?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18279112?dopt=Abstract
http://nhg.artsennet.nl/kenniscentrum/k_richtlijnen/k_nhgstandaarden.htm
http://nhg.artsennet.nl/kenniscentrum/k_richtlijnen/k_nhgstandaarden.htm
http://www.ncbi.nlm.nih.gov/pubmed/19397795?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19397795?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19397795?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15884026?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15884026?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9256856?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9256856?dopt=Abstract


21. Meuwissen LE, de Bakker DH: CQ-index huisartsenzorg:
meetinstrumentontwikkeling. Kwaliteit van de zorg in de
huisartsenpraktijk vanuit het perspectief van patiënten. De ontwikkeling
van het instrument, de psychometrische eigenschappen en het
discriminerend vermogen. Utrecht: NIVEL; 2008.

22. Glasgow RE, Wagner EH, Schaefer J, Mahoney LD, Reid RJ, Greene SM:
Development and validation of the Patient Assessment of Chronic
Illness Care (PACIC). Med Care 2005, 43:436-444.

23. Braspenning JCC, Schellevis FG, Grol RPTM: Tweede Nationale Studie naar
ziekten en verrichtingen in de huisartspraktijk. Kwaliteit huisartsenzorg belicht
Utrecht/Nijmegen; 2004.

24. van Doorn A, Bouma M, Braspenning JCC: Publieke indicatoren over de
kwaliteit van huisartsenzorg. Eindrapport Nijmegen/Utrecht; 2009.

25. Shi L, Starfield B, Jiahong X: Validating the Adult Primary Care
Assessment Tool. J Fam Pract 2001, 50:161-175.

26. Westert GP, Schellevis FG, de Bakker DH, Groenewegen PP, Bensing JM, van
der Zee J: Monitoring health inequalities through General Practice: the
Second Dutch National Survey of General Practice. Eur J Publ Health 2005,
15:59-65.

27. Aaronson NK, Muller M, Cohen PD, Essink-Bot ML, Fekkes M, Sanderman R,
Sprangers MA, te Velde VA, Verrips E: Translation, validation, and norming
of the Dutch language version of the SF-36 Health Survey in community
and chronic disease populations. J Clin Epidemiol 1998, 51:1055-1068.

Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-2296/12/68/prepub

doi:10.1186/1471-2296-12-68
Cite this article as: Versnel et al.: The effectiveness of case management
for comorbid diabetes type 2 patients; the CasCo study. Design of a
randomized controlled trial. BMC Family Practice 2011 12:68.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Versnel et al. BMC Family Practice 2011, 12:68
http://www.biomedcentral.com/1471-2296/12/68

Page 9 of 9

http://www.ncbi.nlm.nih.gov/pubmed/15838407?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15838407?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9817123?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9817123?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9817123?dopt=Abstract
http://www.biomedcentral.com/1471-2296/12/68/prepub

	Abstract
	Background
	Methods/Design
	Discussion
	Trial registration

	Background
	Theoretical framework
	Objective

	Methods/Design
	Design of the study
	Description of the Diabetes Care System (DCS)

	Study population
	Practices
	Patients

	Randomization
	Intervention
	Training
	Description of the intervention: the Case Management Program

	Control group
	Measurements
	Outcome assessment
	Primary outcome measures
	Secondary outcomes measures

	Sample size
	Analyses

	Discussion
	Acknowledgements and funding
	Author details
	Authors' contributions
	Competing interests
	References
	Pre-publication history


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


