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Foreword

For the sentinel practices Continuous Morbidity Begtion (CMR) the year
2010 was — with the flu pandemic fresh in our maéeso+ more like
business as usual with the continuation, amendorecdncelling of old
topics and the start of a few new ones.

As a matter of content, the beginning of a newddgut feeling of the GP”
regarding cancer is important. During their stu@#s are learning to make a
diagnosis systematically, by asking questions anebdamination. In
practice, GPs not only apparently go for a striedwpproach, but also use
their intuition and experience. The distinctiorght versus not-right” plays a
role in this respect. The importance of this intuitis broadly recognised,
even in findings of disciplinary courts, howeveuagtitative studies into this
matter never took place before. In the questioesaiilled in at the moment
that the gut feeling occurs and three months #itgr the cause of the gut
feeling is explored, the follow-up strategy of BB and compared in the
end with the diagnosis. In this annual report yalfimd a first account of
the meaning of this intuition for the diagnosisahcer.

In 2010, Gabriélle van Son took her doctor’s degneesearch regarding
eating disorders, mainly using data from the CMRtigel practices. The
research that was started in 1985 in the sentnaetipes shows the link
between boulimia and urbanisation and it showsehdy diagnosis in the
GP practice leads to a better prognosis. This relségan important
addition to eating disorder research that is ndsntiine in specialised
centres for eating disorders. The findings of thsearch have been
presented at several international conferencehanel been published in
international as well as Dutch scientific journals.

The topic urinary tract infections, that was staite2009 was continued in
2010 for the target groups with less frequent aenae of urinary tract
infections but for whom specific treatment diren8aare necessary for
various reasons, like pregnant women, childrenraed. Data on antibiotic
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sensitivity of uropathogens isolated in men arellyaavailable. Increasing
(multi) resistance reported in the hospital popatatind the increasing
prevalence of the so-called Extended Spectrum Betamases (ESBL) in
the veterinary sector stress the importance toigaight into the antibiotic
sensitivity of unselected uropathogens derived fpatients in the GP
practice. The GPs send urine samples of thesenpatigth urinary tract
infections to Maastricht University Medical Centoe bacterial analysis and
for defining the resistance. In this way, the segitpractices enable us to
gain insight into the resistance patterns in thea@exural setting, also for
men, children and pregnant women. Generally spgakiese data show a
more favourable picture, fortunately, regardinglaatic resistance than the
data from hospitals. In this way, the sentinel fices make an important
contribution to the objectives of the SWAB (“Stitclg Werkgroep
Antibioticabeleid”, Foundation Working Group Poliop Antibiotics).

The increased attention for adverse effects of etismhas lead to the
beginning of a registration concerning side effeftsosmetics in the
sentinel practices in 2009. In 2010, a questioenaas added to the
registration of this topic. This research in thetsel practices runs parallel
with research into symptoms caused by cosmeticgtegh by dermatologists
and directly reported by consumers via a web gitkeoRIVM (National
Institute for Public Health and the Environmentformation from these
sources is put together and this has lead to aimganm 2010 to the Dutch
Food and Consumer Product Safety Authority (VWAEWsel en Waren
Autoriteit) on the relevant side effects causeddmye cosmetic products. In
this report, the extent of this problem in the G&cfice with special
attention for differences between men and womelessribed.

Research that has been running since 1979 regdiattegnpts to) suicide in
the CMR Sentinel practices was presented at seveahational
conferences. No clear growing trend is seen, howeseent incidents in
Apeldoorn and Alphen aan de Rijn focus the attentigain on sensitive
persons and groups with, sometimes, far-reachingemences for society.

Atfter the flu pandemic in 2009 there was no fludgonic in the year 2010,
but indeed right in the beginning of 2011. In thedeason 2010/2011 the
new flu variant A(H1N1)2009 turned out to have deped into a normal
seasonal flu virus. The epidemic of this seasoncaased by influenza
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A(H1N1), as well as influenza B; both strains wiexeorporated in the flu
vaccine.

Most GP Information Systems (“Huisartsen Inform@tistemen, HISsen”)
consist of an application, the so-called sentinetlute, that enables us to
record the data of the sentinel topics. In parétig practices that use a HIS
but in which this module could not yet be integdat@ comparable web
application is available. Additional data by questiaires are mainly
recorded on paper. This annual report is exclugivaked on electronically
recorded data via the sentinel module or the weticgtion.

Prof. dr. F.G. Schellevis
Chairman of the Counseling Committee
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Introduction

Continuous Morbidity Registration (CMR) is an infuaition system based
on records kept by general practitioners. A natioetwork of general
practices, covers with the patients registeretiése practices about 0.8% of
the Dutch population. The network structure takaoant of the
geographical distribution of the population andditstribution over areas
with different degrees of urbanisation (see pp @Q¥-Zhe GPs in the
network, the sentinel doctors, weekly assess alivkdéata with regard to
certain illnesses, events and procedures in gepsaelice.

Since 2009, the data on the topics are excluselelgtronically registered
and delivered. Most GP-information systems now @ionan application, the
so-called sentinel module, that facilitates thestegtion of these data. For
participating practices, not having the integratestiel at their disposal yet,
a web application has been made available. Supplkamyedata gathered via
questionnaires still are mostly registered by dearuil paper. This annual
report is based on data assembled electronicitlerevia the sentinel
module or via the web application.

Each year an update is made of the compositiomadlations of the
sentinel practices by gender and age. Consequéerglynown to what
population the gathered data are related (the epadegical denominator).
Usually, data are presented as frequencies pe@@.®@n or women (see
page 30). Each year the Counselling Committee tseflee topics for which
data will be registered. The Committee also comsideguests and
suggestions for new topics by other parties. leeiglon is made for the
inclusion of a new topic a supervisor working av@ior from outside who
is responsible for the registration is assigned.

At least five conditions must be met for a disearseccurrence to be
registered:
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1 The importance of the topic must be described.

2 Strict and unambiguous criteria must be defin&dni¢he disease or
occurrence to be registered.

3 Application of these criteria must not take toectmtime and must fit in
with the GP's work.

4 A need must exist for representative informatibthe national level.

5 The CMR Sentinel Practices must be the best safrmformation.

The recording of data for a topic is discontinuiethé topic ‘owner’ feels
that data has been collected for a sufficienthglpariod of time, or if a
different registration system is going to gatherenar less the same
information, or if insurmountable problems havesani in the recording of
data.

This report provides background information on etaghic included in the
registration for the first time. Refer to previaeports for information about
"old" topics. See pages 179-183 for an overviethefyears when topics
were first included in the registration.

In 1976, besides collection of regular weekly dasiR sentinel
practitioners also started to provide data froneaked "incidental studies".
These studies focus on relatively uncommon diseasg®ccurrences.
Appendix 3 lists the subjects covered by the stiditere we report the data
assembled in 2010. The difference with other tojs¢bat the data are
requested only once a year, usually immediatebr @fie end of the year.
This approach allows data to be gathered retrosgeécon subjects for
which the need for registration did not become agmauntil after the start
of the year. One condition is that the subject nbesivell imprinted in the
memory of the doctor, as may be the case with sogécrequests for
euthanasia or the implementation of palliative §eda

International cooperation

The CMR Sentinel General Practice Network has Ipegticipating in
international projects since 1985.

At present the oldest international project isEweopean Influenza
Surveillance Scheme (EISS). From August 2008 tieriational
collaborative program of, among others, all EU-ddes is executed by the
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European Center of Disease Control (ECDC) in Stokkhin ECDC
sentinel networks of GPs and national influenzaersrof participating
countries collaborate. Apart from all EU countradso Norway, Ukraine,
Switzerland, Serbia and Turkey are involved. Atshme time, flu data
delivered to the ECDC are also delivered to thel#videalth Organization
(WHO).

In end-of-life research also from the beginningd®0work has been done in

international cooperation, initially only with Bélgn, but over the past years
with more European countries, such as Spain ahd Ita
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2 Counselling Committee

A condition of the grant received from the Ministd/Health, Welfare and
Sport is that the Counselling Committee that ovesshe registration system
must in principle consist of:

The committee members in 2010 were:

Counselling Committee: Mrs. Dr. Ir. B.H.B. van Benthem, (RIVM)
Drs. R. Poos, (RIVM)
S.M. Handgraaf, Sentinel GP
Mrs. Dr. E.E. Stobberingh, MD PhD,
microbiologist (Maastricht University Medical
Centre)
Prof. Dr. F.G. Schellevis, PhD Chairman,
(NIVEL)

Project leader: Mrs. Dr. G.A. Donker, (GP and
Epidemiologist)

Secretary: Mrs. M. Heshusius-van Valen

The counselling committee met twice in 2010.

In close collaboration with the National Informatibletwork of GPs
(LINH), in which NIVEL, 1Q Healthcare*, the Natioh&P Association
(LHV), and the Dutch GP Society (NHG) are partnére, CMR project
team consists of the following persons:
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Project leader Mrs. Dr. G.A. Donker, (GP and Epidemiologist)
Secretary Mrs. M. Heshusius-van Valen (NIVEL)
ICT support Mr. J. Gravestein and Mr. R Davids (NIVEL)
Mr. H. van den Hoogen, Mr. S. Visscher, Mr. W
Tiersma and Mrs. J. Donkers (IQ healthcare)
Contact Mrs. C. Walk and Mrs. E. Wentink (IQ healthcare)

* |1Q Healthcare is a Department of Radboud UMGhidigen.
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3 Sentinel General Practice Network staff seminar in
2010

For the appropriate functioning of the Sentinelixak it is of utmost
importance that Sentinel GPs and their co-workbesCounselling
Committee, the topic managers and project leadeet regularly. Every
year, at the start of a new registration periodctvinuns from the first of
January to December 31, an annual meeting is Reddh 2009, this annual
meeting is combined with participants and GPs efNlational GP
information system (LINH). The GPs could assembértown programme
by choosing from the various workshops that weaidied. This meeting
was highly appreciated.

The meeting was held on January 15 2010 and ceatgiresentations on
the following subjects:

PLENARY SESSION

10.15-10.30 Opening by Prof. Dr. P.P. Groenewegen, prograncuirdNIVEL)
10.30-10.55 Flu pandemic with influenza AH1N1 — what do we fefrom it? Prof. dr.
A.D.M.E. Osterhaus
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SEPARATE SESSIONS FOR CMR SENTINEL GENERAL
PRACTICE NETWORK AND LINH

CMR sentinel general practice LINH
network

11.00-11.15

11.15-11.30

11.30-11.45

From Hong Kong flu to Mexican flu  An interactive program
and what do we monitor in 2010 and concerning:
how? Gé Donker (NIVEL) - How do we register
multidisciplinary care in GP-
information systems?
- Indicators for quality of GP care
Gut feeling. A new international - Episode-focused monitoring.
study in the sentinel practices. Lea - The LINH-registration
Jabaaij (NIVEL) agreements and the
interpretation of these by GPs
and researchers
Cosmetic allergy: what is known and With the cooperation of , among
what not? Explanation of a new others, Lianne Wennekes (1Q),
questionnaire. Joanne Nijhof (RIVM) Stefan Visscher (NIVEL), Robert
Verheij (NIVEL), Jozé
Braspenning (1Q)

OPTIONAL SESSIONS

Parallel session 1 Parallel session 2

12.10-12.25

12.30-12.45

12.50-13.05

Unwanted pregnancy, what to do? Ciellrends in incidence of std and

Wijsen (Rutgers WPF) std-medication in the electronic
records of the LINH-practices. I.
van den Broek (RIVM)

The std-consultation in the GP Meeting the costs functionally.

practice, the state of the art. Jan van Christel van Dijk (NIVEL)

Bergen, GP (SoaAids Ned.)

Knowledge quiz GP care: Ingrid van  Self-test via the internet: effects

den Broek (RIVM), Ellen Stobberingh of the kidney-check in GP

(SWAB), Michael Echteld (VU), practice. Mark Nielen (NIVEL)

Adam Meijer (NIC), Gabriélle van Son

(Centrum voor Eetstoornissen

Parnassia), Gé Donker (NIVEL)
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Distribution of sentinel practices in the Netherlams
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4.1 Practices

There were 41 sentinel practices in the Netherlam@910. The number of
participating general practitioners working in gentinel practices was 63.

In this annual report the following breakdown andes are used in

processing and discussing the data:

N stands for the Groningen, Friesland and Drentbeipce group (northern
provinces);

O stands for the Overijssel, Gelderland and Flewdbjarovince group
(eastern provinces);

W stands for the Utrecht, Noord Holland and Zuidl&tal province group
(western provinces);

Z stands for the Zeeland, Noord Brabant and Limipuoyince group
(southern provinces);

1 stands for address density category 5 (rural cipatities)?

2 stands for address density category 4-3-2 (uskedniural municipalities
and municipalities with urban features):

3 stands for address density category 1 (munidigahkvith 100,000 or
more inhabitants).

Appendix 1 (ppl77-179) contains a list of the GP®participated in the
sentinel practices in 2010. Two or more GPs codpexteleven of the
sentinel practices (two GPs cooperate in 6 pragtiteee in 2 practices, 1 in
four practices, 1 in five practices, and six inrdqtice). The percentage of
GPs working in a group practice nationwide in Jap@810 was 82%; but
52% for the sentinel practices. In the sentinetficas there exists a relative
overrepresentation of single practice exist. Thegee eleven dispensing
sentinel doctors, ten in rural areas and 1 in Banised rural municipality,
which is 18% of the total number of sentinel dostdihe figure for the
Netherlands as a whole is 7%.

Tables 4.1 and 4.2 show the distribution of the Ineinof sentinel doctors

and sentinel practices in each province group addeas density group in
the 2000-2010 period.
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Table 4.1 Distribution of sentinel physicians (GBsYl sentinel practices
per province group in the 2001-2010 pefiod

N; E; W; S;

Groningen, Overijssel, Utrecht, Zeeland,

Friesland and  Gelderland and Noord- and Noord-Brabant

Drenthe Flevoland  Zuid- Holland and Limburg

province- GPs sentinel GPs sentinel GPs sentinel GPs sentinel
group practices practices practices practices
2001 13 6 15 10 23 19 14 10
2002 13 6 15 10 23 18 14 10
2003 11 5 14 9 24 18 14 10
2004 12 5 7 6 23 17 14 10
2005 12 5 12 11 28 24 13 9
2006 10 4 9 9 25 22 9 7
2007 14 8 12 10 25 20 10 7
2008 14 8 12 10 24 19 11 8
2009 13 8 12 10 23 16 11 8
2010 12 8 13 10 23 14 15 9
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Table 4.2  Distribution of sentinel physicians (GBsYl sentinel practices
per address density in the 2001-2010 period

1; 2; 3; total
rural  urbanised rural municipalities
municipalitie municipalities with 100,000

< 500/knt together with or more
municipalities inhabitants
with urban >2500/kn?
characteristics

500-2500/krA

address GPs sentinel GPs sentinel GPs sentinel GPs sentinel
density practices practices practices practices
2001 10 7 43 27 13 11 66 45
2002 10 7 43 27 12 10 65 44
2003 8 5 44 28 11 9 63 42
2004 4 39 25 11 9 56 38
2005 11 9 43 31 11 9 65 49
2006 11 9 28 21 18 14 53 42
2007 12 10 36 26 13 9 61 45
2008 14 11 33 25 14 9 61 45
2009 10 9 32 24 17 9 59 42
2010 14 11 36 23 13 7 63 41

4.2 Practice populations

A census of most practice populations was heldit02 The results of the
census have been used in processing the CMR Se@eneral Practice
Network data from 1 January 2010. The CMR projezs wrganised with
the aim of achieving a sample of approximately e population of the
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Netherlands. The structure of the project takeggaanical distribution (the
‘province groups’ referred to above) into accoyhis distribution over
areas with differing population density (‘urbanisatdegree’). A check was
done to see whether these criteria still were e, tables show that he
northern part of the country is overrepresentedredis the western regions
are underrepresented. In the last few years, thR @dpulation represents
0.8% of the Dutch population. This is accountedtidhe recruitment of
new practices.

The population of the Netherlands increased in 28089,202 and stood at
16,574,989 on 1 January 2010 (www.cbs.nl).

Table 4.3 Comparison of the population of the sehpractices with the
total population of the Netherlands, 2010

population of the population of sentinel
Netherlands** practices* (with
percentages)
province group:
N 1,713,954 27,328 (1.6)
E 3,517,162 30,442 (0.9)
w 7,395,605 43,846 (0.6)
S 3,948,268 32,799 (0.8)
gender:
men 8,203,476 66,293 (0.8)
women 8,371,513 68,122 (0.8)
total (1-1-2010) 16,574,989 134,415 (0.8)

*  Practices census 2010

** 1-1-2010 Netherlands Statisti¢€entraal Bureau voor de Statistiek)
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The total practice population of all Sentinel Piceg at the beginning of
2010 was 134,415 persons, 0.8% of the Dutch papaolabnsisting of > 16
million inhabitants. The table below shows the patages of men and
women in the Dutch population who are registereti tie sentinel
practices in 2010, with a breakdown according ® gup and province
group are presented in table 4.4.
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Table 4.4  Percentage of men and women in the Dadphilation
registered with sentinel practices, by age groopvipce group
and for the Netherlands as whole in 2010

province group Netherlands
N E W S

m f m f m f m f m f
0-4 16 16 09 09 0,6 0,6 0,8 0,8 0,8 0,8
5-9 1,7 17 1,0 0,9 0,6 0,6 0,8 0,7 0,8 0,8
10-14 1,7 17 1,0 1,0 0,6 0,6 0,8 0,7 0,9 0,8
15-19 16 1,6 1,0 0,9 0,6 0,6 0,7 0,8 0,8 0,8
20-24 14 15 0,8 0,8 0,6 0,6 09 1,0 0,8 0,8
25-29 14 16 0,7 0,8 0,5 0,6 1,1 10 0,8 0,8
30-34 14 15 0,8 0,8 0,5 0,6 1,0 10 0,8 0,8
35-39 16 16 0,8 0,8 0,5 0,6 09 0,8 0,8 0,8
40-44 1,7 18 0,9 09 0,6 0,6 0,8 0,8 0,8 0,8
45-49 1,8 1.8 0,9 09 0,6 0,6 0,8 0,7 0,8 0,8
50-54 16 16 0,8 0,8 0,6 0,6 0,8 0,7 0,8 0,8
55-59 14 16 0,8 0,8 0,6 0,7 0,7 0,7 0,8 0,8
60-64 16 16 0,8 0,8 0,6 0,6 0,8 0,8 0,8 0,8
65-69 16 16 0,9 09 0,6 0,6 0,9 09 0,8 0,9
70-74 1,7 16 0,9 09 0,6 0,6 0,9 09 0,9 0,8
75-79 15 15 0,9 09 0,6 0,6 09 10 0,8 0,8
80-84 15 13 0,9 09 0,6 0,6 1,0 1,0 0,9 0,8
>85 14 13 0,9 0,8 0,7 0,7 1,0 0,9 0,9 09
total 16 16 0,9 09 0,6 0,6 0,8 0,8 0,8 0,8
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4.3 Scale and continuity of reporting

The number of days per year that each sentinetipea@ports and the
combined number of reporting days per week ofaitisel practices have
been checked and processed since 1975. This chetkde to monitor the
completeness and continuity of reporting. The sehtloctors are requested
to let it be known when they are unable to repad th holidays or personal
circumstances.

The maximum number of days on which reporting issgale depends on the
number of weeks in the year and on the numberrdfres practices. The
number in 2010 was 10,480: 52 weeks x 5 days »eB88rel practices; 3
practices registered 38, 41, and 40 weeks, dueetetart of their
participation during the year.

In table 4.5 the absolute numbers and percentageasg\en.

Table 4.5 Maximum number and actual number of teppdays per year
(2001-2010)

year maximum number of actual number reporting day
reporting days (absolute) percentage
2001 11,700 9,455 80,8%
2002 11,440 8,948 78,2%
2003 10,920 8,445 77,3%
2004 10,070 7,983 79,3%
2005 12,740 10,011 78,6%
2006 10,465 7,905 75,5%
2007 10,860 9,205 84,8%
2008 10,450 9,087 87,0%
2009 10,755 9,381 87,0%
2010 10,480 9,965 95,0%
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The percentage of reporting days in 2010 is mughédrithan in 2009
The table below contains a breakdown by provinceigiand address
density.

Table 4.6  Reporting by province group and addressity in 2010

province group address density
N 95,2% 1 93,4%
E 94,4% 2 96,1%
W 93,1% 3 94,9%
S 97,7%

Figure 4.2 shows the weekly reporting of all segitpractices. The influence
of public holidays is clearly visible. The averagenber of non-reporting
days per week is 26 (maximum is 210 days).
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Figure 4.2 Number of days in 2010 that data weterded
210-
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Table 4.7 shows the frequency distribution of thenber of non-reporting
days at each sentinel practice. The average nuofilbem-reporting days per
sentinel practice in 2010 was 13, which is less th&2009 (33).

A breakdown into single and group practices revaagnificant difference,
i.e. 15 and 7 days, respectively. This is in agesgtrwith the expectation
that in collaborative practices the continuity eporting is better guaranteed.
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Table 4.7  Frequency distribution of the numberaf-neporting days per
sentinel practice (2001-2010)

number of non number of sentinel practices
reporting days

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

0 3 3 2 2 1 2 3 8 - 5
1-9 1 1 1 - - 1 8 3 7 18
10-19 2 1 1 - 1 1 6 15 8
20-29 1 - 2 3 4 3 5 4 10 4
30-39 3 5 3 7 4 5 2 9 5
40-49 14 12 12 9 12 8 6 4 4 1
50-59 7 8 7 15 11 8 5 1 1 -
60-69 5 2 3 2 4 7 2 2 1 -
70-79 3 1 1 - 2 - 1 2 - -
80-89 3 2 - 1 2 1 - 1 - -
90-99 2 - - - 1 1 2 1 - -
>99 1 7 8 3 4 6 2 2 2 -
total number of 45 44 42 38 49 42 45 45 42 41
sentinel

practices

average 49 56 59 55 56 61 37 31 33 13
median 48 48 48 52 49 66 31 17 23 7

Closer examination of the table reveals an increasen reporting days
over the years until 2006, after which it decreagenhajor failure to report
i.e. no reporting by a sentinel practice on moemt&0 days per year does
not occur in 2010, in 2009 at 10 % and in 2008086 ®f the sentinel
practices. The three practices that registrat@di® not for more than 50
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days were all practices that started to particigating the year. lliness of
the GP, moving of the practice and shift to a nas+dystem were the most
frequent reasons for non-reporting over a prolorgxibd of time in the
previous years.
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4.4 Survelllance topics and incidental studies

In 2010 data were registered from the followingdspBetween brackets the
year is given in which the topic was entered ferfirst time.

Influenza (and influenza-like illnesses) (1970);
End-of-Life study (2005);

Chickenpox (2000);

Pneumonia (2007);

Suicide (and attempted suicide) (1979);
STD (2008);

Gastro-enteritis (1996);

Unwanted pregnancy (2003);

Urinary tract infections (2009);

10 Whooping cough (1998);

11 Cosmetic allergy (2009);

12 Gut feeling (2010);

O© 00 ~NO O~ WDNPF

A weekly report is the norm. Consequently, a sehtiloctor also reports
patients seen after office hours by a locum (wWithéxception of influenza
and influenza-like illnesses). Diagnoses and adgicen by telephone are
not reported, with the exception of those conceyimfiuenza.

In addition data were registered in 2010 for tHBtang incidental studies
(between brackets the year is shown in which tpetwas started).

13 Eating disorders (1985)

14 Request for euthanasia (1976)
15 Palliative sedation (2005)

16 Diabetes mellitus (2007)

An alphabetical list of all topics since 1970 isyided in appendix 2 (pp
179), together with the years during which the detee registered.
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4.5 Analyses

This report contains the results of registratiotogics in 2010. The data
were processed at NIVEL.

Three tables are presented routinely for each subje

1 absolute number of patients by gender and agggro

2 absolute number of patients by gender and prewvinoup;
3 absolute number of patients by gender and addesssty.

Tables 1, 2 and 3 are produced each week for dlaned purposes and each
guarter and year for annual reporting purposes.

With the exception of the information provided gentinel practice, the data
is also presented per 10,000 of the total pragtogmilation (relative
frequencies). Frequencies have been rounded dfequency below 0.5 per
10,000 inhabitants is rounded off to ‘0’. *_’ deastthat no cases were
reported.

A frequency based on fewer than five reported casstated in brackets. A
frequency of new cases of a disease in a certaiodpef time is referred to
as ‘incidence’ or ‘incidence rate’ in epidemiolo@yhe term ‘prevalence’
refers to all cases of the disease that existcieri@in period of time or at a
certain moment in time. There are also absoluteraladive incidences and
prevalences.

The cumulative incidence of periodic prevalence g@ar) in general
practice is calculated in this report in all ingtas per 10,000 inhabitants,
men or women. Appendix 4 (p 184) shows the agetstre of the Dutch
population on 1 January 2010, which can be usedltmulate absolute
numbers for the Netherlands.

Data from practices reporting only 0, 1 or 2 dafythe week are not
processed i.e. the reported cases are not incindbad "numerator" and the
practice population not included in the "denomirnatData from practices
reporting more than 2 days per week were processedally.

A correction factor used to be applied becauseigeguamong sentinel
doctors revealed that an absence of 1 or 2 dayslymaeant that the work
was shifted to a different time.
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The tables were produced using the weekly retuvitl, frequencies being
calculated on the basis of the average populatiesent in the period
concerned.

As mentioned in the introduction, the purpose o thport is to present
data, not to provide a complete analysis of thtd.da

The following annual tables are included (pp 188)19

1 Cumulative, i.e. all sentinel practices in a dadised format, year 2010,
weeks 01-52, pp 1-3.

2 Province group standardised according to illngsar 2010, weeks 01-52
pp 1-3*

3 Address density, standardised according to glngsar 2010, weeks 01-
52, pp 1-3.
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4.6 Extrapolation of observed frequencies to the Dutclpopulation as
a whole

For each topic a general impression is given ohtimabers of patients,
consultations, actions and events in the Netheslahide figures presented
are based on frequencies calculated using datedextby sentinel practices
in the Continuous Morbidity Registration programms.pointed out in
previous reports, readers should bear in mind vexamining the tables that
while the populations of the sentinel practicesesent the Dutch
population as a whole with reasonable accuracydlseepages 18-20), the
sentinel doctors are a select group. Consequéngympossible to
determine conclusively to what extent the resudty ¥rom the situation that
exists in reality. Variances may differ dependimgtioe nature of the topic.
Caution should be exercised when examining topiasihclude intervention
by a GP. Similarly, the ‘suicide and attempted isi@iC topic appears to
differ from data recorded elsewhere, probably bsedhese occurrences are
not always reported to a GP. With regard to thecgsexually transmitted
diseases and pneumonia, only practices reportaggethiems in 2010 and
previous years were included in the analysis ireotd decrease
underreporting. As regards the registration of datgeneral, the sentinel
doctors almost definitely act as a select groupthia must inevitably
benefit the project. Nevertheless, readers showdaenot only the
extrapolated numbers, but should also refer tehiagpters concerned. To
allow correct interpretation of the extrapolateglifies, the details of the total
Dutch population per year are presented firsthgusands.
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4.7

Table 4.8  Dutch population by gender, in thousa2601-2010 (CBS)*

year men women total
2001 7,910 8,077 15,987
2002 7,972 8,133 16,105
2003 8,016 8,177 16,193
2004 8,046 8,212 16,258
2005 8,066 8,240 16,306
2006 8,077 8,257 16,334
2007 8,089 8,269 16,358
2008 8,112 8,293 16,405
2009 8,156 8,329 16,486
2010 8,203 8,372 16,575

* Numbers as on 1 January of each year.

Confidence intervals

Reliability margins have to be applied when examarthe incidence rates
and prevalence rates estimated for the entire Daphilation. The table
below provides an impression of the incidence ratesprevalence rates, for
relative and absolute numbers.

The table should be read in the following way. ffequency of 1 per 10,000
patients is observed in the sentinel practicesl f@bpulation of
approximately 134,415 patients (1st column), thi @®nfidence interval is
0.47 — 1.53 per 10,000 (2nd column). It then foawat the estimated
absolute number in the Dutch population is 1658 (&lumn), and that the
95% confidence interval is between 772 and 2548&.tahle shows how
these estimates relate to a frequency at the séptiactices of 1 to 1,000
per 10,000 patients with some intermediate ‘stefis2 confidence intervals
are particularly high at the lower frequencies.
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Table 4.9 Confidence intervals of estimates ofdance and prevalence
and sentinel station practices per 10,000 andlikelate

numbers
frequency per 10,000 Netherlands (absolute nushber
frequency 95%ClI absolute number 95%ClI
10 831-1169 16575 13,785 - 19,390
100 9468-10532 165750 157,052 — 174,698
1,000 983,96 -1016,04 1657500 1,632,147 — 1.685,353

For the total groups of men and women separatat)h eomprising about
half of the total population, the confidence intdsvare only a little wider
than shown in the table. For separate 5 or 10-ggamgroups, the intervals
obviously are much wider, because these groupsnaaéler in size (with
thanks to Mrs. C. van Dijk, NIVEL).
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5

Influenza(-like iliness)
Topic owner: National Influenza Centfdationaal Influenza Centrum)
(1970-2010)

Introduction

Influenza is an important health care and publiithegoroblem.

Influenza has been linked to an increase in thelmurof consultations and
visits by GPs, as well as to an increased workipndabalth care and nursing
institutions, an extra load on hospitals as a tefuhore referrals and
admissions and an increase in the mortality rataddition, absenteeism
due to influenza means loss of production fromviibekforce and pupils not
attending school.

Cases of influenza occur every year in the Nethddand throughout the
rest of the world. The usual ‘influenza season'srtrom week 40 to week
20 of the following year. In the so-called intendamic situation an
influenza epidemic actually only occurs in the wirin the northern
hemisphere. A pandemic also may occur outsidestiason and this
phenomenon did happen in 2009. Since registrafianflaenza-like illness
(ILI) began, the influenza epidemics have alwagstetl between mid-
November and the beginning of March, except forpéedemic in 2009,
that from the beginning of October (week 41) leadn epidemic in the
Netherlands, earlier than ever before over theet®s/of registration of IAZ
in the CMR sentinel practices.

The history of well-described outbreaks of respinainfections dates from
1173-1174. The incidence of airway infection ddsadiin that winter is
considered to be a good description of an influexedemic. Since the end
of the 12" century there have been a number of descriptib(sometimes
worldwide) outbreaks of what appeared to be infhaen

In the 20" and 2% century the world was hit by four pandemics (tharSgh
flu (1918-1919), the Asian flu (1957-1958), the Igd¢ong flu (1968-1970)
and the Mexican flu (2009-2010) of which the flulmgak in 1918-1919
made the most impression and left frightened peiopls wake:
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approximately 40 million dead throughout the entwald.

In 1933 various parts of the influenza puzzle sthto fall into place and the
influenzavirus was identified and held responsfbtesmall or larger
outbreaks of acute respiratory infections wheweais not unusual for the
infected person to die. It was also proven thati@rfza could be transmitted
from animal to animal, from animal to human andrfiouman to human.

After the 2 World War the newly set up World Health Organisati
decided in 1949 to monitor influenza. National ligfhza Centres were
established to track the occurrence of influenzhraport to the WHO.
However, it was only at the start of the 1960s Haaitinel doctors began to
register the occurrence of influenza among the [ation (in England and
Wales). Other European countries followed. For eplanthe Netherlands
set up the CMR Sentinel General Practice Netwoskesy in 1970 as a
representative national network that succeedetbtad networks in a
number of large cities.

At the start of the 1990s the quality of the inflaa surveillance system was
further improved. From 1992/1993, sentinel doctoran increasing number
of European countries took a nose and/or throab $wan patients with an
influenza-like illness (ILI) or an acute respiratanfection. These swabs
were then sent for further tests at the laborabbéithhe National Influenza
Centre for virological determination. This proceglis also applied in the
Netherlands.

Method

The GPs register patients who consult them forcaeainfluenza-like
infection known as ILI, that meets the Pel critérighe age of the patient is
also recorded.

The doctor is asked to take a nose and throat fwab? patients per week
which are then sent for further testing to the dlai Institute for Public
Health (RIVM) (Infectious Diseases Diagnostics &utleening Laboratory).
This laboratory tests for a number of pathogerduding the influenza and
RS viruses. The number of pathogens for which tastperformed can
differ from year to year.

The results are analysed and reported throughewér but they are
presented in this report from week 40 to week 2theffollowing year.

36 Continuous Morbidity Registration at Dutch SenftiBeneral Practice Network 2010, NIVEL 2012



Results

In the 2009/2010 season the baseline above whisddréevel of flu activity
can be observed, was maintained at 51 per 100J00$line is based on
statistical analysis of the incidence of ILI duriting last 10 seasons outside
the endemic period. Increased influenza activitguigposed to be increased
if the incidence of ILI surpasses the baselinelopér 100,000 for two
consecutive weeks and if samples sent to RIVM aned to contain
influenza viruses. The method for calculation & Haseline was developed
by the European Influenza Surveillance Scheme (Eils8rder to
harmonize the baselines of the various Europeamities, taking into
account the variety in health systems.

After the pandemic in 2009, no flu epidemic occdrrethe year 2010, but
that changed shortly after the new year. At the sfalanuary (week 1) the
ILI-incidence amply surpassed the background leAdethe same time the
weekly number of virus detections and hospital adrons increased. The
third week in January 2011, with the highest inoiwkeof 11 cases per
10,000 inhabitants, a (mild) epidemic was reachethe Netherlands, less
people had the flu than during the pandemic in 200%eek 8 all clinical
and virological parameters had returned to backgtdevels and that
continued to be so until the end of the season.epidemic lasted for 7
consecutive weeks. (Figure 5.1). The surveillartwities in the sentinel
practices were maintained also in this year fonmthele year.

RIVM received 698 samples over the whole year fpatients with ILI and
673 samples of patients with other respiratoryttirdfections (ARI). During
the week with the highest incidence of the epidemi@5% of the samples
of patients with ILI the influenza virus was fourd.over 40% of all
patients in which influenza was demonstrated instmaples the causal virus
was the AH1NI pandemic influenza virus of 2009, ehivas seen as a
normal seasonal flu virus. Influenza virus typedcirculated with the
A(H1N1)2009 influenza virus and ultimately in nga8l0% of the patients
with influenza positive samples influenza virus Bssfound. Influenza virus
A(H3N2) was detected sporadically. In 6% of the gka® from patients with
ILI and also in 6% of the samples of patients vl RS-virus was found.
All types A and B influenza viruses that were tdsta sensitivity to the
antiviral remedies oseltamivir and zanamivir turoedi to be sensitive to it.
All influenza A(H1N1) 2009 and A(H3NZ2) viruses tha¢re tested on

Continuous Morbidity Registration at Dutch SentiGaneral Practice Network 2010, NIVEL 2012 37



sensitivity to the adamantine antiviral remediendatadine and
rimantadine) turned out to be resistant.

No marked regional differences in influenza acfivitere observed. The
highest incidence (15 per 10.000 inhabitants) vedsdin week 3 in the
northern part of the country (Figure 5.2).

In contrast to previous seasons the incidence wghehin the big cities
(Figure 5.3). As usual, the highest incidence dicuo in the age group 0-4
years, who were not vaccinated this season, irrastrtb the previous
year(Figure 5.4). This year too, relatively few@bs people were suffering
from ILI.

Figure 5.1 Number of incidental patients with imhza-like illness per
week per 10,000 inhabitants, for the Netherland2®38/2009
and 2009/2010 and 2010/2011
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Figure 5.2 Number of incidental patients with iefhza-like illness per
week per 10,000 inhabitants, according to populadiensity in
2010/2011
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Figure 5.3 Number of incidental patients with iefhza-like illness per
week per 10,000 inhabitants, per province groug0ib0/2011
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Figure 5.4 Number of incidental patients with ifhza-like —illness, per
10,000 per age group, season 2010-2011
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Table 5.1 Number of incidental patients with infiaa(-like illness),
per 10,000 inhabitants, 2001-2011

year 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011

total
calendar 113 157 122 71 208 190 134 131 168 275 128
year

highest

weekly 13 7 15 26 14 8 7 15 19 11
incidence

per 'season’
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Extrapolation

Table 5.2  Extrapolation of incidence rates to thech population

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)

topic total total
year (m+f) (m+f)
influenza like complaints
2001 113 181,000
2002 157 253,000
2003 122 198,000
2004 71 116,000
2005 208 339,000
2006 190 310,000
2007 131 219,000
2008 168 276,000
2009 275 442,000
2010 128 212,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*x extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
guestion), rounded off to the nearest thousand

Discussion
During this season too, the flu epidemic was matalysed by the in 2009
pandemic A(H1N1) virus and the influenza virus Bthe Netherlands, less

patients were reported with ILI by the GP than dgithe pandemic in 2009.
The surveillance by the sentinel practices wasyés also maintained
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during the whole year. The epidemic started in we@K11 and lasted for
seven weeks. The peak incidence was reached in 3ydel{10,000 were
reported that week by the GPs. Thereafter the émeid decreased slowly.
The background level was reached in week 8. Naaidk groups were
vaccinated outside the usual ones. As usual theekigncidence did occur
in the age group 0-4 year. The low incidence anpBrgons > 65 years was
also in this season noteworthy.

This topic remains on the weekly returns
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Pneumonia
Topic owner: Mrs. Dr. E.E. Stobberingh SWAB (20071Q)

Introduction

In primary care respiratory infections, notably pmenia’s, are an important
reason to prescribe antibiotics. Although previmyestigations indicated
that antibiotic resistance of respiratory pathodgéms ARI-EL study) was

not a major problem, there were arguments to atagw study on this
subject 4 years later. Surveillance of resistapggires regular monitoring
of the micro-organisms involved (www.swab.nl). Thiady may serve also
as a description of the point zero situation afterimplementation of
pneumococcal vaccination in 2006.

The aims of the study are to assess the incidermeenimonia in general
practice and to identify the causing pathogens.

The bacteriological swabs will be analyzed for phesence of the most
common pathogens. In addition, the sensitivityhelse pathogens for
antibiotics frequently used in general practicddtermined.

The sampling will provide insight into the prevaterof bacterial pathogens
in the Netherlands in patients with suspected lawspiratory tract
infection, and in the prevalence of antibiotic staince for these pathogens.
The results will have direct clinical relevance floe management of low
respiratory infections in general practice and Wdllused in adjusting the
guidelines composed by the Dutch Society of Gerferadtitioners.
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Method

The general practitioners are asked to registerpaignts with the clinical
diagnosis of pneumonia with ICPC-code R81. It isessential that the
diagnosis has been confirmed by x- ray. Stills iasked whether a thorax
photo has been made and whether the patient hashbspitalized.

The following questions are asked:

- Has a sample been taken for culturing?

- Has the diagnosis been confirmed by x-ray?

- Is the CRP level increased?

- Is there leukocytosis (leukocytes > 10 per3mm

The GPs are also asked to take a sample for balogidal investigation

from every new patient suspected for pneumoniasend it to the
Maastricht University Medical Center. The samplesanalyzed for the
most common respiratory pathogens. The sensifioityarious antibiotics,
notably those frequently used in general practoe determined. The swabs
plus send and return envelopes are provided bilg@stricht University
Medical Center (MUMC) and are analyzed at the depamt of

microbiology of MUMC. GPs are informed on the reésuif the
bacteriological investigation within about one wekKILI is the cause of
pneumonia, this will be reported electronically d@nel GPs should also send
samples for virological identification to RIVM. Tdalso takes one week.
Data from sentinel practices reporting about pneniennot only once were
excluded from the annual analysis because it ikelglthat pneumonia does
not occur in a whole year in a given practice. udahg the data of these
practices would lead to an underestimation of tic&lence in general
practice.

Results

Table 6.1 shows the number of patients with pneuanper province group
and address density. The incidence of 54 caseB)p@00 is at comparable
level as in 2009 (therefore, in the year of thedeamic there was no
increased incidence) and is, like the previouss/dse highest in rural areas.
The results relate to 36 reporting sentinel prastic
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Table 6.1 Number of patients with pneumonia pe®Q0,nhabitants, per
province group, address density and for the Neghed, 2007-

2010
province group address density Netherlands

N E W S 1* 2* 3*
2007 39 47 62 61 73 45 68 54
2008 48 47 76 64 94 48 69 59
2009 63 65 56 26 94 40 65 55
2010 68 47 72 22 74 49 45 54
*  1:<500/knf 2: 500-2500/krh 3: > 2500/krh

Seasonal influence

Comparison of the incidence per season shows tigatrponia occurs
mostly in winter and less often in summer. In 2818 was also the case and
the peak was in the three months after the inflaemdemic (table 6.2).

Table 6.2  Number of patients with pneumonia pe®@0,nhabitants per
quarter, 2007-2010

weeks 1-13  weeks 14-26  weeks 27-39 weeks 40-52

2007 18 11 9 15
2008 19 13 9 17
2009 18 10 10 18
2010 20 13 9 13
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Age distribution

The incidence of pneumonia is the highest in irdght4 year) and the
elderly (65 years and older). The highest incidesm®irs in persons of 85
years and older: 134 per 10,000. In elderly persdmase 70 years the
incidence is higher in men than in women. In thenger age groups the
differences between men and women are inconsigedie 6.3).

Table 6.3 Number of male and female patients wigumnonia per
10,000; per age group and for the Netherlands,-200D

2007 2008 2009 2010
age group m f t m f t m f t m f t
<1 (65) (33) 49 107 75 92 (17) (18 (17n45 (67) 107
1-4 139 92 103 116 69 93 110 46 7833 69 101
5-9 32 48 40 73 46 60 39 31 3543 47 45
10-14 15 23 19 31 11 21 35 44 3931 43 36
15-19 25 23 24 31 (7) 19 38 21 2914 0) 7
20-24 (10) (100 10 20 (8 14 16 25 2131 (9 20
25-29 @ & @ @ 12 10 10 16 1319 15 17
30-34 15 30 23 31 38 34 24 32 28(6) 19 13
35-39 38 36 37 39 40 40 44 48 4630 42 36
40-44 26 47 36 59 42 50 33 46 3944 44 44
45-49 35 38 36 44 31 37 45 47 4644 30 37
50-54 34 37 35 67 44 56 35 46 4035 21 28
55-59 81 78 80 29 68 48 58 62 6023 47 35
60-64 43 71 57 65 68 67 70 56 6374 85 80
65-69 128 77 102 77 83 80 75 73 7482 113 98
70-74 124 88 105 122 50 84 122 106 11#20 63 91
75-79 200 92 138 198 143 167 122 92 10B&45 52 93
80-84 225 152 178 466 119 249 291 123 18b5 145 188
>85 492 258 323 518 281 349 296 301 30885 310 319
total 55 54 54 67 52 59 55 55 5556 52 54
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Extrapolation

Table 6.4  Extrapolation of incidence rates to thech population

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)

topic m f total m f total
year (m+f) (m+f)
Pneumonia
2007 55 54 54 44,000 45,000 89,000
2008 67 52 59 54,000 43,000 97,000
2009 55 55 55 45,000 46,000 91,000
2010 56 52 54 46,000 44,000 90,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*k extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
question), rounded off to the nearest thousand

Discussion

The registration of pneumonia shows a clear cdiogiavith the seasons: the
highest incidence occurs in the first trimeste2@10, straight after the
influenza epidemic in 2009. There was no increased the influenza
pandemic in 2009. Only at old age the incidenamém is higher than in
women, probably due to more co-morbidity in memted to smoking in
these age categories (COPD and cardiovascularsdisdawould be
interesting to know which bacteriological pathogemse isolated from
these patients and for which antibiotic they wergceptible. This item will
be addressed in a separate publication. Also exten$ the diagnostic
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armamentarium with virological studies may be a&iast. This has already
been performed in patients with ILI and pneumortas item too will be
addressed in a separate publication.

This topic was discontinued in 2011 and will batshin 2012 without
bacteriological sampling.
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Chickenpox
Topic owner: Dr. G.A. Donker (2000-2010)

Introduction

Chickenpox is one of the infectious illnesses taat be treated by primary
health care providers, in cases where people aeleito handle the
situation themselves. Specialised hospital capalgrequired in cases in
which dangerous complications arise, such as &ipaeumonia or
Varicella meningitis, especially among adults. ®bigpox infection at the
end of pregnancy is a very serious condition, fotmother and child.

A study may serve as baseline before the evemméimentation of
vaccination. In the USA and Japan vaccination agaihickenpox is
common practice since 1995 and in Germany sincéd.2@(he Netherlands
a vaccine against chickenpox with live weakenedsvitas been registered
since 2007, to be used in special cases such iagfgawith a transplant or
patients undergoing chemotherapy, but thus faoisadded to the national
vaccination program.

Method

In 2001-2010 only the number of patients which@tdiagnosed as having
chickenpox was recorded. In 2000 additional infdramawas gathered
about the incidence of chickenpox in groups ofgrasi consulting or not
consulting their GP.

This report exclusively contains information abthé results of the
registration of chickenpox in the electronic recorthe additional
information from 2000 has been published elsew(fdeming et al.). See
the list of publications below.
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Results

The number of chickenpox patients per 10,000 irthats is shown in Table
7.1 by province group, address density and folN&merlands as a whole.

Table 7.1 Number of chickenpox patients per 10ja6@bitants by
province group, address density and for the Nethdd as a
whole in 2001-2010

province group address density Netherlands

N E w S 1* 2* 3*
2001 17 28 25 22 17 24 27 24
2002 18 45 31 30 21 33 32 32
2003 15 38 27 28 46 22 26 27
2004 9 29 29 31 39 18 36 25
2005 10 18 24 17 14 18 28 19
2006 21 20 35 36 31 25 39 30
2007 10 11 29 28 17 21 27 21
2008 11 7 25 16 10 13 35 16
2009 10 7 17 4 9 10 16 11
2010 18 13 19 20 13 16 31 18
* 1. <500/knf 2: 500-2500/krh 3: > 2500/krh

Following the epidemic in 2002 and the stepwise@®se in the years
thereafter, 2006 showed an epidemic comparabléQ@gd,redominantly
striking the western and southern part of the agufithe incidence in 2010
was higher than in the previous 2 years. The imzddevas the highest in the
big cities like in the previous years.
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Seasonal influences

Patient numbers per 10,000 persons reported byp&Rguarter are
presented in table 7.2.

Table 7.2 Number of patients with chickenpox pef@0 persons per
quarter in 2001-2010

weeks 1-13 weeks 14-26 weeks 27-39 weeks 40-52
2001 9 8 5 3
2002 9 11 7 5
2003 10 8 6 3
2004 8 9 5 3
2005 6 5 4 4
2006 10 10 6 4
2007 7 8 2 4
2008 5 5 2 3
2009 3 3 3 2
2010 5 6 4 4

The incidence of chickenpox was higher in the fialf of 2010 than in the
second half. This was also the case in the prewieass 2000-2009.

Age distribution

The incidence of chickenpox in the Netherlandsie®00 persons is shown
by age group in Table 7.3.
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Table 7.3  Number of patients with chickenpox pefQ0 persons by age
group and for the Netherlands as a whole in 20A1B20

age group <1 14 5-9 10-14 15-19 20-24 25-29 30-34 35-39 40-44 45-49
2001 320281 70 12 (4 6 7 5 (3 (3 -
2002 301359 136 11 (3) (4 8 6 (3 (3 (1
2003 284358 63 9 (3 8 (4 7 (4 -

2004 225311 8 (5) (7)) 6 6) G 6G) (2 @ -
2005 217232 44 6) 4 6 4 3 @ B (@
2006 305331 102 7 (2 13 4 (G) 8 (0 (1
2007 235278 53 (2 3 @ B 3 G @O (@
2008 207199 41 8 (5) B @ @ (O @ (@
2009 90159 21 (3) O @ @ @ @ @ ()
2010 230274 39 (5) (0 @) @O 6 @ (0 (@

Chickenpox predominantly affects children youndpamt 10 years. The
incidence in 2010 was considerably higher thaméngrevious year, for all
age groups. Above the age of 50 chickenpox ocqusadically (data not in
table).
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Figure 7.1 Number of cases of chickenpox per 10p#8ons by age
group and for the Netherlands as a whole in 2010
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Extrapolation

Table 7.4  Extrapolation of incidence rate to thedb population

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)

topic total total
year (m+f) (m+f)
chickenpox
2001 24 38,500
2002 32 51,500
2003 27 44,000
2004 25 40,500
2005 19 31,000
2006 30 49,000
2007 21 34,000
2008 16 26,000
2009 11 18,000
2010 18 30,000
* number of patients, consultations, etc. per 10,8@n and/or women (data from

sentinel practices)
* extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
question), rounded off to the nearest thousand

Discussion

After the epidemics in 2002 and 2006 the incidanc010 is higher than in
the previous 2 years, possibly a mild or startipiglemic. Epidemics of
chickenpox usually occur once every 3-4 years. I8itgias in previous
years the incidence was the highest in the morsilggropulated parts of
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The Netherlands. Chickenpox mostly affects childrennger than 10 years,
predominantly children younger than 5 years. Orfigvapatients consult
their GP for this. One consequence of the freqaeatirrence of chickenpox
in the youngest age groups (< 5 years old) iswloamen who are pregnant
for at least the second time run a greater ristoafing into contact with
chickenpox. However, also among this group theekegf protection is
high, because more than 90% has endured the diseag®ung age. The
Health Counsel has advised first to monitor the Ioeinof complications
evoked by chickenpox, before it will advise abdw possible inclusion of
chickenpox vaccination into the national vaccirmafoogram.

This topic of chickenpox was discontinued in 20ddcause data on this
topic are also available via other sources.

Publications based fully or partly on continuous mabidity
registration data

Donker Gé, Haar van der ElM/aterpokken: vaccinatie invoeren of niét@isarts en
Wetenschap 2009;52(4):165

Boot HJ, Melker de HE, Stolk EA, Wit de GA, KimmasTAssessing the introduction of
universal varicella vaccination in the Netherlan¥sccine 2006;24(37-39):6288-99

Melker de HE, Berbers G, Hahné S, Ruimke S, Hof van3jaVit de A, Root HThe
epidemiology of varicella and Herpes Zoster in Negherlands: implications for
varicella zoster virus vaccinatio.accine 2006;24(18):3946-52

Fleming DM, Schellevis FG, Paget WHealth Monitoring in Sentinel Practice Networks.
Final Report to the EU, Nivel, 2002

Fleming DM, Schellevis FG, Falcao I, Alonso TV, RadVL. The incidence of chickenpox

in the community. Lessons for disease surveillamsentinel practice network&ur J
Epidemiol 2002;17:1023-1027
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8 Whooping cough
Topic owner: Dr. H. de Melker, (RIVM) (1998-2010)

Introduction

Whooping cough is an acute, very infectious disediske upper airways
that is caused by the bacteBardetella pertussiand in some cases by
Bordetella parapertussis

Notably in children younger than 3 months whoopinggh may have very
serious complications such as brain damage andutsioms actelectasis of
the lungs, pneumothorax, and pulmonary emphyseh@een death.
Immunity is built up both after having had whoopiraugh and after having
a vaccination, but in both cases the immunity desge again with the
passage of time.

Vaccination againdordetella pertussibas been included in the Dutch
government’s vaccination programme 1952. The péagenof people
reached by this programme is high (> 96%).

The vaccine that was developed in the 1950s wastefé in preventing the
infection but did not wipe out the bacteria. Thetbda remained in
circulation and in spite of the large numbers afge who have been
vaccinated the incidence of whooping cough in te¢hBrlands has been
increasing since 1996. Every few years it reachefeenic levels. Analysis
of the available data showed that the proportiovagtinated people among
the indicated disease cases of whooping coughritagaised.From July
2001 children at the age of 4 are therefore reimated with a specific a-
cellular vaccine.

Since 2005 vaccination with a cellular vaccineha tirst year of life have
been substituted by an a-cellular vaccine.

Whooping cough is one of the diseases includedemational mandatory
notification. However, the development of the ileend the criteria for
registration lead to significant under-reportingl aine number of
notifications do not reflect the real picture. Urréporting can be caused by
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3 reasons. Firstly, many people, notably adults tvdnge been coughing for
a few weeks, do not quickly decide to consult aaloSecondly, if a patient
consults a doctor and the doctor suspects whoagangh, then a laboratory
test will not always be requested. Thirdly, not@Rs report all proven cases
of chickenpox to the health authorities.

Direct registration of whooping cough in generalgtice is one way of
gaining insight in to the extent of under-reportiAg the end of the 1990s
information about the incidence of whooping cougtswot available in
general practice and was just as difficult to abfadm other sources.
Further research into the changes in the epidegyad whooping cough
was considered desirable, especially after thediotrtion of an improved
vaccine in 1998. In 1998, it was decided to exppevention of whooping
cough and the diagnostic method in the sentinekedllance. Because of the
recent changes in the strategy of vaccination agahooping cough it is
desirable that monitoring will be continued. In 20further analysis into the
shifts in epidemiology and age distribution too&gd, since the in
introduction of the acellular vaccine (Donker arah\der Gevel).

Method

The sentinel doctor is asked to register everyepatvith whooping cough,
divided up into gender and age group. A case dagumiis not easy because
of the often atypical development of whooping cougliaccinated people.
The sentinel doctors use the following definitian Wwhooping cough:
Long-term cough (longer than 3 weeks) with moréess typical charac-
teristics and/or proof dBordetella pertussis/parapertussigection
(according to the protocol of the National Coordiima Centre for
Combating Infectious Diseasdsafidelijke Codrdinatiestructuur
Infectieziektebestrijding

Using an additional questionnaire, a differencmésle between clinical
whooping cough that is not laboratory-confirmed arsymptomatic
infection (typically or not) wittBordetella pertussis/Bordetella
parapertussighat is confirmed by a laboratory test. By makihig t
distinction, insight may be obtained into the freqay of whooping cough
diagnosed by the GP on basis of clinical signs.only
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A few weeks after registering a case of whoopinggtothe GP is asked to
provide additional information about the registvatand about the results of
the laboratory test if one was requested. The GlRalso be asked whether
the patient has ever been vaccinated against whgapiugh and if so, how
many doses of inoculation have been applied.

The information, together with other sources obinfation about the
occurrence of whooping cough, is used by the Cdatrinfectious
Diseases, Epidemiology and Surveillance of the RIatNBilthoven to
interpret the progress of whooping cough in thenRigands.

Results
Distribution by province group and address density.

In 2010 35 patients were reported with whoopinggtowhich amounts to 3
per 10,000 patients. This incidence is comparalitle thve incidence in the
previous year (see Table 8.1). There is an epidew@cy three to four years.
Since the introduction of the acellular vacciner-fbur year olds in 2001
and for zero year olds in 2005 — the epidemicslapeeasing (Donker and
Van der Gevel Huisarts en Wetenschap 2011;54(2):53)
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Table 8.1  Number of patients with whooping cobgtprovince group,

address density and for the Netherlands as a wbetel0,000
people, 2001-2010

province group address density Netherlands

N E W S 1* 2% 3*
2001 3 5 15 7 6 9 22 11
2002 2 2 5 6 2 4 7 4
2003 0 Q) 4 3 0) 2 7 3
2004 6 10 8 9 7 7 12 8
2005 0 6 6 11 6 6 5 6
2006 1 7 2 7 2 2 3
2007 4 6 4 7 5 3 5
2008 3 1 3 15 5 5 2 5
2009 2 5 4 1 2 4 2 3
2010 3 2 3 3 1 3 3 3
*  1: <500/knf 2: 500-2500/krh 3: > 2500/krh

No consistent differences have been found in pae/group and population
density during all the years of registration.

Distribution by age group

Table 8.2 shows the numbers of patients with whagppbugh per 10,000
inhabitants and per age group.
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Table 8.2 Number of patients with whooping cougltabg group per
10,000 inhabitants, 2001-2010

age group 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

<1 20 5 (1) (299 (® @18 (B 9 -
1-4 9 21 14 35 30 17 17 8 17 (4
5-9 15 20 11 33 18 (7) 10 9 7 (4
10-14 9 10 (3 23 10 10 17 24 7 10
15-19 9 @ @ 10 @ M 14 6 T @
20-24 - M - 3 - -3 @ @ @
25-29 @ @ @ - - - U C) - @
30-34 4 O O 6 5 @ 6 @ @ O
35-39 6 (1) () 6 4 @O @O @ - -
40-44 @ - - @ - 6 3 6
45-49 6 - (1 @3 6 - 6 O @O @
50-54 o @ @ & @ - o @ - @
55-59 @ - - 3 6 N €O CO R €O B €
60-64 @ @ @ - (® - @ @ - @
65-69 - - (5) - 0 - - ()
>70 @ @ - 0 @ - - - -

Whooping cough may occur at any age. Analysis efodriod 1998-2009 in
three groups of 4 years shows that since the inttoh of the acellular
vaccine — for four year olds in 2001 and for zegaryolds in 2005 — the peak
incidence gradually shifts from toddler to teenadpnker and Van der
Gevel 2011). In 2010, the highest incidence is &dsad in the age groups
0-19 years, especially the sub group 10-14 years.
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Extrapolation

Table 8.3  Extrapolation of incidence rates toDdch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)

topic total total
year (m+f) (m+f)
whooping cough
2001 11 17,500
2002 4 6,500
2003 3 5,000
2004 8 13,000
2005 6 9,800
2006 3 4,900
2007 5 8,000
2008 5 8,000
2009 3 5,000
2010 3 5,000
* number of patients, consultations, etc. per 10,8@n and women (data from sentinel

practices)
* extrapolation of the incidence rates to the Dupopulation as a whole (for the year in

question), rounded off to the nearest thousand

The results on diagnostics are published in medicales.
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Discussion

In spite of the large number of people being vaateid against whooping
cough it still does occur relatively often in theppilation. The incidence of
whooping cough recorded in general practice isdtighan the officially
declared incidence. However, this difference hasime smaller during the
last years, as the incidences in both registratoaglecreasing.

Whooping cough occurs in all age groups. Accordinthe registration by
GPs whooping cough has the highest incidence bet@d® years. Since
the introduction in 2001 of vaccination with anelkslar vaccine at the age
of 4 years and the replacement of a cellular vacbinan a-cellular vaccine
in the first year after birth in 2005, the peakidence gradually shifts
towards teenage groups. This was also the cag&lb @ith a peak
incidence in the age group 10-14 years.

The topic will be continued in 2011.
Publications based fully or partly on continuous mabidity

registration data

Donker Gé, van der Gevel Jod§inkhoest van kinder- naar tienerziekittuisarts en
Wetenschap 2011;54(2):53

Greeff de Sabine C. Lugnér Anna K. Heuvel van deni@ M, Mooi Frits R, Melker de

Hester EEconomic analysis of pertussis illness in the Dygepulation: Implications for
current and future vaccination strategid&ccine 2009;(27):1932-1937
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9 Acute gastro-enteritis
Topic owner: Dr. W. van Pelt (RIVM-CIE) (1992-1993996-2010)

Introduction

Gastro-enteritis is among the top ten illnesselhémNetherlands in terms of
incidence. It is an illness that places a conslerburden on the primary
health care systefh.

Gastro-enteritis was added again to the survedlariche Continuous
Morbidity Registration Sentinel Practices in thelidglands in 1996. Also in
1992 and 1993 the subject has been registerecelsetitinel practices.
Initially (until 1999) the investigation mainly fased on the assessment of
trends in the incidence of gastro-enteritis, camipgtteriosis and
salmonellosis and the burden of health care inehlaéso with regard to
specific pathogens. The results of this researgk baen published before.

Since 2000 this topic has been maintained in aecme with the first of the
above aims: the monitoring of trends in the incieaf acute gastro-
enteritis in general practice. In 2001-2002 supgletary information was
collected about laboratory diagnosis of patientd sefor consultation
within the frame-work of regular health care. Theults of this study are
published elsewhere (van den Brandhof et al. 2006).

Method

Sentinel doctors are asked to report patients avitew episode of gastro-
enteritis. A new episode includes that the pafieseen for the first time
during the current episode and has not shown syngpfor at least 14 days
following an earlier report. Patients who conshdit GP solely by phone
are not reported.

In 2001 and 2002 the doctors were also asked toatedwhen the GP
decided as part of regular health care to perfofaeees test. The doctors
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were asked to indicate the reason why the testemsested, the micro-
organisms for which the test was performed and kévaintibiotics were
prescribed.

In 2003 it was requested to only report the ocoureeof acute gastro-
enteritis and to indicate whether or not a faesesswas performed. No other
guestions with regard to the indication or restithe test are asked.

The sentinel doctors adhere to the following d&fini of gastro-enteritis:

- thin bowel movements three or more times a difigrohg from the
normal situation for the person concerned, or

- thin stools and two of the following symptomsvéde, vomiting, nausea,
stomach ache, stomach cramps, blood or mucus staés or

- vomiting and two of the following symptoms: feyeausea, stomach
ache, blood or mucus in the stools.

Results

Table 9.1 shows the number of reports of acute@astteritis, by province
group, address density and for the Netherlandsndasge.
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Table 9.1

Numbers of cases of acute gastro-estbgtprovince group,

address density and for the Netherlands as a wpetel,0,000

men and per 10,000 women, 2001-2010

province group

address density

Netherlands

N E W S 1* 2% 3+

2001 male 76 98 78 122 102 90 95 93
2002 65 109 106 113 81 99 151 104
2003 111 127 103 104 121 103 117 109
2004 76 115 90 135 141 91 109 103
2005 73 125 90 101 131 82 117 96
2006 85 135 112 167 121 119 126 121
2007 69 36 110 110 66 77 135 86
2008 92 53 89 130 105 71 150 90
2009 73 43 72 59 64 56 84 64
2010 86 57 75 96 80 73 97 79
2001 female 55 108 97 169 100 106 127 109
2002 58 108 113 110 70 95 135 98
2003 93 142 103 118 134 104 115 112
2004 61 102 98 107 136 82 97 94
2005 45 112 96 108 100 87 107 93
2006 71 124 122 143 107 122 112 117
2007 67 36 122 139 56 95 134 95
2008 83 57 91 152 88 79 158 93
2009 68 62 77 65 73 60 92 70
2010 110 57 83 112 95 87 95 90
*  1: <500/knf 2: 500-2500/krh 3: > 2500/krh
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Table 9.1 Numbers of cases of acute gastro-estdoifiprovince group,
address density and for Netherlands as a wholel,(h800 men
and per 10,000 women 2001-2010 (cont.)

province group address density Netherlands

N E W S 1* 2* 3*
2001 total 65 103 88 145 101 98 112 101
2002 58 109 113 110 76 97 143 101
2003 102 134 103 111 128 103 116 110
2004 68 109 94 121 138 86 103 98
2005 59 119 93 104 116 85 112 94
2006 78 129 117 155 114 120 119 119
2007 69 36 116 124 61 86 135 90
2008 88 55 90 141 92 75 154 91
2009 70 53 75 61 69 58 88 67
2010 99 57 79 104 88 80 96 84
* 1. <500/knf 2: 500-2500/krh 3: > 2500/krh

The highest incidence for men and women was se2adf.

In 2010 the incidence is higher than in 2009, butdr than in the years
before 2009, for men and women. The highest incdesfound in the big
cities and in the northern part of the country. Tierence between men
and women is inconsistent.
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Age distribution

Table 9.2  Numbers of patients with acute gastrerérs per 10,000
inhabitants, 2001-2010

total

age group 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
(year)

<1 823 653 613 765 687 690 588 689 432 741
1-4 397 412 437 341 296 472 349 368 267 313
5-9 170 195 197 136 163 156 114 114 85 107
10-14 84 96 125 80 79 107 56 61 76 58
15-19 92 86 83 82 100 84 53 54 49 61
20-24 105 101 118 99 80 121 84 85 53 85
25-29 73 105 95 87 72 104 82 80 46 79
30-34 70 72 94 99 67 80 84 83 64 75
35-39 75 69 84 71 56 86 44 72 35 49
40-44 66 63 52 55 55 61 38 56 42 45
45-49 50 48 66 70 49 65 49 44 36 46
50-54 62 59 65 67 57 67 57 42 28 45
55-59 59 50 54 57 57 67 76 53 41 43
60-64 99 46 68 48 78 61 48 54 36 60
65-69 57 65 56 58 76 92 63 73 65 41
70-74 67 63 72 54 82 102 100 61 35 73
75-79 82 38 49 101 98 125 131 119 72 92
80-84 70 58 110 115 131 193 152 141 88 133
>85 67 86 81 104 131 166 152 174 178 219
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Figure 9.1 Numbers of patients with acute gastterdis in 2010, by age
group per 10,000 inhabitants

800 -
700 4
600 4
500 1
400
300 1
200 -
100 -

0 T T T T T T T T T T T T T T T T T T 1

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19

—2010

Age group distribution (years) X-axis
1=<1 years 2=1-4 years 3=5-9years 4=10-14 years 5=15-19 years
6=20-24 years 7=25-29 years 8=30-34 years 9=35-39 years 10=40-44 years
11=45-49 years 12=50-54 years 13=55-59 years 14=60-64 years 15=65-69 years
16=70-74 years 17=75-79 years 18=80-84 years 19=> 85 years

During the whole registration period, most caseaooite gastro-enteritis
were diagnosed among babies and 1-4 years o0l@91@ this was also the
case, but especially for babies, the incidenceslgitly lower than in the
previous years. Similarly as during the years 2P039, a higher incidence
was found once again for persons older than 75yad010.

Seasonal influences

Table 9.3 shows the numbers of cases of acuteogasteritis that were
reported per season.
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Table 9.3  Numbers of patients with acute gastreriig per 10,000
inhabitants from 2001-2010, arranged per quarter

quarter 1:weeks 1-132 : weeks 14-26 3 : weeks 27-39 4 : weeks 40-52
2001 30 23 27 20
2002 27 25 23 25
2003 40 23 28 18
2004 25 22 24 27
2005 30 19 24 21
2006 41 28 27 23
2007 25 24 18 22
2008 37 18 17 16
2009 24 11 15 14
2010 32 18 17 19

Similarly as in most earlier years the highestdeaice in 2010 is seen
during winter time (first quarter).

Faeces test in cases of acute gastro-enteritis

Table 9.4 gives a summary of the number of regurécute gastro-enteritis

for which the GP requested a faeces test, arramgieprovince group, by
address density and for the Netherlands as a whole.
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Table 9.4 Number of times that the GP requesteateek test in cases of
acute gastro-enteritis, per province group by asildensity
and for the Netherlands as a whole, per 10,00(itdras for

2001-2010
province group address density Netherlands

N E w S 1* 2* 3*
2001 5 16 16 15 17 13 14 14
2002 7 11 16 19 14 13 19 14
2003 20 31 26 25 34 23 20 25
2004 17 29 24 20 30 15 34 22
2005 21 13 25 22 18 19 33 21
2006 35 10 32 18 22 24 34 26
2007 20 33 29 13 16 25 31 25
2008 6 3 13 22 9 11 13 11
2009 10 5 11 7 8 7 13 9
2010 15 8 9 9 8 10 11 10
* 1. <500/knf 2: 500-2500/kr 3: > 2500/krh

The number of requests in 2010 was similar toitha009, but lower than
in the years before 2009. In 2010, the numberqiest for a test was the
highest in the big cities and in the northern pnoes, which is consistent
with the higher incidence in these areas.

Age distribution

Table 9.5 shows the number of requests for a faeses cases of acute
gastro-enteritis per age group and per 10,000 psrso
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Table 9.5 Number of requests for a faeces testses of acute gastro-
enteritis per age group per 10,000 inhabitants 2601-2010

age group 2001 % 2002 % 2003 % 2004 % 2005 %
(vear)

<1 69 7 86 13 90 15 49 6 82 11
1-4 39 10 50 12 78 18 45 13 57 16
5-9 13 8 1 6 36 18 30 15 18 10
19-14 7 8 13 13 15 12 15 19 24 23
15-19 12 12 19 22 13 16 17 21 32 24
20-24 13 12 17 17 32 27 22 22 17 17
25-29 9 11 13 12 32 34 22 25 16 19
30-34 14 19 15 21 26 31 27 27 22 25
35-39 10 15 13 18 19 37 17 24 20 27
40-44 9 15 10 17 22 33 23 42 22 28
45-49 14 26 9 19 19 29 20 29 19 28
50-54 17 26 6 10 19 29 24 36 12 18
55-59 12 20 14 28 16 30 23 40 16 22
60-64 11 12 12 26 11 16 12 25 17 18
65-69 8 17 @ 6 17 30 32 60 25 25
70-74 10 17 6 7 15 21 19 32 13 14
75-79 8 10 6) 15 31 63 @ 7 3 3
80-84 23 31 -0 13 12 (10) 9 20 13
>85 23 33 -0 (5) 6 @ 7 0 0

% = number of faeces tests: number of reports wieagastro-enteritis x 100
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Table 9.5 Number of requests for a faeces tests$es of acute gastro-
enteritis per age group per 10,000 inhabitant2@@1-2010

2006 % 2007 % 2008 % 2009 % 2010 %

<1 45 6 118 17 28 4 (16 4 @a5 2
1-4 61 13 77 18 30 8 31 112 31 10
5-9 25 16 27 19 (6) 5 ® 7 9 8
19-14 19 17 9 14 (3) 5 @ 4 8 14
15-19 26 31 21 29 (8 15 (1) 2 16 26
20-24 42 35 29 26 12 14 12 23 11 13
25-29 41 39 35 30 13 16 14 30 10 13
30-34 31 38 25 23 10 12 (6 9 13 17
35-39 19 22 24 35 12 17 11 31 (5 10
40-44 23 38 13 25 (9 16 () 26 8 18
45-49 10 15 22 31 (@ 20 () ¥ 9 20
50-54 22 33 18 24 12 29 (4 11 (6 13
55-59 19 28 14 15 15 28 11 39 (5 12
60-64 27 43 26 35 (8 15 (4 10 (5 8
65-69 20 22 24 27 (9 12 15 42 13 32
70-74 21 21 15 13 (5) 8 17 °7 15 31
75-79 26 19 10 7 (9 8 @3 4 (5 5
80-84 31 16 17 10 13 9 o O (@7 5
>85 @ 4 12 7 () 1 M 8 @ 2

% = number of faeces tests: number of reports wteagastro-enteritis x 100

Overall, the number of registered requested fatsts per 10,000 people
per age group shows the same pattern as for tentoinber of reports of
acute gastro-enteritis per age group. In absolutebers most requests for a
faeces test were made in 2010 for 1-4 years olds.

However, this is not the case for the number ofdadests per age group as

a percentage of the total number of reported cafsasute gastro-enteritis in
that age group. In adults a faeces test is perfdomare often.
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Children (< 15 years old) with acute gastro-engedonsult their GP more
often than older children or adults. When peopteeothan 14 years of age
consult their GP with the symptoms of acute gastrieritis the GP will
relatively more often request a faeces test, withetxception of the age
group=> 75 years.

Extrapolation

Table 9.6  Extrapolation of incidence rates toiuéch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)

topic m f total m f total
year
gastro-enteritis
2001 93 103 101 74,000 83,000 157,000
2002 104 98 101 83,000 80,000 163,000
2003 109 112 110 88,000 91,000 179,000
2004 103 94 98 83,000 86,000 164,000
2005 96 93 94 77,000 77,000 154,000
2006 121 117 119 98,000 97,000 194,000
2007 86 95 90 71,000 80,000 151,000
2008 90 93 91 73,000 77,000 150,000
2009 64 70 67 52,000 58,000 110,000
2010 79 90 84 65,000 75,000 139,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*k extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
guestion), rounded off to the nearest thousand
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Discussion

In 2010 the incidence was higher than in 2009 ]dwer than in the years
before 2009. In 2006 the incidence was the higlpestiominantly in the
first quarter. Similarly as in 2002/2003 this coited with a high incidence
of Norovirus and the occurrence of a Rotavirus epid* **

As part of regular health care GPs request a faeseselatively more often
for patients who are older than 14 years. Thikésresult of a difference in
consultation behaviour between cases of acuteagasteritis involving
children (< 15 years old) and cases involving yopagple and adults (> 15
years old). This second group consults the doctmmvihey have more
serious symptoms that last longer. Diarrhoea falhova trip abroad occurs
more often in young people and adults.

This topic was continued in 2010.

Publications based fully or partly on continuous mabidity
registration data

Pelt W van, Notermans D, Mevius DJ, Vennema H, Koaps MPG, Duynhoven YTHP van
Trends in gastro-enteritis van 1996 — 2006: Verdemname van ziekenhuisopnames,
maar stabiliserende sterftinfectieziekten Bulletin 2008;19(1)

Pelt van W, Friesema |, Doorduyn Y, Jager de CM,rihwwyen YTHP Trends in gastro-
enteritis in Nederland; notitie met betrekking t60Z.RIVM project V/210221/TS.
RIVM, Bilthoven, December 2008

Pelt van W, Notermans D, Giessen AW, Mevius DJ,né&ma H, Koopmans M, Asten van L,
Duynhoven van YTHPTrends in gastro-enteritis van 1996-2005; Toenaare v
ziekenhuisopnames en sterfte: een toenemenderroinade infectiesnfectieziekten
Bulletin 2006;10:364-70

Brandhof van den WE, Bartelds AIM, Koopmans MPGyithoven van YTHPGeneral

practitioner practices in requesting laboratorytefor patients with gastro-enteritis in the
Netherlands2001-2002; BMC Family Practice 2006;7:56
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Pelt van W, Wannet WJB, Giessen van de AW, Meviuskedpmans MPG, Duynhoven van
YTHP. Trends in gastro-enteritis van 1996 tot en met 20@bgste aantal
ziekenhuisopnames sinds 1996, maar afnemendeveenidboratoriumbevestigde
salmonellose en campylobacteriob#fectieziekten Bulletin 2005;16:250-6

Pelt van W, Duynhoven van YTHPFrends in gastro-enteritis in Nederland; notitietme
betrekking tot 2004Bilthoven: Rijksinstituut voor Volksgezondheid enligu, (juli)
2005

Kroneman A, Vennema H, Duynhoven van YTHP, DuizeK&pmans MHigh number of
norovirus outbreaks associated with a GGII.4 vatiemthe Netherlands: does this herald
a world-wide increasefttp://www.eurosurveillance.org/ew/2004/0412235d9p

Duynhoven van YTHPGastro-enteritis in the Netherlands: studies on festtors and
burden of ilinessProceedings EU-RAIN Conference: Food pathogen epaeqy:

microbes, maladies and methods, 2-3 december Be@Hia, Italy

Brandhof van den W, Wit de GA, Wit de MAS, Duynhowam YTHP.Costs of gastro-
enteritis in the Netherland&pidemiol Infect. 2004; 132:211-21
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10 Sexually Transmitted Diseases (STD)
Topic owner: Mrs. dr. I. Van den Broek (RIVM)(2010)

Introduction

Together with respiratory, gastro-intestinal anidany tract infections,
Sexually Transmitted Diseases (STD) are the megugntly occurring
infectious diseases in the Netherlands. Chlamygiaprrhea, syphilis,
HPV-infection, hepatitis-B and HIV infection arestinost important STDs.

National surveillance of STD is predominantly penfied by the electronic
SOAP registration of the RIVM, used since 2004hxy $TD out patients
clinics of the municipal health agencies (GGD), #mdugh registration of
infections by the HIV Monitoring Foundation. The G®ut patients clinics
offer low threshold STD-care to high risk groupsl @ersons who prefer to
remain anonymous. In recent years the number of &Fi3ultations at the
GGD out patients clinics has increased substantiall

However, it is estimated that GPs account for 6% 6 all STD-related
consultations. This was recently confirmed by #mutts from the CMR
topic “ fear of STD” and from estimates based oNHIdata (“Landelijk
Informatienetwerk Huisartspraktijken” or Netherlaridformation Network
for General Practice). In previous years GPs hatieed a steady increase
in the number of STD-related consultations (seedeanBroek et al, 2010).
This increasing trend is also described in the ahsurveillance report of
the RIVM (Koedijk et al., 2010). Therefore, regiton by CMR sentinel
practices, may serve as a welcome addition to tthaise especially because
the questionnaires that have been included wiNigminsight into the
background and reasons of a request for a STDItesbnsultation with the
RIVM and STD-AIDS the Netherlands, the topics 'feAAIDS’ and
‘urethritis in men’ have been replaced by ‘STDnen and women from 1-
1-2008 onward. In this chapter only data regard@mn@-related
consultations by sentinel GPs are being reportbd.cbllected additional
data are published separately.
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Method

The sentinel GPs are instructed to register tigetas a new STD
consultation, except if a consultation was askednfiormation on i.e.
prescription of anticonceptives. Proof of STD i$ mandatory for
registration. Also fear of STD and the possibiofySTD and/or AIDS
should be registered. In addition a questionnaldFessing additional
information emerging from the consult should be ptated. If diagnostic
STD-tests are requested, a form with the testteshbuld be added to the
guestionnaire. The diagnostic tests for chlamyglaorrhea, trichomonas,
HIV and/or syphilis are performed by the regioradidratory of the
participating practice. Only sentinel practicesomtipg SOA at least once
per year were included.

Results

The results are based on data from 37 reportingfipeg. The number of
STD-related consultations per10,000 patients pavipce group and address
density are presented in table 10.1.The incidenitiesl highest in the
western part of the Netherlands (60/10,000) aritlérbig cities (60/10,000).
The number of STD-related consultations was appratély the same in
recent years.
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Table 10.1 Number of new STD-related consultatipersprovince group,
address density and for the Netherlands as a vgeol&0,000

in 2008-2010
province group address density Netherlands
N E W S 1* 2* 3*
2008 35 38 65 50 20 46 88 49
2009 37 22 64 46 21 37 85 45
2010 37 32 60 50 32 48 60 47
*  1:<500/knf 2: 500-2500/krh 3: > 2500/krh

Age distribution

In table 10.2 the data on new STD-related consoitatare shown per age
group. The age group between 20 and 30 years ¢stisalGP the most for
these problems. More women than men consult theoGETD and/or fear

for AIDS.
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Table 10.2 Number of new STD-related consultatjgersage group and

per 10,000 inhabitants, 2009-2010

2008 2009 2010
age group m f t m f t m f t
10-14 0 12 6 0 15 7 0 (6) 3
15-19 32 121 76 57 137 97 51 145 97
20-24 178 302 241 148 217 183 165 263 215
25-29 141 175 158 144 169 157 150 140 145
30-34 58 116 87 70 102 87 80 100 90
35-39 64 90 77 68 65 66 60 76 68
40-44 47 49 48 54 28 41 30 48 39
45-49 23 38 31 43 35 37 22 41 32
50-54 10 23 16 19 14 16 17 25 21
55-59 16 14 15 (12) 23 17 22 19 20
60-64 5 15 15 18 0 9 13 (8 11
65-69 5 10 8 0 @ (@ 0o B @
70-74 13 0 6 (10) (14) 12 B @ 6
75-79 @ 6 6 @ & 6
80-84 - - - - - - - | @
total 38 60 49 40 51 45 39 55 47

86  Continuous Morbidity Registration at Dutch SentiBeneral Practice Network 2010, NIVEL 2012



Extrapolation

Table 10.3 Extrapolation of incidence rate to thetdd population

frequency Netherlands**
incidence rate (per 10,000)* (absolute number)

topic m f total m f total
year (m+f) (m+f)
STD
2008 38 60 49 31,000 50,000 81,000
2009 40 50 45 32,500 41,500 74,000
2010 39 55 47 32,000 46,000 78,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*k extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
question), rounded off to the nearest thousand

Discussion

As expected, the highest incidence of new STD-edlabnsultations were
reported in the big cities and the western pathefNetherlands, where most
of the big cities are located, with an age pealvbeh 20 and 30 years. GPs
are consulted more frequently by women than by foe8TD and/or fear of
AIDS.

The incidence rates from the sentinel practicedoaver than from LINH.
LINH estimated the incidence of STD/HIV or fear®fD/HIV on basis of
the relevant ICPC codes. The LINH estimate for2@@s 115 per 10,000.
The lower estimates of the sentinel practices aeetd differences in the
applied criteria for STD-related consultations, idrich a questionnaire was
filled in at the sentinel practices in comparisathwhose for the STD-
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episodes based on ICPC codes and the lower thaekrahcluding sentinel

practices in the analysis. The additional data ftleenquestionnaires will be
compared with the data from LINH and other sourééese will be reported
separately.

This topic will be continued in 2011.

Publications based fully or partly on continuous mabidity
registration data

Vriend HJ, Koedijk FDH, Van den Broek IVF, Van Vegit, Op de Coul ELM, Van
Sighem Al, Verheij RA, Van der Sande MARexually transmitted infections, including
HIV, in the Netherlands in 2010trecht, RIVM report number: 210261009/2011

Dorsman S, Donker G, Van den Broek IVF, Van Bergengst voor HIV/AIDS.
Hulpvragen bij de huisarts in de periode van 1988en met 2009Rapport NIVEL mei
2011

Van den Broek IVF, Verheij RA, van Dijk CE, KoedijlbiFH, van der Sande MAB and van
Bergen JEAMTrends in sexually transmitted infections in thehiddands, combining
surveillance data from general practices and selyuzhnsmitted infection centerBMC
Family Practice 2010;May 20:11:39

Vriend HJ, Donker GA, Bergen van JE, Sande van d&BMBroek van den IUrethritis bij
de man in de huisartspraktjik. SOA'’s vooral op jerggleeftijd.Nederlands Tijdschrift
Geneeskunde 2009;153:A323

Koedijk FDH, Vriend HJ, van Veen MG, Op de Coul EL%&n den Broek IVF, van Sighem
Al, Verheij RA, van der Sande MABSexually transmitted infections including HIV, in
the Netherlands in 200&nnual STI-report RIVM, available at:
http://www.rivm.nl/bibliotheek/rapporten/210261068nI

Donker Gé, Wolters Irmin, Bergen van Jhluisartsen moeten risicogroepen testen op hiv.
Huisarts en Wetenschap 2008; 51:(419)

Kerssens J)/ragen aan de huisarts over HIV en AIDS, van 1998425 0AIDS 2005;2:8-9
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Kerssens JJ. PetersAngst voor AIDS: hulpvragen bij de huisarts in @éegipde van 1988 tot
en met 2004Utrecht, NIVEL, 2005
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11 Urinary tract infection
Topic owner: Dr. E.E. Stobberingh, SWAB (2009-2010)

Introduction

Urinary tract infections are common in general pcac The incidence
varies from 40-60 per 1000 patients, dependindherpbpulation. The initial
treatment with antibiotics by the GP is not basedha outcome of
bacteriological analysis. The choice of an antibiat predominantly based
on the guidelines from the Dutch GP Association smietimes on other
considerations. This approach is also followedtidf first treatment has no
effect. Only when treatment failure occurs for ecsel time bacteriological
analysis will be performed.

The empirical choice of antibiotics should be basedhe actual sensitivity
percentages for antibiotics of the microorganisonise treated, being
unselected urological pathogens. For an optimakehactual data are
necessary. The most recent data stem from 2003-20@4at period
research was being performed on the antibioticisaihsof unselected
micro-organisms isolated from women between 12&drsy consulting their
GP for an uncomplicated urinary tract infectioncBease of the increasing
incidence of (multi) resistance in hospitals (Nedipn2010) and the
increasing prevalence of so-called Extended SpmcBeta-lactamases
(ESBL) in the veterinarian sector (D. Mevius, p@@@aommunication) it is
important to repeat the 2002-2003 study in ordextiain actual data. It has
also become clear that sensitivity data for uralafpathogens isolated from
men are lacking or scarce. In connection with ttteaenural antibiotic
surveillance of SWAB a surveillance of antibiotensitivity for urological
pathogens has been started in general practi@30m The results will be
reported elsewhere.
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The aim of the study is:

determination of antibiotic sensitivity of urologigpathogens isolated from
men and women consulting the GP with symptoms atilie for a urinary
tract infection.

Method

» All male and female patients with symptoms ofiaary infection should
be included, independent of the applied theramuding patients with a
catheter.

* Incidence and prevalence are determined usin@iGitles U71 (cystitis)
and U70 (pyelitis).

» The usual diagnosis and way of treatment in gdn@actice is
continued. This is not excluded by the currenttud

* In the freshly produced urine a uricult is imnestsmarked with the code
of the GP and patient number, to be sent to thieehalogical laboratory
of the Maastricht University Medical Centre (MUMC).

* Isolation and determination of the uropathogeitisbe performed
according to the standard microbiological methofdSWAB.

» The GP receives the bacteriological results weekl

* The project leader and SWAB are informed yedrhe results are
published in Nethmap every year.

» |If the practice is very busy on a given day tHes@re requested to sent
the first 2 samples of that day.

Results

Table 11.1 shows the number of reported episodéssanirinary tract
infection stratified by region and address densitgn, women and total.
The incidences are based on analysis of episodbagivei ICPC codes U70
(pyelitis) and U71 (cystitis). Incidences of 2088y, were recalculated,
because the dataset is now more complete thangdilwénprevious annual
report. For both groups underreporting is likelgchuse most of the
activities were performed by GP assistants andetalts were available
only one day later. The reported incidences in 22&Gslightly lower than in
2009. As usual, the incidence in women is muchérghan in men.
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Table 11.1 Number of episodes with a urinary thafetction per province
group and address density in the Netherlands, @800 men
and 10,000 women in 2009-2010

province group

address density

Netherlands

N E w S 1* 2% 3*

2009 186 167 111 230 137 181 131 161
2010 144 150 119 212 150 158 156 156
2009 946 1054 817 1471 836 1082 955 1014
2010 776 959 795 1157 915 905 984 922
2009 570 614 478 849 479 942 557 596
2010 463 557 468 679 528 538 579 543
* 1: <500/knf 2: 500-2500/krh 3: > 2500/krh

Age distribution

The incidence of urinary tract infection in womeralmost 6 times higher
than in men. For both groups the incidence incieaspecially after the age
of 60 years (Table 11.2). The differences between and women are
reducing with age: at 85+ years the incidence ifany tract infection in
women is about 2 times higher than in men.
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Table 11.2 Number of episodes with a urinary thafetction per age group

and per 10,000 men, women and total in 2009-2010

2009 2010

age group m f t m f t
<1 14 - 7 136 61 98

1-4 49 275 159 92 14 300

5-9 82 464 264 72 509 282
10-14 33 360 191 29 264 142
15-19 31 824 425 47 950 489
20-24 29 1138 594 36 1061 553
25-29 37 952 507 45 907 480
30-34 60 921 496 67 830 451
35-39 75 724 411 67 737 402
40-44 70 850 458 104 772 437
45-49 103 752 430 66 736 396
50-54 87 794 436 138 720 426
55-59 123 847 490 159 878 521
60-64 310 1171 737 241 958 597
65-69 414 1286 864 298 1118 714
70-74 509 1759 1163 416 1456 953
75-79 498 2274 1508 624 1706 1238
80-84 1138 2818 2174 905 2295 1753
> 85 1653 3512 2979 1319 2506 2161
total 161 1014 596 156 922 543
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Extrapolation

Table 13.4 Extrapolation of the incidence rateh Dutch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute number)

topic m f total m f total
year (m+f) (m+f)
Urinary tract infection
2009 161 1014 596 131,000 845,000 983,000
2010 156 922 543 128,000 772,000 900,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*k extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
guestion), rounded off to the nearest thousand

Discussion

Regular monitoring of antibiotic sensitivity to whscted urological
pathogens is the basis for a grounded empiricdatehad antibiotic treatment
of a urinary tract infection. The national increa$@ntibiotic resistance
found in human and veterinarian isolates and tbetfeat the last
surveillance took place 5 years ago were the naieans to start a new
surveillance in 2009. The results show that thelamce in women is much
higher than in men and that the incidence increaspscially after the age
of 60 years, both in men and women. The incideotds found of 60 per
1000 in 2009 and 54 per 1000 in 2010 are consistéghtother studies in
general practice, showing an incidence of 40-601060 patients. If
underreporting occurs, this will be not largerhistregistration than in other
studies. By now, sufficient insight has been reddhto antibiotic
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sensitivity in not-pregnant adult women with uringract infections in
general practice. Articles on this subject havenimeblished in English as
well as Dutch scientific papers.

The topic will be continued in 2011 concerningitassamples of pregnant
women, children and men.

Publications based fully or partly on continuous mabidity
registration data

Den Heijer CDJ, Donker GA, Maes J, Stobberingh Afibiotica bij ongecompliceerde
urineweginfecties: geen toename van resistentie iafgelopen 5 jaalNederlands
Tijdschrift Geneeskunde 2011;155(3):102-106

Den Heijer CDJ, Donker GA, Maes J, Stobberingh &fiibiotic susceptibility of unselected
uropathogenetic Escherichia Coli from female Duteneral practice patients: a
comparison of two surveys with a five year interdahntimicrob Chemother
2010;65(10):2128-33. Epub 2010 Aug 3 doi:10.1023dkq286

Koeijers, J.J., Verbon, A., Kessels, A.G.H., Baseld., Donker, G., Nys, S., Stobberingh,
E.E Urinary tract infection in male general practigatients: uropathogens and
antibiotic susceptibilityUrology:2010;76(2):336-340

Den Heijer CDJ, Donker GA, Maes J, Stobberingh &fiibiotic susceptibility of unselected
uropathogenic Escherichia coli from female Dutchem@l practice patients: a
comparison of two surveys with a 5-year interalropean Journal of Public Health
2010;20(S1):82-83 (Oral PresentatidhBuropean Public Health conference Amsterdam,
November 2010)
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12 Unwanted pregnancy
Topic owners: Mrs. Dr. C. Wijsen (Rutgers WPF) (2D10)

Introduction

Registration of unwanted pregnancy is difficult e there is no objective
measure for ‘unwanted’. Before unwanted pregnaray added as topic to
the weekly returns in 2003, only the number of tibos served an indicator
for its incidence. In the Netherlands the annualtdn rate amounts to
about 33,000, of which 4,450 (13%) are performedamen not living in
the Netherlands. Since the beginning of the nied¢tie number of abortions
has increased: from 6.0 per 1,000 women in thegemdp 15-44 years in
1994 to 8.7 per 1,000 more than ten years lateadpd years later it has
slightly decreased to 8.6 per 1000 won'fef.

However, apart from being a good indicator, theastt abortions cannot be
used to estimate the true incidence of unwanteghamecy. The incidence of
unwanted pregnancy is higher than the abortionbratause part of the
women do not decide for an abortion. In the siatisthese pregnancies
cannot be disclosed as unwanted. On the other hamaimber of abortions
will be performed on women with a wanted pregnamayreasons such as
congenital defects. Results from a study on a sgmtative sample of >2000
women between 19-49 years of age indicate thatslif¥ of the
pregnancies in the last year were unwaritédsight into the extent of
unwanted pregnancy as it presents in general peaeid its developments
during a number of years, will be an important depent to the existing
registrations.

Method

The GP is requested to register every patient wk@ssadvise for unwanted
pregnancy. For each case a questionnaire on basidjinformation and the
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circumstances that have led to the unwanted pregriacompleted. The
guestionnaires will be analyzed by the Rutgers WIFPIE. results will be
published separately.

Results

In 2010 the number of unwanted pregnancies walstbligigher than in the
previous two years. Extrapolated to the whole pajoh the incidence
amounted to 17 per 10,000 reports, representirg 8f2all pregnancies for
which the GP is consulted (table 12.1).

Subdivided to province group and address densiggpears that in
preceding years the incidence was the highestinvéstern provinces and
in the big cities.

Table 12.1 Number of women consulting the GP favamted pregnancy
per 10,000 women, per province group by addressityeand
for the Netherlands, 2003-2010

province group address density Netherlands
N E W S 1* 2% 3*

2003 29 31 32 17 36 21 39 28
2004 13 23 28 19 14 20 32 22
2005 15 24 24 8 11 18 36 19
2006 16 17 30 15 16 17 40 23
2007 13 11 29 29 13 17 46 21
2008 9 4 31 9 4 11 48 15
2009 10 8 26 9 8 9 38 15
2010 14 9 22 20 5 16 33 17
*  1:<500/knt 2: 500-2500/krh 3: > 2500/krh
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Age distribution

The number of women consulting the GP for an unadptegnancy, by age
group, is shown in table 12.2.

Table 12.2 Number of women consulting the GP foumawanted
pregnancy by age group per 10,000 women, in 2008-20

age 2003 2004 2005 2006 2007 2008 2009 2010
group

10-14 30 60 - @) ©) - ©) 0
15-19 79 83 48 58 75 45 42 40
20-24 108 43 57 105 84 68 57 76
25-29 53 54 58 65 71 60 55 69
30-34 48 49 45 56 53 22 27 37
35-39 52 22 45 43 47 29 34 33
40-44 22 ©) 23 21 12 12 27 12
45-49 10 - (@) @) () 10 @) (8)
50-54 7 - - - @) 0) 0) 0

In 2010, no unwanted pregnancy was registeredeiadgje group of 10-14
years, and 5 unwanted pregnancies in the age gfdlip19 years, which
amounts to 40 per 10,000. This adds up to 5 unwdren-age pregnancies,
which is less than in previous years. From allstged unwanted
pregnancies 24% were from women younger than 2G&\&8% in 2008

and 2009, 21% in 2007, 16% in 2006 and 14% in 2063)010, the highest
proportion originated from women between 20-24 ge@he age pattern in
the various age groups has been relatively congiaseveral years, with
exception of the years 2004 and 2005, during wthelgroups 15-19 years
and 25-29 years, respectively, were the highest.
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In 2010 no unwanted pregnancies were registeregdanren above 50
years. In the reproductive period from 15-44 ye¢lesincidence of
unwanted pregnancies was 44 per 10,000 women.

Extrapolation

Table 12.3. Extrapolation of the incidence ratth®oDutch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)
topic f f
year
unwanted pregnancy
2003 28 22,000
2004 22 18,000
2005 19 16,000
2006 23 19,000
2007 22 18,000
2008 15 12,000
2009 15 12,000
2010 17 14,000
* number of patients, consultations, etc. per 10, @men (data from sentinel

practices)
* extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
question), rounded off to the nearest thousand
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Discussion

If the incidence of 17 unwanted pregnancies ped@®Dywomen is adjusted
for the group in which pregnancy is especiallylijk® occur (age group
between 15 and 44 years), the number of unwantghpncies reported to
GPs amounts to 44 per 10,000 women.

This is lower than the yearly incidence of aborti¢86 per 10,000} There
are two possible explanations for this differer€iestly, data from the
National Abortion Registry indicate that three otiten women, visiting an
abortion clinic are not referred by a GFSecondly, a number of women
decide not to have an abortion. Thirdly, some woneside to end an
unwanted pregnancy when the results of prenats &g unfavorable.
Fourthly, in the Netherlands, also women from abtiraxe having an
abortion, especially from Germany, who are notsteged with a Dutch
general practitioner, however, this number has loeeneasing over the past
few years.

Before, the total number of unwanted pregnanciaswvilere reported in
general practice was shown to be decreasing. 108,2@dwever, this
decrease came to a halt, but the number of teepragaancies registered at
general practice continued to decrease. The pegemf unwanted
pregnancies is 9.2% of the total number of pregiearfor which the GP is
consulted. Because these consultations are optitreapercentage of
unwanted pregnancies is likely to be even smaller.

The topic is maintained in 2011.
Publications based fully or partly on continuous mabidity

registration data

Donker Gé, Goenee Maaik®esluiten bij ongewenste zwangerschdpisarts en
Wetenschap 2012;55(2):86
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13 End-of-Life research
Topic owner: Prof. L. Deliens, Free University Bsak (2005-2010)

Introduction

The percentage of persons not dying acutely, ametbre needing medical
treatment and care at the end of life, is increadifost people die at old
age, and the mortality per 1000 persons is inangdsécause of the absolute
and relative increase in the number of elderly pdpecause of this
demographic change it is increasingly importardfter adequate care at the
end of life, aiming at the highest quality of lffessible.

At population level, nationally and internationalsgientific knowledge is
lacking on how patients actually die. Existing egidological studies have
assessed how many persons die, from what diseabeleether death was
preceded by an end of life decision with the iritardl or accidental effect
that life was shortened. However, information almare at the end of life,
the place of death, the specific problems of thepts, the quality of dying
and the role of the GP in providing terminal césdimited.

Therefore, research on these topics is mandatigprove the care of
patients in the final months before dying. GPshagaly involved with the
decease of most patients. If patients die out$idetactice (hospital or other
institutions), they are informed about this evditterefore they are
exclusively apt to provide data about end of liéeidions. With this
information indicators for quality of care at thedeof life are developed. In
this chapter only information is provided on thentner of deaths per region,
address density, season and age group. Additiesahrch with regard to
care provided at the end of life will be publistsgarately.

Methods

Sentinel physicians are asked to report the ddatpatient, registered in
their practice, who did not die unexpectedly ortalyu The GP is also asked
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to provide additional information on the type ofethe patient may have
received during the last 3 months before dyingfamh which caregiver,
which disease(s) have led to the decease of thenpawhat type of care the
patient preferred, the place of death, and the atmfusuffering the patient
has encountered shortly before dying. A similat,rbare extensive research
program is currently being performed in Belgium.

Results

The number of patients per 10,000 reported in 26d.€he end-of-life study
is presented in table 13.1, per province grouppatdhddress density. Most
reported cases came from big cities and from theteme part of the country
where most big cities are situated.

Table 13.1 Number of reported End-of-Live study p@)000 inhabitants,
per province group, by address density and foNgsterlands,

2005-2010
province group address density Netherlands
N E W S 1* 2* 3*

2005 26 50 46 62 40 49 40 48
2006 37 49 53 60 36 54 50 50
2007 43 42 66 52 40 50 83 52
2008 46 44 50 38 50 44 47 46
2009 42 48 37 29 46 34 50 40
2010 50 50 52 50 43 52 53 51
*  1:<500/knt 2: 500-2500/krh 3: > 2500/krh
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Seasonal influences
The number of patients per 10,000, reported iretieeof-life study, grouped
by quarter is presented in table 13.2.

Table 13.2 Numbers of reported End-of-Live studygbwgrter, per 10,000
inhabitants, 2005-2010

weeks 1-13  weeks 14-26  weeks 27-39 weeks 40-52

2005 13 11 12 11
2006 12 12 16 11
2007 14 12 12 13
2008 12 10 13 11
2009 10 10 10 10
2010 14 12 11 13

In 2010 the reported number of end-of-life cases tha highest in the first
quarter. In this quarter there was no influenzaempic.

Age distribution

The age distribution of the patients reported ffier énd-of-life study in 2010
is presented in table 13.3.
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Table 13.3 Numbers of reports End-of-Live-study, @000 inhabitants,
by age group, 2005-2010

age 2005 2006 2007 2008 2009 2010
group

<1 (26) (21) (20) (22) () ()
1-4 (0) (0) (10) 2 (0) (4)
5-9 - ©) 0) 0 ) 0
10-14 ®) () 0) 0 1) 0
15-19 ©) 0 0) 0 ) ©)
20-24 0 ) 10 () ©) (1)
25-29 (1) (2 (2 0 (3) (1)
30-34 0 ) @) (6) 0 (1)
35-39 7 2 (5) (6) (3) (4)
40-44 10 (6) @) (6) 6 8
45-49 10 13 14 11 12 9
50-54 20 19 24 32 30 27
55-59 38 21 27 40 25 40
60-64 68 87 62 62 36 56
65-69 85 80 120 64 66 87
70-74 131 173 138 137 134 143
75-79 268 282 248 201 177 227
80-84 402 426 413 308 294 358
>85 1106 915 918 761 626 808

In the first year of life babies die from, amongatthings, incurable
congenital diseases. In 2010 and 2009, no casawdadf life in the youngest
category were reported. Subsequently the mortaligs are low until the
age of 50, after which they steadily increase.
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Extrapolation

Table 13.4 Extrapolation of the reported deathtsedDutch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)

topic m f total m f total
year (m+f) (m+f)
End-of-Live study
2005 48 78,000
2006 50 82,000
2007 52 87,000
2008 46 75,000
2009 40 66,000
2010 51 85,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*k extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
question), rounded off to the nearest thousand

Discussion

In the Netherlands the total mortality showed algedly decreasing trend,
amounting to 136,058 in 2010. (Dutch Statistwsw.CBS.n). This was
higher than in 2009, like it was in our registratiét should be realized that
not all patients who die are under the direct cdue GP, such as patients in
nursing homes or hospices falling outside the practrea of a GP.
Therefore, registration by GPs results in a loweidence rate than
registered by CBS, because nursing homes havenalbagh rate and
admission to a hospice generally is meant for teahgare.
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According to the second Dutch National Survey oh&al Practice the
mortality rate reported in general practice is 41 10,0002 This lower rate
may be due to underreporting. In the sentinel tesgien, with a rate of 51
per 10,000, underreporting seems not to occurdb an extent.
Extrapolation shows that 62% of the total numbegstimated diseased
patients are reported in this registration. Apptlyenot all deceased
patients are reported by the sentinel GPs, thikldmidue to the care being
taken over by a nursing home or a hospice andrgati®t being the
responsibility anymore of the GP. Underreporting/rakso be due to the
extensive questionnaire that has to be filled imttics project. Nevertheless,
the study provides a wealth of information withaetjto the primary care
provided at the end of life in the Netherland$ds resulted in various
publications and presentations at internationaltimge A comparative
study with the end of life care in Belgium has bpeblished in several
scientific papers.

The topic is maintained in 2010 and some subjectisé questionnaire have
been changed.

Publications based fully or partly on continuous mabidity
registration data

Claessen SJJ, Echteld MA, Francke AL, Van den Blgd®A Donker, L Deliensimportant
treatment aims at the end of life: a nationwide gtachong GPsBr J Gen Pract
2012;62:86-7. DOI: 10.3399/bjgp12X625184

Abarshi E.Care in the last months of life. End-of-life Careisdtion in the Netherlands by
a network of General PractitionerBissertatie 2011 VU Amsterdam

Meeussen K, Van den Block L, Echteld M, Bossuyt Ns&il J, Van Casteren V, Abarshi E,
Donker G, Onwuteaka-Philipsen B, Deliensfidvance Care planning in Belgium and
The Netherlands: a nationwide retrospective studyseintinel networks of general
practitioners.J Pain Symptom Manage 2011 Apr 27 [Epub aheadiitf] p
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Abarshi E, Echteld MA, Van den Block L, Donker G,liees L, Onwuteaka-Philipsen Bhe
oldest old and GP end-of-life care in the Dutch ommity: a nationwide study. Age and
Ageing2010; 39(6):716-22. Epub 2010 Sep 4. Doi: 10.1898hg/afq097

Abarshi E, Echteld M, van den Block L, Donker G, iBe$ L, Onwuteaka-Philipsen B.
Recognising patients who will die in the near fetuk nationwide study via Dutch GPs.
Brit J Gen Practice 2010;61(587):371-8

Abarhi E, Echteld M, Donker GA, van den Block L, \@rteake-Philipsen B, Deliens L.
Discussing end-of-life issues in the last monthgefa nationwide study among General
Practitioners.J Palliat Med. 2011 Jan 21. [Epub ahead of prilai 21254811

Abarshi E, Echteld M, Block van den L, Donker G, Bog N, Meeussen K, Bilsen J,
Onwuteaka-Philipsen B, Deliens Use of palliative care services and end-of-life GP
visits in the Netherlands and Belgiudournal of Pain and Symptom Management 2010;
accepted for publication

Donker Gé, Abarshi Ebuewenste plaats van overlijden tijdig besprekéuisarts en
Wetenschap:2010;53(5):247

Abarshi E, Echteld M, Van den Block L, Donker G lies L, Onwuteaka-Philipsen B.
Transitions between care settings at the endefdithe Netherlands: results of a
nationwide study. European Journal of Public He2(i@9;19(S1):55 (Oral Presentation
2nd European Public Health Conference Lodz, Noverabe9)

Abarshi E, Onwuteaka-Philipsen B, Donker G, Echi|d/an den Block L, Deliens L. GP
awareness of preferred place of death and corsetditdying in a preferred place: a
nationwide mortality follow-back study in the Nettamds. Suiss Medical Weekly
2009;S175:43S (Oral Presentation 118 ¥BONCA-conference Basel, September 2009)

Abarshi E, Onwuteaka-Philipsen B, Donker G, Echi|dBlock van den L, Deliens IGP
awareness of preferred place of death and correlafetying in a preferred place: a
nationwide mortality follow-back study in the Nethads.Journal of Pain of Symptoms
management 2009;38:568-77
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Abarshi Ebun, Echteld Michael, Block van den LieDenker Gé, Deliens Luc, Onwuteaka-
Philipsen BregjeTransitions between care settings at the end offlifEhe Netherlands:
results from a nationwide studyalliative Medicine:2009;24(2):166-74
doi:10.1177/0269216309351381

Echteld MA, Abarshi E, Block van den L, Deliens Loiiker GA, Onwuteaka-Philipsen B.
Factors associated with well-being at the end ofdifie good deattPresentation at the
EAPC conference in Vienna 2008

Donker GA, Abarshi E, Echteld M, Block van den L liBes L,Onwuteaka-Philipsen BSP
awareness of patients’ preferred place of death puedlictors of dying in a preferred
place: a nationwide general practice study in ThehEgands Presentation at the 14
WONCA Europe Conference in Istanbul, September 2008

Abarshi E, Echteld M, Block van den L, Donker G vireaka-Philipsen BCare setting
transitions at the end of life in The Netherlan@$Public Health Symposium: Public
Health at the end of life, Jette, Belgium, 14 Decen#®07. In: Archives of Public Health
2007

Abarshi E, Echteld M, Philipsen B, Donker G, Blockden L, Deliens LTransities in
zorgsetting aan het levenseinde in Nederland. V@fuerzoeksforum Nederland-
Vlaanderenworkshop 17 november 2007

Block van den L, Bossuyt N, Meeussen K, Abarshi Hidbe L. Monitoring end-of-life care
via general practice in Europe: a study with the t8ex Surveillance Networks of
General PractitionersWorkshop at the #3WONCA Europe Conference in Paris,
October 2007
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14 (Attempted) suicide
Topic owner: Mrs. Dr. G.A. Donker (NIVEL) (1979-201L

Introduction

In consultation with the Health Care Inspectorttis topic is included in

the sentinel surveillance since 1979.

Research on suicide is also carried out in othsditirtions (e.g. hospitals,
prisons) in order to gain insight into the scopend and other aspects of
suicide and attempted suicide.

Method

The name of the topic is also its definition. Thierary question is not
whether the patient's attempt was successful, hathver the patient
intended to commit suicide.

At the same time the Health Care Inspectorate raagguest for additional
data to be collected about the reported casedi§end a questionnaire was
designed. The form included questions about whétieeattempt had been
successful and about the method employed. Othestiqus relate to
characteristics of the patient and features of,Gareh as contacts with
health care institutions prior to the suicide (apéed suicide).

Results
The absolute numbers of reported cases (which dgdbe number of

patients as recurrence is not rare) in the yead4-2010 were 93, 47, 43, 55,
71, 24, 49, 28, 40 and 46 respectively.
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The number of attempts per province group and blyess density per
10,000 inhabitants is shown in Table 14.1. Breakiogn the numbers into
subgroups is of limited value in view of the loweduency.

In 2006 and 2008 the lowest number of suicide Ifgits) of the last 10
years is reported. When address density is takerastount the highest
incidence is consistently found in the big cities¢ept for 2000, 2002 and
2007. This was also the case in 2010.

The distribution by province group shows a lesssisiant picture, possibly
due to the small number of cases. In the previogsads the incidence in the
western part of the country was the highest. Is plairt of the country most
big cities are situated.

Table 14.1 Number of (attempted) suicides repquedl0,000 inhabitants,
per province group, by address density and foNtderlands
as a whole, 2001-2010

province group address density Netherlands

N E w S 1* 2* 3*
2001 6 5 7 11 5 7 10 7
2002 3 5 4 3 5 4 4 4
2003 1) 5 3 6 4 3 6 4
2004 2 3 6 6 3 5 9 5
2005 4 9 6 2 2 6 8 5
2006 1 4 3 1 1 3 3 3
2007 3 4 6 4 6 4 6 5
2008 1 3 4 2 1 3 4 3
2009 3 4 4 3 3 3 6 4
2010 4 2 5 3 3 3 7 4
* 1. <500/knt 2: 500-2500/krh 3: > 2500/krh
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The figure shows the gradually decreasing trertdiémumber of attempted
suicides registered in general practice duringreogef 30 years.

Figure 14.1 Number of (attempted) suicides repgpoerdl 0,000 inhabitants

for the Netherlands as a whole, 1979-2010
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Age distribution

In 2004 a peak incidence was found for adolescantsever in other years
and also in 2010 no specific age group was pronhir@@mthe other hand,
through the years the lowest incidences were fauitige youngest age
group (0-14 years) and in the age group > 65 years.

Table 14.2 shows the frequency of suicide and aiiednsuicide per 10,000
inhabitants, by age group in the last 10 years.
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Table 14.2 Number of (attempted) suicides repqperdl0,000 inhabitants,
by age group, 2001-2010

age group 10-14 15-19 20-24 2534 3544 4554 %&5-6 >65
2001 @) 11 8 7 15 8 3 7
2002 - @ 8 3 6 5 4 @3
2003 - @ 6 5 6 4 4 @
2004 - 14 11 5 6 7 5 5
2005 @ 11 10 6 7 6 7 3
2006 0 @B @ 2 5 4 (1) @
2007 @ 6 6 9 6 9 @ @®
2008 2 B @ @ 4 5 @ @
2009 @ @ 6 5 5 4 5 3
2010 ) 7 @ 8 (@ 7@ 4

Table 14.3 shows the frequency per 100,000 inhatisifay age group in the
last 10 years.
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Table 14.3 Number of (attempted) suicides repquexdL00,000
inhabitants, by age group, 2001-2010

age group 10-14 15-19 20-24 25-34 35-44 4554 5564  >65
2001 (28) (1100 76 76 151 77 39 56
2002 - (43) 78 34 65 45 38 (25)
2003 - (45) 57 53 63 41 40 (13)
2004 - 140 108 45 59 68 50 48
2005 (25) 105 101 57 68 59 70 34
2006 - (35 (19 (@17 52 44 (9) (30)
2007 (15) (62) (50) 92 60 85 (15) (26)
2008 (15) (30) (17) 33 43 62 (22) (13)
2009 (43) (14) (46) 47 47 43 48 28
2010 (13) 66 (41) 78 (22) 70 (13) 36

Figure 14.2 Number of (attempted) suicides repopdl 00,000
inhabitants by age group, 2003-2010
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Extrapolation

Table 14.4 Extrapolation of the incidence rateh® Dutch population

frequency Netherlands**

incidence rate (per 10,000)* (absolute number)
topic total total
year (m+f) (m+f)
(attempted) suicide
2001 6 10,000
2002 4 7,000
2003 4 7,000
2004 5 8,000
2005 5 8,000
2006 3 5,000
2007 5 8,000
2008 3 5,000
2009 4 7,000
2010 4 7,000
* number of patients, consultations, etc. per 10,8@n and/or women (data from

sentinel practices)
* extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
question), rounded off to the nearest thousand

Discussion
The numbers of 2010 do not support the concernesspd by others that the
incidence of suicide (attempts) is increasing.00@and 2008 the lowest

incidence was reported since the start of the dlawee in 1979. The
breakdown in age groups is of limited value duth®osmall absolute
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numbers which may lead to large fluctuations. Tdgistration does not
show a preferential age group.

This topic is continued in 2011

Publications based fully or partly on continuous mabidity
registration data

Donker GA, Wolters I, Schellevis Risk factors and trends in attempting or committing
suicide in Dutch general practice in 1983-2009 amals for early recognitionEuropean
Journal of Public Health 2010;20(S1):50 (Oral Pnéssiton 3° European Public Health
conference Amsterdam, November 2010)

Donker GA, Wolters I, Schellevis Frends and determinants in attempting or committing
suicide in Dutch general practice and the roldtaf general practitioner in 1983-2009.
Oral Presentation {BWONCA-conference Malaga, October 2010

Marguet RL, Donker GRraten over suicidegedachtdduisarts en Wetenschap
2009;52(6):267

Marquet RL, Bartelds Al, Kerkhof AJ, Schellevis F&eZ van der Jhe epidemiology of
suicide and attempted suicide in Dutch general picacl1983-2003BMC Fam Pract
2005;6:45

Marquet RL, Bartelds A, Schellevis Ro indication for increased rate of suicide attenipts
SSRIs in the NetherlanBritish Medical Journal. 2005;33:3March

Marquet RL., Bartelds A, Visser GJ, Spreeuwenbef@eg®ers LTwenty five years of

requests for euthanasia and physician assistedd®iin Dutch general practice: trend
analysis BMJ 2003;327:201-2
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15 Cosmetic allergy
Topic owner: Mw. Dr. Ir. J.Salverda-Nijhof (RIVMR009-2010)

Introduction

The interest in unwanted side effects of consumedyzts, including
cosmetics, has increased markedly in recent yEarssumers may
sometimes experience complaints after having usschetics, despite EU-
rules and monitoring the safety of cosmetics. thrditure, several different
health complaints caused by the use of cosmetiss Ixeen described: hair
loss due to shampoo, chemically induced burns celogdair dye and a
raised risk for cancer due to skin beaching agenBalverda-Nijhoff et a.
CESES-jaarrapportage 2010). However, most cosmatitplaints concern
reactions of the mucosae and the skin. Irritatiomgtact eczema and allergic
contact eczema are the most important skin comgldmitating contact
eczema occurs most frequently and this concermsflammation caused by
damaged skin due to irritating substance.

Stimulated by a recently adopted resolution byEbepean Council, the
Dutch Food and Wares Authority (VWA) has indicatled necessity to
install a surveillance system on unwanted skintieas provoked by
specified consumer products in the Netherlandsoriglgr of VWA the

RIVM has established a registration system nameds@mer Exposure,
Skin Effects Surveillance (CESES). In 1992-19934bmktinel practices
already reported about GP consultations for skihather reactions caused
by cosmetics. The current registration may be ctamed as its follow-up
and extension.
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Within the CESES project four aims can be distiagad:

1 Incidence/prevalence:
More information will be obtained about incidenpegvalence and
severity of skin symptoms by consumers and patiaftés the use of
cosmetics.

2 Identification:
Based on the reports and the ensuing dermatolagiedtigations
cosmetic products and/or ingredients can be idedtifhich evoke
unwanted side effects and therefore pose a risgublic health.

3 Intervention:
The project will enable VWA to intervene better andre rapidly if
complaints about cosmetic products involve a risklie safety of the
consumer, so that escalation of the problem cardaeented or limited.

4 Data-sharing:
Through the project participating physicians wiliceive description of
complaints evoked by specific cosmetic productichvienables a rapid
diagnosis if similar complaints do occur in theiagtice.

The ultimate aim of the project is to test, basedh® reported cases,
whether the current European safety net for unvebsitde effects of
cosmetics suffices. This is relevant for policy i@évand policy making
regarding cosmetic products.

Since July 2009 registration of symptoms in theicél setting is performed
by dermatological clinics spread over the courdngd since January 2009 by
the GPs of the sentinel practices, who registerami@d skin reactions after
the use of cosmetics. In 2010, a questionnairdbeas added to this
registration, to obtain more specific informatidsoat the complaints and
possible causes.

Method
In connection with the CESES project GPs repart semplaints after the
use of cosmetics. In 2010, additional data werkectadd via questionnaires,

enabling reporting identifying by age, gender, gapgic area, address
density, type of complaints and the products caugie complaints.
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Results

The number of reported patients with complaintsualsosmetics per 10,000
persons, per province group, address density artiédNetherlands in 2010
is presented in table 15.1. Most reports about etissmicomplaints are
coming from the big cities, as was the case iniptsvyears. The incidence
of complaints is especially in the big cities lovilean in 2009.

Table 15.1 Number of patients with cosmetics caimpé reported per
10,000 inhabitants, per province group, by adddessity and
for the Netherlands as a whole, 2009-2010

province group address density Netherlands
N E W S 1* 2* 3*
2009 17 14 23 25 8 15 43 20
2010 7 9 14 21 8 12 24 13
*  1:<500/knf 2: 500-2500/krh 3: > 2500/krh

Age distribution

The age distribution of reported patients with angetic complaint in 2010
is presented in table 15.2. It is noteworthy tlesneetic allergy may occur
already at an early age, albeit with a low inciderithe incidence in women
is more than four times higher than in men.
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Table 15.2 Number of patients with cosmetics compdgper age group,
per 10,000 inhabitants in 2009-2010

2009 2010

age group m f t m f t
<1 0 0 0 0 (15) ©)
1-4 19 (12) 16 4) (8) (6)
5-9 (5) 15 10 (3) 20 11
10-14 (8) 15 11 3) 14 8
15-19 (6) 39 22 0 27 13
20-24 25 45 35 (11) 27 19
25-29 (10) 34 22 (6) 17 11
30-34 (6) 30 19 (6) 37 22
35-39 (8) 24 16 0 24 12
40-44 (7) 20 14 0 23 11
45-49 (7) 33 20 4) 12 8
50-54 13 28 20 @) 33 20
55-59 1)1 24 18 (8) 33 20
60-64 16 33 25 (5) 23 14
65-69 23 29 26 3) 16 10
70-74 (10) 40 26 (23) 20 17
75-79 (20) (20) 14 (28) 19 18
80-84 (43) (21) 29 (20) (6) (7)
> 85 (51) 61 58 0 (12) 9
total 12 28 20 5 22 13
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Extrapolation

Table 15.3 Extrapolation of the incidence rateh Dutch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute number)

topic m f total m f total
year (m+f) (m+f)
cosmetic allergy
2009 12 28 20 10,000 23,000 33,000
2010 5 22 13 4,000 18,000 22,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*k extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
guestion), rounded off to the nearest thousand

Discussion

Cosmetics complaints may already occur at an egdy albeit at a low
incidence. The incidence in women is more than fmoes higher than in
men and the highest incidence is in big cities. ldason for this is obvious:
women use more cosmetic products than men. Literatuows, however,
that women also develop complaints caused by casmetducts relatively
more often than men. In 2010 the incidence is |laWvan in 2009, especially
in the big cities. The introduction of the questiaite in 2010 might have
prevented positive reports or one might have faegoto fill in the
questionnaire which resulted in a slight understgtion. It is possible that
the fact that no questionnaire existed in 2009 @daver-registration,
because the questionnaire is also a kind of cosygiem on the registration.
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The topic will be continued in 2011, with questiaire.

Publications based fully or partly on continuous mabidity
registration data

Salverda-Nijhof JGW, Kooi MW, De Wit-Bos L, Bourgedt€, Van Gorcum TF, Colijn JJ,

Van Engelen JGM, Donker GAluidklachten door cosmetische producten
Eindrapportage CESES. RIVM Rapport 320113004/2011
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16 Gut feeling related to cancer diagnosis
Topic owner: Dr. G.A. Donker, NIVEL (2010)

Introduction

During their training, GPs learn systematically &ydasking questions and
by examination, to make a diagnosis. In practides Got apply a only
structured approach, but also use their intuitioth @xperience. The
difference between “feeling right versus not-rigplays a role in this.
Stolper et al (1009) in Maastricht studied the emtcgut feelings”. They
discussed with focus groups of GPs about the ‘geiirigs”. They described
the different aspects of “gut feelings”. The GPgipgpating in the study
indicated that the “gut feeling” is sometimes altreghysical sensation.
Often there is a “gut feeling” without any obje@iarguments, distrust in the
situation because of insecurity about the prognafsitdmplaints and the
need to intervene. It can be a sudden feelingalsota slowly arising
feeling. Knowledge of the history of a patient d@ne context of a patient
play a role. But that may go in two directions. Kiieg the patient may
facilitate the “gut feeling”, but it may also intere by way of sympathy or
reluctance, feeling guilty. Training and experieats play a role. Often
experienced GPs report this feeling. It is par ofther automatic process.
GP trainers say it can be learned: reflection agioown acting is a way to
use one’s feelings as part of the process of makidiggnosis. GPs differ in
the extend of experience and/or use of “gut feslinglen, as well as
women, indicate to know this feeling. Rational @&eg't like the “gut
feelings”. They consider it to be a trap not tdured into.

Stolper*®*’et al. conclude that the “gut feeling” often acisaadiagnostic
instrument. The “gut feeling” mainly works as aarah bell or a compass. It
stimulates to find objective reasons for this fegliand stimulates, as such,
the diagnostic process.

The existence of a “gut feeling” is broadly consatkas shown in the

assertion of the “Centraal Tuchtcollege voor dedbdheidszorg” (Central
Disciplinary Committee for Health Care) at 11 Debem2008, as published
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in “Medisch Contact”. The Disciplinary Committeedfyed that “the internist

wrongly ignored his ‘gut feeling’.

Stolper et al. (2010f® studied the conceptual backgrounds of the concept

“gut feeling”. They clarified the diagnostic meagiof the “gut feeling” in

GP practice with literature search, focus group&B$§ and by consulting

experts in a Delphi consensus procedure.

In addition to Stolper's study we have conductedntiative research from

the beginning of 2010 and we have monitored inydal practice to what

extent GPs intuition (“gut feeling”) may contributean early diagnosis of

cancer. This pilot project may serve as a pregaraif an international

research project.

Objective of this study is to highlight the follavg aspects:

» Characterise patients that arouse GPs feelingt{oriugut feeling) that
cancer may exist in this case

* Make explicit the factors that cause this gutifegintuition in GPs

» Make explicit the characteristics of GPs as wslpatients that could
possibly partly influence the “gut feeling” , suak gender, age, number
of years of experience as a GP and study the abtars of the meaning
of this clinical intuition for forecasting the diagsis cancer.

Method

1 GPsfill in a questionnaire for this study, feregy patient that gives them
a feeling that something is not right and that eamsight be diagnosed.

2 GPs registrate the diagnostic ICPC code “A29efeery patient that
gives them a feeling that something is not riglt #rat cancer is
possible, in the patient’s electronic file. It cenas all patients where the
GP suspects cancer: from those patients that ger6&P only a vague gut
feeling, to those patients whose diagnosis is 180Pé at the first
examination. After registration of this diagnostade the GP is
automatically asked to fill in a questionnaire amdend this to NIVEL.

3 The same diagnose code “A29”is used to (anonylyjestract patient
data from the electronic file. The GP receivesmaimeer if he does not
fill in the questionnaire.
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4 Patient and care data are extracted from théreféc medical files every
week.

5 Three months after the consultation, the GP vesea second
guestionnaire to evaluate the result of the glirfgease.

6 The results of the questionnaire are reportedraggly.

Results

Table 16.1 Number of patients per 10,000 inhalstarito gave the GP a
gut feeling of possible cancer, per province grdyypaddress
density and for the Netherlands as a whole in 2010

province group address density Netherlands
N E w S 1* 2* 3*
2010 6 13 15 7 13 9 14 11
* 1: <500/knt 2: 500-2500/krh 3: > 2500/krh

At this stage of the study, regional differencethimfrequency of occurring
gut feelings cannot be considered yet as very mgéui A first analysis of
the first year of the data collection via quest@ines is done in 2011 and
will be reported elsewhere.
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Age distribution

Table 16.2 Number of patients per 10,000 inhatstantording to age
group, who gave the GP a gut feeling of possibieeain 2010

2010

age group m f t
<1 0 0 0
1-4 0 0 0
5-9 0 (3) 1)
10-14 3) 3) (3)
15-19 3) 0 (1)
20-24 (6) 0 (3)
25-29 0 (8) 4
30-34 (6) 0 (3)
35-39 0 2) (1)
40-44 2 21 11
45-49 (6) (4) 5
50-54 16 12 14
55-59 23 20 21
60-64 37 15 26
65-69 30 (13) 21
70-74 39 12) 25
75-79 36 9) 21
80-84 37 30 41
> 85 (29) 49 43
total 12 10 11

In general, the frequency of gut feelings increasethe patients are older, in
line with the increasing incidence of cancer at #ge. It is more frequent

for men and here the peak is at a slightly youager than for women, in
line with the shorter life expectancy for men.
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Extrapolation

Table 16.3 Extrapolation of the incidence raten®Dutch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute number)
topic m f total m f total
year (m+f) (m+f)
gut feeling
2010 12 10 11 9,000 8,000 17,000
* number of patients, consultations, etc. per 10,8@n and women (data from sentinel
practices)

*x extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
guestion), rounded off to the nearest thousand

Discussion

Gut feelings in GPs about possible cancer occuerofien as patients are
older and slightly more with men than with womehisTis consistent with
the increasing incidence at higher age and thhtgfitpwer life expectancy
for men than for women. The incidence of 11 gulifigs per 10,000
registered patients, that we found in 2010, seemscbmpared to the
reported incidence at the web site of the uniomtgigrated cancer centers of
54 new invasive and 6 in situ tumors per 10,00@lxtants in 2008’

Analysis of questionnaires will have to show mdnaracteristics of the gut
feeling of symptoms, patients and GPs. The analyst® questionnaires
are reported separately.

The topic is continued in 2011. The foundation f&lefHornstra has
awarded a subsidy for the analyses of the questicemin 2012.

Continuous Morbidity Registration at Dutch SentiGaneral Practice Network 2010, NIVEL 201129



Publications based fully or partly on continuous mabidity
registration data

Donker G en Dorsman S8liet-pluisgevoel: een diagnostisch instrumeétiisarts &
Wetenschap 2011;54(8): 449.
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17 Diabetes mellitus
Topic owner: Prof. Dr. G. Nijpels, Free Medical @an Amsterdam (2007-
2010)

Introduction

The number of patients with diabetes type 2 witk@ase in the coming
years, especially due to increasing populationragei is known that
diabetes is associated with an increased mortidity predominantly due to
cardiovascular complications. Structured diabetes may lead to a better
regulation of therapy and may have a favorablecetia complications
compared to standard care. The aim of the pretgay & to compare the
efficacy and costs of different types of primargluktes care in the
Netherlands. This chapter describes the concdpeattudy and its
participants. The results will be described in¢baing years.

Method

Study design

Three types of diabetes care will be compared.fifsiegroup consists of
GPs belonging to the CMR sentinel practices. Thisig is considered to
provide standard diabetes care according to thaeljnes prepared by the
National Association of General Practitioners (NH®)e second group
consists of GPs from the Amstelland region. A strred program of
diabetes care has been implemented by this grongortant characteristics
of this program include a centralized registraggatem which is accessible
for different disciplines involved in diabetes cagad the supervision by a
diabetes nurse practitioner who takes care of tyuadintrol. The third study
group concerns diabetes care as is provided bgisthetes care system
(DZS) in the West Friesland region. For their anmmh&ck-up the patients in
this group are not consulting a GP but a specidliiabetes center. Apart
from the annual check-up education is providedseldmanagement is
stimulated. The diabetes care is coordinated Isydmtre and a centralized
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registration system provides insight into patieaiadfor involved care
givers. Twice a year a diabetes nurse visits thed3#scuss individual
patients. The GP also receives information abaitrtban values of risk
factors of the patients in his practice, comparét walues from other
practices.

Patients

Patients suffering from diabetes type 2 for atti@agears in the age group
40-75 years are eligible to be included in the wtidhstering of the Dutch
language is mandatory in order to allow independentpletion of
guestionnaires. Patients are excluded from padiicip when, according to
the GP, participation is too much of a burden ffer patient personally. This
is only the case for a very few patients. A drop-afi25% after one year is
anticipated.

Evaluation

The study will last for 2 years during which evdiaas will take place at 3
time points: at baseline and after 1 and 2 yearsagh evaluation the
patient completes a questionnaire and a diary atmsis. The questionnaire
includes questions concerning satisfaction abaite¢heived diabetes care
and the (perceived) health status of the patidmd. diary contains questions
about the care the patient has used and aboubfmabisence from work as
a consequence of the disease. This diary will ip¢ fiee 3 months.

The first evaluation was done in the summer of 2@ was completed in
2008. The second evaluation started in 2008 anccerapleted in 2009. In
the summer of 2009 the third evaluation was daifae study was
approved by the medical ethical committee of theeRdniversity; all
patients have given their informed consent.

Primary end results

1 (Changes in) the risk to develop coronary heisgase, measured by the
UKPDS (United Kingdom Prospective Diabetes Studisi-score.

2 All direct and indirect costs related to diabetae that was provided and
the effects of this care, absence from work inalude
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Results

1 Seventeen CMR sentinel practices participatedarstudy. In these
practices a total of 1098 patients were invitepbio the study; 482
(44%) agreed to participate.

2 The group in Amstelland consists of 12 GPs. Tiheied 802 patients
with diabetes, 293 (37%) were included in the study

3 From the database in West Friesland 450 patigtiidiabetes were
randomly selected to participate in the study, (3®%6) agreed to be
included. They are patients of 84 GPs.

In the table the response rates to the questi@saird cost diaries are
presented, by the three study groups. The two grbefonging to the CMR
sentinel practices and Amstelland are more ordesgparable. The
percentage of patients that completed and retuheeduestionnaires is 90%
for the CMR sentinel practices and 89% for the Agttshd group. The
provisional response rates show that the averagem@age of patients that
completed and returned their cost diaries amowabout 80%. The
collection of data in West Friesland started later.

Table 17.1 Summary of response rates per questrersrad cost diary by
diabetes patients from three groups of GPs

GP group CMR-sentinel Amstelland DZS West-

practices Friesland
Questionnaire 1 482 293 286
Cost diary 1 435 (90%) 260 (89%) 242 (85%)
Questionnaire 2 370 (77%) 223 (76%) 216 (76%) amgoi
Cost diary 2 347 (72%) 201 (69%) 152 (53%) ongoing
Questionnaire 3 318 (66%) ongoing 168 (57%) ongoing
Cost diary 3 217 (45%) ongoing 106 (36%) ongoing
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Patient satisfaction

Using the QUOTE questionnaire the patients weredsk value the
different aspects of care provided by the diffel@re systems and to share
their experience with these aspects. Their satisfawith the GP, diabetes
nurse and dietician were judged separately.

Aspects that were considered important were: infion about diabetes
and good guidance when therapy was changed anchtabpresults are
discussed. Aspects of care that were rated highabgnts, considering all
care givers in all groups, were:

1 information about diabetes,

2 discussion of laboratory results,

3 discussion about aims and course of therapy,

4 discussion of current therapy.

Information about new developments and proper guidavhen therapy had
to be changed were points of improvement for ak gavers in all groups.
Patients belonging to the DZS group were morefgadisbout the dietician
and the continuity of care (at least 1 annual abmif feet and eyes, and
measurement of weight, blood pressure and kidnestitan), than patients

in the other groups. It may be concluded that tieereom for improvement
of diabetes care. Patients are clear about thirelTéwre some indications that
patients participating in a structured care sysieensatisfied about more
aspects than when standard care is given.

Diabetes care and costs

Care and the costs of care for patients with debeated by DZS were
compared with care and costs for patients receitiegurrent standard
diabetes care. Using QUOTE questionnaires it wiascaghich
measurements were done in the past year, suchaslaaf complications in
feet, eyes and kidney and measurement of bloodresind weight. Via
the cost diaries that were completed at regulannals by the patient, the
average use of care and absence of work were ¢stirand the
corresponding costs were calculated.

The percentage of patient indicating that the rgedntrols mentioned
above were not performed was significantly highbew patients were
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treated with regular care than when patients weidd by DZS. (see figure
17.1). The latter patients were referred less featjy to an internal or eye
specialist, but consulted a dietician more often.

The costs made by diabetes patients was genevaldr lin the DZS group
than in the group receiving standard care. Howeahies difference was only

statistically significant for patients who were laic for at least 6 years.

Figure 17.1: Percentage of self reported missettasrin the previous year
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Conclusion

The participation of patients in this study is goAtlthe start of the study
the total study population consisted of 939 pasieWe anticipated a drop-
out of about 25% after 1 year, in 2008 the dropveasg about 20%. The
currently available data have been used for arsbfgpatient satisfaction,
process of care and costs. The data that havedo#iented at the end of
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2010 are used for long term cost efficiency analyBhe study shows that
structured diabetes care delivers higher cliensfs&tion, more check-ups of
feet, eyes, kidneys, blood pressure and weight anithcost with more than
six years existing diabetes mellitus.

Publications based fully or partly on continuous mabidity
registration data

Amber AWA van der Heijden AWA, De Bruijne MC, Dekk#vl, Baan CA, Bot SDM,
Feenstra TL en Nijpels @ost-effectiveness of integrated care for patients type 2
diabetes. Design of a pragmatic controlled clinit@l. Aangeboden voor publicatie

Van der Heijden AWA, De Bruijne MC, Feenstra TL, DekkM, Baan CA, Bot SM, Donker
GA, Rootjes IG, Kaiser P en Nijpels (Btegrated care for type 2 diabetes patients. An
analysis of resource use and cogtangeboden voor publicatie

Van der Heijden AWA, Rene L, De Bruijne MC, Dekker J8aan CA, Bot SDM, Feenstra
TL, Donker GA, Nijpels GQuality of care from the perspective of patienthvype 2
diabetes. A comparison between integrated and ulabktes careAangeboden voor
publicatie
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18 Requests for Euthanasia
Topic owner: Dr. G.A. Donker, (NIVEL) (1976-2010)

Introduction

Since 1976 consultations about the end of lifeinduwhich the GP is
requested to apply euthanasia, are reportedntitisegistered whether the
GP has granted the request or not. Only patientsamitincurable disease
are included in the study.

Methods

At the start of the year, the sentinel doctors aferined that a study is

going to be conducted. At the end of the year,aitinel doctors receive a
form on which they are asked to state whether patigith incurable

disease have requested euthanasia or assistasweide in the past year
and, if so, the reason for the requests. The deet@ also asked to state the
age, gender, disease and nursing location and whathet a ‘euthanasia
declaration' was signéd The data per patient can be found at the end sf thi
section.

Results

In 2010 the number of requests is 55 (28 men andd?iien) from 41
reporting practices. This amounts to 4.2 per 1Q,8@fFe than in 2009 (3.2
per 10,000) and 2008 (3.5 per 10,000). Of the pttieho requested
euthanasia in 2010 73% had a malignancy, whichngpeoable to previous
years (76% in the period 1976-2010). Most patigrse tended at home. In
78% of the cases (43) the request is supportediling will. Fifty three
patients asked for euthanasia. Two patients askeaf fssisted euthanasia
or assisted suicide. Two patients asked for asssstiettle alone. In 51% of
the cases the GP consulted a colleague. If no @Rewas consulted, this
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was mostly due to the fact that the eventual apjbicaf euthanasia or
assisted suicide was not yet relevant, or the gadied without intervention.

Requests for euthanasia 2000-2010

Table 18.1 shows the distribution of the numbereguests by province
group by address density and by gender.

Table 18.1 Absolute numbers of patients who askedtGparticipate
actively in euthanasia, by gender, province graggress
density and for the Netherlands as a whole, 2001-2010

province group address density Netherlands

absolute m f N E w S 1 2*x  3*

2001 19 18 4 8 16 9 5 21 11 37
2002 19 11 4 7 17 4 4 19 9 32
2003 16 21 4 8 21 4 3 25 9 37
2004 15 13 3 3 16 6 2 19 7 28
2005 13 22 2 7 23 3 5 24 6 35
2006 11 18 2 4 21 5 4 18 10 32
2007 16 16 9 7 14 2 9 18 5 32
2008 17 20 7 5 19 6 8 20 9 37
2009 20 18 5 5 22 6 3 21 14 38
2010 28 27 8 12 23 12 12 37 6 55
*  1:<500/knf 2: 500-2500/krh 3: > 2500/krh

The data per 10,000 inhabitants (not shown becaus®all numbers)
indicate that in 2010 relatively few patients in bities asked for euthanasia.
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Age distribution

The age distribution of patients who requested eatsia is shown in table
18.2

Table 18.2 Absolute numbers of patients asking B&irffor euthanasia or
assisted suicide per age group, 2001-2010

<54 55-64 65-74 75-84 >85 total
2001 8 3 9 12 5 37
2002 6 5 6 9 6 32
2003 5 6 12 6 8 37
2004 3 6 13 5 1 28
2005 4 8 13 8 2 35
2006 3 5 10 7 7 32
2007 3 5 12 7 5 32
2008 5 8 8 12 4 37
2009 8 5 14 6 5 38
2010 10 8 11 12 14 55

Overview of reported requests

Since 1976 the sentinel general practice networlcblected data on 1241
requests for euthanasia or physician assisteddgyi6R8 (51%) by men.
The International Classification of Diseases (1®#B,version) was used to
obtain insight into the ilinesses that gave riseetjuests for euthanasia or
assisted suicide. One of the problems in classificas the co-morbidity,
which is inherent to old age. Another problem is S@hetimes no disease
is reported at all: in the ICD-9-group of symptoamsl not fully described
diseases the request of a 93 year old and a 8%bickkady are included with
motivation “completed life”, a 91 year old lady whas “tired of life” and a
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99 year old bedridden patient without describedatiee

Five categories of illnesses are used:

- malignant neoplasms;

- cardiovascular diseases;

- chronic obstructive pulmonary diseases;

- symptoms and insufficiently defined illnesses;

- other diseases, including neurological and endedlinesses and AIDS.

Table 18.3 indicates the diseases that led to stdoeeuthanasia or assisted
suicide. In 2010 the distribution is comparabl@itevious years.

Table 18.3 Diseases leading to euthanasia requ&sts;2010

N %
malignant neoplasms 939 76
cardiovascular diseases 71 6
chronic obstructive pulmonary diseases 51
symptoms and insufficiently defined diseases 60 5
other diseases 120 10
total 1241 100

Over the years, the reported percentage of livintg\wis increased from
15% in 1984 to 78% in 2010. This percentage waditeest in 2009 with
92% living wills in the reported requests.
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Discussion

The registration of the requests for euthanasassisted suicide by the
Dutch CMR Sentinel General Practices Network shows stamdly a
slightly higher percentage in men, around 51% \&#9% in women over
the period 1976-2010. In the mentioned studiessorie other result is
consistently present: mainly patients with a madigidisease ask for
euthanasia and in this group euthanasia is prdatidatively more
frequently. Also, it is concluded that the percestagjpatients with a
malignant disease at higher age is decreasingdataeof the Dutch CMR
Sentinel General Practice Network show this too: tvemperiod 1976-2010
76% of the patients who asked for euthanasia ostasissuicide had cancer.
In the age group 75-84 this percentage decrea$9tofrom 85 years it is
only 32%.

Data that have been collected over a longer pefitiche, on requests for
euthanasia and assisted suicide, show a graduajelmneasons to ask the
GP for euthanasia. Unbearable pain and physicalrsuffare becoming less
important motives: hopelessness and loss of dighigy/to the disease are
now more important reasons to request euthafasiess of dignity turns
out to be more often the motive for men than for worto ask for
euthanasia?

Alzheimer’s disease is apparently no longer an abs@ontra-indication for
euthanasia, unless the request was done when teetpa#s coherent.

Until the early 1990s, hardly any possibilities ¢xisto compare data
collected in the Dutch CMR Sentinel General Pradiieawvork on requests
for euthanasia and physician assisted suicide WiHihdings of other data
registration projects and reseaféBince then, major studies have been
carried out to determine the action taken by GPsoéimel doctors in the
Netherlands with regard to euthanasia, assisteddeugeid decisions
concerning the end of life of patierff&In 2001 and 2005, another large-
scale study was conducted into euthanasia and etigeof-life medical
practices.” %

Substantial methodological differences exist betwerabove-mentioned

studies and the registration of data by GPs padiicig in the CMR Sentinel
General Practice Network. An extensive discussiohede differences is
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beyond the scope of this report. However, theraésdifference that bears
mentioning: unlike the recent studies mentionedrabthe data of the CMR
Sentinel General Practice network are derived exalisirom GPs, and not
only deal with applied cases of euthanasia, but\alth discussions and
deliberations about requests for euthanasia whicluencourse may be
granted.

Also the annual reports of the Regional Assessmemin@itiee Euthanasia
provide useful information. From the 2008 annugbré we know that 2331
cases of executed euthanasia or assisted suigdegorted to the
Committee?® In 2008 the number was about higher than in previ@ars,
most likely because the percentage of cases actepldrted to the
Assessment Committees has incre#8ein most reported cases the
physicians had strictly followed the rules requibgdaw. Only in 10
instances this was not the case at a national [€lelincrease noted by the
Regional Assessment Committee is consistent witlsligbtly higher
number of reports by the CMR sentinel practice®dh0, although
differences in study design should be taken inttsimteration. The
percentage of living wills has increased duringphst years; from 15% in
1984 to 78% in 2010. However, in 2009 it was 92%hdligh a higher
percentage can be considered as an indicatordayuhlity of care between
patient and GP, when discussing decisions at theglifd, the percentage
could also decrease if these discussions took pliaae earlier stage in the
iliness, long before euthanasia is a topical is¥hés appears to be a
plausible reason for the higher number of reporéegiests in 2010, because
relatively often no living will existed and no secb@P had been consulted.
Many of these requests were not yet topical isamgsarently.

The study will be continued in 2011.
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Publications based fully or partly on continuous mabidity
registration data

Donker GA and Alphen van JE (201The Impact of the Dutch Euthanasia Act on the
Number of Requests for Euthanasia and PhysiciarstessSuicide A Cohort Study in
General Practice between 1977 and 2007
In: Euthanasia - The “Good Death” Controversy imtdms and Animals, Josef Kaur
(Ed.), ISBN: 978-953-307-260-9, InTech, Availablerfr.
http://www.intechopen.com/articles/showttitle/tmepiact-of-the-dutch-euthanasia-act-on-
the-number-of-requests-for-euthanasia-and-physiasanst

Alphen van JE, Donker GA, Marquet REuthanasieverzoeken voor en na de euthanasiewet.
Huisarts en Wetenschap 2011;54(1):18-22

Alphen van Jojanneke E, Donker Gé A, Marquet Richaiequest for euthanasia in
general practice before and after implementatiothef Dutch Euthanasia AdBritish
Journal of General Practice: 2010;60:263-267

Abstract:

Alphen van Jojanneke E, Donker Gé A, Marquet RidhaiRequest for euthanasia in
general practice before and after implementatiothef Dutch Euthanasia AdBritish
Journal of General Practice 2010;60:263-267

Background: The Netherlands was the first country in the waoldmplement a Euthanasia
Act in 2002. It is unknown whether legalising euthsia under strict conditions
influences the number and nature of euthanasiaestsu

Aim: To investigate changes in the number of, and reafsonrequests for euthanasia in
Dutch general practice after implementation ofBhtch Euthanasia Act.

Design of study:Retrospective dynamic cohort study comparing fivergdefore (1998-
2002) and five years after (2003-2007) implemeatati

Method: Standardized registration forms were used to dotlata on requests for euthanasia
via the Dutch Sentinel Practice Network. This netwaf 45 general practices is
nationally representative by age, gender, geogeatibtribution and population density.

Results The mean annual incidence before implementatioouated to 3.1/10,000,
thereafter to 2.8/10,000. However, trends diffdsgdyender. The number of requests by
men decreased significantly from 3.7/10,000 to12®00 ((p< 0.008); the requests by
women increased from 2.6/10,000 to 3.1/10,000. Bedmd after implementation, cancer
remained the major underlying disease for requggtuthanasia: 82% vs. 77% for men;
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73% vs. 75% for females. Pain was a major reasoa fequest, increasing in the period
before implementation (mean 27%), but declininthi period thereafter (mean 22%).
Loss of dignity became a less important reasom aftplementation (from18% to 10% ,
p=0.04), predominantly due to a marked decreas®men (from17% to 6%, p< 0.02).
Trends in unbearable suffering and hopelessnessmasns remained unchanged after
implementation of the Act.

Conclusions: There was no increase in demand for euthanasiaimipéementation of the
Euthanasia ActPain as a reason for requesting euthanasia shawiedraasing trend
before implementation, but declined thereafter sLafsdignity as a reason declined,
especially in females.

Donker GA, Van Alphen JE, Marquet RL. The impacttaf Euthanasia Act on the number of
requests for Euthanasia and Physician assistelisuieuropean Journal of Public Health
2009;19(S1):110 (Oral Presentation 2nd Europeatiddbalth Conference Lodz,
November 2009)

Marquet RL, Bartelds A, Visser GJ, SpreeuwenbergelRerB L.Twenty five years of requests
for euthanasia and physician assisted suicide itcBgeneral practice: trend analysis.
BMJ 2003;327:201-2
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Appendix 1

Table 18.4 Requests made by patients for activeaeasia in 2010

age gender disease reported reason for request
99 f old age bed-ridden
97 f chronic heart failure dyspnoea, exhaustion
91 f old age, renal failure fast deterioration
90 f metastatic breast cancer cerebral metastagies w
increasing paralysis limbs,
helplessness
89 m malignancy with unknown primary extremely tired and impaired
cancer
89 m lung fibrosis, heart failure deteriorationspgoea, tiredness
89 m metastatic lung cancer dyspnoea
88 m tumor, obstruction due to abscess extremgbairad
87 m prostate cancer, recurrent lumbal pain, helplessness
hernia, diabetes mellitus
arteriosclerosis, rheumatic
polymyalgia
87 f deterioration, dysfunction poor wellbeing
87 f cancer deterioration
86 f diabetes mellitus threatening lower limb
amputation
86 f lung cancer pain, dependancy
85 f renal failure tired of life
84 f atrium fibrillation, depression, wish for prevention of senseless
dementia suffering
84 f no disease, old age completed life
83 m myelodysplastic syndrome pain, tiredness
83 m liver carcinoma pain, ascites
82 m heart failure recent myocardial infarctiong-be

ridden
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Table 18.4 Requests made by patients for activeaeasia, 2010 (cont.)

age gender disease reported reason for request
82 m metastatic gastric carcinoma unbearable patremely tired
82 f renal carcinoma terminal phase
81 m cardial arytmia, pacemaker unknown
81 f pancreas carcinoma, metastases lungdyspnoea
and bone
80 f colorectal carcinoma refractive dyspnoea, itisu
metastases
80 f coecum carcinoma pain, loss of prospect
77 f depression post CVA, personality pain, tired of life
problem
73 m prostate carcinoma loss of prospect
72 m prostate carcinoma bipyramidal syndrome
72 f early Alzheimer disease recently diagnoseefeps
timely arrangements
72 f metastatic endometrium carcinoma loss of moisp
72 f terminal COPD loss of prospect, impairment
daily life activities
71 m duodenal carcinoma with peritonitis  progressive pain
carcinomatosis
71 m metastatic melanoma tiredness, senselessisgffe
itching, icterus, dullness
70 m bladder carcinoma aphasia due to CVA
70 f ovary and uterus carcinoma loss of prospettactive pain
and nausea
69 f metastatic ovary carcinoma deterioration
65 f lung cancer exhaustion
63 m metastatic colon carcinoma loss of prospect
62 m metastatic tumor, unknown origin refractivinpboss of prospect
61 m esophagus carcinoma infaust prognosis
61 m metastatic lung cancer senseless sufferirgpribea,

refractive pain
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Table 18.4 Requests made by patients for activeaeasia, 2010 (cont.)

age gender disease reported reason for request
59 m cholangiocarcinoma pain, itching, loss of peus,
nausea
58 m metastatic nasopharynx and pain, dyspnoea, exhaustion
esophagus carcinoma
57 m nasopharynx carcinoma recent recurrency wih of
prospect
57 m metastatic melanoma senseless sufferingngchi
icterus, tiredness, dullness
54 m lung carcinoma with vertebral infaust prognosis
metastases
54 m gallbladder carcinoma deterioration
53 f bacterial meningitis, arteriosclerosis  refraepain
52 f metastatic lung cancer dyspnoea
49 m brain cancer wish for early arrangements in
case of loss of future
communication abilities
47 f metastatic lung cancer infaust prognosis
45 m metastatic rectal carcinoma infaust progneds for self-
efficacy
44 m lung cancer and vertebral metastases hemaplegi
40 f brain cancer anxiety, helplessness
31 f astrocytoma gr. 1V, multiform deterioration
glioblastoma
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19 Palliative Sedation
Topic owner: Mrs. Dr. G.A. Donker, NIVEL (2005-2010)

Introduction

Even when palliative care is optimal at the termptase of a disease
process, situations may arise in which treatmenonger provides
sufficient alleviation of symptoms. Predominanttégas are severe
agitation, dyspnoea, pain, nausea, vomiting and Te¢eey leave a dreadful
impression on all persons concerned in palliateseecThe patient is
suffering severely and may become desperate, faanilyfriends are hardly
able to stand the situation, and doctors and cagegyfeel they have failed.

In the past years severe suffering at the endenidiincreasingly considered
as unacceptable. Caregivers are requested toadbehiis suffering, which is
felt as meaningless. Doctors may then decide, daineronditions, to apply
deep sedation: decrease consciousness to a modesatecre degree, short
term or intermittent, using sedative drugs (slegigents). The objective is
to alleviate suffering, not to end life.

In 2002 terminal sedation was applied by Dutch GRs5686 of all deaths
and has found to be increasingly appfietl. The end of life study reports in
its fourth national survey that continuous deegatied is applied in 12.8%
of all deaths occurring at home, hospital or nsiome?®

The question has been raised whether the strietieriformulated for a
request for euthanasia, should also be followegddlirative sedation. When
discussing this issue, fear has been expressenhttiaing so terminal
sedation will become an alternative for euthanagiéch is scrutinized by
an external evaluation committee. It remains tgdxn to what extent
euthanasia and palliative sedation are complimgiiaalleviating suffering
at the end-of-life. Investigations into the praetaf palliative sedation by
GPs may provide some answers to these questions.
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Method

Sentinel GPs were requested to register each casdliative sedation in
their practice. At the end of each year they preadditional information by
completing a questionnaire in which questions amnegoasked about the
reason why palliative sedation was applied, thereattithe underlying
disease, whether the patient also requested foaeasia, and who was
involved in the decision-making for palliative s&da. In 2007 it was asked
for the first time which circumstance had been tleglpminant factor to
decide for palliative sedation when a request fon&nasia has been posed
as well.

Results

In 2010 41 sentinel GPs reported 31 patients (15 d@women) who were
treated with palliative sedation, which is 5.2% dfraported deaths in 2010.
This is absolute and relatively comparable with 20022010 the decision
for sedation was taken in 17 men and 14 women. Qfdkients 31 had
cancer, i.e. 71%.

GPs reported that for 23 patients (74%) the preseh2er more refractory
symptoms had prompted the decision to decreasmtiseiousness of the
patient. In 8 patients only 1 refractory symptom weakcated (six with
dyspnoea, one with fear and one white untreatabte(pak also appendix).

Untreatable pain (23 patients, 74%) was the most ipemhreason to decide
for palliative sedation in 2010, whereas in previgears, also untreatable
dyspnoea (17 patients, 55%), nausea (9 patierfs) 28miting (6 patients,
19%) and fear (6 patients, 26%).

From the 31 reported patients 6 (19%) also reqddetecuthanasia. The
reasons to apply palliative sedation and not ewatsiarin these 6 patients
were: not meeting the criteria for euthanasia, duygiest for euthanasia not
confirmed in writing, the family’s preference, hastization, increase
dyspnoea and short life expectancy.
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Table 19.1 Absolute number of patients treated bir 8P with palliative
sedation, per province group, address density anthé
Netherlands in 2005-2010

province group address density Netherlands

N E W S 1* 2* 3*
2005 4 4 15 3 7 17 2 26
2006 5 4 18 4 4 23 4 31
2007 4 2 18 6 5 24 1 30
2008 3 2 10 3 4 9 5 18
2009 7 10 9 5 7 21 3 31
2010 5 10 8 8 5 23 3 31
*  1:<500/knf 2: 500-2500/krh 3: > 2500/krh

In 2010 the highest number of patients (absolutepsn 10,000) are
reported in the eastern provinces (table 19.1 &®2)1Sorted by address
density most patients per 10,000 were reported/éoiti cities with 500-
2500 inhabitants per Km
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Table 19.2 Number of patients per 100,000 treateithdy GP with
palliative sedation, per province group, addresssitie and for
the Netherlands as a whole in 2005-2010

province group address density Netherlands

N E W S 1* 2% 3*
2005 (1,8 (15 25 (1,2 30 1,9 (0,9 2,0
2006 30 (23) 4,0 (25 24 42 @17 33
2007 (1,6) (0,9 44 32 28 35 (0,5) 2,8
2008 (1,2) (0,8) 29 (1,5) (20 14 31 1,7
2009 2,6 4,1 1,9 2,5 2,5 2,7 (1,1) 2,7
2010 1,9 38 19 25 1,9 30 (1,49 2,5
*  1: <500/knt 2: 500-2500/krh 3: > 2500/krh

Age distribution

The age distribution is given in table 19.3.

152 Continuous Morbidity Registration at Dutch Sentti®eneral Practice Network 2010, NIVEL 2012



Table 19.3 Absolute number of patients per age gagted with
palliative sedation by their GP in 2005-2010

<54 55-64 65-74 75-84 >85 total
2005* 3 9 8 2 26
2006 2 6 8 7 31
2007 1 5 10 8 6 30
2008 4 3 2 5 4 18
2009 7 4 7 7 6 21
2010 2 7 9 6 7 31

*In 2005 the age of one patient was unknown.

Palliative sedation sometimes is applied at aikglgtyoung age and does
not seem to be related to age.

Summary of reported requests

Similarly as for the topic ‘requests for euthanagae chapter 18) five
major disease groups were used to obtain insightlg disorders
underlying the use of palliative sedation.
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Table 19.4 Disorders for which palliative sedation wpplied in 2005-

2010

N %
malignant tumors 123 74
cardio-vascular diseases 19 11
chronic obstructive pulmonary disease 5 3
symptoms and incompletely described diseases 7 4
other diseases 13 8
total 167 100
Discussion

Similarly as for request of euthanasia (chapter d&)cer is the most
prominent disease leading to the decision for gtalie sedation.

Mostly the presence of more than one refractorympm is the reason to
apply palliative sedation. Untreatable pain andodyp® play a major role. In
2010 palliative sedation was applied in 5.2% ofréported deaths. This is
considerably lower than the 12.8% mentioned in theth national survey
concerning medical decisions at the end offifdowever, this latter study
involves also deaths in hospitals and nursing haanesat home and
therefore is not comparable with our study in a gaingractice population,
in which patients in nursing homes normally areinoluded. Our study
shows annual fluctuations, but no increasing trémckesthe start of the study
in 2005. This is an unexpected finding becausbérpiast couple of years
the literature reported an increasing trend ofigtile sedatiori!"*®

In the 6 patients who had also asked for euthaniasia was no indication
that palliative sedation had been applied to aeeithanasia. The reasons for
palliative sedation were clearly defined and somesittine family’s
preference played an important role. These resuisate that requests for
euthanasia and palliative sedation largely relawdifferent motives, despite
similarities in the nature of the symptoms. Thealgtdoes not support the
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notion that the boundary between euthanasia anégpadl sedation is
becoming indistinct. This is also supported byttiesis about palliative
sedation by Jeroen Hesselaar 28/0%e guideline on palliative sedation
issued by the KNMG in 2005vvw.knmg.n), undoubtedly has contributed
to professionalize this intervention.

The topic will be continued 1n 2011
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Appendix 1

Table 19.5 Characteristics of patients treated pétltiative sedation in
2010

age gender disease reported reason for request

91 f bladder carcinoma anxiety
91 f heart failure dyspnoea
90 m pain symptoms, deterioration pain, nausedgepnxompleted
life
90 f colon carcinoma pain
88 f necrosis of feet due to dyspnoea, pain
atherosclerosis
87 f cervical carcinoma pain
85 f renal failure dyspnoea, pain, vomiting
79 f chronic obstructive pulmonary dyspnoea
disease
78 m renal/bladder carcinoma pain, anxiety, extealisare
taking relatives
78 f lung carcinoma dyspnoea, pain, cachexia
77 m lung carcinoma dyspnoea, pain, vomiting,
refractive coughing
77 f metastatic ovary carcinoma dyspnoea, anxiety
76 f duodenal carcinoma pain, nausea
74 f lung carcinoma dyspnoea, pain, nausea
73 m terminal COPD and pancreatic dyspnoea, pain, anxiety
carcinoma
72 m gastric carcinoma pain, nausea, vomiting
72 m terminal heart failure dyspnoea
71 m metastatic carcinoma of unknown dyspnoea, senseless suffering
origin
70 m acute myeloid leukaemia (AML) pain, nausea
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Table 19.5 Characteristics of patients treated péltiative sedation,

2010(cont.)
age gender disease reported reason for request
66 m bronchial carcinoma dyspnoea, pain, vomiting
65 m metastatic colon carcinoma pain, nausea, gnxie
65 m terminal COPD dyspnoea, pain
64 m idiopathic lung fibrosis dyspnoea
62 f metastatic colon carcinoma pain, nausea
61 m metastatic pancreatic carcinoma deliriumm pa@usea, vomiting
61 m colon carcinoma delirium, dyspnoea, pain
61 f uterine carcinoma with lung dyspnoea
metastases
59 m metastatic prostate cancer delirium, pain
55 m colon carcinoma delirium, pain, anxiety
52 m bronchial carcinoma with brain delirium, pain, anxiety
metastases
39 f metastatic ovary carcinoma refractive painsoheispasms
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20 Eating disorders
Topic owner: Prof. H.W. Hoek, Parnassia Bavo group
(1985-1989, 1995-2010)

Introduction

It is unclear whether the incidence rate of sereating disorders such as
anorexia nervosa and bulimia nervosa is increaSegtinel doctors
registered both of these disorders between 1983 88@. By a renewal of
registration from 1995 it is studied whether theiserers are on the rise.
This chapter only provides an indication of tremdthe number of patients
with eating disorders in general practice. Resutterging from the
questionnaires will be published separately.

Methods

The trend in the incidence of eating disorders @85 onward will be
calculated per age group, province group and addlessity and will be
compared with the period 1985-1989. These dataaireanrected yet for
double counts and contain figures about incidesosell as prevalence. The
numbers should therefore be interpreted with cautt@r that reason no
extrapolation to a national level is presented.

The sentinel GPs have been asked to complete aaqueste with
additional information for each registered patiékas the eating disorder
diagnosed in 2010 and was the patient referreddtieaent caregiver? In
addition, information was gained about the familyhed patient and the
physical aspects of the disease. The results @&thdy are published
elsewhere.
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Results

In table 20.1 the distribution is shown of the numiifepatients diagnosed
by the GP with an eating disorder, per 10,000 inhakst per province
group and address density and for the Netherlandsadmle, from 1985-
1989 and from 1995-2010. In 2010 eating disordegsiEgnosed in 34
women and 0 man.
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Table 20.1a Absolute numbers of patients for whom @&gnosed an
eating disorder, per province group, address deaasi for the
Netherlands as a whole, 1985-1989 and 1995-2010

province group address density Netherlands

N E W S 1* 2% 3*
absolute/year
average:
1985-1989 7 10 35 10 6 33 24 61
1995 11 11 26 16 5 49 10 64
1996 6 8 22 9 3 37 5 45
1997 12 10 11 9 8 29 4 42
1998 10 17 15 9 5 36 10 51
1999 4 14 12 13 1 38 4 43
2000 4 9 13 9 3 26 6 34
2001 5 6 6 7 4 19 1 24
2002 2 12 14 8 5 24 7 36
2003 1 14 24 4 2 29 12 43
2004 3 11 14 11 3 30 6 37
2005 4 8 15 1 10 16 2 28
2006 2 8 16 6 5 19 8 32
2007 4 8 19 9 5 27 8 40
2008 8 12 16 13 11 31 7 49
2009 5 8 22 9 5 26 13 44
2010 6 7 16 5 20 8 34
* 1. <500/knt 2: 500-2500/krh 3: > 2500/krh
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Table 20.1b Numbers of women for whom GPs diagnosezhiimy
disorder, per province group, address density anthé
Netherlands as a whole, 1995-2010, per 10,000 women

province group address density Netherlands

N E w S 1* 2* 3*
per 10,000
women
1995 89 64 81 91 5.2 10,5 6,9 8,1
1996 47 47 89 48 3,0 8,9 3.3 6,2
1997 78 55 42 48 6,5 53 4,3 53
1998 72 91 6,7 56 8,6 7,1 11 7,1
1999 (33 85 54 84 1,1) 7,9 4,4 5,2
2000 32) 46 39 61 (2,3) 4,9 3,8 4,2
2001 34 40 25 46 (4,4) 4,0 0,9 3,6
2002 a5 73 54 35 4,9 4,5 4,5 4,6
2003 0,8 116 7.8 (2,3) (1,8) 59 9,0 6,0
2004 @3 70 26 29 (2,9) 35 2,3 3,0
2005 (33 54 41 (0,6) 8,2 49 (1,2) 3,5
2006 24) 92 66 75 6,0 6,6 6,5 6,4
2007 32) 73 91 95 (5,5) 7,1 8,0 7,0
2008 60 88 8,7 124 10,5 8,3 8,4 8,7
2009 37 63 98 98 5,2 7.4 52 7,6
2010 45 45 80 49 31 6,2 7,5 5,8
* 1. <500/knf 2: 500-2500/kr 3: > 2500/krh
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The absolute and relative number of reports in 2816wer than in previous
years. In 2010 it concerns exclusively women.

During the past 10 years the reported number of lepetients with an
eating disorder has been the lowest in the northeavince group. In 2010
the number of eating disorders was the highestdm#bstern part of the
country and in big cities.

Age distribution

Table 20.2 shows the distribution of reported eadiisgrders by age group.

Table 20.2 Absolute numbers of patients for whom @pented an eating
disorder, by age, 1985-1989 and 1995-2010

women 1985-1989 1995 1996 1997 1998 1999 2000 2001
1-4 - - - 1 - - - -
5-9 - - - 1 - - - 1
10-14 1 1 1 0 2 - 1 1
15-19 8 13 15 10 9 7 9 6
20-24 12 14 9 11 14 74 5 2
25-29 14 10 7 7 5 6 9 4
30-34 6 9 4 3 4 6 4 5
35-39 7 8 6 3 11 91 3 3
40-44 4 2 2 4 4 6 1 -
45-49 1 4 1 1 1 - 1 -
50-54 1 2 - - - - 1 1
55-59 1 - - - 1 1 - -
60-64 - - - - - - - -
65-69 - - - - - - - -
70-74 - - - - - - - -
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Table 20.2 Absolute numbers of patients for whom @pented an eating
disorder, by age, 1985-1989 and 1995-2010 (cont.)

women 2002 2003 2004 2005 2006 2007 2008 2009 2010
1-4 - - - - - - - - -
5-9 - - - - - - - - -
10-14 1 - 1 1 - 3 1 2 2
15-19 5 5 5 9 5 6 12 7 1
20-24 3 7 10 2 9 7 2 9 7
25-29 8 7 8 2 4 4 5 7 3
30-34 2 5 - 6 3 5 7 4 1
35-39 5 5 2 1 6 3 7 5 2
40-44 4 6 5 6 1 3 3 3 3
45-49 2 5 4 - 1 5 6 4 -
50-54 2 2 - - 1 1 3 - 2
55-59 - - - - - - 1 3 1
60-64 - 1 - 1 1 1 - - 1
65-69 - - - - - - - - 1
70-74 - - - - 1 - - - -
75-79 - - - - - - - - -
80-84 - - - - - 1 - - -

The peak incidence in 2010 lies in the age gro@p$dyears. Also, it is
remarkable that eating disorders sometimes stillioat old age.
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Discussion

In 2010, there are relatively few reported eatirgpriers. In 2010 the

highest incidence occurred in big cities and invlestern part of the

country. Previous studies have shown that livinbigncities is a risk factor

for bulimia nervosd>®

The study will be continued in 2011

Publications based fully or partly on continuous mabidity

registration data
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21 General comments

1 The Counselling Committee has decided to incthdedollowing topics
on the weekly returns in 2011.

Influenza and influenza-like illnesses
Research on end-of-live decisions
Suicide and attempted suicide

STD

Gastro-enteritis

Unwanted pregnancy

Urinary tract infection

Whooping cough

Cosmetic allergy

Gut feeling related to cancer

i (o B I Bl o N ¢ I © Bl

2 Incidental studies on euthanasia, eating dissrgedliative sedation and
diabetes mellitus will be conducted in 2011.

3 The Counselling Committee welcomes suggestionsezaimg new
topics and adjustments of existing topics.

4 Data contained in this report may be reproducediged that the source
is acknowledged.

5 A Dutch version of the report is available on rexjue
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22 Literature list
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Appendix 1: participating doctors in 2010

Name:

J. Mulder*

P.S. Wiersema*

W.J.M. Brunninkhuis

H.J. Dijkstra*

H.D.W.A. van Gijsel/B. Barla
Mw. M. Schellens/Mw. I. Hummelen
Mw. C.A. Hoeksema-de Vries/S.A. van Dijk
Mw. F.B. van Heest*

S.M. Handgraaf

J.H. Vaartjes

J.F.E. Borm*

Dr. R.A. de Groot/Mw. J.T. Bos
Mw. E.J.A. Idema *

J. Rauws

P.J. van Beek

D.G. de Jong

H. Rademaker

M.T.W. van der Velden

J.H.M. van der Holst

L.B.P.M. Hendrikx*

R.J.M. Kimmenaede

J.A. Nielen

Mw. I.K.l.de Jongh-Kilian /Mw. M.G.C.L. Smit

L.J.A.L. Kroft
P.B. den Hertog
Mw. Y.E.V. van Hazel/P. Olie

Location:

't Zand
Oostermeer
Drachten

Bakhuizen

Assen
Schoonoord
Nieuw Weerdinge

Emmen
Albergen

Oldemarkt
Almelo
Oldenzaal
Barneveld

Barneveld
Dieren
Groenlo
Steenderen
Zutphen
Emmeloord

Amersfoort
Utrecht
Amsterdam

Province:

Groningen
Friesland
Friesland
Friesland

Drent
Drenthe
Drenthe

Drenthe
Overijssel

Overijssel
Overijssel
Overijssel
Gelderland
Gelderland
Gelderland
Gelderland
Gelderland
Gelderland
Flevoland

Utrecht
Utrecht
Noord-Huwitl
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Appendix 1: participating doctors in 2010 (continued

H.R. Neijs¥) Broek in Waterland  Noord-Holland
Mw. A. Verdam-de Witte Hilversum Noord-Holland
Mw. M.H. Brooks Hilversum Noord-Holland
J.V.M. Noordeloos Bloemendaal Noord-Holland
A. Leemhuis/W. van der Maarel Castricum Noord-Huila
A.M. van Meurs Den Haag Zuid-Holland
J.C.B.M. Rensing/Mw. A. Rensing-van Dijk Den Haag idZHolland
Mw. E. Sleeboom Voorhout Zuid-Holland
Mw. D. Nijman* Nieuwveen Zuid-Holland
W.H. van der Linden/Mw. E.A.A. van Rosmalen* Leirden Zuid-Holland
Mw. M. Heijmans/K. van de Bent/K. Jonker/

C. Douma Den Haag Zuid-Holland
R.R. Lankhorst Middelburg Zeeland
P.B.A. Crama Vlissingen Zeeland
M.G.A.M. de Gouw Rosmalen Noord-Brabant
W.L.M. Rijnders/J.A.M. Disseldorp Etten-Leur NooBiabant
J.J.J. Meulenberg/J.D.M. schelfhout Eindhoven NeBrabant
P. Meulesteen/L. Kessels/ L. Klinkers

L. Burghout/J. Landaete Eindhoven Noord-Brabant
R.J.P. de Gardeyn Sleeuwijk Noord-Brabant
M.J.F.M. Klaassen* Oirsbeek Limburg
P.H.M. Vaissier) Maastricht Limburg

*) With dispensary
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Appendix 2: registered topics 1970-2011
(alphabetical)

abortion, spontaneous 1982-1983
abortion, induced 1971-1979
abortion requests 1970-1975
accidents 1971
accidents in a private setting 1981-1983
acute atypical headache 1988-1992
acute otitis media 1971 and 1986
acute respiratory infection 2001-2004
addiction to smoking (consultation) 1974 and
2003-2006
AIDS (fear of) 1988-2007
alcoholism 1975
anti-hypertensives and/or diuretics (prescriptién o 1976
bee or wasp stings 1992-1993
bites by household pets 1986
burns 1988-1989
cerebrovascular accident 1986-1987
cervical smear 1976-1998
chickenpox 2000-2010
childbirth (at 28 weeks) 1982-1983
child abuse (suspicion of) 1973-1974
chronic benign pain disturbance 1995-1996
dementia 1987-1988
depression 1983-1985 and
2000-2002
diabetes mellitus 1980-1983 and
1990-1994 and
2000-2002
diarrhoea of unknown origin (acute) 1970
dog bite 1987 and
1998-1999
drug use (consultation) 1972-1973 and
1979-1981
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Appendix 2: registered topics 1970-2011 (alphabht{cant.)

dwelling (certificate issued for another)
echography requests
environment-related health complaints
exanthema of unknown origin

family planning (advice)
gastro-enteritis

hay fever

hepatitis

herpes zoster

gut feeling related to cancer
infectious mononucleosis

influenza and influenza-like ilinesses
injuries to the skeletal and locomotor systems
liver, gall bladder and pancreas diseases
malignancies

mammaography (outpatient)

measles

measles/mumps

medical aids

mental health care (referral)
morning-after pill, prescription of
myocardial infarction

neuraminidase inhibitor (prescription)
oestrogen, prescription of

Parkinson’s disease

penicillin, prescriptions and side effects
peptic ulcer (first time/relapse)

physical violence

p.i.d. (pelvic inflammatory disease)
pneumonia

pregnancy (despite contraception)
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1975
1988

2003
1970
1970-1976
1992-1993 and
1996-2011
1978-1982
1994
1997-2001
2010-2011

1977-1979 and

1991
1970-2011
1D335
1995-1997
1984-1985
1988-2000
1975-1979
1990
1999-2002
2001-2003
1972-1991
1978 and
1983-1985 and
1991-1994
2003-2004
1994-1998
1980-1985
1982398
1985-1986
1996-1999
1994-1998
2008-2010
1987-1991



Appendix 2: registered topics 1970-2011 (alphabbt{cant.)

premature birth

prostate complaints

psoriasis

psychiatric patients

- discharged

- admitted

referrals to a specialist

referrals to a speech-language pathologist
referral/authorization for physiotherapy
referral for psychosocial problems
research on end-of-live decisions
rohypnol prescriptions

rubella and rubella-like illnesses
sexual problems and sexual violence
side-effects of cosmetics (suspected)

sports injuries

skull traumas in traffic accidents
sterilization of men (performed)
sterilization of women (performed)
sexually transmitted diseases (STD)
suicide and attempted suicide

tonsillectomy or adenotomy

tranquillizer prescribed

unwanted pregnancy

urethritis in men

urinary tract infection (medicine prescribed)
urinary tract infection

ventricular/duodenal ulcer
whooping cough
zanamivir (Relenza)
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1982-1983
1997-2002
1976-1977

1986-1988
1988
1984
1988-198
1985
1986-1987
2005-2011
1987-1988
1971
2003-2008

1992-1993 and

2009-2011
1979-1983 and
2005 2007
1975-1977
1972-1999
1974-1999
2008-2011
1970-1972 and
1979-2011
1971
1972-1974
2003-2011
1992-2007
1977
2003-2004 and
2009-2011
1975
1998-2011
2000-2002



Appendix 3: list of incidental studies

Incidental studies and other additional studies7i2711 (alphabetical)

acute intoxication at work

aggression against GP and practice staff
alternative treatments (registration possible?)
anorexia nervosa and bulimia

antibiotic resistance of Staphylococcus in gengrattice
diabetes mellitus (prevalent cases)
euthanasia (request for)

incest

lyme disease

malignancies

multiple sclerosis

puerperal mastitis

regret after sterilization

serum collection

palliative sedation

vaccination against influenza
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1994-1995
1997-2000

0198
1985-1989 and
1995-2011
2005-2006

2000 and 20Q1-2
1976-2011
1988
1991-1994
1982-1983
1977-1982
1982
1980-1984
1980 and 1985
2005-2011
1992



Appendix 4: age population of the Netherlands

Age distribution of the population of the Netherlanols gender, in
thousands, 1 January 2010 (CBS)

age men women total
0-4 473 452 925
5.9 513 490 1,003
10-14 504 481 985
15-19 519 496 1,015
20-24 512 501 1,013
25.29 503 496 999
30-34 501 498 999
35-39 591 590 1,181
40-44 656 641 1,297
45-49 650 639 1,289
50-54 591 586 1,177
55-59 544 539 1,083
60-64 537 533 1,070
65-69 383 393 776
70-74 292 327 619
75-79 215 280 495
80-84 134 218 352
>85 85 212 297

8,203 8,372 16,575

total
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Appendix 5: annual tables

Continuous Morbidity Registration Sentinel Practice
age group by topic

year 2010 weeks 1 t/m 52

all practices Influenza Pneumonia Chicken- Whooping- Gut feeling related
age group population pox cough to cancer

M F M+F M+F M F M+F M+F M+F F M+F
<1 678 671 1349 695 146 67 107 230 7 0 0 0
1-4 2669 2572 5241 333 133 69 101 274 4 0 0 0
5-9 3847 3555 7403 119 43 47 45 39 4 0 3 1
10-14 3930 3642 7572 65 31 43 36 5 11 3 3 3
15-19 3865 3711 7576 119 14 0 7 0 4 3 0 1
20-24 3597 3666 7263 120 31 9 20 4 4 6 0 3
25-29 2481 3611 7092 85 19 15 17 1 1 0 8 4
30-34 3450 3514 6964 109 6 19 13 6 3 6 0 3
35-39 4181 4227 8407 94 30 42 36 4 0 0 2 1
40-44 4790 4809 9600 123 44 44 44 0 3 2 21 11
45-49 4959 4816 9775 109 44 30 37 1 3 6 4 5
50-54 4391 4298 8689 102 35 21 28 0 1 16 12 14
55-59 3916 4000 7916 124 23 47 35 0 1 23 20 21
60-64 4028 3984 8011 110 74 85 80 0 2 37 15 26
65-69 2970 3108 6078 115 82 114 98 0 2 30 13 21
70-74 2311 2467 4778 115 120 63 91 0 2 39 12 25
75-79 1648 2141 3789 145 146 52 93 0 0 36 9 21
80-84 1050 1663 2713 166 256 145 188 0 0 57 30 41
>84 681 1645 2326 193 335 311 319 0 0 29 49 43
Total 60442 62100 122542 128 56 52 54 18 3 12 10 11

* not all GPs were included
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Appendix 5: annual tables

Continuous Morbidity Registration Sentinel Pradiice
age group by topic

year 2010 weeks 1 t/m 52
all practices Gastro-enteritis Gastro-enteritis STD*
age group population no feces test feces test
M F M+F M F M+F F M+F F M+F

<1 678 671 1349 737 745 741 15 15 15 0 0 0

1-4 2669 2572 5241 300 326 313 37 23 31 0 0 0

5-9 3847 3555 7403 91 124 107 13 6 9 0 0 0
10-14 3930 3642 7572 74 41 58 5 11 8 0 6 3
15-19 3865 3711 7576 44 78 61 10 22 16 51 145 97
20-24 3597 3666 7263 72 98 85 6 16 11 165 263 215
25-29 2481 3611 7092 69 89 79 9 11 10 150 140 145
30-34 3450 3514 6964 64 85 75 12 14 13 80 100 90
35-39 4181 4227 8407 36 61 49 2 7 5 60 76 68
40-44 4790 4809 9600 44 46 45 6 10 8 30 48 39
45-49 4959 4816 9775 44 48 46 10 8 9 22 41 32
50-54 4391 4298 8689 52 37 45 2 9 6 17 25 21
55-59 3916 4000 7916 38 47 43 3 7 5 22 19 20
60-64 4028 3984 8011 55 65 60 5 5 5 13 8 11
65-69 2970 3108 6078 54 29 41 7 19 13 0 3 2
70-74 2311 2467 4778 78 69 73 13 16 15 5 4 5
75-79 1648 2141 3789 79 103 92 6 5 5 0 5 3
80-84 1050 1663 2713 133 132 133 10 6 7 0 6 4
>84 681 1645 2326 220 219 219 0 6 4 0 0 0
Total 60442 62100 122542 79 90 84 8 11 10 39 55 47

* not all GPs were included

Continuous Morbidity Registration at Dutch SentiGgneral Practice Network 2010, NIVEL 201485



Appendix 5: annual tables

Continuous Morbidity Registration Sentinel Praciice
age group by topic

year 2010 weeks 1 t/m 52

all practices Unwanted Cosmetic allergy Urinary tract infection* End-ofd¥  Suicide
age group population pregnancy study

M F M+F F M F M+F M F M+F M+F M+F
<1 678 671 1349 0 0 15 7 136 61 98 0 0
1-4 2669 2572 5241 0 4 8 6 92 516 300 4 4
5-9 3847 3555 7403 0 3 20 11 72 509 282 0 0
10-14 3930 3642 7572 0 3 14 8 29 264 142 0 0
15-19 3865 3711 7576 40 0 27 13 47 950 489 3 3
20-24 3597 3666 7263 76 11 27 19 36 1061 553 1 1
25-29 2481 3611 7092 69 6 17 11 45 907 480 1 1
30-34 3450 3514 6964 37 6 37 22 67 830 451 1 1
35-39 4181 4227 8407 33 0 24 12 67 737 402 4 4
40-44 4790 4809 9600 12 0 23 11 104 772 437 8 8
45-49 4959 4816 9775 8 4 12 8 66 736 396 9 9
50-54 4391 4298 8689 0 7 33 20 138 720 426 27 27
55-59 3916 4000 7916 0 8 33 20 159 878 521 40 40
60-64 4028 3984 8011 0 5 23 14 241 958 597 56 56
65-69 2970 3108 6078 0 3 16 10 298 1118 714 87 87
70-74 2311 2467 4778 0 13 20 17 416 1456 953 143 3 14
75-79 1648 2141 3789 0 18 19 18 624 1706 1238 227 27 2
80-84 1050 1663 2713 0 10 6 7 905 2295 1753 358 358
>84 681 1645 2326 0 0 12 9 1319 2506 2161 808 808
Total 60442 62100 122542 17 5 22 13 156 922 543 51 51

* not all GPs were included
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Appendix 5: annual tables

Continuous Morbidity Registration Sentinel Pradiice
province group by topic

year 2010 weeks 1 t/m 52

all practices Influenza Pneumonia* ChickenpoxWhooping Gut feeling related
province group population cough to cancer

M F M+F M+F M F M+F M+F M+F M F M+F
GR+FR+DR 12947 13226 26173 90 72 65 68 18 3 8 5 6
OV+GLD+FLE 13267 13429 26696 197 53 40 47 13 2 15 12 13
UTR+NH+ZH 19612 21142 40753 130 73 71 72 19 3 15 15 15
ZLD+NB+LIM 14616 14303 28920 94 21 23 22 20 3 10 4 7
Total 60442 62100 122542 128 56 52 54 18 3 12 10 11

* not all GPs were included

Continuous Morbidity Registration Sentinel Pracice
province group by topic

year 2010 weeks 1 t/m 52

all practices Gastro-enteritis Gastro-enteritis STD*
province group population no feces test fecds tes

M F M+F M F M+F M F M+F M F M+F
GR+FR+DR 12947 13226 26173 86 110 99 14 17 15 25 49 37
OV+GLD+FLE 13267 13429 26696 57 57 57 8 7 8 25 40 32
UTR+NH+ZH 19612 21142 40753 75 83 79 6 11 9 52 67 60
ZLD+NB+LIM 14616 14303 28920 96 112 104 7 10 9 44 56 50
Total 60442 62100 122542 79 90 84 8 11 10 39 55 47

* not all GPs were included
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Appendix 5: annual tables

Continuous Morbidity Registration Sentinel Practice
province group by topic

year 2010 weeks 1 t/m 52

all practices Unwanted Cosmetic allergy Urin@aagt infection* End-of-life Suicide
province group population pregnancy study*

M F M+F F M F M+F M F M+F M+F M+F
GR+FR+DR 12947 13226 26173 14 3 11 7 144 776 463 50 4
OV+GLD+FLE 13267 13429 26696 9 3 15 9 150 959 557 50 2
UTR+NH+ZH 19612 21142 40753 22 6 22 14 119 795 468 52 5
ZLD+NB+LIM 14616 14303 28920 20 6 36 21 212 1157 679 50 3
Total 60442 62100 122542 17 5 22 13 156 922 543 51 4
* not all GPs were included

Continuous Morbidity Registration Sentinel Practice
address density by topic
year 2010 weeks 1 t/m 52

all practices population Influenza Pneumonia* dRbnpox Whoopinp- Gut feeling related
address density cough to cancer

M F M+F M+F M F M+F M+F M+F M F M+F
<500/KM2 13210 12823 26033 179 89 58 74 13 1 13 14 13
500-2500/KM2 37060 38553 75612 112 46 52 49 16 3 11 7 9
>2500/KM2 10172 10724 20897 122 45 46 45 31 3 16 13 14
Total 60442 62100 122542 128 56 52 54 18 3 12 10

* not all GPs were included
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Appendix 5: annual tables

Continuous Morbidity Registration Sentinel Pradice

address density by topic

year 2010 weeks 1 t/m 52
all practices Gastro-enteritis Gastro-enteritis STD*
address density population no feces test fedestes
M F M+F M F M+F M F M+F M F M+F
<500/KM2 13210 12823 26033 80 95 88 6 10 8 24 41 32
500-2500/KM2 37060 38553 75612 73 87 80 10 11 10 40 54 48
>2500/KM2 10172 10724 20897 97 95 96 7 15 11 49 71 60
Total 60442 62100 122542 79 90 84 8 11 10 39 55 47
* not all GPs were included
Continuous Morbidity Registration Sentinel Pradice
address density by topic
year 2010 weeks t/m 52
all practices Unwanted Cosmetic allergy Urinaagt infection* End-of Life  Suicide
address density population pregnancy study*
M F M+F F M F M+F M F M+F M+F M+F

<500/KM2 13210 12823 26033 2 13 8 150 915 528 43 3
500-2500/KM2 37060 38553 75612 16 4 21 12 158 905 538 52 3
>2500/KM2 10172 10724 20897 33 13 34 24 156 984 579 53 7
Total 60442 62100 122542 17 5 22 13 156 922 543 51 4

* not all GPs were included
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Foreword

For the sentinel practices Continuous Morbidity Begtion (CMR) the year
2010 was — with the flu pandemic fresh in our mee®# more like
business as usual with the continuation, amendmesarzelling of old
topics and the start of a few new ones.

As a matter of content, the beginning of a new ttgit feeling of the GP”
regarding cancer is important. During their studys@Fe learning to make a
diagnosis systematically, by asking questions gneidamination. In
practice, GPs not only apparently go for a structagproach, but also use
their intuition and experience. The distinctiorght versus not-right” plays a
role in this respect. The importance of this intuitis broadly recognised,
even in findings of disciplinary courts, howeveragtitative studies into this
matter never took place before. In the questioesaiilled in at the moment
that the gut feeling occurs and three months #ifiegtr the cause of the gut
feeling is explored, the follow-up strategy of B and compared in the
end with the diagnosis. In this annual report you fivill a first account of
the meaning of this intuition for the diagnosisahcer.

In 2010, Gabriélle van Son took her doctor’s degnaesearch regarding
eating disorders, mainly using data from the CMRisel practices. The
research that was started in 1985 in the sentiaetipes shows the link
between boulimia and urbanisation and it shows tudy eiagnosis in the
GP practice leads to a better prognosis. This reBésuan important
addition to eating disorder research that is ndsntiine in specialised
centres for eating disorders. The findings of thisearch have been
presented at several international conferenceanel been published in
international as well as Dutch scientific journals.

The topic urinary tract infections, that was staite@009 was continued in
2010 for the target groups with less frequent oenge of urinary tract
infections but for whom specific treatment direci@re necessary for
various reasons, like pregnant women, children ag@a. iData on antibiotic
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sensitivity of uropathogens isolated in men arellyaavailable. Increasing
(multi) resistance reported in the hospital popatagind the increasing
prevalence of the so-called Extended Spectrum Betamases (ESBL) in
the veterinary sector stress the importance toigaight into the antibiotic
sensitivity of unselected uropathogens derived fpattients in the GP
practice. The GPs send urine samples of these tmvtiéh urinary tract
infections to Maastricht University Medical Centoe bacterial analysis and
for defining the resistance. In this way, the sesitpractices enable us to
gain insight into the resistance patterns in thea@xural setting, also for
men, children and pregnant women. Generally spedkiggg data show a
more favourable picture, fortunately, regardingla@atic resistance than the
data from hospitals. In this way, the sentinel pcastmake an important
contribution to the objectives of the SWAB (“Sticidi Werkgroep
Antibioticabeleid”, Foundation Working Group Policy édntibiotics).

The increased attention for adverse effects of etisshas lead to the
beginning of a registration concerning side effeétsosmetics in the
sentinel practices in 2009. In 2010, a questioenaas added to the
registration of this topic. This research in thetsel practices runs parallel
with research into symptoms caused by cosmeticstexpby dermatologists
and directly reported by consumers via a web sitt@RIVM (National
Institute for Public Health and the Environmentfohmation from these
sources is put together and this has lead to a m@imni2010 to the Dutch
Food and Consumer Product Safety Authority (VWA: Vemetn Waren
Autoriteit) on the relevant side effects causeddme cosmetic products. In
this report, the extent of this problem in the G&ctice with special
attention for differences between men and womeessribed.

Research that has been running since 1979 reggatiegnpts to) suicide in
the CMR Sentinel practices was presented at seintéeahational
conferences. No clear growing trend is seen, howeseent incidents in
Apeldoorn and Alphen aan de Rijn focus the atterdigain on sensitive
persons and groups with, sometimes, far-reachingemiences for society.

After the flu pandemic in 2009 there was no flu epnic in the year 2010,
but indeed right in the beginning of 2011. In thedeason 2010/2011 the
new flu variant A(H1N1)2009 turned out to have devetbipto a normal
seasonal flu virus. The epidemic of this seasoncaased by influenza
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A(H1N1), as well as influenza B; both strains were ipooated in the flu
vaccine.

Most GP Information Systems (“Huisartsen Informat&8gnen, HISsen”)
consist of an application, the so-called sentinedlube, that enables us to
record the data of the sentinel topics. In parétipy practices that use a HIS
but in which this module could not yet be integratedomparable web
application is available. Additional data by questiaires are mainly
recorded on paper. This annual report is exclugivaked on electronically
recorded data via the sentinel module or the webcapion.

Prof. dr. F.G. Schellevis
Chairman of the Counseling Committee
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Introduction

Continuous Morbidity Registration (CMR) is an infizeition system based
on records kept by general practitioners. A natiowdivork of general
practices, covers with the patients registeretiésé practices about 0.8% of
the Dutch population. The network structure takesuatof the
geographical distribution of the population andditgtribution over areas
with different degrees of urbanisation (see pp 1)/-PAe GPs in the
network, the sentinel doctors, weekly assess andadalata with regard to
certain illnesses, events and procedures in gepsaelice.

Since 2009, the data on the topics are exclusidelgtronically registered
and delivered. Most GP-information systems now cordai application, the
so-called sentinel module, that facilitates thesteation of these data. For
participating practices, not having the integratemtiel at their disposal yet,
a web application has been made available. Supplenyestata gathered via
questionnaires still are mostly registered by dearuil paper. This annual
report is based on data assembled electronicdlherevia the sentinel
module or via the web application.

Each year an update is made of the compositiompfilations of the
sentinel practices by gender and age. Consequérglgnown to what
population the gathered data are related (the epadegical denominator).
Usually, data are presented as frequencies per@@e@ or women (see
page 30). Each year the Counselling Committee tseflee topics for which
data will be registered. The Committee also comsideguests and
suggestions for new topics by other parties. If @gien is made for the
inclusion of a new topic a supervisor working at Nimefrom outside who
is responsible for the registration is assigned.

At least five conditions must be met for a diseasecourrence to be
registered:
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1 The importance of the topic must be described.

2 Strict and unambiguous criteria must be defin&dri¢he disease or
occurrence to be registered.

3 Application of these criteria must not take toocitime and must fit in
with the GP's work.

4 A need must exist for representative informatibtiha national level.

5 The CMR Sentinel Practices must be the best smfrmformation.

The recording of data for a topic is discontinuiethé topic ‘owner’ feels
that data has been collected for a sufficienthglperiod of time, or if a
different registration system is going to gatherenor less the same
information, or if insurmountable problems havesaniin the recording of
data.

This report provides background information on eaghc included in the
registration for the first time. Refer to previaeports for information about
"old" topics. See pages 179-183 for an overvievhefytears when topics
were first included in the registration.

In 1976, besides collection of regular weekly d&tslR sentinel
practitioners also started to provide data froneaibed "incidental studies".
These studies focus on relatively uncommon diseasg®ccurrences.
Appendix 3 lists the subjects covered by the studiese we report the data
assembled in 2010. The difference with other tojs¢bat the data are
requested only once a year, usually immediatebr dlfie end of the year.
This approach allows data to be gathered retrosdgion subjects for
which the need for registration did not become agpauntil after the start
of the year. One condition is that the subject rbesivell imprinted in the
memory of the doctor, as may be the case with t@sagquests for
euthanasia or the implementation of palliative §eda

International cooperation

The CMR Sentinel General Practice Network has bedicipating in
international projects since 1985.

At present the oldest international project is tiedpean Influenza
Surveillance Scheme (EISS). From August 2008 theriiational
collaborative program of, among others, all EU-ddes is executed by the
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European Center of Disease Control (ECDC) in Stolckhim ECDC
sentinel networks of GPs and national influenza eerkparticipating
countries collaborate. Apart from all EU countriesoaNorway, Ukraine,
Switzerland, Serbia and Turkey are involved. At thee time, flu data
delivered to the ECDC are also delivered to the Wblgalth Organization
(WHO).

In end-of-life research also from the beginningd®0work has been done in

international cooperation, initially only with Beilgn, but over the past years
with more European countries, such as Spain angd Ital
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2 Counselling Committee

A condition of the grant received from the MinistfyHealth, Welfare and
Sport is that the Counselling Committee that ovesghe registration system
must in principle consist of:

The committee members in 2010 were:

Counselling Committee: Mrs. Dr. Ir. B.H.B. van Benthem, (RIVM)
Drs. R. Poos, (RIVM)
S.M. Handgraaf, Sentinel GP
Mrs. Dr. E.E. Stobberingh, MD PhD,
microbiologist (Maastricht University Medical
Centre)
Prof. Dr. F.G. Schellevis, PhD Chairman,
(NIVEL)

Project leader: Mrs. Dr. G.A. Donker, (GP and
Epidemiologist)

Secretary: Mrs. M. Heshusius-van Valen

The counselling committee met twice in 2010.

In close collaboration with the National InformatiNetwork of GPs
(LINH), in which NIVEL, 1Q Healthcare*, the National GP Assation
(LHV), and the Dutch GP Society (NHG) are partners, theRGivbject
team consists of the following persons:
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Project leader Mrs. Dr. G.A. Donker, (GP and Epidemiologist)
Secretary Mrs. M. Heshusius-van Valen (NIVEL)
ICT support Mr. J. Gravestein and Mr. R Davids (NIVEL)
Mr. H. van den Hoogen, Mr. S. Visscher, Mr. W
Tiersma and Mrs. J. Donkers (IQ healthcare)
Contact Mrs. C. Walk and Mrs. E. Wentink (IQ healthcare)

* |Q Healthcare is a Department of Radboud UMC Nijmegen
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3 Sentinel General Practice Network staff seminar in
2010

For the appropriate functioning of the Sentinel Neknbis of utmost
importance that Sentinel GPs and their co-workéesounselling
Committee, the topic managers and project leadees negularly. Every
year, at the start of a new registration period, tviims from the first of
January to December 31, an annual meeting is hedda B009, this annual
meeting is combined with participants and GPs of\thBonal GP
information system (LINH). The GPs could assemblerthvin programme
by choosing from the various workshops that wereigeal: This meeting
was highly appreciated.

The meeting was held on January 15 2010 and codtaimsentations on
the following subjects:

PLENARY SESSION

10.15-10.30 Opening by Prof. Dr. P.P. Groenewegen, prograncuirdNIVEL)
10.30-10.55 Flu pandemic with influenza AH1N1 — what do we fefrom it? Prof. dr.
A.D.M.E. Osterhaus
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SEPARATE SESSIONS FOR CMR SENTINEL GENERAL
PRACTICE NETWORK AND LINH

CMR sentinel general practice LINH
network

11.00-11.15

11.15-11.30

11.30-11.45

From Hong Kong flu to Mexican flu  An interactive program
and what do we monitor in 2010 and concerning:
how? Gé Donker (NIVEL) - How do we register
multidisciplinary care in GP-
information systems?
- Indicators for quality of GP care
Gut feeling. A new international - Episode-focused monitoring.
study in the sentinel practices. Lea - The LINH-registration
Jabaaij (NIVEL) agreements and the
interpretation of these by GPs
and researchers
Cosmetic allergy: what is known and With the cooperation of , among
what not? Explanation of a new others, Lianne Wennekes (1Q),
questionnaire. Joanne Nijhof (RIVM) Stefan Visscher (NIVEL), Robert
Verheij (NIVEL), Jozé
Braspenning (1Q)

OPTIONAL SESSIONS

Parallel session 1 Parallel session 2

12.10-12.25

12.30-12.45

12.50-13.05

Unwanted pregnancy, what to do? Ciellrends in incidence of std and

Wijsen (Rutgers WPF) std-medication in the electronic
records of the LINH-practices. I.
van den Broek (RIVM)

The std-consultation in the GP Meeting the costs functionally.

practice, the state of the art. Jan van Christel van Dijk (NIVEL)

Bergen, GP (SoaAids Ned.)

Knowledge quiz GP care: Ingrid van  Self-test via the internet: effects

den Broek (RIVM), Ellen Stobberingh of the kidney-check in GP

(SWAB), Michael Echteld (VU), practice. Mark Nielen (NIVEL)

Adam Meijer (NIC), Gabriélle van Son

(Centrum voor Eetstoornissen

Parnassia), Gé Donker (NIVEL)
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Distribution of sentinel practices in the Netherlams
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4.1 Practices

There were 41 sentinel practices in the Netherlam@910. The number of
participating general practitioners working in tle@snel practices was 63.

In this annual report the following breakdown andesodre used in

processing and discussing the data:

N stands for the Groningen, Friesland and Drentheipcewvgroup (northern
provinces);

O stands for the Overijssel, Gelderland and Flevofandince group
(eastern provinces);

W stands for the Utrecht, Noord Holland and Zuid Halanovince group
(western provinces);

Z stands for the Zeeland, Noord Brabant and Limipuoyince group
(southern provinces);

1 stands for address density category 5 (rural cipatities)?

2 stands for address density category 4-3-2 (usledniural municipalities
and municipalities with urban features):

3 stands for address density category 1 (municigshvith 100,000 or
more inhabitants).

Appendix 1 (ppl77-179) contains a list of the GPs péndicipated in the
sentinel practices in 2010. Two or more GPs coopeitatéeven of the
sentinel practices (two GPs cooperate in 6 practibeze in 2 practices, 1 in
four practices, 1 in five practices, and six inraqtice). The percentage of
GPs working in a group practice nationwide in Jan2&30 was 82%; but
52% for the sentinel practices. In the sentinetiicas there exists a relative
overrepresentation of single practice exist. Thegee eleven dispensing
sentinel doctors, ten in rural areas and 1 in danised rural municipality,
which is 18% of the total number of sentinel doctditse figure for the
Netherlands as a whole is 7%.

Tables 4.1 and 4.2 show the distribution of the nemab sentinel doctors

and sentinel practices in each province group adess density group in
the 2000-2010 period.
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Table 4.1  Distribution of sentinel physicians (GR®) aentinel practices
per province group in the 2001-2010 pefiod

N; E; W; S;

Groningen, Overijssel, Utrecht, Zeeland,

Friesland and  Gelderland and Noord- and Noord-Brabant

Drenthe Flevoland  Zuid- Holland and Limburg

province- GPs sentinel GPs sentinel GPs sentinel GPs sentinel
group practices practices practices practices
2001 13 6 15 10 23 19 14 10
2002 13 6 15 10 23 18 14 10
2003 11 5 14 9 24 18 14 10
2004 12 5 7 6 23 17 14 10
2005 12 5 12 11 28 24 13 9
2006 10 4 9 9 25 22 9 7
2007 14 8 12 10 25 20 10 7
2008 14 8 12 10 24 19 11 8
2009 13 8 12 10 23 16 11 8
2010 12 8 13 10 23 14 15 9
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Table 4.2  Distribution of sentinel physicians (GR®) aentinel practices
per address density in the 2001-2010 period

1; 2; 3; total
rural  urbanised rural municipalities
municipalitie municipalities with 100,000

< 500/knt together with or more
municipalities inhabitants
with urban >2500/kn?
characteristics

500-2500/krA

address GPs sentinel GPs sentinel GPs sentinel GPs sentinel
density practices practices practices practices
2001 10 7 43 27 13 11 66 45
2002 10 7 43 27 12 10 65 44
2003 8 5 44 28 11 9 63 42
2004 4 39 25 11 9 56 38
2005 11 9 43 31 11 9 65 49
2006 11 9 28 21 18 14 53 42
2007 12 10 36 26 13 9 61 45
2008 14 11 33 25 14 9 61 45
2009 10 9 32 24 17 9 59 42
2010 14 11 36 23 13 7 63 41

4.2 Practice populations

A census of most practice populations was held i20khe results of the
census have been used in processing the CMR Se@eneral Practice
Network data from 1 January 2010. The CMR project avganised with
the aim of achieving a sample of approximately ¥othe population of the
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Netherlands. The structure of the project takes iggabgcal distribution (the
‘province groups’ referred to above) into accoghis distribution over
areas with differing population density (‘urbanisatdegree’). A check was
done to see whether these criteria still were meg.t&hles show that he
northern part of the country is overrepresented redgethe western regions
are underrepresented. In the last few years, the GdfRIation represents
0.8% of the Dutch population. This is accountedridhe recruitment of
new practices.

The population of the Netherlands increased in 28089,202 and stood at
16,574,989 on 1 January 2010 (www.cbs.nl).

Table 4.3 Comparison of the population of the sehfpractices with the
total population of the Netherlands, 2010

population of the population of sentinel
Netherlands** practices* (with
percentages)
province group:
N 1,713,954 27,328 (1.6)
E 3,517,162 30,442 (0.9)
w 7,395,605 43,846 (0.6)
S 3,948,268 32,799 (0.8)
gender:
men 8,203,476 66,293 (0.8)
women 8,371,513 68,122 (0.8)
total (1-1-2010) 16,574,989 134,415 (0.8)

*  Practices census 2010

** 1-1-2010 Netherlands Statisti¢€entraal Bureau voor de Statistiek)
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The total practice population of all Sentinel Piced at the beginning of
2010 was 134,415 persons, 0.8% of the Dutch populatasisting of > 16
million inhabitants. The table below shows the petages of men and
women in the Dutch population who are registered vhighsientinel
practices in 2010, with a breakdown according togigep and province
group are presented in table 4.4.
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Table 4.4  Percentage of men and women in the Dutgoblation
registered with sentinel practices, by age grougvipce group
and for the Netherlands as whole in 2010

province group Netherlands
N E W S

m f m f m f m f m f
0-4 16 16 09 09 0,6 0,6 0,8 0,8 0,8 0,8
5-9 1,7 17 1,0 0,9 0,6 0,6 0,8 0,7 0,8 0,8
10-14 1,7 17 1,0 1,0 0,6 0,6 0,8 0,7 0,9 0,8
15-19 16 1,6 1,0 0,9 0,6 0,6 0,7 0,8 0,8 0,8
20-24 14 15 0,8 0,8 0,6 0,6 09 1,0 0,8 0,8
25-29 14 16 0,7 0,8 0,5 0,6 1,1 10 0,8 0,8
30-34 14 15 0,8 0,8 0,5 0,6 1,0 10 0,8 0,8
35-39 16 16 0,8 0,8 0,5 0,6 09 0,8 0,8 0,8
40-44 1,7 18 0,9 09 0,6 0,6 0,8 0,8 0,8 0,8
45-49 1,8 1.8 0,9 09 0,6 0,6 0,8 0,7 0,8 0,8
50-54 16 16 0,8 0,8 0,6 0,6 0,8 0,7 0,8 0,8
55-59 14 16 0,8 0,8 0,6 0,7 0,7 0,7 0,8 0,8
60-64 16 16 0,8 0,8 0,6 0,6 0,8 0,8 0,8 0,8
65-69 16 16 0,9 09 0,6 0,6 0,9 09 0,8 0,9
70-74 1,7 16 0,9 09 0,6 0,6 0,9 09 0,9 0,8
75-79 15 15 0,9 09 0,6 0,6 09 10 0,8 0,8
80-84 15 13 0,9 09 0,6 0,6 1,0 1,0 0,9 0,8
>85 14 13 0,9 0,8 0,7 0,7 1,0 0,9 0,9 09
total 16 16 0,9 09 0,6 0,6 0,8 0,8 0,8 0,8
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4.3 Scale and continuity of reporting

The number of days per year that each sentinetipeaeports and the
combined number of reporting days per week of aitisel practices have
been checked and processed since 1975. This chetkde to monitor the
completeness and continuity of reporting. The sehtioctors are requested
to let it be known when they are unable to reporttdumlidays or personal
circumstances.

The maximum number of days on which reporting issfiide depends on the
number of weeks in the year and on the number diredpractices. The
number in 2010 was 10,480: 52 weeks x 5 days x 3#heépractices; 3
practices registered 38, 41, and 40 weeks, dueetstént of their
participation during the year.

In table 4.5 the absolute numbers and percentageag\en.

Table 4.5 Maximum number and actual number of tappdays per year
(2001-2010)

year maximum number of actual number reporting day
reporting days (absolute) percentage
2001 11,700 9,455 80,8%
2002 11,440 8,948 78,2%
2003 10,920 8,445 77,3%
2004 10,070 7,983 79,3%
2005 12,740 10,011 78,6%
2006 10,465 7,905 75,5%
2007 10,860 9,205 84,8%
2008 10,450 9,087 87,0%
2009 10,755 9,381 87,0%
2010 10,480 9,965 95,0%
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The percentage of reporting days in 2010 is mughédrithan in 2009
The table below contains a breakdown by provincegend address
density.

Table 4.6  Reporting by province group and addressitly in 2010

province group address density
N 95,2% 1 93,4%
E 94,4% 2 96,1%
W 93,1% 3 94,9%
S 97,7%

Figure 4.2 shows the weekly reporting of all sentpraktices. The influence
of public holidays is clearly visible. The averagember of non-reporting
days per week is 26 (maximum is 210 days).
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Figure 4.2 Number of days in 2010 that data wererck
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Table 4.7 shows the frequency distribution of thenber of non-reporting
days at each sentinel practice. The average nuoflbem-reporting days per
sentinel practice in 2010 was 13, which is less th&009 (33).

A breakdown into single and group practices reveaiguificant difference,
i.e. 15 and 7 days, respectively. This is in agesgrwith the expectation
that in collaborative practices the continuity eporting is better guaranteed.
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Table 4.7  Frequency distribution of the numberai+neporting days per
sentinel practice (2001-2010)

number of non number of sentinel practices
reporting days

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

0 3 3 2 2 1 2 3 8 - 5
1-9 1 1 1 - - 1 8 3 7 18
10-19 2 1 1 - 1 1 6 15 8
20-29 1 - 2 3 4 3 5 4 10 4
30-39 3 5 3 7 4 5 2 9 5
40-49 14 12 12 9 12 8 6 4 4 1
50-59 7 8 7 15 11 8 5 1 1 -
60-69 5 2 3 2 4 7 2 2 1 -
70-79 3 1 1 - 2 - 1 2 - -
80-89 3 2 - 1 2 1 - 1 - -
90-99 2 - - - 1 1 2 1 - -
>99 1 7 8 3 4 6 2 2 2 -
total number of 45 44 42 38 49 42 45 45 42 41
sentinel

practices

average 49 56 59 55 56 61 37 31 33 13
median 48 48 48 52 49 66 31 17 23 7

Closer examination of the table reveals an increasen reporting days
over the years until 2006, after which it decreagehajor failure to report
i.e. no reporting by a sentinel practice on moentB0 days per year does
not occur in 2010, in 2009 at 10 % and in 2008086 2f the sentinel
practices. The three practices that registrat@Dir® not for more than 50
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days were all practices that started to particidating the year. lliness of
the GP, moving of the practice and shift to a newdystem were the most
frequent reasons for non-reporting over a prolonugribd of time in the
previous years.
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4.4 Survelllance topics and incidental studies

In 2010 data were registered from the following tespBetween brackets the
year is given in which the topic was entered forfitst time.

Influenza (and influenza-like illnesses) (1970);
End-of-Life study (2005);

Chickenpox (2000);

Pneumonia (2007);

Suicide (and attempted suicide) (1979);
STD (2008);

Gastro-enteritis (1996);

Unwanted pregnancy (2003);

Urinary tract infections (2009);

10 Whooping cough (1998);

11 Cosmetic allergy (2009);

12 Gut feeling (2010);

O© 00 ~NO O~ WN P

A weekly report is the norm. Consequently, a sentioetor also reports
patients seen after office hours by a locum (with@kception of influenza
and influenza-like ilinesses). Diagnoses and adgizen by telephone are
not reported, with the exception of those conceritifigenza.

In addition data were registered in 2010 for théofeing incidental studies
(between brackets the year is shown in which thestepis started).

13 Eating disorders (1985)

14 Request for euthanasia (1976)
15 Palliative sedation (2005)

16 Diabetes mellitus (2007)

An alphabetical list of all topics since 1970 isypded in appendix 2 (pp
179), together with the years during which the dageewegistered.
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4.5 Analyses

This report contains the results of registratiomogics in 2010. The data
were processed at NIVEL.

Three tables are presented routinely for each stubje

1 absolute number of patients by gender and agggro

2 absolute number of patients by gender and prewimoup;
3 absolute number of patients by gender and adderssty.

Tables 1, 2 and 3 are produced each week for slamwed purposes and each
guarter and year for annual reporting purposes.

With the exception of the information provided gentinel practice, the data
is also presented per 10,000 of the total pragiigrilation (relative
frequencies). Frequencies have been rounded ofeduéncy below 0.5 per
10,000 inhabitants is rounded off to ‘0". *_' deastthat no cases were
reported.

A frequency based on fewer than five reported casstaied in brackets. A
frequency of new cases of a disease in a certaiodoef time is referred to
as ‘incidence’ or ‘incidence rate’ in epidemiolodyhe term ‘prevalence’
refers to all cases of the disease that existtier@in period of time or at a
certain moment in time. There are also absoluteraladive incidences and
prevalences.

The cumulative incidence of periodic prevalence g@ar) in general
practice is calculated in this report in all ingtas per 10,000 inhabitants,
men or women. Appendix 4 (p 184) shows the age steiciuthe Dutch
population on 1 January 2010, which can be usedltulate absolute
numbers for the Netherlands.

Data from practices reporting only 0, 1 or 2 daythefweek are not
processed i.e. the reported cases are not incindbd "numerator" and the
practice population not included in the "denominatData from practices
reporting more than 2 days per week were processeahtiyp.

A correction factor used to be applied because eieguamong sentinel
doctors revealed that an absence of 1 or 2 dayslymaeant that the work
was shifted to a different time.
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The tables were produced using the weekly returrth, fidquencies being
calculated on the basis of the average populatiesgnt in the period
concerned.

As mentioned in the introduction, the purpose of thport is to present
data, not to provide a complete analysis of thtd.da

The following annual tables are included (pp 18519

1 Cumulative, i.e. all sentinel practices in a dedised format, year 2010,
weeks 01-52, pp 1-3.

2 Province group standardised according to illngsar 2010, weeks 01-52
pp 1-3*

3 Address density, standardised according to illnessr 2010, weeks 01-
52, pp 1-3.
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4.6 Extrapolation of observed frequencies to the Dutclpopulation as
a whole

For each topic a general impression is given ohtlmabers of patients,
consultations, actions and events in the Netheslahlde figures presented
are based on frequencies calculated using datedextdy sentinel practices
in the Continuous Morbidity Registration programms.pointed out in
previous reports, readers should bear in mind wikamaing the tables that
while the populations of the sentinel practicesesent the Dutch
population as a whole with reasonable accuracy (segages 18-20), the
sentinel doctors are a select group. Consequénglympossible to
determine conclusively to what extent the resulty ¥i@m the situation that
exists in reality. Variances may differ dependimgtioe nature of the topic.
Caution should be exercised when examining topasiticlude intervention
by a GP. Similarly, the ‘suicide and attempted sig€itopic appears to
differ from data recorded elsewhere, probably bex#usse occurrences are
not always reported to a GP. With regard to the ®@exually transmitted
diseases and pneumonia, only practices reportemgtliems in 2010 and
previous years were included in the analysis inroimeecrease
underreporting. As regards the registration of daggeneral, the sentinel
doctors almost definitely act as a select grouphia must inevitably
benefit the project. Nevertheless, readers showdenot only the
extrapolated numbers, but should also refer t@hiapters concerned. To
allow correct interpretation of the extrapolatedifigs, the details of the total
Dutch population per year are presented first, qusgands.
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4.7

Table 4.8  Dutch population by gender, in thousaf@61-2010 (CBS)*

year men women total
2001 7,910 8,077 15,987
2002 7,972 8,133 16,105
2003 8,016 8,177 16,193
2004 8,046 8,212 16,258
2005 8,066 8,240 16,306
2006 8,077 8,257 16,334
2007 8,089 8,269 16,358
2008 8,112 8,293 16,405
2009 8,156 8,329 16,486
2010 8,203 8,372 16,575

* Numbers as on 1 January of each year.

Confidence intervals

Reliability margins have to be applied when exangrtime incidence rates
and prevalence rates estimated for the entire Datphilation. The table
below provides an impression of the incidence ratebprevalence rates, for
relative and absolute numbers.

The table should be read in the following way. Ifegtiency of 1 per 10,000
patients is observed in the sentinel practicesl fpopulation of
approximately 134,415 patients (1st column), th#@B@nfidence interval is
0.47 — 1.53 per 10,000 (2nd column). It then folldhet the estimated
absolute number in the Dutch population is 1658 ¢&dmn), and that the
95% confidence interval is between 772 and 2545.tdble shows how
these estimates relate to a frequency at the séptiactices of 1 to 1,000
per 10,000 patients with some intermediate ‘stefis confidence intervals
are particularly high at the lower frequencies.
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Table 4.9 Confidence intervals of estimates ofdance and prevalence
and sentinel station practices per 10,000 andlibelate

numbers
frequency per 10,000 Netherlands (absolute nushber
frequency 95%ClI absolute number 95%ClI
10 831-1169 16575 13,785 - 19,390
100 9468-10532 165750 157,052 — 174,698
1,000 983,96 -1016,04 1657500 1,632,147 — 1.685,353

For the total groups of men and women separatetyy eamprising about
half of the total population, the confidence intsvare only a little wider
than shown in the table. For separate 5 or 10-yg&ageoups, the intervals
obviously are much wider, because these groupsvaabes in size (with
thanks to Mrs. C. van Dijk, NIVEL).
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5

Influenza(-like iliness)
Topic owner: National Influenza Centfdationaal Influenza Centrum)
(1970-2010)

Introduction

Influenza is an important health care and publiitheproblem.

Influenza has been linked to an increase in thelraurof consultations and
visits by GPs, as well as to an increased worklodabaith care and nursing
institutions, an extra load on hospitals as a tefuhore referrals and
admissions and an increase in the mortality rataddition, absenteeism
due to influenza means loss of production fromvioekforce and pupils not
attending school.

Cases of influenza occur every year in the Nethddamd throughout the
rest of the world. The usual ‘influenza season’ rinos week 40 to week
20 of the following year. In the so-called inter damic situation an
influenza epidemic actually only occurs in the wiritethe northern
hemisphere. A pandemic also may occur outside gaisa and this
phenomenon did happen in 2009. Since registrafianflaenza-like illness
(ILI) began, the influenza epidemics have alwaygethbbetween mid-
November and the beginning of March, except formptedemic in 2009,
that from the beginning of October (week 41) leadrie@pidemic in the
Netherlands, earlier than ever before over the 4@syef registration of IAZ
in the CMR sentinel practices.

The history of well-described outbreaks of respimatofections dates from
1173-1174. The incidence of airway infection deslibn that winter is
considered to be a good description of an influexmdemic. Since the end
of the 12" century there have been a number of descriptib(sometimes
worldwide) outbreaks of what appeared to be influenza

In the 2¢'and 2% century the world was hit by four pandemics (the San
flu (1918-1919), the Asian flu (1957-1958), the Hafang flu (1968-1970)
and the Mexican flu (2009-2010) of which the flulmetak in 1918-1919
made the most impression and left frightened peiopiks wake:
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approximately 40 million dead throughout the entwald.

In 1933 various parts of the influenza puzzle sthto fall into place and the
influenzavirus was identified and held responsibltesimall or larger
outbreaks of acute respiratory infections where & wat unusual for the
infected person to die. It was also proven thatigriza could be transmitted
from animal to animal, from animal to human andrflouman to human.

After the 2 World War the newly set up World Health Organisation
decided in 1949 to monitor influenza. National Ieihza Centres were
established to track the occurrence of influenzhraport to the WHO.
However, it was only at the start of the 1960s thatiisel doctors began to
register the occurrence of influenza among the [ation (in England and
Wales). Other European countries followed. For exanthe Netherlands
set up the CMR Sentinel General Practice Network Byaiel970 as a
representative national network that succeededtia hetworks in a
number of large cities.

At the start of the 1990s the quality of the inflmarsurveillance system was
further improved. From 1992/1993, sentinel doctoran increasing number
of European countries took a nose and/or throat $weaf patients with an
influenza-like illness (ILI) or an acute respiratanfection. These swabs
were then sent for further tests at the laboratbthe National Influenza
Centre for virological determination. This proceglis also applied in the
Netherlands.

Method

The GPs register patients who consult them for atedofluenza-like
infection known as ILI, that meets the Pel critérighe age of the patient is
also recorded.

The doctor is asked to take a nose and throat swabZ patients per week
which are then sent for further testing to the Natidnstitute for Public
Health (RIVM) (Infectious Diseases Diagnostics ante8ging Laboratory).
This laboratory tests for a number of pathogerduding the influenza and
RS viruses. The number of pathogens for which testperformed can
differ from year to year.

The results are analysed and reported througheutgéar but they are
presented in this report from week 40 to week 2meffvllowing year.
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Results

In the 2009/2010 season the baseline above whiséd&vel of flu activity
can be observed, was maintained at 51 per 100,008 lifie is based on
statistical analysis of the incidence of ILI duritig last 10 seasons outside
the endemic period. Increased influenza activitsuigposed to be increased
if the incidence of ILI surpasses the baselinelop&r 100,000 for two
consecutive weeks and if samples sent to RIVM anaddo contain
influenza viruses. The method for calculation & Haseline was developed
by the European Influenza Surveillance Scheme (Eit$6rder to
harmonize the baselines of the various Europeamt@ies, taking into
account the variety in health systems.

After the pandemic in 2009, no flu epidemic occurrethe year 2010, but
that changed shortly after the new year. At the sfatanuary (week 1) the
ILI-incidence amply surpassed the background ledethe same time the
weekly number of virus detections and hospital adiois increased. The
third week in January 2011, with the highest incideot11 cases per
10,000 inhabitants, a (mild) epidemic was reachethé Netherlands, less
people had the flu than during the pandemic in 200%eek 8 all clinical
and virological parameters had returned to backgtdevels and that
continued to be so until the end of the season.epidemic lasted for 7
consecutive weeks. (Figure 5.1). The surveillanteiges in the sentinel
practices were maintained also in this year fonthele year.

RIVM received 698 samples over the whole year fratiemts with ILI and
673 samples of patients with other respiratory tirdfeictions (ARI). During
the week with the highest incidence of the epidemiZ5% of the samples
of patients with ILI the influenza virus was found.dver 40% of all
patients in which influenza was demonstrated in #mepdes the causal virus
was the AH1NI pandemic influenza virus of 2009, which sesn as a
normal seasonal flu virus. Influenza virus typedairculated with the
A(H1N1)2009 influenza virus and ultimately in nearly26 of the patients
with influenza positive samples influenza virus B i@snd. Influenza virus
A(H3N2) was detected sporadically. In 6% of the samfptes patients with
ILI and also in 6% of the samples of patients withl &S-virus was found.
All types A and B influenza viruses that were testedensitivity to the
antiviral remedies oseltamivir and zanamivir turioedl to be sensitive to it.
All influenza A(H1N1) 2009 and A(H3N2) viruses that wessted on
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sensitivity to the adamantine antiviral remediendatadine and
rimantadine) turned out to be resistant.

No marked regional differences in influenza activityre observed. The
highest incidence (15 per 10.000 inhabitants) wascim week 3 in the
northern part of the country (Figure 5.2).

In contrast to previous seasons the incidence vggehin the big cities
(Figure 5.3). As usual, the highest incidence diclioin the age group 0-4
years, who were not vaccinated this season, in @iritrdhe previous
year(Figure 5.4). This year too, relatively few 86gopeople were suffering
from ILI.

Figure 5.1 Number of incidental patients with inflaadike iliness per
week per 10,000 inhabitants, for the Netherland20068/2009
and 2009/2010 and 2010/2011
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Figure 5.2 Number of incidental patients with inflaadike illness per
week per 10,000 inhabitants, according to populad@msity in
2010/2011
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Figure 5.3 Number of incidental patients with inflaadike illness per
week per 10,000 inhabitants, per province grou@it02011
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Figure 5.4 Number of incidental patients with inflaadike —iliness, per
10,000 per age group, season 2010-2011
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Table 5.1 Number of incidental patients with influa@ike illness),
per 10,000 inhabitants, 2001-2011

year 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011

total
calendar 113 157 122 71 208 190 134 131 168 275 128
year

highest

weekly 13 7 15 26 14 8 7 15 19 11
incidence

per 'season’
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Extrapolation

Table 5.2  Extrapolation of incidence rates to thécByopulation

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)

topic total total
year (m+f) (m+f)
influenza like complaints
2001 113 181,000
2002 157 253,000
2003 122 198,000
2004 71 116,000
2005 208 339,000
2006 190 310,000
2007 131 219,000
2008 168 276,000
2009 275 442,000
2010 128 212,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*x extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
guestion), rounded off to the nearest thousand

Discussion
During this season too, the flu epidemic was maialysed by the in 2009
pandemic A(H1N1) virus and the influenza virus B.Ha Netherlands, less

patients were reported with ILI by the GP than duthmypandemic in 2009.
The surveillance by the sentinel practices wasybés also maintained
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during the whole year. The epidemic started in we2R111 and lasted for
seven weeks. The peak incidence was reached in wddki®),000 were
reported that week by the GPs. Thereafter the inceldiacreased slowly.
The background level was reached in week 8. No eidkagyroups were
vaccinated outside the usual ones. As usual theekighcidence did occur
in the age group 0-4 year. The low incidence amarggns > 65 years was
also in this season noteworthy.

This topic remains on the weekly returns
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Pneumonia
Topic owner: Mrs. Dr. E.E. Stobberingh SWAB (2007-2010

Introduction

In primary care respiratory infections, notably pmenia’s, are an important
reason to prescribe antibiotics. Although previowgstigations indicated
that antibiotic resistance of respiratory pathogéms ARI-EL study) was

not a major problem, there were arguments to stagtastudy on this
subject 4 years later. Surveillance of resistargeires regular monitoring
of the micro-organisms involved (www.swab.nl). Thisdstinay serve also
as a description of the point zero situation afterimplementation of
pneumococcal vaccination in 2006.

The aims of the study are to assess the incidefiq@eenimonia in general
practice and to identify the causing pathogens.

The bacteriological swabs will be analyzed for thespnce of the most
common pathogens. In addition, the sensitivityheflse pathogens for
antibiotics frequently used in general practicddtermined.

The sampling will provide insight into the prevaleraf bacterial pathogens
in the Netherlands in patients with suspected loespiratory tract
infection, and in the prevalence of antibiotic s¢aince for these pathogens.
The results will have direct clinical relevance foe management of low
respiratory infections in general practice and bdlused in adjusting the
guidelines composed by the Dutch Society of GeneeadtFioners.
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Method

The general practitioners are asked to registerpaignts with the clinical
diagnosis of pneumonia with ICPC-code R81. It isessential that the
diagnosis has been confirmed by x- ray. Stills iasked whether a thorax
photo has been made and whether the patient hashbepitalized.

The following questions are asked:

- Has a sample been taken for culturing?

- Has the diagnosis been confirmed by x-ray?

- Is the CRP level increased?

- Is there leukocytosis (leukocytes > 10 per3ym

The GPs are also asked to take a sample for bdotgdal investigation

from every new patient suspected for pneumonia and & to the

Maastricht University Medical Center. The samplesaralyzed for the
most common respiratory pathogens. The sensitigityarious antibiotics,
notably those frequently used in general practice determined. The swabs
plus send and return envelopes are provided bildeestricht University
Medical Center (MUMC) and are analyzed at the depamt of

microbiology of MUMC. GPs are informed on the resoltshe
bacteriological investigation within about one welkiLI is the cause of
pneumonia, this will be reported electronically @ahel GPs should also send
samples for virological identification to RIVM. Tdalso takes one week.
Data from sentinel practices reporting about pneuanat only once were
excluded from the annual analysis because it ikelglthat pneumonia does
not occur in a whole year in a given practice. Idoilg the data of these
practices would lead to an underestimation of tie&ance in general
practice.

Results

Table 6.1 shows the number of patients with pneuanpar province group
and address density. The incidence of 54 caseE)p@00 is at comparable
level as in 2009 (therefore, in the year of thedeamic there was no
increased incidence) and is, like the previouss/éaa highest in rural areas.
The results relate to 36 reporting sentinel prastic
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Table 6.1 Number of patients with pneumonia perd®j@habitants, per
province group, address density and for the Nethdsla2007-

2010
province group address density Netherlands

N E W S 1* 2* 3*
2007 39 47 62 61 73 45 68 54
2008 48 47 76 64 94 48 69 59
2009 63 65 56 26 94 40 65 55
2010 68 47 72 22 74 49 45 54
*  1:<500/knf 2: 500-2500/krh 3: > 2500/krh

Seasonal influence

Comparison of the incidence per season shows tleanponia occurs
mostly in winter and less often in summer. In 2018 was also the case and
the peak was in the three months after the influepmdemic (table 6.2).

Table 6.2 Number of patients with pneumonia pera®j@habitants per
quarter, 2007-2010

weeks 1-13  weeks 14-26  weeks 27-39 weeks 40-52

2007 18 11 9 15
2008 19 13 9 17
2009 18 10 10 18
2010 20 13 9 13
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Age distribution

The incidence of pneumonia is the highest in irdfgmht4 year) and the
elderly (65 years and older). The highest incidesmmirs in persons of 85
years and older: 134 per 10,000. In elderly persdnase 70 years the
incidence is higher in men than in women. In thengmr age groups the
differences between men and women are inconsistsie(6.3).

Table 6.3  Number of male and female patients witgupmonia per
10,000; per age group and for the Netherlands, 2000

2007 2008 2009 2010
age group m f t m f t m f t m f t
<1 (65) (33) 49 107 75 92 (17) (18 (17n45 (67) 107
1-4 139 92 103 116 69 93 110 46 7833 69 101
5-9 32 48 40 73 46 60 39 31 3543 47 45
10-14 15 23 19 31 11 21 35 44 3931 43 36
15-19 25 23 24 31 (7) 19 38 21 2914 0) 7
20-24 (10) (100 10 20 (8 14 16 25 2131 (9 20
25-29 @ & @ @ 12 10 10 16 1319 15 17
30-34 15 30 23 31 38 34 24 32 28(6) 19 13
35-39 38 36 37 39 40 40 44 48 4630 42 36
40-44 26 47 36 59 42 50 33 46 3944 44 44
45-49 35 38 36 44 31 37 45 47 4644 30 37
50-54 34 37 35 67 44 56 35 46 4035 21 28
55-59 81 78 80 29 68 48 58 62 6023 47 35
60-64 43 71 57 65 68 67 70 56 6374 85 80
65-69 128 77 102 77 83 80 75 73 7482 113 98
70-74 124 88 105 122 50 84 122 106 11#20 63 91
75-79 200 92 138 198 143 167 122 92 10B&45 52 93
80-84 225 152 178 466 119 249 291 123 18b5 145 188
>85 492 258 323 518 281 349 296 301 30885 310 319
total 55 54 54 67 52 59 55 55 5556 52 54
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Extrapolation

Table 6.4  Extrapolation of incidence rates to thécByopulation

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)

topic m f total m f total
year (m+f) (m+f)
Pneumonia
2007 55 54 54 44,000 45,000 89,000
2008 67 52 59 54,000 43,000 97,000
2009 55 55 55 45,000 46,000 91,000
2010 56 52 54 46,000 44,000 90,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*k extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
question), rounded off to the nearest thousand

Discussion

The registration of pneumonia shows a clear coraglatith the seasons: the
highest incidence occurs in the first trimeste2@10, straight after the
influenza epidemic in 2009. There was no increasegd the influenza
pandemic in 2009. Only at old age the incidenceemn s higher than in
women, probably due to more co-morbidity in menteglao smoking in
these age categories (COPD and cardiovascular djséaseuld be
interesting to know which bacteriological pathogensawgolated from

these patients and for which antibiotic they werespsble. This item will

be addressed in a separate publication. Also extersithe diagnostic
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armamentarium with virological studies may be oéiest. This has already
been performed in patients with ILI and pneumontasTtem too will be
addressed in a separate publication.

This topic was discontinued in 2011 and will betsiin 2012 without
bacteriological sampling.
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Chickenpox
Topic owner: Dr. G.A. Donker (2000-2010)

Introduction

Chickenpox is one of the infectious illnesses taat be treated by primary
health care providers, in cases where people atdaitmhandle the
situation themselves. Specialised hospital caoalig required in cases in
which dangerous complications arise, such as Véipeleumonia or
Varicella meningitis, especially among adults. ®bigpox infection at the
end of pregnancy is a very serious condition, fotimother and child.

A study may serve as baseline before the eventydémentation of
vaccination. In the USA and Japan vaccination agaimskenpox is
common practice since 1995 and in Germany since.20@4e Netherlands
a vaccine against chickenpox with live weakened Mias been registered
since 2007, to be used in special cases suchiasfsatvith a transplant or
patients undergoing chemotherapy, but thus faoisadded to the national
vaccination program.

Method

In 2001-2010 only the number of patients which tledignosed as having
chickenpox was recorded. In 2000 additional infoiamatvas gathered
about the incidence of chickenpox in groups ofgrati consulting or not
consulting their GP.

This report exclusively contains information abthé results of the
registration of chickenpox in the electronic recorthe additional
information from 2000 has been published elsewHden(ing et al.). See
the list of publications below.
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Results

The number of chickenpox patients per 10,000 irteats is shown in Table
7.1 by province group, address density and foNéherlands as a whole.

Table 7.1  Number of chickenpox patients per 10,00@bitants by
province group, address density and for the Nethdslas a
whole in 2001-2010

province group address density Netherlands

N E w S 1* 2* 3*
2001 17 28 25 22 17 24 27 24
2002 18 45 31 30 21 33 32 32
2003 15 38 27 28 46 22 26 27
2004 9 29 29 31 39 18 36 25
2005 10 18 24 17 14 18 28 19
2006 21 20 35 36 31 25 39 30
2007 10 11 29 28 17 21 27 21
2008 11 7 25 16 10 13 35 16
2009 10 7 17 4 9 10 16 11
2010 18 13 19 20 13 16 31 18
* 1. <500/knf 2: 500-2500/krh 3: > 2500/krh

Following the epidemic in 2002 and the stepwise &&®e in the years
thereafter, 2006 showed an epidemic comparabléQ@a,2redominantly
striking the western and southern part of the cquiitne incidence in 2010
was higher than in the previous 2 years. The incdevas the highest in the
big cities like in the previous years.
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Seasonal influences

Patient numbers per 10,000 persons reported by &Rguprter are
presented in table 7.2.

Table 7.2 Number of patients with chickenpox pefQ0,persons per
quarter in 2001-2010

weeks 1-13 weeks 14-26 weeks 27-39 weeks 40-52
2001 9 8 5 3
2002 9 11 7 5
2003 10 8 6 3
2004 8 9 5 3
2005 6 5 4 4
2006 10 10 6 4
2007 7 8 2 4
2008 5 5 2 3
2009 3 3 3 2
2010 5 6 4 4

The incidence of chickenpox was higher in the fiaf of 2010 than in the
second half. This was also the case in the preyieass 2000-2009.

Age distribution

The incidence of chickenpox in the Netherlands 8000 persons is shown
by age group in Table 7.3.
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Table 7.3  Number of patients with chickenpox pef@0,persons by age
group and for the Netherlands as a whole in 2001-2010

age group <1 14 5-9 10-14 15-19 20-24 25-29 30-34 35-39 40-44 45-49
2001 320281 70 12 (4 6 7 5 (3 (3 -
2002 301359 136 11 (3) (4 8 6 (3 (3 (1
2003 284358 63 9 (3 8 (4 7 (4 -

2004 225311 8 (5) (7)) 6 6) G 6G) (2 @ -
2005 217232 44 6) 4 6 4 3 @ B (@
2006 305331 102 7 (2 13 4 (G) 8 (0 (1
2007 235278 53 (2 3 @ B 3 G @O (@
2008 207199 41 8 (5) B @ @ (O @ (@
2009 90159 21 (3) O @ @ @ @ @ ()
2010 230274 39 (5) (0 @) @O 6 @ (0 (@

Chickenpox predominantly affects children youndmt 10 years. The
incidence in 2010 was considerably higher than énpifevious year, for all
age groups. Above the age of 50 chickenpox occunadjtally (data not in
table).
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Figure 7.1 Number of cases of chickenpox per 10g#8ons by age
group and for the Netherlands as a whole in 2010
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Extrapolation

Table 7.4  Extrapolation of incidence rate to thedbuyopulation

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)

topic total total
year (m+f) (m+f)
chickenpox
2001 24 38,500
2002 32 51,500
2003 27 44,000
2004 25 40,500
2005 19 31,000
2006 30 49,000
2007 21 34,000
2008 16 26,000
2009 11 18,000
2010 18 30,000
* number of patients, consultations, etc. per 10,8@n and/or women (data from

sentinel practices)
* extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
question), rounded off to the nearest thousand

Discussion

After the epidemics in 2002 and 2006 the incidenc20i10 is higher than in
the previous 2 years, possibly a mild or startipiglemic. Epidemics of
chickenpox usually occur once every 3-4 years. I8itgias in previous
years the incidence was the highest in the morsilggropulated parts of
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The Netherlands. Chickenpox mostly affects childremnger than 10 years,
predominantly children younger than 5 years. Orfigvapatients consult
their GP for this. One consequence of the frequeriiroence of chickenpox
in the youngest age groups (< 5 years old) iswlremhen who are pregnant
for at least the second time run a greater rigtoafing into contact with
chickenpox. However, also among this group the degfreeotection is

high, because more than 90% has endured the diseasmung age. The
Health Counsel has advised first to monitor the nemald complications
evoked by chickenpox, before it will advise abow flossible inclusion of
chickenpox vaccination into the national vaccinagpoogram.

This topic of chickenpox was discontinued in 20ddcause data on this
topic are also available via other sources.

Publications based fully or partly on continuous mabidity
registration data

Donker Gé, Haar van der ElM/aterpokken: vaccinatie invoeren of niét@isarts en
Wetenschap 2009;52(4):165

Boot HJ, Melker de HE, Stolk EA, Wit de GA, KimmasTAssessing the introduction of
universal varicella vaccination in the Netherlan¥sccine 2006;24(37-39):6288-99

Melker de HE, Berbers G, Hahné S, Ruimke S, Hof van3jaVit de A, Root HThe
epidemiology of varicella and Herpes Zoster in Negherlands: implications for
varicella zoster virus vaccinatio.accine 2006;24(18):3946-52

Fleming DM, Schellevis FG, Paget WHealth Monitoring in Sentinel Practice Networks.
Final Report to the EU, Nivel, 2002

Fleming DM, Schellevis FG, Falcao I, Alonso TV, RadVL. The incidence of chickenpox

in the community. Lessons for disease surveillamsentinel practice network&ur J
Epidemiol 2002;17:1023-1027
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8 Whooping cough
Topic owner: Dr. H. de Melker, (RIVM) (1998-2010)

Introduction

Whooping cough is an acute, very infectious disediske upper airways
that is caused by the bacteBardetella pertussiand in some cases by
Bordetella parapertussis

Notably in children younger than 3 months whoopioggh may have very
serious complications such as brain damage andutsioms actelectasis of
the lungs, pneumothorax, and pulmonary emphysemh&een death.
Immunity is built up both after having had whooptwugh and after having
a vaccination, but in both cases the immunity desee again with the
passage of time.

Vaccination againdordetella pertussibas been included in the Dutch
government’s vaccination programme 1952. The péagenof people
reached by this programme is high (> 96%).

The vaccine that was developed in the 1950s wastiefdo preventing the
infection but did not wipe out the bacteria. Thetbea remained in
circulation and in spite of the large numbers afgle who have been
vaccinated the incidence of whooping cough in théndignds has been
increasing since 1996. Every few years it reach&eepc levels. Analysis
of the available data showed that the proportiovectinated people among
the indicated disease cases of whooping cough laedised. From July
2001 children at the age of 4 are therefore reimated with a specific a-
cellular vaccine.

Since 2005 vaccination with a cellular vaccine ia finst year of life have
been substituted by an a-cellular vaccine.

Whooping cough is one of the diseases includedemational mandatory
notification. However, the development of the illnassl the criteria for
registration lead to significant under-reportingldhe number of
notifications do not reflect the real picture. Urméporting can be caused by
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3 reasons. Firstly, many people, notably adults idae been coughing for
a few weeks, do not quickly decide to consult a do&Gecondly, if a patient
consults a doctor and the doctor suspects whoopingh; then a laboratory
test will not always be requested. Thirdly, not allsG&port all proven cases
of chickenpox to the health authorities.

Direct registration of whooping cough in general fic&cis one way of
gaining insight in to the extent of under-reportiAg the end of the 1990s
information about the incidence of whooping cough natsavailable in
general practice and was just as difficult to obfedm other sources.
Further research into the changes in the epidemyadé whooping cough
was considered desirable, especially after thedntrtion of an improved
vaccine in 1998. In 1998, it was decided to expperention of whooping
cough and the diagnostic method in the sentinelesilance. Because of the
recent changes in the strategy of vaccination agahooping cough it is
desirable that monitoring will be continued. In 20fiGther analysis into the
shifts in epidemiology and age distribution tookqd, since the in
introduction of the acellular vaccine (Donker and \dan Gevel).

Method

The sentinel doctor is asked to register everyepatvith whooping cough,
divided up into gender and age group. A case degmifs not easy because
of the often atypical development of whooping coirgliaccinated people.
The sentinel doctors use the following definitionfdhooping cough:
Long-term cough (longer than 3 weeks) with moreess ltypical charac-
teristics and/or proof dBordetella pertussis/parapertussigection
(according to the protocol of the National CoordimaiCentre for
Combating Infectious Diseasdsapidelijke Codrdinatiestructuur
Infectieziektebestrijding

Using an additional questionnaire, a difference éslenbetween clinical
whooping cough that is not laboratory-confirmed argymptomatic
infection (typically or not) wittBordetella pertussis/Bordetella
parapertussighat is confirmed by a laboratory test. By makihig t
distinction, insight may be obtained into the freqay of whooping cough
diagnosed by the GP on basis of clinical signs only.
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A few weeks after registering a case of whooping cahglGP is asked to
provide additional information about the regiswatand about the results of
the laboratory test if one was requested. The GPalgil be asked whether
the patient has ever been vaccinated against whgapimgh and if so, how
many doses of inoculation have been applied.

The information, together with other sources of infation about the
occurrence of whooping cough, is used by the Cdotrimfectious
Diseases, Epidemiology and Surveillance of the Riat\NBilthoven to
interpret the progress of whooping cough in the Nédhds.

Results
Distribution by province group and address density.

In 2010 35 patients were reported with whooping cougdtich amounts to 3
per 10,000 patients. This incidence is comparaltle tlie incidence in the
previous year (see Table 8.1). There is an epidergcy three to four years.
Since the introduction of the acellular vacciner-four year olds in 2001
and for zero year olds in 2005 — the epidemicglameeasing (Donker and
Van der Gevel Huisarts en Wetenschap 2011;54(2):53).
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Table 8.1  Number of patients with whooping couglpiovince group,

address density and for the Netherlands as a whelg,qp000
people, 2001-2010

province group address density Netherlands

N E W S 1* 2% 3*
2001 3 5 15 7 6 9 22 11
2002 2 2 5 6 2 4 7 4
2003 0 Q) 4 3 0) 2 7 3
2004 6 10 8 9 7 7 12 8
2005 0 6 6 11 6 6 5 6
2006 1 7 2 7 2 2 3
2007 4 6 4 7 5 3 5
2008 3 1 3 15 5 5 2 5
2009 2 5 4 1 2 4 2 3
2010 3 2 3 3 1 3 3 3
*  1: <500/knf 2: 500-2500/krh 3: > 2500/krh

No consistent differences have been found in pr@vgroup and population
density during all the years of registration.

Distribution by age group

Table 8.2 shows the numbers of patients with whoopingh per 10,000
inhabitants and per age group.
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Table 8.2 Number of patients with whooping couglabg group per
10,000 inhabitants, 2001-2010

age group 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

<1 20 5 (1) (299 (® @18 (B 9 -
1-4 9 21 14 35 30 17 17 8 17 (4
5-9 15 20 11 33 18 (7) 10 9 7 (4
10-14 9 10 (3 23 10 10 17 24 7 10
15-19 9 @ @ 10 @ M 14 6 T @
20-24 - M - 3 - -3 @ @ @
25-29 @ @ @ - - - U C) - @
30-34 4 O O 6 5 @ 6 @ @ O
35-39 6 (1) () 6 4 @O @O @ - -
40-44 @ - - @ - 6 3 6
45-49 6 - (1 @3 6 - 6 O @O @
50-54 o @ @ & @ - o @ - @
55-59 @ - - 3 6 N €O CO R €O B €
60-64 @ @ @ - (® - @ @ - @
65-69 - - (5) - 0 - - ()
>70 @ @ - 0 @ - - - -

Whooping cough may occur at any age. Analysis opiréod 1998-2009 in
three groups of 4 years shows that since the inttaztuof the acellular
vaccine — for four year olds in 2001 and for zegaryolds in 2005 — the peak
incidence gradually shifts from toddler to teenad@snker and Van der
Gevel 2011). In 2010, the highest incidence is fdsad in the age groups
0-19 years, especially the sub group 10-14 years.

Continuous Morbidity Registration at Dutch SentiGaneral Practice Network 2010, NIVEL 201265



Extrapolation

Table 8.3  Extrapolation of incidence rates toliuch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)

topic total total
year (m+f) (m+f)
whooping cough
2001 11 17,500
2002 4 6,500
2003 3 5,000
2004 8 13,000
2005 6 9,800
2006 3 4,900
2007 5 8,000
2008 5 8,000
2009 3 5,000
2010 3 5,000
* number of patients, consultations, etc. per 10,8@n and women (data from sentinel

practices)
* extrapolation of the incidence rates to the Dupopulation as a whole (for the year in

question), rounded off to the nearest thousand

The results on diagnostics are published in medicdalles.
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Discussion

In spite of the large number of people being vaateid against whooping
cough it still does occur relatively often in theppilation. The incidence of
whooping cough recorded in general practice is hitfen the officially
declared incidence. However, this difference hasinecamaller during the
last years, as the incidences in both registratimaslecreasing.

Whooping cough occurs in all age groups. Accordinthe registration by
GPs whooping cough has the highest incidence betwé&érny8ars. Since
the introduction in 2001 of vaccination with an dhdar vaccine at the age
of 4 years and the replacement of a cellular vacbinan a-cellular vaccine
in the first year after birth in 2005, the peakid®nce gradually shifts
towards teenage groups. This was also the case ) (th a peak
incidence in the age group 10-14 years.

The topic will be continued in 2011.
Publications based fully or partly on continuous mabidity

registration data

Donker Gé, van der Gevel Jod§inkhoest van kinder- naar tienerziekittuisarts en
Wetenschap 2011;54(2):53

Greeff de Sabine C. Lugnér Anna K. Heuvel van deni@ M, Mooi Frits R, Melker de

Hester EEconomic analysis of pertussis illness in the Dygepulation: Implications for
current and future vaccination strategid&ccine 2009;(27):1932-1937
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9 Acute gastro-enteritis
Topic owner: Dr. W. van Pelt (RIVM-CIE) (1992-1993906-2010)

Introduction

Gastro-enteritis is among the top ten illnessekénNetherlands in terms of
incidence. It is an iliness that places a conslaerburden on the primary
health care systefh.

Gastro-enteritis was added again to the surveillahtiee Continuous
Morbidity Registration Sentinel Practices in the idgtands in 1996. Also in
1992 and 1993 the subject has been registerecklsetttinel practices.
Initially (until 1999) the investigation mainly fased on the assessment of
trends in the incidence of gastro-enteritis, camipgtteriosis and
salmonellosis and the burden of health care invhlatso with regard to
specific pathogens. The results of this researgl baen published before.

Since 2000 this topic has been maintained in aecme with the first of the
above aims: the monitoring of trends in the incieof acute gastro-
enteritis in general practice. In 2001-2002 supgletary information was
collected about laboratory diagnosis of patientd sefor consultation
within the frame-work of regular health care. Theuhessof this study are
published elsewhere (van den Brandhof et al. 2006).

Method

Sentinel doctors are asked to report patients avitbw episode of gastro-
enteritis. A new episode includes that the patieaeen for the first time
during the current episode and has not shown symgpfor at least 14 days
following an earlier report. Patients who consulirti&P solely by phone
are not reported.

In 2001 and 2002 the doctors were also asked toateliwhen the GP
decided as part of regular health care to perfofaeees test. The doctors
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were asked to indicate the reason why the test vgaested, the micro-
organisms for which the test was performed and wheitigoiotics were
prescribed.

In 2003 it was requested to only report the occueeasf acute gastro-
enteritis and to indicate whether or not a faecetswias performed. No other
guestions with regard to the indication or resulthef test are asked.

The sentinel doctors adhere to the following definiof gastro-enteritis:

- thin bowel movements three or more times a ddferitig from the
normal situation for the person concerned, or

- thin stools and two of the following symptoms: éewomiting, nausea,
stomach ache, stomach cramps, blood or mucus istdloés or

- vomiting and two of the following symptoms: fevagusea, stomach
ache, blood or mucus in the stools.

Results

Table 9.1 shows the number of reports of acute g&streritis, by province
group, address density and for the Netherlandsrdmke.
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Table 9.1

Numbers of cases of acute gastro-entbyitfgovince group,

address density and for the Netherlands as a wheld,qy000

men and per 10,000 women, 2001-2010

province group

address density

Netherlands

N E W S 1* 2% 3+

2001 male 76 98 78 122 102 90 95 93
2002 65 109 106 113 81 99 151 104
2003 111 127 103 104 121 103 117 109
2004 76 115 90 135 141 91 109 103
2005 73 125 90 101 131 82 117 96
2006 85 135 112 167 121 119 126 121
2007 69 36 110 110 66 77 135 86
2008 92 53 89 130 105 71 150 90
2009 73 43 72 59 64 56 84 64
2010 86 57 75 96 80 73 97 79
2001 female 55 108 97 169 100 106 127 109
2002 58 108 113 110 70 95 135 98
2003 93 142 103 118 134 104 115 112
2004 61 102 98 107 136 82 97 94
2005 45 112 96 108 100 87 107 93
2006 71 124 122 143 107 122 112 117
2007 67 36 122 139 56 95 134 95
2008 83 57 91 152 88 79 158 93
2009 68 62 77 65 73 60 92 70
2010 110 57 83 112 95 87 95 90
*  1: <500/knf 2: 500-2500/krh 3: > 2500/krh

Continuous Morbidity Registration at Dutch SentiGaneral Practice Network 2010, NIVEL 201271



Table 9.1 Numbers of cases of acute gastro-entdsitiprovince group,
address density and for Netherlands as a whole,(p@0Q men
and per 10,000 women 2001-2010 (cont.)

province group address density Netherlands

N E W S 1* 2* 3*
2001 total 65 103 88 145 101 98 112 101
2002 58 109 113 110 76 97 143 101
2003 102 134 103 111 128 103 116 110
2004 68 109 94 121 138 86 103 98
2005 59 119 93 104 116 85 112 94
2006 78 129 117 155 114 120 119 119
2007 69 36 116 124 61 86 135 90
2008 88 55 90 141 92 75 154 91
2009 70 53 75 61 69 58 88 67
2010 99 57 79 104 88 80 96 84
* 1. <500/knf 2: 500-2500/krh 3: > 2500/krh

The highest incidence for men and women was seedd6.2

In 2010 the incidence is higher than in 2009, butdr than in the years
before 2009, for men and women. The highest incidésfound in the big
cities and in the northern part of the country. @ifference between men
and women is inconsistent.

72  Continuous Morbidity Registration at Dutch SentiBeneral Practice Network 2010, NIVEL 2012



Age distribution

Table 9.2  Numbers of patients with acute gastro-gistper 10,000
inhabitants, 2001-2010

total

age group 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
(year)

<1 823 653 613 765 687 690 588 689 432 741
1-4 397 412 437 341 296 472 349 368 267 313
5-9 170 195 197 136 163 156 114 114 85 107
10-14 84 96 125 80 79 107 56 61 76 58
15-19 92 86 83 82 100 84 53 54 49 61
20-24 105 101 118 99 80 121 84 85 53 85
25-29 73 105 95 87 72 104 82 80 46 79
30-34 70 72 94 99 67 80 84 83 64 75
35-39 75 69 84 71 56 86 44 72 35 49
40-44 66 63 52 55 55 61 38 56 42 45
45-49 50 48 66 70 49 65 49 44 36 46
50-54 62 59 65 67 57 67 57 42 28 45
55-59 59 50 54 57 57 67 76 53 41 43
60-64 99 46 68 48 78 61 48 54 36 60
65-69 57 65 56 58 76 92 63 73 65 41
70-74 67 63 72 54 82 102 100 61 35 73
75-79 82 38 49 101 98 125 131 119 72 92
80-84 70 58 110 115 131 193 152 141 88 133
>85 67 86 81 104 131 166 152 174 178 219
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Figure 9.1 Numbers of patients with acute gastroriistin 2010, by age
group per 10,000 inhabitants
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During the whole registration period, most casesatexgastro-enteritis
were diagnosed among babies and 1-4 years old81bthis was also the
case, but especially for babies, the incidence Vigistly lower than in the
previous years. Similarly as during the years 2P0B9, a higher incidence
was found once again for persons older than 75 ye&@@10.

Seasonal influences

Table 9.3 shows the numbers of cases of acute gasteaitis that were
reported per season.
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Table 9.3 Numbers of patients with acute gastro-gistger 10,000
inhabitants from 2001-2010, arranged per quarter

quarter 1:weeks 1-132 : weeks 14-26 3 : weeks 27-39 4 : weeks 40-52
2001 30 23 27 20
2002 27 25 23 25
2003 40 23 28 18
2004 25 22 24 27
2005 30 19 24 21
2006 41 28 27 23
2007 25 24 18 22
2008 37 18 17 16
2009 24 11 15 14
2010 32 18 17 19

Similarly as in most earlier years the highestdraice in 2010 is seen
during winter time (first quarter).

Faeces test in cases of acute gastro-enteritis

Table 9.4 gives a summary of the number of repuiréscute gastro-enteritis

for which the GP requested a faeces test, arrangqur@énce group, by
address density and for the Netherlands as a whole.
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Table 9.4 Number of times that the GP requestedae$atest in cases of
acute gastro-enteritis, per province group by asildensity
and for the Netherlands as a whole, per 10,000 itdoatisifor

2001-2010
province group address density Netherlands

N E w S 1* 2* 3*
2001 5 16 16 15 17 13 14 14
2002 7 11 16 19 14 13 19 14
2003 20 31 26 25 34 23 20 25
2004 17 29 24 20 30 15 34 22
2005 21 13 25 22 18 19 33 21
2006 35 10 32 18 22 24 34 26
2007 20 33 29 13 16 25 31 25
2008 6 3 13 22 9 11 13 11
2009 10 5 11 7 8 7 13 9
2010 15 8 9 9 8 10 11 10
* 1. <500/knf 2: 500-2500/kr 3: > 2500/krh

The number of requests in 2010 was similar to tha0i09, but lower than
in the years before 2009. In 2010, the number qiiest for a test was the
highest in the big cities and in the northern pmoeis, which is consistent
with the higher incidence in these areas.

Age distribution

Table 9.5 shows the number of requests for a faesem cases of acute
gastro-enteritis per age group and per 10,000 psrso
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Table 9.5 Number of requests for a faeces tesises of acute gastro-
enteritis per age group per 10,000 inhabitants 20011-2010

age group 2001 % 2002 % 2003 % 2004 % 2005 %
(vear)

<1 69 7 86 13 90 15 49 6 82 11
1-4 39 10 50 12 78 18 45 13 57 16
5-9 13 8 1 6 36 18 30 15 18 10
19-14 7 8 13 13 15 12 15 19 24 23
15-19 12 12 19 22 13 16 17 21 32 24
20-24 13 12 17 17 32 27 22 22 17 17
25-29 9 11 13 12 32 34 22 25 16 19
30-34 14 19 15 21 26 31 27 27 22 25
35-39 10 15 13 18 19 37 17 24 20 27
40-44 9 15 10 17 22 33 23 42 22 28
45-49 14 26 9 19 19 29 20 29 19 28
50-54 17 26 6 10 19 29 24 36 12 18
55-59 12 20 14 28 16 30 23 40 16 22
60-64 11 12 12 26 11 16 12 25 17 18
65-69 8 17 @ 6 17 30 32 60 25 25
70-74 10 17 6 7 15 21 19 32 13 14
75-79 8 10 6) 15 31 63 @ 7 3 3
80-84 23 31 -0 13 12 (10) 9 20 13
>85 23 33 -0 (5) 6 @ 7 0 0

% = number of faeces tests: number of reports wieagastro-enteritis x 100
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Table 9.5 Number of requests for a faeces testses of acute gastro-
enteritis per age group per 10,000 inhabitant@@1-2010

2006 % 2007 % 2008 % 2009 % 2010 %

<1 45 6 118 17 28 4 (16 4 @a5 2
1-4 61 13 77 18 30 8 31 112 31 10
5-9 25 16 27 19 (6) 5 ® 7 9 8
19-14 19 17 9 14 (3) 5 @ 4 8 14
15-19 26 31 21 29 (8 15 (1) 2 16 26
20-24 42 35 29 26 12 14 12 23 11 13
25-29 41 39 35 30 13 16 14 30 10 13
30-34 31 38 25 23 10 12 (6 9 13 17
35-39 19 22 24 35 12 17 11 31 (5 10
40-44 23 38 13 25 (9 16 () 26 8 18
45-49 10 15 22 31 (@ 20 () ¥ 9 20
50-54 22 33 18 24 12 29 (4 11 (6 13
55-59 19 28 14 15 15 28 11 39 (5 12
60-64 27 43 26 35 (8 15 (4 10 (5 8
65-69 20 22 24 27 (9 12 15 42 13 32
70-74 21 21 15 13 (5) 8 17 °7 15 31
75-79 26 19 10 7 (9 8 @3 4 (5 5
80-84 31 16 17 10 13 9 o O (@7 5
>85 @ 4 12 7 () 1 M 8 @ 2

% = number of faeces tests: number of reports wteagastro-enteritis x 100

Overall, the number of registered requested faexsts per 10,000 people
per age group shows the same pattern as for tHentotder of reports of
acute gastro-enteritis per age group. In absolubebers most requests for a
faeces test were made in 2010 for 1-4 years olds.

However, this is not the case for the number of fatests per age group as

a percentage of the total number of reported cafsasute gastro-enteritis in
that age group. In adults a faeces test is periommare often.
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Children (< 15 years old) with acute gastro-entegbnsult their GP more
often than older children or adults. When peoptienthan 14 years of age
consult their GP with the symptoms of acute gastiteritis the GP will
relatively more often request a faeces test, vhigheixception of the age
group=> 75 years.

Extrapolation

Table 9.6  Extrapolation of incidence rates toigch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)

topic m f total m f total
year
gastro-enteritis
2001 93 103 101 74,000 83,000 157,000
2002 104 98 101 83,000 80,000 163,000
2003 109 112 110 88,000 91,000 179,000
2004 103 94 98 83,000 86,000 164,000
2005 96 93 94 77,000 77,000 154,000
2006 121 117 119 98,000 97,000 194,000
2007 86 95 90 71,000 80,000 151,000
2008 90 93 91 73,000 77,000 150,000
2009 64 70 67 52,000 58,000 110,000
2010 79 90 84 65,000 75,000 139,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*k extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
guestion), rounded off to the nearest thousand
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Discussion

In 2010 the incidence was higher than in 2009 Jdwer than in the years
before 2009. In 2006 the incidence was the higipestiominantly in the
first quarter. Similarly as in 2002/2003 this coied with a high incidence
of Norovirus and the occurrence of a Rotavirus epidé® **

As part of regular health care GPs request a faesesdiatively more often
for patients who are older than 14 years. Thiseésrdisult of a difference in
consultation behaviour between cases of acute gastauitis involving
children (< 15 years old) and cases involving yopagple and adults (> 15
years old). This second group consults the doct@nwhey have more
serious symptoms that last longer. Diarrhoea follgvértrip abroad occurs
more often in young people and adults.

This topic was continued in 2010.

Publications based fully or partly on continuous mabidity
registration data

Pelt W van, Notermans D, Mevius DJ, Vennema H, Koaps MPG, Duynhoven YTHP van
Trends in gastro-enteritis van 1996 — 2006: Verdemname van ziekenhuisopnames,
maar stabiliserende sterftinfectieziekten Bulletin 2008;19(1)

Pelt van W, Friesema |, Doorduyn Y, Jager de CM,rihwwyen YTHP Trends in gastro-
enteritis in Nederland; notitie met betrekking t60Z.RIVM project V/210221/TS.
RIVM, Bilthoven, December 2008

Pelt van W, Notermans D, Giessen AW, Mevius DJ,né&ma H, Koopmans M, Asten van L,
Duynhoven van YTHPTrends in gastro-enteritis van 1996-2005; Toenaare v
ziekenhuisopnames en sterfte: een toenemenderroinade infectiesnfectieziekten
Bulletin 2006;10:364-70

Brandhof van den WE, Bartelds AIM, Koopmans MPGyithoven van YTHPGeneral

practitioner practices in requesting laboratorytefor patients with gastro-enteritis in the
Netherlands2001-2002; BMC Family Practice 2006;7:56
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Pelt van W, Wannet WJB, Giessen van de AW, Meviuskedpmans MPG, Duynhoven van
YTHP. Trends in gastro-enteritis van 1996 tot en met 20@bgste aantal
ziekenhuisopnames sinds 1996, maar afnemendeveenidboratoriumbevestigde
salmonellose en campylobacteriob#fectieziekten Bulletin 2005;16:250-6

Pelt van W, Duynhoven van YTHPFrends in gastro-enteritis in Nederland; notitietme
betrekking tot 2004Bilthoven: Rijksinstituut voor Volksgezondheid enligu, (juli)
2005

Kroneman A, Vennema H, Duynhoven van YTHP, DuizeK&pmans MHigh number of
norovirus outbreaks associated with a GGII.4 vatiemthe Netherlands: does this herald
a world-wide increasefttp://www.eurosurveillance.org/ew/2004/0412235d9p

Duynhoven van YTHPGastro-enteritis in the Netherlands: studies on festtors and
burden of ilinessProceedings EU-RAIN Conference: Food pathogen epaeqy:

microbes, maladies and methods, 2-3 december Be@Hia, Italy

Brandhof van den W, Wit de GA, Wit de MAS, Duynhowam YTHP.Costs of gastro-
enteritis in the Netherland&pidemiol Infect. 2004; 132:211-21
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10 Sexually Transmitted Diseases (STD)
Topic owner: Mrs. dr. I. Van den Broek (RIVM)(2010)

Introduction

Together with respiratory, gastro-intestinal aniciany tract infections,
Sexually Transmitted Diseases (STD) are the mogtéetly occurring
infectious diseases in the Netherlands. Chlamygtiaprrhea, syphilis,
HPV-infection, hepatitis-B and HIV infection are timost important STDs.

National surveillance of STD is predominantly perfediby the electronic
SOAP registration of the RIVM, used since 2004 bySA® out patients
clinics of the municipal health agencies (GGD), andugh registration of
infections by the HIV Monitoring Foundation. The GGDX gatients clinics
offer low threshold STD-care to high risk groups gegsons who prefer to
remain anonymous. In recent years the number of &¥i3ultations at the
GGD out patients clinics has increased substantially.

However, it is estimated that GPs account for 65-75%l & TD-related
consultations. This was recently confirmed by #mutts from the CMR
topic “ fear of STD” and from estimates based onHItata (“Landelijk
Informatienetwerk Huisartspraktijken” or Netherlaaormation Network
for General Practice). In previous years GPs havieetbt steady increase
in the number of STD-related consultations (seedeanBroek et al, 2010).
This increasing trend is also described in the ahsurveillance report of
the RIVM (Koedijk et al., 2010). Therefore, regaton by CMR sentinel
practices, may serve as a welcome addition to ttiese especially because
the questionnaires that have been included willigeinsight into the
background and reasons of a request for a STDinesbnsultation with the
RIVM and STD-AIDS the Netherlands, the topics 'fefAtDS’ and
‘urethritis in men’ have been replaced by ‘STDnhien and women from 1-
1-2008 onward. In this chapter only data regardind-$elated
consultations by sentinel GPs are being reported.cbiiected additional
data are published separately.
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Method

The sentinel GPs are instructed to register thig tapa new STD
consultation, except if a consultation was askednfiormation on i.e.
prescription of anticonceptives. Proof of STD is mandatory for
registration. Also fear of STD and the possibilityS3fD and/or AIDS
should be registered. In addition a questionnalgFessing additional
information emerging from the consult should be pteted. If diagnostic
STD-tests are requested, a form with the test eshituld be added to the
guestionnaire. The diagnostic tests for chlamygli@morrhea, trichomonas,
HIV and/or syphilis are performed by the regiorsdddratory of the
participating practice. Only sentinel practices répg SOA at least once
per year were included.

Results

The results are based on data from 37 reportingtipes. The number of
STD-related consultations per10,000 patients pavipce group and address
density are presented in table 10.1.The incidesmitieei highest in the
western part of the Netherlands (60/10,000) anderbty cities (60/10,000).
The number of STD-related consultations was apprabtéiy the same in
recent years.
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Table 10.1 Number of new STD-related consultati@rsppovince group,
address density and for the Netherlands as a whol&0p@00

in 2008-2010
province group address density Netherlands
N E W S 1* 2* 3*
2008 35 38 65 50 20 46 88 49
2009 37 22 64 46 21 37 85 45
2010 37 32 60 50 32 48 60 47
*  1:<500/knf 2: 500-2500/krh 3: > 2500/krh

Age distribution

In table 10.2 the data on new STD-related consoftatare shown per age
group. The age group between 20 and 30 years dsribalGP the most for
these problems. More women than men consult the GETD and/or fear
for AIDS.
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Table 10.2 Number of new STD-related consultatiomsage group and

per 10,000 inhabitants, 2009-2010

2008 2009 2010
age group m f t m f t m f t
10-14 0 12 6 0 15 7 0 (6) 3
15-19 32 121 76 57 137 97 51 145 97
20-24 178 302 241 148 217 183 165 263 215
25-29 141 175 158 144 169 157 150 140 145
30-34 58 116 87 70 102 87 80 100 90
35-39 64 90 77 68 65 66 60 76 68
40-44 47 49 48 54 28 41 30 48 39
45-49 23 38 31 43 35 37 22 41 32
50-54 10 23 16 19 14 16 17 25 21
55-59 16 14 15 (12) 23 17 22 19 20
60-64 5 15 15 18 0 9 13 (8 11
65-69 5 10 8 0 @ (@ 0o B @
70-74 13 0 6 (10) (14) 12 B @ 6
75-79 @ 6 6 @ & 6
80-84 - - - - - - - | @
total 38 60 49 40 51 45 39 55 47
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Extrapolation

Table 10.3 Extrapolation of incidence rate to theédbyopulation

frequency Netherlands**

incidence rate (per 10,000)* (absolute number)
topic m f total m f total
year (m+f) (m+f)
STD
2008 38 60 49 31,000 50,000 81,000
2009 40 50 45 32,500 41,500 74,000
2010 39 55 47 32,000 46,000 78,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*k extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
question), rounded off to the nearest thousand

Discussion

As expected, the highest incidence of new STD-relatedultations were
reported in the big cities and the western parhefNetherlands, where most
of the big cities are located, with an age peak betmgd and 30 years. GPs
are consulted more frequently by women than by roe®TD and/or fear of
AIDS.

The incidence rates from the sentinel practicedoaver than from LINH.
LINH estimated the incidence of STD/HIV or fear of SHIV on basis of
the relevant ICPC codes. The LINH estimate for 2089 115 per 10,000.
The lower estimates of the sentinel practices aectdulifferences in the
applied criteria for STD-related consultations, idrich a questionnaire was
filled in at the sentinel practices in comparisdthwhose for the STD-
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episodes based on ICPC codes and the lower threfhotetluding sentinel

practices in the analysis. The additional data ftbenquestionnaires will be
compared with the data from LINH and other sourcessé&will be reported
separately.

This topic will be continued in 2011.

Publications based fully or partly on continuous mabidity
registration data

Vriend HJ, Koedijk FDH, Van den Broek IVF, Van Vegit, Op de Coul ELM, Van
Sighem Al, Verheij RA, Van der Sande MARexually transmitted infections, including
HIV, in the Netherlands in 2010trecht, RIVM report number: 210261009/2011

Dorsman S, Donker G, Van den Broek IVF, Van Bergengst voor HIV/AIDS.
Hulpvragen bij de huisarts in de periode van 1988en met 2009Rapport NIVEL mei
2011

Van den Broek IVF, Verheij RA, van Dijk CE, KoedijlbiFH, van der Sande MAB and van
Bergen JEAMTrends in sexually transmitted infections in thehiddands, combining
surveillance data from general practices and selyuzhnsmitted infection centerBMC
Family Practice 2010;May 20:11:39

Vriend HJ, Donker GA, Bergen van JE, Sande van d&BMBroek van den IUrethritis bij
de man in de huisartspraktjik. SOA'’s vooral op jerggleeftijd.Nederlands Tijdschrift
Geneeskunde 2009;153:A323

Koedijk FDH, Vriend HJ, van Veen MG, Op de Coul EL%&n den Broek IVF, van Sighem
Al, Verheij RA, van der Sande MABSexually transmitted infections including HIV, in
the Netherlands in 200&nnual STI-report RIVM, available at:
http://www.rivm.nl/bibliotheek/rapporten/210261068nI

Donker Gé, Wolters Irmin, Bergen van Jhluisartsen moeten risicogroepen testen op hiv.
Huisarts en Wetenschap 2008; 51:(419)

Kerssens J)/ragen aan de huisarts over HIV en AIDS, van 1998425 0AIDS 2005;2:8-9
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Kerssens JJ. PetersAngst voor AIDS: hulpvragen bij de huisarts in @éegipde van 1988 tot
en met 2004Utrecht, NIVEL, 2005
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11 Urinary tract infection
Topic owner: Dr. E.E. Stobberingh, SWAB (2009-2010)

Introduction

Urinary tract infections are common in general pcactThe incidence
varies from 40-60 per 1000 patients, dependindherpbpulation. The initial
treatment with antibiotics by the GP is not basetheroutcome of
bacteriological analysis. The choice of an antibist predominantly based
on the guidelines from the Dutch GP Association amdetitnes on other
considerations. This approach is also followedaéffilhst treatment has no
effect. Only when treatment failure occurs for a secime bacteriological
analysis will be performed.

The empirical choice of antibiotics should be basedhe actual sensitivity
percentages for antibiotics of the microorganisonise treated, being
unselected urological pathogens. For an optimaicehactual data are
necessary. The most recent data stem from 2003-20€at period
research was being performed on the antibiotic 8eitygiof unselected
micro-organisms isolated from women between 12-7@syeansulting their
GP for an uncomplicated urinary tract infection. &8exe of the increasing
incidence of (multi) resistance in hospitals (Netpr2810) and the
increasing prevalence of so-called Extended SpmcBeta-lactamases
(ESBL) in the veterinarian sector (D. Mevius, pea@ommunication) it is
important to repeat the 2002-2003 study in ordetiain actual data. It has
also become clear that sensitivity data for uralabpathogens isolated from
men are lacking or scarce. In connection with theaexural antibiotic
surveillance of SWAB a surveillance of antibiotimsiivity for urological
pathogens has been started in general practi@20@ The results will be
reported elsewhere.
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The aim of the study is:

determination of antibiotic sensitivity of urologigpathogens isolated from
men and women consulting the GP with symptoms inidiedibr a urinary
tract infection.

Method

» All male and female patients with symptoms of aany infection should
be included, independent of the applied theramjuding patients with a
catheter.

* Incidence and prevalence are determined usin@iGitles U71 (cystitis)
and U70 (pyelitis).

» The usual diagnosis and way of treatment in gepeaatice is
continued. This is not excluded by the currentstud

* In the freshly produced urine a uricult is imneztsmarked with the code
of the GP and patient number, to be sent to theehakigical laboratory
of the Maastricht University Medical Centre (MUMC).

» Isolation and determination of the uropathogerishei performed
according to the standard microbiological methafdSWAB.

* The GP receives the bacteriological results weekly.

* The project leader and SWAB are informed yearhe Tesults are
published in Nethmap every year.

+ If the practice is very busy on a given day thes@re requested to sent
the first 2 samples of that day.

Results

Table 11.1 shows the number of reported episodesanitinary tract
infection stratified by region and address densitgn, women and total.
The incidences are based on analysis of episodagheétiICPC codes U70
(pyelitis) and U71 (cystitis). Incidences of 2008y twere recalculated,
because the dataset is now more complete than dhengrevious annual
report. For both groups underreporting is likelgchuse most of the
activities were performed by GP assistants and thdtsawere available
only one day later. The reported incidences in 2&&0slightly lower than in
2009. As usual, the incidence in women is much higjtean in men.
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Table 11.1 Number of episodes with a urinary trafetation per province
group and address density in the Netherlands, pe0QGnen
and 10,000 women in 2009-2010

province group

address density

Netherlands

N E w S 1* 2% 3*

2009 186 167 111 230 137 181 131 161
2010 144 150 119 212 150 158 156 156
2009 946 1054 817 1471 836 1082 955 1014
2010 776 959 795 1157 915 905 984 922
2009 570 614 478 849 479 942 557 596
2010 463 557 468 679 528 538 579 543
* 1: <500/knf 2: 500-2500/krh 3: > 2500/krh

Age distribution

The incidence of urinary tract infection in womeraisiost 6 times higher
than in men. For both groups the incidence incieaspecially after the age
of 60 years (Table 11.2). The differences between and women are
reducing with age: at 85+ years the incidence afamyi tract infection in
women is about 2 times higher than in men.

Continuous Morbidity Registration at Dutch SentiGaneral Practice Network 2010, NIVEL 201293



Table 11.2 Number of episodes with a urinary trafetdtion per age group

and per 10,000 men, women and total in 2009-2010

2009 2010

age group m f t m f t
<1 14 - 7 136 61 98

1-4 49 275 159 92 14 300

5-9 82 464 264 72 509 282
10-14 33 360 191 29 264 142
15-19 31 824 425 47 950 489
20-24 29 1138 594 36 1061 553
25-29 37 952 507 45 907 480
30-34 60 921 496 67 830 451
35-39 75 724 411 67 737 402
40-44 70 850 458 104 772 437
45-49 103 752 430 66 736 396
50-54 87 794 436 138 720 426
55-59 123 847 490 159 878 521
60-64 310 1171 737 241 958 597
65-69 414 1286 864 298 1118 714
70-74 509 1759 1163 416 1456 953
75-79 498 2274 1508 624 1706 1238
80-84 1138 2818 2174 905 2295 1753
> 85 1653 3512 2979 1319 2506 2161
total 161 1014 596 156 922 543
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Extrapolation

Table 13.4 Extrapolation of the incidence rateh Dutch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute number)

topic m f total m f total
year (m+f) (m+f)
Urinary tract infection
2009 161 1014 596 131,000 845,000 983,000
2010 156 922 543 128,000 772,000 900,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*k extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
guestion), rounded off to the nearest thousand

Discussion

Regular monitoring of antibiotic sensitivity to whected urological
pathogens is the basis for a grounded empiricdatelaf antibiotic treatment
of a urinary tract infection. The national increa$@ntibiotic resistance
found in human and veterinarian isolates and tbetfeat the last
surveillance took place 5 years ago were the maisores to start a new
surveillance in 2009. The results show that thediexate in women is much
higher than in men and that the incidence increaspscially after the age
of 60 years, both in men and women. The incidenzdstéound of 60 per
1000 in 2009 and 54 per 1000 in 2010 are consistg#ghtother studies in
general practice, showing an incidence of 40-6Q1080 patients. If
underreporting occurs, this will be not larger iisttegistration than in other
studies. By now, sufficient insight has been readghedantibiotic
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sensitivity in not-pregnant adult women with urin&ngct infections in
general practice. Articles on this subject havenhméblished in English as
well as Dutch scientific papers.

The topic will be continued in 2011 concerningitegtsamples of pregnant
women, children and men.

Publications based fully or partly on continuous mabidity
registration data

Den Heijer CDJ, Donker GA, Maes J, Stobberingh Afibiotica bij ongecompliceerde
urineweginfecties: geen toename van resistentie iafgelopen 5 jaalNederlands
Tijdschrift Geneeskunde 2011;155(3):102-106

Den Heijer CDJ, Donker GA, Maes J, Stobberingh &fiibiotic susceptibility of unselected
uropathogenetic Escherichia Coli from female Duteneral practice patients: a
comparison of two surveys with a five year interdahntimicrob Chemother
2010;65(10):2128-33. Epub 2010 Aug 3 doi:10.1023dkq286

Koeijers, J.J., Verbon, A., Kessels, A.G.H., Baseld., Donker, G., Nys, S., Stobberingh,
E.E Urinary tract infection in male general practigatients: uropathogens and
antibiotic susceptibilityUrology:2010;76(2):336-340

Den Heijer CDJ, Donker GA, Maes J, Stobberingh &fiibiotic susceptibility of unselected
uropathogenic Escherichia coli from female Dutchem@l practice patients: a
comparison of two surveys with a 5-year interalropean Journal of Public Health
2010;20(S1):82-83 (Oral PresentatidhBuropean Public Health conference Amsterdam,
November 2010)
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12 Unwanted pregnancy
Topic owners: Mrs. Dr. C. Wijsen (Rutgers WPF) (2@03-0)

Introduction

Registration of unwanted pregnancy is difficult hesmthere is no objective
measure for ‘unwanted’. Before unwanted pregnancyaddsd as topic to
the weekly returns in 2003, only the number of dbog served an indicator
for its incidence. In the Netherlands the annualt@&orate amounts to
about 33,000, of which 4,450 (13%) are performedamen not living in
the Netherlands. Since the beginning of the ningtiesiumber of abortions
has increased: from 6.0 per 1,000 women in the emggdl5-44 years in
1994 to 8.7 per 1,000 more than ten years lateraded years later it has
slightly decreased to 8.6 per 1000 worffel.

However, apart from being a good indicator, the databortions cannot be
used to estimate the true incidence of unwantedhprezy. The incidence of
unwanted pregnancy is higher than the abortionb@tause part of the
women do not decide for an abortion. In the stagsthese pregnancies
cannot be disclosed as unwanted. On the other hamember of abortions
will be performed on women with a wanted pregnancyréasons such as
congenital defects. Results from a study on a sgprative sample of >2000
women between 19-49 years of age indicate that al#osif the
pregnancies in the last year were unwantedsight into the extent of
unwanted pregnancy as it presents in general peaetid its developments
during a number of years, will be an important sepynt to the existing
registrations.

Method

The GP is requested to register every patient whkssadvise for unwanted
pregnancy. For each case a questionnaire on bagkdjinformation and the
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circumstances that have led to the unwanted pregriamompleted. The
guestionnaires will be analyzed by the Rutgers WIPE. results will be
published separately.

Results

In 2010 the number of unwanted pregnancies was Bligigher than in the
previous two years. Extrapolated to the whole pomriahe incidence
amounted to 17 per 10,000 reports, representirtg 8f2all pregnancies for
which the GP is consulted (table 12.1).

Subdivided to province group and address densigppears that in
preceding years the incidence was the highest invéstern provinces and
in the big cities.

Table 12.1  Number of women consulting the GP for unaéptegnancy
per 10,000 women, per province group by addresstgensd
for the Netherlands, 2003-2010

province group address density Netherlands
N E W S 1* 2% 3*

2003 29 31 32 17 36 21 39 28
2004 13 23 28 19 14 20 32 22
2005 15 24 24 8 11 18 36 19
2006 16 17 30 15 16 17 40 23
2007 13 11 29 29 13 17 46 21
2008 9 4 31 9 4 11 48 15
2009 10 8 26 9 8 9 38 15
2010 14 9 22 20 5 16 33 17
*  1:<500/knt 2: 500-2500/krh 3: > 2500/krh
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Age distribution

The number of women consulting the GP for an unwaptegnancy, by age
group, is shown in table 12.2.

Table 12.2 Number of women consulting the GP for amaumted
pregnancy by age group per 10,000 women, in 2008-201

age 2003 2004 2005 2006 2007 2008 2009 2010
group

10-14 30 60 - @) ©) - ©) 0
15-19 79 83 48 58 75 45 42 40
20-24 108 43 57 105 84 68 57 76
25-29 53 54 58 65 71 60 55 69
30-34 48 49 45 56 53 22 27 37
35-39 52 22 45 43 47 29 34 33
40-44 22 ©) 23 21 12 12 27 12
45-49 10 - (@) @) () 10 @) (8)
50-54 7 - - - @) 0) 0) 0

In 2010, no unwanted pregnancy was registered iagkegroup of 10-14
years, and 5 unwanted pregnancies in the age gfdup 19 years, which
amounts to 40 per 10,000. This adds up to 5 unwdatedage pregnancies,
which is less than in previous years. From all tegésl unwanted
pregnancies 24% were from women younger than 20 y&8% in 2008

and 2009, 21% in 2007, 16% in 2006 and 14% in 2063)010, the highest
proportion originated from women between 20-24 yeHlng. age pattern in
the various age groups has been relatively congiaseveral years, with
exception of the years 2004 and 2005, during whehgroups 15-19 years
and 25-29 years, respectively, were the highest.
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In 2010 no unwanted pregnancies were registered foremabove 50
years. In the reproductive period from 15-44 yéhesincidence of
unwanted pregnancies was 44 per 10,000 women.

Extrapolation

Table 12.3. Extrapolation of the incidence rattheDutch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)
topic f f
year
unwanted pregnancy
2003 28 22,000
2004 22 18,000
2005 19 16,000
2006 23 19,000
2007 22 18,000
2008 15 12,000
2009 15 12,000
2010 17 14,000
* number of patients, consultations, etc. per 10, @men (data from sentinel

practices)
* extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
question), rounded off to the nearest thousand
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Discussion

If the incidence of 17 unwanted pregnancies ped@®women is adjusted
for the group in which pregnancy is especially §k&d occur (age group
between 15 and 44 years), the number of unwantedg@neges reported to
GPs amounts to 44 per 10,000 women.

This is lower than the yearly incidence of aborti¢(8& per 10,000)° There
are two possible explanations for this differendestly, data from the
National Abortion Registry indicate that three outesf women, visiting an
abortion clinic are not referred by a G/Secondly, a number of women
decide not to have an abortion. Thirdly, some woneside to end an
unwanted pregnancy when the results of prenataldestsnfavorable.
Fourthly, in the Netherlands, also women from abr@dhaving an
abortion, especially from Germany, who are not regist with a Dutch
general practitioner, however, this number has ldbeeneasing over the past
few years.

Before, the total number of unwanted pregnancigswhee reported in
general practice was shown to be decreasing. In,2@l@ever, this
decrease came to a halt, but the number of teepragaancies registered at
general practice continued to decrease. The pagef unwanted
pregnancies is 9.2% of the total number of pregiearfor which the GP is
consulted. Because these consultations are optitweapercentage of
unwanted pregnancies is likely to be even smaller.

The topic is maintained in 2011.
Publications based fully or partly on continuous mabidity

registration data

Donker Gé, Goenee Maaik®esluiten bij ongewenste zwangerschdpisarts en
Wetenschap 2012;55(2):86
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13 End-of-Life research
Topic owner: Prof. L. Deliens, Free University Brusggl005-2010)

Introduction

The percentage of persons not dying acutely, amethre needing medical
treatment and care at the end of life, is increadifost people die at old
age, and the mortality per 1000 persons is inangds¢écause of the absolute
and relative increase in the number of elderly pdpecause of this
demographic change it is increasingly importardfter adequate care at the
end of life, aiming at the highest quality of liffessible.

At population level, nationally and internationalégientific knowledge is
lacking on how patients actually die. Existing epii@ogical studies have
assessed how many persons die, from what diseasehatider death was
preceded by an end of life decision with the iritardl or accidental effect
that life was shortened. However, information about e the end of life,
the place of death, the specific problems of theepts, the quality of dying
and the role of the GP in providing terminal casdimited.

Therefore, research on these topics is mandatiygrove the care of
patients in the final months before dying. GPs dgali involved with the
decease of most patients. If patients die outs$idetactice (hospital or other
institutions), they are informed about this evditterefore they are
exclusively apt to provide data about end of libeidions. With this
information indicators for quality of care at thedeof life are developed. In
this chapter only information is provided on thenier of deaths per region,
address density, season and age group. Additiosedreh with regard to
care provided at the end of life will be publishegarately.

Methods

Sentinel physicians are asked to report the ddadtpatient, registered in
their practice, who did not die unexpectedly or elsutThe GP is also asked
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to provide additional information on the type ofethe patient may have
received during the last 3 months before dyingfamah which caregiver,
which disease(s) have led to the decease of thenpatihat type of care the
patient preferred, the place of death, and the atofusuffering the patient
has encountered shortly before dying. A similar,rbate extensive research
program is currently being performed in Belgium.

Results

The number of patients per 10,000 reported in 2066.€he end-of-life study
is presented in table 13.1, per province grouppmrchddress density. Most
reported cases came from big cities and from theéenegart of the country
where most big cities are situated.

Table 13.1 Number of reported End-of-Live study p@000 inhabitants,
per province group, by address density and folNiderlands,

2005-2010
province group address density Netherlands
N E W S 1* 2* 3*

2005 26 50 46 62 40 49 40 48
2006 37 49 53 60 36 54 50 50
2007 43 42 66 52 40 50 83 52
2008 46 44 50 38 50 44 47 46
2009 42 48 37 29 46 34 50 40
2010 50 50 52 50 43 52 53 51
*  1:<500/knt 2: 500-2500/krh 3: > 2500/krh
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Seasonal influences
The number of patients per 10,000, reported iretigeof-life study, grouped
by quarter is presented in table 13.2.

Table 13.2 Numbers of reported End-of-Live studybwrter, per 10,000
inhabitants, 2005-2010

weeks 1-13  weeks 14-26  weeks 27-39 weeks 40-52

2005 13 11 12 11
2006 12 12 16 11
2007 14 12 12 13
2008 12 10 13 11
2009 10 10 10 10
2010 14 12 11 13

In 2010 the reported number of end-of-life casestwasighest in the first
quarter. In this quarter there was no influenza expid.

Age distribution

The age distribution of the patients reported ffier énd-of-life study in 2010
is presented in table 13.3.
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Table 13.3 Numbers of reports End-of-Live-study, p&000 inhabitants,
by age group, 2005-2010

age 2005 2006 2007 2008 2009 2010
group

<1 (26) (21) (20) (22) () ()
1-4 (0) (0) (10) 2 (0) (4)
5-9 - ©) 0) 0 ) 0
10-14 ®) () 0) 0 1) 0
15-19 ©) 0 0) 0 ) ©)
20-24 0 ) 10 () ©) (1)
25-29 (1) (2 (2 0 (3) (1)
30-34 0 ) @) (6) 0 (1)
35-39 7 2 (5) (6) (3) (4)
40-44 10 (6) @) (6) 6 8
45-49 10 13 14 11 12 9
50-54 20 19 24 32 30 27
55-59 38 21 27 40 25 40
60-64 68 87 62 62 36 56
65-69 85 80 120 64 66 87
70-74 131 173 138 137 134 143
75-79 268 282 248 201 177 227
80-84 402 426 413 308 294 358
>85 1106 915 918 761 626 808

In the first year of life babies die from, amongetthings, incurable
congenital diseases. In 2010 and 2009, no casasdodf life in the youngest
category were reported. Subsequently the mortaligsrare low until the
age of 50, after which they steadily increase.
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Extrapolation

Table 13.4 Extrapolation of the reported deathtsiéoDutch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute numbers)

topic m f total m f total
year (m+f) (m+f)
End-of-Live study
2005 48 78,000
2006 50 82,000
2007 52 87,000
2008 46 75,000
2009 40 66,000
2010 51 85,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*k extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
question), rounded off to the nearest thousand

Discussion

In the Netherlands the total mortality showed a gadlgt decreasing trend,
amounting to 136,058 in 2010. (Dutch Statistiegiw.CBS.n). This was
higher than in 2009, like it was in our registratittrshould be realized that
not all patients who die are under the direct ce ®P, such as patients in
nursing homes or hospices falling outside the pactrea of a GP.
Therefore, registration by GPs results in a loweidigece rate than
registered by CBS, because nursing homes havehalkth rate and
admission to a hospice generally is meant for teahgare.
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According to the second Dutch National Survey of Gdrienactice the
mortality rate reported in general practice is 41 10,000° This lower rate
may be due to underreporting. In the sentinel teggien, with a rate of 51
per 10,000, underreporting seems not to occurdb an extent.
Extrapolation shows that 62% of the total numbezstimated diseased
patients are reported in this registration. Appdyenbt all deceased
patients are reported by the sentinel GPs, thisddoeildue to the care being
taken over by a nursing home or a hospice andrgatiet being the
responsibility anymore of the GP. Underreporting rmksp be due to the
extensive questionnaire that has to be filled irttitcs project. Nevertheless,
the study provides a wealth of information with reber the primary care
provided at the end of life in the Netherlands.ds nesulted in various
publications and presentations at internationaltinge. A comparative
study with the end of life care in Belgium has bpablished in several
scientific papers.

The topic is maintained in 2010 and some subjectise questionnaire have
been changed.

Publications based fully or partly on continuous mabidity
registration data

Claessen SJJ, Echteld MA, Francke AL, Van den Blgd®A Donker, L Deliensimportant
treatment aims at the end of life: a nationwide gtachong GPsBr J Gen Pract
2012;62:86-7. DOI: 10.3399/bjgp12X625184

Abarshi E.Care in the last months of life. End-of-life Careisdtion in the Netherlands by
a network of General PractitionerBissertatie 2011 VU Amsterdam

Meeussen K, Van den Block L, Echteld M, Bossuyt Ns&il J, Van Casteren V, Abarshi E,
Donker G, Onwuteaka-Philipsen B, Deliensfidvance Care planning in Belgium and
The Netherlands: a nationwide retrospective studyseintinel networks of general
practitioners.J Pain Symptom Manage 2011 Apr 27 [Epub aheadiitf] p
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Abarshi E, Echteld MA, Van den Block L, Donker G,liees L, Onwuteaka-Philipsen Bhe
oldest old and GP end-of-life care in the Dutch ommity: a nationwide study. Age and
Ageing2010; 39(6):716-22. Epub 2010 Sep 4. Doi: 10.1898hg/afq097

Abarshi E, Echteld M, van den Block L, Donker G, iBe$ L, Onwuteaka-Philipsen B.
Recognising patients who will die in the near fetuk nationwide study via Dutch GPs.
Brit J Gen Practice 2010;61(587):371-8

Abarhi E, Echteld M, Donker GA, van den Block L, \@rteake-Philipsen B, Deliens L.
Discussing end-of-life issues in the last monthgefa nationwide study among General
Practitioners.J Palliat Med. 2011 Jan 21. [Epub ahead of prilai 21254811

Abarshi E, Echteld M, Block van den L, Donker G, Bog N, Meeussen K, Bilsen J,
Onwuteaka-Philipsen B, Deliens Use of palliative care services and end-of-life GP
visits in the Netherlands and Belgiudournal of Pain and Symptom Management 2010;
accepted for publication

Donker Gé, Abarshi Ebuewenste plaats van overlijden tijdig besprekéuisarts en
Wetenschap:2010;53(5):247

Abarshi E, Echteld M, Van den Block L, Donker G lies L, Onwuteaka-Philipsen B.
Transitions between care settings at the endefdithe Netherlands: results of a
nationwide study. European Journal of Public He2(i@9;19(S1):55 (Oral Presentation
2nd European Public Health Conference Lodz, Noverabe9)

Abarshi E, Onwuteaka-Philipsen B, Donker G, Echi|d/an den Block L, Deliens L. GP
awareness of preferred place of death and corsetditdying in a preferred place: a
nationwide mortality follow-back study in the Nettamds. Suiss Medical Weekly
2009;S175:43S (Oral Presentation 118 ¥BONCA-conference Basel, September 2009)

Abarshi E, Onwuteaka-Philipsen B, Donker G, Echi|dBlock van den L, Deliens IGP
awareness of preferred place of death and correlafetying in a preferred place: a
nationwide mortality follow-back study in the Nethads.Journal of Pain of Symptoms
management 2009;38:568-77
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Abarshi Ebun, Echteld Michael, Block van den LieDenker Gé, Deliens Luc, Onwuteaka-
Philipsen BregjeTransitions between care settings at the end offlifEhe Netherlands:
results from a nationwide studyalliative Medicine:2009;24(2):166-74
doi:10.1177/0269216309351381

Echteld MA, Abarshi E, Block van den L, Deliens Loiiker GA, Onwuteaka-Philipsen B.
Factors associated with well-being at the end ofdifie good deattPresentation at the
EAPC conference in Vienna 2008

Donker GA, Abarshi E, Echteld M, Block van den L liBes L,Onwuteaka-Philipsen BSP
awareness of patients’ preferred place of death puedlictors of dying in a preferred
place: a nationwide general practice study in ThehEgands Presentation at the 14
WONCA Europe Conference in Istanbul, September 2008

Abarshi E, Echteld M, Block van den L, Donker G vireaka-Philipsen BCare setting
transitions at the end of life in The Netherlan@$Public Health Symposium: Public
Health at the end of life, Jette, Belgium, 14 Decen#®07. In: Archives of Public Health
2007

Abarshi E, Echteld M, Philipsen B, Donker G, Blockden L, Deliens LTransities in
zorgsetting aan het levenseinde in Nederland. V@fuerzoeksforum Nederland-
Vlaanderenworkshop 17 november 2007

Block van den L, Bossuyt N, Meeussen K, Abarshi Hidbe L. Monitoring end-of-life care
via general practice in Europe: a study with the t8ex Surveillance Networks of
General PractitionersWorkshop at the #3WONCA Europe Conference in Paris,
October 2007
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14 (Attempted) suicide
Topic owner: Mrs. Dr. G.A. Donker (NIVEL) (1979-2010)

Introduction

In consultation with the Health Care Inspectoratis, titpic is included in

the sentinel surveillance since 1979.

Research on suicide is also carried out in othsitirtions (e.g. hospitals,
prisons) in order to gain insight into the scopend and other aspects of
suicide and attempted suicide.

Method

The name of the topic is also its definition. Thier@ary question is not
whether the patient's attempt was successful, buthehtie patient

intended to commit suicide.

At the same time the Health Care Inspectorate madguest for additional
data to be collected about the reported casedig@nd a questionnaire was
designed. The form included questions about whetieattempt had been
successful and about the method employed. Othetignsselate to
characteristics of the patient and features of,Gareh as contacts with
health care institutions prior to the suicide (apéed suicide).

Results
The absolute numbers of reported cases (which eg¢aechumber of

patients as recurrence is not rare) in the yead4-2010 were 93, 47, 43, 55,
71, 24, 49, 28, 40 and 46 respectively.
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The number of attempts per province group and lolyess$ density per
10,000 inhabitants is shown in Table 14.1. Breakioggn the numbers into
subgroups is of limited value in view of the low fueaqcy.

In 2006 and 2008 the lowest number of suicide (gitsjrof the last 10
years is reported. When address density is takeractount the highest
incidence is consistently found in the big cities¢ept for 2000, 2002 and
2007. This was also the case in 2010.

The distribution by province group shows a less isbest picture, possibly
due to the small number of cases. In the previogsads the incidence in the
western part of the country was the highest. Inghi$ of the country most
big cities are situated.

Table 14.1 Number of (attempted) suicides reportxdlp,000 inhabitants,
per province group, by address density and folNwidgerlands
as a whole, 2001-2010

province group address density Netherlands

N E w S 1* 2* 3*
2001 6 5 7 11 5 7 10 7
2002 3 5 4 3 5 4 4 4
2003 1) 5 3 6 4 3 6 4
2004 2 3 6 6 3 5 9 5
2005 4 9 6 2 2 6 8 5
2006 1 4 3 1 1 3 3 3
2007 3 4 6 4 6 4 6 5
2008 1 3 4 2 1 3 4 3
2009 3 4 4 3 3 3 6 4
2010 4 2 5 3 3 3 7 4
* 1. <500/knt 2: 500-2500/krh 3: > 2500/krh
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The figure shows the gradually decreasing trerttiémumber of attempted
suicides registered in general practice duringreogef 30 years.

Figure 14.1 Number of (attempted) suicides repgpexdl 0,000 inhabitants

for the Netherlands as a whole, 1979-2010
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Age distribution

In 2004 a peak incidence was found for adolescénisever in other years
and also in 2010 no specific age group was promir@mthe other hand,
through the years the lowest incidences were foorhkd youngest age
group (0-14 years) and in the age group > 65 years.

Table 14.2 shows the frequency of suicide and atiesnguicide per 10,000
inhabitants, by age group in the last 10 years.
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Table 14.2 Number of (attempted) suicides reportrdlp,000 inhabitants,
by age group, 2001-2010

age group 10-14 15-19 20-24 2534 3544 4554 %&5-6 >65
2001 @) 11 8 7 15 8 3 7
2002 - @ 8 3 6 5 4 @3
2003 - @ 6 5 6 4 4 @
2004 - 14 11 5 6 7 5 5
2005 @ 11 10 6 7 6 7 3
2006 0 @B @ 2 5 4 (1) @
2007 @ 6 6 9 6 9 @ @®
2008 2 B @ @ 4 5 @ @
2009 @ @ 6 5 5 4 5 3
2010 ) 7 @ 8 (@ 7@ 4

Table 14.3 shows the frequency per 100,000 inhabitanage group in the
last 10 years.
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Table 14.3 Number of (attempted) suicides reportadlp0,000
inhabitants, by age group, 2001-2010

age group 10-14 15-19 20-24 25-34 35-44 4554 5564  >65
2001 (28) (1100 76 76 151 77 39 56
2002 - (43) 78 34 65 45 38 (25)
2003 - (45) 57 53 63 41 40 (13)
2004 - 140 108 45 59 68 50 48
2005 (25) 105 101 57 68 59 70 34
2006 - (35 (19 (@17 52 44 (9) (30)
2007 (15) (62) (50) 92 60 85 (15) (26)
2008 (15) (30) (17) 33 43 62 (22) (13)
2009 (43) (14) (46) 47 47 43 48 28
2010 (13) 66 (41) 78 (22) 70 (13) 36

Figure 14.2 Number of (attempted) suicides repgpexdl 00,000
inhabitants by age group, 2003-2010
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Extrapolation

Table 14.4 Extrapolation of the incidence rateht Dutch population

frequency Netherlands**

incidence rate (per 10,000)* (absolute number)
topic total total
year (m+f) (m+f)
(attempted) suicide
2001 6 10,000
2002 4 7,000
2003 4 7,000
2004 5 8,000
2005 5 8,000
2006 3 5,000
2007 5 8,000
2008 3 5,000
2009 4 7,000
2010 4 7,000
* number of patients, consultations, etc. per 10,8@n and/or women (data from

sentinel practices)
* extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
question), rounded off to the nearest thousand

Discussion
The numbers of 2010 do not support the concernesspd by others that the
incidence of suicide (attempts) is increasing.00@and 2008 the lowest

incidence was reported since the start of the dlaxee in 1979. The
breakdown in age groups is of limited value dueneodmall absolute
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numbers which may lead to large fluctuations. Tlygsteation does not
show a preferential age group.

This topic is continued in 2011

Publications based fully or partly on continuous mabidity
registration data

Donker GA, Wolters I, Schellevis Risk factors and trends in attempting or committing
suicide in Dutch general practice in 1983-2009 amals for early recognitionEuropean
Journal of Public Health 2010;20(S1):50 (Oral Pnéssiton 3° European Public Health
conference Amsterdam, November 2010)

Donker GA, Wolters I, Schellevis Frends and determinants in attempting or committing
suicide in Dutch general practice and the roldtaf general practitioner in 1983-2009.
Oral Presentation {BWONCA-conference Malaga, October 2010

Marguet RL, Donker GRraten over suicidegedachtdduisarts en Wetenschap
2009;52(6):267

Marquet RL, Bartelds Al, Kerkhof AJ, Schellevis F&eZ van der Jhe epidemiology of
suicide and attempted suicide in Dutch general picacl1983-2003BMC Fam Pract
2005;6:45

Marquet RL, Bartelds A, Schellevis Ro indication for increased rate of suicide attenipts
SSRIs in the NetherlanBritish Medical Journal. 2005;33:3March

Marquet RL., Bartelds A, Visser GJ, Spreeuwenbef@eg®ers LTwenty five years of

requests for euthanasia and physician assistedd®iin Dutch general practice: trend
analysis BMJ 2003;327:201-2
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15 Cosmetic allergy
Topic owner: Mw. Dr. Ir. J.Salverda-Nijhof (RIVM) (20€10)

Introduction

The interest in unwanted side effects of consumeduymts, including
cosmetics, has increased markedly in recent yEarssumers may
sometimes experience complaints after having uesohetics, despite EU-
rules and monitoring the safety of cosmetics.teréiture, several different
health complaints caused by the use of cosmetws Ikeen described: hair
loss due to shampoo, chemically induced burns chlogdair dye and a
raised risk for cancer due to skin beaching agen&alverda-Nijhoff et a.
CESES-jaarrapportage 2010). However, most cosmeaidioplaints concern
reactions of the mucosae and the skin. Irritatimgtact eczema and allergic
contact eczema are the most important skin comgldimitating contact
eczema occurs most frequently and this concermgflammation caused by
damaged skin due to irritating substance.

Stimulated by a recently adopted resolution byEbepean Council, the
Dutch Food and Wares Authority (VWA) has indicatedribeessity to
install a surveillance system on unwanted skin reastprovoked by
specified consumer products in the Netherlands.rBgroof VWA the

RIVM has established a registration system nameds@mer Exposure,
Skin Effects Surveillance (CESES). In 1992-1993débetinel practices
already reported about GP consultations for skinathdr reactions caused
by cosmetics. The current registration may be ctmred as its follow-up
and extension.
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Within the CESES project four aims can be distisgad:

1 Incidence/prevalence:
More information will be obtained about incidences\alence and
severity of skin symptoms by consumers and patigités the use of
cosmetics.

2 Identification:
Based on the reports and the ensuing dermatologioegtigations
cosmetic products and/or ingredients can be idedtiwhich evoke
unwanted side effects and therefore pose a rispublic health.

3 Intervention:
The project will enable VWA to intervene better andren@pidly if
complaints about cosmetic products involve a risitlie safety of the
consumer, so that escalation of the problem camrdeented or limited.

4 Data-sharing:
Through the project participating physicians wiliceive description of
complaints evoked by specific cosmetic productschviginables a rapid
diagnosis if similar complaints do occur in theiagtice.

The ultimate aim of the project is to test, basedh® reported cases,
whether the current European safety net for unwasitkdleffects of
cosmetics suffices. This is relevant for policy i@dvand policy making
regarding cosmetic products.

Since July 2009 registration of symptoms in thaichl setting is performed
by dermatological clinics spread over the courdngd since January 2009 by
the GPs of the sentinel practices, who register uredasitin reactions after
the use of cosmetics. In 2010, a questionnairdbas added to this
registration, to obtain more specific informatidsoat the complaints and
possible causes.

Method
In connection with the CESES project GPs report skmplaints after the
use of cosmetics. In 2010, additional data wereectdd via questionnaires,

enabling reporting identifying by age, gender, gapbic area, address
density, type of complaints and the products causie complaints.
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Results

The number of reported patients with complaints &lbosmetics per 10,000
persons, per province group, address density arttiéd\Netherlands in 2010
is presented in table 15.1. Most reports about etissicomplaints are
coming from the big cities, as was the case in piessiyears. The incidence
of complaints is especially in the big cities lovitean in 2009.

Table 15.1 Number of patients with cosmetics compdaeported per
10,000 inhabitants, per province group, by adddessity and
for the Netherlands as a whole, 2009-2010

province group address density Netherlands
N E W S 1* 2* 3*
2009 17 14 23 25 8 15 43 20
2010 7 9 14 21 8 12 24 13
*  1:<500/knf 2: 500-2500/krh 3: > 2500/krh

Age distribution

The age distribution of reported patients with anoeisc complaint in 2010
is presented in table 15.2. It is noteworthy thaneetic allergy may occur
already at an early age, albeit with a low incidefi¢e incidence in women
is more than four times higher than in men.
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Table 15.2 Number of patients with cosmetics compdaper age group,
per 10,000 inhabitants in 2009-2010

2009 2010

age group m f t m f t
<1 0 0 0 0 (15) ©)
1-4 19 (12) 16 4) (8) (6)
5-9 (5) 15 10 (3) 20 11
10-14 (8) 15 11 3) 14 8
15-19 (6) 39 22 0 27 13
20-24 25 45 35 (11) 27 19
25-29 (10) 34 22 (6) 17 11
30-34 (6) 30 19 (6) 37 22
35-39 (8) 24 16 0 24 12
40-44 (7) 20 14 0 23 11
45-49 (7) 33 20 4) 12 8
50-54 13 28 20 @) 33 20
55-59 1)1 24 18 (8) 33 20
60-64 16 33 25 (5) 23 14
65-69 23 29 26 3) 16 10
70-74 (10) 40 26 (23) 20 17
75-79 (20) (20) 14 (28) 19 18
80-84 (43) (21) 29 (20) (6) (7)
> 85 (51) 61 58 0 (12) 9
total 12 28 20 5 22 13
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Extrapolation

Table 15.3 Extrapolation of the incidence rateh® Dutch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute number)

topic m f total m f total
year (m+f) (m+f)
cosmetic allergy
2009 12 28 20 10,000 23,000 33,000
2010 5 22 13 4,000 18,000 22,000
* number of patients, consultations, etc. per 10,0@n and/or women (data from

sentinel practices)
*k extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
guestion), rounded off to the nearest thousand

Discussion

Cosmetics complaints may already occur at an eagy albeit at a low
incidence. The incidence in women is more than fooes higher than in
men and the highest incidence is in big cities. idason for this is obvious:
women use more cosmetic products than men. Literatuows, however,
that women also develop complaints caused by cosmetducts relatively
more often than men. In 2010 the incidence is |avan in 2009, especially
in the big cities. The introduction of the questiaire in 2010 might have
prevented positive reports or one might have faegoto fill in the
questionnaire which resulted in a slight under-itegi®n. It is possible that
the fact that no questionnaire existed in 2009 edwser-registration,
because the questionnaire is also a kind of coayistem on the registration.
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The topic will be continued in 2011, with questioinea

Publications based fully or partly on continuous mabidity
registration data

Salverda-Nijhof JGW, Kooi MW, De Wit-Bos L, Bourgedt€, Van Gorcum TF, Colijn JJ,

Van Engelen JGM, Donker GAluidklachten door cosmetische producten
Eindrapportage CESES. RIVM Rapport 320113004/2011
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16 Gut feeling related to cancer diagnosis
Topic owner: Dr. G.A. Donker, NIVEL (2010)

Introduction

During their training, GPs learn systematically agdabking questions and
by examination, to make a diagnosis. In practices @R apply a only
structured approach, but also use their intuitioth @xperience. The
difference between “feeling right versus not-rightdys a role in this.
Stolper et al (1009) in Maastricht studied the egtcgut feelings”. They
discussed with focus groups of GPs about the “alirfgs”. They described
the different aspects of “gut feelings”. The GPdipgrating in the study
indicated that the “gut feeling” is sometimes altrghysical sensation.
Often there is a “gut feeling” without any objecti@eyuments, distrust in the
situation because of insecurity about the prognafst®mplaints and the
need to intervene. It can be a sudden feelingalsota slowly arising
feeling. Knowledge of the history of a patient anel tontext of a patient
play a role. But that may go in two directions. Kriogvthe patient may
facilitate the “gut feeling”, but it may also intere by way of sympathy or
reluctance, feeling guilty. Training and experieatso play a role. Often
experienced GPs report this feeling. It is part cdther automatic process.
GP trainers say it can be learned: reflection orisom&n acting is a way to
use one’s feelings as part of the process of makidiggnosis. GPs differ in
the extend of experience and/or use of “gut fesliniglen, as well as
women, indicate to know this feeling. Rational GPs'ddte the “gut
feelings”. They consider it to be a trap not tdured into.

Stolper*®*’et al. conclude that the “gut feeling” often acissadiagnostic
instrument. The “gut feeling” mainly works as anraidell or a compass. It
stimulates to find objective reasons for this fiegliand stimulates, as such,
the diagnostic process.

The existence of a “gut feeling” is broadly consatkas shown in the

assertion of the “Centraal Tuchtcollege voor de @dheidszorg” (Central
Disciplinary Committee for Health Care) at 11 Decen#8, as published
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in “Medisch Contact”. The Disciplinary Committee getl that “the internist

wrongly ignored his ‘gut feeling’.

Stolper et al. (20108 studied the conceptual backgrounds of the concept

“gut feeling”. They clarified the diagnostic meagiof the “gut feeling” in

GP practice with literature search, focus groups o &Rl by consulting

experts in a Delphi consensus procedure.

In addition to Stolper’s study we have conductedntjtetive research from

the beginning of 2010 and we have monitored in dalypractice to what

extent GPs intuition (“gut feeling”) may contributean early diagnosis of

cancer. This pilot project may serve as a pregaraif an international

research project.

Objective of this study is to highlight the followiagpects:

» Characterise patients that arouse GPs feeling fiimyigut feeling) that
cancer may exist in this case

» Make explicit the factors that cause this gutifegintuition in GPs

» Make explicit the characteristics of GPs as wepatsents that could
possibly partly influence the “gut feeling” , suak gender, age, number
of years of experience as a GP and study the adlotarg of the meaning
of this clinical intuition for forecasting the diagsis cancer.

Method

1 GPsfill in a questionnaire for this study, foegypatient that gives them
a feeling that something is not right and that eamasight be diagnosed.

2 GPs registrate the diagnostic ICPC code “A29” fare patient that
gives them a feeling that something is not right #rat cancer is
possible, in the patient’s electronic file. It cengas all patients where the
GP suspects cancer: from those patients that giv&Ehonly a vague gut
feeling, to those patients whose diagnosis is 180Pé at the first
examination. After registration of this diagnostate the GP is
automatically asked to fill in a questionnaire amdend this to NIVEL.

3 The same diagnose code “A29”is used to (anonympagtract patient
data from the electronic file. The GP receives amdsr if he does not
fill in the questionnaire.
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4 Patient and care data are extracted from théreféc medical files every
week.

5 Three months after the consultation, the GP resevsecond
guestionnaire to evaluate the result of the guifgease.

6 The results of the questionnaire are reportedraggy.

Results

Table 16.1 Number of patients per 10,000 inhabiteshits gave the GP a
gut feeling of possible cancer, per province grdyypaddress
density and for the Netherlands as a whole in 2010

province group address density Netherlands
N E w S 1* 2* 3*
2010 6 13 15 7 13 9 14 11
* 1: <500/knt 2: 500-2500/krh 3: > 2500/krh

At this stage of the study, regional differencethefrequency of occurring
gut feelings cannot be considered yet as very mgéuii A first analysis of
the first year of the data collection via questaings is done in 2011 and
will be reported elsewhere.
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Age distribution

Table 16.2 Number of patients per 10,000 inhabitact®rding to age
group, who gave the GP a gut feeling of possible eaimc2010

2010

age group m f t
<1 0 0 0
1-4 0 0 0
5-9 0 (3) 1)
10-14 3) 3) (3)
15-19 3) 0 (1)
20-24 (6) 0 (3)
25-29 0 (8) 4
30-34 (6) 0 (3)
35-39 0 2) (1)
40-44 2 21 11
45-49 (6) (4) 5
50-54 16 12 14
55-59 23 20 21
60-64 37 15 26
65-69 30 (13) 21
70-74 39 12) 25
75-79 36 9) 21
80-84 37 30 41
> 85 (29) 49 43
total 12 10 11

In general, the frequency of gut feelings increasethe patients are older, in
line with the increasing incidence of cancer at Hgd. It is more frequent

for men and here the peak is at a slightly youager than for women, in
line with the shorter life expectancy for men.

128 Continuous Morbidity Registration at Dutch Sentti®eneral Practice Network 2010, NIVEL 2012



Extrapolation

Table 16.3 Extrapolation of the incidence rateh®Dutch population

frequency Netherlands**
incidence rate (per 10,000)* (absolute number)
topic m f total m f total
year (m+f) (m+f)
gut feeling
2010 12 10 11 9,000 8,000 17,000
* number of patients, consultations, etc. per 10,8@n and women (data from sentinel
practices)

*x extrapolation of the incidence rates to the Dupopulation as a whole (for the year in
guestion), rounded off to the nearest thousand

Discussion

Gut feelings in GPs about possible cancer occur wfoee as patients are
older and slightly more with men than with women. Tikisonsistent with

the increasing incidence at higher age and thatgfigpwer life expectancy
for men than for women. The incidence of 11 gutifigsl per 10,000
registered patients, that we found in 2010, seemstonpared to the
reported incidence at the web site of the uniomt#fgrated cancer centers of
54 new invasive and 6 in situ tumors per 10,000bithats in 2008?

Analysis of questionnaires will have to show more abtaristics of the gut
feeling of symptoms, patients and GPs. The analysdse questionnaires
are reported separately.

The topic is continued in 2011. The foundation f&lefHornstra has
awarded a subsidy for the analyses of the questi@snia 2012.
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Publications based fully or partly on continuous mabidity
registration data

Donker G en Dorsman S8liet-pluisgevoel: een diagnostisch instrumeétiisarts &
Wetenschap 2011;54(8): 449.
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17 Diabetes mellitus
Topic owner: Prof. Dr. G. Nijpels, Free Medical Centemsterdam (2007-
2010)

Introduction

The number of patients with diabetes type 2 wilk@ase in the coming
years, especially due to increasing populationraget is known that
diabetes is associated with an increased mortadity predominantly due to
cardiovascular complications. Structured diabeags may lead to a better
regulation of therapy and may have a favorablecefia complications
compared to standard care. The aim of the pretaay & to compare the
efficacy and costs of different types of primargluktes care in the
Netherlands. This chapter describes the concepieastudy and its
participants. The results will be described in thming years.

Method

Study design

Three types of diabetes care will be compared. eegroup consists of
GPs belonging to the CMR sentinel practices. Thisigris considered to
provide standard diabetes care according to thdetjnes prepared by the
National Association of General Practitioners (NHG). $aeond group
consists of GPs from the Amstelland region. A strediprogram of
diabetes care has been implemented by this grongortant characteristics
of this program include a centralized registrasgatem which is accessible
for different disciplines involved in diabetes camad the supervision by a
diabetes nurse practitioner who takes care of guadibtrol. The third study
group concerns diabetes care as is provided bgi#tetes care system
(DZS) in the West Friesland region. For their anralneck-up the patients in
this group are not consulting a GP but a specialiigbetes center. Apart
from the annual check-up education is providedsaifilmanagement is
stimulated. The diabetes care is coordinated lsydimtre and a centralized

Continuous Morbidity Registration at Dutch SentiGaneral Practice Network 2010, NIVEL 201131



registration system provides insight into patiestiadfor involved care
givers. Twice a year a diabetes nurse visits theaGitstuss individual
patients. The GP also receives information aboultrthen values of risk
factors of the patients in his practice, comparet walues from other
practices.

Patients

Patients suffering from diabetes type 2 for atti@agears in the age group
40-75 years are eligible to be included in the ptiastering of the Dutch
language is mandatory in order to allow independentpletion of
guestionnaires. Patients are excluded from padiicip when, according to
the GP, patrticipation is too much of a burden fer platient personally. This
is only the case for a very few patients. A drop-afl?5% after one year is
anticipated.

Evaluation

The study will last for 2 years during which evaloas will take place at 3
time points: at baseline and after 1 and 2 yedargagh evaluation the
patient completes a questionnaire and a diary atmsis. The questionnaire
includes questions concerning satisfaction abaitébeived diabetes care
and the (perceived) health status of the patidmt. diary contains questions
about the care the patient has used and aboubfmasisence from work as
a consequence of the disease. This diary will béfiee3 months.

The first evaluation was done in the summer of 288F was completed in
2008. The second evaluation started in 2008 anccemapleted in 2009. In
the summer of 2009 the third evaluation was staified study was
approved by the medical ethical committee of theeRdniversity; all
patients have given their informed consent.

Primary end results

1 (Changes in) the risk to develop coronary heiagate, measured by the
UKPDS (United Kingdom Prospective Diabetes Study)-riske.

2 All direct and indirect costs related to diabetase that was provided and
the effects of this care, absence from work included
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Results

1 Seventeen CMR sentinel practices participatederstudy. In these
practices a total of 1098 patients were invitedto the study; 482
(44%) agreed to participate.

2 The group in Amstelland consists of 12 GPs. Theited 802 patients
with diabetes, 293 (37%) were included in the study.

3 From the database in West Friesland 450 patwtiisdiabetes were
randomly selected to participate in the study, (3®%6) agreed to be
included. They are patients of 84 GPs.

In the table the response rates to the questiasiaind cost diaries are
presented, by the three study groups. The two grbelsmging to the CMR
sentinel practices and Amstelland are more or lesgarable. The
percentage of patients that completed and retumeduestionnaires is 90%
for the CMR sentinel practices and 89% for the Afiteste group. The
provisional response rates show that the averagemtige of patients that
completed and returned their cost diaries amownabout 80%. The
collection of data in West Friesland started later.

Table 17.1 Summary of response rates per questrersrad cost diary by
diabetes patients from three groups of GPs

GP group CMR-sentinel Amstelland DZS West-

practices Friesland
Questionnaire 1 482 293 286
Cost diary 1 435 (90%) 260 (89%) 242 (85%)
Questionnaire 2 370 (77%) 223 (76%) 216 (76%) amgoi
Cost diary 2 347 (72%) 201 (69%) 152 (53%) ongoing
Questionnaire 3 318 (66%) ongoing 168 (57%) ongoing
Cost diary 3 217 (45%) ongoing 106 (36%) ongoing
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Patient satisfaction

Using the QUOTE questionnaire the patients were askedltie the
different aspects of care provided by the differare systems and to share
their experience with these aspects. Their satisfawith the GP, diabetes
nurse and dietician were judged separately.

Aspects that were considered important were: infaonatbout diabetes
and good guidance when therapy was changed and tatyoresults are
discussed. Aspects of care that were rated high tigmps, considering all
care givers in all groups, were:

1 information about diabetes,

2 discussion of laboratory results,

3 discussion about aims and course of therapy,

4 discussion of current therapy.

Information about new developments and proper gaielavhen therapy had
to be changed were points of improvement for ak gavers in all groups.
Patients belonging to the DZS group were more $disfoout the dietician
and the continuity of care (at least 1 annual abrtf feet and eyes, and
measurement of weight, blood pressure and kidnegtifum), than patients

in the other groups. It may be concluded that tieereom for improvement
of diabetes care. Patients are clear about thisxeTére some indications that
patients participating in a structured care sysieensatisfied about more
aspects than when standard care is given.

Diabetes care and costs

Care and the costs of care for patients with diabeéated by DZS were
compared with care and costs for patients receitfiagurrent standard
diabetes care. Using QUOTE questionnaires it was askigth wh
measurements were done in the past year, such @slafrcomplications in
feet, eyes and kidney and measurement of bloogpresnd weight. Via
the cost diaries that were completed at regulaniate by the patient, the
average use of care and absence of work were edtinaate the
corresponding costs were calculated.

The percentage of patient indicating that the r@gobntrols mentioned
above were not performed was significantly higher whatnents were
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treated with regular care than when patients wer¢éetlday DZS. (see figure
17.1). The latter patients were referred less featjy to an internal or eye
specialist, but consulted a dietician more often.

The costs made by diabetes patients was generalér io the DZS group
than in the group receiving standard care. Howehes difference was only

statistically significant for patients who were didbdor at least 6 years.

Figure 17.1: Percentage of self reported missettasrin the previous year
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Conclusion

The participation of patients in this study is goAtlithe start of the study
the total study population consisted of 939 pasieWe anticipated a drop-
out of about 25% after 1 year, in 2008 the dropveas about 20%. The
currently available data have been used for arsabfgdatient satisfaction,
process of care and costs. The data that havedoiented at the end of
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2010 are used for long term cost efficiency analyBhe study shows that
structured diabetes care delivers higher cliensfs&tion, more check-ups of
feet, eyes, kidneys, blood pressure and weight anithcost with more than
six years existing diabetes mellitus.

Publications based fully or partly on continuous mabidity
registration data

Amber AWA van der Heijden AWA, De Bruijne MC, Dekk#vl, Baan CA, Bot SDM,
Feenstra TL en Nijpels @ost-effectiveness of integrated care for patients type 2
diabetes. Design of a pragmatic controlled clinit@l. Aangeboden voor publicatie

Van der Heijden AWA, De Bruijne MC, Feenstra TL, DekkM, Baan CA, Bot SM, Donker
GA, Rootjes IG, Kaiser P en Nijpels (Btegrated care for type 2 diabetes patients. An
analysis of resource use and cogtangeboden voor publicatie

Van der Heijden AWA, Rene L, De Bruijne MC, Dekker J8aan CA, Bot SDM, Feenstra
TL, Donker GA, Nijpels GQuality of care from the perspective of patienthvype 2
diabetes. A comparison between integrated and ulabktes careAangeboden voor
publicatie
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18 Requests for Euthanasia
Topic owner: Dr. G.A. Donker, (NIVEL) (1976-2010)

Introduction

Since 1976 consultations about the end of lifeinduwhich the GP is
requested to apply euthanasia, are reportedntitisegistered whether the
GP has granted the request or not. Only patientsamitincurable disease
are included in the study.

Methods

At the start of the year, the sentinel doctors aferined that a study is

going to be conducted. At the end of the year,aitinel doctors receive a
form on which they are asked to state whether patigith incurable

disease have requested euthanasia or assistasweide in the past year
and, if so, the reason for the requests. The deet@ also asked to state the
age, gender, disease and nursing location and whathet a ‘euthanasia
declaration' was signéd The data per patient can be found at the end sf thi
section.

Results

In 2010 the number of requests is 55 (28 men andd?iien) from 41
reporting practices. This amounts to 4.2 per 1Q,8@fFe than in 2009 (3.2
per 10,000) and 2008 (3.5 per 10,000). Of the pttieho requested
euthanasia in 2010 73% had a malignancy, whichngpeoable to previous
years (76% in the period 1976-2010). Most patigrse tended at home. In
78% of the cases (43) the request is supportediling will. Fifty three
patients asked for euthanasia. Two patients askeaf fssisted euthanasia
or assisted suicide. Two patients asked for asssstiettle alone. In 51% of
the cases the GP consulted a colleague. If no @Rewas consulted, this
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was mostly due to the fact that the eventual apjbicaf euthanasia or
assisted suicide was not yet relevant, or the gadied without intervention.

Requests for euthanasia 2000-2010

Table 18.1 shows the distribution of the numbereguests by province
group by address density and by gender.

Table 18.1 Absolute numbers of patients who askedtGparticipate
actively in euthanasia, by gender, province graggress
density and for the Netherlands as a whole, 2001-2010

province group address density Netherlands

absolute m f N E w S 1 2*x  3*

2001 19 18 4 8 16 9 5 21 11 37
2002 19 11 4 7 17 4 4 19 9 32
2003 16 21 4 8 21 4 3 25 9 37
2004 15 13 3 3 16 6 2 19 7 28
2005 13 22 2 7 23 3 5 24 6 35
2006 11 18 2 4 21 5 4 18 10 32
2007 16 16 9 7 14 2 9 18 5 32
2008 17 20 7 5 19 6 8 20 9 37
2009 20 18 5 5 22 6 3 21 14 38
2010 28 27 8 12 23 12 12 37 6 55
*  1:<500/knf 2: 500-2500/krh 3: > 2500/krh

The data per 10,000 inhabitants (not shown becaus®all numbers)
indicate that in 2010 relatively few patients in bities asked for euthanasia.
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Age distribution

The age distribution of patients who requested eatsia is shown in table
18.2

Table 18.2 Absolute numbers of patients asking B&irffor euthanasia or
assisted suicide per age group, 2001-2010

<54 55-64 65-74 75-84 >85 total
2001 8 3 9 12 5 37
2002 6 5 6 9 6 32
2003 5 6 12 6 8 37
2004 3 6 13 5 1 28
2005 4 8 13 8 2 35
2006 3 5 10 7 7 32
2007 3 5 12 7 5 32
2008 5 8 8 12 4 37
2009 8 5 14 6 5 38
2010 10 8 11 12 14 55

Overview of reported requests

Since 1976 the sentinel general practice networlcblected data on 1241
requests for euthanasia or physician assisteddgyi6R8 (51%) by men.
The International Classification of Diseases (1®#B,version) was used to
obtain insight into the ilinesses that gave riseetjuests for euthanasia or
assisted suicide. One of the problems in classificas the co-morbidity,
which is inherent to old age. Another problem is S@hetimes no disease
is reported at all: in the ICD-9-group of symptoamsl not fully described
diseases the request of a 93 year old and a 8%bickkady are included with
motivation “completed life”, a 91 year old lady whas “tired of life” and a
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99 year old bedridden patient without describedatiee

Five categories of illnesses are used:

- malignant neoplasms;

- cardiovascular diseases;

- chronic obstructive pulmonary diseases;

- symptoms and insufficiently defined illnesses;

- other diseases, including neurological and endedlinesses and AIDS.

Table 18.3 indicates the diseases that led to stdoeeuthanasia or assisted
suicide. In 2010 the distribution is comparabl@itevious years.

Table 18.3 Diseases leading to euthanasia requ&sts;2010

N %
malignant neoplasms 939 76
cardiovascular diseases 71 6
chronic obstructive pulmonary diseases 51
symptoms and insufficiently defined diseases 60 5
other diseases 120 10
total 1241 100

Over the years, the reported percentage of livintg\wis increased from
15% in 1984 to 78% in 2010. This percentage waditeest in 2009 with
92% living wills in the reported requests.
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Discussion

The registration of the requests for euthanasassisted suicide by the
Dutch CMR Sentinel General Practices Network shows stamdly a
slightly higher percentage in men, around 51% \&#9% in women over
the period 1976-2010. In the mentioned studiessorie other result is
consistently present: mainly patients with a madigidisease ask for
euthanasia and in this group euthanasia is prdatidatively more
frequently. Also, it is concluded that the percestagjpatients with a
malignant disease at higher age is decreasingdataeof the Dutch CMR
Sentinel General Practice Network show this too: tvemperiod 1976-2010
76% of the patients who asked for euthanasia ostasissuicide had cancer.
In the age group 75-84 this percentage decrea$9tofrom 85 years it is
only 32%.

Data that have been collected over a longer pefitiche, on requests for
euthanasia and assisted suicide, show a graduajelmneasons to ask the
GP for euthanasia. Unbearable pain and physicalrsuffare becoming less
important motives: hopelessness and loss of dighigy/to the disease are
now more important reasons to request euthafasiess of dignity turns
out to be more often the motive for men than for worto ask for
euthanasia?

Alzheimer’s disease is apparently no longer an abs@ontra-indication for
euthanasia, unless the request was done when teetpa#s coherent.

Until the early 1990s, hardly any possibilities ¢xisto compare data
collected in the Dutch CMR Sentinel General Pradiieawvork on requests
for euthanasia and physician assisted suicide WiHihdings of other data
registration projects and reseaféBince then, major studies have been
carried out to determine the action taken by GPsoéimel doctors in the
Netherlands with regard to euthanasia, assisteddeugeid decisions
concerning the end of life of patierff&In 2001 and 2005, another large-
scale study was conducted into euthanasia and etigeof-life medical
practices.” %

Substantial methodological differences exist betwerabove-mentioned

studies and the registration of data by GPs padiicig in the CMR Sentinel
General Practice Network. An extensive discussiohede differences is
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beyond the scope of this report. However, theraésdifference that bears
mentioning: unlike the recent studies mentionedrabthe data of the CMR
Sentinel General Practice network are derived exalisirom GPs, and not
only deal with applied cases of euthanasia, but\alth discussions and
deliberations about requests for euthanasia whicluencourse may be
granted.

Also the annual reports of the Regional Assessmemin@itiee Euthanasia
provide useful information. From the 2008 annugbré we know that 2331
cases of executed euthanasia or assisted suigdegorted to the
Committee?® In 2008 the number was about higher than in previ@ars,
most likely because the percentage of cases actepldrted to the
Assessment Committees has incre#8ein most reported cases the
physicians had strictly followed the rules requibgdaw. Only in 10
instances this was not the case at a national [€lelincrease noted by the
Regional Assessment Committee is consistent witlsligbtly higher
number of reports by the CMR sentinel practice®dh0, although
differences in study design should be taken inttsimteration. The
percentage of living wills has increased duringphst years; from 15% in
1984 to 78% in 2010. However, in 2009 it was 92%hdligh a higher
percentage can be considered as an indicatordayuhlity of care between
patient and GP, when discussing decisions at theglifd, the percentage
could also decrease if these discussions took pliaae earlier stage in the
iliness, long before euthanasia is a topical is¥hés appears to be a
plausible reason for the higher number of reporéegiests in 2010, because
relatively often no living will existed and no secb@P had been consulted.
Many of these requests were not yet topical isamgsarently.

The study will be continued in 2011.
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Publications based fully or partly on continuous mabidity
registration data

Donker GA and Alphen van JE (201The Impact of the Dutch Euthanasia Act on the
Number of Requests for Euthanasia and PhysiciarstessSuicide A Cohort Study in
General Practice between 1977 and 2007
In: Euthanasia - The “Good Death” Controversy imtdms and Animals, Josef Kaur
(Ed.), ISBN: 978-953-307-260-9, InTech, Availablerfr.
http://www.intechopen.com/articles/showttitle/tmepiact-of-the-dutch-euthanasia-act-on-
the-number-of-requests-for-euthanasia-and-physiasanst

Alphen van JE, Donker GA, Marquet REuthanasieverzoeken voor en na de euthanasiewet.
Huisarts en Wetenschap 2011;54(1):18-22

Alphen van Jojanneke E, Donker Gé A, Marquet Richaiequest for euthanasia in
general practice before and after implementatiothef Dutch Euthanasia AdBritish
Journal of General Practice: 2010;60:263-267

Abstract:

Alphen van Jojanneke E, Donker Gé A, Marquet RidhaiRequest for euthanasia in
general practice before and after implementatiothef Dutch Euthanasia AdBritish
Journal of General Practice 2010;60:263-267

Background: The Netherlands was the first country in the waoldmplement a Euthanasia
Act in 2002. It is unknown whether legalising euthsia under strict conditions
influences the number and nature of euthanasiaestsu

Aim: To investigate changes in the number of, and reafsonrequests for euthanasia in
Dutch general practice after implementation ofBhtch Euthanasia Act.

Design of study:Retrospective dynamic cohort study comparing fivergdefore (1998-
2002) and five years after (2003-2007) implemeatati

Method: Standardized registration forms were used to dotlata on requests for euthanasia
via the Dutch Sentinel Practice Network. This netwaf 45 general practices is
nationally representative by age, gender, geogeatibtribution and population density.

Results The mean annual incidence before implementatioouated to 3.1/10,000,
thereafter to 2.8/10,000. However, trends diffdsgdyender. The number of requests by
men decreased significantly from 3.7/10,000 to12®00 ((p< 0.008); the requests by
women increased from 2.6/10,000 to 3.1/10,000. Bedmd after implementation, cancer
remained the major underlying disease for requggtuthanasia: 82% vs. 77% for men;
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73% vs. 75% for females. Pain was a major reasoa fequest, increasing in the period
before implementation (mean 27%), but declininthi period thereafter (mean 22%).
Loss of dignity became a less important reasom aftplementation (from18% to 10% ,
p=0.04), predominantly due to a marked decreas®men (from17% to 6%, p< 0.02).
Trends in unbearable suffering and hopelessnessmasns remained unchanged after
implementation of the Act.

Conclusions: There was no increase in demand for euthanasiaimipéementation of the
Euthanasia ActPain as a reason for requesting euthanasia shawiedraasing trend
before implementation, but declined thereafter sLafsdignity as a reason declined,
especially in females.

Donker GA, Van Alphen JE, Marquet RL. The impacttaf Euthanasia Act on the number of
requests for Euthanasia and Physician assistelisuieuropean Journal of Public Health
2009;19(S1):110 (Oral Presentation 2nd Europeatiddbalth Conference Lodz,
November 2009)

Marquet RL, Bartelds A, Visser GJ, SpreeuwenbergelRerB L.Twenty five years of requests
for euthanasia and physician assisted suicide itcBgeneral practice: trend analysis.
BMJ 2003;327:201-2
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Appendix 1

Table 18.4 Requests made by patients for activeaeasia in 2010

age gender disease reported reason for request
99 f old age bed-ridden
97 f chronic heart failure dyspnoea, exhaustion
91 f old age, renal failure fast deterioration
90 f metastatic breast cancer cerebral metastagies w
increasing paralysis limbs,
helplessness
89 m malignancy with unknown primary extremely tired and impaired
cancer
89 m lung fibrosis, heart failure deteriorationspgoea, tiredness
89 m metastatic lung cancer dyspnoea
88 m tumor, obstruction due to abscess extremgbairad
87 m prostate cancer, recurrent lumbal pain, helplessness
hernia, diabetes mellitus
arteriosclerosis, rheumatic
polymyalgia
87 f deterioration, dysfunction poor wellbeing
87 f cancer deterioration
86 f diabetes mellitus threatening lower limb
amputation
86 f lung cancer pain, dependancy
85 f renal failure tired of life
84 f atrium fibrillation, depression, wish for prevention of senseless
dementia suffering
84 f no disease, old age completed life
83 m myelodysplastic syndrome pain, tiredness
83 m liver carcinoma pain, ascites
82 m heart failure recent myocardial infarctiong-be

ridden
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Table 18.4 Requests made by patients for activeaeasia, 2010 (cont.)

age gender disease reported reason for request
82 m metastatic gastric carcinoma unbearable patremely tired
82 f renal carcinoma terminal phase
81 m cardial arytmia, pacemaker unknown
81 f pancreas carcinoma, metastases lungdyspnoea
and bone
80 f colorectal carcinoma refractive dyspnoea, itisu
metastases
80 f coecum carcinoma pain, loss of prospect
77 f depression post CVA, personality pain, tired of life
problem
73 m prostate carcinoma loss of prospect
72 m prostate carcinoma bipyramidal syndrome
72 f early Alzheimer disease recently diagnoseefeps
timely arrangements
72 f metastatic endometrium carcinoma loss of moisp
72 f terminal COPD loss of prospect, impairment
daily life activities
71 m duodenal carcinoma with peritonitis  progressive pain
carcinomatosis
71 m metastatic melanoma tiredness, senselessisgffe
itching, icterus, dullness
70 m bladder carcinoma aphasia due to CVA
70 f ovary and uterus carcinoma loss of prospettactive pain
and nausea
69 f metastatic ovary carcinoma deterioration
65 f lung cancer exhaustion
63 m metastatic colon carcinoma loss of prospect
62 m metastatic tumor, unknown origin refractivinpboss of prospect
61 m esophagus carcinoma infaust prognosis
61 m metastatic lung cancer senseless sufferirgpribea,

refractive pain
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Table 18.4 Requests made by patients for activeaeasia, 2010 (cont.)

age gender disease reported reason for request
59 m cholangiocarcinoma pain, itching, loss of peus,
nausea
58 m metastatic nasopharynx and pain, dyspnoea, exhaustion
esophagus carcinoma
57 m nasopharynx carcinoma recent recurrency wih of
prospect
57 m metastatic melanoma senseless sufferingngchi
icterus, tiredness, dullness
54 m lung carcinoma with vertebral infaust prognosis
metastases
54 m gallbladder carcinoma deterioration
53 f bacterial meningitis, arteriosclerosis  refraepain
52 f metastatic lung cancer dyspnoea
49 m brain cancer wish for early arrangements in
case of loss of future
communication abilities
47 f metastatic lung cancer infaust prognosis
45 m metastatic rectal carcinoma infaust progneds for self-
efficacy
44 m lung cancer and vertebral metastases hemaplegi
40 f brain cancer anxiety, helplessness
31 f astrocytoma gr. 1V, multiform deterioration
glioblastoma
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19 Palliative Sedation
Topic owner: Mrs. Dr. G.A. Donker, NIVEL (2005-2010)

Introduction

Even when palliative care is optimal at the termptase of a disease
process, situations may arise in which treatmenonger provides
sufficient alleviation of symptoms. Predominanttégas are severe
agitation, dyspnoea, pain, nausea, vomiting and Te¢eey leave a dreadful
impression on all persons concerned in palliateseecThe patient is
suffering severely and may become desperate, faanilyfriends are hardly
able to stand the situation, and doctors and cagegyfeel they have failed.

In the past years severe suffering at the endenidiincreasingly considered
as unacceptable. Caregivers are requested toadbehiis suffering, which is
felt as meaningless. Doctors may then decide, daineronditions, to apply
deep sedation: decrease consciousness to a modesatecre degree, short
term or intermittent, using sedative drugs (slegigents). The objective is
to alleviate suffering, not to end life.

In 2002 terminal sedation was applied by Dutch GRs5686 of all deaths
and has found to be increasingly appfietl. The end of life study reports in
its fourth national survey that continuous deegatied is applied in 12.8%
of all deaths occurring at home, hospital or nsiome?®

The question has been raised whether the strietieriformulated for a
request for euthanasia, should also be followegddlirative sedation. When
discussing this issue, fear has been expressenhttiaing so terminal
sedation will become an alternative for euthanagiéch is scrutinized by
an external evaluation committee. It remains tgdxn to what extent
euthanasia and palliative sedation are complimgiiaalleviating suffering
at the end-of-life. Investigations into the praetaf palliative sedation by
GPs may provide some answers to these questions.
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Method

Sentinel GPs were requested to register each casdliative sedation in
their practice. At the end of each year they preadditional information by
completing a questionnaire in which questions amnegoasked about the
reason why palliative sedation was applied, thereattithe underlying
disease, whether the patient also requested foaeasia, and who was
involved in the decision-making for palliative s&da. In 2007 it was asked
for the first time which circumstance had been tleglpminant factor to
decide for palliative sedation when a request fon&nasia has been posed
as well.

Results

In 2010 41 sentinel GPs reported 31 patients (15 d@women) who were
treated with palliative sedation, which is 5.2% dfraported deaths in 2010.
This is absolute and relatively comparable with 20022010 the decision
for sedation was taken in 17 men and 14 women. Qfdkients 31 had
cancer, i.e. 71%.

GPs reported that for 23 patients (74%) the preseh2er more refractory
symptoms had prompted the decision to decreasmtiseiousness of the
patient. In 8 patients only 1 refractory symptom weakcated (six with
dyspnoea, one with fear and one white untreatabte(pak also appendix).

Untreatable pain (23 patients, 74%) was the most ipemhreason to decide
for palliative sedation in 2010, whereas in previgears, also untreatable
dyspnoea (17 patients, 55%), nausea (9 patierfs) 28miting (6 patients,
19%) and fear (6 patients, 26%).

From the 31 reported patients 6 (19%) also reqddetecuthanasia. The
reasons to apply palliative sedation and not ewatsiarin these 6 patients
were: not meeting the criteria for euthanasia, duygiest for euthanasia not
confirmed in writing, the family’s preference, hastization, increase
dyspnoea and short life expectancy.
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Table 19.1 Absolute number of patients treated bir 8P with palliative
sedation, per province group, address density anthé
Netherlands in 2005-2010

province group address density Netherlands

N E W S 1* 2* 3*
2005 4 4 15 3 7 17 2 26
2006 5 4 18 4 4 23 4 31
2007 4 2 18 6 5 24 1 30
2008 3 2 10 3 4 9 5 18
2009 7 10 9 5 7 21 3 31
2010 5 10 8 8 5 23 3 31
*  1:<500/knf 2: 500-2500/krh 3: > 2500/krh

In 2010 the highest number of patients (absolutepsn 10,000) are
reported in the eastern provinces (table 19.1 &®2)1Sorted by address
density most patients per 10,000 were reported/éoiti cities with 500-
2500 inhabitants per Km
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Table 19.2 Number of patients per 100,000 treateithdy GP with
palliative sedation, per province group, addresssitie and for
the Netherlands as a whole in 2005-2010

province group address density Netherlands

N E W S 1* 2% 3*
2005 (1,8 (15 25 (1,2 30 1,9 (0,9 2,0
2006 30 (23) 4,0 (25 24 42 @17 33
2007 (1,6) (0,9 44 32 28 35 (0,5) 2,8
2008 (1,2) (0,8) 29 (1,5) (20 14 31 1,7
2009 2,6 4,1 1,9 2,5 2,5 2,7 (1,1) 2,7
2010 1,9 38 19 25 1,9 30 (1,49 2,5
*  1: <500/knt 2: 500-2500/krh 3: > 2500/krh

Age distribution

The age distribution is given in table 19.3.

152 Continuous Morbidity Registration at Dutch Sentti®eneral Practice Network 2010, NIVEL 2012



Table 19.3 Absolute number of patients per age gagted with
palliative sedation by their GP in 2005-2010

<54 55-64 65-74 75-84 >85 total
2005* 3 9 8 2 26
2006 2 6 8 7 31
2007 1 5 10 8 6 30
2008 4 3 2 5 4 18
2009 7 4 7 7 6 21
2010 2 7 9 6 7 31

*In 2005 the age of one patient was unknown.

Palliative sedation sometimes is applied at aikglgtyoung age and does
not seem to be related to age.

Summary of reported requests

Similarly as for the topic ‘requests for euthanagae chapter 18) five
major disease groups were used to obtain insightlg disorders
underlying the use of palliative sedation.
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Table 19.4 Disorders for which palliative sedation wpplied in 2005-

2010

N %
malignant tumors 123 74
cardio-vascular diseases 19 11
chronic obstructive pulmonary disease 5 3
symptoms and incompletely described diseases 7 4
other diseases 13 8
total 167 100
Discussion

Similarly as for request of euthanasia (chapter d&)cer is the most
prominent disease leading to the decision for gtalie sedation.

Mostly the presence of more than one refractorympm is the reason to
apply palliative sedation. Untreatable pain andodyp® play a major role. In
2010 palliative sedation was applied in 5.2% ofréported deaths. This is
considerably lower than the 12.8% mentioned in theth national survey
concerning medical decisions at the end offifdowever, this latter study
involves also deaths in hospitals and nursing haanesat home and
therefore is not comparable with our study in a gaingractice population,
in which patients in nursing homes normally areinoluded. Our study
shows annual fluctuations, but no increasing trémckesthe start of the study
in 2005. This is an unexpected finding becausbérpiast couple of years
the literature reported an increasing trend ofigtile sedatiori!"*®

In the 6 patients who had also asked for euthaniasia was no indication
that palliative sedation had been applied to aeeithanasia. The reasons for
palliative sedation were clearly defined and somesittine family’s
preference played an important role. These resuisate that requests for
euthanasia and palliative sedation largely relawdifferent motives, despite
similarities in the nature of the symptoms. Thealgtdoes not support the
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notion that the boundary between euthanasia anégpadl sedation is
becoming indistinct. This is also supported byttiesis about palliative
sedation by Jeroen Hesselaar 28/0%e guideline on palliative sedation
issued by the KNMG in 2005vvw.knmg.n), undoubtedly has contributed
to professionalize this intervention.

The topic will be continued 1n 2011
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Appendix 1

Table 19.5 Characteristics of patients treated pétltiative sedation in
2010

age gender disease reported reason for request

91 f bladder carcinoma anxiety
91 f heart failure dyspnoea
90 m pain symptoms, deterioration pain, nausedgepnxompleted
life
90 f colon carcinoma pain
88 f necrosis of feet due to dyspnoea, pain
atherosclerosis
87 f cervical carcinoma pain
85 f renal failure dyspnoea, pain, vomiting
79 f chronic obstructive pulmonary dyspnoea
disease
78 m renal/bladder carcinoma pain, anxiety, extealisare
taking relatives
78 f lung carcinoma dyspnoea, pain, cachexia
77 m lung carcinoma dyspnoea, pain, vomiting,
refractive coughing
77 f metastatic ovary carcinoma dyspnoea, anxiety
76 f duodenal carcinoma pain, nausea
74 f lung carcinoma dyspnoea, pain, nausea
73 m terminal COPD and pancreatic dyspnoea, pain, anxiety
carcinoma
72 m gastric carcinoma pain, nausea, vomiting
72 m terminal heart failure dyspnoea
71 m metastatic carcinoma of unknown dyspnoea, senseless suffering
origin
70 m acute myeloid leukaemia (AML) pain, nausea
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Table 19.5 Characteristics of patients treated péltiative sedation,

2010(cont.)
age gender disease reported reason for request
66 m bronchial carcinoma dyspnoea, pain, vomiting
65 m metastatic colon carcinoma pain, nausea, gnxie
65 m terminal COPD dyspnoea, pain
64 m idiopathic lung fibrosis dyspnoea
62 f metastatic colon carcinoma pain, nausea
61 m metastatic pancreatic carcinoma deliriumm pa@usea, vomiting
61 m colon carcinoma delirium, dyspnoea, pain
61 f uterine carcinoma with lung dyspnoea
metastases
59 m metastatic prostate cancer delirium, pain
55 m colon carcinoma delirium, pain, anxiety
52 m bronchial carcinoma with brain delirium, pain, anxiety
metastases
39 f metastatic ovary carcinoma refractive painsoheispasms
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20 Eating disorders
Topic owner: Prof. H.W. Hoek, Parnassia Bavo group
(1985-1989, 1995-2010)

Introduction

It is unclear whether the incidence rate of sereating disorders such as
anorexia nervosa and bulimia nervosa is increaSegtinel doctors
registered both of these disorders between 1983 88@. By a renewal of
registration from 1995 it is studied whether theiserers are on the rise.
This chapter only provides an indication of tremdthe number of patients
with eating disorders in general practice. Resutterging from the
questionnaires will be published separately.

Methods

The trend in the incidence of eating disorders @85 onward will be
calculated per age group, province group and addlessity and will be
compared with the period 1985-1989. These dataaireanrected yet for
double counts and contain figures about incidesosell as prevalence. The
numbers should therefore be interpreted with cautt@r that reason no
extrapolation to a national level is presented.

The sentinel GPs have been asked to complete aaqueste with
additional information for each registered patiékas the eating disorder
diagnosed in 2010 and was the patient referreddtieaent caregiver? In
addition, information was gained about the familyhed patient and the
physical aspects of the disease. The results @&thdy are published
elsewhere.
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Results

In table 20.1 the distribution is shown of the numiifepatients diagnosed
by the GP with an eating disorder, per 10,000 inhakst per province
group and address density and for the Netherlandsadmle, from 1985-
1989 and from 1995-2010. In 2010 eating disordegsiEgnosed in 34
women and 0 man.
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Table 20.1a Absolute numbers of patients for whom @&gnosed an
eating disorder, per province group, address deaasi for the
Netherlands as a whole, 1985-1989 and 1995-2010

province group address density Netherlands

N E W S 1* 2% 3*
absolute/year
average:
1985-1989 7 10 35 10 6 33 24 61
1995 11 11 26 16 5 49 10 64
1996 6 8 22 9 3 37 5 45
1997 12 10 11 9 8 29 4 42
1998 10 17 15 9 5 36 10 51
1999 4 14 12 13 1 38 4 43
2000 4 9 13 9 3 26 6 34
2001 5 6 6 7 4 19 1 24
2002 2 12 14 8 5 24 7 36
2003 1 14 24 4 2 29 12 43
2004 3 11 14 11 3 30 6 37
2005 4 8 15 1 10 16 2 28
2006 2 8 16 6 5 19 8 32
2007 4 8 19 9 5 27 8 40
2008 8 12 16 13 11 31 7 49
2009 5 8 22 9 5 26 13 44
2010 6 7 16 5 20 8 34
* 1. <500/knt 2: 500-2500/krh 3: > 2500/krh
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Table 20.1b Numbers of women for whom GPs diagnosezhiimy
disorder, per province group, address density anthé
Netherlands as a whole, 1995-2010, per 10,000 women

province group address density Netherlands

N E w S 1* 2* 3*
per 10,000
women
1995 89 64 81 91 5.2 10,5 6,9 8,1
1996 47 47 89 48 3,0 8,9 3.3 6,2
1997 78 55 42 48 6,5 53 4,3 53
1998 72 91 6,7 56 8,6 7,1 11 7,1
1999 (33 85 54 84 1,1) 7,9 4,4 5,2
2000 32) 46 39 61 (2,3) 4,9 3,8 4,2
2001 34 40 25 46 (4,4) 4,0 0,9 3,6
2002 a5 73 54 35 4,9 4,5 4,5 4,6
2003 0,8 116 7.8 (2,3) (1,8) 59 9,0 6,0
2004 @3 70 26 29 (2,9) 35 2,3 3,0
2005 (33 54 41 (0,6) 8,2 49 (1,2) 3,5
2006 24) 92 66 75 6,0 6,6 6,5 6,4
2007 32) 73 91 95 (5,5) 7,1 8,0 7,0
2008 60 88 8,7 124 10,5 8,3 8,4 8,7
2009 37 63 98 98 5,2 7.4 52 7,6
2010 45 45 80 49 31 6,2 7,5 5,8
* 1. <500/knf 2: 500-2500/kr 3: > 2500/krh
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The absolute and relative number of reports in 2816wer than in previous
years. In 2010 it concerns exclusively women.

During the past 10 years the reported number of lepetients with an
eating disorder has been the lowest in the northeavince group. In 2010
the number of eating disorders was the highestdm#bstern part of the
country and in big cities.

Age distribution

Table 20.2 shows the distribution of reported eadiisgrders by age group.

Table 20.2 Absolute numbers of patients for whom @pented an eating
disorder, by age, 1985-1989 and 1995-2010

women 1985-1989 1995 1996 1997 1998 1999 2000 2001
1-4 - - - 1 - - - -
5-9 - - - 1 - - - 1
10-14 1 1 1 0 2 - 1 1
15-19 8 13 15 10 9 7 9 6
20-24 12 14 9 11 14 74 5 2
25-29 14 10 7 7 5 6 9 4
30-34 6 9 4 3 4 6 4 5
35-39 7 8 6 3 11 91 3 3
40-44 4 2 2 4 4 6 1 -
45-49 1 4 1 1 1 - 1 -
50-54 1 2 - - - - 1 1
55-59 1 - - - 1 1 - -
60-64 - - - - - - - -
65-69 - - - - - - - -
70-74 - - - - - - - -
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Table 20.2 Absolute numbers of patients for whom @pented an eating
disorder, by age, 1985-1989 and 1995-2010 (cont.)

women 2002 2003 2004 2005 2006 2007 2008 2009 2010
1-4 - - - - - - - - -
5-9 - - - - - - - - -
10-14 1 - 1 1 - 3 1 2 2
15-19 5 5 5 9 5 6 12 7 1
20-24 3 7 10 2 9 7 2 9 7
25-29 8 7 8 2 4 4 5 7 3
30-34 2 5 - 6 3 5 7 4 1
35-39 5 5 2 1 6 3 7 5 2
40-44 4 6 5 6 1 3 3 3 3
45-49 2 5 4 - 1 5 6 4 -
50-54 2 2 - - 1 1 3 - 2
55-59 - - - - - - 1 3 1
60-64 - 1 - 1 1 1 - - 1
65-69 - - - - - - - - 1
70-74 - - - - 1 - - - -
75-79 - - - - - - - - -
80-84 - - - - - 1 - - -

The peak incidence in 2010 lies in the age gro@p$dyears. Also, it is
remarkable that eating disorders sometimes stillioat old age.
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Discussion

In 2010, there are relatively few reported eatirgpriers. In 2010 the

highest incidence occurred in big cities and invlestern part of the

country. Previous studies have shown that livinbigncities is a risk factor

for bulimia nervosd>®

The study will be continued in 2011

Publications based fully or partly on continuous mabidity

registration data

Son van GEEating disorders in a primary care based coh@issertation 2010

Son van Gabriélle E, Hoeken van Daphne, Furth vanFE Donker Gé A, Hoek Hans W.
Course and Outcome of Eating Disorders in a Prim@aye-Based Cohorinternational

Journal of Eating Disorders 2010;43(2):130-8

Son van Gabriélle, Donker Gé, Hoek Hans Wijbrdeetstoornissen: trend en samenhang
met verstedelijking-uisarts en Wetenschap 2009;52(3):121

Son van GE, Hoeken van D, Furth van EF, Donker ek HW.Outcome of Eating

Disorders in a Primary Care-Based Stu@ral presentation. International Conference on

Eating Disorders, Baltimore, 2-5 Mei, 2007

Son van GE, Hoeken van D, Bartelds AIM, Furth van lHéek HW.Urbanisation and the
incidence of eating disorderBrit J Psychiatry 2006;189:562-563

Son van GE, Hoeken van D, Bartelds AIM, Furth van lHéek H.W.Time trends in the

incidence of eating disorders: A primary care stirdyhe Netherlandint Eat Disord
2006;39:565-569
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21 General comments

1 The Counselling Committee has decided to incthdedollowing topics
on the weekly returns in 2011.

Influenza and influenza-like illnesses
Research on end-of-live decisions
Suicide and attempted suicide

STD

Gastro-enteritis

Unwanted pregnancy

Urinary tract infection

Whooping cough

Cosmetic allergy

Gut feeling related to cancer

i (o B I Bl o N ¢ I © Bl

2 Incidental studies on euthanasia, eating dissrgedliative sedation and
diabetes mellitus will be conducted in 2011.

3 The Counselling Committee welcomes suggestionsezaimg new
topics and adjustments of existing topics.

4 Data contained in this report may be reproducediged that the source
is acknowledged.

5 A Dutch version of the report is available on rexjue
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22 Literature list

List of other publications based fully or partly onthe data from
Continuous Morbidity Registration Sentinel Practices

General

Santing L, Van der Eijk R, Donker G&holesteatoom: een wolf in schaapsklendnisarts
en Wetenschap 2012;55(2):78-81

Van den Wijngaard CC, Dijkstra F, Van Pelt W, Vanekst, Kretzschmar M, Schimmer B,
Nagelkerke NJD, Vellema P, Donker GA, Koopmans MPGearch of hidden Q-fever
outbreaks: linking syndromic hospital clustersnéected goat farm€&Epidemiol Infect
2011;Jan:139(1):19-26

Santing-Winter L, Van der Eijk R, Donker GBven een trommelvlies beoordelen: meerdere
valkuilen.Bijblijven 2011;2:20-24

Donker GA, Pruys TICT — vooruitgang met valkuileijblijven 2011;2:47-50

Donker GA.Monitoring en surveillance: is de huidige situatiéequaa? In: ‘Outbreaks’,
Bijblijven 2010-7:68-75

Nielen MMJ, Spreeuwenberg P, Paget WJ, Donker GéijegviA, Schellevis FGThe age-
specific impact of influenza on hospital admissiand mortality in five countries in

Europe.Utrecht, NIVEL 2010, report

Donker GA.Peilstations meten trends in de huisartsenprakiijiisarts in de praktijk
2007;18(12):10-12
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Antibioticaresistentie

Donker GA, Deurenberg RH, Driessen C, Sebastian § S\ptobberingh EEhe
population structure of Staphylococcus aureus angergeral practice patients from The
NetherlandsClin Microbiol Infect 2009;15(2):137-43

Donker G, Stobberingh Eigt MRSA overal op de loefuisarts & Wetenschap
2008;51:113

Donker GA, Nys S, Driessen C, Deurenberg RH, StobgkrEE Prevalence of antibiotic-
resistant S. aureus among general practice patid¢his J Public Health 2006;16(1S):186

ARI-EL study

Gageldonk van Rianne, Donker Gé, Peeters Mavarspellen klachten een bacteriéle
bovensteluchtweginfecti¢fuisarts en Wetenschap 2007,50(3)85

Bartelds Aad, Gageldonk-Lafeber van Rianne, Heijnemi®Louise, Peeters Marcel, Plas
van der Simone, Wilbrink BernARI-EL: case-controle onderzoek naar Acute
Respiratoire Infecties in de Eerste Lijduisarts en Wetenschap 2006,49(5) 244-247

Gageldonk-Lafeber van AB, Heijnen MLA, Bartelds AlReters MF, Plas van der SM,
Wilbrink B. A case-control study on acute respiratory tracg@neral practitioner
patients in The Netherland€ID 2005:41:490-497

Nys S, Tjhie JHT, Bartelds AIM, Heijnen MLA, Peetdf, Stobberingh EEErythromycin
resistance in the commensal throat flora of pasiensiting the general practitioner: a
reservoir for resistance genes for potential pa#ig bacterialnt J Antimicrob Agents.
2005 Aug; 26(2): 133-7

Chronic benign pain

Kerssens JJ, Verhaak PFM, Bartelds AIM, Sorbi MJ,dBenJM.Unexplained severe
chronic in general practic€European Journal of Pain 2002; 6:203-212
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Consultation for smoking addiction

Jacobs-van der Bruggen Monique, Donker Gé, VerKaijy, Baan CarolineéStoppen met
roken: hoe pakken wij dat aafuisarts & Wetenschap 2007;50:198-202

Jacobs-van de Bruggen M, Baan C, Verkleij H, Donke8t@ppen met roken advies
huisartsen in 2005: 478 consulten onderzoBithoven 2006, RIVM rapport 260702/01

Bladeren F. van, Jacobs Behandeling van tabaksverslaviNgedisch Contact
2006;61(13):450

Depression

Verhaak PFM, Bartelds AIM, Schellevis Fde behandelt de huisarts nieuwe gevallen van
depressieMuisarts Wet 2002; 45(13):122-5

Diabetes Mellitus

Donker Gé, Flemming Douglas, Schellevis Francgise&uwenberg PeteBehandeling van
diabetes mellitus door de huisarts in vijf Europksalen: eenheid binnen Europa?
Huisarts en Wetenschap 2005,48(9):449-53

Donker GA, Fleming DM, Schellevis FG, Spreeuwentfemifferences in treatment
regimes, consultation frequency and referral patseof diabetes mellitus in general
practice in five European countrieBamily Practice 2004;21:364-69

Physical violence

Marquet R, Donker (Niet alleen blauwe plekken. De rol van de huisaitsdmsultatie voor
fysiekgeweld.Huisarts en Wetenschap 2008;51(1):5

Marquet Richard, Schellevis Francios, Donker Sléchtoffers van geweld zijn
grootgebruikers van de huisartsenzaryisarts en Wetenschap 2006;49(10):489
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Herpes Zoster

Fleming DM, Bartelds A, Chapman SR, Cross KWde consistency of shingles and its
significance for health monitorindcuropean Journal of Epidemiology 2004;19:1113-
1118

Sportletsels

Valkenberg H, Donker GA, Schoots W, Vriend3gortblessures bij de huisarts: registratie,
behandeling en verwijsbeleiBport en Geneeskunde 2010;2:6-14

Prostate complaints

Otto Suzie J, Cruijsen van der Ingrid W, Liem Michidee.a.Effective PSA contamination in
the Rotterdam section of the European randomiagdiysdf screening for prostate cancer.
Int J Cancer 2003;105:394-399

Resistance against antibiotics of uropathogens

Knottnerus BJ, Nys S, Riet ter G, Donker G, Geerliags Stobberingh E.
Fosfomycin tromethamine as second agent for thartrent of acute, uncomplicated
urinary tract infections in adult female patientsThe NetherlandsAntimicrob
Chemotherapy 2008;62:356-359

Knottnerus BJ, Nys S, Riet ter G, Donker G, Geerliafgs Stobberingh Ezosfomycine
tromethamine als tweede keus bij de behandelingpmgecompliceerde
urineweginfectiesMuisarts en Wetenschap 2008;51:242-3. (Preseméat®-
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Nys S, Bartelds AIM, Donker GA, Stobberingh BHinary tract infections in a paediatric
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antimicrobial susceptibility of the isolated uropgensEur J Public Health
2007;17(S2):180
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Koeijers JJ, Kessels AG, Nys S, Bartelds A, DonkeBtebberingh EE, Vernon A.
Evaluation of the nitrite and leukocyte esterasgviy tests for the diagnosis of acute
symptomatic urinary tract infection in me@lin Infect Dis 2007; 5(7):894-6

Donker GA.Antibioticaresistentie van uropathogenen bij vrouwanaf 70 jaar Huisarts en
Wetenschap 2006;49:319 (Presentatie NHG-wetensdhg006-Groningen)

Nys Sita, Merode van T, Bartelds AIM, Stobberingh BEnary tract infections in general
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Chemotherapy, 2006; 57(5): 955-8
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Sexsual problems and sexual violence

Kedde H, Donker G, Leusink P, Kruijer Fihe incidence of sexual dysfunction in patients
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Appendix 1: participating doctors in 2010

Name:

J. Mulder*

P.S. Wiersema*

W.J.M. Brunninkhuis

H.J. Dijkstra*

H.D.W.A. van Gijsel/B. Barla
Mw. M. Schellens/Mw. I. Hummelen
Mw. C.A. Hoeksema-de Vries/S.A. van Dijk
Mw. F.B. van Heest*

S.M. Handgraaf

J.H. Vaartjes

J.F.E. Borm*

Dr. R.A. de Groot/Mw. J.T. Bos
Mw. E.J.A. Idema *

J. Rauws

P.J. van Beek

D.G. de Jong

H. Rademaker

M.T.W. van der Velden

J.H.M. van der Holst

L.B.P.M. Hendrikx*

R.J.M. Kimmenaede

J.A. Nielen

Mw. I.K.l.de Jongh-Kilian /Mw. M.G.C.L. Smit

L.J.A.L. Kroft
P.B. den Hertog
Mw. Y.E.V. van Hazel/P. Olie

Location:

't Zand
Oostermeer
Drachten

Bakhuizen

Assen
Schoonoord
Nieuw Weerdinge

Emmen
Albergen

Oldemarkt
Almelo
Oldenzaal
Barneveld

Barneveld
Dieren
Groenlo
Steenderen
Zutphen
Emmeloord

Amersfoort
Utrecht
Amsterdam

Province:

Groningen
Friesland
Friesland
Friesland

Drent
Drenthe
Drenthe

Drenthe
Overijssel

Overijssel
Overijssel
Overijssel
Gelderland
Gelderland
Gelderland
Gelderland
Gelderland
Gelderland
Flevoland

Utrecht
Utrecht
Noord-Huwitl
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Appendix 1: participating doctors in 2010 (continued

H.R. Neijs¥) Broek in Waterland  Noord-Holland
Mw. A. Verdam-de Witte Hilversum Noord-Holland
Mw. M.H. Brooks Hilversum Noord-Holland
J.V.M. Noordeloos Bloemendaal Noord-Holland
A. Leemhuis/W. van der Maarel Castricum Noord-Huila
A.M. van Meurs Den Haag Zuid-Holland
J.C.B.M. Rensing/Mw. A. Rensing-van Dijk Den Haag idZHolland
Mw. E. Sleeboom Voorhout Zuid-Holland
Mw. D. Nijman* Nieuwveen Zuid-Holland
W.H. van der Linden/Mw. E.A.A. van Rosmalen* Leirden Zuid-Holland
Mw. M. Heijmans/K. van de Bent/K. Jonker/

C. Douma Den Haag Zuid-Holland
R.R. Lankhorst Middelburg Zeeland
P.B.A. Crama Vlissingen Zeeland
M.G.A.M. de Gouw Rosmalen Noord-Brabant
W.L.M. Rijnders/J.A.M. Disseldorp Etten-Leur NooBiabant
J.J.J. Meulenberg/J.D.M. schelfhout Eindhoven NeBrabant
P. Meulesteen/L. Kessels/ L. Klinkers

L. Burghout/J. Landaete Eindhoven Noord-Brabant
R.J.P. de Gardeyn Sleeuwijk Noord-Brabant
M.J.F.M. Klaassen* Oirsbeek Limburg
P.H.M. Vaissier) Maastricht Limburg

*) With dispensary
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Appendix 2: registered topics 1970-2011
(alphabetical)

abortion, spontaneous 1982-1983
abortion, induced 1971-1979
abortion requests 1970-1975
accidents 1971
accidents in a private setting 1981-1983
acute atypical headache 1988-1992
acute otitis media 1971 and 1986
acute respiratory infection 2001-2004
addiction to smoking (consultation) 1974 and
2003-2006
AIDS (fear of) 1988-2007
alcoholism 1975
anti-hypertensives and/or diuretics (prescriptién o 1976
bee or wasp stings 1992-1993
bites by household pets 1986
burns 1988-1989
cerebrovascular accident 1986-1987
cervical smear 1976-1998
chickenpox 2000-2010
childbirth (at 28 weeks) 1982-1983
child abuse (suspicion of) 1973-1974
chronic benign pain disturbance 1995-1996
dementia 1987-1988
depression 1983-1985 and
2000-2002
diabetes mellitus 1980-1983 and
1990-1994 and
2000-2002
diarrhoea of unknown origin (acute) 1970
dog bite 1987 and
1998-1999
drug use (consultation) 1972-1973 and
1979-1981
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Appendix 2: registered topics 1970-2011 (alphabht{cant.)

dwelling (certificate issued for another)
echography requests
environment-related health complaints
exanthema of unknown origin

family planning (advice)
gastro-enteritis

hay fever

hepatitis

herpes zoster

gut feeling related to cancer
infectious mononucleosis

influenza and influenza-like ilinesses
injuries to the skeletal and locomotor systems
liver, gall bladder and pancreas diseases
malignancies

mammaography (outpatient)

measles

measles/mumps

medical aids

mental health care (referral)
morning-after pill, prescription of
myocardial infarction

neuraminidase inhibitor (prescription)
oestrogen, prescription of

Parkinson’s disease

penicillin, prescriptions and side effects
peptic ulcer (first time/relapse)

physical violence

p.i.d. (pelvic inflammatory disease)
pneumonia

pregnancy (despite contraception)
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1975
1988

2003
1970
1970-1976
1992-1993 and
1996-2011
1978-1982
1994
1997-2001
2010-2011

1977-1979 and

1991
1970-2011
1D335
1995-1997
1984-1985
1988-2000
1975-1979
1990
1999-2002
2001-2003
1972-1991
1978 and
1983-1985 and
1991-1994
2003-2004
1994-1998
1980-1985
1982398
1985-1986
1996-1999
1994-1998
2008-2010
1987-1991



Appendix 2: registered topics 1970-2011 (alphabbt{cant.)

premature birth

prostate complaints

psoriasis

psychiatric patients

- discharged

- admitted

referrals to a specialist

referrals to a speech-language pathologist
referral/authorization for physiotherapy
referral for psychosocial problems
research on end-of-live decisions
rohypnol prescriptions

rubella and rubella-like illnesses
sexual problems and sexual violence
side-effects of cosmetics (suspected)

sports injuries

skull traumas in traffic accidents
sterilization of men (performed)
sterilization of women (performed)
sexually transmitted diseases (STD)
suicide and attempted suicide

tonsillectomy or adenotomy

tranquillizer prescribed

unwanted pregnancy

urethritis in men

urinary tract infection (medicine prescribed)
urinary tract infection

ventricular/duodenal ulcer
whooping cough
zanamivir (Relenza)
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1982-1983
1997-2002
1976-1977

1986-1988
1988
1984
1988-198
1985
1986-1987
2005-2011
1987-1988
1971
2003-2008

1992-1993 and

2009-2011
1979-1983 and
2005 2007
1975-1977
1972-1999
1974-1999
2008-2011
1970-1972 and
1979-2011
1971
1972-1974
2003-2011
1992-2007
1977
2003-2004 and
2009-2011
1975
1998-2011
2000-2002



Appendix 3: list of incidental studies

Incidental studies and other additional studies7i2711 (alphabetical)

acute intoxication at work

aggression against GP and practice staff
alternative treatments (registration possible?)
anorexia nervosa and bulimia

antibiotic resistance of Staphylococcus in gengrattice
diabetes mellitus (prevalent cases)
euthanasia (request for)

incest

lyme disease

malignancies

multiple sclerosis

puerperal mastitis

regret after sterilization

serum collection

palliative sedation

vaccination against influenza
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1994-1995
1997-2000

0198
1985-1989 and
1995-2011
2005-2006

2000 and 20Q1-2
1976-2011
1988
1991-1994
1982-1983
1977-1982
1982
1980-1984
1980 and 1985
2005-2011
1992



Appendix 4: age population of the Netherlands

Age distribution of the population of the Netherlanols gender, in
thousands, 1 January 2010 (CBS)

age men women total
0-4 473 452 925
5.9 513 490 1,003
10-14 504 481 985
15-19 519 496 1,015
20-24 512 501 1,013
25.29 503 496 999
30-34 501 498 999
35-39 591 590 1,181
40-44 656 641 1,297
45-49 650 639 1,289
50-54 591 586 1,177
55-59 544 539 1,083
60-64 537 533 1,070
65-69 383 393 776
70-74 292 327 619
75-79 215 280 495
80-84 134 218 352
>85 85 212 297

8,203 8,372 16,575

total
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Appendix 5: annual tables

Continuous Morbidity Registration Sentinel Practice
age group by topic

year 2010 weeks 1 t/m 52

all practices Influenza Pneumonia Chicken- Whooping- Gut feeling related
age group population pox cough to cancer

M F M+F M+F M F M+F M+F M+F F M+F
<1 678 671 1349 695 146 67 107 230 7 0 0 0
1-4 2669 2572 5241 333 133 69 101 274 4 0 0 0
5-9 3847 3555 7403 119 43 47 45 39 4 0 3 1
10-14 3930 3642 7572 65 31 43 36 5 11 3 3 3
15-19 3865 3711 7576 119 14 0 7 0 4 3 0 1
20-24 3597 3666 7263 120 31 9 20 4 4 6 0 3
25-29 2481 3611 7092 85 19 15 17 1 1 0 8 4
30-34 3450 3514 6964 109 6 19 13 6 3 6 0 3
35-39 4181 4227 8407 94 30 42 36 4 0 0 2 1
40-44 4790 4809 9600 123 44 44 44 0 3 2 21 11
45-49 4959 4816 9775 109 44 30 37 1 3 6 4 5
50-54 4391 4298 8689 102 35 21 28 0 1 16 12 14
55-59 3916 4000 7916 124 23 47 35 0 1 23 20 21
60-64 4028 3984 8011 110 74 85 80 0 2 37 15 26
65-69 2970 3108 6078 115 82 114 98 0 2 30 13 21
70-74 2311 2467 4778 115 120 63 91 0 2 39 12 25
75-79 1648 2141 3789 145 146 52 93 0 0 36 9 21
80-84 1050 1663 2713 166 256 145 188 0 0 57 30 41
>84 681 1645 2326 193 335 311 319 0 0 29 49 43
Total 60442 62100 122542 128 56 52 54 18 3 12 10 11

* not all GPs were included
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Appendix 5: annual tables

Continuous Morbidity Registration Sentinel Pradiice
age group by topic

year 2010 weeks 1 t/m 52
all practices Gastro-enteritis Gastro-enteritis STD*
age group population no feces test feces test
M F M+F M F M+F F M+F F M+F

<1 678 671 1349 737 745 741 15 15 15 0 0 0

1-4 2669 2572 5241 300 326 313 37 23 31 0 0 0

5-9 3847 3555 7403 91 124 107 13 6 9 0 0 0
10-14 3930 3642 7572 74 41 58 5 11 8 0 6 3
15-19 3865 3711 7576 44 78 61 10 22 16 51 145 97
20-24 3597 3666 7263 72 98 85 6 16 11 165 263 215
25-29 2481 3611 7092 69 89 79 9 11 10 150 140 145
30-34 3450 3514 6964 64 85 75 12 14 13 80 100 90
35-39 4181 4227 8407 36 61 49 2 7 5 60 76 68
40-44 4790 4809 9600 44 46 45 6 10 8 30 48 39
45-49 4959 4816 9775 44 48 46 10 8 9 22 41 32
50-54 4391 4298 8689 52 37 45 2 9 6 17 25 21
55-59 3916 4000 7916 38 47 43 3 7 5 22 19 20
60-64 4028 3984 8011 55 65 60 5 5 5 13 8 11
65-69 2970 3108 6078 54 29 41 7 19 13 0 3 2
70-74 2311 2467 4778 78 69 73 13 16 15 5 4 5
75-79 1648 2141 3789 79 103 92 6 5 5 0 5 3
80-84 1050 1663 2713 133 132 133 10 6 7 0 6 4
>84 681 1645 2326 220 219 219 0 6 4 0 0 0
Total 60442 62100 122542 79 90 84 8 11 10 39 55 47

* not all GPs were included
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Appendix 5: annual tables

Continuous Morbidity Registration Sentinel Praciice
age group by topic

year 2010 weeks 1 t/m 52

all practices Unwanted Cosmetic allergy Urinary tract infection* End-ofd¥  Suicide
age group population pregnancy study

M F M+F F M F M+F M F M+F M+F M+F
<1 678 671 1349 0 0 15 7 136 61 98 0 0
1-4 2669 2572 5241 0 4 8 6 92 516 300 4 4
5-9 3847 3555 7403 0 3 20 11 72 509 282 0 0
10-14 3930 3642 7572 0 3 14 8 29 264 142 0 0
15-19 3865 3711 7576 40 0 27 13 47 950 489 3 3
20-24 3597 3666 7263 76 11 27 19 36 1061 553 1 1
25-29 2481 3611 7092 69 6 17 11 45 907 480 1 1
30-34 3450 3514 6964 37 6 37 22 67 830 451 1 1
35-39 4181 4227 8407 33 0 24 12 67 737 402 4 4
40-44 4790 4809 9600 12 0 23 11 104 772 437 8 8
45-49 4959 4816 9775 8 4 12 8 66 736 396 9 9
50-54 4391 4298 8689 0 7 33 20 138 720 426 27 27
55-59 3916 4000 7916 0 8 33 20 159 878 521 40 40
60-64 4028 3984 8011 0 5 23 14 241 958 597 56 56
65-69 2970 3108 6078 0 3 16 10 298 1118 714 87 87
70-74 2311 2467 4778 0 13 20 17 416 1456 953 143 3 14
75-79 1648 2141 3789 0 18 19 18 624 1706 1238 227 27 2
80-84 1050 1663 2713 0 10 6 7 905 2295 1753 358 358
>84 681 1645 2326 0 0 12 9 1319 2506 2161 808 808
Total 60442 62100 122542 17 5 22 13 156 922 543 51 51

* not all GPs were included
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Appendix 5: annual tables

Continuous Morbidity Registration Sentinel Pradiice
province group by topic

year 2010 weeks 1 t/m 52

all practices Influenza Pneumonia* ChickenpoxWhooping Gut feeling related
province group population cough to cancer

M F M+F M+F M F M+F M+F M+F M F M+F
GR+FR+DR 12947 13226 26173 90 72 65 68 18 3 8 5 6
OV+GLD+FLE 13267 13429 26696 197 53 40 47 13 2 15 12 13
UTR+NH+ZH 19612 21142 40753 130 73 71 72 19 3 15 15 15
ZLD+NB+LIM 14616 14303 28920 94 21 23 22 20 3 10 4 7
Total 60442 62100 122542 128 56 52 54 18 3 12 10 11

* not all GPs were included

Continuous Morbidity Registration Sentinel Pracice
province group by topic

year 2010 weeks 1 t/m 52

all practices Gastro-enteritis Gastro-enteritis STD*
province group population no feces test fecds tes

M F M+F M F M+F M F M+F M F M+F
GR+FR+DR 12947 13226 26173 86 110 99 14 17 15 25 49 37
OV+GLD+FLE 13267 13429 26696 57 57 57 8 7 8 25 40 32
UTR+NH+ZH 19612 21142 40753 75 83 79 6 11 9 52 67 60
ZLD+NB+LIM 14616 14303 28920 96 112 104 7 10 9 44 56 50
Total 60442 62100 122542 79 90 84 8 11 10 39 55 47

* not all GPs were included
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Appendix 5: annual tables

Continuous Morbidity Registration Sentinel Practice
province group by topic

year 2010 weeks 1 t/m 52

all practices Unwanted Cosmetic allergy Urin@aagt infection* End-of-life Suicide
province group population pregnancy study*

M F M+F F M F M+F M F M+F M+F M+F
GR+FR+DR 12947 13226 26173 14 3 11 7 144 776 463 50 4
OV+GLD+FLE 13267 13429 26696 9 3 15 9 150 959 557 50 2
UTR+NH+ZH 19612 21142 40753 22 6 22 14 119 795 468 52 5
ZLD+NB+LIM 14616 14303 28920 20 6 36 21 212 1157 679 50 3
Total 60442 62100 122542 17 5 22 13 156 922 543 51 4
* not all GPs were included

Continuous Morbidity Registration Sentinel Practice
address density by topic
year 2010 weeks 1 t/m 52

all practices population Influenza Pneumonia* dRbnpox Whoopinp- Gut feeling related
address density cough to cancer

M F M+F M+F M F M+F M+F M+F M F M+F
<500/KM2 13210 12823 26033 179 89 58 74 13 1 13 14 13
500-2500/KM2 37060 38553 75612 112 46 52 49 16 3 11 7 9
>2500/KM2 10172 10724 20897 122 45 46 45 31 3 16 13 14
Total 60442 62100 122542 128 56 52 54 18 3 12 10

* not all GPs were included
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Appendix 5: annual tables

Continuous Morbidity Registration Sentinel Pradice

address density by topic

year 2010 weeks 1 t/m 52
all practices Gastro-enteritis Gastro-enteritis STD*
address density population no feces test fedestes
M F M+F M F M+F M F M+F M F M+F
<500/KM2 13210 12823 26033 80 95 88 6 10 8 24 41 32
500-2500/KM2 37060 38553 75612 73 87 80 10 11 10 40 54 48
>2500/KM2 10172 10724 20897 97 95 96 7 15 11 49 71 60
Total 60442 62100 122542 79 90 84 8 11 10 39 55 47
* not all GPs were included
Continuous Morbidity Registration Sentinel Pradice
address density by topic
year 2010 weeks t/m 52
all practices Unwanted Cosmetic allergy Urinaagt infection* End-of Life  Suicide
address density population pregnancy study*
M F M+F F M F M+F M F M+F M+F M+F

<500/KM2 13210 12823 26033 2 13 8 150 915 528 43 3
500-2500/KM2 37060 38553 75612 16 4 21 12 158 905 538 52 3
>2500/KM2 10172 10724 20897 33 13 34 24 156 984 579 53 7
Total 60442 62100 122542 17 5 22 13 156 922 543 51 4

* not all GPs were included
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