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ABSTRACT

Rationale, aims and objectives

In 2011 the module cardiometabolic risk of the Prevention Consultation
guideline was introduced in the Netherlands in order to prevent cardiometabolic
diseases. We aimed to compare attitudes and working methods of Dutch general
practitioners (GPs) towards selective prevention of cardiometabolic diseases
before and after the introduction of the guideline and to study the effect of GP
gender on these attitudes and working methods.

Methods

This is a NIVEL certified Post Print, more info at http://www.nivel.eu



http://www.nivel.eu/
http://onlinelibrary.wiley.com/doi/10.1111/jep.12179/abstract
http://www.ncbi.nlm.nih.gov/pubmed/24910340
http://www.nivel.eu/

Vos, H.M.M., Delft, D.H.W.J.M. van, Kleijn, M.J.J. de, Nielen, M.M.J., Schellevis, F.G., Lagro-
Janssen, A.L.M. Selective prevention of cardiometabolic diseases in general practice: attitudes

and working methods of male and female general practitioners before and after the intro

QN
of the Prevention Consultation guideline in the Netherlands. Journal of Evaluation in Cliniqqlive?

Practice: 2014, 20(4), 478-485

We compared attitudes and working methods in prevention of cardiometabolic
diseases in a cross-sectional survey among Dutch GPs in 2013 to the results of a
comparable study performed in 2008.

Results

Both in 2008 and 2013 30% responded. In 2013, more GPs reported to actively
invite patients for preventive measurements. Thirty per cent of the GPs
implemented the module cardiometabolic risk. In 2013, less GPs reported that it
is worthwhile to make an effort to detect patients at increased risk for
cardiometabolic diseases, and more GPs suggested that prevention may be
performed by other stakeholders compared with 2008. Financial support and
evidence for prevention programmes were mentioned as main facilitators for
prevention. In 2013, more male than female GPs actively invite patients for
preventive measurements.

Conclusions

More GPs report active preventive working methods after the introduction of the
Prevention Consultation guideline, but only 30% implemented the guideline.
More male than female GPs actively invite patients for preventive
measurements. Compared with 2008 less GPs think it is worthwhile to make an
effort to detect patients at increased risk and more GPs are willing to delegate
preventive actions to other health institutions in 2013. As financial support and
evidence for prevention are important facilitators for prevention, further
research of the effectiveness of the guideline in preventing cardiometabolic
diseases is necessary, and political choices have to be made in order to

financially facilitate selective prevention in general practice.

INTRODUCTION

Cardiometabolic diseases, including cardiovascular disease, diabetes mellitus type 2
and chronic kidney diseases, are responsible for a quarter of all deaths worldwide
and are common diseases in the Netherlands [1-4]. Prevention of these diseases will
not only reduce morbidity and mortality, but it will also improve quality of life [1].
General practitioners (GPs) are in the ideal position to deliver preventive medicine
by enquiring about patients' lifestyles and providing information and counselling
about risk factors [5]. Every Dutch inhabitant is listed with a GP and about 77% of

all people consult their GP at least once a year [6,7]. These contacts offer

opportunities for preventive care [8]. Moreover, Dutch GPs are already involved in
systematic prevention programmes such as influenza vaccination and cervical cancer

screening.

In March 2011, the module cardiometabolic risk of the guideline Prevention

Consultation has been introduced in general practice in the Netherlands to improve

the early detection and management of patients with an increased risk for

cardiometabolic diseases. As the diversity in available health checks was confusing
for the general public, the Dutch Heart Foundation, the Kidney Foundation and the
Diabetes Fund together with the Dutch College of GPs, the National Association of
GPs and the Dutch Association of Occupational Medicine joined forces to develop
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an evidence-based tool for GPs in facilitating selective prevention of cardiometabolic
disease [1,9,10]. The module consists of a questionnaire and, if indicated, additional
measurements. Each patient listed in the practice between the age of 45 and 70 years
old is invited to fill in the questionnaire. In a study to assess the rates of newly
diagnosed hypertension, hypercholesterolemia, diabetes mellitus and chronic kidney
disease 392 patients (64%) were estimated to have a high risk and were referred to
the practice; 36% consulted the GP. In 22% of these patients a new diagnose was
identified [11].

To successfully implement programmes to prevent cardiometabolic diseases, we
need to know GPs' attitudes towards selective prevention. In 2008, before the
publication of the guideline Prevention Consultation, a cross-sectional survey of
attitudes and working methods of Dutch GPs in prevention of cardiometabolic
diseases was carried out. GPs showed a positive attitude towards prevention of
cardiometabolic diseases. They considered that prevention should be focused on
patients at high risk [2].

Studies show that female GPs practice differently than male GPs [12,13]. Female
GPs have longer patient visits and engage in more patient-centred communication.
They provide more counselling and immunization services, and female GP gender is
associated with a greater likelihood of receiving preventive counselling by both male
and female patients [14,15]. The GP profession is becoming feminized [12]. In the
Netherlands the number of female GPs increased from 1.961 (25% of all GPs) in
2000 to 3.532 (40%) in 2010 [16]. It is important to understand its implications and
to study the effects on patient care and the profession [17] and on the working
attitude towards selective prevention.

The aim of our study was to compare attitudes and working methods in selective
prevention of cardiometabolic diseases before and after the introduction of the
guideline. Our research questions therefore were: did the attitudes and working
methods of Dutch GPs concerning selective prevention of cardiometabolic diseases
change after the introduction of the guideline Prevention Consultation? What are
facilitating factors for a GP to implement selective prevention of cardiometabolic
diseases? And lastly, is there a relation between GPs' gender and attitudes and
working methods in selective prevention of cardiometabolic diseases?

The module cardiometabolic risk of the guideline Prevention Consultation

This module focuses on adults between the age of 45 and 70 years old. All patients in
this age group without diagnosed hypertension, diabetes mellitus type 2,
cardiovascular disease, chronic kidney diseases or hypercholesterolemia are invited
to fill in an online questionnaire, generated to estimate the risk to develop
cardiometabolic diseases. Patients with an increased risk for cardiometabolic
diseases based on the questionnaire are invited to visit their GP to complete their risk
profile with blood pressure measurements and blood tests for cholesterol and
glucose. The patient will receive tailored lifestyle advice and/or start with
(preventive) drug treatment if indicated.
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METHODS

Participants

For the cross-sectional survey of Nielen et al. in 2008 a random sample of 1100 GPs
was drawn from the national register of practising GPs of NIVEL (The Netherlands
Institute for Health Services Research) [2]. In 2013, we conducted a cross-sectional
survey among 907 Dutch GPs. NIVEL delivered a gender-stratified random sample
of 1500 names and addresses of GPs from their national register of practising GPs,
with 50% of both genders. GP locums were excluded for they are less involved in
adopting working methods in general practice. Only one GP per practice was
included. Corresponding email addresses were searched via the Internet; 907 email
addresses were found.

Questionnaire

In 2008 a questionnaire was used that contained questions about attitude and working
methods of GPs regarding selective prevention of cardiometabolic diseases in
general practice [2]. In 2013 we used the same questionnaire, extended with
questions about facilitators and barriers in implementing selective prevention and
with a question whether the module cardiometabolic risk was actually implemented
in their daily practice at the time of the survey. Questions about attitude, working
methods, facilitators and barriers were assessed by using a five-grade Likert scale.
An active attitude towards preventive working methods was defined as follows: the
GP invited patients for preventive measurements and invited patients for preventive
measurements who came to the GPs' office for other complaints. Frequency tables
were made and answers to the questions were recoded to ‘agree’ and ‘disagree’
(“disagree’ includes ‘neutral’). In 2008, a paper questionnaire was used, and a
reminder was sent after 2 weeks. In 2013, the questionnaire was sent by email in
February. Two weeks later also a reminder was sent by email to maximize response.

Analysis

Statistical analyses were performed with SPSS statistical software 20.0 for Windows
(IBM Corp., Armonk, NY, USA). Chi-squared analysis was used to test for bivariate
relations between the outcomes cohort (2008, 2013), gender, type of practice (single
practice, dual practice, group practice, health centre) and age groups (<40 years, 40—
49 years, 50-59 years, >60 years). A logistic regression model was used to assess the
relation between the cohort, gender, age and type of practice. To explore the
moderating effect of gender on the outcome before and after the introduction of the
guideline we added an interaction between gender and cohort to the model. Non-
significant interaction terms were removed from the model; significant interactions
were described in the results. A P-value less than 0.05 was considered to be
statistically significant.

RESULTS

GPs' characteristics

In 2008 30% of the random sample of GPs responded (n=330). In 2013, a total of
268 GPs responded and met the inclusion criteria (response rate also 30%). The
characteristics of the respondents in 2008 do not correspond with the characteristics
in 2013 regarding age (P = 0.042) and type of practice (P =0.004). Due to our
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gender-stratified sample more female GPs responded in 2013 whereas in 2008 more
male GPs responded (Table 1).

[TABLE 1]

Attitudes and working methods in prevention

In 2008 78% of the GPs reported that it is worthwhile to make an effort to detect
patients at increased risk for cardiometabolic diseases. In 2013 this percentage
dropped to 70%. The multivariate logistic regression showed that the odds ratio (OR)
between the 2013 and the 2008 cohort was 0.634 (P =0.026). Both in 2008 and in
2013 the respondents considered general practice the appropriate setting to detect
cardiometabolic diseases and they considered that preventive measurements must
focus on high-risk patients (Table 2).

[TABLE 2]

In 2013 more GPs reported to actively invite patients for preventive measurements
(33%) compared with 24% of the GPs in 2008, before the introduction of the
cardiometabolic risk module. The OR between the 2013 and the 2008 cohort was
1.743 (P =0.005) (Table 3). Most preventive measurements for detecting patients
with an increased risk were carried out when patients are known with risk factors, or
when patients explicitly asked for it.

[TABLE 3]

In 2013, 30% of the GPs carried out the cardiometabolic risk module in their
practice. Significantly less GPs in 2013 (79%) than in 2008 (85%) indicated that a
module cardiometabolic risk is useful. The multivariate logistic regression showed
that the OR between the 2013 and the 2008 cohort was 0.599 (P =0.026). Less GPs
in 2013 indicated that the module may only be carried out by GPs (OR =0.285,

P =0.000) (Table 4). In 2013 significantly more GPs indicated that a cardiometabolic
check may also be performed in other health institutions (Table 5).

[TABLE 4][TABLE 5]

Gender differences

Significantly less female GPs than male GPs reported to actively invite patients for
preventive measurements (OR = 0.646, P =0.044) (Table 3). No gender differences
were found regarding both strategies of active working methods (P =0.290). No
significant moderating effects of gender on the effect of the introduction of the
Prevention Consultation guideline were found, except for the opinion ‘A
cardiometabolic check may be performed at a diagnostic centre/GPs laboratory’
(P=0.013). Subgroup analyses showed that the OR between the 2013 and the 2008
cohort to agree to this opinion for males [OR =1.132, confidence interval (CI;
0.681-1.882)] is smaller than the OR for females [OR =2.557, CI (1.482-4.413)],
indicating that the introduction of the Prevention Consultation guideline changed
female GPs' opinion more towards a diagnostic centre/GPs laboratory being a
suitable place to perform a cardiometabolic check.
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Facilitators of selective prevention of cardiometabolic diseases

Both financial compensation for the extra time and effort spent (90%) and financial
support to offer a practice nurse more working time (92%) were mentioned as
facilitating factors to spend more time on selective prevention of cardiometabolic
diseases. Slightly even more GPs (95%) mentioned scientific evidence about the
effectiveness of selective prevention as a facilitating factor. Seventy-three per cent
would be inclined to carry out selective prevention if it will cost them little extra
effort.

DIsCcUSSION

Main results and interpretation

We aimed to study how attitudes and working methods of Dutch GPs in selective
prevention of cardiometabolic diseases changed after the introduction of the module
cardiometabolic risk of the guideline Prevention Consultation in 2011. Although both
in 2008 and in 2013 the majority of the GPs reported it is worthwhile to detect
patients at increased risk for cardiometabolic diseases, this number significantly
decreased and less GPs indicated that a module cardiometabolic risk is useful after
the introduction of the module. We found that more GPs actively approached patients
for preventive actions of cardiometabolic diseases after the introduction of the
module cardiometabolic risk. We cannot conclude that the introduction of the
module was the only cause of this change in working methods, because this change
can as well be caused by other factors than the introduction of the module
cardiometabolic risk, for example, the increased availability of practice nurses in
general practice in the Netherlands, and the increasing interest in prevention in
politics and society. Moreover, even though an active approach of patients with an
unknown risk for cardiometabolic diseases increased, preventive measurements are
both in 2008 and in 2013 most frequently performed when patients explicitly ask for
it or when patients already have known risk factors for cardiometabolic diseases.
Although in 2013 the majority of the GPs still are positive about the module
cardiometabolic risk, only 30% of the respondents have fully implemented this
module in their practice. This relatively low number could be explained by the extra
workload and costs this module brings along with, but also by the question whether
scientific evidence of the effectiveness of the module is sufficient, especially as we
found that less GPs indicated that a module cardiometabolic risk is useful after the
introduction of the module. An explanation for this decrease could be that in 2008
the expectations were high; in 2013 the module was available, and the expectations
were not entirely fulfilled. Further research of the effectiveness of the module
cardiometabolic risk in preventing cardiometabolic diseases in general practice is
therefore necessary. It is particularly important that sufficient financial support will
come available for the implementation of selective prevention.

Our findings are largely consistent with findings from our previous research in which
we concluded that insecurity about reimbursement and lack of scientific evidence
were the main barriers for the implementation of prevention programmes in general
practice [10]. Nevertheless, in that study we hypothesized that the ethical view of
GPs that everyone should have the same right to obtain preventive care gradually
takes over the inclination to hold on to evidence-based prevention. Heavy workload,
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lack of time and lack of remuneration were also mentioned in other studies as
barriers for the implementation of prevention in general practice [18-20].

GPs consider general practice as the most appropriate setting to carry out preventive
measurements. Remarkable, however, is the finding that GPs nowadays, in contrast
to 2008, more often report that a cardiometabolic check may also be performed in
other health institutions. This can be explained by the more firm position of general
practice nowadays [21] and the increasing workload perceived by GPs [18].

We found that more male GPs actively invite patients to visit the practice for
preventive measurements, compared with female GPs. We hypothesized that this can
be explained by broader focus on finances [22] and organization by male GPs that
stimulates them to implement prevention programmes in which they actively invite
patients. Female GPs have longer patient visits [23] and compared with male GPs
and female GPs are more active in preventive counselling but equal in preventive
screening [14]. Less female GPs actively invited patients for preventive
measurements in our study. The female GPs seem to compensate for actively inviting
patients for prevention with preventive measurements in patients who visit the
general practice for other complaints, probably enabled by the longer visits [22-24],
for no gender differences were found comparing both strategies of active working
methods together.

Strength and limitations

The strength of our cross-sectional study is the availability of a representative
population of GPs before and after the introduction of the module cardiometabolic
risk. The characteristics of our respondents in 2013 mainly correspond with
characteristics of GPs in the Netherlands [15], except for gender. This difference is
deliberately caused by our gender-stratified sample. The characteristics of our
respondents in 2013 do not correspond with the characteristics of respondents in
2008 regarding age, gender and type of practice. We therefore adjusted for age,
gender and type of practice in the comparison of the studies using multivariable
logistic regressions.

Both in 2008 [2] and in 2013, the response to the questionnaire was only 30%. We
know from previous research that response rates among GPs often are low [25,26].
Low response rates are not problematic as long as the study population is
representative for the entire target population. In our study the study population is
representative, as is shown in Table 1.

It is possible that GPs with more positive attitudes and working methods towards
active prevention strategies in cardiometabolic diseases and with more interest in
selective prevention responded in 2013. This can lead to selection bias. However, we
assume that both in 2013 and in 2008 the GPs who responded showed as well more
positive attitudes and working methods compared with the non-responders.

CONCLUSION

Our main conclusion is that in 2013 GPs report more active working methods
towards selective prevention of cardiometabolic diseases, but only 30% fully
implemented the module cardiometabolic risk in their practice. In 2013, less GPs
considered the module cardiometabolic risk as useful as part of the Prevention
Consultation. They are more willing to delegate preventive actions to other
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stakeholders compared with 2008. GPs consider financial compensation for the extra
time and effort spent and evidence about the (cost-)effectiveness of selective
prevention of cardiometabolic diseases as important facilitators for implementation.
More male GPs than female GPs actively invite patients to visit the practice for
preventive measurements. No gender differences were found comparing both
strategies of active working methods together.

Further research is necessary to study whether the module cardiometabolic risk will
lead to a decrease of the number of patients with cardiometabolic diseases, whether
the module cardiometabolic risk of the Prevention Consultation guideline in
particular is useful, whether selective prevention of cardiometabolic diseases in
general practice is cost-effective and whether GP gender is a factor to take into
account when implementing a prevention programme. Political choices have to be
made in order to financially facilitate selective prevention in general practice.
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TABLES AND FIGURES

Table 1. Characteristics of the study population in 2008 and 2013

Respondents 2008, || Respondents 2013, || P- || All GPs in the Netherlands in
N (%) N (%) value %a, n=8.884
|Age category [N=330 IN=247 | | |
<40 years old |71 (22) 146 (19) | 120 |
g?d‘” years liag (27) 84 (34) 31
0.042
g?d‘” Years 147 (5) 89 (36) 38
60 years and
older 24 (7) 28 (11) 11
Gender® IN=330 IN =247 | | |
Male 202 (61) 1205 (43) 10.000 {59 |
[Female 128 (39) 142 (58) | 41 |
Type of N =328 N =247
practice
|Single handed |[101 (31) 55 (22) | 18 |
IDuo practice [112 (34) 69 (28) (0.004 |28 |
Group
oractice 79 (24) 88 (36) 54
Health centre |36 (11) 135 (14) |

®NIVEL (The Netherlands Institute for Health Services Research), data from the
register of general practitioners (GPs), 2011.
*Stratified sample in 2013.
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Table 2. GPs' opinions about selective prevention of cardiometabolic disease

It is worthwhile to Early detection of
make an effort to Aty dete Early detection of | General practice is
) patients at increased g
detect patients at : patients at the most
. . risk for . ! . .
increased risk for . . increased risk for | appropriate setting
i . cardiometabolic : .
cardiometabolic di . cardiometabolic to detect
. . iseases improves || .. . : :
diseases following survival and qualit disease will be cost- | cardiometabolic
the current of life (n=g72) Y1 effective (n=571) disease (n=1571)
guidelines (n=1572)
95% 95% 95% 95%
OR Cl P | OR Cl P | OR Cl P || OR Cl P
Cohort
0.425- 0.484— 0.611- 0.378-
(2013, ref||0.634 0.946 0.026 ||0.712 1.048 0.085 (|0.869 1934 0.432(/0.726 1392 0.334
2008)
Gender
0.569- 0.468— 0.544—- 0.227-
(female, |/0.882 1368 0.576 ||0.716 1.096 0.124/0.801 1179 0.261(/0.473 0.984 0.045
ref male)
Age || jo011) | j0.024] | 0839 | 0565
<40 years ref ref ref ref
old
40- 0.326- 0.251- 0.612- 0.212-
:)1I9dyears 0.611 1145 0.124 ||0.452 0.811 0.008 ||1.000 1634 0.999 (10.554 1451 0.230
S0~ 0.200 0.239- 0.532- 0.198-
g|9dyears 0.370 0.684 0.001 (|0.431 0.778 0.005|/0.871 1.496 0.5830.522 1379 0.190
>60 years 0.212- 0.273- 0.377- 0.166-
old 0.494 1151 0.102 {/0.638 1495 0.301(0.774 1588 0.485(/0.733 3945 0.683
Type of 0.287 0.877 0.348 0.146
practice
Single
handed ref ref ref ref
Duo 0.438- 0.720- 0.537- 0.905-
practice 0.729 1213 0.223/1.187 1958 0.502 (|0.840 1315 0.446(2.060 4688 0.085
Group 0.688— 0.732- 0.643- 1.060-
oractice 1.182 2032 0.544 |1.216 2019 0.450 (|1.011 1589 0.962|2.553 6.146 0.037
Health 0.473- 0.617- 0.341- 0.514-
centre 0.916 1772 0.793||1.172 5998 0.627 (|0.620 1195 0.116/1.354 3569 0.539
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. . . L Activities in detecting
Good lifestyle advise can || Preventive activities are . o .
. . . patients with increased risk
only be given when there | exceptionally suited for a . S
: : . . for cardiometabolic diseases
is enough time during the | practice nurse to carry f hiah-risk
consultation (n=572) out (n=572) must focus on high-ris
patients (n=572)
| OR || 95%cCl || P | OR | 95%cCl] P | OR | 95%cCI | P |
Cohort
(2013, ref |0.740 443~ o251 1026 [O81%  lo.922 (1246 [0.718-2.162 |0.434
1.237 1.712
2008)
Gender
(female, [0.720 (2414 o273 [o.e28 92> [o.100 1407 |l0.767-2.581 ||0.270
1.283 1.110
ref male)
Age || | 0621 || | 0.137 | | 0269 |
<40 years ref ref ref
old
40- 0.657- 0.490
49 years ||1.348 2.765 0.415 |[1.046 2'229 0.908 |1.632 {|0.778-3.424 ||0.195
old ' '
S0~ 0.465- 0.331-
g|9dyears 0.927 1.848 0.830 |(0.684 1411 0.303 |1.435 {|0.700-2.942 ||0.324
>60 years 0.451- 0.152- 0.921-
old 1.384 4945 0.570 |0.391 1015 0.054 |3.503 13.330 0.066
Type of 0.705 0.477 0.194
practice
Single
handed ref ref ref
Duo 0.499- 0.549-
practice 1.002 2010 0.996 |1.022 1.901 0.946 |1.623 {/0.834-3.159 ||0.154
Group 0.424— 0.792-
oractice 0.841 1.666 0.619 |[1.575 3131 0.195 |1.332 |/0.695-2.554 ||0.387
Health 0.292- 0.605-
centre 0.659 1.485 0.314 |[1.446 3.459 0.407 |3.017 {|1.000-9.105 ||0.050

A comparison before and after the introduction of the Prevention Consultation
guideline, controlling for gender differences, age differences and differences in type
of practice, a multivariable logistic regression. Italicized P-values are statistically
significant.

Cl, confidence interval; GPs, general practitioners; OR, odds ratio.
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Table 3. GPs’ working methods to detect patients with an increased risk for
cardiometabolic diseases

2

Both actively
inviting patients
Preventive for preventive
measurements Preventive measurements
Activel Preventive in patients who || measurements || and preventive
invitin a'zents measurements visit the general || in patients with || measurements
for r%\?entive when a patient practice for known risk || in patients who
mean)urements asks fF())r it other factors for | visit the general
(n=572) (n=574) complaints than|cardiometabolic|| practice for
cardiometabolic diseases other
complaints (n=573) complaints than
(n=572) cardiometabolic
complaints
(n=572)
95% 95% 95% 95% 95%
OR Cl P ||OR Cl P ||OR Cl P ||OR Cl P ||OR Cl P
Cohort 1.186 0.747 0.877 0.280 0.975
(2013, |L.74|™ 0.001.39 |~ 0.29|1.24|™ 0.21)0.62 | 0.24|11.49|™ 0.06
;e(;cog) 3 2.563 > P 2.605 6 B 1.777 > ! 1.377 1P 2.305 >
Gender 0.422 0.571 0.890 0.353 0.481
(female, ||0.64 | 0.04|1.11 ™ 0.74)11.31| ™ 0.170.86 | 0.74)0.77| 0.29
[ﬁ;e) o looggol* P [2104f> |} |ro2e® [* [2108[* |* |[r245|°
Age 0.76 0.61 0.33 0.97 0.53
g 6 0 4 4 0
7542'363 ref ref ref ref ref
jg;ears 0.97|>°®0.92 0.57 {227 |10.24 J0.69 |*4** |0.15 | 0.91 |*3*7 |0.87 0.74| >#12 0.32
od > |lLesol® [° [ras7|* B |raas|” |7 |2739|” [° [1.338[?
‘g’g‘yem 0.88 |13 0.66//0.70|*2"°|l0.47 [0.85 | >>?° J0.54 |1.02 | 332 |0.96 |0.63 | 2| 0.13
old 6 1.530 > | 1.822 3 1.410 3P 3.167 6 I8 1.156 8
>60 yea ||0.66 9‘298 0.32/0.49 9'146 0.261.16 9‘555 0.69(/1.34 9'237 0.740.73 9'312 0.47
rsold 18l 4088 |7 lress|P P |2424* ° 7608 P |1726]
Type of 0.74 0.74 0.74 0.25 0.64
practice 0 9 1 4 7
Single Jref || || ref || || fref || | Jref || | ref | | |
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Both actively
inviting patients

Preventive for preventive
measurements Preventive measurements
. . in patients who || measurements || and preventive
Actively Preventive . . : .
L . visit the general| in patients with || measurements
Inviting patients| measurements . . . .
) . practice for known risk || in patients who
for preventive || when a patient .
. other factors for | visit the general
measurements asks for it . : . .
(n=572) (n=574) complamts tha_n cardlgmetabollc practice for
cardiometabolic diseases other
complaints (n=573) complaints than
(n=572) cardiometabolic
complaints
(n=572)
95% 95% 95% 95% 95%
OR Cl P [|OR Cl P ||OR Cl P ||OR Cl P [|OR Cl P
handed | ) | | | |y 0 b b
puo  |1.00| %% o.99 |0.87 > 0.72]0.98 |*-®%° 0.05 |2.05 |*"2|0.16 [0.86 | >*°° J0.62
practice |0 1}y 659 |® |4 J1g31|t | |usas|” [P [s5030 P (1534
Group |1.17 > "*°|052||1.27 |*°%° 0,56 1.20 | 7% Jo.42 |1.54 (0% l0.36 [1.12|***® 0.67
practice |8 1) ga1 |t |B [2870[0 |* J1905° [P |3042[> [® 19587
0.712 0.453 0.515 0.759 0.654
Health |1.33|" 0.37|1.31 | 0.61]0.91|™ 0.76 |16.08 |- 0.08(1.29|™ 0.45
centre |0 5 484 1 |7 3.826 3 |7 1633 9 |9 28.86 9 |9 5 578 5

A comparison before and after the introduction of the Prevention Consultation
guideline, controlling for gender differences, age differences and differences in type

of practice, a multivariable logistic regression. Italicized P-values are statistically
significant.

Cl, confidence interval; GPs, general practitioners; OR, odds ratio.
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Table 4. GPs' opinions about the module cardiometabolic risk

At this moment |
The module The module Cgl;-?\/,g#ttiége
cardiometabolic cardiometabolic || A cardiometabolic .,
Lo . Consultation’s
risk is useful as part|| risk must only be || check may only be
| ) . . module
of the Prevention |icarried out on high-| carried out by GPs . .
: . . - cardiometabolic risk
Consultation risk patients (n=567) in my general
(n=571) (n=569) practice* 2013
(n=247)
95% 95% 95% 95%
OR Cl P OR Cl P OR Cl P OR Cl P
Cohort
0.381- 0.592—- 0.189-
(2013, ref|0.599 0.942 0.026(0.875 1201 0.500(0.285 0.430 0.000
2008)
Gender
0.635- 0.684— 0.424—- 0.365—
(female, |1.044 1716 0.866 |[1.051 1615 0.822/0.652 1,003 0.051]/0.668 1999 0.191
ref male)
Age ||| 0199) | 0223] | 0623 | 0.231 ]
<40 years ref ref ref ref
old
40- 0.395- 0.997- 0.699- 0.829-
;1|9dyears 0.776 1526 0.463|[1.711 2935 0.051(1.215 5109 0.4901[2.082 5930 0.119
50- 0.313 0.806- 0.557- 0.698-
(5)|9dyears 0.608 1181 0.142|]1.364 2308 0.248/(0.967 1,680 0.906(/1.781 4544 0.227
>60 years 0.481- 0.813- 0.630- 1.014-
old 1.387 3.998 0.545(1.824 4.092 0.145|1.385 3.043 0.418|]3.164 9.869 0.047
Type of 0.438 0.212 0.736 0.110
practice
Single
handed ref ref ref ref
Duo 0.845- 0.939- 0.487- 0.548—-
practice 1.504 2 678 0.165((1.530 5491 0.088|0.791 1286 0.345|/1.304 3103 0.548
Group 0.848- 0.993- 0.481- 1.090-
practice 1.519 2790 0.160((1.638 2704 0.053((0.793 1.309 0.364(2.426 5 397 0.030
Health 0.584— 0.748- 0.404- 0.507-
centre 1.195 5447 0.626|[1.406 5643 0.2900.769 1464 0.424]1.399 3.859 0.517
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A comparison before and after the introduction of the Prevention Consultation
guideline, controlling for gender differences, age differences and differences in type
of practice, a multivariable logistic regression. Italicized P-values are statistically
significant.

*This question was not asked in the questionnaire in 2008.

Cl, confidence interval; GPs, general practitioners; OR, odds ratio.

TABLE 5. GPS' OPINIONS ABOUT HEALTH CARE INSTITUTIONS IN WHICH A
CARDIOMETABOLIC CHECK CAN BE PERFORMED

A Municipal health cginat?’z;)étg’(; Occupational
cardiometabolic | ¢oryi cesp(n —551) Hospital (n =555) laboratory healtr_l service
check may also (n=556) (n=553)

be performed 95% 95% 95% 95%

at/in the OR | "¢, P IOR| 5 | P |OR| ¢ P OR| " P

Cohort (2013, ref 1.000- 1.329- 1.125- 1.533-
2008) 1.437|5’ (e |[0-050]|1.9225"70 1(0.001)|1.614 5" = 1/0.009|2.227 |1 "> 110.000
Gender (female, 0.598- 0.561- 0.608- 0.773-
ref male) 0.894/"25c [0.582]0.844) > -071(0.417]0.905][, ">, 0.622|1.166, 7o |0.463
Age || Jossy || Jo740] | jo.o17] || 0359
<40yearsold  Jref | || Jref || ] Jref | || ref || | |
4049 years old  ||1.064 2?‘;’;‘ 0.811/(0.919 ggig‘ 0.001|1.306 gzgg‘ 0.2591.308 g;gg‘ 0.322
50-59 years old  ||0.927 222‘1“ 0.772]0.407 8'33?‘ 0.363(0.704 (1)"1‘%‘ 0.179||1.147 gggé‘ 0.616
>60 yearsold |L462]0 02" 0.306(0.712] 397 0.452]1.453(5 {2 0.314]1.882]3 500" |0.100
Typeofpractice || ||  Jo244] |  Joro7] |  Jo7sy |  [0.932
Single handed  Jref | || Jref || || Jref | || fref || | |
Duo practice  [0.721 2"1‘;3‘ 0.175/(0.673 (l)'gég‘ 0.489]0.786 (1)"2122‘ 0.312/1.025 2'2?2‘ 0.922
Group practice  [0.934 (1)'2&932_ 0.774(0.845 gggi‘ 0.563//0.852 gggg‘ 0.503||1.124 gggg‘ 0.640
Health centre 1.272)272770.420/0.836| > gs 0.5930.827] " aon |0.534/0.933) 77| 0.829

A comparison before and after the introduction of the Prevention Consultation
guideline, controlling for gender differences, age differences and differences in type
of practice, a multivariable logistic regression. Italicized P-values are statistically
significant.

Cl, confidence interval; GPs, general practitioners; OR, odds ratio.

This is a NIVEL certified Post Print, more info at http://www.nivel.eu



http://www.nivel.eu/

	Selective prevention of cardiometabolic diseases in general practice: attitudes and working methods of male and female general practitioners before and after the introduction of the Prevention Consultation guideline in the Netherlands
	Hedwig M.M. Vos MD1, Diane H.W.J.M. Van Delft BSc2, Miriam J.J. De Kleijn MD PhD3, Markus M.J. Nielen PhD4, François G. Schellevis MD PhD5,6, Antoine L.M. Lagro-Janssen MD PhD7
	Abstract
	Introduction
	The module cardiometabolic risk of the guideline Prevention Consultation

	Methods
	Participants
	Questionnaire
	Analysis

	Results
	GPs' characteristics

	[table 1]
	Attitudes and working methods in prevention

	[table 2]
	[table 3]
	[table 4][table 5]
	Gender differences
	Facilitators of selective prevention of cardiometabolic diseases

	Discussion
	Main results and interpretation
	Strength and limitations

	Conclusion
	Conflict of interest
	Acknowledgement
	References
	TABLES and FIGURES
	Table 1. Characteristics of the study population in 2008 and 2013
	Table 2. GPs' opinions about selective prevention of cardiometabolic disease
	Table 3. GPs' working methods to detect patients with an increased risk for cardiometabolic diseases
	Table 4. GPs' opinions about the module cardiometabolic risk

	Table 5. GPs' opinions about health care institutions in which a cardiometabolic check can be performed



