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ABSTR ACT

INTRODUCTION

Introduction and aim: Insight into the total economic
burden of diabetes mellitus (DM) is essential for decision
makers and payers. Currently available estimates for
the Netherlands only include part of the total burden or
are no longer up-to-date. Therefore, this study aimed to
determine the current total economic burden of DM and
its complications in the Netherlands, by including all the
relevant cost components.
Methods: The study combined a systematic literature
review to identify all relevant published information and a
targeted review to identify relevant information in the grey
literature. The identified evidence was then combined to
estimate the current total economic burden.
Results: In 2016, there were an estimated 1.1 million
DM patients in the Netherlands, of whom approximately
10% had type 1 and 90% had type 2 DM. The estimated
current total economic burden of DM was € 6.8 billion in
2016. Healthcare costs (excluding costs of complications)
were € 1.6 billion, direct costs of complications were € 1.3
billion and indirect costs due to productivity losses, welfare
payments and complications were € 4.0 billion.
Conclusion: DM and its complications pose a substantial
economic burden to the Netherlands, which is expected to
rise due to changing demographics and lifestyle. Indirect
costs, such as welfare payments, accounted for a large
portion of the current total economic burden of DM,
while these cost components are often not included in cost
estimations. Publicly available data for key cost drivers
such as complications were scarce.

Diabetes mellitus (DM) is one of the most common chronic
diseases in the Netherlands.1 It has two primary forms,
type 1 and type 2. Type 1 DM (T1DM) is an autoimmune
disorder, affecting approximately 10% of those with DM,
in which the body’s ability to produce insulin is severely
disturbed. It is usually diagnosed in children or young
adults, but it can become manifest at any age, with the
exact cause of the disease still unknown.2,3 Type 2 DM
(T2DM) is the most common form of DM, affecting
approximately 90% of those with DM. The causes of
T2DM are multifactorial and include both impaired insulin
secretion, and a resistance of the body to the effect of
insulin, resulting in hyperglycaemia.2-4 It usually occurs
in adults over 40, but is increasingly seen at younger ages.
Risk factors for T2DM include obesity, physical inactivity,
poor nutrition, genetic predisposition, and a family history
of DM.1,2 DM is associated with a number of disabling
long-term complications due to consistently elevated blood
glucose levels, such as cardiovascular disease, retinopathy,
neuropathy, kidney failure and lower-limb amputation.
These complications have a significant impact on patients’
quality of life.2,5,6 Furthermore, anti-hyperglycaemic agents,
particularly insulin, can additionally lead to minor or
major hypoglycaemia.7 Treatment of T2DM in particular
is challenging, as it is multidimensional, often involves
multiple caregivers and includes immediate lifestyle
changes and treatment in order to prevent or delay the
occurrence of complications many years later.8 Optimal
self-management and adherence to DM medication
remains an ongoing issue.9
DM is a growing problem for society. In 2014 there were
an estimated 1,078,400 diagnosed DM patients in the
Netherlands.1 From 2000 to 2007, the DM prevalence
rose by 55%, from 480,000 patients in 2000 to 740,000
in 2007, due to a combination of demographics, lifestyle
factors and enhanced detection methods. A projection
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published in 2009 estimated that the DM prevalence
would increase to 1,320,000 patients in 2025.10
DM is associated with a substantial economic burden.2,11,12
The total economic burden of DM includes the direct
costs of treating the illness, but it also includes the costs of
treating DM complications, the costs of productivity losses
due to DM and its complications, and the costs of welfare
payments due to DM-related disability.
Insight into the current total economic burden of DM
and its complications is essential for decision makers and
payers, especially in this era of rising health expenditures,
pressure on payers and initiatives for cost reduction.
Understanding the total economic burden of a disease and
the cost components that make up this burden is crucial
in order to make informed policy decisions. Furthermore,
a complete overview of the economic burden of DM may
help physicians making informed decisions regarding
disease-specific care.13
Unfortunately, the currently available estimates of the
total economic burden of DM and its complications in
the Netherlands only include parts of the total burden or
are no longer up-to-date.1,14-19 For instance, an estimate
of the healthcare costs due to DM was published by
the Dutch National Institute of Public Health and the
Environment (RIVM) in 2011 and did not include the cost
of complications, productivity loss costs or welfare payment
costs.1 A study by Booz & Company did include all cost
components making up the total economic burden of DM,
but was published in 2010.16 Other cost estimates are more
recent, but only focus on the costs of DM medication and/
or monitoring.15,18,19
Therefore, the aim of this study was to determine the
current total economic burden of diabetes mellitus and
its complications in the Netherlands, by including all
relevant cost components, such as healthcare costs, costs
of complications and indirect costs.

selection took place based on pre-defined criteria regarding
the population, outcomes and study design of interest
(table A.2 in Appendix A). The population of interest
consisted of T1DM or T2DM patients, and/or patients with
microvascular or macrovascular DM complications of any
grade. All studies reporting costs, resource use and work
productivity in relation to the Netherlands were of interest.
The SLR identified 572 records, of which 42 publications
were retrieved for full-text screening and 12 studies were
included for data extraction.21-32 Figure A.3 in Appendix A
shows the PRISMA flow diagram of the study selection
process.20
In addition to the SLR, a targeted review was set up to
search for relevant information in the grey literature. This
search was performed during October and November
2015, and updated in May 2016. Three different types
of information were of interest and for each type,
different pre-selected sources were searched: 1) DM
treatment guidelines;33-40 2) incidence and prevalence
estimates of T1DM, T2DM and DM complications in the
Netherlands;1,41-43 3) costs and resource use associated with
DM and its complications in the Netherlands.1,14,15,18,19,41-49
Of these pre-selected sources, eight provided data that
were used in the estimation of the current total economic
burden.1,15,42-45,48,49 In addition, targeted searches were
undertaken to fill any data gaps for which no information
was identified in the SLR or the targeted review of
pre-selected sources. Seven sources were used to fill data
gaps.50-56
The evidence identified in the SLR and targeted review
was then combined to estimate the current total economic
burden of DM and its complications in the Netherlands.
A detailed overview of the data used in the estimation is
provided in tables B.1 to B.6 in Appendix B.
Estimation of DM incidence and prevalence
The number of DM patients in the Netherlands in 2016
was estimated based on the Dutch population size in
2016 and the DM prevalence rate in representative general
practitioner (GP) practices. 42,43 The estimate of the annual
DM incidence was also based on these sources. 42,43 The
proportion of patients with T1DM and T2DM among
the total number of DM patients was based on a website
coordinated by the RIVM.1,57 The annual mortality rate
for DM patients was estimated by combining the rate of
DM-specific mortality and the mortality rate for the Dutch
general population.1,42,43

MATERIALS AND METHODS
Systematic literature review and targeted review
This study combined a systematic literature review (SLR)
and a targeted review to maximise the likelihood that all
available evidence relating to the current total economic
burden of DM and its complications in the Netherlands
was identified.
To identify all relevant published information, a SLR was
conducted in accordance with the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses
(PRISMA) guidelines.20 MEDLINE, EMBASE, ECONLIT,
NHS EED and HTA databases were searched on 8
September 2015 (table A.1 in Appendix A). The search was
restricted to records published from January 2010 onwards
to ensure that the most recent data were included. Study

Estimation of direct healthcare costs
The estimation of direct healthcare costs included DM
specific costs for medication, monitoring and treatment
devices (including consumables), primary care, hospital
care, mental care and elderly care.
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Medication costs were estimated based on the number
of users per treatment, the number of daily defined
doses (DDD) per user per year and the cost per DDD.15
Medication costs were only applied to the proportion of
DM patients treated with medication, given that T2DM
patients are initially treated with lifestyle and dietary
advice.8 Therefore, the patients not treated with medication
were considered to consist solely of T2DM patients, as
T1DM patients would always be receiving insulin. The
proportion of DM patients treated with medication was
estimated based on the difference between the total
number of DM medication users and the total number of
DM patients.15,42,43 Because data were only available for DM
in total, the number of insulin users for T1DM and T2DM
separately was derived by applying a proportion based on
FiScript data.15,55 Costs for other DM medications besides
insulin were only applied to the population of T2DM
patients.
The costs of monitoring, diagnostic and treatment
devices (including consumables) were estimated based
on the number of device users, the average number of
prescriptions per user and the cost per prescription.15
These costs were only applied to the proportion of DM
patients treated with medication, as these patients require
stringent monitoring of their disease and they also use
treatment devices (e.g. insulin pumps, syringes, injection
pens), while patients solely treated with lifestyle and dietary
advice do not. As data were only available for DM in total,
the costs for T1DM and T2DM separately were derived by
applying proportions based on FiScript data.15,55
Primary care costs included the costs of DM-related visits
to GPs, DM nurses, dieticians, podiatrists and physical
therapists. The costs of GP visits were estimated based on
DM-specific resource use from representative GP practices
and Dutch reference prices. 43,48 For GP consultations
occurring out-of-office hours, an average of the tariffs from
all Dutch provinces was applied. 49 DM nurse, dietician,
podiatrist and physical therapist resource use was based
on a study in T2DM patients by Van der Heijden et al.24 It
was assumed based, on expert opinion (due to the lack of
published data), that this was representative for the total
DM population. Unit costs were based on Dutch reference
prices or retrieved from this same study.24,48,58
Hospital care costs included the costs of DM-related
medical specialist outpatient visits and hospitalisations.
The costs of outpatient visits were estimated based on
DM-specific resource use and Dutch reference prices. 48
Resource use for visits to all medical specialists except
internal medicine was based on Van der Heijden et al.24
Different resource use rates were applied for internal
medicine outpatient visits, because of expected differences
in treatment patterns between T1DM and T2DM. These
were based on expert opinion (due to the lack of published
data) for T1DM and data from Van der Heijden et al. for

T2DM.24 The costs of DM-related hospitalisations and day
admissions were estimated based on DM-specific resource
use and Dutch references prices. 48,58 Resource use for
day admissions and hospitalisations was based on data
published by Statistics Netherlands. 42
Mental care costs were estimated based on resource
use in T2DM patients, the average number of visits
in representative mental care practices and the Dutch
reference price.21,43,48 It was assumed, based on expert
opinion (due to the lack of published data), that this
resource use was representative for the total DM
population.
Elderly care costs were included separately in the cost
estimation, because the DM prevalence in nursing homes
is two to three times higher than the prevalence in GP
practices and approximately 15% of patients in nursing
homes have DM, with more frequent macrovascular
complications than in the overall DM patient
population.59-62 Elderly care costs were included as a cost
per patient per year, estimated based on the total DM
elderly care costs for 2011 published by the RIVM and the
total number of DM patients in 2011. 42,43,45
Estimation of costs of complications
The direct costs of complications were estimated based
on annual complication rates and the direct costs of the
respective complications. The rates of long-term DM
complications were based on an international DM registry,
as no Dutch data were publicly available.50 As the registry
only provided data for T2DM it was assumed, based on
expert opinion (due to the lack of published data), that
these were representative of the total DM population. The
rate of major hypoglycaemia was based on Dutch data.51 All
T1DM patients were assumed to use insulin and therefore
at risk of major hypoglycaemia. For T2DM, the number of
patients at risk (e.g. insulin users) was based on Pharmo
and FiScript data.54,55 Direct costs of complications were
based on a study by Van Haalen et al. in T2DM, which in
turn retrieved cost data from several publications.27,63-68 The
direct costs of a T2DM complication were assumed to be
representative for the total DM population.
Estimation of indirect costs
The estimation of indirect costs included productivity
loss costs, welfare payment costs and indirect costs of
complications. Productivity loss costs from paid work
and due to premature mortality were included, and both
were based on the percentage of working age patients, the
employment rate, eight working hours per day and the
reference cost for productivity per hour. 43,48,56 Productivity
loss costs from paid work were further based on the annual
percentage of patients taking sick days and the average
number of sick days taken.56 Productivity loss costs due
to premature mortality were estimated using the friction
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cost method and further based on the rate of DM specific
mortality, the full-time equivalent rate and a friction period
of 85 days.1,30,42,43,48
Welfare payment costs were estimated based on the
percentage of working age patients, the percentage of
patients with disability, the proportion of patients with
complete or partial disability, an assumed 50% disability
level for patients with partial disability, the Dutch modal
income and a welfare payment level of 70% of the last
salary. 42,43,52,53,56
For the estimation of the indirect costs of DM
complications, the same complication rates were used as
for the direct costs.50,51,54,55 The direct costs of complications
included the medical costs associated with the
complications of DM and travel expenses; the indirect costs
of complications included the productivity losses associated
with the DM complications based on the friction cost
method.27,48 These indirect costs were included separately
because absenteeism due to DM complications is often not
linked back to DM itself. Indirect costs of complications
were based on a study by Van Haalen et al., that in turn
retrieved cost data from several publications.27,63,68-74 The
indirect costs of a T2DM complication were assumed
representative for the total DM population.
In the cases where data were only available for DM in total,
the costs for T1DM and T2DM separately were derived
by applying their respective proportion (T1DM: 10%
of total; T2DM: 90% of total) to the total cost estimate
for DM.1,57 All costs were inflated to 2016 euros based
on the consumer price index published by Statistics
Netherlands. 42

Table 1. Estimated prevalence of diabetes mellitus in the
Netherlands
Category

2016
DM

T1DM

T2DM

Prevalence rate

6.47%

0.65%

5.82%

Total number of patients

1,098,609

109,861

988,748

Number of patients
treated with medication

806,524

109,861

696,663

DM = diabetes mellitus; T1DM = type 1 diabetes mellitus; T2DM = type
2 diabetes mellitus.

DM costs
The current total economic burden of DM in the
Netherlands was estimated to be € 6.8 billion in 2016. For
T1DM and T2DM separately, the current total economic
burden was estimated to be € 873 million and € 5.9 billion,
respectively (table 2).

Estimation of direct healthcare costs
The healthcare costs (excluding costs of complications)
made up 23.1% (€ 1.6 billion) of the total costs for DM. The
main cost drivers were elderly care costs (€ 496 million),
primary care costs (€ 311 million) and hospital care costs
(€ 277 million). For T1DM, the healthcare costs (excluding
costs of complications) amounted to 35.5% (€ 310 million)
of the total costs. The main cost drivers were monitoring/
device costs (€ 121 million), medication costs (€ 57 million),
hospital care costs (€ 50 million) and elderly care costs
(€ 50 million). For T2DM, the healthcare costs (excluding
costs of complications) were 21.3% (€ 1.3 billion) of the
total costs. The main cost drivers were elderly care costs
(€ 447 million), primary care costs (€ 280 million) and
hospital care costs (€ 227 million).

R ESULTS
DM incidence and prevalence
There were an estimated 1,098,609 patients with DM
in the Netherlands in 2016 (table 1), based on a DM
prevalence rate of 6.47% in representative GP practices
in 2014 and on the population size of the Netherlands
on 1 January 2016 (16,980,049 inhabitants). 42,43 Of these
patients, 10% (109,861 patients) were estimated to have
T1DM and 90% (988,748 patients) to have T2DM.1,57 In
accordance with the guidelines for T2DM, a substantial
proportion of T2DM patients were considered to be initially
treated with lifestyle and dietary advice and therefore not
yet treated with medication,8 whereas all T1DM patients
start insulin treatment immediately after diagnosis (table
1). The DM incidence rate was reported to be 0.36% in
representative GP practices in 2014, amounting to 61,128
new DM patients in 2016, based on the size of the Dutch
population in 2016. 42,43

Estimation of costs of complications
The direct costs of complications made up 18.7% (€ 1.3
billion) of the total costs for DM. The most costly
complications were end-stage renal disease (€ 563 million),
stroke (€ 323 million) and myocardial infarction
(€ 128 million). For T1DM, the direct costs of complications
made up 20.8% (€ 162 million) of the total costs. The
most costly complications were end-stage renal disease
(€ 56 million), major hypoglycaemia (€ 40 million) and
stroke (€ 32 million). For T2DM, the direct costs of
complications amounted to 18.5% (€ 1.1 billion) of the
total costs. The most costly complications were end-stage
renal disease (€ 506 million), stroke (€ 290 million) and
myocardial infarction (€ 115 million).

Estimation of indirect costs
For DM in total, the productivity loss costs amounted to
9.5% (€ 648 million) of the total costs, the welfare payment
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Table 2. Estimated costs of diabetes mellitus in the Netherlands
2016
Cost category

DM

% of total
costs*

T1DM

% of total
costs*

T2DM

% of total
costs*

Medication costs

€ 261,279,269

3.8%

€ 56,829,680

6.5%

€ 204,449,590

3.5%

Primary care costs

€ 311,255,852

4.6%

€ 31,125,585

3.6%

€ 280,130,267

4.7%

Hospital care costs

€ 277,237,038

4.1%

€ 49,815,614

5.7%

€ 227,421,424

3.8%

Mental care costs

€ 21,031,989

0.3%

€ 2,103,199

0.2%

€ 18,928,790

0.3%

Elderly care costs

€ 496,178,510

7.3%

€ 49,617,851

5.7%

€ 446,560,659

7.5%

Monitoring/device costs

€ 202,582,639

3.0%

€ 120,545,141

13.8%

€ 82,037,498

1.4%

Total healthcare costs
(excluding costs of complications)

€ 1,569,565,298

23.1%

€ 310,037,070

35.5%

€ 1,259,528,228

21.3%

Direct costs of complications

€ 1,273,902,013

18.7%

€ 162,448,428

18.6%

€ 1,111,453,585

18.8%

Total healthcare costs
(including costs of complications)

€ 2,843,467,311

41.8%

€ 472,485,498

54.1%

€ 2,370,981,813

40.0%

Productivity loss costs

€ 648,343,108

9.5%

€ 64,834,311

7.4%

€ 583,508,797

9.8%

Welfare payment costs

€ 2,968,423,273

43.7%

€ 296,842,327

34.0%

€ 2,671,580,946

45.1%

Indirect cost of complications

€ 337,420,188

5.0%

€ 38,441,513

4.4%

€ 298,978,675

5.0%

Total costs

€ 6,797,653,879

100%

€ 872,603,649

100%

€ 5,925,050,230

100%

DM = diabetes mellitus; T1DM = type 1 diabetes mellitus; T2DM = type 2 diabetes mellitus.
*Due to rounding the sum of the percentages for individual cost categories might not equal the percentage for the total of that cost category.

costs were 43.7% (€ 3.0 billion) and the indirect costs of
complications 5.0% (€ 337 million). An estimated 129,625
DM patients received welfare payments. Of these, 102,793
(79.3%) had complete disability and 26,832 (20.7%) had
partial disability. For T1DM, the productivity loss costs
made up 7.4% (€ 65 million) of the total costs, the welfare
payment costs were 34.0% (€ 297 million) and the indirect
costs of complications 4.4% (€ 38 million). An estimated
12,962 T1DM patients received welfare payments. Of
these, 10,279 (79.3%) had complete disability and 2683
(20.7%) had partial disability. For T2DM, the productivity
loss costs amounted to 9.8% (€ 584 million) of the total
costs, the welfare payment costs made up 45.1% (€ 2.7
billion) and the indirect costs of complications were 5.0%
(€ 299 million). An estimated 116,662 T2DM patients
received welfare payments. Of these, 92,513 (79.3%)
had complete disability and 24,149 (20.7%) had partial
disability.

inform decision makers and payers. The total economic
burden in 2016 was found to be substantial, with an
estimated total cost of € 6.8 billion. More than half of this
total cost (€ 4.0 billion) was attributable to indirect costs
(productivity losses, welfare payments and complications),
with welfare payments being the largest contributor to
the indirect costs (€ 3.0 billion). Therefore, measures or
strategies aimed at reducing these indirect costs could
result in substantial cost-savings. Furthermore, the
healthcare costs due to DM and its complications were
€ 2.8 billion (41.8% of the total cost), which constitutes
approximately 3.0% of the total health expenditure in
the Netherlands (€ 95.3 billion in 2015, no data available
for 2016). 42 Moreover, it is likely that the total economic
burden of DM and its complications will rise further due
to changes in demographics and lifestyle.2,10
The results of our study can be compared with those
of previous studies. A study by Booz & Company on
diabetes care in the Netherlands reported substantially
higher medical and total costs (€ 4.5 and 10-11 billion in
2010 euros, respectively) than estimated in our study.16 It
should be noted that the Booz & Company study has not
been published in a nationally or internationally published
peer-reviewed paper and that their results should therefore

DISCUSSION
This study aimed to determine the current total economic
burden of DM and its complications in the Netherlands to

Peters et al. The Dutch economic burden of diabetes mellitus.
S E P T E M B E R 2 0 17, V O L . 7 5 , N O . 7

285

The Netherlands Journal of Medicine

be interpreted with caution. The difference in medical
costs can be explained by the inclusion of additional cost
components (unreported costs of DM complications and
other medical costs) in the Booz & Company study. Their
estimate for welfare payment costs, a large portion of DM’s
current total economic burden in this study, is comparable
to ours. However, the productivity loss costs are
substantially higher in the Booz & Company study (€ 3.5
billion in 2010 euros compared with € 648 million in 2016
euros), due to a difference in methodology. Our study used
the friction cost method – where productivity loss costs are
only applied during a friction period (e.g. the time it takes
to replace someone in the workforce) – as recommended by
the Dutch National Healthcare Institute, 48 while the Booz
& Company study utilised a human capital approach, in
which the full cost of a Dutch annual modal income was
applied to an estimated 98,000 disabled DM patients. The
total healthcare costs (excluding costs of complications)
from our study are somewhat lower than those published
by the RIVM (€ 1.7 billion in 2011 euros), mainly driven by
lower medication costs. 45 Unfortunately, no information
is provided on how the RIVM estimated medication costs,
making it impossible to explain the difference. However,
the cost estimate for DM medication in our study is in
line with more recent estimates.15,18 Two recent studies
estimated the total societal costs of DM in other European
countries.75,76 A study by Hex et al. estimated the current
and future economic burden of T1DM and T2DM in the
United Kingdom (UK) based on aggregated datasets
and the literature. The total cost of DM in the UK was
£ 23.7 billion in 2011/2011, of which £ 9.8 billion were
direct costs and £ 13.9 billion were indirect costs.75 When
accounting for the roughly four times larger population
size of the UK, the estimates for the total cost of DM are
quite similar. 42,77 Also, the proportions of the total costs
attributable to direct and indirect costs, and T1DM and
T2DM, respectively, are comparable. A study by Sortsø et
al. aimed to provide a comprehensive real-world estimate
of the societal DM-attributable costs in Denmark, based on
national registry data. Unfortunately, no fair comparison
with their results can be made, as they also included care
not directly related to DM in their estimate, and not solely
the cost of care for DM.76
The main strength of this study is the inclusion of all
cost components that make up the current total economic
burden of DM in the Netherlands, such as healthcare costs,
costs of complications and indirect costs. Furthermore,
the combination of a systematic literature review and a
targeted review maximised the likelihood that all available
evidence was identified. However, certain limitations of
this study have to be noted. Firstly, the evidence identified
was fragmented, requiring the use of several assumptions,
the use of aggregated data and the combination of data
from several sources. Secondly, because no single source

could provide all the data required to estimate the current
total economic burden, data from several sources had to
be combined. Although care was taken to avoid double
counting, the use of (aggregated) data from several sources
inherently includes the risk that certain cost items may
have been double counted. Thirdly, data for T1DM and
T2DM separately were scarce, most sources only reported
data for DM in total. Therefore, the estimation of the
current total economic burden for T1DM and T2DM
separately was predominantly based on the respective
prevalence amongst the total number of DM patients
(T1DM: 10% of total; T2DM: 90% of total).1,57 Despite
this limitation, the separate results for T1DM and T2DM,
although more uncertain than the results for DM in
total, still provide valuable insight into the contribution
of T2DM to the total economic burden for DM, which
can inform health policy decisions, as T2DM is for a
large part a preventable disease. Fourthly, this study only
included costs for DM medications, while 85% of T2DM
patients suffer from at least one other chronic condition
at the time of diagnosis and 30% of DM patients have
comorbid cardiovascular disease and 17.7% have comorbid
chronic obstructive pulmonary disease. 43,78,79 Therefore,
the estimated € 2.8 billion in healthcare costs is most
likely still an underestimation of the total healthcare costs
accrued by DM patients. Finally, there were no Dutch
publicly available data regarding the rates of long-term
DM complications, requiring the use of data from an
international DM registry.50
The results of this study highlight the increasing costs of
DM associated with increasing DM prevalence. Initiatives
aimed at preventing T2DM have been largely unsuccessful;
however, such initiatives, if successful, would help to
stem the rising costs. Furthermore, this study shows that
the indirect costs related to productivity losses, welfare
payments and complications account for more than half of
DM’s current total economic burden. These indirect costs
are mainly related to the long-term complications of DM and
the disability that these cause. In addition to the substantial
costs associated with these complications, they are also
shown to have a significant impact on patients’ quality of
life.2,5,6 These findings indicate that there is great potential
for gain, both in terms of cost savings and improvements in
patients’ quality of life, by reducing the occurrence of the
long-term complications of DM. For example, improvements
in the management of DM and adherence to medication
from early in the course of the disease will lead to better
long-term glycaemic control and DM-related complications.80
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CONCLUSION
Diabetes mellitus and its complications pose a substantial
economic burden to the Netherlands, with the burden
expected to rise further due to changing demographics
and lifestyle. Indirect costs, such as welfare payments,
accounted for a large portion of the current total economic
burden of diabetes mellitus, while these cost components
are often not included in cost estimations. Publicly
available data for key cost drivers such as long-term
complications were scarce.

13. Koopmanschap MA. Cost-of-illness studies. Useful for health policy?
Pharmacoeconomics. 1998;14:143-8.

DISCLOSUR ES

19. Stichting Farmaceutische Kengetallen. [19 May 2016]. Available from:
https://www.sfk.nl/.

14. Vektis. Zorgprisma Publiek Diabetes [19 May 2016]. Available from:
https://www.zorgprismapubliek.nl/informatie-over/diabetes/.
15. Zorginstituut Nederland. GIP Databank [11 May 2016]. Available from:
https://www.gipdatabank.nl/databank.asp.
16. Booz & Company. Diabetes Care in The Netherlands: Improving Health
and Wealth. Novo Nordisk, 2011.
17. Marc Pomp. Arbeidsbaten en Uitgespaarde Zorgkosten door Innovatieve
Geneesmiddelen: Zes casestudies. 2015.
18. Data en feiten 2016. Het jaar 2015 in cijfers. Stichting Farmaceutische
Kengetallen, 2016.

20. Moher D, Liberati A, Tetzlaff J, Altman DG, Group P. Preferred reporting
items for systematic reviews and meta-analyses: the PRISMA statement.
PLoS Med. 2009;6:e1000097.

Mapi Group was financially supported by Novo Nordisk
to perform the study. M.L. Peters is a Mapi employee and
served as a paid consultant to Novo Nordisk during the
conduct of this study; E.L. Huisman and M. Schoonen
are Novo Nordisk employees; B.H.R. Wolffenbuttel
has received grant support for clinical studies and also
consulting fees for serving on advisory boards and as a
speaker for Amgen, Astra Zeneca, Eli Lilly and Company,
Novo Nordisk, Pfizer and Sanofi. He has also received
consulting fees from Eli Lilly and Company as a member of
the 4B study and of the DURABLE Trial Data Monitoring
Committee.

21. Van Dijk CE, Verheij RA, Swinkels IC, et al. What part of the total care
consumed by type 2 diabetes patients is directly related to diabetes?
Implications for disease management programs. Int J Integr Care.
2011;11:e140.
22. Dijkstra A, Janssen F, De Bakker M, et al. Using spatial analysis to
predict healthcare use at the local level: a case study of type 2 diabetes
medication use and its association with demographic change and
socioeconomic status. PLoS ONE. 2013;8:e72730.
23. Adarkwah CC, Gandjour A, Akkerman M, Evers SM. Cost-effectiveness
of angiotensin-converting enzyme inhibitors for the prevention of
diabetic nephropathy in The Netherlands--a Markov model. PLoS ONE.
2011;6:e26139.
24. Van der Heijden AA, de Bruijne MC, Feenstra TL, et al. Resource use
and costs of type 2 diabetes patients receiving managed or protocolized
primary care: a controlled clinical trial. BMC Health Serv Res. 2014;14:280.
25. McDonell AL, Kiiskinen U, Zammit DC, et al. Estimating the real world
daily usage and cost for exenatide twice daily and liraglutide in Germany,
the Netherlands, and the UK based on volumes dispensed by pharmacies.
ClinicoEcon Outcomes Res. 2015;7:95-103.

REFERENCES
1.

Rijksinstituut voor Volksgezondheid en Mileu. Volksgezondheid en Zorg
[19 May 2016]. Available from: https://www.volksgezondheidenzorg.info/
onderwerp/diabetes-mellitus.

2.

International Diabetes Federation. IDF Diabetes Atlas, 7th edition.
Brussels, Belgium: International Diabetes Federation, 2015.

3.

DeFronzo RA, Ferrannini E, Zimmet P, Alberti G. International Textbook
of Diabetes Mellitus. 4th ed: Wiley-Blackwell; 2015.

4.

DeFronzo RA. Pathogenesis of type 2 diabetes mellitus. Med Clin North
Am. 2004;88:787-835, ix.

27. Van Haalen HGM, Pompen M, Bergenheim K, McEwan P, Townsend
R, Roudaut M. Cost effectiveness of adding dapagliflozin to insulin for
the treatment of type 2 diabetes mellitus in the Netherlands. Clin Drug
Invest. 2014;34:135-46.

5.

Lloyd A, Sawyer W, Hopkinson P. Impact of long-term complications on
quality of life in patients with type 2 diabetes not using insulin. Value
Health. 2001;4:392-400.

28. Lub R, Visser ST, Postma MJ. Use and costs of long-acting insulins for
type 2 diabetes mellitus in daily practice. [Dutch]. Pharmaceutische
Weekblad Wetenschappelijk Platform. 2013;148:16-9.

6.

Huang ES, Brown SE, Ewigman BG, Foley EC, Meltzer DO. Patient
perceptions of quality of life with diabetes-related complications and
treatments. Diabetes Care. 2007;30:2478-83.

29. Rumball-Smith J, Barthold D, Nandi A, Heymann J. Diabetes associated
with early labor-force exit: A comparison of sixteen high-income countries.
Health Affairs. 2014;33:110-5.

7.

UK Hypoglycaemia Study Group. Risk of hypoglycaemia in types 1
and 2 diabetes: effects of treatment modalities and their duration.
Diabetologia. 2007;50:1140-7.

8.

Rutten GEHM, De Grauw WJC, Nijpels G, et al. NHG-Standaard Diabetes
mellitus type 2 (derde herziening). Huisarts Wet. 2013;56:512-25.

30. Brod M, Wolden M, Christensen T, Bushnell DM. Understanding the
economic burden of nonsevere nocturnal hypoglycemic events: Impact on
work productivity, disease management, and resource utilization. Value
Health. 2013;16:1140-9.

9.

Krass I, Schieback P, Dhippayom T. Adherence to diabetes medication: a
systematic review. Diabet Med. 2015;32:725-37.

26. Wermeling PR, Gorter KJ, Stellato RK, de Wit GA, Beulens JWJ, Rutten
GEHM. Effectiveness and cost-effectiveness of 3-monthly versus
6-monthly monitoring of well-controlled type 2 diabetes patients: A
pragmatic randomised controlled patient-preference equivalence trial in
primary care (EFFIMODI study). Diabetes, Obes Metab. 2014;16:841-9.

31. Geelhoed-Duijvestijn PH, Pedersen-Bjergaard U, Weitgasser R, Lahtela
J, Jensen MM, Ostenson CG. Effects of patient-reported non-severe
hypoglycemia on healthcare resource use, work-time loss, and wellbeing
in insulin-treated patients with diabetes in seven European countries.
J Med Econ. 2013;16:1453-61.

10. Baan CA, van Baal PH, Jacobs-van der Bruggen MA, et al. [Diabetes
mellitus in the Netherlands: estimate of the current disease burden and
prognosis for 2025]. Ned Tijdschr Geneeskd. 2009;153:1052-8.

32. Van Dijk CE, Hoekstra T, Verheij RA, et al. Type II diabetes patients
in primary care: profiles of healthcare utilization obtained from
observational data. BMC Health Serv Res. 2013;13:7.

11. Seuring T, Archangelidi O, Suhrcke M. The Economic Costs of Type
2 Diabetes: A Global Systematic Review. Pharmacoeconomics.
2015;33:811-31.

33. Nederlandse Internisten Vereniging. Overzicht Richtlijnen/Indicatoren [20
May 2016]. Available from: http://www.internisten.nl/werken-als-internist/
richtlijnenindicatoren/database-kwaliteit/overzicht-richtlijnenindicatoren.

Peters et al. The Dutch economic burden of diabetes mellitus.
S E P T E M B E R 2 0 17, V O L . 7 5 , N O . 7

287

The Netherlands Journal of Medicine

34. Nederlands Huisartsen Genootschap. [20 May 2016]. Available from:
https://www.nhg.org/richtlijnen-praktijk.

59. Wolffenbuttel BH, van Vliet S, Knols AJ, Slits WL, Sels JP, Nieuwenhuijzen
Kruseman AC. Clinical characteristics and management of diabetic
patients residing in a nursing home. Diabetes Res Clin Pract.
1991;13:199-206.

35. European Association for the Study of Diabetes. Statements
[20 May 2016]. Available from: http://www.easd.org/index.
php?option=com_content&view=article&id=93&Itemid=508.

60. Mooradian AD, Osterweil D, Petrasek D, Morley JE. Diabetes mellitus
in elderly nursing home patients. A survey of clinical characteristics and
management. J Am Geriatr Soc. 1988;36:391-6.

36. Nederlandse Vereniging voor Endocrinologie. [20 May 2016]. Available
from: http://www.nve.nl/richtlijnen.

61. Van de Mheen PJ. Prevalentie van diabetes mellitus in verzorgingstehuizen. Bilthoven: Rijksinstituut voor Volksgezondheid en Milieu, 1989.

37. Nederlandse Diabetes Federatie. Zorgstandaard Diabetes [20 May 2016].
Available from: http://www.zorgstandaarddiabetes.nl/.

62. Andreassen LM, Sandberg S, Kristensen GB, Solvik UO, Kjome RL.
Nursing home patients with diabetes: prevalence, drug treatment and
glycemic control. Diabetes Res Clin Pract. 2014;105:102-9.

38. Nederlands Huisartsen Genootschap. Landelijke Transmurale Afspraken
[20 May 2016]. Available from: https://www.nhg.org/themas/artikelen/
landelijke-transmurale-afspraken-ltas.

63. Clarke P, Leal J, Kelman C, Smith M, Colagiuri S. Estimating the cost of
complications of diabetes in Australia using administrative health-care
data. Value Health. 2008;11:199-206.

39. Nederlandse Vereniging voor Kindergeneeskunde. [20 May 2016].
Available from: http://www.nvk.nl/Kwaliteit/Richtlijnenoverzicht.aspx.
40. Verenso. Specialisten in Ouderengeneeskunde. [20 May 2016]. Available
from: http://www.verenso.nl/.

64. Greving JP, Visseren FL, de Wit GA, Algra A. Statin treatment for primary
prevention of vascular disease: whom to treat? Cost-effectiveness
analysis. BMJ. 2011;342:d1672.

41. Rijksinstituut voor Volksgezondheid en Mileu. Nationaal Kompas
Volksgezondheid [13 May 2016]. Available from: http://www.
nationaalkompas.nl/gezondheid-en-ziekte/ziekten-en-aandoeningen/
endocriene-voedings-en-stofwisselingsziekten-en-immuniteitsstoornissen/
diabetes-mellitus.

65. Postmus D, Pari AA, Jaarsma T, et al. A trial-based economic evaluation
of 2 nurse-led disease management programs in heart failure. Am Heart
J. 2011;162:1096-104.
66. Baeten SA, van Exel NJ, Dirks M, Koopmanschap MA, Dippel DW,
Niessen LW. Lifetime health effects and medical costs of integrated
stroke services – a non-randomized controlled cluster-trial based life table
approach. Cost Eff Resour Alloc. 2010;8:21.

42. Centraal Bureau voor de Statistiek. Statline [19 May 2016]. Available from:
http://statline.cbs.nl/statweb.
43. Nederlands Instituut voor Onderzoek van de Gezondheidszorg (NIVEL).
Zorgregistratie Eerste Lijn [11 May 2016]. Available from: http://www.nivel.
nl/nl/NZR/zorgregistraties-eerstelijn.

67. Niessen LW, Dijkstra R, Hutubessy R, Rutten GE, Casparie AF.
Lifetime health effects and costs of diabetes treatment. Neth J Med.
2003;61:355-64.

44. Rijksinstituut voor Volksgezondheid en Mileu. [13 May 2016]. Available
from: http://www.rivm.nl/.

68. Jonsson L, Bolinder B, Lundkvist J. Cost of hypoglycemia in patients with
Type 2 diabetes in Sweden. Value Health. 2006;9:193-8.

45. Rijksinstituut voor Volksgezondheid en Mileu. Cijfertool Kosten van
Ziekten [19 May 2016]. Available from: https://kostenvanziektentool.
volksgezondheidenzorg.info/tool/nederlands/.
46. Zorginstituut Nederland. [13 May 2016]. Available from: https://www.
zorginstituutnederland.nl/.

69. Isaaz K, Coudrot M, Sabry MH, et al. Return to work after acute
ST-segment elevation myocardial infarction in the modern era of
reperfusion by direct percutaneous coronary intervention. Arch
Cardiovasc Dis. 2010;103:310-6.

47. Nederlandse Zorgautoriteit. [9 May 2016]. Available from: http://www.
nza.nl/.

70. Ericson L, Bergfeldt L, Bjorholt I. Atrial fibrillation: the cost of illness in
Sweden. Eur J Health Econ. 2011;12:479-87.

48. Hakkaart-van Roijen L, Van der Linden N, Bouwmans C, Kanters T,
Swan Tan S. Richtlijn voor het uitvoeren van economische evaluaties
in de gezondheidszorg. Bijlage 1 Kostenhandleiding: Methodologie van
kostenonderzoek en referentieprijzen voor economische evaluaties in de
gezondheidszorg. Zorginstituut Nederland, 2015.

71. Lindgren P, Glader EL, Jonsson B. Utility loss and indirect costs after
stroke in Sweden. Eur J Cardiovasc Prev Rehabil. 2008;15:230-3.
72. Fisher K, Hanspal RS, Marks L. Return to work after lower limb
amputation. Int J Rehabil Res. 2003;26:51-6.
73. Keeffe JE. Costs of vision impairment: present and future issues. Expert
Rev Pharmacoecon Outcomes Res. 2007;7:523-7.

49. Nederlandse Zorgautoriteit. Tarieven en prestaties [19 May 2016].
Available from: https://www.nza.nl/regelgeving/tarieven/.

74. Van der Mei SF, Kuiper D, Groothoff JW, van den Heuvel WJ, van Son WJ,
Brouwer S. Long-term health and work outcomes of renal transplantation
and patterns of work status during the end-stage renal disease trajectory.
J Occup Rehabil. 2011;21:325-34.

50. McEwan P, Bennett H, Ward T, Bergenheim K. Refitting of the UKPDS 68
risk equations to contemporary routine clinical practice data in the UK.
Pharmacoeconomics. 2015;33:149-61.
51. Geelhoed-Duijvestijn N, Östenson CG, Lahtela J, Weitgasser R, Markert
Jensen M, Timmermans S. De frequentie en impact van niet-ernstige
hypoglycemie bij insulinegebruik in Nederland. NTvD. 2014;12:58-63.

75. Hex N, Bartlett C, Wright D, Taylor M, Varley D. Estimating the current
and future costs of Type 1 and Type 2 diabetes in the UK, including direct
health costs and indirect societal and productivity costs. Diabet Med.
2012;29:855-62.

52. Kortetermijnraming maart 2016: Centraal Planbureau; [23 May 2016].
Available from: http://www.cpb.nl/cijfer/kortetermijnraming-maart-2016.

76. Sortso C, Green A, Jensen PB, Emneus M. Societal costs of diabetes
mellitus in Denmark. Diabet Med. 2016;33:877-85.

53. Ik ben ziek (WIA-uitkering): Uitvoeringsinstituut Werknemersverzekeringen
(UWV); [23 May 2016]. Available from: http://www.uwv.nl/
particulieren/ziek/ziek-wia-uitkering/tijdens-wia-uitkering/detail/
hoe-hoog-is-mijn-wga-uitkering.

77. Office for National Statistics. United Kingdom population mid-year
estimate 2011 [2 September 2016]. Available from: https://www.ons.
gov.uk/peoplepopulationandcommunity/populationandmigration/
populationestimates.

54. Real-life use and outcomes of basal insulin and GLP-1 in the Netherlands.
Pharmo, February 2015.

78. Rutten GEHM, De Grauw WJC, Nijpels G, Houweling ST, Van de Laar FA,
Bilo HJ, et al. NHG-Standaard Diabetes mellitus type 2 (derde herziening.
Noot 27: Comorbiditeit bij type-2-diabetes. Huisarts Wet. 2013;56:512-25.

55. Pharmo/Farminform. FiScript. [Novo Nordisk Data on File]. 2015.
56. Poortvliet MC, Schrijvers CTM, Baan CA. Diabetes in Nederland:
Omvang, risicofactoren en gevolgen, nu en in de toekomst. Bilthoven:
Rijksinstituut voor Volksgezondheid en Milieu, 2007.

79. Luijks H. Comorbiditeit bij diabetes type 2. Huisarts Wet. 2014;57:253.
80. Holman RR, Farmer AJ, Davies MJ, et al. Three-year efficacy of complex
insulin regimens in type 2 diabetes. New Engl J Med. 2009;361:1736-47.

57. FaMe-NET. [Available from: http://www.transhis.nl/language/nl/.
58. Hakkaart-van Roijen L, Tan SS, Bouwmans CAM. Handleiding
voor kostenonderzoek: methoden en standaard kostprijzen voor
economische evaluaties in de gezondheidszorg. Diemen: College voor
Zorgverzekeringen, 2010.

Peters et al. The Dutch economic burden of diabetes mellitus.
S E P T E M B E R 2 0 17, V O L . 7 5 , N O . 7

288

The Netherlands Journal of Medicine

APPENDIX A: SYSTEMATIC LITER ATURE REVIEW

Table A.1. Systematic literature review search strategy for MEDLINE, EMBASE, ECONLIT, NHS EED and HTA
through the Ovid® platform (search date: 8 September 2015)
#

Search terms

Results

1

exp Diabetes Mellitus/

930439

2

diabet$.tw.

1028696

3

1 or 2

1212523

4

cost of illness/

36201

5

(cost? or costing? or costly or costed).tw.

977571

6

(price? or pricing?).tw.

205828

7

(pharmacoeconomic? or (pharmaco adj economic?)).tw.

10392

8

budget$.tw.

64107

9

expenditure$.tw.

112567

10

(value adj1 (money or monetary)).tw.

1341

11

(fee or fees).tw.

34294

12

(“resource use” or “resource consumption”).tw,ab.

22224

13

((“use” or “health” or “health$” or “resource$”) adj3 “measurement”).tw,ab.

9312

14

(“health$” adj3 “use”).tw,ab.

55991

15

((“hospital” or “doctor” or “GP” or “general practitioner” or “nurse” or “clinic” or
“surgery”) adj2 (“use” or “visit$” or “attendance” or “admission” or “readmission”)).tw,ab.

115853

16

(productiv$ adj3 loss).tw.

4033

17

or/4-16

1442770

18

exp netherlands/ or europe/

293024

19

(dutch or netherland$ or holland or europe).tw.

330370

20

18 or 19

489391

21

3 and 17 and 20

1489

22

limit 21 to yr=”2010 -Current”

739

23

remove duplicates from 22

572*

# 4-16 is a search filter for economic studies appraised by the InterTASC Information Specialists’ Sub-Group. The search terms were combined using ‘OR’ in
#3 (“1 or 2”), #17 (“or/4-16”) and #20 (“18 or 19”). These three components of the search strategy were then combined using ‘AND’ in #21 (“3 and 17 and 20”).
*The search retrieved 477 records from EMBASE, 76 from MEDLINE, 17 from NHS EED, 2 from ECONLIT and 0 from HTA. Please note that these are the
number of records retrieved after duplicates were removed using the Ovid® platform (#23: remove duplicates from 22), which removed 167 duplicates.
1
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Table A.2. Criteria for selection of studies in the systematic literature review
Criteria

Inclusion

Exclusion

POPULATION

Abstract and full-text
selection

Patients with type 1 or type 2 DM
Children or adults
Patients with micro- or macro-vascular
DM complications of any grade

Healthy patients / controls
Patients without type 1 or type 2 DM

INTERVENTIONS

Abstract and full-text
selection

No selection was made on interventions

No selection was made on interventions

COMPARATOR

Abstract and full-text
selection

No selection was made on comparator

No selection was made on comparator

OUTCOMES

Abstract selection

Costs
Resource use (medical, non-medical)
Work productivity
Studies with incidence and prevalence
data were flagged

Outcomes from outside Europe
HRQoL / utilities
All other outcomes not listed under
‘inclusion’

Full-text selection

Costs
Resource use (medical, non-medical)
Work productivity
Studies with incidence and prevalence
data were flagged

Outcomes from outside the
Netherlands
HRQoL / utilities
All other outcomes not listed under
‘inclusion’

Abstract and full-text
selection

Economic studies (e.g. cost of illness,
burden of disease, budget impact, costeffectiveness and cost-utility analyses)
Cost analyses
Health technology assessments that
include economic data
Studies reporting economic data

Animal studies
In vivo and in vitro studies
Biomarker and genetic studies
Guidelines
Reviews, letters, (case) report, expert
opinion, discussion papers, editorials
Conference abstracts from <2013*
SLR and NMA
Phase I clinical trials
Methodology studies or protocols

STUDY DESIGN

DM = diabetes mellitus; HRQoL = health-related quality of life; NMA = network meta-analysis; SLR = systematic literature review. *Conference
abstracts published before 2013 were excluded, as it was assumed that studies presented as an abstract before 2013 would have become available as a
full-text publication within this time-frame.
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Figure A.3. Flow diagram of the study selection process in the systematic literature review
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A PPENDI X B. DATA USED FOR T HE EST IM AT ION OF T HE CUR R EN T TOTA L
ECONOMIC BURDEN OF DIABETES MELLITUS AND ITS COMPLICATIONS IN
THE NETHERLANDS

Table B.1. Epidemiological data
Category

Data input

Source

Total Dutch population on 1 January 2016

16,980,049

[2]

Prevalence of DM

6.5%

[3]

Prevalence of type 1 DM amongst total DM population

10.0%

[4, 5]

Prevalence of type 2 DM amongst total DM population

90.0%

[4, 5]

Incidence of DM

0.4%

[3]

Incidence of type 1 DM amongst total DM population

10.0%

Assumed identical to the prevalence
distribution

Incidence of type 2 DM amongst total DM population

90.0%

Assumed identical to the prevalence
distribution

Proportion of DM patients not treated with medication
(assumed to consist solely of type 2 DM patients)*

26.6%

Calculation based on [2, 3, 6]

Annual curative disease rate

0.0%

Expert opinion

Annual mortality rate**

1.1%

Calculation based on [2-4]

DM = diabetes mellitus.
*The proportion of DM patients not treated with medication was calculated by dividing the number of patients not treated with medication by the total
number of DM patients in 2014. The number of patients not treated with medication was calculated by subtracting the number of DM medication users
from the total number of DM patients in 2014 (2014 data).2,3,6
**The annual mortality rate was calculated by combining the DM specific mortality rate with the mortality rate the Dutch general population. The DM
specific mortality rate was calculated by dividing the total number of deaths due to DM in 2014 by the total number of DM patients in 2014.2-4

Table B.2. Medication data
Medicaments & ATC-codes

Market
share*

# of patients receiving respective
treatment in 2016**
DM

Type 1 DM

Type 2 DM

Cost per
user per
year***
(2016 €)

Source

A10AB01 fast acting insulin (human)

0.4%

2989

959

2030

€ 316.36

[6,7]

A10AB04 fast acting insulin lispro

2.0%

15,866

5089

10,777

€ 476.52

[6,7]

A10AB05 fast acting insulin aspart

16.6%

133,698

42,884

90,814

€ 380.65

[6,7]

A10AB06 insulin glulisine

1.5%

11,873

3808

8065

€ 349.82

[6,7]

A10AC01 intermediate acting insulin (human)

0.3%

2801

898

1902

€ 207.59

[6,7]

A10AD01 premixed insulin (human)

0.3%

2135

685

1450

€ 395.95

[6,7]

A10AD04 premixed insulin lispro

0.3%

2067

663

1404

€ 528.12

[6,7]

A10AD05 premixed insulin aspart

7.1%

57,589

18,472

39,117

€ 530.81

[6,7]

A10AE04 insulin glargine

15.1%

121,613

39,008

82,605

€ 455.17

[6,7]

A10AE05 insulin detemir

6.2%

50,207

16,104

34,103

€ 500.91

[6,7]

A10AE06 insulin degludec

0.0%

234

75

159

€ 142.33

[6,7]

A10BA02 metformin

78.2%

630,717

0

630,717

€ 58.25

Assumption, [6]

A10BB01 glibenclamide

0.7%

5262

0

5262

€ 63.07

Assumption, [6]
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Medicaments & ATC-codes

Market
share*

# of patients receiving respective
treatment in 2016**
DM

Type 1 DM

Type 2 DM

Cost per
user per
year***
(2016 €)

Source

A10BB03 tolbutamide

1.0%

7,701

0

7,701

€ 70.56

Assumption, [6]

A10BB09 gliclazide

14.4%

116,394

0

116,394

€ 60.10

Assumption, [6]

A10BB12 glimepiride

1.3%

10,273

0

10,273

€ 57.89

Assumption, [6]

A10BD02 metformin and sulfonylureas

0.1%

484

0

484

€ 98.52

Assumption, [6]

A10BD03 metformin and rosiglitazone

-

-

-

-

-

Assumption, [6]

A10BD04 glimepiride and rosiglitazone

-

-

-

-

-

Assumption, [6]

A10BD05 metformin and pioglitazone

0.0%

253

0

253

€ 410.70

Assumption, [6]

A10BD07 metformin and sitagliptin

0.8%

6068

0

6068

€ 423.76

Assumption, [6]

A10BD08 metformin and vildagliptin

0.6%

4990

0

4990

€ 434.77

Assumption, [6]

A10BD10 metformin and saxagliptin

0.0%

55

0

55

€ 346.86

Assumption, [6]

A10BD11 metformin and linagliptin

0.0%

141

0

141

€326.14

Assumption, [6]

A10BD15 metformin and dapagliflozin

0.0%

42

0

42

€ 208.95

Assumption, [6]

A10BF01 acarbose

0.2%

1481

0

1481

€ 120.79

Assumption, [6]

A10BG02 rosiglitazone

-

-

-

-

-

Assumption, [6]

A10BG03 pioglitazone

1.1%

8864

0

8864

€ 101.12

Assumption, [6]

A10BH01 sitagliptin

2.8%

22,309

0

22,309

€ 445.81

Assumption, [6]

A10BH02 vildagliptin

0.9%

7179

0

7179

€ 359.51

Assumption, [6]

A10BH03 saxagliptin

0.3%

2,182

0

2,182

€ 453.75

Assumption, [6]

A10BH05 linagliptin

0.6%

5144

0

5144

€ 400.19

Assumption, [6]

A10BX02 repaglinide

0.1%

654

0

654

€ 110.98

Assumption, [6]

A10BX04 exenatide

0.2%

1533

0

1,533

€ 1,063.99

Assumption, [6]

A10BX07 liraglutide

1.4%

10,915

0

10,915

€ 1,373.74

Assumption, [6]

A10BX09 dapagliflozin

0.2%

1839

0

1839

€ 304.44

Assumption, [6]

A10BX10 lixisenatide

0.0%

31

0

31

€ 246.66

Assumption, [6]

A10BX11 canagliflozin

0.0%

96

0

96

€ 178.99

Assumption, [6]

A10BX12 empagliflozin

0.0%

1

0

1

€ 32.46

Assumption, [6]

ATC-code = Anatomical Therapeutic Chemical – code; DM = diabetes mellitus.
Costs were inflated to 2016 euros using inflation rates published by Statistics Netherlands.2
*Medication market shares were calculated by dividing the number of users per medicament by the total number of diabetes mellitus medication users
(2014 data). 6
**The number of type 1 and 2 DM patients receiving insulins was calculated by applying a proportion of insulin users for type 1 and 2 DM respectively
(based on Pharmo/Farminform FiScript data) to the respective market shares. For all DM medications besides insulin, it was assumed that all users
were type 2 DM patients.7
***The cost per user per year was calculated by multiplying the number of daily defined doses (DDD) per user per year with the cost per DDD
(2014 data).6
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Table B.3. Healthcare cost data
Resource

% Use

GP contact for DM

Frequency

Unit cost

Cost
year

Cost per
patient year
(2016 €)

5.4

Source

[3]

Consult

26.4%

1.4

€ 33.00

2014

€ 47.43

[3,8]

Home visit

2.8%

0.2

€ 50.00

2014

€ 7.62

[3,8]

Telephone consult

9.1%

0.5

€ 17.00

2014

€ 8.42

[3,8]

Other

61.8%

3.3

€ 33.00

2014

€ 111.04

[3,8]

0.1

€ 100.13

2016

€ 9.92

[3,9]

84.5%

3.7

€ 13.25

2008

€ 47.54

[10]

Internal medicine (type 1 DM patients)

95.0%

3.0

€ 91.00

2014

€ 263.52

Expert opinion [8]

Internal medicine (type 2 DM patients)

28.9%

1.5

€ 91.00

2014

€ 40.08

[8,10]

Ophthalmology

52.0%

1.8

€ 91.00

2014

€ 86.54

[8,10]

Cardiology

15.2%

0.7

€ 91.00

2014

€ 9.84

[8,10]

Neurology

6.4%

0.6

€ 99.00

2014

€ 3.86

[8,10]

Nephrology

1.8%

0.1

€ 91.00

2014

€ 0.17

[8,10]

Other specialism

32.8%

1.6

€ 91.00

2014

€ 48.52

[8, 10]

Emergency room visit for DM

0.0%

0.0

€ 259.00

2014

€ 0.00

Expert opinion, [8]

Dietician visit

21.9%

0.9

€ 27.00

2009

€ 5.96

[10,11]

Podiatrist visit

24.3%

1.2

€ 53.55

2008

€ 17.92

[10]

Physical therapist visit

21.0%

3.9

€ 33.00

2014

€ 27.46

[8,10]

€ 251.00

2009

€ 2.43

[2,11]

Out of office hours GP contact
Diabetes nurse consult
Specialist visit for DM

Hospitalisation for DM*
Day admissions

0.9%

Hospitalisations

1.0%

Days per hospitalisation

[2]
7.7

Hospitalisation cost

[2]
€ 476.00

2014

€ 38.57

[8]

€ 64.00

2014

€ 19.14

[3,8,12]

€ 451.64

[2,3,13]

Psychological care for DM
Consult psychologist

4.6%

6.4

Elderly care for DM**

DM = diabetes mellitus; GP = general practitioner.
Costs were inflated to 2016 euros using inflation rates published by Statistics Netherlands.2
*The hospitalisation and day admission rate were calculated by dividing the number of hospitalisations and day admissions in 2012 by the total number
of DM patients in 2012.2,3
**Elderly care cost per patient per year for DM were calculated by dividing the total DM elderly care cost (2011 data) by the total number of DM patients
in 2011 (Dutch population on 1 January 2011 multiplied with the DM prevalence rate in GP practices [2012 data]).2,3,13
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Table B.4. Monitoring/device cost data
Resource

%
Use*

# of
prescription
per user

Cost per
prescription

Cost
year

Cost per patient
year** (2016 €)

Source

Blood glucose meter

0.6%

1.1

€ 27.00

2014

€ 0.18

[6]

Testing strip

34.2%

4.0

€ 82.00

2014

€ 113.82

[6]

Portable insulin infusions pump

3.2%

9.4

€ 301.00

2014

€ 90.99

[6]

Finger prick equipment

13.2%

2.6

€ 16.00

2014

€ 5.58

[6]

Other devices for DM

1.2%

1.0

€ 6.00

2014

€ 0.07

[6]

Injection pen/syringe

30.2%

4.4

€ 30.00

2014

€ 40.54

[6]

DM = diabetes mellitus.
Costs were inflated to 2016 euros using inflation rates published by Statistics Netherlands.2
The cost per patient year was calculated by multiplying the percentage of use with the number of prescriptions per users and with the cost per
prescription (2014 data).6
*The percentage use was calculated by dividing the number of users per resource category by the total numbers of DM medication users, which was
assumed to represent the total number of monitoring/device users, due to the lack of data (2014 data).6
**As data were only available for DM in total, the costs for T1DM and T2DM separately were derived by applying proportions based on Pharmo/
Farminform FiScript data.7

Table B.5. Complication healthcare cost data
Complication

Annual
probability of
event per patient*

Ischaemic heart disease

% of
patients
at risk

# of
events

Unit cost

Cost
year

Cost per
patient year
(2016 €)

Source

1.4%

€ 5,614.00

2011

€ 82.89

[14-16]

Myocardial infarction

0.6%

€ 18,265.00

2011

€ 116.59

[14,15,17]

Congestive heart failure

1.0%

€ 6,798.00

2011

€ 72.60

[14,15,18]

Stroke

0.7%

€ 36,657.00

2011

€ 293.59

[14,15,19]

Amputation

0.2%

€ 16,438.00

2011

€ 29.78

[14,15,20]

Blindness

0.2%

€ 2,668.00

2011

€ 4.57

[14,15,20]

End-stage renal disease

0.7%

€ 63,901.00

2011

€ 512.05

[14,15,20]

Major hypoglycaemia**
(type 1 DM patients)

100.0%

0.9

€ 373.00

2011

€ 366.60

Expert opinion,
[15,21,22]

Major hypoglycaemia***
(type 2 DM basal insulin
users)

6.9%

0.1

€ 373.00

2011

€ 2.80

[2-5,7,15,21-23]

Major hypoglycaemia***
(type 2 DM basal/bolus
insulin users)

1.2%

0.2

€ 373.00

2011

€ 0.99

[2-5,7,15,21-23]

Major hypoglycaemia***
(type 2 DM other insulin
users)

10.1%

0.2

€ 373.00

2011

€ 8.24

[2-5,7,15,21-23]

DM = diabetes mellitus.
Costs were inflated to 2016 euros using inflation rates published by Statistics Netherlands.2
*The annual probability of a long-term complication event per patient is derived by dividing the rate identified in the study by McEwan et al. by the
respective follow-up duration and by applying the weight for low-risk and intermediate-risk patients based on their proportion in the database analysed.14
**Assumption made based on expert opinion that all type 1 DM patients use insulin.
***The percentage of type 2 DM patients at risk (e.g. insulin users) was calculated by dividing the number of patients treated with the respective
insulin categories by the total number of type 2 DM patients.2-5,7,23
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Table B.6. Indirect cost data
Cost item

Units

Unit cost

Cost
year

Cost per
patient year
(2016 €)

Source

€ 581.64

Productivity losses from paid work
Working age DM patients

43.7%

[3]

Employment rate

40.0%

[24]

Percentage taking sick days

62.0%

[24]

Average # of sick days per year

19.0

[24]

Working hours per day

8.0

Assumption
€ 34.75

Productivity cost per hour

2014

[8]
€ 36.38

Lost productivity due to premature mortality
DM mortality rate

0.3%

Calculation based on [2-4]

Working age DM patients

43.7%

[3]

Employment rate

40.0%

[24]

Full-time equivalent

80.0%

[25]

Friction period (days)

85.0

[8]

Working hours per day

8.0

Assumption
€ 34.75

Productivity cost per hour

2014

[8]
€ 3,014.64

Welfare payments due to disability
DM patients (age 18-64) with disability

27.0%

[24]

Percentage with complete disability

79.3%

Calculation based on [2]

Percentage with partial disability

20.7%

Calculation based on [2]

Disability level for patients with partial disability

50.0%

Assumption

Working age DM patients

43.7%

[3]
€ 36,500.00

Modal income
Welfare payment % of last salary

2016

[26]

70.0%

[27]

Indirect costs of complications
Ischaemic heart disease

1.4%

€ 1,044.00

2011

€ 15.41

[14-16]

Myocardial infarction

0.6%

€ 8,773.00

2011

€ 56.00

[14,15,28]

Congestive heart failure

1.0%

€ 8,773.00

2011

€ 93.69

[14,15,29]

Stroke

0.7%

€ 8,773.00

2011

€ 70.26

[14,15,30]

Amputation

0.2%

€ 6,274.00

2011

€ 11.37

[14-16,31]

Blindness

0.2%

€ 5,627.00

2011

€ 9.65

[14-16,32]

End-stage renal disease

0.7%

€ 5,539.00

2011

€ 44.39

[14-16,33]

Major hypoglycaemia (type 1 DM patients)

0.9*

€ 50.00

2011

€ 49.14

[Expert opinion, 15,21,22]

Major hypoglycaemia (type 2 DM basal insulin users)

0.0069*

€ 50.00

2011

€ 0.38

[2-5,7,15,21-23]

Major hypoglycaemia (type 2 DM basal/bolus insulin
users)

0.0024*

€ 50.00

2011

€ 0.13

[2-5,7,15,21-23]

Major hypoglycaemia (type 2 DM other insulin users)

0.0202*

€ 50.00

2011

€ 1.10

[2-5,7,15,21-23]

DM = diabetes mellitus.
Costs were inflated to 2016 euros using inflation rates published by Statistics Netherlands.2
* Units were calculated by multiplying the respective % of patients at risk and # of events, as reported in Table B.5.
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