
Supplementary Table 1. Indicative list of DMP interventions per Chronic Care Model component*
	Interventions per CCM component
	Usual care

(√)
	DMP

(√)
	Description of specific intervention

	Organizational support
	
	
	

	Integrated financing
	
	
	

	Specific subsidies for foreign population
	
	
	

	Sustainable financing agreements with health insurers
	
	
	

	Other:
	
	
	

	Community
	
	
	

	Cooperation with external community partners
	
	
	

	Treatment and care pathways in outpatient and inpatient care
	
	
	

	Involvement of patient groups and patient panels in care design
	
	
	

	Discussion panel for community partners related to chronic care
	
	
	

	Regional training course
	
	
	

	Family participation
	
	
	

	Other:
	
	
	

	Self-management
	
	
	

	Promotion of disease specific information 
	
	
	

	Individual care plan
	
	
	

	Life-style interventions (e.g. physical activity, diet, smoking cessation)
	
	
	

	Support of self-management (e.g. internet, email or sms, e-consultation)
	
	
	

	Tele-monitoring
	
	
	

	Personal coaching
	
	
	

	Motivational interviewing
	
	
	

	Informational meetings
	
	
	

	Mirror interviews
	
	
	

	Group sessions for patient and family
	
	
	

	Cognitive behavioural therapy
	
	
	

	Other:
	
	
	

	Decision support
	
	
	

	Care standards
	
	
	

	Uniform treatment protocol in outpatient and inpatient care
	
	
	

	Training and independence of practise assistants
	
	
	

	Professional education and training for care providers 
	
	
	

	Audit and feedback
	
	
	

	Development and implementation of care protocols for immigrants
	
	
	

	Structural participation in training sessions
	
	
	

	Quality of Life questionnaire 
	
	
	

	Registration of process and outcome indicators 
	
	
	

	Qualitative evaluation of health care via focus-groups with patients
	
	
	

	Periodic evaluation of DMP interventions and feedback 
	
	
	

	Measurement of patient satisfaction
	
	
	

	Other:
	
	
	

	Delivery system design 
	
	
	

	Multidisciplinary cooperation between outpatient and inpatient care
	
	
	

	Delegation of care from specialist to nurse/care practitioner
	
	
	

	Development of health pathways and protocols
	
	
	

	Substitution of inpatient with outpatient care
	
	
	

	Systematic follow-up of patients
	
	
	

	Specific plan for immigrant population
	
	
	

	Meetings of different disciplines for exchanging knowledge/information
	
	
	

	Monitoring of high-risk patients
	
	
	

	Board of clients
	
	
	

	Periodic discussion sessions between care professionals and patients 
	
	
	

	Stepped care method
	
	
	

	Other:
	
	
	

	ICT
	
	
	

	Electronic Patient Records system (with/without patient portal)
	
	
	

	Hospital Information System
	
	
	

	Integrated Information System
	
	
	

	Use of ICT for Internal and/or regional benchmarking 
	
	
	

	Systematic registration by every caregiver
	
	
	

	Exchange of information between different care disciplines
	
	
	

	Other:
	
	
	


adjusted from: Wagner, E. H., Glasgow, R. E., Davis, C., Bonomi, A. E., Provost, L., McCulloch, D., et al. (2001). Quality improvement in chronic illness care: A collaborative approach. The Joint Commission Journal on Quality Improvement, 27(2), 63-80. 

*Wagner’s Chronic Care Model (CCM) provides a framework of elements that must be considered when developing improvement strategies for providing care for people with chronic diseases, originally including: a) self-management, b) decision support, c) delivery system design, d) clinical information systems, e) health care organization, and f) community resources and policies. 
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