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% a % I I .
3. nMIRuARTayanangIwTlszany (explicit evidences)

nndayanang wdlszang lunmsvhnanunivednaduszuy (systematic review and

meta-analysis) auzdugaaliiduit Tdsunsumadanmsleadnadenisguainm

o !

2

WU

5 :’ A o 5w Aan ] a
mmmam:@ummaamulmﬁ@Lﬁa@ (HbA1C) a3 0.51% mﬁummmymaﬂauﬂmamim@

NMAZUNINTOUVDILLIRIY

Studhy

Mean change in HbA, %

Intervention Contral

Standardlized mean
difference between

groups (95% CI)

Ahring et al.®
Choe etal®

Diale et al”
Doucette et al™
Estey etal”
Farmer et al*
Franz et al.”
Fukuda et al.*
Fabbay et al.®
Gasde <t al 7
Gary etal”
Goudswaard etal”™
Hiss et al™

Hiss et al ™

Jaber atal”
CMD Study®

Kim et al.®

Ko ot al®

Ko et al®

Krein et al”

| itaker et al ™
Mchahon et al”
fdenton et al”
Ménard et al =
Oh et al

Mistte =t &l
Piette ot al.”
Palonsky et al
Ridgewsay st al ™
Rothman et al.®
sadur et al.”
Samuel-Hodoe et al ™
Seott et al”

Shea et al?
Shibayama et al.”
Sun et al”
Taylnr st al ©
Tayloret al®
Thompson et al.”
Wattana et al™
Weinberger et al *

Cverall (= 66%)
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0E2{ 102t 0.02)
-0.07 (-0.46 to 0.32)
-0.27(-0.76 to 0.21)
-0.40{-1.03 to 0.08)
-0.16 {-0.60 to 0.28)
=0.20(-0.48 1w 0.08)
0.00 -0.55 to 0.55)
-0.03(-0.25 to 0.18)
—0.E7{-0.80 to 024}
-0.70 {-1.28 to -0.30)
-047 (-1.01 to 0.07)
-0.08 {-0.32 to 0.16)
=014 {-0.44 to 0.17)
-0.73 (-1.38 10 -0.07)
=0.50{-0.72 to -0.27)
-066 -1.11to -0.21)
0.24 ( 0.E2 to 0.05)
-0.80 {-1.03 to -0.57)
0.00 (-0.27 to 0.27)
=030 (=0 71 ta =007}
-0.28 {-0.71 to 0.14)
0B =12 to U1
=0.71 (-1.20 to -0.22)
-1.26(-1.96 to -0.56)
=020 -0.57 to -0.00})
-0.13(-0.37 to 0.11)
-0.30 (-0.66 to 0.07)
=004 (067 to 0.60)
-045 {-0.73 to -0.16)
=By -1.01 to -0.47)
-0.08 {-0.30 to 0.22)
-0.90 (-1.26 to -0.63)
=013 020 to 0.04)
=008 {-0.26 to 0.42)
-0.54(-0.80 to -0.10)
i1 kR (=102 to 0030
=0.70{-1.35 to -0.05)
-0.98 (-1.50 to -0.37)
-0.50 {-0.83 to -0.17)
-0.30(-0.58 to -0.01)

-0.38{-0.47 to -0.29)

Fawours usual
care —

Fawvours disease
+— management

Standardized mean difference (95% CI)

Fgure 2: Estimated differences in hemoeglobin &, level before and after intervention of disease management for improved glycemic control
in adults with type 1 or 2 diabetes mellitus. Standardized mean differences between intervention amd comtrol groups of less than zero indi-
rate an effect in fawour of dissase-managamant programs. O = confidence intereal, CAD study = California Medi-Cal Type 2 Diahates Study.

(Pimouguet, C. Effectiveness of disease-management programs for improving diabetes care: a meta-analysis. CMAJ.

2011 Feb 8; 183(2):E115-27.)
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ﬂ'ﬁ"ﬂ@ﬂ’]i}iﬂwaﬂﬂﬂizﬂalma"lﬂ'ﬂaﬂﬂ RINNIITWIANN 6 aaﬂﬂizﬂaulu chronic care

& A o [ A 1 6 ' 6 a
model w%  dTayanangunmurvedaduszuuusnanuasdiznauiresdilsznavulaing
woday wuhesdlnauniideyanang utaiau (strong) NN A STUUMIEULRBUT

=

IONIIAULAY (Self-management support) LazNIUTUILULUUINNT (Delivery system design) 4

a a ' [ & & aa a
NIILINLLIIINYURCED EJ@]VIJJ aninasalsznauny aaouuwmmswlwaawa

FUUMIARLARUNNTIANIAUIY (Self-management support) ldlri Patient educational

sessions, Patient motivational counseling, Distribution of educational materials

MIUTUIZULUSNNT (Delivery system design) tawa ANLSANSUULERITEN

(Multidisciplinary teams)

a9 LLa@olugﬂﬁ'ﬁ 7931

Table 1. Diabetes healthcare system interventions and selfmanagement education: recommendations of the Task Force on
Community Preventive Services

Intervention Recommendation

Healthcare system

Disease management Strongly recommended
Case management Strongly recommended
Self-management education
In community gathering places Recommended for adults with type 2 diabetes
In the home Recommended for children and adolescents with type 1 diabetes
Insufficient evidence 10 make a recommendation for people with type 2 diabetes
In camps Insufficient evidence
At the worksite Insufficient evidence
In schools Insufficient evidence

The evidence on which these recommendations are hased is described in detail in the accompanying articles.!'®!! Primarilv on the basis of the
evidence of effectiveness found during a svstematic review, the Task Force issues one of four recommendations for the use of each intervention,
Those recommendations, and the corresponding evidence on which the recommendations are based, are: sorongly recommended (strong
evidence of effectiveness was found), recommended (sufficient evidence of effectiveness was found), insufficient evidence (available studies
provided insufficient evidence to assess the effectiveness of the ntervention), and not recommended (available stdies provided sufficient
evidence that the intervention is ineffective or that harms exceed benefits).

(Task Force on Community Preventive Services. Recommendations for healthcare system and self-
management education interventions to reduce morbidity and mortality from diabetes. Am J Prev Med

2002;22(4S):10-4.)

v

P 6 Aa v A v & &
E‘].I‘YI 3 29AU32NaY Chronic Care Model N auamﬂgmv’mﬂ‘szaﬂmlmLm

U
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Summary of the key findings from our systematic review, according to the element

of the Chronic Care Model

Element of Chronic

Care

Model Effective interventions

Effect of interventions on

outcome measures

Self-management

support

« Patient educational sessions
 Patient motivational counseling

« Distribution of educational
materials

» Most evidence for effectiveness of
self-management support for
diabetes and hypertension

» Some evidence for effectiveness of
self-management support for arthritis

and asthma

* Physiological measures of disease
* Patient quality of life

« Patient health status

« Patient functional status

« Patient satisfaction with service

« Patient risk behavior

« Patient knowledge

« Patient service use

» Patient adherence to treatment

Delivery system

design

» Multidisciplinary teams

» Most evidence for effectiveness of
delivery system design for diabetes,
hypertension, lipid disorders and

heart disease

* Physiological measures of disease
* Professionals’ adherence to
guidelines

 Patient service use

Self-management
support and

delivery system design

» Multidisciplinary teams plus patient
educational sessions
» Multidisciplinary teams plus patient

motivational counseling

* Physiological measures of disease
« Patient quality of life

« Patient health status

« Patient satisfaction with service

« Patient risk behavior

* Patient service use

* Professionals’ adherence to

guidelines

(Dennis SM, Zwar N, Griffiths R, Roland M, Hasan I, Powell Davies G, Harris M. Chronic disease

management in primary care: from evidence to policy. Med J Aust. 2008 Apr 21;188(8 Suppl):S53-6.)

P a % & o a o« &
E'].I'ﬂ 4 NINTINRANVRIDIALUIZNBY Chronic Care Model ﬂNTaHﬂ'ﬂaﬂE’]uLmﬁﬂszﬁ]ﬂﬂ
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aaamsawnelan (WHO) lanumuanasnslunistesnuuazianslsaunninuwnd

wangIwIzauLdy laun (aw31)

- mimuqmz@”ummﬁuiaﬁ@lﬁﬁaslm"] 130/80 wu.U58n
[ 2‘ =) o | dld 1
- ﬂ?iﬂ?ﬂﬂ&li&@ﬂ%’]@?ﬂlul’ﬂa(ﬂi%aﬂﬁEJ‘Y]N HbA1C ¥1nN21 9%

- msgumwmugmUﬁﬁmmLﬁmlumﬂﬁmmaﬁlﬁw

Table 1. Individual interventions in diabetes with evidence of efficacy (24)

Interventions with evidence of efficacy Benefit

LiFesT‘ﬂe interventions for preventing fype 2 Reduction of 35-58% in incidence

diabetes in people at high risk

Metformin for preventing type 2 diabetes for | Reduction of 25-31% in incidence
people at high risk

Glycaemic confrol in people with HbAlc | Reduction of 30% in microvascular disease
greater than 9% per 1 percent drop in HbATc

Blead pressure contral in peop|e whose | Reduction of 35% in macrovascular and
pressure is higher than 130/80mmHg microvascular disease per 10 mmHg drop in
blood pressure

Annual eye examinations Reduction of 40 to 70% in serious vision loss

Foot care in people with high risk of ulcers Reduction of 50 to 60% in serious foot disease

Angiotensin converting enzyme inhibitor use | Reduction of 42% in nephropathy; 22% drop
in all people with diabetes in cardiovascular disease

(WHO: Chapter 5 — Improving health care: individual intervention. In Global status report on

noncommunicable diseases: 2010. 2011.)
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Dalawauwizenlaung

EULLuumﬁT@mﬂiﬂﬁva%'a msﬁﬁfugmmaami@LLaﬁaguwé'ﬂgmmﬁwmmam‘
(Evidence-based practice) ﬁmsﬂizmmm’%ﬁ@mm%miﬁ@iaLﬁaﬂunm:ﬁwaﬁwuu’%mi
anaaERUaRUlAiAaNITANIauLes I(ﬂﬂﬂaqwfﬁlﬁlumi@hLﬁunﬁgml,uunﬁﬁi'@nwﬂiﬂ
L‘ga{aifmi”aamsﬂ’ﬁaﬂfuaguﬁmuIUmmLa:LLNumuﬁﬁ'@Lﬁm InswamananWUILAINT
qmmwnmtz@”ﬂ@ﬂmww:amaﬁaizﬁuﬂgugﬁ e'fiasi”aaLﬁumiﬁ’mmmua%?m%wLLa:ﬁmiyim
mu%aﬂmmm%mwg\aLL@is:é’u*’qmuvl,ﬂauﬁaszé’umasmuﬁ

Tumsdfinmsanslngess gaviimssiinnmsadraduszuulumsdszauwns
Uimsluszaldng g VL@TLLﬁim”mmqﬂﬂa WALNWILNY  uazrzaulzing  Imdszanuma
UIN36N9 9 ﬁunwﬁﬁumu mmmiﬁﬁ]zu?msﬂﬁjuLﬂmmﬂéfﬁﬁ‘i’]LLuﬂﬂa;stm’mJL?mI@ﬂ
NUTHITTN LLazmmmsaﬁuagumsé’wmmmaafn ﬁaamiaﬁuaguﬂ%ﬁmﬂﬂmﬂ
Tawsats wazsudszana weliifansrnusiuimduiy Lﬁm:uuﬁl,%auiwgwu AIUAM3
FINLRINFVNIN msﬂaaﬁ’umuqﬂsﬂ MIQUAINN Lﬁumﬁ@mmmawadg‘fﬂw

@”&ﬁuﬁﬁmu@ﬂmmﬂ Fsdasinsanienuidieliifnddorieiuaznsihasdng
(Leadership and vision) 1i9luszeuissing seauwiinn uasszauriasdn Imsusulaseain
ﬂ’ﬁﬁ’muuazﬂ%“mmmmaaqﬂmﬂﬂﬁmm:auLﬁimga@iamiﬁﬂmmﬁuﬁw ugadtdunsay

%

ﬂﬁzﬂ’)%ﬂ’]'ﬁﬁ’]\‘i’]%vl,ﬁ a9

Integrated Care and
Chronic Disease Management

Healthcare delivery system
Provider ", Case Coordination
Populations, Patients Q stematic Case Detectiol

Health promotion

ﬁopulations, Patients: \
Short-term Outcomes
( \ | Provider: /‘ NOWIEAGE J=—3  e.g. glycemic

Healthcare Knowledge control, BP
delivery Attitudes |} \{ Behavior y
system: | ,| Practice
Structure (promotign, h - Loneg ten:r:rboi;;clomes
Process prevention, FEEneERe) .?r.lortality ’
Resources care,ect.) mediators QoL
N

(Adapted from Norris SL, Nichols PJ, Caspersen CJ, et al. The effectiveness of disease and case management
for people with diabetes: a systematic review. Am J Prev Med 2002;22(4S):15-38. )
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nRNLALY P Usunl&auwadingsu
o, 90‘ flavAulsa
°‘«D@ ‘>
NRUYUNA l;/(e)
Usz2inng 70-80% v

(Adapted from Pippa Hague : Chronic disease self management . 2004)
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1. m3UsussuuUsMsRannssanislsal3ass (Healthcare delivery system reform)
2. mussuaivenudilalundanguanuiad (Self-management) uazIzUL
SULEUUNIITIANIAULEY (Self-management support)

3. miw‘"wmammu:maayﬂmm (Capacity building of workforce)

] k
1. m35UsuszuuySnTiiani1sIanslsalsatss (Healthcare delivery system reform

12
> (3

)
1.1. Mndayanangiugmanasulamadunssiuayunsuinisianislingais dad
o a a a - . . A a [ Aa > (d"v oA
dudunsluzduuuawidn  (Multidisciplinary  team)  Sainangnwdadszansntaani
Ufnduademysnmgioliawwnuuazanuailafags  ussweansUfid@  (nurse
™ v A Ao o a a tY @ € =2 o Ao v
practitioner) iugniiununidaydawesfinmaldmisivayuvesunnd Fsdudundasldsv
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E‘]ﬂfl:l'mz"ﬂax‘i‘ﬂlJﬁﬁ'l"]ﬁ"ﬁWV]@ﬂ’]i&Jﬂ'ﬁﬁ%Uﬁkkuﬂ']iﬂiﬂ’]i"ﬂ@ﬂ'ﬁiﬁﬂLiaix‘i aaadnlIznay

“}Jadﬂ’ﬁﬁl@m’lﬂiﬂﬁlﬁ&lgmmu (full-service disease management programs) %Gﬁqmﬁ'ﬂwmm

NITUIUMITUUNNGNUI2TINT (Population identification processes)

- WU URUUAANZIUNINEAEA3 (Evidence-based practice guidelines)
- gﬂu,‘uumiﬂg’jﬂ'ﬁﬁﬁmiﬂi:mmﬁaﬂm (Collaborative practice models)

- aﬁuaguﬂﬁiﬂLLaﬁﬂﬂﬂimuLadmadﬁgﬂﬁEJ (Patient self-management education)

- 1ONE AAMNLAZUTHAUN VBINTZUIBIG WAANT LAZN139ANT (Process and

outcome measurement , evaluation and management)

- TIHWNE/EIT agaﬂauﬂé’ulmzuumiﬁwm (Routine reporting/feedback)
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wwn g uana
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- wwndiinglaneniedneg Mieates (Iu engsuwng Mansduzuudalivia

duliala dwinlauaznaeaiion Insuwnd vikaunnd)
- LARTNI

- Q’Lﬁmwjﬁwmmmm

- MAMUFINW (% UniwueeIT Bngnnaa UnIadng inmaniwiiia

rivandy wnngdunulng sinfanswdniaeeniaame dauaiin udu )
- RIENAT (1T OFN. INDIEN)
- UAMNIEIUNBINY UASFUNINTATU (1T% BUA. LNALNS FUSINTITUEY NNK.)

- ADUA NaLaKU2e
Uu U

- fazauauIan iU (Case Coordinator) / {iansmensdh (Case Manager)
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1.2. ﬁg‘ﬂLLUUﬂ’]‘JL%ﬂ&JIUGﬂ’]‘iu%ﬂ’]‘iﬁ]y@ﬂﬁﬂiﬂL%Ta%“lla\‘litlllliﬁﬂﬂ‘i(ﬁi‘iLL@iix@wiJ“]qj&J"Imﬁ]%ﬁ\‘]
waUaAuninIa excellent center LAZIZRINIMINIBLINIANTIIUFINAIT-NAENTY lasdinig
ldTayasmIauinaTInn fimsasnzifoulse (disease registry) LI IUTDYANANIZALIINIG
(provincial data center) ﬂ%gﬁuwudwmnmmﬂﬁiﬂwﬁaﬂaimwuSLanmaﬁﬂé online §9laLAasie

v
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mimmuma;&ahvgﬂimu @]G%%BT‘%E‘NN’IW‘IJGGYI'N‘Y]Lﬂuvl.‘l_]vl@ LT ay@ﬂizﬁnmwﬂwwmmmu

a a
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Toyanlanni wanudsuiwlenstssneg  uaziflesanawdsy R2R lunydindnw (Iuns
FUAWMIAGIEI WL N TUWNALE LA DU 1A ﬁomsﬁmiﬁﬂmﬁmﬁugﬂLLuuﬁmm:amawﬁ
SEATM, I@Uﬂ’]iﬁ’ﬁa\‘igﬂLLUUﬂ’]iL%aNIﬂx‘]ﬂ’]iﬂ%ﬂ’ﬁ%‘v@m’]ﬂiﬂL%@%G‘?JE]\‘iizuuu%ﬂﬂi@l&i‘lLL@iiz@y‘]J"ljﬂJ"]j%
feszauadund

1.3. luﬂﬁi@iwLﬁmmlﬁaaﬁuagumﬁwmmaaﬁuaﬁm%w ATINUANNDLUNHAY

a { =) 3
NAAWSIUNLNAT (Perfomance-based)

2. Mad@aaIvanazlalunmsdanisguanias (Self-management) WazszUUFRLIARYK
NSIANIIANLEY (Self-management support)

ﬂ'ma%ua%”’mmmLﬁwlaluﬂﬂsa”@ﬂ’ligLLa@\uLaa@Taaw”@uuwlunﬂﬂa;wLﬂmmzl ‘Ylgdi’mlgﬂﬂﬂ
WRSTNNRUTDUZFUNN vﬁmjﬂw UszannInguniziawlinwy (Pre-diabetes) uaztszsing
il U UURRUAUUNIIANTAKLEY msgua@maaﬁ'ﬁm (home care system) LAZMITIDAUA
lunejw (self help group) laguiuninuIaINg LLa:mjuLijmmuﬁﬁﬂizﬁﬂ%mga (best buy
intervention) audayanangwiiilszanyg

2.1. mjugﬂ’;mmmm YILUUNITIANTAUANLLES fMnauN NI UI SounginTsy
§ININWILANA I@Uﬂi:Lﬁuﬂaﬂuw%”auluﬂWiﬂ*}'uLﬂﬁiﬂquamiu sruasAThvang 3w
2ONUUY iamnuwur‘fvﬁﬂammmmu@iaﬁ’m LﬁialﬁLﬁ@matﬂﬁﬂ@maﬁﬁuvlﬂvlﬁmw‘u’%wmaa
p‘iﬁfu insdaay Ussfiuenuinwiuaslynidusze: 9 Lﬁalﬁmuqm:ﬁuﬁ']ma WaTAIY
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