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THE DEVELOPMENT OF A SEAMLESS HEALTHCARE
SYSTEM FOR PATIENTS WITH DIABETES MELLITUS
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° - OPD : One stop services at Diabetes center

* - IPD & HHC : Seamless healthcare system for patients with
diabetes mellitus.

° - Community : Annual screening
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The Effects of Diabetes Self-Management Education and

Support Program in Thailand: A Systematic Review and CAGERRA

Meta_AnaIYSls &ﬁ“ﬂ?'\ﬁlfiﬁﬂbﬂ'\“?'\u
w&oal

Ratanaporn Jerawatana MSc, Thai CDE, APN?, Apinya Siripitayakunkit PhD?, Thunyarat Anothaisintawee MD?, |

Oraluck Pattanaprateep PhD*, Sirimon Reutrakul MD, CDCES®

1 Division of Nursing, Faculty of Medicine, Ramathibodi Hospital, Mahidol University, Bangkok, Bangkok, Thailand Standard of Diabetes
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Diabetes Self-Management Education and Support: DSMES

AT DIAGNOSIS ANNUALLY AND/OR WHEN NOT MEETING
TREATMENT TARGETS
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WHEN TRANSITIONS IN LIFE AND CARE OCCUR

ADA, 2023



@) 'svuoaasussFrom the Association of Diabetes Care & Education
N Aunnisiwng nS‘\IlnlUUh‘IUﬂSSpecialists

AN Effective Model of Diabetes
Care and Education: The
ADCES7 Self-Care
Behaviors™

the Association of Diabetes Care & Education Specialists (ADCES)

Healthy coping : Stress management
Healthy eating : healthy plate model , 2 1 1
Taking medicine : Insulin , oral Medicine
Being active : Exercise & PA

Monitoring : SMBG BP BMI

Problem solving :

Reducing Risk : F/U #5391 111 9

(ACDES,2020)
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* Knowledge

S: specific

e Skill M: Measurable

* Awareness A: Attainable

» Stage of Change R: Realistic

\_ 2 Goal T: Timely

1.Assessment :
setting

2

-

4.Implementation 3.planning

Follow by Planning Patient center care

Face to Face 7self- care behavior

Individual education Technology

Monitor by line Individual care

application
-
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Motivational Interviewing

wada OARS l&un Spirit of Motivational Interviewing

1. MsasAaNUateds (Open-ended | ]
TeAITanLagINIslaLaes (Avoid Argument)

Y
22 e

guestioning)

v c

° Q%é’amﬂauaaummmmu (Roll with

2. ANSEUIUSUTY (Affirmation) |
Resistance)

3. NMSWIDYIPI L ALALALNDUAINY * MswanIAUiLEnLiule (Express Empathy)
(Reflective listening) . éﬁ%’amﬂauéaummmgm (Roll with

. . R H
4. nM3a3uAIU (Summarization) esistance)

* MselnuAULANA1 (Develop Discrepancy)

(Miller & Rollnick, 1991)
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(Stage of Change in Behavioral)
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(Prochaska & Velicer, 1997)
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wmmm'mguazmﬂwmsaﬂmﬂsﬂwmfnumamum (Diabetes self-
management education and support : DSMES)
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(Empowerment) lngldmaiianisduniualasiausesla (Motivational
interviewing)
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(ADA, 2023)
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° - OPD : One stop services at Diabetes center

¢ - IPD & HHC : Seamless healthcare system for patients with
diabetes mellitus.

* - Community : Annual screening



MNumber of adults {20-79 years) with diabetes worldwide

2050 852.5 3 . .
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Morth Americal

Diabetes around the world - 2024
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Intermational
Dinbwtas
Faderation
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dle-East and Morth Africa (MEMA)

u 1626 Million 0 92%

increase

ﬂu‘lwmﬂu

ights
¥ millicn adults (20-79 years)] are livimg
h diabetes worldwide - 1 in 5.

------------------------------------- :.tntd “umur ufHUIE “.ith dil*m .E
wdicted to rise to 853 mullion by 2050 - 1 in B.

N 5 adults with diabetes (51%) ve n low
4 middle-imncome countres.

ibetes caused 3.4 milion deaths im 2024
every 6 seconds.

" estimated 43% of adults living with diabetes
2 millian people} are tndiagmnosed. Almost
& live in low and middle-income countries.

911 Ay SRty
UMY 1 AY

....................................

ibetes was responsible for an estsmated

O 1015 trilion in global health expenditure
tl24. This represents a 358% inorease over

t past 17 years.

& millicn adults warldesde (1 im 8) have impaired
«ose talerance and 488 milion henee impaired
ting glucose (1 in 11} placing them at high risk
type 2 diabetes.

1 5 live births are affected by hyperghycaemiia

..... Laas&qm 21 9 ma ........... preany:
: Usz‘mns 100 OOO AU
B o N S R R RS ﬂa”ﬂd}ﬂﬂi’iﬂﬁéB u 253.8 Million

[~ 189%
u 215.4 Million increase

https://diabetesatlas.org/media/uploads/sites/3/2025/04/IDF_Atlas 11th_Edition 2025 Global-Factsheet.pdf
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578015 3ovaz

ﬁmmﬁaﬂmmmt'ad M It : | P D Gase . 2o 59.90

Sogay 40.10

18000 . t h “wiaiias 35w 70-130 mg%) fouay 44.35
DKA: Re admit 5
14000 $avay 11.90
12000 $ayay 22.80
10000 D M P O O r C O ﬂ t rO l Jmin/1.73 m’ Savay 26.20

8000
6000 . . mU/L/min/1.73 m? Savay 51.40

R Y

4000
2000 dvgieidlananed: 1nndn 80 mmHg Sovay 32.80

0
2562 2563 250 sy (B 23.9-24.9 kg/m2) $a0az 32.30

W 2562 m2563 I 2564 famzeau (BMI 25-29.9 kg/m?) Sovaz 31.10
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Data of screening

'+ UTODILTIN MU L/L
aan :
7K HANIIATIR WAdDUUAY 1 watouudv 2  Reference Unit
Range
FBS G 73) 1 74 - 106 ma/di
[19/01/2567] [10/11/2566]
BUN 9 14 15 6-20 mg/dl
[10/05/2566] [30/04/2566]
Creatinine 0.80 0.61 0.84 0.51-0.95  mg/di
[10/05/2566] [30/04/2566]
Cholesterol 104 11 105 < 200 mg/dl
¥ [10/11/2566] [07/07/2566]
Triglyceride 96 64 < 150 ma/dl
[10/11/2566] [07/07/2566]
/ HDL-Cholesterol L 40 48 49 > 65 mg/dl
A [10/11/2566] [07/07/2566]
LDL (Direct) 51 55 46 <100 ma/dl
[10/11/2566] [07/07/2566]
7Z 1383 1414 136.0- 145.0 mmol/L
[10/11/2566] [08/09/2566]
3.91 4.25 3.40-4.50 mmol/L
[10/11/2566] [08/09/2566] 1

105.4

106.4 98.0-107.0 mmol/L
[10/11/2566] [08/09/2566]
26.

22.0-29.0 mmol/L

35 .6
[10/11/2566] [08/09/2566]
7 >=90 cc/min/1.73
CoTR

114 8
[10/05/2566] [30/04/2566]
9.2 4.0-6.0 %

9.7 k
T19/01/2567] [10/11/2566]

(L’J"]fﬁ'ﬂ@]T'NWEJT]ﬂﬁ’diu‘ﬁi,2564)



anumnvastlym Risk factor

1 aﬁ’wmu@lﬂmmmwmﬁ'ﬁu 10,367 AU o000%
2. §asinsiin 0.2 1y 0.5 W 80.00% 79.06%
3. AlIC>T% (4,666 AU)
70.00%

4. BP> 140/90 mmHg (2,831 Aw)
5. BMI > 25 keg/m? (5,132 AU) °0-00% <4 1000
6. $9523 MAU (2,336 AU) 50.00%
7. ARNIDI99lA 60 % 4319%

o 'y, 40.00%
8. AANIDUNMILUININU 10 %

mﬁﬁ’mﬂﬁaqmazLmaﬂ%aulmsamqmmﬂﬂu 30.00%

9. NLﬁjULUW%’J’]uﬁﬂ?’]ﬁ,ﬁﬂ’ﬁﬂLLﬁﬁ]UL@\‘IE’JEﬂUﬁ%ﬁUG‘]”] 50.00%
A Y (Y] U . (o]

10. luflszuulnandsnwseyaea lullgusuung
10.00%

U A

AU mmmmagmmumﬁmu

1. Anngeuw 1 Jw/dunm (8-12 1) lufineu. Usgdn 0.00%
A1C>7% BP > 140/90 mmHG BMI > 24.99 kg/m2

2. 15999901 TUAAHENINY TINAUNUIAIDU 9 FORIUIU 6 LRDU ,
g T M Risk factor

3. Tufisuuuu msfiansesnnizunsneeudseind (luas MAU)
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Diabetes complication

Stroke = 4.4 %

CKD=43.9 %

DM

complication

DR =30.1 %

CAD =8.1 %

PAD ¢ Amputation 1.6 %

17
= a a o J v d
(@uinesa InFdnd tagaalz, 2557; 9N15AN LI9LES LAZANE, 2559)
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1.5202MI8UNT
2.5282ALUUNTS 3. s2gzasuUNa

. szuumsguanuulisessa
DSMES Outcome

+ OPD, IPD & HHC, Satisfaction

a 3 a A
. Ansendynn/auassa aunseaulauniiiagy
wae SWOT analysis

2DNLLUUIEUU DSMES

WSBUNN & UsEV1dUNUSNITUSNS

Toymngifunnmanuiiidamdudau fnuquihma -Education & Support -Knowledge & skill
Tale (uAlalaviudt Busudiuns nuaWus 2566) -Line application -Behavior

-HHC -FBS A1C BP

-BMA Homeward Referral -Cost & Satisfaction
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AENMSILNG NRINWUAILAS (The development of a seamless healthcare system for patients

with diabetes mellitus.)

Banghok health zone 7
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TsAnwiuuaz msAuase i

- . wiszveiinpumasiuaan
o~ wirJlSsap@e - Seamless Care

- Y mndaEaddnnasunne Lmud 19432557

e w )
FARNTZANTIELNINYDU in Diabetes Mellitus

- @330 (Audn3dn, gu
W, IR, LsaSsu)

Uszdnd (3-#) - D/c plan Aaudnaune

- USuEsungiinssy _ « 13950 (BKK wellness
T _fl T (e - MonitorlApp WUD ( W )
AEAWAIT I EW (W
l A¥4.) & HHC & BrA
- N ) referral drtinatu
23 AT &1l 1!'1EU=HI.'1_| 197371 \ __,-‘ El'i'i':l’?li;'!"f.lﬂ"li"liﬁr"l'l.JFl'l.J = 30 |.|.'|."r-=

[start one stop services at

Diabates centarl {Screening annualk
abetes center)

Tsameradann
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[
UnSAL

— - I || — o — u — ] | — | — | — - I L] — u — o — h‘
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AUZN191U NCDs Clinic plus 2567

Seamless

Care

IPD OPD

application,
HHC, BMA

homeward

m—)

UINWEWIVTN

Endocrinolog

ists

Alternative

medicine

Team HHC&

Social worker

Collaborations

APN,CDE

Psychologist

PT,OT,
Prosthetist

Pharmacist &

Nutritionist




UIzyunuNu LagWaAaINg

duuin 73
19:25

@AIl Fuannssuns il
fhunnyinyg

nd. MIguaLATIMIUTILaY
Taawenuna shanagansaiaa i
#AnBUYAY / DKA [HHS severe
hyperglycemia. /
severhypoglycemia. n3ailoymn
Buq ﬂe”uﬂw\’eﬁnmuquud

1iing
asnan dedioya wu QR coJi‘



One stop services at Diabetes center.
1500 N1 DU AL
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Complex-
problem
(A1C>9%) °
patient- / \

O centered fmuaihving A1C<7 %
7 self-care aou A3 13n &1 duyau ¥ila Msvengns
maudawathmanazmsufly
behavior 1113 NMIANINTINMINE
=2 0
Ay

= ‘o’ d‘d a A
msnae tazzihmanidszansmwn

N %

Face to Face DSMS ¢ mesidusiyy daeve

and

4

113231912100

v

Technology Ailemsiaen nazimzima

\ ¢ a Q'J
%aemnﬁnm "lamaawwmmu

13394l Mdsle Aamma

(ADA, 2022)
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Wrvin1en1sanmne NCDs Clinic Plus

$asa NCD Clinic plus o Fu 2 gjuél,mmm 9IANTUSNITLINEIUIAFIUSS

2.1 widulsaummmula¥un1s$nunannnsgiu DSMES

2.2 3adenaudeddsaunmiy waglsalaiess sevay 70 Juld

2.3 Aadunauides lsamnudulafings sevay 93 July

2.4 nMsfansasnTzInsnTeulsA WU seray 70 July

2.5 Wloanasunsusuasunginssu 7 5ﬂuﬁuaaﬂzjuQJTLﬁumemﬁﬁﬂ@m%’U%auLﬁamu@mjﬂma
auduladin loduluden fuflinane Wlasunam sevas 50 Tl

25 iielvyielsalnFedsrarauiifuuinsadinlafunsuiudsunginssudieseasladousesay 50 Tuly
2.6 LﬁaLﬁuﬁzj'aqmﬂﬂ'mfi’ﬁﬁw%mﬁﬁmmamamL?&Jﬂﬁﬂmem‘lﬁﬂmméﬂaﬁmqq Tsnlasess

Tsnoau segay 50 Jul

2.7 LﬁaLﬁm%aqmqmﬂﬁﬁw%mLLazﬁmmumﬁ@LLamuLaMaLﬁamqt;;%’w%mﬁ@usjl,mmm sevay 50 YUl
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MILAR

MILA%

uNuNe NCD Clinic plus

LAY MILAR MILA®
ienms Cardio viaotsza
1 Wanasiunngs
2. daupanmadnel

Tag sinmamwehie

MILAW
L33 3 LNSLes 2
OPD #u 1 OPD NCD
PINAGINEN

MILAR

[ 6
ROILLRT 6

(ﬂ’i’JT\]L‘Vl”'] bLNAN

MILAK

¢ &
NIRRT 1

OPD Med?2

1 6
NSTRES)

UAVIEIFITIASNEN

Blood
pressure
test

AaaN WenLENm

Uszgn1eaan
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Target population

Ta rgEt p O p . Diabetes Persons

Complex problem

G rO u p (A1C>9%, CKD, DR, severe

NPDR, High ulcer risk )

No

complication

Intensive Program 1.Rx.

Treatme nt Mumdigzip“nary o 2.Screening

team By physician complication
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sUnuun1stviusnIg

1.Rx.

(Endocrinologist)

NCDs

Clinic

2.Behavioral change 3. Screening complication

(Multidisciplinary team) (RN/PN, General task manager )
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1. YSuldeu
WeANTIU
(@Ju&lmmm)
JUNT 2. screening
1.Case management omplication
(CVD risk)
2. Screening

complication

NCDs Clinic Plus

(Fugiuma)

1.Case management
(A1C > 9 %)
2.screening

complication
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2 wr = .
ﬁuﬂﬂutﬁ"lmu’nﬂﬁ NCDs Clinic

2. 3U Consult IINREUAEY 9
MNCDs Clinic

Plus

3. ganzilsuy DM code /8T
a_pFragauilEsIanssRnsaa
ATiEuNIRYauUlsE911
5aARnTIaaUszd 1l N
SuheETnASausn

R IRARNTEIN1ISWN T oL

DR PAD LOPS MAL (-

WilafnanTad Asads LU

3. FioszAue Iﬂ.JL“i“J-'iHuﬂ Tiv=

1AW s LA S A

4. RRATUHANSEIRT

Snen AFUnraulvia G
WWWETD 1T
1eauAulaild A1C > 9% &3
UFulaeunginsza)

2 mauRuld Avninsnduinw

UFuldeumgFinssulae
AW TITIVEN (2-wep (8-12 u)
liﬁﬂtrm.m ﬂﬂTFF"l u-l_n_ﬁwﬂ:m.l

FiiE) L’il"l""i.“."'l[fl"l'sﬂ
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1. Aguivane fo AlC
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USudmmgfinssufiufivess o avEn

Z_ Arsnueine Telehealth | Line
officecial, HHC (7o)

3. AimAamn 3 weu aelu 1 T
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en1y/fansu

JuIung

JUBDIATS

JUNS

AuUngWaud

JuAnd

AiuARvaU

8-12 1. | 13-16 .

8-12 1. 1316 1.

8-12 1.

1316 W 8-12 1.

13-1& .

16-20 .

8-12 1.

13-16 1.

1 Afadsuazsnelrsundszuusdauls
1@ (Diagnosis & Treatment)

e mue - ALC = 9 % Fuly (NCDs
climic plus)

v’ _

2 AT dsuazSnelasunmdssuudauls

TA# o a10 = 9 9 Tl (MCDs clinic glus)

1 [
V& (Dizgnosis & Treatment) / \'/ / V/ / TN
neanilwinne o B B B - (DwsnIT)
(mATlina1gInTIy)

3. 3ulEnwnardan1iTensdl (Case
- 4 CDE,
] e .
r‘r‘.aﬂ-.—.gemfl’lﬂ ﬂSﬂJE’J‘J'J_I'[‘iﬂ ‘HCDs # v v v v v v v i v PR O—
rauRulald FunFuvintsgudiumu 14

4 ARAFDInTIsLTtoulsedad

AR, LARUANTS

EATATAFHUTIY ATuAUlafRed)

{annual Screening complication) v v v v v v v v 1l

81T, WAL, BAD, LOSS, OR, A8 [RIUATIULE M) - Un
NFULTAE/ .

5 anfianTsudTudsungfngsy .

. - - Fueviaw
FNFULAEIANTITITIUNT - - v’ v’ - v v’ - .
~ I _ TuEw

(Case mznags mentLAE AuavauT v @

6. ARNTBINTIswNINdaulsE 10 1L WEUTE

(A1C = 9 98) (Annual Screening v v v v v v v v AIRRTIE

complication:Alc, MAL, PAD, LOPS - ATER (o)

(AETNIAIUINTIU) 253N/ ...

7 aneilnswmmdseuudanlivia (Dizenosis )

. _ SIETLWNE

& Treatrnertinguiiviane: A1C = 9 9% v N ‘fl" v

] - - - - - - - - waulivie

Tl wsz Foot care: Callus, ABI s
{COERRLCI

AUdlUTITU @2 sub group YB4 NCDs clinicviTiiu

- WiRIEsEd Consult 8R% ALC (A1C <

9% danT1aly ARTnFUA TN TWE 519 , A1C = 99 s4URA®Y NCDs clinic plus 5% 2005)
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patient-

. centered care
7 self-care behavior

& clinical outcome

Screening

complication

Educative & O

supportive
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Diabetes technology
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sUnuun1stviusnIg

1.Rx.

(Endocrinologist)

NCDs

Clinic

2.Behavioral change 3. Screening complication

(Multidisciplinary team) (RN/PN, General task manager )
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1.Group Education

TNAFINY




@) 's9wuaEs . : i
@ =i Screening complication

1.Screening DR
(Moderate & Severe NPDR,
PDR avpatindnyluiuy
LAINU

2. Foot screening

High risk foot ulcer s
Endocrine & Consult Sx.)

Prosthetics : Foot deformity,
Insole
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Olamuezmazunandeu (Disease & complication)  Omztnamiaein wnzguadats(SMES & Sick daycare)
SMBG..——vFu{ D0 In i Je( ) foumu (L.

Cramsgunm (Healthy eating) SMBG .. Swidkenid Jaf del Inl Ingl deidaila
O mecall 24 hr. O Recatl 7day lather. support: O Glucometer O Skrlp'Dljin..._ ...... —
-

B

Oaanfanisfiansamiane (Being active)

Somr Endocrin

Prablem: FITT principle
Types o
Plan: Frequency: ML
O Heatthy plate model{z 1 D661 Intensity- riming 10- -
O Food exchange O Carb counting Tirme- 15 U’lﬁl‘ﬁﬂ O lo g ' Sts
O Problerm:
- Multidisci
O e (Taking medicine) O myaamia (Feat screening) u I I S C I p
Hugfu (Insulin) feridm [ ¥BAD( ) LOPS [ ) Deformity e JESRD
O Glarging ... I T P - [ 1 Foot ulcer [ ) Low extremity Amputation .
I -0 v g . Prablar e 6 llnary
O ruri iy, fu O very tow fsk FAU 1 D utgl .u
O Oownsk  FUEM .
Prablem: O saderate sk B 3m.______
O3 g risk FAY B L Ao 1 |
Plan Plan: .....’i \:."_.;
Consult: O sx. O orhe O so
O sfusswu (Oral medication) O myaann (DR screening)
AT T I— N T [ e Ownoor e FU LT e _—
[ ) Glipizide { )TZD O weow( 1 mild FAU_ aRmu i —
] i [ ) Mederate PRy Tl oo
(1 01 [ ) Severe FU.....Transfer o specialist.
(1 i) Oeor ( )P/ Transfer ta spedalist ... -
Praoblam: Problarm:
O Reducing Risk O Monitoring
Crpunwinsfemu (Mental health & social) SMART goal:
Stage of change: a Preconterplation 1
O contemplation [ prepasation O Action
O maintenance O Relapse [t T =213 =«TsTe&lzTels]uwl]

Prablerm: 2.

Plan [l e]sfalsJe]rfe]s]w]
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a%l%ae

woUuAlAtY 3

Implementation of diabetes care and 3
educational program via telemedicine in
patients with COVID-19 in home isolation in
Thailand: A real-worldexperience

Tasma Harindhanavudhi' (%), Chatvara Areevut?, Taninee Sahakitrungruang®(), Thipaporn Tharavanij’,
Pongtorn Kietdumrongwong®, Orasa Ngimruksa®, Patitta Songsiri’, Siwadon Pitukweerakul®,

Nattamon Tanathornkirati®, Natthapon I(aewprasertg, Ruchirek Thamcharoen'®, Krittadhee Karndumri'’,
Sunee Saetung’, Pimjai Anthanont?, Pornpimol Kiattisakthavee'?, Sarapee Putkong? Phawinpon Chotwanvirat'>(),
Chorthip Nartsupha Phattanasri'® Srikorn Jinadit'®, Sira Korpaisarnz, Manusvinee Chusane'®,

Rattanapan Samittarucksa'’, Amornpan Lertrit'®, Sanguansak Siangruangsang'®, Kanokporn Sanpawithayakul®,
Waraporn Sathiravikarn®®, Sataporn Soisuwan?', Parawee Chevaisrakul®, Kanokporn Imsakul®?,
Pinradakarn Thuptimtong'?, Jandanee Sakmanarit?, Supaporn Somwang?, Hussamon Prasartkaew'?,
Ratanaporn Jerawatana®, Siriwan Butadej®?, Porntip Tachanivate?, Wallaya Jongjaroenprasert?,
Jeeraphan Sripatong'>, Sunanta Chobtangsilp®®, Pattraphorn Kamnirdsittiseree®, Benjaporn Savetkairop?, |
Warot Manosittisak?>, Jitra Tantivatanasatien®®, Amornrat Hathaidechadusadee?, Sirimon Reutrakul®”*

NuusAs

(Harindhanavudhi et al., 2022)
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v Jd1 Y,
v < WAANDNO UL TANN I
NAaNO

300

250 241.06

wduumulesunisAnnses
ATBUNINTOU 71 50882 100

200
WeatlSsueunisilasunlasan FBS

ey A1C, SBP, DBP, BW, LDL afa4 150 — 1373253578
penTiedfuneada (p<.05) eGFR

100

81.82 83.88

71.15 7632 745 7361

uAuoeLtydRYN19Enn (p<.05)
Anuflanalanenisguasgluseauin o

28.55 28.19

Aatdusesay 90

SBP DBP Wt. BMI AIC FBS LDL eGFR

MW nouqua M vidsgua
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Topic

'mmgmmﬁ@LLaQ;Lﬂumem

* Nuuazanud Aoy

* JURBUMINAIUITEULIY

° - OPD : One stop services at Diabetes center

* - IPD & HHC : Seamless healthcare system for patients with
diabetes mellitus.

° - Community : Annual screening



[SUWEUNABSUSS AsNaIUsTUUgUAInRUUlIseesaluglle Lsatuamany
AUNMSILING NSUNUILKUAS (The development of a seamless healthcare system for patients

with diabetes mellitus.)

Bangkok health zone T
~ _ ausATRIATEURlm bifrRa T
L3R LW ULLa2 ANTA Lam e 1184 - =
- wisnvuHan RS TueEn

Y srnddaddnnsunne mud 14432587

wirlSsae@e - Seamless Care
= - "\" II;"'_ -J J. I'ER l';"EIrIIl'-;" difie _ B -
ARNTBANBLNTNTDY in Diabetes Mellitus WWia3n (Aubn1IA, T

.

5= (2-#) WU, TR, LSATHL)

- D/c plan fiawdnwung
= MonitorlApp WuD
N¥.) & HHC & BmA

referral . diinau
A ST WE T AL e 10w

- USuwanungfinTsy L3450 (BKK wellness)

Laeavwau T iwdw (we)

34 ATU FU Figudionwru

[start one stop services at

T e (Screening annualk
abetes center)

Tsameruadann

LA LS TV
-
LS

— - I || — o — u — ] | — | — | — - I L] — u — o — h‘

-h L] — L] — L] — L] — L] — L — L — L — L |— L] — L] — L] —
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SUEEENE Inpatient diabetes management by
Diabetes

Research sp.ec1ahzed dolabetes team versus

& Care primary service team in non-critical care
units: impact on 30-day readmission rate
and hospital cost

Vivek Bansal,'? Adham Mottalib,® Taranveer K Pawar,*
Noormuhammad Abbasakoor,® Eunice Chuang,® Abrar Chaudhry,’
Mahmoud Sakr,® Robert A Gabbay,®> Osama Hamdy®

‘Cost saving

Qeduce i

Bansal, V., Mottalib, A., Pawar, T. K., Abbasakoor, N., Chuang, E., Chaudhry, A, ... & Hamdy, O. (2018).



SMART goal & Planning

-T self-care

Imsulin Injecticon

SMEG, Healthy plate
model, & & 1, 15 15
rule, Foot screen

- Pre-post test, ruler of

readiness

miﬁﬁuuﬁauuqmmwuuul%fiaaﬁia‘i,uQ’ﬂm lsALu1IY”

(The development of a seamless healthcare system forpatients
with diabetes mellitus.)



@) e szuunspuanaiiaswuulisassia

. @ Insulin
injection Team
' Glucometer, ﬁﬁa
' SMBG NSALARLLDY,

Multidisciplinary

AN

‘ Healthy
Tele health
plate model

Molavynejad, Miladinia and Jahangiri

(2022)
Shahabi, Kolivand, Salari, and Abbasi (2022)



) TSUWYIUNAASUSS

AUnNIsIWNg NSYINWUKIUAS ﬂ sa U LLu ’3 a ﬂ ﬂ ’] i ﬁ ﬂ w’]

seuugunnuulssaenaluyUae
TsALUNIY

n1spuaNlsaweIUIa _ﬂqquzuagﬁﬂ‘wg

LUsgliunMzaunIn Endocrinologis PT,OT,

-NOANTIUNITALANULDY ts Prosthetist

(Assessment: 7 self care) . .
. - o - NARNSNNARUA
2 fasnunelunisusuilasu » Collaborations
NEANTIY (FBS, A1C, SBP, DBP,

(Goal Setting ; SMART goal) BMI)

RN,CDE

3.1719919KW U (Planning) Alternative
n1sguaiitu MECicine
4.75UUR (Implementation)

5.U5213una (Evaluation) Psychologist

aunAuK nANUSLIAUYIL, 2562
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one group pre-post test
design

Sample G * Power 30 case

IPD case
DM, c HbA1C > 9%
J

Purposive sampling

wuuaauninang CVI 1, KR

- 081 Statistical analysis

Frequency, % ,X (SD),
Paired t-test

Setting Sirindhorn
hospital

wpAnssnnsguanuies CVI,1

Cronbach alpha =0.86

Time 6 month
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N15QUATTUULAN (Usual Care)

T e~ Y <
Wy U uIsUUNIILaNtU Ul U1

I'4 1
szuuuguanuulisessa (Seamless care)

] N A
- g/ CDE & iiusnd1un FRIU IR
= ] 1 O L o
ﬂWiLHUuLLﬁEﬁQﬁE}Qﬂ’)H o | AT | Wi F/U g
: 24 4AnsTensEl DSMES U
e'_‘.
giiin : inw -ABULET 7 RER
ﬂ Case DM
CDE TIHYAAG
-Headmit, P o
“thvnadangfnsu2ie
Wi491n D/C tlwamsdudeu Wenilagvw, AC s 9%
’ 1-2
-OKA HHS, p
l . l —t ' Tele-health (3 dumi
§ = - » .
! e AByuFUIY (INHOME S55)
— \ & — :szl= — Hyposlycemia _'T l
’ -;!:!wr -DM ulcer Home Health Care .
- . , - » g dana (BMA homeward ALALY
Uuiinuseia tiawarmsly : ARRMABUNAY . ¥ Team v
uavleria dudou duvia iUt 68 st L {y referral) L1
wie/Tsaneua/ . -0/C plan F3aAu .-
. Aufuy A dw AU TANE T
ANe93wIn . -ARARDLBINUL Fame L e .
U u il (pgeeng)
VzuoulsENUIg VR 3-6uADL
AAnunaang Tarusuazinweiud Jangfingsy, readmit NaIE

Sudaya an Google form
LEANLNY 1-2 ASY (LNOUT LNTALAL)

Sudaya an Google form
D/C plan # IPD/OPD : SMART Goal Monitor & consultation
HHC by Multidisciplinary Team sssia gusgusnisansisuga

CDE:
Collabor

ator
4

/958 AULUSNTANEITUEY

Feed back and review F/U
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Usziiuaulula

SMART Goal

Uszitivanutulaldussin
1 v
LHAIAITUNIDU (ruler of

readiness)

1 2 3 45 6 7 8 9

112 | 3 5 71
] |0

aunAuylAUFiIALUINIL, 2562
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Tele-health n

- Saunngal AszTmuy wazAnly, 2561; 3w Tudua wavAnuy, 2560; American Diabetes Association, 2022; Can Hou et al.,
2016; Mikhael, Hassali & Hussain, 2020; Dong et al., 2019; Harindhanavudhi et al., 2022)
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Diabetes Foot

care

faagrenisguasailiasludiduuinanu
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nau7.45 u.falaildnuecls)

¢ &

—

O WY SN.ESUSS

4 1
ghanu Twanl
Magan fanan

Multidisciplinary

team
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42 9.63
——

knowledge

43.83

21.2

Behavial

NAAWSNITALE

NARANTNINARUN
267.86
135.03
10.68 745
B e
FBS (mg/dl) A1C (%)

B raugua M wdegua

146.63
131.26

84.73

75.93

DBP (mmHg)

SBP (mmHg)

28.37 27.51

BMI (Kg/M2)



300

250 F

200 :

30-50 un/aa. 94.8 un./oa. JHENN 1.89-3.16 v

.
aﬂmma'lﬁ § fimananaa | Insulin

150

00 IR RTES PR 1022.4 1.

1022.4 1. * 3,000 A 1 unit = 0.31S5 1.

50 :
. ¥ Qs 2 * —
MISU 3 unit * 0.315 U.= 2.84 1J.
0 1 2.84 1.* 30 T =85.2 1.
: 3,068,222.4 1. :
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Limitation

setting

Purposive
sampling

Advantages

re-admit

; i

G~
Control DM

Cost
C

Suggestion

shutterstock - 1235503456



DM in Community
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1. (Health promotion & prevention DM project)

g b nauLWing n > )
.« IN. AUE. q . WloAUg

" AU - Usgywu 15 JUuly MR . ALY
&y da Slannseina Y &
Useuwy 15 J3ulUng e UIBNaUaNyUn

- .« launauusnw v
ANITNDULUINIU ! o UINUN
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N \ J N\

AATHNIND LA




2. Tele-consult

- APN /CDE (tele nursing)
W2 Ju57n50) ASdl
-Multidisciplinary (tele-
healtth)

nsealng anuselng
TUANS SUNY DINFS

(WOWAUR 13-16 U.)

-Endocrinologist

(telemedicine)
UN. B33
NEY. 83270
(AN5 10-12 1. Health- tech)

Specialist
Foot care ,Nutrition carb counting
Medicine, Exercise

Psycho-social

Treatment & complication
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NCDs Zone 7 group line




VOUAMUAZ

%@?’Iﬂ%?ﬂﬂﬁﬁjﬂllﬂx‘ﬂu

ﬂ'l'iﬂ!&ﬁ‘ﬁﬂi@ﬂﬂ@h

msU§unlasunganssuazmsaanses
anguningeulsedrilaelugudivau 5e
HuMIIBIUT Mz aEAIN LaZaAaINITU
159081018 aANITIAUNI

APN / CDE @30 s2uumsguan
ATOUAGUAIBNTZUIUNT DSMES

Uszauiny uazmMNUAAA I QU FINAD
<3
T mnudathwine



5wg§u’lu’is~mmma§%uss
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