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Some facts of North Karelia

– Inhabitants: 166 000

– 14 municipalities

– Population density: 9.4 
km2

– Size of the region:  21 585 
km2 (Belgium 31 000 km2,                     
Slovenia 20 000 km2)

– The easternmost region of 
the continental EU

– 300 km common border 
with Russia
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- 14 municipalities (all

having own health centre)

- 1 central hospital: 

including outpatient clinic

for diabetes patients

Hospital District of North Karelia
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Background

• A regional working group on diabetes care was
established already in 1980s

– Specialists, physicians, nurses, dietitian

– representatives from occupational health care, 
municipalities and patient associations

• In the beginning of 1990s, regional meetings and 
continuous education sessions of professionals
treating diabetes patients were started
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14 municipalities: primary health care

• In all health centers at least 1 diabetes nurse

(1-6)

• In 8 health centers a diabetologist or another

physician concentrating on diabetes care

– Lack of physicians in the region

• 3 physicians having speciality (diabetologists):  

Joensuu 2, Outokumpu 1

1 central hospital: diabetes outpatient

clinic

• 3 physicians + (one trainee) 

• 2 diabetes nurses

Pediatric outpatient clinic: children

under 18 years of age with diabetes

In 2016
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Regional collaboration – network of professionals

Current activities:

• Planning and preparation of regional guidelines for clinical

pathways

• Regular meetings of physicians and nurses treating diabetes 

patients ”team club of diabetes professionals”

• Reagional diabetes working group, meetings 1-2x/year

• Created a  ”diabetes education record” to evaluate the level

of continuous education

• Organization of regional continuous education

sessions/seminars 1-2x /year

• Participated in the development of the electronic patient

records and reporting tools

– Regional diabetes register developed

– Continuous quality assessment, included in regional guidelines
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OUTOKUMPU (309) 161868 23.1.2014 7,9

OUTOKUMPU (309) 165269 1.8.2014 6,6

OUTOKUMPU (309) 167087 20.3.2014 7,2

OUTOKUMPU (309) 168593 1.4.2014 9

OUTOKUMPU (309) 168705 25.8.2014 11,7

OUTOKUMPU (309) 174929 18.7.2014 7

OUTOKUMPU (309) 188622 19.6.2014 10,4

OUTOKUMPU (309) 194665 1.8.2014 8,8

mean 8,2

Less than 7.5 17 32 %

7.5-9.0 24 45 %

Over 9.0 10 19 %

Example of producing outcome reports and quality

assessment: HBA1c levels of T1D patients
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Active 
collaboration with 
media
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HbA1c levels of type 1 diabetes patients by the 

service provider: primary vs secondary level

Primary HC

(n=768)

Specialized care 

(n=285)

Total both

Mean Median Mean Median Mean Median p-value

primary vs. 

secondary

All (n=1053)

2013-14 HbA1c (%) 8,17 8,00 8,27 8,07 8,20 8,05 NS

Insulin injections 

(n=968)

8,17 8,00 8,421 8,27 8,232 8,05

Insulin pump (n=85) 7,911 7,97 7,912 7,97 

1 Pump vs injections in specialized care,  p=0,007
2 Pump vs injections in both levels, p=0,047

• No difference in treatment outcomes between primary health care and specialized care
• Competence of professionals and possibilities for consultancies are crucial for good

outcomes
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Prevalence of T2D by municipality
Unadjusted and age-adjusted prevalence
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T2D patients with no  HbA1c measurement after
diagnosis during years 2011-2012

17,1

18,7

18,4

9,1

11,5

16,2

22,4

12,0

25,9

10,9

20,0

10,2

12,1

29,5

0 5 10 15 20 25 30 35

Pohjois-Karjala

Kunta 1

Kunta 2

Kunta 3

Kunta 4

Kunta 5

Kunta 6

Kunta 7

Kunta 8

Kunta 9

Kunta 10

Kunta 11

Kunta 12

Kunta 13

%



www.pkssk.fi

HbA1c among T2D patients

Measurement has to be at least 3 months after diagnosis
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Importance of the network and strengths in 
the region
• Long history of good collaboration between municipalities

as well as primary health care and specialized care

• Dedicated leadership

• Similar electronic patient records with common database
enabling easy access to the data

• Jointly agreed processes and practices in the care of 
diabetes patients

• Regular face to face meetings of professionals

• Good competence of professionals

• Trustfull and flexible consultation possibilities

• Involvement of other stakeholders (i.e. patient
associations)
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The Joint Action on Chronic Diseases and Promoting 
Healthy Ageing across the Life Cycle (JA-CHRODIS)*

* This presentation arises from the Joint Action

addressing chronic diseases and healthy ageing
across the life cycle (JA-CHRODIS), which has
received funding from the European Union, under
the framework of the Health Programme (2008-
2013).
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Thank you !


