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Inhabitants: 166 000
14 municipalities
Population density: 9.4
km?2

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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‘ POHJOIS-KARJALAN SAIRAANHOITO- JA SOSIAALIPALVELUJEN KUNTAYHTYMA

Hospital District of North Karelia
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Background *

e 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

e In the beginning of 1990s, regional meetings and
continuous education sessions of professionals
treating diabetes patients were started



‘ POHJOIS-KARJALAN SAIRAANHOITO- JA SOSIAALIPALVELUJEN KUNTAYHTYMA *

In 2016 14 municipalities: primary health care
e In all health centers at least 1 diabetes nurse
(1-6)
i e In 8 health centers a diabetologist or another
b physician concentrating on diabetes care

Juuka

— Lack of physicians in the region
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1 central hospital: diabetes outpatient
clinic

e 3 physicians + (one trainee)

e 2 diabetes nurses

Pediatric outpatient clinic: children
under 18 years of age with diabetes



Regional collaboration — network of professionals *

Current activities:

e Planning and preparation of regional guidelines for clinical
pathways

e Regular meetings of physicians and nurses treating diabetes
patients "team club of diabetes professionals”

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

e Created a “diabetes education record” to evaluate the level
of continuous education

e Organization of regional continuous education
sessions/seminars 1-2x /year

e Participated in the development of the electronic patient
records and reporting tools
— Regional diabetes register developed
— Continuous quality assessment, included in regional guidelines



Example of producing outcome reports and quality *
assessment: HBA1c levels of T1D patients

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 %




KESKIVIKKONA 16 1 2016 KARJALAINEN A3

TILAUSASIAT JA ILMOITUKSET WERRO UUTISVINKKIL LAHETA KUVA - Valaistun ladun hinta 50 000 euroa
Asiaboas pabewis 010 150 BOEO i A 1500
(ma pu 819 1 W0-16). rﬁmu‘d’."nu sreeemeen warmiet e s e s
worw borss wnven Blasabaaberky Kaar &

Pubelivahde 010 210 BOBD e e . | Shestyslataboma kunee
n—rmm sy - e 200
(ma-pe 616, Lo 6-12) —_ Imm-ubnn- AN Preydena

Aamulla

Kymppi ja
iltapdivalla
toinen

Sy Kyuhanen

Cnatnbsmpralatnen Pirpe Airak
sinem (4, 20 e
noosin 1 vuoma diten Olo
ol vasyrnyt, el turvertl
Lo ivtaan bsakinainem b
e of olbaein jalkosanan lenkille
Rl it asnk san casbaed i
Tervrsvhonkubosses il
sobeTlarvel bumetheat 910 tun
fomarsa. Safraus of odlut Mibiys
Servuea on diabeicsia pul
o Andillant ol vatkaes asted
e inme
Dlagmounds filkren Arak
s bl wehd dbetes ctra
e besternddb et Sarmal
o b albiod Tsded Wkuntaa
rrranil L ruckosvaliotasn Kaiski
et ricenl i pos. Foru
o vl knrsauiubal bk

b pa persabasiills Kaupasts
karrrym bahiee lahinnd sl
il s varusetng et
Letvies padile ssibkautan
avvibaalotdly i, @ faasting syin
vt siipabrem i dss
Lagkotyksen anvons Atraks
sei) 0 €0 paraiTui mute
aslesterolilash heen svavaibe
kst ova bkt bk baumies
abcirain valbeabd
Rasborw: vemats silies wheti
BVt adival kichemiunest sen
paljon, ottd Alraksines st
Jannamncadn i abetonl i hernad
bordermaman,
Skt o [ et ysa
14 5-5,5 tsolls Thanne on alta

lilaakikersts Se bl UUTLE poniia
[k bsminern

Alraicsinen ponkatre joka
awrklasmu cnnen seitvemisd 10
kibomatr juchsedcmaillc, B
aganaliy on yieeraes 1og
mew kyinjin benkbd kivellon.
bokea bt paive chielimasss
o sy vestfucbonsa el muuls
vespumppas Kiksmetregd b
tyy Vilirad ViIALEIN 80 100
o denkharcite usells parci vio
deaa

Db sellainen rtea e

sl netkaan oka paiva
Ryt ne vnlls dhmetielevan

Alrabsinen by servevabes
Wuksesa diabeses nntrollive
hevvan viddessa. Kotona ban
eratan i Haan sdbanillnets
wibarrmrol

Oon) on By, kun litkun
Jerhuvestt bom o sobwan
probipalic. i vesiisin Kuksan
I o pAsty mARd anits
i brrveytent eteen irke
mada. Terveys on yhsdn mimes

Active
collaboration with
media



HbA,_levels of type 1 diabetes patients by the *
service provider: primary vs secondary level

Primary HC Specialized care Total both

(n=768) (n=285)

Mean Median Mean Median Mean Median p-value
primary vs.
secondary

All (n=1053)
2013-14HbA, (%) 8,17 8,00 8,27 807 820 805 NS

Insulin injections 8,17 8,00 8,421 827 8,232 8,05
(n=968)

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

LPump 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



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
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HbA1c among T2D patients *
Measurement has to he at least 3 months after diagnosis

HbAlc <7 m7 <HbAlc<9 mHbAlc=9

Kunta 13 ] | | | 70,8 | | | |

Kunta 12 | | | | 74,8| | | |

Kunta 11 | | | |63,7 | | |

Kunta 10 | | | | 75,0| | |

Kunta 9 | | | | 77,|7 | | |

Kunta 8 | | | 71,7 | | | |

Kunta 7 | | | | 75,0| | | |

Kunta 6 | | | | 68,3 | | |

Kunta 5 | | | | 70,7 | | |

Kunta 4 | | | | 68,3 | | |

Kunta 3 | | | | 68,3 | | |

Kunta 2 | | | | 72,4 | | |

Kunta 1 | | | 6|3,1 | | |
Pohjois-Karjala | ! ! ! 71,5 ! ! ! |

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%



Importance of the network and strengths in *
the region

e Long history of good collaboration between municipalities
as well as primary health care and specialized care

e Dedicated leadership

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

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

e Regular face to face meetings of professionals
e Good competence of professionals
o Trustfull and flexible consultation possibilities

e Involvement of other stakeholders (i.e. patient
associations)



Design

the practice
Sustainability Fromote
and scalabifity the empowerment
of the target
population
Interaction
with regular IMPROVE
and relevant PREVENTION Define
systems AND QUALITY evaluation
OF CARE FOR PEOPLE  and monitoring plan
WITH DIABETES
Governance
approach

Comprehensiveness
of the practice

include
Ethical education
considerations | and training



The Joint Action on Chronic Diseases and Promoting *
Healthy Ageing across the Life Gycie UA-CHRODIS)

Co-funded by
the Health Programme
of the European Union

* 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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