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The Chronic Care Model
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HOI Bﬂ( Si GIA DiNH TP. Hb (Hi MINH

CHAM SOC BENH DAI THAO PUONG =
HIEU QUA GiA THANH CUA CAN THIEP

CAN THIEP MO TA DAN SO AP DUNG TAC DPONG CHU YEU

MUC DO | — cd & MOI NOI, RAT HIEU QUA - KHONG DAT TIEN

KIEM SOAT , HA DUONG H,UYE'T UONG, BTD MOI LUA TUOI VO GIAM BIEN CHU'NG MACH

PUONG HL}YET TIE'I" CHE, THE DUC, O HbA1C level >9 MAU NHO

TUONG DOI THE DUNG insulin

KIEM SOAT HA CAC THUOC SAN CO DTH CAO HA MOI LUA GIAM BIEN CHU'NG MACH
TUOI MAU LON VA TU VONG

CHAM SOC BAN BENH NHAN DUOC GIAO  DTD TRUNG NIEN VA CAO  GIAM CUT CHI
CHAN DUCVE TU KHAMVAVE  TUOI

SINH BAN CHAN, MANG

GIAY DEP PHU HOP

GIAO DUC DTD BENH NHAN TU CHAM MOI LOAI DTD GIAM HbA1C, TUAN TI:ID
SOC TOT HON VvOI THAY DOI
LOI SONG

“How should Developing Countries Manage Diabetes”, Canadian Medical Association Journal,
September 26, 2006 vol. 175 no. 7
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CHAM SOC BENH BAI THAO PUONG =
HIEU QUA GiA THANH CUA CAN THIEP

CAN THIEP MO TA DAN SO AP DUNG TAC DPONG CHU YEU

MU'C DO Il - HIEU QUA GIA THANH, NHUNG CAN DAU TU' (<$1500/QALY saved)

Preconception care CHAM GIAO DUC VA TU CHAM SOC  PHU NI’ DTD MUON €O GIAM TY LE NHAP VIEN VA

SOC TRUGC THAI KY THAU BIEN CHUNG

CAN THIEP LOI SONG TIET CHE VA TANG CUONG NGUO1 CO NGUY CO BTD GIAM DUQC TY LE DTD DUGI
HOAT DONG THE LUC — CAO 58%
GIAM CAN

CHUNGNGUA cUM Vaccination NGUOI GIA DTD GIAM NHAP VIEN VA TU

VONG

KHAM MAT HANG NAM Formal retinal exam TRUNG NIEN VA NGUOI1GIA  GIAM DANG KE MAT THI LUC
(ophthalmoscopy) bTD

Smoking cessation Counseling, nicotine PTP HUT THUOC LA GIAM BIEN CHU'NG TIM
replacement MACH

SU’ DUNG ACE inhibitor THUOC DTD CO CHA, BENH TIM GIAM BENH THAN, TIM

MACH, SUY THAN MACH, TU VONG

“How should Developing Countries Manage Diabetes”, Canadian Medical Association Journal,
September 26, 2006 vol. 175 no. 7
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CHAM SOC BENH DAI THAO PUONG =
HIEU QUA GiA THANH CUA CAN THIEP

CAN THIEP MO TA DAN SO AP DUNG TAC PONG CHU YEU

MU'C DC Il — T KHA THI VA [T €O HIEU QUA GIA THANH ($1650-$8550/QALY tiét kiem)

PIEU TRI TIEN BTD VO THUOC
Metformin
KIEM SOAT Cholesterol Statins

KIEM SOAT DUONG HUYET Insulin HAY PHOI HOP

TUYET BOI NHIEU THUOC

TAM SOAT BTD TAM SOAT VA DIEU TR|
KHI PHAT HIEN

TAM SOAT TAM SOAT VA DIEU TR|

microalbuminuria KHI PHAT HIEN

DAN SO NGUY CO CAO
pTD

PTH MOI LUA TUOI O
TANG CHOLESTEROL

PTD MOI LUA TUOI VA
HbA1C >8
pTD

bTD

GIAM DTD 33%

GIAM BIEN cO TIM MACH
VA TU VONG

GIAM BIEN CHUNG
MACH MAU NHO CHU
KHONG GIAM TU VONG

GIAM BIEN CHUNG
MACH MAU NHO
GIAM BENH LY THAN &
GIAI DPOAN CUOI

“How should Developing Countries Manage Diabetes”, Canadian Medical Association Journal,

September 26, 2006 vol. 175 no. 7



CHAM SOC BAN DAU KHONG CHi bDON
THUAN TAP TRUNG CHAM SOC BENH

» BENH NHAN CO BENH BONG MAC CO LQI NHAT KHI BUOC CHAM
SOC BAN DAU ( TAP TRUNG VAQO BENH NHAN, TOAN DIEN LIEN TUC
VA PHOI HOP) NEU CO BAO HIEM TOAN DAN/ GOI KHAM

* NGAY CA MO HINH CHAM SOC BENH MAN TINH CHI CO iCH LI KHI
TIEN HANH TRONG KHUNG CANH CHAM SOC BAN DAU TOT.

Sources: Mangione et al, Ann Intern Med 2006;145:107-16. Tsai et al, Am J Manag Care 2005;11:478-88



‘Managed care' va 'disease management'’

* Managed care => hé thong strc khde trong d6 co 16ng ghép cung cap dich vu y té va tai
chanh.

e Cac dac trueng thong thuong:
* Gi@i han trong lwa chon BS;
 Kiém soat ti€p can cham sdéc bac 2;
* Lwa chon d6i tac ky hop dong; financial incentives;
* Quan ly chat lwong;
* Va quan ly str dung.
* Disease management la phin mé rong cia managed care si* dung I8i ti€p can toan ciu cho cham séc

bénh nhan hudng tédi két hop cac ngudn lwc trong hé thong phan bé dich vu sirc khoe xuyén sudt cac
giai doan cudc do'i cia bénh ly.



BS cham séc ban dau cé vai
trd chdm séc két ho'p

GATE KEEPER — PRIMARY CARE PHYSICIAN

Pem lai lgi ich vé kinh t& va sidirc
khoé cho bénh nhan:

Diéu hoa bénh nhan tiép
can kham chuyé&n khoa +

phat hién sé&m cac bénh can thiét

chirng cé thé du phong =  Ting cudng giao ti€p trong cac BS
duwoc chuyé&n khoa=> gitp:

Gidr vai troéo nhuw noi nhan — Chan doan nhanh,

chuyén kham chuyén khoa — Giam thi€u ganh n3ng ra

=> cung cap bénh sir, bénh
an bénh nhan

CONng tac v&i bénh nhan: xic
dinh nhu cau si'rc khoé cda bénh
nhdn d& tham vian lya chon dich vy

dudrng t8i wu

— gia tang chat luvong dich vu

cham séc surc khoé.

= Giam tan suit kham BS khéng can
thiét=> dvw phong cdc do't khdm
chuyén khoa va xét nghiém khéng

quyét dinh xdr tri tim ra con

HOI BAC Si GIA DINH TP. HO CHI MINH

BS CHAM SOC BAN PAU — NGUOD1 GIU CUA

TAI SAO? = Al

Bs cham séc ban dau la = Thuwong la bs cham séc

dap 'ng nhu cdu mdt cach hiéu qua

SAT HOP GIUA CUNG VA CAU DICH VU
SUC KHOE BAO GOM CHUYEN KHAM
CHUYEN KHOA

HIEU QUA GIA
THANH

SU HAI LONG BENH NHAN

Pham le an Manila2013

CHUYEN KHOA
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BSGD TRONG BAO HIEM |

SAT HOP GIUA CUNG VA CAU DICH VU

SUrC KHOE BAO GOM CHUYEN KHAM

AN TOAN BENH NHAN
=

CHAT LUQONG CHAM SOC

TINH CONG BANG

Pham le an Manila2013

SU HAI LONG BENH NHAN

ngudi gidr clra dé kiém ban dau:

a— 50‘_3"‘3 gié"’é Eéc dich vu = a family practitioner
chd@m séc két hop cho = a general internist.
bénh nhan

= a gynecologist.
= a pediatrician
= or family practitioner

usually handles routine
care

TOAN DAN VA CHAM
sOCc BAN PAU

T { TEAm caRE |

BS CHAM SOC BAN PAU — NGUD1 GIU cUrAa

Vi sao?

BS chdm séc ban dau cé
thé xir tri 70-80% cac
van dé sirc khoé théng
thud'ng theo nhu cau ca
thé.

Gia thanh cham séc
giam di do gia thanh
kham BS cham séc ban
dau it hon cac CK khac.

Thé& nao

Bénh nhan dugc ky vong ti€p xic dau
tién vé&i cac BS cung cdp dich vu ch3m séc
ban d&u cia he truréc khi ti€p nhén cac
dich vu khéc

BS ch&m séc ban d53u cda bé&nh nhan
chuy@&n b&nh chanh thirc t&i ciac BS

chuyé&n khoa.

Néu bénh nhan quyé&t dinh
tw dé€n kham BS chuyén
khoa, ho s& tra nhiéu hon
cho BS chuyén khoa.
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Table 3. Provider Continuity (0/1) in a
Multivariate
Approach With Total Health Care Cost
(Logarithmic
Transformation) as the Dependent
Variable:
Standardized Regression Coefficients 3

Standardized
Regression

Explaining Variables Coefficient B P Value

Older age .086 <.001
Sex (male) -.036 .008
Health locus of control: internal -.030 .029
Physical functioning -.1568 <.001
Mental functioning -.056 <.001
Multiple morbidity 116 <.001
Number of regular encounters .296 <.001
Provider continuity -.105 <.001
R2 27.6%

CHUNG CU CHAM SOC LIEN TUC

Table 3.4 Continuity of care: evidence of its
contribution to quality of care and better outcomes

Lower all-cause mortality — Shi (2003)*, Franks
(1998)", Villalbi (1999)%, PAHO (2005)

Better access to care — Weinick (2000)*, Forrest
(1998)%

Less re-hospitalization — Weinberger (1996)%

Fewer consultations with specialists — Woodward
(2004)”

Less use of emergency services — Gill (2000)*

Better detection of adverse effects of medical
interventions — Rothwell (2005)%, Kravitz (2004)™

De Maeseneer, J. , De Prins, L., Gosset, C. and Heyerick, J. (2003). Annals of Family Medicine, 1(3): 148.



Bénh man tinh thworng kém bénh dong mac

Ho'n 50% bénh nhan COPD cé van dé tim
mach va BbTD

Eur Respir J 2008;32:962-69
Bénh nhan COPD dé c6 van dé tim mach va
PTD 3-6 1an hon

50 % nguweitrén 65 cb it nhat 3 van dé bénh
man tinh

20 % nguwo'i trén 65 co it nhat 5 van dé bénh
man tinh
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Ong Minh 75 tuéi. Vo éng da mat
cach day 15 nam. Ong dén kham
phong kham BSGD nay trén 15
nim véi cdc vin dé nhu thodi hod

khop hang da thay khop, tang HA,

DTD typ2, COPD va viem khop
ciing vdi lodng xwong. Ong song
mot minh ¢ nha voi con gdi ut. BS
thwong dén thim ong tai nha va
méi khi dén éng dé néi” BS hdy
gitip t6i” va tiép theo la mot logt
cdc chuoi than phién va cdm nhgn
khong khoé ¢ tim, phoi khop hdng

CHAM SOC BENH NHAN MAN TiNH -THACH THU'C/ GIAI PHAP

MGéi khi nhw vdy téi dé dé nghi ong tiép tuc theo
phdc do, ciing nhw moi tham khdm déu khong giup
ong cdi thién ti nao. Than phién ciia éng ngay cang

nhiéu va BS cdam thdy bat lwc va déi khi toi bi troi

buéc trong cdc phdac dé nhw COPD can diing
corticoid nhwng DTD thi han ché vi khé kiém sodt
dwong huyét..

Viéc diéu chinh thuoc HA trong diéu kién ciia ong

khé dap veng dii cdc yéu cau (khi qud cao, khi qud

thap) vi BS luén quan tim dén HbAIC va két qud
hé hép ky ciia ong.
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CHAM SOC BENH NHAN MAN TiNH -THACH THU’C/ GIAI PHAP

Sau nhiéu lan dén kham éng Minh thé 1§ rang: “ BS téi muon néi déi loi vé wéc
mudn ciia téi: thir ba va thir nam hang tuén t6i muén qua choi ddanh bai véi hang
xom canh nha, thir bdy t6i muén di siéu thi véi con gdi ut, va nhitng ngay con lai
t6i muon nghi mét minh & nha, t6i khong muon theo bat ky viéc diéu tri nao dic
biet la khong nen lam .. Va phai lam ...

Viéc trao doi nay di lam téi ngé dwoc diéu ong Minh da tw minh dit ra muc dich
ciia cudc song va dong thoi téi ciing nhdn ra dwoc thach thire ciia phdc do dé dat
dwoc muc dich cudc song. Va khi gdp lai éng Minh t6i da biét dng muon gi va
thie sw toi c6 thé ginp gi cho éng dy trong cujc song.



CHAM SOC BENH NHAN MAN TiNH -THACH THU'C/ GIAI PHAP

2 ime edications
Nhiém vy bénh nhan CHUYEN

Bao vé khép TAP VLTL 7:00 AM Ipratropium dose inhaler
Dam bao nang luong KHAM MAT Alendronate 70 mg/wk
* tv do duong huyét « PHYC HOI CHU'C NANG PHOI
* Thé duc

* Khong mang vac nang

> 8:00 AM Calcium 500 mg
* Aerobic exercise 30 phut moi ngay

Vit D 200 IU
* Muscle strenghtening Lisinopril 40mg
* Tranh ti€p xtc moi trwdng 6 nhiém vi COPD Glyburide 10mg
. ,Mang dép , Aspirin 81mg
* Han ché ruou bia thuodc 13 Metformin 850 mg
* gilr cAn nang Naproxen 250 mg

Omeprazol 20mg

BS DD

1:00 PM Ipratropium dose inhaler
Chich vaccin hang nam VP,cum Calcium 500 mg
* Kiém tra HA dinh ky Vit D 200 IU
* Danh gid kiém soat dwdng huyét
* Kham ban chantieeru duong 7:00 PM Ipratropium dose inhaler

* Laboratory tests Metformin 850 mg
* Microalbuminuria hang nam , ~ ~ Calci 500
¢ Creatinine and electrolytes 1-2 [an/nam G |AO D U C B E N H N HAN V?th;uzn(;O U =

* Cholesterol levels /nam

_ . Cham séc ban chan Lovastatin 40 mg
* Liver function /2 nam « Thudc Naproxen 250 mg
* HbA1C 2-4 |‘én/ném * Osteoartritis
* COPD ; i
« Diabetes 11:00 PM Ipratropium dose inhaler

As needed Albuterol dose inhaler
Paracetamol 1g


http://en.wikipedia.org/wiki/File:Elderly_Woman_,_B&W_image_by_Chalmers_Butterfield.jpg
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“CHAM SOC PINH HWONG VAN PE versus BDINH HWONG MUC PiCH CUOC SONG”

PINH HUONG VAN PE

DINH HUONG MUC biCH cuOcC
SONG”

Dinh nghia swrc khoé

Khong c6 bénh theo dinh nghia
hé thong cham sé6c strc khoé

To6i da mong muon va viéc dat
dwoc chat lwong/so lwong cudc
song dwoc dinh nghia béi tirng
ca the

Muc dich cham séc swrc khoé

Tiéu diét bénh tat, giam tor vong

ho tro viéc dat dwoc toi da tiem
nang strc khoé

Do lwong thanh cong

Chan doan chinh xac, xu tri
thich hop, tiéu diét bénh, giam
tr vong

Pat muc dich ca nhan

Danh gia thanh céng

BS

Bénh nhan




Bénh nhan cé nhiéu bénh dong mac thwérng cé van dé véi phac do

HOI BAC Si GIA DINH TP. HO CHi MINH

e “chirng c&” duoc tao
ra voi nguadi chi co BMJ
moOt bénh

e Phdac do cé thé mau

thuan nhau (e.g. in .
tuan ! evidence

“Treat the patient”

l

“Treat-to-target”
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PTD tvpe Il

Nhirng yéu t8 can thiét trong viéc cham séc toan dién

Figure 344-13

Management of
Type 2 Diabetes

1

~

Gilycemic control
= Diet/lifestyle
= Exercise
= Medication

Treat associated
conditions

= Dyslipidemia

= Hypertension

= Obesity

= Coronary heart

disease

Screen for/manage

complications

of diabetes

= Retinopathy

= Cardiovascular
disease

= Nephropathy

= Neuropathy

= Other complications

Source: Longo DL, Fauci AS, Kasper DL, Hauser SL, Jameson JL, Loscalzo 1: Harrison’s
Principles of Internal Medicine, 18th Edition: www.accessmedIicine.com

Muc tiéu diéu tri ciua DT
~ chis6  Muctieu

Kiém soat dwérng huyét

HbA1c

BPuwéng huyét trrde &n

Buwéng huyét dinh sau &n

Huyét ap
Lipid
LDL

HDL

TG

< 7.0%

80-130 mg/dL

< 180 mg/dL

< 140/80 mmHg

< 100 mg/dL

> 40 mg/dL in men, >50
mg/dL in women

< 150 mg/dL

CHIEN LU’'QOC HIEU QUA
CHAM SOC PTP T2

PLA 2018

Accredited
Practising Dietitian

Aboriginal health

Diabetes nurse

practitioner Credentialled
Community care Diabetes Educator/
nurse diabetes educator
Dentist

Practice nurse

T

@ﬁ\\“ GP

Podiatrist
/‘>
Accredited Exercise
x Physiologist

worker
Ophthalmologist/
Social worker optometrist
Psychologist

Pharmacist

Endocrinologist

Tai sao glucose huyét thanh nhanh la 1267
Tai sao kiém tra sau 2 gie» 1a 2007

A\

———— TEAM CARE |—{ |

15
&
= 10
=
g
s
=
-5 5
o
FPG (mg/dL) 70 89 93 97 100 105 109 116 136 226
2-h PG (mg/dL) 38 94 106 116 126 138 156 185 244 364
HbAT1C (%) 34 48 50 52 53 55 57 60 67 95

Source: Longo DL, Fauci AS, Kasper DL, Hauser SL, Jameson JL, Loscalzo J: Harrison’s
Principles of Internal Medicine, 18th VW W . BCC ine.com

Copyright € The McGraw-Hill Companies, Inc. All rights reserved.

Muc tiéu diéu tri cha BT

I. Loai bd cac triéu chirng cé lién quan dén tang
dudng huyét

Il. Giam thiéu hoac loai b&t cac bién chdrng mach
mau dai han

. Gidp bénh nhan cé dugc mot cudc séng binh
thueng cé thé
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contrast, less than 45% achieved a systolic blood pressure < |30 mm Hg, less than 2% had a BMI
< 25 Kgm-2 (versus 23% in group A; p < 0.05) and 49%/30% (men/women) had a waist
circumference of low risk.

Conclusion: Improvements in metabolic control among diabetic patients with peripheral vascular
disease treated at a primary health care setting is possible, reaching similar results to the patients
treated at a specialized level. Despite such an improvement, body weight control remains more
than poor in both levels, mainly at primary care level. General practitioner and endocrinologist
coordination care may be important to enhance diabetes management in primary care settings.

Trial registration: Clinical Trial number ISRCTN75037597

Abstract

Background: To estimate the proportion of diabetic patients (DPts) with peripheral vascular
disease treated at a primary health care site after an endocrinologist-based intervention, who meet
ATP lll and Steno targets of metabolic control, as well as to compare the outcome with the results
of the patients treated by endocrinologists.

Methods: A controlled, prospective over 30-months period study was conducted in area 7 of
Madrid. One hundred twenty six eligible diabetic patients diagnosed as having peripheral vascular
disease between January 2003 and June 2004 were included in the study. After a treatment period
of three months by the Diabetes team at St Carlos Hospital, 63 patients were randomly assigned
to continue their follow up by diabetes team (Group A) and other 63 to be treated by the family
physicians (FP) at primary care level with continuous diabetes team coordination (Group B). 57
DPts from Group A and 59 from Group B, completed the 30 months follow-up period. At baseline
both groups were similar in age, weight, time from diagnosis and metabolic control. The main
outcomes of this study were the proportion of patients meeting ATP |ll and Steno goals for HbAlc
(%), Cholesterol, HDL cholesterol, LDL cholesterol, triglycerides, blood pressure, albumine-to-
creatinine excretion ratio (ACR), body mass index (BMI), waist circumference (WC), anti-
aggregation treatment and smoking status.

Results: At the end of the follow up, no differences were found between the groups. More than
37% of diabetic patients assigned to be treated by FP achieved a HbA lc < 6.5%, more than 50% a
ACR < 30 mg/g, and more than 80% reached low risk values for cholesterol, LDL cholesterol,
triglycerides, diastolic blood pressure and were anti-aggregated, and 12% remained smokers. In

\/

CHUNG CU’ HIEU QUA

CHAM SOC BTD T2 VOI
BSGD

Diabetes nurse

practitioner Credentialled
Community care Diabetes Educator/
nurse diabetes educator

Practice nurse \ / Dentist
T
~ ye
Acoredited . / Podlatrist
GP 7

Practising Dietitian B

—— B Accredited Exercise
Aborigi _— " Physiologist
worker —
Ophthalmologist/
Social worker optometrist
Psychologist
Pharmacist

Endocrinologist
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