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Abstract

This research and development study had three objectives: (1) to examine factors influencing
self-care behaviors for blood glucose control among patients with diabetes, (2) to develop
a diabetes care model by applying an integrated chronic care model, and (3) to evaluate outcomes
before and after implementation of the model. The study was conducted in two phases:
Phase 1 included 372 patients with diabetes, and Phase 2 included 192 local stakeholders
who participated in model development and 58 patients with diabetes who were enrolled
in the model implementation process. Data were collected using a structured questionnaire
and a researcher-developed focus group discussion guide between August - December 2025.
Quantitative data were analyzed using descriptive statistics and inferential statistics,
namely multiple linear regression and paired t-test, while qualitative data were analyzed
using content analysis.

The results showed that factors significantly associated with self-care behaviors
among patients with diabetes were self-care health knowledge (B = 0.07, 95% Cl: 0.12-0.27),
health self-regulation (B = 0.04, 95% Cl: 0.01-0.07), and health self-care (B = 0.90, 95% Cl: 0.93-0.98).
The diabetes care model developed by applying the integrated chronic care concept in
Phang Nea Province comprised seven key activities: (1) a health promotion and behavior change
program, (2) development of a counseling system, (3) establishment of a DM Remission Clinic,
(4) establishment of a community-based NCDs operations center, (5) implementation of
a continuous symptom monitoring and follow-up process, (6) development of a multidisciplinary
care model based on family medicine, and (7) provision of postal medication delivery services.
Following implementation of the model, 36 participants (62.07%) were able to discontinue
antidiabetic medication, and fasting blood sugar (FBS) levels decreased significantly
(mean difference = 32.18 mg/dl, S.D. = 15.39, 95% Cl: 28.14-36.23).

Keywords: health behavior; diabetes care; integrated chronic care
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UINTAUAIN WLy fugthodugudnans WU Inefsananv I dn
wssauAyUNIadeny WAZYSNNSTNEVIN AN MENENIYAIANSATOUAT
fstEredugudnans
6) Waszuuaduayunsgua  6) lazadnlunisidifieen 7) dnusmsedsemnalusudld
AULBINIUEN ogesaiilos Inslamzdiae WAz o@ul. Health Rider
fidedinlunaiuma
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2.2 wan1su{uans nunudinnng
1961 drlugnisufdanaslu 5 Aanssu Ae
(1) ﬂ’]iﬁ"]EJVI@G]UIEJU’]EJLL@%miﬁ’]giJLLUUﬁWGNU’]%u
sfunsluiiui 8 sune Tnsldnaln@agmsmant
Feulostodanisannnsensrsansisagy Wiy
susuuMsiunuluseaugune funalnnisussy
ANEATTUNMSTIAILANAMTInTEAUTITR (WYA.)
MIUTEYUAULNTTUNTHNRIVIAMAMTINTLAUTLAB
(Wwe.) MIBUTHBIUHURAN ST UIMeNITEAUeLne
NIAAURAAIL LazUTeAUANAINLUUYTUING
wazasnsseuitinene lnglinalnnsuseyy
Ustdiieustiuimin (2) sdiufanssy “USudeu
woRns aaeiugunn” Wuniseusuidsuiinnms
Lazn1sisgusuuulaiusin wunisiniinwe
NguanUes N1suAsy wagnisusulaguinig
viosdulimngay (3) mawamnszuuliamUInm
#1y Telemedicine wazdndsndinfimy
(DM Remission Clinic) dm3uguaeiiidinmsi
Remission tdudausnislidusnwinazusumnu
n133nwImslng (4) nswauiszuuiiuAnaIy
Fren1sdnsauduRtRnig NCDs nAUsEYITy
waznsnousuldvauamautu lnonsdad
usmsluiuming wasiimsdaousuidaufoRms
THun eau. wevimiiduldvguainluyuvy
way (5) N15IANTTUIUNITANNURAAINBINS
ogariaLiles (Self-monitoring) Ingn1suaugUnsal
Suiindoyadiwaurtudremaluladarsaunea
msinuFtRnnsldiniesile waznisudanadeya
AILAULDY

2.3 wan1seananisal

HANTSA I TURUUNSRUAFUAN
fhouvmudaysanms luituil 8 sune 3 Aanssu
WUl (1) AANTIUNTENTEAUAUTOUSaTINYE
nsquaguam fensiiulusunsy Uuidey
WoANTIH aaEsUguA A ST 400 AU
Whiffiheifiamednmamueulild waedithonelm

(2) AINTIUNTWAIUITZUUAITIAFIUTNITEVAMN
Tneaidunstussuulausnwn fae Telemedicine
finsldausiy 300 a¥s wavnisTAUSAITE e
malUswald way odu. Health Rider @a1saldni
fthesam 150 AU uagdimsdnsaausufiRntg NCDs
mavszrnsu Tuuitvanesis 40 ums ATOUARAY
40 nyjunu Wrte 8 8o uaz (3) nisTulAdsy
Faradns muianssudads DM Remission Clinic
ﬁ@ﬂwﬁlﬁ%’umiﬁmmmLﬁﬁ'ﬁ'amaﬁﬂﬁmw 240 AY
Wunguitléiumsquasenadiutu ielussamme
ANMTEIUYBILIALUTININU (Remission)

NAGNEYNIAIUNITSNY 2INNTEIAINTTY
ANUFULUUMIALAEUNNERIEUIMINUTIYTNNTS
ymnaeddluiiuiidne) 1 dva wukanisAn
oA (1) wamsauagUisumulidignizasy
(DM Remission) IWEJI}EI]’J‘EJ‘I?]IL“ﬁ’]i'imﬂi%u’mﬂ’]i?ﬁﬂ
58 5718 A1T0NgTreraTUYadlsA (DM Remission)
lagauisanganisidenladnia d1uau 36 518
Anufenay 62.07 (2) nadwslunguiUaniisuen
sowiios nudn ;ﬁﬂwﬁﬁqmé’fm%’umﬁialﬁm 91U
22 510 Aduforay 37.93 Taediluswaudnuin
f3wau 5 919 AnvduSesay 22.73 @unsnanenas
I¢dige Fadumsuduumnsdneilufiemeiingy
(m15747 3)

nansiUssuisuAtsEsumaluEen
(FBS) (mg/dl) NoULAZNAINITWAUY WU
nausiog1e 58 T8 fidnsgdutimaludon (FBS)
NOUNITNAIUT 154.75 meg/dl (S.D. = 15.08)
NaINIIWRIUT 122.56 mg/dl (S.D. = 13.31)
Feanatag19idodAun19adn (Mean diff =
32.18 mg/dL (S.D. = 15.39), 95%Cl: 28.14 - 36.23,
p<0.01) (P57971 4)
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M13199 3 HAANSN19ATUNITINBIHU28LUINIUINTITINFURUUNITQLAF U INE U 281UIMIY

Weysanslunuindne 1 dua

NENA79819 MUY 58 AU

HRANEIUMN3N) 971U (n=58) Sovaz
ngne (DM Remission) 36 62.07
Sugdeiios 22 37.93
AN 5 22.73
YIALLAL 15 68.18
sl 2 9.09

M3199 4 mslFsuidiguAssaudiaaluiten (FBS) (mg/dl) fauuasndsnisidnsauguuuy

fauds Mean (S.D.) Mean diff (S.D.) 95%Cl p-value
nounsmgUluY 154.75 (15.08)
Y o 32.18 (15.39) 28.14 1 36.23 <0.01
NG FeHGATRTT 122.56 (13.31)

HANITHUSH UL UAZLUUNAFANTTY
msaLLamuLaaLﬁammmzﬁuﬁwmaimﬁa@
NBULAEVAINITNTINURUY WU NaNdIegIe
58 91 fAzuuulafunounIiww 33.56 AzLuy
(S.D.
(S.D. = 0.16) %QLﬁmsﬁuaéwﬁﬁaﬁﬁﬁagwwaﬁﬁ
(Mean diff =24.84 (S.D. = 0.52), 95%Cl: 23.79 - 25.89,
p<0.01) HaN1TWTBUMEUAzKUUANMUSTUNITALE

0.50) NAINISHAIUT 58.41 ALLUY

FUAINAULEY NOULATNGINITY1TIUFURUY
wudn ngudiedadinzuuuLeAsnaun1TRAIU
24.13 Aguuu (S.D. = 1.10) ¥a4nISHAIUT 56.65
AZWUY (S.D. = 0.26) %aLﬁu%uasiwaﬁﬁaﬁﬁﬁ’nuj
N19a@nf (Mean diff = 32.51 (S.D. = 1.07),

95%Cl: 30.36 - 34.67, p<0.01) WaN1TUTBUTIEY
AZKUUNITMAUALLBIN A TUAUAIN NOULAZIAS
MsisamgULUy w1 ngusegsliaziuulade
ABUMSIRIL 32.55 Az (S.D. = 0.69) YAMTHRIL
57.60 Azliuu (S.D. = 0.26) ?}ﬂLﬁwﬁuasmﬁﬂaﬁﬁ@
9ediA (Mean diff = 25.05 (S.D. = 0.77), 95%Cl:
23.50 - 26.60, p<0.01) Wan15.UTBULNBUAZ UL
NNSAUARULDIVNATUFUATI oULAENAINSNTIY
sULUU WU ngudesinziRA iU SR
31.51 Agluu (SD. = 0.68) MaNSIRIL 55.86 ALY
(S.D. = 0.24) 6'?5&Lﬁu%uaa'wﬁﬁaﬁwﬁmmqaﬁa
(Mean diff = 24.34 (S.D. = 0.72), 95%Cl: 22.88 - 25.81,
p<0.01) (M54 5)
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VNATUGVAIN UAZNITALAAUBINNATUFUNIN Aidulazndn1sidsIuguluy

AUy Mean (S.D.) Mean diff (S.D.) 95%Cl p-value
wqanssmms@mmmaaLﬁamuquszﬁuﬁﬂmﬂmﬁaﬂ
ADUNUUT 33.56 (0.50)
o 24.84.(0.52) 23.79 , 25.89 <0.01
AAINGRIUN 58.41 (0.16)
mmj?lumi@u,aq%mwmum
ADUNIUI 24.13 (1.10)
o 32.51 (1.07) 30.36 , 34.67 <0.01
AAINRIUN 56.65 (.26)
miﬁqﬁ'umul,mwmé'mqﬂjmw
ABDUNEUN 32.55(0.69)
o 25.05 (0.77) 23.50 , 26.60 <0.01
AAINGRIUN 57.60 (0.26)
nwsauammaamﬁwuqmmw
ADUNRIUT 31.51 (0.68)
o o 24.34 (0.72) 22.88 , 25.81 <0.01
AAINRIUN 55.86 (0.24)
2.4 wan1saziauna 91nN1SA iUy BAUSIENANISANEI

MansruIuMsIve ALY TINNTEUIUNTIRY
dhsammsaunungy Inesawagtadeuisenudise
FON1TANLTUIIU 1380N97 Phang Nga Model
Usznouse 8 Pady Mlugaudndalunisiamn
sukuumsguag sl esunglaun P Ag
Personalized Care and Partnership #1884
nsgualanizuana warauduiudiu, H fe
Health Literacy Enhancement #nefis nsensgau
ANUTOUIAUGUNIN, A FiB Access to Care via
Telehealth el MSUNEIUTNNTNIUTZUUEUAN
n1elna, N A Network and NCDs Integration
ghe LAY ILUAZNITYIUINISLIA NCDs, G AD
Governance and Goal-Setting #1884 53301AUE
wazmsAmuahvng, N fg Nurturing Empowerment
NUNBAI NISLEIUATNANYANLASWAIOIUR, G AD
Generating Evidence van8fia N1583191aNg U
WeUszAiny Way A Ao Action-Based Monitoring
e MsMAUAAURUUBINITUSURNS

nsdnwiadeussqudnaneddivualy
ynUszns TaefinansAnmuin auslunisgua
AUNNAWLEA (self-care knowledge) NMIMAUAULDY
NPUFVAN (self-regulation) kaEIEAUNIIALA
AULDIF UGN (self-care) 1Tutadediina
MEaNgANTTUNITALAAULBIVDIN UI8LUINITY
WAZLUURDITINNNBEENLTNEDUNEANUUTUTIU
voamnAnssunisquanuasliluszdiugs dadunud
aenndasriunsaULLIAAYeY Bandura flaButedn
AnudeluAEINTavewLeY WaymIAUAULeS
Junalnddnuesnisiasundammginssuguain

TugUaglsmsase™

" uaguudn™ Mauefuuy
self-regulation WIUNTEUIUNTT self-monitoring
wag self-evaluation s3ufsn1s@nwludagdu
fnuiithsuvmuiifisesuanug waznisdans
aunnuiesgs Tlenamuauseiviinaluden

¥
14,15) &% =

(HbA1C) leeeefitdfn ™ fatiu nan1sAinwnsedl

enunsadududeyaldelszanyluuiundminian
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othaifiuszuy Fsfieluesirnuilvivesszuuguam
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fisre9uinmalulad telehealth finaunisln
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YDINGANTIUNITARAAVNIN ABAARDITUNITITY

47 gwunlusunsy self-management

Tudssinelne
K11 mobile application 8an HbAlc wawidi
Azlul self-care behaviors TuUieiuIniu
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fieluuazeneUseine

Tuszvuguan sidoaseddmieduis
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fawiiuleungagitiu chronic care wsilumnaufURedl
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H1UNIT88NRUUTEUUUTNIT wasn1slaiusiy
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