% C
A Network

UI“ASS A Commonwealth Medicine
MEDICAL - . .
SCHOOL Academic & Community Partnership

Hypertension Fact Sheet

Background on HTN Project

Community Health Worker Role

The Hypertension Project at Family Health Center of Worcester

Jacob Modest, University of Massachusetts Medical School Class of 2018
Summer Assistantship Program
Hypertension Project Team: Dr. Rola Saab, Thuha Le, and Louisa Asiamah

Physician Questionnaire (n=19)

How Often Do You Follow-up on Patients with
Uncontrolled Hypertension?

How Often Do Your Patients Have a Follow-up
Nurse Visit?

How Do You Follow-up on Patients Who Miss
their Appointments? (Some had more than one
answer)
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(Some had more than one answer)
100%

40%

69%

80% 35%

70%
coo 30%
con a7% 47% 259%

0,
25% a0% 37% 20%
30% 15%
0,
6% 20% 55 s 10%
0% 10% ° °

L — mm 5%

60% 80% 100%
0%

53%
70% 90%
50%
60%
40% 50%
30% 24% 40%
(]
30%
20% o,
12% 12% A
10% H
0% 0%
0% Don't Follow Up w/ 2 wks 4wks 6wks Check BP Education Med Adherence Lifestyle/Diet Titrate Meds Scheduling 0%

2wks 4wks 6wks 3mo 6mo Nurse Reconcialiation Review Letter

How Do You Assess Adherence to Medication or
Lifestyle Changes? (Some physicians had more

How Often Do You Recommend Lifestyle
Modification Before Changing or Prescribing

Will Loanable, At-Home Blood Pressure
Machines for Patients with High Blood Pressure

Are You Aware of Available Chronic Disease Self-
Management Programs?
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Do You have any Comments on how to Improve the Care of Hypertensive Patients? (Select answers)

* Make Providers and Patients More Aware of Available Resources

* |dentify the Patients and Invite to Chronic Disease Self-Management Programs without waiting for Provider Referral
* A Tracking System to Catch Patients Who Miss Appointments

"l need to get in the habit of referring patients to the CD self-mgmt programs- they are a great resource”

* At Home Visits, More Nurse Visits

Patient Questionnaire for the “My Life, My Health” Workshop (n=5)

. How Many Sessions Did You Attend?  1o0% What was the Most Helpful Part of the Program What was the Most Challenging Part of the
°E for you? Program for you?

e  “lbecame alive again”  “Reading Labels, Eating Less”

o * “Action Plans” e “Sitting for a long time in one place, it is
o « “Speaking in front of a group” difficult for me”
- * “Having a problem- talk it out, breath, * “Driving 45 minutes to get [to] each class”
% 0: Of O: 0: Of 0: . exercise”  “To keep with the walking”

 “Help control [blood] pressure”  “The walking”

How Did You Feel About Dealing with Your Do You Think Your Health Improved After the 6 Do You Feel More Confident in Control of Your

Chronic Condition After the 6 Week Program? Week Program? Chronic Disease After Finishing the Program?
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Would You Recommend This Program to Other

People Dealing with Chronic Diseases?
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Did You Notice Any Other Changes in your Daily Life After Doing the 6 Week Program? Do You Have Any Further Comments or Feedback?

* “llost weight (10lbs), also walk five miles”  “The size of the group was an asset. Smaller groups
* “Better Mood” proves more participant from every member”
* “l was more motivated and felt better about myself” * “Continue the workshop to make people feel motivated

 “Better mood, handling situations differently, talking more”
 “Walked [more] and dealt [with] controlling pressure better

and conquer their fears and live longer”
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Standardization of Nurse Visit

Quality Improvement Work

Future Work=Guidelines for Providers

* Education from clinical pharmacists

 What medications to use. What are bad
combos

 When to do an EKG (before Beta or Ca
blocker)

* Drug-drug interactions with psych meds

 Pharmaceutical review/education for nurses,
MA, providers, NPs

* Nurse visit frequency



