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Introduction

Hypertension affects 972 million people globally and 29.1

Conclusion

Structured follow-up using EPIC SmartSets can improve BP
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management through structured follow-up. ém * Determining the optimal number and type of follow-ups (e.g.,

" 140} nurse visits vs. provider visits).
* Ensuring sustained BP control through consistent,
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blood pressure (BP) control in hypertensive patients by utilizing Run Chart B: % of Scheduled Patients Attending Follow-up
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visiting-d | weeees (2024). Non-adherence to appointment follow-up and its

4 HTN (hypertension) [110] @ Select Specific Diagnosis wee kS With

significantly uncontrolled, or any other concerns, you may be asked to have an
ffice visit to determine necessary changes. A copay may be required for this
office visit

¢ Please check your blood pressure once a day and bring both your readings and
the blood pressure cuff with you to the next appointment.

ol e * 85% of patients scheduled follow-up visit; 87% attended, and associated factors among hypertensive patients in follow-up
e 25% achieved BP control (<130/90), with 3 of 4 showing clinics in South Gondar hospitals. Scientific Reports, 14,
| improvement. Article 21336. https.//doi.org/10.1038/s41598-024-70710-1
—  Many patients had comorbidities that often took priority over
z hypertension management.

T e . P);tients who misse?j SmartSet follow-ups often attended other Acknowledgements

REGAR mNGYOURHYPERTENSDNw | pameess s | visits, showing willingness to engage in care. We thank the South Pointe Family Medicine team, including CNPs

L . chipgconp mic barrigrs (transpc? rtation, work, competing Thomas Irwin and Maureen Gallagher, the nu rsiné staff who

R e . priorities) likely contrlbu’Fed to mlsseg follow-ups. conducted follow-ups, and all staff who supported this project.

""w“’"",m 3Z};;;EZZ%EZZZ:}ZESTJ??'ifi'111"!1?3?311?53‘11?1mmw ) SmartS.e.t wa}S W_elljrece.lve.d Dy providers, though Special thanks to Abahamda Wako, Dr. Saper, Dr. Casapulla, and

A e || | unceruffization fimiied 1S impact the RUSP team for their invaluable guidance.



	Slide 1

