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 Hypertension is a major risk factor for:

Coronary Heart Disease

Cerebrovascular Disease

 Accounted for nearly 29% of all deaths in 2004

 Prevalence of hypertension among Singapore
residents aged 30 to 69 years was 24.9% and 20.1%
of those aged 18 to 69 years had high blood
pressure in 2004

(The Singapore National Health Survey 2004)

 Important to maintain good blood pressure control
at all times

Introduction



Average Monthly Attendances
(Hougang Polyclinic)

3300 - 3500Hypertension

1100 - 1300Dyslipidaemia

3000 - 3300Diabetes Mellitus

150 - 200Asthma



Self Management Programme

 Self-Management Support has shown to reduce
hospitalisations, utilisation of emergency department
resources and overall managed care costs, although the
cost of self-management interventions in individual non-
managed care practices has yet to be determined.
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 Self Management Programme improves outcomes and
reduce costs in the long term.
Bodenheimer, T., Lorig, K., Holman, H. & Grumbach, K. (2002). Patient self-management of chronic disease in primary care. Journal of the

American Medical Association, 288 (19): 2469-2475.



PEP in Hougang Polyclinic

 Implemented in March 2006

 Total 937 patients with stable chronic conditions
were recruited to date

 170 patients with stable hypertension recruited
from March to September 2006 were evaluated in
this study



Objectives

 Empower patient to manage own condition

 Work in partnership with patient and family

 Reduce expenses to see doctor and precious

time-off to visit clinic

 Cut down unnecessary clinic visits without
compromising quality



Selection Criteria

 Achieved target control for BP and LDL-cholesterol
for the past 6 months (BP < 140/90mmHg and LDL-
cholesterol level < 3.4mmol/L)

 No evidence of target organ damage from the
disease

 Motivated to do self monitoring with digital BP set
and recording at home

 Agreed for alternate visits between doctor / care
manager every 6 monthly



Workflow of PEP

Care ManagerDoctor

Identify suitable
patients for

enrolment into PEP

Send patients to Care
Manager in Room 39

Patients agree
for recruitment in

PEP

Care Manger does the following:
•Explains the purpose of PEP
•Goes through checklist with patient
•Signs contract with the patient
•Instructs patient to purchase a BP set & My
Management Guide book if patient agreed to
use it as a record book

•Explains to patient on management plan
•Gives TCU date 3/12 Care Manager & 6/12 Dr
•Gives appointment for workshop / CDSMP if
necessary

•Stamps PEP in RED on patient’s appointment
card, case file & My Management Guide Book

PSC / Care Manager enter
database for monitoring &
tag case file with YELLOW

tape

Yes

No

Inform doctor
Gives routine Dr’s appointment



Hypertension Checklist



Contract

I agree to be recruited in the Patient Empowerment
Programme and will :

a) Measure my blood pressure at home

b) Follow the management plan as prescribed / instructed

c) Adhere to the follow up appointments

Signature of patient : _______________ Date: ________
Signature of witness : _______________ Date: ________



Hypertension Management Plan



Results

51%

49%

Female Male

n = 170

Distribution of gender



Results

93%

1% 5% 1%

Chinese Malay Indian Others

n = 170

Distribution of ethnicity



Results

2% 13%

42%

31%

12%

31 to 40 years old 41 to 50 years old

51 to 60 years old 61 to 70 years old

71 years and above

Distribution of age

n = 170
Mean age = 59



Results

Percentage of patients who engaged in self blood

pressure monitoring

93%

7%

YES NO

n = 170



Results

11%

89%

NO YES

Percentage of patients who attended the nurse

interim visit

n = 170



Understanding towards Management Plan

1. How often do you check your BP when it is less than 140/90mmHg?

Answer: Once a week or more frequent

Less frequent than once a week

2. When should you call the CM?

Answer: BP > 150/95mmHg or BP > 150/95mmHg for 3 days

“High” with no specific numbers or any readings other than

150/95 mmHg

3. At what BP should you consult a doctor?

Answer: BP > 160/100mmHg and unwell

Unwell or any readings other than 160/100 mmHg



Results

Percentage of patients who show understanding of

management plan

8%

80%

2%

10%

1. Frequency of BP checking
when BP is less than
140/90 mmHg

2. Call the CM

1. Frequency of BP checking
when BP is less than
140/90 mmHg

2. Call the CM

1. Frequency of BP
checking when BP is less
than 140/90 mmHg

2. Call the CM

3. Consult a doctor

1. Frequency of BP
checking when BP is less
than 140/90 mmHg

2. Call the CM

3. Consult a doctor

1. No BP checking done

2. Don’t know when to
call the CM

3. Don’t know when to
consult a doctor

1. No BP checking done

2. Don’t know when to
call the CM

3. Don’t know when to
consult a doctor

Call the CM
Call the CM

n = 170



Action towards Blood Pressure readings

1. Has your blood pressure readings ever reached above 160/100mmHg?

a) Yes. What did you do then?

Answer: See Doctor

Do nothing. Measure again the next day and it went down

Do nothing at all

Others: ___________________________________

b) No. **Skip to Question 2** (NA)

2. Has your blood pressure readings ever reached above 150/95mmHg?

a) Yes. What did you do then?

Answer: See Doctor

Call Nurse

Do nothing. Measure again the next day and it went down

Do nothing at all

b) No. (NA)

Total points: _______________or NA



Results

Percentage of patients who took appropriate action

towards high BP readings

1% 4% 1%

94%
No action taken when BP readings >150/95 & 160/100 mmHg

Appropriate action taken when BP reading >150/95 or 160/100 mmHg

Appropriate action taken for both readings

BP within normal range

n = 170



97%

3%

YES NO

Results

Compliance to medication

n = 170



Conclusion

The process outcomes showed in this study

strongly supported the importance of

a structured Patient Empowerment Programme in

self-managing of patients with hypertension.




