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Abstract: The National Primary Health Care
Policy (PNAB) aims to guarantee univer-
sal and comprehensive access to health care,
highlighting the Basic Health Unit (UBS) as
the main gateway to the Unified Health Sys-
tem (SUS). The financing model seeks per-
formance indicators, a strategy that seeks to
strengthen public policies and improve the
health of the population, among which sys-
temic arterial hypertension (SAH) stands
out. Hypertension is a chronic disease with a
high prevalence that affects around 1.3 billion
people worldwide and can result in serious
complications such as stroke and heart atta-
ck. The intervention proposal is the modali-
ty used to identify and address the barriers
to monitoring hypertensive patients in the
community served by the UBS, with a focus
on improving blood pressure control, adhe-
rence to treatment and reducing the number
of direct and indirect complications related to
SAH. The objectives of the research proposal
are to collect data on the number of hyper-
tensive patients in the community and their
access to follow-up appointments before and
during the intervention project. In this way,
to increase follow-up among hypertensive pa-
tients, improve quality of life and the use of
public health resources. The intervention pro-
ject was carried out over 6 months. The data
used was only collected in documentary form
6 months before the intervention project and
6 months during the intervention project. The
main effects observed were an increase in the
number of hypertensive patients and an 80%
increase in the number of consultations, espe-
cially among women over 30. There is a need
to follow up these patients to assess the impact
on the main complications related to hyper-
tension.
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INTRODUCTION

The National Primary Care Policy (PNAB)
was developed under the principles of uni-
versality, comprehensiveness, continuity of
care, from a human perspective and based on
equity and social participation (Brasil, 2019).
It understands the Basic Health Unit as one
of the system’s gateways, and it must provide
easy and complete access to the health care
networks.

In order for the PNAB to be implemen-
ted in its entirety, a strategy for financing and
strengthening PHC was set up, called Previne
Brasil (Harzheim et al, 2020; Brasil, 2021).

Previne Brasil was created in 2019, as a
new financing strategy, organized in weigh-
ted capitation, payment for performance and
incentive for strategic actions, (Brasil, 2006)
using 7 performance indicators, namely:

1. Number of prenatal consultations for

pregnant women, with 1 before 12 weeks;

2. Testing pregnant women for HIV and

syphilis;

3. Number of dental visits to pregnant

women;

4. Cytopathology collection;

5. Vaccinations given to children up to 1

year old;

6. consultation and measurement of blood

pressure in hypertensive patients;

7. Assessment of glycated hemoglobin and

consultation with diabetic patients.

Among the performance indicators, Sys-
temic Arterial Hypertension (SAH), a chro-
nic disease with a high prevalence, affects
1.3 billion people worldwide today, affecting
approximately 33% of people aged between 30
and 79 (WHO, 2023). SAH is a disease with
modifiable risk factors, a high prevalence, a
high risk of complications and death and the
possibility of simple treatment and prevention
(WHO, 2023).
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It is possible to diagnose SAH as an in-
crease in blood pressure observed after 2 or
more measurements with values above 140
and/or 90 mmhg, provided that the measu-
rement takes place in a suitable environment,
and with a cuft that is consistent with the cir-
cumference of the patients limb (Barroso et
al, 2021; Costa et al, 2022; Brasil, 2007).

The main risk factors observed, according
to the World Health Organization (WHO,
2023; Brazil 2007), are: increased salt con-
sumption, smoking, obesity, increased alcohol
consumption and physical inactivity.

Among the main complications are heart
failure, stroke and acute myocardial infarction
(Barroso et al, 2021; WHO, 2023).

It is well known that a basic unit is made up
of a catchment area, so it has direct access to a
community, with all its particularities, and its
purpose is to collect direct data on patients’
health and implement the public policies and
principles of the SUS, and is therefore the
main gateway into the system.

Thus, observing the importance of hyper-
tension, the possibility of complications and
death from hypertensive diseases, also evalua-
ting the number of consultations carried out
daily at the basic health unit and analyzing
that there is still a lack of comprehensive and
constant care for the population known to
be hypertensive, an intervention project was
developed as a strategy to gather data on the
population in question, collecting data to un-
derstand the reality, the use of medication
and to increase the number of patients not
yet followed up by the health unit in order to
reduce the rate of untreated or inadequately
controlled hypertensive patients and reduce
the direct and indirect complications inherent
in the pathology.
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JUSTIFICATION

Hypertension is a chronic disease with
modifiable factors and a high risk of compli-
cations and mortality. According to the World
Health Organization (WHO, 2023), 1.3 billion
people worldwide have hypertension, with
approximately 33% of the population aged be-
tween 30 and 79 being hypertensive.

The basic unit where the intervention will
be carried out serves a population with nu-
merous health problems, which depends al-
most exclusively on care at public units, with
the UBS being the main point of entry. The
population also has access to an Emergency
Care Unit, a General Hospital and a Children’s
Hospital.

Uncontrolled hypertension can lead to se-
rious complications such as stroke, myocar-
dial infarction and kidney failure, generating
a significant impact on public health and heal-
th system costs. The high prevalence of hyper-
tension observed globally is also reflected in
our unit, where we face specific challenges
related to patient adherence to ongoing treat-
ment and blood pressure monitoring.

Many patients only go to the health unit
when they have symptoms, often arriving with
inadequate blood pressure control, sporadic
use of medication and high blood pressure le-
vels. This behavior indicates the urgent need
to make the population aware of the impor-
tance of proper control of hypertension and
the risks associated with neglecting it.

The proposed intervention project aims
to analyze the challenges faced in attracting
hypertensive patients who are not regularly
followed up by the basic health unit, identi-
fying the reasons for resistance to outpatient
follow-up.

Planning should cover:

1. Carry out a survey of the number of

hypertensive patients in the community

covered by the unit.
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2. Improve the control and measurement

of blood pressure in hypertensive patients.

3. Increase adherence to drug and non-

-drug treatment.

4. Observe and document complications

reported by hypertensive patients.

5. Assess hypertension-related complica-

tions and deaths in the unit.

6. Reduce the number of complications

caused by hypertension.

7. Increase the engagement of the health

team in attracting and monitoring patients.

Reducing the number of patients without
adequate control, improving the quality of life
of participants and reducing the health costs
associated with hypertension.

The community intervention is a low-cost
initiative with the potential to generate major
benefits for the population, the neighborhood
and the municipality. Its continued imple-
mentation will guarantee the sustainability of
the results in the long term, contributing to a
significant improvement in public health.

METHODOLOGY

Juazeiro do Norte is a city in the northeast
of Brazil. The municipality has a population
of 286,120 according to the IBGE. The health
system is made up of Basic Health Units, whi-
ch are the responsibility of the municipality,
UPA, polyclinics and referral hospitals. The
basic unit used in the research is located in a
peripheral neighborhood, with a population
with low levels of education, difficulties in ac-
cessing the sewage system and public trans-
port.

The study design is documental and biblio-
graphic, collected from documents completed
during and after the intervention project.

Documentary data produced at the Frei
Damido II Basic Health Unit was used to
monitor the cases. An Excel spreadsheet was
created to record data on the disease and its
follow-up. The database used for this research
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was extracted from this spreadsheet, omitting
all personal information, such as the name of
the case, the name of the person who did the
follow-up and any personal identification. The
data was collected during the 6 months prior
to the intervention project and then 6 months
during the intervention project.

The inclusion criteria for the study were
confirmed cases of hypertension in people
over the age of 18. Exclusion criteria were
children and adolescents and patients with
hypertension still under investigation. No
patient was identified in the study, so no so-
ciodemographic data was collected. The sex of
the registry was used for sexual identification,
since the aim is to observe the flow of people
with the condition and to expand access.

RESULTS AND DISCUSSION

The intervention project was carried out be-
tween July 2024 and December 2024, with the
aim of increasing the number of hypertensive
patients seen and registered at the basic health
unit, using indicators and systematized con-
trol over the number of new patients followed
up by the basic health unit; to improve blood
pressure control, reducing the percentage of
patients with uncontrolled blood pressure, ke-
eping blood pressure at adequate levels accor-
ding to the hypertension guidelines of the Bra-
zilian Society of Cardiology and the Ministry
of Health’s Primary Care Notebook, using the
percentage of patients with adequate control
as an indicator; improve adherence to medi-
cation and non-medication by observing the
percentage of patients who use the activities
provided by the basic health unit and outsi-
de of it, as well as the appropriate use of pres-
cribed medication; reduce complications and
deaths related to hypertension by evaluating
the number of complications and deaths rela-
ted to hypertension; increase the engagement
of the health team to disseminate correct in-
formation and increase efficiency in capturing
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and following up patients, based on control
meetings and patient and team evaluations of
the project; increase access to education and
awareness of the population about hyperten-
sion, by developing campaigns with the parti-
cipation of the community.

In order to achieve these results, strategies
were used, such as: continuous blood pres-
sure monitoring for all patients registered as
hypertensive, in a systematized and coordina-
ted way; easy access to BP checks and blood
pressure monitoring; wide dissemination of
information about the disease and its possible
complications. Access to medicines through
the unit and public distribution programs.

The method used to obtain the results is
dynamic and must be adapted according to
the challenges that the community demands.
It must also be known to the entire team and
have the participation of everyone in the unit.

It was recommended that hypertensive pa-
tients should return to the unit every 3 mon-
ths or in the presence of a change in blood
pressure or after a blood pressure map, if pa-
tients still had undesirable blood pressure for
their age and cardiovascular risk.

The unit has a total of 3608 registered pa-
tients, of whom 38 were registered in the first
half of 2024 and 301 were duly registered after
the intervention project.

After analyzing the data from the sprea-
dsheet created, it was observed that in the 6
months prior to the intervention project the
number of consultations among hypertensive
patients was 333, distributed as follows: 57.4%
female and 42.6% male, ranging from 20 years
old to over 80 years old. There are no patients
under the age of 20 monitored for hyperten-
sion. In the last data collection period, the
number of consultations was 603 in 6 months,
72.3% of which were female and 27.7% male.

This led to an 80% increase in the number
of consultations.

Among the patients observed, the age and
gender distribution is as shown in the table
below.

Periods analyzed January 2024 to June 2024

Age Female Male

Under 20s 0 0

20 to 24 years old 1 1
25 to 29 years old 1 11
30 to 34 years old 4 5
35 to 39 years old 6 6
40 to 44 years old 14 7
45 to 49 years old 31 12
50 to 54 years old 19 19
55 to 59 years old 22 11
60 to 64 years 14 15
65 to 69 years 23 17
70 to 74 years 14 18
75 to 79 years 23 10
Over 80s 19 10

Observation period from September 2024 to February 2025
Age Female Male

Under 20s 0 0

20 to 24 years old 1 1
25 to 29 years old 11 10
30 to 34 years old 12 1
35 to 39 years old 12 3
40 to 44 years old 34 14
45 to 49 years old 57 9
50 to 54 years old 80 9
55 to 59 years old 72 17
60 to 64 years 50 19
65 to 69 years 44 17
70 to 74 years 30 31
75 to 79 years 38 12
Over 80 years old 38 25

Thus, it can be seen that the intervention
project increased the number of consultations
with hypertensive patients, and the number
of registered patients improved considerably,
going from 38 to 301 patients actively registe-
red at the unit.

The intervention project was particular-
ly sensitive to the female public, in all age
groups, especially among women over 35. The
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number of female consultations in the 6 mon-
ths prior to the intervention project was 191
female consultations and 142 male consulta-
tions, while in the second collection period
it was 435 female consultations and 167 male
consultations. A net increase of 244 consulta-
tions among women and only 25 among men.

Possible factors for this difference are the
unit’s opening hours, which are during the day,
the fact that the neighborhood where the unit
is located is peripheral and therefore far from
most people’s workplaces, and that young peo-
ple are less concerned about their health.

CONCLUSION

Hypertension is a highly prevalent public
health problem that directly and indirectly af-
fects the quality of life, health and mortality
of the population. The proposed intervention
aims to identify and monitor hypertensive pa-
tients at the Basic Health Unit (BHU) in order
to promote effective control of the disease and
prevent serious complications associated with
it.

The objectives outlined in the intervention
project - such as increasing patient uptake, im-
proving blood pressure control and adheren-
ce to treatment - are essential for tackling the
reality of hypertension in our community. But
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