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Abstract

Background: Home blood pressure (BP) monitoring (HBPM) over a 7-day period is
recommended to confirm the diagnosis of hypertension.

Methods: We determined upper and lower home BP thresholds with >90% positive predictive
value (PPV) and >90% negative predictive value (NPV) using 1 to 6 days of monitoring to
identify high home BP (systolic BP [SBP] =130 mm Hg or diastolic BP [DBP] = 80 mm Hg)
based on 7 days of HBPM. The sample included 361 adults from the Improving the Detection of
Hypertension Study who were not taking antihypertensive medication. We used two 7-day periods,
at least 3 days apart, the first being a sampling period and the second a reference period. For each
number of days in the sampling period, we determined the percentage of participants who had a
high likelihood of having (>90% PPV) or not having (>90% NPV) high BP and would not need to
continue HBPM. Only the participants in an uncertain category (i.e. PPV <90% and NPV <90%)
after each day were carried forward to the next day of HBPM.

Address for Correspondence: Daichi Shimbo, MD, Columbia University Irving Medical Center , 60 Haven Avenue, Office Suite
B234, New York, NY 10032, (646) 317-0305, ds2231@cumc.columbia.edu.

Disclosures

None



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnue Joyiny

Bradley et al.

Page 2

Results: Of the 361 participants (mean [SD] age of 41.3 [13.2] years, 60.4% women), 38.0% had

high home BP during the reference period. There were 63.7%, 17.1%, 10.5%, 3.3%, 3.6%, and
1.4% participants who would not need to continue after 1, 2, 3, 4, 5, and 6 days of monitoring.

Conclusions: In most people, high home BP can be identified or excluded with a high degree of
confidence with 3 days or less of monitoring.
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BP and 12 (3.3%) do not have high BP
(no need to continue HBPM)
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(no need to continue HBPM)

High confidence that 6 (1.7%) have high
BP and 7 (1.9%) do not have high BP
(no need to continue HBPM)

High confidence that 3 (0.8%) have high
BP and 2 (0.6%) do not have high BP
(no need to continue HBPM)

The diagnosis of hypertension typically relies on blood pressure (BP) measurements taken in
the office setting?. To improve the diagnosis of hypertension, out-of-office BP monitoring is
recommended in clinical practice guidelines, scientific statements, and policy statements?:3,

One method for measuring out-of-office BP is home BP monitoring (HBPM), which
involves a person measuring BP at home during the morning and evening over a period

of days to weeks.

There are limited data on the number of days that HBPM should be performed to obtain
an accurate estimate of someone’s mean home BP#6. Guidelines recommend that 2

readings be obtained in the morning and in the evening for 7 days’-€. The 2017 American
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College of Cardiology (ACC)/American Heart Association (AHA) guideline recommends
that decisions to initiate or intensify antihypertensive medication be based on the average of
readings taken over a 7-day monitoring period2. However, conducting HBPM over 7 days
may be challenging for patients due to the feasibility of measuring BP twice a day for 7
days in daily life, which is a barrier to the widespread use of HBPM®10, If fewer days of
HBPM are sufficient for confirming or excluding high home BP with a sufficient degree of
confidence for most individuals, HBPM would be easier for patients to implement in clinical
practice.

The goals of the current study were to determine thresholds for combinations of systolic BP
(SBP) and diastolic BP (DBP) on HBPM over 1- to 6-day periods of monitoring that could
be used to identify those with high home BP (=130/80 mm Hg) on 7 days of HBPM with

a high positive predictive value (PPV) and high negative predictive value (NPV). The study
also determined whether only morning readings or only evening readings based on 1 to 6
days were sufficient to confirm or exclude high home BP.

METHODS

The data that support the findings of this study are available from the corresponding author
upon reasonable request.

Sample population.

The study sample consisted of participants from the Improving the Detection of
Hypertension (IDH) study, a community-based study in New York City. Enrollment occurred
between March 2011 and October 2013. The IDH study included 408 adults aged >18 years
who were free from known cardiovascular disease (CVD). Study exclusion criteria included
office SBP =160 mm Hg or DBP =105 mm Hg assessed during a screening visit; history

of secondary hypertension; taking antihypertensive medication; taking other medications
that affect BP (e.g., steroids, tricyclic antidepressants); a self-reported history of kidney,
liver, adrenal, thyroid, rheumatologic, or hematologic disease; organ transplantation; recent
cancer; dementia; or current pregnancy. The protocol of the IDH study was approved by
the Institutional Review Board at Columbia University and all participants provided written
informed consent.

As described below, IDH study participants were asked to perform 21 days of HBPM. As
BP guidelines, scientific statements, and policy statements recommend a preferred period
of 7 days with a minimum of 3 days of HBPM for determining mean home BP1.2.11 we
identified the first consecutive 7-day period that included at least 3 days of home BP data
with two morning and two evening readings as a sampling period (Figure S1). To obtain
an accurate estimate of HBPM over 7 days, a second consecutive 7-day period starting at
least 3 days after the end of the sampling period that included at least 24 of the targeted
28 readings (two morning and two evening) was used as a reference period. In this study,
we intentionally separated the sampling period from the reference period to allow for the
inherent short-term variability in repeat HBPM over time. The current study included 361
participants who met the criteria for the sampling and reference periods.
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Study procedures.

HBPM.

Eligible participants attended 5 study visits over a 4-week period (see Figure S2). The

IDH study involved three separate assessments of office BP; two 24-hour ambulatory BP
monitoring (ABPM) recordings; and 21 days of HBPM. Demographic information was
ascertained at the time of study enrollment (Visit 1) using a self-administered questionnaire,
and information about CVD risk factors was ascertained by a structured interview. Office
BP was measured at Visits 1, 3, and 4 (see Supplemental Methods). HBPM was conducted
during the 3 weeks (i.e., 21 days) between Visits 2 and 4.

During Visit 2, participants were provided a HBPM device, Omron HEM-7901T
(HEM-7080-1TZ2)12 or HEM-791IT (HEM-7222-1TZ)13 and trained on how to perform
HBPM. Participants were instructed to take measurements from their non-dominant arm,
after resting for 5 minutes in the seated position, with their arm at heart level. For the 21
days between Visits 2 and 4, participants were asked to measure home BP with 1 minute
between readings, twice in the morning after waking and twice before going to bed. For the
sampling period, we computed the average of the first day’s readings, the average of the
first two days’ readings, the average of the first three days’ readings, and so forth. We also
computed the average of all readings obtained during the 7-day reference period. High home
BP was defined as mean home SBP/DBP =130/80 mm Hg (i.e., mean home SBP =130 mm
Hg or home DBP >80 mm Hg) during the reference period. In a sensitivity analysis, high
home BP was defined as mean home SBP/DBP =135/85 mm Hg during the reference period.

Statistical Analyses.

Participant characteristics were summarized as mean and SD for continuous variables and
frequency and percentage for categorical variables. The sensitivity, specificity, PPV, and
NPV for diagnosing high home BP during the reference period (mean home SBP/DBP
>130/80 mm Hg based on all morning and evening readings) were calculated using high
home BP (mean home SBP/DBP >130/80 mm Hg) based on 1, 2, 3, 4, 5, 6, and 7 days of
morning and evening readings from the sampling period.

Using a previously described method, 415> among the 361 participants, we determined
combinations of mean home SBP and DBP, calculated from the first 1, 2, 3, 4, 5, or 6

days of morning and evening readings from the sampling period that would provide >90%
PPV or >90% NPV for having high home BP based on all morning and evening readings
from the 7-day reference period. Briefly, logistic regression was used to predict high home
BP in the reference period from mean home SBP and DBP for each number of days in the
sampling period (see Supplemental Methods for further details). Predicted probabilities for
having high home BP during the reference period were then generated for each participant
based on their mean home SBP and DBP for 1, 2, 3, 4, 5, and 6 days of morning and
evening readings during the sampling period. For each number of days of monitoring, we
determined the sensitivity, specificity, PPV, and NPV for high home BP associated with
different predicted probability thresholds. We determined the predicted probability that
yielded a 90% and secondarily a 95% PPV, and a 90% and secondarily a 95% NPV for
having high home BP. BP boundary lines, representing the probability cutoff that yielded
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these PPV and NPV for high home BP was estimated using the logistic regression equation:
In (cutoff p/(1 - cutoff p)) = Bgpp sampting period (SBP) + Bpp amping perios (DBP) + intercept. Using this
equation, the upper boundary lines for 90% and 95% PPV and lower boundary lines for 90%
and 95% NPV in a graph can be generated by calculating home SBP values (on the ordinate
axis) from home DBP values (on the abscissa axis), because the predicted probability cutoff,
Bsbp sampling period s Bomp sampiing perioss &N the intercept are known:

SBP = {[In (cutoff p/(1 - cutoff p)) - intercept] / Bspp sampling period } — ( BDBP sampling period /' BsBP sampling period )*DBP

This formula allows for the determination of the SBP value which, in conjunction with

the DBP value, provides 90% (or 95%) PPV, and alternatively, 90% (or 95%) NPV for
having high home BP. Three regions on the graph were defined: region A, which included
participants above the PPV threshold for whom one could be 90% confident that they would
have high home BP during the reference period; region B, which included participants below
the NPV threshold for whom one could be 90% confident that they would not have high
home BP during the reference period; and region C, an “uncertain category”, which included
the remaining participants for whom a determination could not be made with more than 90%
confidence. For each number of days of HBPM in the sampling period, we determined the
number and percentage of participants who were in each region with only the participants in
the uncertain category (region C) being carried forward to the next day of HBPM. Although
not the primary focus of the current study, we also conducted these analyses for 7 days of
readings from the sampling period to determine the number of participants in regions A, B,
and C after a 7-day period of HBPM.

The number and percentage of individuals with a misdiagnosis were determined using the
two approaches: when all participants monitored their BP up to a given day of HBPM and
using the same BP threshold to define high home BP, and alternatively, when participants
moved to the next day of HBPM if they were in the uncertain category using >90% and
>95% PPV and NPV thresholds. For the former approach, misdiagnosis was defined as
participants who had high home BP based on the sampling period but did not have high
home BP on the reference period, and participants who did not have high home BP based on
the sampling period but had high home BP on the reference period. For the latter approach,
misdiagnosis was defined as participants in region A who did not have high home BP on
the reference period, and individuals in region B who had high home BP on the reference
period.

The analyses were repeated and the BP boundary lines for 90% PPV and 90% NPV for
having high home BP in the reference period (mean home SBP/DBP =2130/80 mm Hg based
on morning and evening readings) were estimated using mean home BP based on only
morning readings during the sampling period and, separately, using only evening readings
during the sampling period. Finally, a sensitivity analysis was performed by defining high
home BP as mean home SBP/DBP =135/85 mm Hg.
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Participant characteristics

The mean (SD) age of the 361 participants was 41.3 (13.2) years, 60.4% were women,
63.2% and 24.7% self-identified as Hispanic ethnicity and Black race, respectively.

Of the 361 participants, 141 (39.1%) had high office BP, and 138 (38.2%) had high home
BP during the 7-day sampling period (Table 1). During the reference period, 137 (38.0%)
had high home BP. During the 7-day sampling period, the median (25% percentile - 75%
percentile) number of morning and evening readings was 26 (23 - 28), with a median (25%
percentile - 75% percentile) of 14 (12 - 14) morning readings, and a median (IQR) of 13 (12
- 14) evening readings.

Diagnostic accuracy for high home BP

The sensitivity and specificity increased from 78.8% (95% CI: 72% - 86.7%) and 86.6%
(95% CI 82.3%-91.1%), respectively, with 1 day of monitoring to 86.9% (95% ClI
81.2%-92.5%) and 91.5% (87.8%-95.2%) respectively, with 7 days of monitoring (Table

2). The PPV and NPV increased from 78.3% (95% CI 71.4%-85.1%) and 87.0% (95% CI
82.6%-91.4%), respectively, with 1 day of monitoring to 86.2% (95% CI 80.5%-92.0%) and
91.9% (95% CI 88.4%-95.5%) respectively, with 7 days of monitoring.

BP thresholds to detect high home BP with high PPV and NPV based on an increasing
number of days of monitoring using morning and evening readings

Figure 1 shows the scatter plots of the mean home SBP and DBP measurements for 1, 2,

3, 4,5, 6,and 7 days of monitoring, and the 90% PPV, 95% PPV, 90% NPV, and 95%
NPV boundary lines for detecting high home BP based on the reference period. Values for
predictive probability corresponding to the 90% PPV and 90% NPV, and 95% PPV and 95%
NPV boundary lines are provided in Table S1. Table 3 shows the formulae for determining
the boundary lines, which were used to identify if an individual’s BP is in region A (i.e.
high likelihood for having high home BP), B (i.e. high likelihood for not having high home
BP), or C (i.e. uncertain category). The boundary lines for 90% PPV and 90% NPV, and
boundary lines for 95% PPV and 95% NPV became closer to one another as the number of
days used to calculate mean home BP increased from 1 to 7 days, which resulted in fewer
participants in the uncertain category.

For the 90% PPV and 90% NPV boundary lines, of the 361 participants, there were 230
(63.7%), 62 (17.1%), 38 (10.5%), 12 (3.3%), 13 (3.6%), 5 (1.4%), and 1 (0.3%) not in the
uncertain category after 1, 2, 3, 4, 5, 6, and 7 days of monitoring (Table 4). For the 95% PPV
and 95% NPV boundary lines, of the 361 participants, there were 178 (49.3%), 55 (15.3%),
27 (7.5%), 24 (6.7%), 18 (5.0%), 9 (2.5%), and 3 (0.8%) not in the uncertain category after
1,2,3,4,5, 6, and 7 days of monitoring.

When all 361 participants monitored their BP up to a given day of HBPM, the percentage
of participants with a misdiagnosis decreased from 1 to 7 days of monitoring (Table S2).
In contrast, using either >90% or >95% PPV and NPV BP thresholds, the percentage of
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participants required to do HBPM for the specified monitoring period decreased as the
cumulative percentage of participants with a misdiagnosis increased. Compared to having
participants monitor their BP up to a given day, the percentage of participants with a
misdiagnosis was lower for days 1-3, and higher for days 4-7 using 90% PPV and 90% NPV
thresholds. The percentage of participants with a misdiagnosis was consistently lower for
days 1-7 using 95% PPV and 95% NPV thresholds. When all 361 participants monitored
their BP for 3 days, 48 (13.3%) had a misdiagnosis. Using >90% PPV and >90% NPV
thresholds, of the 361 participants, 69 (19.1%) were required to perform HBPM for 3
days, and 40 (11.1%) participants had a misdiagnosis. Using >95% PPV and >95% NPV
thresholds, of the 361 participants, 128 (35.5%) participants were required to perform
HBPM for 3 days, and 19 (5.3%) participants had a misdiagnosis.

BP thresholds to diagnose high home BP with high PPV and NPV based on an increasing
number of days of monitoring using only morning or evening readings

The scatter plots of home SBP and DBP for 1 to 7 days of monitoring along with the
corresponding 90% PPV, 95% PPV, 90% NPV, and 95% NPV boundary lines, using

only morning readings and only evening readings are shown in Figure S3 and Figure S4,
respectively. Values for predictive probability corresponding to the 90% PPV and 90% NPV,
and 95% PPV and 95% NPV boundary lines using only morning readings and only evening
readings, are provided in Table S3 and Table S4, respectively. Tables S5 and S6 show

the formulae for determining boundary lines for only morning readings and only evening
readings, respectively. The boundary lines for 90% PPV and 90% NPV became closer to one
another as the number of days used to calculate mean home BP increased. Participants in the
uncertain category (region C) contained fewer participants with more days of HBPM.

Sensitivity analysis defining high home BP as =135/85 mm Hg

The prevalence of high home BP (=135/85 mm Hg) was 18.8% and 20.5% in the sampling
and reference periods, respectively. Sensitivity, specificity, PPV, and NPV after defining high
home BP as 2135/85 mm Hg are provided in Table S7. Table S8 shows the number and
percentage of participants who were in regions A and B with only the participants in the
uncertain category (region C) being carried forward to the next day of HBPM. Compared to
having participants monitor their BP up to a given day, the percentage of participants with

a misdiagnosis was lower for days 1 and 2, and higher for days 3, 4, 5, 6, and 7 using 90%
PPV and 90% NPV thresholds for having high home BP defined as >135/85 mm Hg (Table
S9).

DISCUSSION

Among participants not currently taking antihypertensive medication, the use of higher
or lower BP thresholds that provide a high confidence of having (i.e. greater than 90%
PPV) or not having (i.e. greater than 90% NPV) high BP would allow many individuals
to monitor home BP for far less than the currently recommended 7 days. Higher or lower
BP thresholds for only morning or only evening home BP readings would similarly allow
for shorter duration of HBPM. When evaluating individuals for the presence or absence
of high home BP, clinicians could use the formulae presented in Table 3 (using morning
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and evening readings), Table S5 (using only morning readings), and Table S6 (using only
evening readings) to determine if an individual’s BP is in regions A or B (i.e. high degree
of confidence for identifying or excluding high home BP, respectively), or alternatively, in
region C (uncertain category) after each number of days of HBPM. If the BP is in region C,
the person would need to perform an additional day of HBPM.

Several guidelines and scientific statements recommend that HBPM with 2 morning and 2
evening readings each day for 7 days is the preferred approach for HBPMZ23, However, this
approach may not be practical for conducting HBPM. Chen et al reported in a study of 2272
participants, only 4.4% in clinical practice were obtaining 2 morning and 2 evening readings
for 7 days?2. The current study demonstrated that higher and lower BP thresholds could be
identified that would permit many individuals to be classified as having or not having high
BP with a fewer number of days of monitoring.

BP guidelines indicate that 3 days of HBPM may be sufficient?324, A systematic review by
Verberk et al. concluded that a minimum of 3 days of monitoring has sufficient diagnostic
accuracy for high BP”. Bello et al. found that for diagnosing high BP, there was good
reproducibility for 3 days of HBPM#. Kyriakoulisa et al. also showed that 3 days of HBPM
may be sufficient for determining mean home BP25, In a systematic review conducted by
Hodgkinson et al., there was only a small theoretical increase in prognostic value of home
BP for cardiovascular events from 3 to 7 days of monitoring2®. In the current study, using

a BP threshold of 130/80 mm Hg to define high home BP, 3 days of HBPM had 81.8%
sensitivity, 89.7% specificity, 83.0% PPV, and 88.9% NPV for diagnosing high home BP
defined as =130/80 mm Hg using 7 days of monitoring. While the PPV and NPV are high,
neither was greater than 90%. Using BP thresholds that have a high degree of confidence
for identifying or excluding high home BP (>90% PPV or 90% NPV, respectively), 230
(63.7%), 62 (17.1%), and 38 (10.5%) were not in the uncertain category after completing
1, 2, and 3 days of HBPM, and therefore could stop HBPM. These results indicate that a
large majority of participants can already be identified or excluded for having high home BP
within the first 3 days of HBPM.

After 3 days, misdiagnosis was more common with the approach of having all participants
conducting HBPM each day compared with having participants move to the next monitoring
day only if they are in the uncertain category. Although misdiagnosis was more common
with the latter approach after 4, 5 and 6 days of monitoring, it only affected a small
percentage of participants who performed this duration of monitoring and were deemed to
have or not have high home BP. Therefore, it may be reasonable for this small group of
individuals to complete 7 days of HBPM. Finally, for all number of days of monitoring,
compared with using a BP threshold of 130/80 mm Hg, misdiagnosis was consistently less
common using BP thresholds with an even higher degree of confidence for identifying or
excluding high home BP (>95% PPV and >95% NPV, respectively). The trade-off is that
more individuals would be in the uncertain category after each day of monitoring, using
>95% PPV and >95% NPV BP thresholds than using >90% PPV and >90% NPV BP
thresholds.
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Implementing the use of these higher and lower home BP thresholds with fewer days of
HBPM would be advantageous to use with emerging home telemonitoring technologies that
allow for home BP data to be sent to the clinician. If the HBPM data software was able

to automatically average BP readings, and apply these thresholds to patient data on a daily
basis, it could alert clinicians and their patients that it was no longer necessary to continue
if the mean home BP measurements were above the 90% PPV or below the 90% NPV

BP threshold after a particular number of days of monitoring. This would allow patients to
undergo fewer days of HBPM, which may encourage greater use of HBPM by clinicians as
HBPM would be less burdensome to patients.

Finally, the results of the current study also suggest that a large percentage of individuals
could perform fewer days of HBPM if a high home BP is defined as 2135/85 mm Hg.

Of the 361 participants, 310 (85.9%) and 19 (5.3%) were not in the uncertain category

after completing 1 and 2 days of HBPM. Further, after 1 or 2 days, misdiagnosis was less
common having participants move to the next day only if they are in the uncertain category,
compared with having all participants conduct HBPM each day. Misdiagnosis was more
common with the former approach after 3, 4, 5, and 6 days of monitoring, but this issue only
affected a small percentage of participants.

There are several strengths to this study. First, the participants reflect a diverse, community-
based population. The study had good representation of women and men, and persons

who self-reported being Black or Hispanic. Second, the study design was rigorous, and

the participants were trained on proper HBPM data collection. The current study may also
have several limitations. The population was relatively young, comprised of mostly never
smokers, and had a low prevalence of diabetes, suggesting that our results may not apply
to older adults with comorbid conditions and who have higher baseline risk for CVD.
Future studies should conduct analyses stratified by categories defined by age, gender, race/
ethnicity, and comorbid conditions to determine whether our findings are generalizable

to those who are more likely or less likely to have hypertension. Individuals taking
antihypertensive medication were excluded, therefore our results may not be applicable for
determining BP control among those taking antihypertensive medication. The mean office
BP and home BP were relatively low. However, the prevalence of hypertension was 39.1%
based on office BP, and 38.0% based on home BP, indicating that the sample had sufficient
BP distribution for the analyses. The study required for the sampling period that there be
at least 3 days of home BP data with two morning and two evening readings. This may

be challenging for some individuals to perform. Finally, the analysis relied on a reference
period that may not reflect the “true” reference standard for having high home BP or not.
However, this issue reflects the practical nature of classifying and managing high BP in
the real world, where a true reference standard for high home BP is not available due to
imperfect reproducibility. We chose a 7-day period for a reference period as multiple BP
guidelines, scientific statements, and policy statements recommend 7 days as a preferred
period of HBPMY-2.11 Qur data confirms that HBPM does not have perfect reproducibility
since after 7 days of HBPM, the sensitivity, specificity, PPV, and NPV were not 100%.

Hypertension. Author manuscript; available in PMC 2024 October 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Bradley et al.

Page 10

Perspectives

Patients may have difficulty conducting HBPM over a 7-day period to confirm the diagnosis
of hypertension. The current study demonstrates that using higher or lower BP thresholds
with a high degree of confidence for identifying (greater than 90% PPV) or excluding
(greater than 90% NPV) high home BP, respectively, would allow for fewer than 7 days of
HBPM for almost everyone. Using this approach, many individuals with and without high

home BP could be detected with 3 days or less of monitoring being collected. These findings
suggest that this approach may be practical for high BP screening in the general population.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Abbreviations:
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IDH Improving the Detection of Hypertension

ABPM ambulatory blood pressure monitoring
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Novelty and Relevance
What Is New?

. Using 90% PPV and 90% NPV thresholds with 7 days of monitoring as a
reference period, of the 361 participants, there were 230 (63.7%), 62 (17.1%),
38 (10.5%), 12 (3.3%), 13 (3.6%), 5 (1.4%), and 1 (0.3%) not in the uncertain
category after 1, 2, 3, 4, 5, 6, and 7 days of monitoring, and would not need to
do an additional day of monitoring.

What Is Relevant?

. This study determined thresholds for combinations of SBP/DBP on HBPM
over fewer days of monitoring that could be used to identify those with a high
PPV and high NPV for having high home BP (=130/80 mm Hg) on 7 days of
HBPM.

Clinical/Pathophysiological Implications.

. Most people’s high home BP can be detected with >90% PPV, or ruled out
with >90% NPV with 3 days or less of monitoring, which may improve
adherence to home monitoring and improve clinical utilization.
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Figure 1. Scatter plots of home systolic and diastolic BP levels for 361 participants based on 1, 2,
3,4,5, 6, and 7 days of morning and evening readings from the sampling period

Participants with high home BP based on the reference period appear as red circles while
participants without high home BP are shown in blue. Region A contains combinations of
systolic and diastolic BP levels with a high degree of confidence for having high home

BP (greater than 90% PPV and greater than 95% PPV). Region B contains combinations
systolic and diastolic BP levels with a high degree of confidence for not having high home
BP (greater than 90% NPV and greater than 95% NPV). Region C represents the region of
uncertainty.

BP: blood pressure; NPV: negative predictive value; PPV: positive predictive value
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Participant characteristics (N=361)
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Table 1.

Age,y
Female, %
Race
Black race, %
Hispanic ethnicity, %
Smoking status
Never, %
Past smoker, %

Current smoker, %

413+132
218 (60.4%)

89 (24.7%)
228 (63.2%)

296 (82.0%)
34 (9.4%)
31 (8.6%)

Body mass index, kg/m?
Diabetes, %
SBP, mmHg

Mean office SBP, mercury, Visit 1"

Mean of home morning and evening SBPt

Mean of home morning SBP#

Mean of home evening SBP$

Mean of home morning and evening SBP (reference period)
DBP, mmHg

Mean office DBP, mercury, Visit 1 *

Mean of home morning and evening DBPT

Mean of home morning DBP%

Mean of home evening DBP}

Mean of home morning and evening DBP (reference period)

Hypertension status based on SBP and DBP§

Office, mercury, Visit 1 *

Home (sampling period)t

Home (reference period)

276+52
8 (2.2%)

116.3+15.8

1155+133
1148+ 135
116.0 + 14.0
1159+ 137

76.1+10.1
76.7+9.1
76.8+9.3
76.2+9.4
77.0+9.1

141 (39.1%)

138 (38.2%)
137 (38.0%)

Values are mean + SD or N (%).

SBP: systolic blood pressure, DBP: diastolic blood pressure
*
Based on mean of 3 readings

fMean of all readings during the sampling period (for 7 days).

'tMean of morning or evening readings during sampling period (for 7 days).

§As defined by the 2017 ACC/AHA BP Guideline (mean SBP =130 mm Hg or mean DBP =80 mm Hg)
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