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Abstract
Rationale—The Secondary Prevention of Small Subcortical Strokes study is a multicenter,
international trial funded by the National Institutes of Health testing the role of lowering systolic
blood pressure to < 130 mmHg in the prevention of stroke recurrence and cognitive decline in
patients with recent symptomatic small subcortical stroke. Reliable and unbiased blood pressure
measurement is critical to successful completion of the trial.

Methods—We looked at the reliability and validity of both the device used for blood pressure
measurement and observer performance during measurement to assess the quality of blood
pressure determination in the study. The Colin 8800C blood pressure device was tested for
performance to Association for the Advancement of Medical Instrumentation standards and for
presence of skipped digits. Observer performance was tested by examining adherence to the
Secondary Prevention of Small Subcortical Strokes protocol.

Results—The mean difference (in mmHg) between the Colin device and the average of the two
observers was 3.9 (SD 6.7) and − 2.1 (SD 6.1) for systolic and diastolic pressures respectively,
thereby meeting Association for the Advancement of Medical Instrumentation requirements. No
skipped digits were found between 82–230 and 40–120 mmHg for systolic and diastolic pressures,
respectively. Observer performance was excellent with greater than 90% of patients having blood
pressure measured consistently according to the protocol.

Conclusions—Device and observer performance in Secondary Prevention of Small Subcortical
Strokes is excellent. Interpretation of the Secondary Prevention of Small Subcortical Strokes data
for the effect of lowering systolic blood pressure on patient outcomes will not likely be adversely
affected by these factors. Accuracy will be monitored throughout the remainder of the trial to
ensure that this high quality is maintained.
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Background
The Secondary Prevention of Small Subcortical Strokes (SPS3) study is an ongoing
multicenter international trial funded by National Institutes of Health with the objective of
defining efficacious therapies for prevention of stroke recurrence and cognitive decline in
patients with recent symptomatic small subcortical stroke [1] (www.SPS3.org). The trial is
testing the hypothesis that control of systolic blood pressure (SBP) to a target of < 130
mmHg (intensive group) will result in fewer recurrent strokes, less cognitive decline, and a
decrease in other major vascular events with no adverse impact on quality of life compared
with a target of 130–149 mmHg (usual group). Drawing on best published evidence,
investigators with training and expertise in the treatment of hypertension are managing
participants’ blood pressure to the randomly assigned target SBP ranges. Additionally, the
trial is testing the effectiveness of aspirin compared with aspirin plus clopidogrel on these
outcomes. A recruitment goal of 2500 participants, followed for an average of 3.5 years,
with a mean difference of 10 mmHg between the two groups, is required to have sufficient
power to answer these questions.

As the blood pressure arm of the SPS3 study is unblinded, several strategies for reducing
bias have been employed. The prospective, randomized, open-label, blinded-endpoint study
design [2] is being used. This design has been employed in several blood pressure trials
[3-5] and its advantages are that it preserves the benefits of randomization and reduces bias
in ascertainment of outcomes through blinded end-point detection. An additional strategy for
reducing bias in the SPS3 study is ensuring accurate blood pressure measurements through
the use of an automated oscillometric electronic device for the measurement of blood
pressure and standardized teaching of the observers who use the automated device. These
devices have the potential to minimize bias introduced by human error, particularly digit
preference for zero, the most common form of observer error [6,7]. Given the two target
SBP groups (< 130 and ≥ 130 to < 149), digit preference for zero could overestimate or
underestimate blood pressure prompting changes in blood pressure regimens in an effort to
reach the participant’s assigned targets. Erroneous blood pressure values could result in over
or under treatment of blood pressure with resultant reduction in the ability to detect the true
impact of the difference in SBP control between the two treatment arms. Electronic blood
pressure devices are the most reliable method of removing digit preference for zero [8].

Although the use of electronic monitors in clinical practice is becoming quite common [9],
not all automated oscillometric blood pressure measurement devices have passed any of the
accepted validation studies [10-12] leading to ongoing concerns regarding their accuracy.
How oscillometric devices work has been well described [13], but manufacturers do not
share proprietary information about how their devices calculate blood pressure leading to the
surprising finding that a commonly used device (DINAMAP GE Healthcare, Amersha
Bucks, UK) skipped certain values for SBP and diastolic blood pressure [14].

Each SPS3 clinical site uses the Colin 8800C (Colin Medical Instruments, an Onrom
Company, San Antonio, Texas, USA) to measure blood pressure. Although the Colin 8800C
has passed the US Association for the Advancement of Medical Instrumentation (AAMI)
standards [15], validity is not determined by one study alone but is a matter of cumulative
evidence and further independent validation of this device is recommended [16].

Accuracy in blood pressure measurement requires not only a valid measuring device but also
reliability in its measurement. The impact of observer error on accurate blood pressure
measurement is well described [17-19] leading to guidelines by several organizations to
enhance accuracy and reliability in measurement [20-22]. Despite these guidelines, observer
errors remain common in clinical practice and hypertension trials [23-26]. The SPS3
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observer protocol for quality blood pressure measurement incorporates the elements from
the American Heart Association blood pressure measurement guidelines and The JNC 7
Report [21,22] (Table 1). Given the importance of accurate blood pressure measurement to
this trial, this paper presents the analyses undertaken, as part of an ongoing process, to
enhance the quality of blood pressure measurement in the SPS3 study. The specific research
objectives were (i) to examine the accuracy of the Colin 8800C electronic device compared
with manual auscultation of blood pressure, (ii) to test the Colin 8800C algorithm for the
presence of skipped digits, and (iii) to assess observer adherence to the SPS3 blood pressure
measurement protocol.

Methods
Accuracy of the Colin 8800C electronic device

Validation of the Colin electronic device was undertaken following the AAMI protocol. This
study was approved by the Institutional Review Board of the University of Texas Health
Sciences Center at San Antonio. Adult healthy volunteers and patients from outpatient
clinics (Neurology, Nephrology, Internal Medicine, Family Medicine, and General Surgery)
were recruited. Participants were chosen to reflect the population of the SPS3 study, meet
the requirements of the AAMI validation protocol, and to provide a distribution of ages, in
particular ensuring that participants older than 60 years were represented in the sample. As
specified in the AAMI protocol (see Table 2), participants were selected to represent all
values of blood pressure and arm size (circumference). Consenting participants had a
minimum of three sets of blood pressure measurements taken in a quiet room over a period
of 6–15 min. The appropriate-sized blood pressure cuff was wrapped snugly on the bare
upper arm over the brachial artery.

The AAMI protocol calls for two trained observers to independently measure SBP and
diastolic blood pressures (three consecutive measurements) on at least 85 adult participants
which will provide 255 data points. The AAMI protocol bases its sample size on being able
to detect a difference between the standard and the automatic device of 5 ± 8 mmHg at a
significance level of 0.05 and a power of 0.90.

The Colin 8800C monitor was calibrated and checked at the beginning of each session for
proper operation. A mercury manometer was connected to the oscillometric blood pressure
monitor using a T-tube connection to allow simultaneous measurements by the oscillometric
and the auscultatory methods. A research assistant recorded the SBP, diastolic, and mean
blood pressure reading at the time of deflation from the monitor’s display screen. Two
observers, trained in blood pressure measurement, made simultaneous blood pressure
readings on each participant using a W.A. Baum dual head stethoscope and an automated
mercury sphygmomanometer and recorded the pressures. Each was blinded to the other’s
recording and to the reading obtained by the Colin device. The first and fifth Korotkoff
sounds were used for measurement of SBP and diastolic blood pressures, respectively. To
meet AAMI standards, 100% of the measurements from the two observers had to agree
within 10 mmHg and at least 90% within 5 mmHg. An independent assistant examined the
measurements made by the two observers; those that fell outside these requirements were
discarded and additional pressures taken.

Examining the validity of the Colin device is a form of concurrent validity where the test
device (Colin 8800C) is compared to a ‘gold standard’ (the manual measurements). The
extent to which the Colin 8800C device and the manual pressures produce the same blood
pressure values was examined in several ways. The mean difference in the measurements
obtained from the Colin 8800C device and the blood pressures from the auscultatory method
was calculated. On the basis of the AAMI criteria, an automatic blood pressure measurement
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device is designated as a ‘pass’ and is acceptable for clinical practice when the mean
difference between the test instrument and the mean auscultatory measurements is 5 mmHg
or less with a standard deviation of 8 mmHg or less. The percentage of the Colin device
readings that fell within 5, 10, and 15 mmHg of the mean of the auscultatory readings was
also calculated. Finally, Bland–Altman plots were created to provide a graphical
representation of both the degree of correspondence as well as the extent of the agreement.

Testing the Colin 8800 algorithm
The Colin 8800C algorithm was examined for the presence of skipped digits. At each SPS3
visit blood pressure is measured three times in the seated position and one time standing.
Although the average of the three sitting readings is used for clinical decision making, all
SBP and diastolic blood pressure readings (not just the average of the three readings)
available in the SPS3 study were used for this analysis. Frequency distributions were
generated for SBP and diastolic blood pressure measurements and these were visually
inspected for the occurrence of skipped digits.

Secondary Prevention of Small Subcortical Strokes procedures for blood pressure
measurement

Before initiating the trial, study coordinators, the majority of whom are registered nurses,
attend a training program that includes information on blood pressure measurement
techniques, training with the Colin 8800C electronic device, and instruction on the SPS3
protocol for managing participants into their assigned targets. To increase reliability in blood
pressure measurement in SPS3, all sites follow carefully documented procedures. Assessing
blood pressure with a calibrated electronic device will increase interrater (and also
intrarater) reliability [8] and requires less training than auscultation with a manual mercury
sphygomomanometer [23,27]. This was an important consideration given the challenges
associated with standardizing measurement procedures for multiple investigators across
more than 60 sites spanning more than six countries. Review programs are held on an annual
basis or more often when changes in personnel occur. The protocol for blood pressure
measurement emphasizes use of the appropriate sized cuff, a defined resting period before
measuring the blood pressure, obtaining three blood pressure measurements, and using the
average of these three measurements for clinical decision making. As noted above, sitting
blood pressure is measured three times with each measurement 2 min apart. Blood pressure
is then measured once after standing for 2 min. At the initial visit, blood pressure is
measured in both arms. Subsequent pressures are taken in the right arm unless the blood
pressure in the left arm is at least 10 mmHg higher; the arm revealing the highest blood
pressure is then used for all subsequent measurements. Table 1 provides further information
on the protocol for blood pressure measurement. Moreover, and as part of this protocol, the
Colin 8800 device undergoes annual calibration.

Key aspects of the SPS3 measurement protocol were examined for adherence by the
observers. These included using the Colin 8800 device for blood pressure measurement
instead of other devices, use of the appropriate size of blood pressure cuff, measurement of
blood pressure in both arms to choose the ‘selected arm’, use of the ‘selected arm’ for
subsequent measurements, measuring blood pressure three times at each visit, and frequency
with which blood pressure readings were taken at least 3 h after the intake of
antihypertensive medications.
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Results
Colin 8800C validation study

To satisfy the AAMI criteria for blood pressure distribution, 96 participants from the clinics
at University of Texas Health Science Center, San Antonio were recruited. The majority
were men (63%), the mean age of participants was 49 years (20% at least 60 years of age),
60% had a history of hypertension, and one-third were diabetic. As seen in Table 2, the
AAMI recommended distribution of blood pressures and arm circumferences was achieved.
The mean blood pressure of the group was 134/76. Excellent agreement was observed
between the two observers for the 96 adult participants (288 data points), with 98% of the
systolic and diastolic readings of the two observers agreeing within 5 mmHg. The mean
difference between the two observers was less than 1 mmHg for both the SBP and the
diastolic blood pressures. Given this close agreement, the AAMI standards recommend
using the average of the two observers for comparison with the electronic device.

The mean difference (in mmHg) expressed as the Colin device minus the average of the two
observers (electronic minus manual) was 3.9 (SD 6.7) for systolic pressure and −2.1 (SD
6.1) for diastolic pressure (Table 2) thereby meeting AAMI requirements for a difference of
5 mmHg or less with a standard deviation of 8 mmHg or less. Good agreement was seen
between the manual readings and the Colin device with at least 85% of the readings agreeing
within 10 mmHg and at least 95% agreement within 15 mmHg for both the systolic and the
diastolic pressures. Scatter plots that incorporate both correspondence and agreement
(Bland–Altman plots) can be seen in Figs 1 and 2 for the SBP and the diastolic blood
pressures. Over 95% of both the systolic and the diastolic measurements were within two
standard deviations from the mean. From these scatter plots, the difference between the
electronic measurements and manual measurements does not seem to be a function of blood
pressure although there may be slightly more variability with higher SBP values.

Examination of the Colin 8800C algorithm
To examine for the presence of skipped digits, we used 26 506 blood pressure measurements
currently in the SPS3 study using the Colin 8800C device. Of these, 7018 were obtained at a
baseline visit, 9549 were obtained at a quarterly follow-up visit, and 9939 were obtained at
blood pressure check visits. No skipped digits were observed over the ranges of 82–230
mmHg for SBP and 40–120 mmHg for diastolic blood pressure. This finding was consistent
when examined within the limited number of sites that have at least 500 blood pressure
measurements.

Adherence to the blood pressure measurement protocol
To date, there have been 6840 follow-up visits (mean of 8.8 per patient with a range of 1–31
visits) and of these, the high majority (85%) show adherence to the blood pressure protocol.
Most importantly, there are no differences by blood pressure treatment group.
Approximately 94% of patients have had their baseline blood pressure measurements taken
according to the SPS3 blood pressure protocol. A small number of deviations from the
protocol (Table 3) exist including not using the Colin device for measurement (4%) and not
measuring the blood pressure in both arms to determine the arm with the highest
measurement for subsequent measurement (2%). The main protocol deviation relates to the
timing of ingestion of antihypertensive medications and the blood pressure measurement.
The protocol requires measurement of blood pressure at least 3 h after the last ingestion of
antihypertensive medications (holding a dose if necessary). For about 11% of the blood
pressure measurements, the elapsed time between taking medications and measurement was
less than 3 h. For a small percentage of follow-up visits (4%), a device (electronic or
manual) other than the Colin 8800C was used for blood pressure measurement. In a small
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number of cases the choice of arm changed in the course of the trial (1%). For almost all
follow-up visits (99%), blood pressure was measured three times and averaged to provide
the decision value for SBP.

Discussion
The diagnosis and treatment of hypertension is predicated on accurate blood pressure
measurement. The importance of accurate blood pressure measurement in the SPS3 study
necessitates ongoing quality control activities to ensure quality measurements. The blood
pressure arm needs to demonstrate a 10 mmHg difference in SBP between the two treatment
groups, making accurate blood pressure measurement critical. Our review of the quality of
blood pressure measurement focuses on two areas, performance of the Colin 8800C and the
effectiveness of the training of the nurse observers who measure blood pressure in the trial.
The Colin 8800C would reduce digit bias for zero, a common observer error [6,7] and one
that is most important in SPS3 owing to target ranges of < 130 and 130–149 mmHg. An
overrepresentation of zero could obliterate the true difference in SBP between the two
groups, making the trial a failure. Our results demonstrated that the Colin 8800C passed the
AAMI guidelines, consistent with the findings by Ling et al. [15]. The British Hypertension
Society protocol [11] specifies a more detailed distribution of blood pressure values, which
was not satisfied by the participants recruited for this study. We did, however, apply their
standards to these data and found that the percentage of differences between the Colin
8800C device and the observers that fell within 5, 10, and 15 mmHg yielded a ‘B’ rating for
systolic pressures and an ‘A’ rating for diastolic pressures. Instruments that meet at least a
‘B’ rating are considered to have passed the British Hypertension Society criteria [11].

Despite passing a validation study [13], it was not known whether other flaws in
measurement such as skipped digits would occur with the Colin device. The analysis
examining the Colin 8800C for the presence of skipped digits found that all possible values
for SBP and diastolic blood pressures were represented within the range of blood pressures
studied, further lending support to the accuracy of the Colin 8800C device. Skipped digits
have been reported for other automatic devices used in population-based studies [14]. For
example, the DINA-MAP automated oscillometric blood pressure device has been reported
to skip multiple values of SBP including 130, 140, and 150 mmHg [14]. Given the goal of
managing participants into specific target groups by SBP, the implications of skipped digits
for SPS3 could lead to an under or overestimation of those participants falling within their
assigned target group and could impact their subsequent treatment. Thus, results from these
initial investigations undertaken here to examine blood pressure measurement in the SPS3
study support the validity of our measurement tool.

The second concern was the impact of the training program for the observers on reduction in
the observer-related errors that may occur in blood pressure measurement. Observer errors
applicable to our protocol include incorrect cuff selection and positioning, use of a
nonoscillometric device, inadequate rest period, and lack of repeat measurements
[17-19,28]. These errors are made by both nurses and physicians [24,29-31] and may
introduce sufficient bias to damage the study’s ability to detect whether intensive blood
pressure control is valuable postlacunar stroke. Reliability of measurement has been found
to be improved when the observers receive proper training and the measurements are
obtained using a standardized protocol [32,33].

As part of our ongoing oversight of quality in SPS3, we wanted to identify how adherent the
SPS3 observers are to their blood pressure measurement training standards seen in Table 1.
Our analyses indicate a high level of performance by the SPS3 observers in measuring blood
pressure in the study. For the high majority of participants, blood pressure is always
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measured with the Colin device. Although all blood pressures should be measured with the
Colin device, in the first 3 months of the SPS3 study multiple clinic visits are often required
to adjust antihypertensive therapy to achieve the assigned target. This can be burdensome
for some participants who are recovering from their stroke, so the protocol permits study
coordinators to make home visits on these patients if required to obtain blood pressures to
use for therapy titration. In these occasions, other devices (sphygmomanometer or other
oscillometric devices) have been used for blood pressure measurements. These 490
measurements (< 2% of total blood pressure determinations) were analyzed for digit
preference for zero and none was found (results not shown) providing further evidence of
the positive impact of the SPS3 training on reduction in observer error. For 99% of patients,
three sitting blood pressure measurements were averaged to determine if the participant is
within their assigned target group and to dictate their management. Evidence exists that
measurement variability is reduced when two or more measurements are averaged [34]. The
timing of ingestion of medications may affect the observed measurement. Although study
coordinators ask patients to hold medications before blood pressure measurement, in about
10% of the follow-up visits, patients had taken their medications within 3 h of having their
blood pressure measured. Faced with the choices of sending the patient home without
having their blood pressure measured and asking them to return for another follow-up visit
or having them sit in clinic until 3 h has passed since taking medications, coordinators
frequently elect to proceed with blood pressure measurement. Wingfield et al. [26] showed
in the Syst-Eur trial that feedback on observer performance can improve the quality of blood
pressure measurement in a hypertension treatment trial. Feedback on observer performance
in the SPS3 study is presented to the study centers at the annual meeting along with formal
retraining on blood pressure measurement.

A limitation of our analyses of adherence to the protocol is that it is based only on data
available in our entry system. Other aspects of the protocol are not captured through our data
entry system and may be important determinants of quality. To ensure continued high
performance in all aspects of measurement, retraining in the blood pressure protocol is
undertaken at the annual meetings and site visits are conducted frequently to observe blood
pressure measurement procedures and to provide feedback to the sites.

Accuracy in blood pressure measurement requires not only a valid measuring device but also
reliability in its measurement. Validity concerns the extent to which an instrument measures
what it intends to measure whereas reliability can be defined as the extent to which a
measurement is consistent and free from error [32]. In summary, accurate measurement of
blood pressure is critical both to the execution of the SPS3 study and to the conclusions that
can be drawn from the results that could affect clinical practice. These analyses support the
validity of the Colin 8800C oscillometric device for blood pressure measurement in the
SPS3 study. Observer training in SPS3 has been successful in reducing measurable observer
errors that can be identified in our data entry system that might lead to errors in blood
pressure measurement. Ongoing analysis of observer performance with feedback to all
centers will continue for the duration of the trial.

Acknowledgments
We gratefully acknowledge the contributions of Nusrath M. Habiba, MD and Luciana Malamoud, MD in assisting
with the Colin Validation Study. We wish to acknowledge the office staff at the University Physicians Group
clinics that helped us to identify volunteers for the study. Finally, we are grateful to the volunteers who agreed to
have their blood pressure measured for the purposes of validating the Colin 8800C device.

Pérgola et al. Page 7

Blood Press Monit. Author manuscript; available in PMC 2014 March 31.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



References
1. Benavente O, Hart R, Holliday S, Sherman D, Pergola P, Roman G, et al. Secondary Prevention of

Small Subcortical Strokes (SPS3). in press.

2. Hansson L, Hedner T, Dahlof B. Prospective randomized open blinded end-point (PROBE) study. A
novel design for intervention trials Prospective randomized open blinded end-point. Blood Pressure.
1992; 1:113–119. [PubMed: 1366259]

3. Hansson L, Zanchetti A, Carruthers SG, Dahlof B, Elmfeldt D, Julius S, et al. Effects of intensive
blood-pressure lowering and low-dose aspirin in patients with hypertension: principal results of the
Hypertension Optimal Treatment (HOT) randomised trial. Lancet. 1998; 351:1755–1762. [PubMed:
9635947]

4. Lindholm LH, Hansson L, Dahlof B, Ekbom T, Hedner T, De Faire U, et al. The Swedish Trial in
old patients with hypertension-2 (STOP-hypertension-2): a progress report. Blood Pressure. 1996;
5:300–304. [PubMed: 8879603]

5. Ogihara T, Matsuzaki M, Matsuoka H, Shimamoto K, Shimada K, Rakugi H. The combination
therapy of hypertension to prevent cardiovascular events (COPE) trial: rationale and design.
Hypertens Res. 2005; 28:331–338. [PubMed: 16138563]

6. Rose GA, Holland WW, Crowley EA. A sphygmomanometer for epidemiologists. Lancet. 1964;
13:296–300. [PubMed: 14089056]

7. Wingfield D. Observational precision in general practice data: a technique for analysis and audit.
IMA J Math Appl Med Biol. 1995; 12:275–281. [PubMed: 8919563]

8. McManus RJ, Mant J, Hull MR, Hobbs FD. Does changing from mercury to electronic blood
pressure measurement influence recorded blood pressure? An observational study. Br J Gen Pract.
2003; 53:953–956. [PubMed: 14960220]

9. Staessen JA, O’Brien ET, Thijs L, Fagard RH. Modern approaches to blood pressure measurement.
Occup Environ Med. 2000; 57:510–520. [PubMed: 10896957]

10. Manual, electronic, or automated. ANSI/AAMI SP10. Association for the advancement of medical
instrumentation. Arlington, Virginia: ANSI/AAMI SP10; 2002.

11. O’Brien E, Petrie J, Littler W, de Swiet M, Padfield PL, Altman DG, et al. An outline of the
revised British Hypertension Society protocol for the evaluation of blood pressure measuring
devices. J Hypertens. 1993; 11:677–679. [PubMed: 8397248]

12. O’Brien E, Pickering T, Asmar R, Myers M, Parati G, Staessen J, et al. Working Group on Blood
Pressure Monitoring of the European Society of Hypertension International Protocol for validation
of blood pressure measuring devices in adults. Blood Press Monit. 2002; 7:3–17. [PubMed:
12040236]

13. Geddes LA, Voelz M, Combs C, Reiner D, Babbs CF. Characterization of the oscillometric
method for measuring indirect blood pressure. Ann Biomed Eng. 1982; 10:271–280. [PubMed:
7171156]

14. Rose KM, Arnett DK, Ellison RC, Heiss G. Skip patterns in DINAMAP-measured blood pressure
in 3 epidemiological studies. Hypertension. 2000; 35:1032–1036. [PubMed: 10818059]

15. Ling J, Ohara Y, Orime Y, Noon GP, Takatani S. Clinical evaluation of the oscillometric blood
pressure monitor in adults and children based on the 1992 AAMI SP-10 standards. J Clin Monit.
1995; 11:123–130. [PubMed: 7760085]

16. O’Brien E, Waeber B, Parati G, Staessen J, Myers MG. Blood pressure measuring devices:
recommendations of the European Society of Hypertension. BMJ. 2001; 322:531–536. [PubMed:
11230071]

17. Bovet P, Hungerbuhler P, Quilindo J, Grettve ML, Waeber B, Burnand B. Systematic difference
between blood pressure readings caused by cuff type. Hypertension. 1994; 24:786–792. [PubMed:
7995638]

18. Netea RT, Lenders JW, Smits P, Thien T. Both body and arm position significantly influence
blood pressure measurement. J Hum Hypertens. 2003; 17:459–462. [PubMed: 12821952]

19. King GE. Influence of rate of cuff inflation and deflation on observed blood pressure by
sphygmomanometry. Am Heart J. 1963; 65:303–306. [PubMed: 14032831]

Pérgola et al. Page 8

Blood Press Monit. Author manuscript; available in PMC 2014 March 31.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



20. O’Brien E, Asmar R, Beilin L, Imai Y, Mallion JM, Mancia G, et al. European Society of
Hypertension recommendations for conventional, ambulatory and home blood pressure
measurement. J Hypertens. 2003; 21:821–848. [PubMed: 12714851]

21. Chobanian AV, Bakris GL, Black HR, Cushman WC, Green LA, Izzo JLJ, et al. The seventh
report of the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of
High Blood Pressure: the JNC 7 Report. JAMA. 2003; 289:2560–2571. [PubMed: 12748199]

22. Pickering TG, Hall JE, Appel LJ, Falkner BE, Graves J, Hill MN, et al. Recommendations for
blood pressure measurement in humans and experimental animals: part 1: blood pressure
measurement in humans: a statement for professionals from the subcommittee of professional and
public education of the American Heart Association council on high blood pressure research.
Hypertension. 2005; 45:142–161. [PubMed: 15611362]

23. Campbell N, Joffres MR, McKay DW. Hypertension surveillance in Canada: minimum standards
for assessing blood pressure in surveys. Can J Public Health. 2005; 96:217–220. [PubMed:
15913089]

24. Feher M, Harris-St John K, Lant A. Blood pressure measurement by junior hospital doctors: a gap
in medical education? Health Trends. 1992; 24:59–61. [PubMed: 10121966]

25. Wingfield D, Pierce M, Feher M. Blood pressure measurement in the community: do guidelines
help? J Hypertens. 1996; 10:805–809.

26. Wingfield D, Cooke J, Thijs L, Staessen JA, Fletcher AE, Fagard R, et al. Terminal digit
preference and single-number preference in the Syst-Eur trial: influence of quality control. Blood
Press Monit. 2002; 7:169–177. [PubMed: 12131074]

27. Grim CM, Grim CE. A curriculum for the training and certification of blood pressure measurement
for health care providers. Can J Cardiol. 1995; 11(Suppl H):38H–42H.

28. Jones DW, Appel LJ, Sheps SG, Roccella EJ, Lenfant C. Measuring blood pressure accurately:
new and persistent challenges. JAMA. 2003; 289:1027–1030. [PubMed: 12597757]

29. Rosen H. Heart beat and blood pressure: comparison of readings by a physician and several
practical nurses. J Am Osteopath Assoc. 1978; 77:373–375. [PubMed: 624651]

30. La Batide-Alanore A, Chatellier G, Bobrie G, Fofol I, Plouin PF. Comparison of nurse- and
physician-determined clinic blood pressure levels in patients referred to a hypertension clinic:
implications for subsequent management. J Hypertens. 2000; 18:391–398. [PubMed: 10779088]

31. Drevenhorn E, Hakansson A, Petersson K. Blood pressure measurement: an observational study of
21 public health nurses. J Clin Nurs. 2001; 10:189–194. [PubMed: 11820339]

32. Portney, LG.; Watkins, MP. Foundations of clinical research: applications to practice. Norwalk,
Connecticut: Appelton and Lange; 1993.

33. Ostchega Y, Prineas RJ, Paulose-Ram R, Grim CM, Willard G, Collins D. National Health and
Nutrition Examination Survey 1999–2000: effect of observer training and protocol standardization
on reducing blood pressure measurement error. J Clin Epidemiol. 2003; 56:768–774. [PubMed:
12954469]

34. Chang JJ, Rabinowitz D, Shea S. Sources of variability in blood pressure measurement using the
Dinamap PRO 100 automated oscillometric device. Am J Epidemiol. 2003; 158:1218–1226.
[PubMed: 14652308]

Pérgola et al. Page 9

Blood Press Monit. Author manuscript; available in PMC 2014 March 31.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Fig. 1.
Mean systolic blood pressure (SBP) versus Colin/manual difference. Scatter plot of the
difference between the Colin 8800 and the average of the two observers for the SBPs. The x-
axis represents the mean of the Colin 8800 and the observer measurements. The y-axis
represents the difference between the Colin 8800 and the observer measurements.
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Fig. 2.
Mean diastolic blood pressure (DBP) versus Colin/manual difference. Scatter plot of the
difference between the Colin 8800 and the average of the two observers for the diastolic
blood pressures. The x-axis represents the mean of the Colin 8800 and the observer
measurements. The y-axis represents the difference between the Colin 8800 and the observer
measurements.
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Table 1

SPS3 protocol for BP measurement

(adapted from JNC-VII recommendations and American Heart Association BP measurement guidelines [21,22])

1 Measure BP in the morning with morning BP medications held or at least 3 h after taking BP medications

2 No caffeine or tobacco within prior to BP measurement 60 min

3 Sitting position: ‘selected’ arm relaxed and supported at level of the heart after 15 min of sitting quietly

4 Record the reading using the Colin electronic device

5 Bladder of the cuff length > 80% of upper arm circumference; width 40% of the circumference. Proper cuff size is recorded for
future use

6 Minimize physical contact during measurement

7 Three readings separated by > 2 min taken in the seated position

8 Orthostatic (standing) measurements obtained after sitting BP readings are measured

9 If the measured BP is unexpectedly high or low, recheck with a recently calibrated (preferably mercury) sphygmomanometer

BP, blood pressure; JNC, Joint National Committee.
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Table 2

Colin 8800 validation study sample compared with AAMI requirements

AAMI SP10: 2002 standards Colin 8800C validation study

Sample size n ≥ 85 (255 data points) n = 96 (288 data points)

Blood pressure

 < 100 mmHg systolic At least 10% of sample 10%

 > 160 mmHg systolic At least 10% of sample 18%

 < 60 mmHg diastolic At least 10% of sample 10%

 > 100 mmHg diastolic At least 10% of sample 10%

 Mean SBP (SD) 134 (28)

 Mean DBP (SD) 76 (15)

 Range for SBP 89–222

 Range for DBP 50–120

Arm sizes

 < 25 cm At least 10% of sample 11%

 > 35 cm At least 10% of sample 16%

Observer agreement

 Within ± 10 mmHg 100% of sample 100%

 Within ± 5 mmHg At least 90% of sample 98%

Mean (SD) of differences between 5 mmHg ± 8 mmHga SBP 3.9 (6.7)

Electronic device and average of the observers DBP – 2.1 (6.1)

Percentage of differencesb ≤ 5 ≤ 10 ≤ 15

 SBP 58 85 95

 DBP 71 91 96

AAMI, Association for the Advancement of Medical Instrumentation; BHS, British Hypertension Society; DBP, diastolic blood pressure; SBP,
systolic blood pressure.

a
Required to rate as a ‘pass’ by AAMI standards.

b
For an ‘A’ rating for the BHS standards, 60% of differences between electronic device and manual must fall within 5 mmHg, 85% within 10

mmHg, and 95% within 15 mmHg; for a ‘B’ rating, 50% of differences between the electronic device and the manual must fall within 5 mmHg,
75% within 10 mmHg, and 90% within 15 mmHg.
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Table 3

Adherence to the BP measurement protocol

Baseline measurement ‘Usual’ BP group (n =
394)

‘Intensive’ BP group (n
= 415)

All (N = 809)

BP measured with Colin device 383 (97%) 393 (95%) 776 (96%)

BP measured in both arms at initial reading to choose ‘selected arm’ 388 (98%) 406 (98%) 794 (98%)

BP measurement according to protocol at baseline visits 375 (95%) 384 (93%) 759 (94%)

Follow-up measurement ‘Usual’ BP group (n =
3283)

‘Intensive’ BP group (n
= 3557)

All (N = 6840)

Measurement made beyond 3 h of intake of antihypertensive
medications

2908 (89%) 3150 (89%) 5804 (89%)

BP measured with Colin device 3182 (97%) 3415 (96%) 6597 (96%)

‘Selected arm’ used for measurement 3262 (99%) 3543 (99%) 6805 (99%)

BP measured three times and averaged 3270 (99%) 3537 (99%) 6807 (99%)

BP measurement according to protocol at follow-up visits 2795 (85%) 3009 (85%) 5804 (85%)

BP, blood pressure.
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