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INTRODUCTION

Hypertension is one of the most common conditions managed
in primary care and is a major risk factor for cardiovascular
morbidity and mortality. With the release of the 2017 ACC/
AHA hypertension guidelines with new thresholds for diag-
nosis, the age-standardized prevalence of hypertension in-
creased from 29% (JNC7 guidelines) to 45.5% in 2015–
2016.1, 2 While hypertension remains one of the most impact-
ful conditions primary care physicians manage, overtreatment
can adversely affect patients. In a cohort of over 300,000
elderly patients newly treated for hypertension, there was a
43% increased risk of hip fracture occurring within 45 days
following treatment initiation.3 In addition, low daytime sys-
tolic BP (< 128 mmHg) has been shown to be independently
associated with greater progression of cognitive decline in a
cohort of elderly patients with baseline cognitive impairment.4

Accurate assessment of BP is imperative to avoid overtreat-
ment, especially in the elderly population. It is well known that
many factors affect BP measurement, including talking,
smoking, mental stress, and measurement in the inappropriate
position and over clothing.5 Many of these factors exist just
prior to an office visit and can be eliminated if the BP is
assessed following the visit. We undertook this quality im-
provement initiative to determine the impact of BP reassess-
ment after a clinic visit in a select population of male veterans.

METHODS

The West Haven Veterans Affairs medical center takes care of
approximately 14,000 veterans, half of whom receive primary
care in the Firm A clinic. In this clinic, vital signs are checked

prior to the visit and entered into the electronic medical record.
The primary care provider can repeat the BP if the initial BP is
elevated. For patients with elevated repeat BPs (defined as
systolic > 140), we established a protocol whereby these patients
could have their BP rechecked after the visit. The repeat BPs
were performed in the appropriate position with the correct cuff
size over bare skin while using an electronic monitor set on a 5-
min timer. The patient was asked to empty his/her bladder and
abstain from using a cell phone during the repeat check. Repeat
BPs were performed in a quiet room with the lights dimmed.
The repeat BP was recorded and compared with the initial BP.

RESULTS

Fifty-eight patients had repeat BPs obtained following their
primary care visit. All patients were male with a mean age of
72.3 (range 34–96). Forty-three patients were taking antihy-
pertensive medications prior to their visit, with a median of 2
medications per patient. The mean andmedian BPs prior to the
visit were 154.7/75.8 mmHg and 150.5/75 mmHg. The repeat
BP mean and median decreased by 17.8/2.3 mmHg and 14/
2.5 mmHg respectively. (Table 1) The repeat systolic BP was
< 140 mmHg in 37 patients, while the repeat diastolic BP was
< 90 mmHg in 57 patients.

DISCUSSION

The first step to appropriately manage hypertension in the
primary care setting is to accurately measure a patient’s BP.
The standard routine of checking BPs immediately upon
checking into a clinic has many potential pitfalls that can
unintentionally raise a patient’s BP, including poor patient
positioning, lack of appropriate rest after arrival, smoking a
cigarette prior to the visit, mental stress, and talking during
check in. We believe that the repeat BP by a clinician is also
fraught with problems, including the stress of the actual visit
and not allowing for enough time to rest. Treating a patient for
hypertension based on this one time reading might lead to
overtreatment and potentially harmful outcomes.
Our quality improvement study has shown that a simple,

easy-to-implement repeat BP in an appropriate position and
quiet room has the ability to screen out falsely elevated BPs in
a large proportion of patients, whether or not they are
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prescribed antihypertensive medications. The mean reduction
of BP of 17.8/2.3 mmHg is consistent with a previously
published repeat BP study which involved automated BPs
over a 30-min period, but on a different day in clinic.6 Our
study can easily be implemented in a busy clinical practice
without the requirement of a repeat visit or extra staffing and
has the possibility of reducing overtreatment of some patients.
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Table 1 Blood Pressure Before and After the Primary Care Visit
(SBP Systolic BP in mmHg, DBP Diastolic BP in mm Hg)

Before After Change

SBP DBP SBP DBP SBP DBP

Mean 154.7 75.8 136.9 73.5 − 17.8 − 2.3
Median 150.5 75 137 74 − 14 − 2.5
St Dev 12.8 9.3 12.5 8.8 11.4 7.3
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