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ORIGINAL ARTICLE

Number of measurement days needed for obtaining a reliable estimate of
home blood pressure and hypertension status

Eline H. Groenlanda, Michiel L. Botsb, Frank L. J. Visserena, Richard J. McManusc and Wilko Spieringa

aDepartment of Vascular Medicine, University Medical Center Utrecht, Utrecht University, Utrecht, the Netherlands; bJulius Center for
Health Sciences and Primary Care, University Medical Center Utrecht, Utrecht University, Utrecht, the Netherlands; cNuffield
Department of Primary Care Health Sciences, University of Oxford, Oxford, United Kingdom

ABSTRACT
Purpose: Out-of-office blood pressure (BP) measurements are essential for the diagnosis and
monitoring of hypertension. Current guidelines vary in their recommendations on the protocol
for home blood pressure monitoring (HBPM). We aimed to assess the number of blood pressure
(BP) measurement days needed for a reliable estimation of true home BP (the expected BP level
over time) and hypertension status, using the European guideline-based 7-day HBPM protocol
as a reference.
Materials and Methods: Data from 567 adults who performed a 7-day HBPM were analysed.
Blood pressure was measured twice daily (morning and evening readings) using the Microlife
Average Mode (MAM), which takes a weighted average of 3 consecutive BP readings. The vari-
ability of average BP for an increasing number of measurements was assessed using a linear
mixed model including a random intercept per individual and correlated residuals. The reliability
of home hypertension status was assessed by the j statistic.
Results: Mean home BP of the population was 143± 16/84±10mm Hg. On average, the first BP
measurements gave the highest values which then decreased over time. Systolic BP in the
morning was systematically lower than systolic BP in the evening (142±17mm Hg versus
144±17mm Hg, p<0.05). The average of 7 twice-daily MAM BP measurements was at most
5.2/3.3mm Hg higher and 9.5/4.8mm Hg lower than the true home BP for 95% of the individu-
als. Reducing this protocol to 3 days increased this variability by 1.5/1.0mm Hg and 4.8/2.3mm
Hg, respectively. For diagnosing home hypertension, there was good agreement with a min-
imum of 4.5 days of HBPM (Œ-statistic 0.88; 95% Confidence Interval: 0.82–0.94).
Conclusion: Twice-daily MAM BP measurements for 3 consecutive days provide a reliable esti-
mate of home BP. At least 4.5 consecutive days of HBPM are required for a reliable diagnosis of
home hypertension.
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Introduction

Guidelines for the management of hypertension rec-
ommend the use of out-of-office blood pressure (BP)
measurements, either by home blood pressure moni-
toring (HBPM) or ambulatory blood pressure moni-
toring (ABPM), to diagnose and monitor
hypertension [1,2]. Out-of-office BP measurements
are not only essential for the detection of white-coat
and masked hypertension but are also superior to
conventional office BP measurements in predicting
cardiovascular events [3]. Advantages of HBPM over
ABPM include its practicality (lower costs and greater
patient tolerability) and the ability to take BP

measurements over multiple days, allowing evaluation
of BP trends [4]. Furthermore, by enabling self-moni-
toring and feedback, HBPM has been shown to
increase patient engagement, improve medication
adherence, and lower BP [5,6].

To date, several studies evaluated the HBPM proto-
col that provides a reliable and reproducible assess-
ment of the home BP of an individual [7]. However,
protocols of these studies varied widely in terms of
population (normotensive versus hypertensive sub-
jects), number of participants, type of analysis (rang-
ing from the use of test-retest correlations and the
standard deviation (SD) of differences to the use of

CONTACT Wilko Spiering W.Spiering@umcutrecht.nl Department of Vascular Medicine, University Medical Center Utrecht; Utrecht University, P.O.
Box 85500, Utrecht, 3508, GA, The Netherlands

Supplemental data for this article is available online at https://doi.org/10.1080/08037051.2022.2071674.

� 2022 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0/), which permits
unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

BLOOD PRESSURE
2022, VOL. 31, NO. 1, 100–108
https://doi.org/10.1080/08037051.2022.2071674

http://crossmark.crossref.org/dialog/?doi=10.1080/08037051.2022.2071674&domain=pdf&date_stamp=2022-11-11
https://doi.org/10.1080/08037051.2022.2071674
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1080/08037051.2022.2071674
http://www.tandfonline.com


ANOVA models), and method of BP measurement
(e.g. different number of measurements per occasion).
This resulted in diverging conclusions regarding the
optimal HBPM protocol [7]. Consequently, recom-
mendations on the HBPM protocol for diagnosing
hypertension differ between guidelines as they are
mainly based on expert opinion. For example, the
2021 European Society of Hypertension (ESH) prac-
tice guideline recommends twice-daily measurements
for at least 3 but preferably 7 consecutive days,
whereas the 2017 American College of Cardiology
(ACC)/American Heart Association (AHA) guidelines
recommend that home BP should only be based on
an average of readings on �2 occasions, which is a
less intensive and more patient-friendly protocol
[2,8]. More clarity is needed on the precision of the
estimate of home BP obtained with different HBPM
protocols to ultimately make a recommendation on
the HBPM protocol that will provide a sufficiently
reliable estimate of home BP while minimising patient
burden.

Therefore, the aim of this study was to evaluate the
number of BP measurement days needed to obtain a
reliable estimate of home BP using the current 7-day
HBPM protocol as recommended by the European
guidelines as a reference. In addition, we examined
the required number of BP measurement days to reli-
ably diagnose home hypertension.

Methods

Study design and population

This was an observational study in which data were
gathered between October 2017 and July 2021 via the
self-management platform EmmaHBPM developed by
MedicineMen B.V. (Hilversum, The Netherlands) [9].
This platform enables physicians (from both general
practice and hypertension clinics) to support their
patients in monitoring their blood pressure by obtain-
ing BP data via the Emma smartphone application.
Blood pressure measurements taken with the validated
Microlife BP A6 BT AFIB device (Microlife Corp,
Widnau, Switzerland) [10] can be transferred to the
EmmaHBPM application using Bluetooth. The
EmmaHBPM application is then able to graphically
display the data and provide the patients and their
physicians more insight into the patient’s BP. Due to
the observational nature of the study (anonymized
data collected in routine clinical care) in which indi-
viduals were not subjected to procedures and were
not required to follow rules of behaviour, no formal
consent was needed [11]. This was approved by the

institutional ethics committee (Medisch Ethische
Toetsingscommissie Utrecht, University Medical
Center Utrecht, Utrecht, The Netherlands).

Home BP measurements

For this study, data were used from adults who com-
pleted their first HBPM with EmmaHBPM. Home
blood pressure monitoring was performed in accord-
ance with the recommendations in the 2018 ESC/ESH
Guidelines for the management of hypertension [8].
Blood pressure measurements were performed at the
subject’s home, twice a day, once in the morning
(6:00–9:00) and once in the evening (18:00–21:00) for
a 7-day period. Subjects were instructed to perform
BP measurements before drug intake (if treated), after
5min of rest, in a sitting position using a Microlife
BP A6 BT AFIB device that features a Microlife
Average Mode (MAM) mode. The MAM mode calcu-
lates a weighted average of a minimum of 3 consecu-
tive BP readings with standardised 15-second
intervals. In this mode, a specific algorithm takes into
account the change in BP between sequential readings
to determine the weight for the average of all read-
ings. If the difference in consecutive measurements
exceeds 40mm Hg for systolic BP (SBP) and 25mm
Hg for diastolic BP (DBP), the highest measurement
is rejected and an additional fourth measurement is
taken. If the difference is between 18 and 40mm Hg
for SBP and between12 and 25mm Hg for DBP, the
higher measurement contributes only 50% to the
average [12]. After calculation of the weighted aver-
age, the device discards the three separate measure-
ments obtained.

Statistical analysis

Characteristics of subjects included in the current
analysis were summarised as number and percentage
for categorical variables and mean ± SD for continu-
ous variables. Fourteen MAM measurements (based
on 42 underlying BP readings) were averaged to give
a single estimate of home BP per patient. Average BP
was also calculated for each day separately. The stu-
dent’s paired t-test was used for the exploratory com-
parison of home BP obtained at different
measurement occasions.

To evaluate the variability of the average of an
increasing number of home BP measurements, linear
mixed models (LMM) were fitted (see Supplementary
File 1). Based on the pattern in average blood pres-
sure over time, day (days 1–7) and part of the day
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(morning/evening) were included as fixed effects in
the models (see Supplementary Tables 1–2). Random
intercepts for subjects accounted for the dependence
of repeated measurements and the variability between
subjects. To account for remaining correlations
between the BP measurements within each subject,
various correlation structures for the model residuals
were evaluated. Based on Akaike Information
Criterion (AIC), the autoregressive-moving average
correlation structure of order p¼ 5 [13] was selected
as the best fitting correlation structure. Fundamental
assumptions of LMM (e.g. normality of the residuals
and homogeneity of variance) were tested to ensure
the accuracy of the results.

Maximal deviation from the true home BP, defined
as the expected level of BP over time and the BP that
is ultimately responsible for the adverse effects of
hypertension [14], for 95% of the individuals was cal-
culated by two steps. First, the standard error of the
average BP (derived from the covariance matrix of
the fitted model (see Supplementary Tables 3–4) was
multiplied by 1.96 (approximate value of the 97.5 per-
centile point of the standard normal distribution)
[15]. Second, to correct for the systematic difference
related to day of measurement and moment of meas-
urement (morning/evening), identified via the
exploratory analyses before fitting the LMM, the con-
fidence interval (CI) obtained at the first step was
shifted by subtracting the estimates of the fixed effects
from both CI limits. To quantify the sampling vari-
ability of this maximal deviation, the estimation pro-
cedure described above was repeated on 1000 datasets
simulated from the fitted multivariate normal
distribution.

A maximum increase of 5mm Hg in the maximal
deviation of the current 7-day HBPM protocol for
both SBP and DBP was considered acceptable based
on the previously observed reduction in cardiovascu-
lar morbidity and mortality associated with this
increase [16].

The reliability of home hypertension status
between the current HBPM protocol and protocols
with a reduced number of BP measurements was
assessed using the kappa (j) statistic. For this ana-
lysis, the average of all fourteen BP measurements
was considered the true home BP per patient. Home
hypertension was defined as mean home systolic BP
�135mm Hg and/or mean home diastolic BP
�85mm Hg, which is in line with the current
European guidelines [1]. We considered a 95% lower
confidence limit (LCL) of the j statistic �0.80 as the
criterion for good agreement[17,18].

To evaluate whether the variability of the average
home BP and reliability of home hypertension status
differed by sex, age (<65 years and �65 years), and
healthcare domain (general practice or hospital),
strata-specific estimates were assessed graphically. All
analyses were performed with R statistical software
(Version 3.5.1; R Foundation for Statistical
Computing, Vienna, Austria). All p-values were two-
tailed, with statistical significance set at 0.05.

Results

Characteristics study population

Table 1 shows the characteristics of the 567 subjects
included in the analysis. The mean age was
62 ± 14 years, 299 (53%) subjects were male, and most
of the subjects were from general practice (82%). The
mean home BP for the study population was
143 ± 16/84 ± 10mm Hg (based on all fourteen BP
measurements). Figure 1 displays the sample mean of
each BP reading during a 7-day period. For both sys-
tolic and diastolic home BP, the first two measure-
ments (first day) gave the highest value which then
decreased over time (average SBP first day;
146 ± 19mm Hg versus average SBP day 2–7;
142 ± 16mm Hg, mean difference 3.8mm Hg, 95%CI
2.9–4.7, p<0.05). For systolic home BP, morning BP
was consistently lower compared to evening BP (aver-
age morning BP; 142 ± 17 mm Hg versus average
evening BP; 144 ± 17mm Hg, mean difference 2.0mm
Hg, 95%CI 1.8-2.3, p<0.05,). For diastolic home BP,
morning BP was slightly higher compared to evening
BP (average morning BP; 84.5 ± 10 versus average
evening BP; 83.9 ± 10mm Hg, mean difference
0.6mm Hg, 95%CI 0.1–1.0, p<0.05).

Table 1. Characteristics of the study population. All data in n
(%) or mean ± standard deviation.

n¼ 567

Age (years) 62 ± 14
Male sex 299 (53%)
Healthcare domain
General practice 373 (82%)
Hospital 82 (18%)

Home blood pressure measurement
Systolic blood pressure (mmHg) 143 ± 16
Morning systolic blood pressure (mmHg) 142 ± 17
Evening systolic blood pressure (mmHg) 144 ± 17

Diastolic blood pressure (mmHg) 84 ± 10
Morning diastolic blood pressure (mmHg) 84 ± 10
Evening diastolic blood pressure (mmHg) 84 ± 10

Heart rate (beats/min) 71 ± 10
Morning heart rate (beats/min) 69 ± 10
Evening heart rate (beats/min) 73 ± 10
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Precision of home BP measurements

Figure 2 shows the variability of average home BP for
an increasing number of BP measurements obtained
on succeeding days. The 7-day HBPM protocol
resulted in an average BP that is at most 5.2/3.3mm
Hg higher and 9.5/4.8mm Hg lower than the true
home BP for 95% of the individuals. Most decline in
variability of the average home BP was achieved by
averaging 6 successive readings (3 days) for systolic
home BP and 3 successive readings (1.5 days) for dia-
stolic home BP (increase in positive deviation of 1.5/
1.0mm Hg and negative deviation of 4.8/2.3mm Hg)
with little further decline (<5mm Hg; shaded grey
area) by averaging more readings. Results were similar
for different subgroups (males and females, younger
(� 65 years) and older (>65 years) persons, and
healthcare domain (general practice or hospital)) (see
Supplementary Figure 1).

First day versus consecutive days of home BP

Based on the observed higher average BP on the first
day of HBPM, variability was also evaluated by omit-
ting the first two measurements (first day). Figure 3
shows the variability of the average home BP by an
increasing number of succeeding BP measurements
with (blue circles) and without (red squares) BP
measurements performed on the first day. Excluding
first-day BP measurements from the analysis resulted
in slightly higher variability of the cumulative average
home BP on the second and third measurement day,

but did not affect the variability of the cumulative
average BP after 7 measurement days.

Reliability of home hypertension status

Using the BP thresholds recommended in the 2018
ESC/ESH hypertension guidelines [1], seventy-five
percent of the study population had home hyperten-
sion. To obtain good agreement (LCL j statistic
�0.80) with the current 7-day HBPM protocol, a
minimum of 9 consecutive BP readings (5 morning
readings and 4 evening readings) was needed (j stat-
istic 0.88; 0.82–0.94) (see Table 2 and Figure 4; 95%
LCL of the j statistic �0.80 at 9 consecutive BP read-
ings). This number of 9 consecutive BP measurements
carried a sensitivity of 0.99 (95%CI 0.97–1.00) and a
negative predictive value of 0.96 (95%CI 0.90–0.99)
(see Table 2). Subgroup analyses showed similar
results (see Supplementary Figure 2).

Discussion

The present study shows that the 7-day HBPM proto-
col, based on the European guidelines, resulted in an
average BP that is at most 5.2/3.3mm Hg higher and
9.5/4.8mm Hg lower than the true home BP for 95%
of the individuals. Reducing this protocol to a min-
imum of 3 days will maintain this variability within
acceptable limits (within 5mm Hg) of the variability
of the 7-day HBPM protocol. Moreover, to reliably
diagnose home hypertension, a minimum of 4.5 con-
secutive measurement days is required.

Figure 1. Mean home blood pressure (BP) during the current European guideline-based 7-day HBPM protocol (2 measurements
per day).
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In recent years, several studies investigated the
optimal number of home BP measurements to obtain
a reliable assessment of someone’s true home BP. A
systematic review published in 2019 retrieved 27 stud-
ies examining the reproducibility and/or accuracy of
HBPM and 10 studies that related HBPM protocols to
cardiovascular prognosis [7]. This review concluded
that the measurement of home BP should be meas-
ured for at least 3 days, which was primarily based on
findings from studies evaluating its association with

prognosis that showed little further increase in prog-
nostic power after 3 days. However, the large hetero-
geneity and variable methodological quality of the
included studies prevented drawing firm conclusions
regarding the exact number and timing of BP meas-
urements. A more recent study, not included in this
systematic review, conducted in community-dwelling
adults not taking antihypertensive medication sup-
ported this recommendation by showing that the
average of 2 morning and 2 evening readings or 1

Figure 2. Maximal deviation from home blood pressure of an increasing number of successive home BP readings for 95% of indi-
viduals. Positive deviation calculated as 1.96 � standard error of average BPþ systematic bias of average BP. Negative deviation
calculated as �1.96 � standard error of average BP� systematic bias of average BP.

Figure 3. Maximal deviation from home blood pressure of an increasing number of successive home BP readings for 95% of indi-
viduals with (blue circles), and without (red squares) BP readings taken on day 1. Positive deviation calculated as 1.96 � standard
error of average BPþ systematic bias of average BP. Negative deviation calculated as �1.96 � standard error of average
BP� systematic bias of average BP.
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morning and 1 evening reading over 3 days of HBPM
were needed to reliably estimate true home BP [19].
In contrast to our study, most previous studies eval-
uated the total variability of the average home BP,
which is composed of within- and between-subject
variability. However, to make a statement about the
maximal deviation of a measured BP from an individ-
ual’s true home BP, within-subject variability is
needed. By using a mixed model (to obtain this
within-subject variability) the current study demon-
strated that a greater number of BP measurements,
until the maximum available number of 14 BP meas-
urements, resulted in a progressively lower variability
of an individual’s true home BP. However, acceptable
variability of the average BP (within 5mm Hg of the
variability of the 7-day BP average) was already
achieved within the first 3measurement days, which

is consistent with the recommendations of the above-
mentioned studies. While a larger number of home
BP measurements may improve precision, a longer
HBPM protocol may also lower a patient’s adherence
to such a protocol. Therefore, a shorter, and thus
probably less burdensome, measurement protocol
might increase adherence and is thus preferred in
clinical practice and by patients [20]. The relatively
small benefit in precision obtained by more than 3
measurement days suggests that a prolonged HBPM
protocol is likely to be useful only around diagnostic
or treatment thresholds.

In line with previous studies [21–26], this study
demonstrated a higher average BP on the first meas-
urement day compared to subsequent days. This
behaviour of home BP is comparable to that of office
BP, which is known to decline on repeated measure-
ments during the same visit [27]. For calculation of
the average home BP, previous studies suggest that
the first day(s) of HBPM should therefore be dis-
carded [21,24]. However, as shown in this study, dis-
carding first-day measurements did not alter the
maximal deviation of the cumulative average BP on
the last measurement day. Discarding first-day meas-
urements even resulted in somewhat higher variability
of the cumulative average BP on the second and third
measurement days. This suggests that despite the
presence of systematic difference on the first days of
measurement, this does not outweigh the additional
variability due to a reduction in the number of meas-
urements. Based on this, first-day measurements
should be included in the calculation of the average
BP. This is consistent with recommendations from
previous studies that evaluated the correlation of
HBPM protocols in- and excluding first-day BP meas-
urements with ABPM [28–30].

The consistently lower SBP in the morning com-
pared to the evening, as observed in this study, is in

Table 2. Agreement between the increasing number of successive home BP measurements and the current 7-day HBPM proto-
col for the diagnosis of home hypertension (mean home systolic BP �135mm Hg and/or mean home diastolic BP �85mm Hg).
No. of
measurements

Kappa statistic
(95%CI)

Sensitivity
(95%CI)

Specificity
(95%CI)

Positive predictive value
(95%CI)

Negative predictive value
(95%CI)

1 0.61 (0.52–0.70) 0.94 (0.91–0.96) 0.64 (0.54–0.73) 0.88 (0.85–0.92) 0.78 (0.68–0.86)
2 0.63 (0.54–0.72) 0.95 (0.92–0.97) 0.63 (0.53–0.73) 0.88 (0.84–0.92) 0.82 (0.71–0.90)
3 0.69 (0.60–0.77) 0.96 (0.93–0.98) 0.68 (0.58–0.77) 0.90 (0.86–0.93) 0.86 (0.76–0.93)
4 0.70 (0.62–0.79) 0.96 (0.93–0.98) 0.70 (0.60–0.79) 0.90 (0.86–0.93) 0.86 (0.76–0.93)
5 0.76 (0.69–0.84) 0.97 (0.94–0.99) 0.75 (0.65–0.83) 0.92 (0.88–0.95) 0.90 (0.81–0.96)
6 0.80 (0.72–0.87) 0.98 (0.95–0.99) 0.78 (0.68–0.86) 0.92 (0.89–0.95) 0.93 (0.84–0.97)
7 0.83 (0.76–0.90) 0.97 (0.94–0.99) 0.84 (0.75–0.91) 0.94 (0.91–0.97) 0.91 (0.83–0.96)
8 0.86 (0.79–0.92) 0.98 (0.96–1.00) 0.84 (0.75–0.91) 0.94 (0.91–0.97) 0.95 (0.88–0.99)
9 0.89 (0.84–0.95) 0.99 (0.97–1.00) 0.88 (0.80–0.94) 0.96 (0.93–0.98) 0.96 (0.90–0.99)
10 0.90 (0.85–0.95) 0.99 (0.96–1.00) 0.89 (0.81–0.95) 0.96 (0.93–0.98) 0.96 (0.90–0.99)
11 0.92 (0.88–0.97) 0.99 (0.97–1.00) 0.91 (0.83–0.96) 0.97 (0.94–0.99) 0.98 (0.92–1.00)
12 0.97 (0.94–1.00) 1.00 (0.98–1.00) 0.96 (0.89–0.99) 0.98 (0.96–1.00) 1.00 (0.96–1.00)
13 0.97 (0.94–1.00) 0.99 (0.97–1.00) 0.98 (0.92–1.00) 0.99 (0.97–1.00) 0.98 (0.92–1.00)
14 1.00 (1.00–1.00) 1.00 (0.98–1.00) 1.00 (0.96–1.00) 1.00 (0.98–1.00) 1.00 (0.96–1.00)

Figure 4. Agreement of home hypertension status is deter-
mined with an increasing number of successive BP readings
expressed by the kappa (Œ) statistic. Home hypertension:
Mean home systolic blood pressure (BP) �135mm Hg or
home diastolic BP �85mm Hg. Good agreement: 95% lower
confidence limit (LCL) of the j statistic �0.80.
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accordance with several previous studies [22,24,26].
Some studies, however, report higher home BP values
in the morning [31,32]. This difference can potentially
be explained by the fact that these studies were con-
ducted in Asian populations in which evening meas-
urements were taken before bedtime and after bathing
[33], whereas, in the present study, evening measure-
ments were taken during a more active part of the
day (between 18:00 and 21:00), which is generally sev-
eral hours before bedtime. Furthermore, a depressor
effect of alcohol intake on evening BP, combined with
a pressor effect in the morning, resulting in a net
increase in morning BP, has been demonstrated by
several studies [33,34].

A major strength of this study is the large set of
routinely collected data, which enabled us to fit more
complex models including correlation structures and
to perform subgroup analyses. Moreover, the inclu-
sion of correlation structures into our models reduced
the risk of underestimation of the variability of the
average BP. Also, the application of the MAM algo-
rithm by the Microlife BP A6 BT device ensured
standardised measurements (3 consecutive BP read-
ings with 15-second intervals) for the entire study
population and thereby minimised the impact of
measurement error on the variability.

Some limitations also need to be considered. First,
data on several relevant patient characteristics such as
comorbidities and use of antihypertensive medication
were not available. Additional subgroup analyses, to
make more specific statements about the heterogen-
eity of variability of average BP, were therefore not
possible. Moreover, some classes of antihypertensive
drugs (e.g. b-blockers and calcium channel blockers)
can affect BP variability [35,36], which could have
resulted in an underestimation of the estimated vari-
ability of home BP. Second, due to use of the MAM
algorithm, only a weighted average of 3 consecutive
measurements was available for the analysis.
Consequently, it was not possible to evaluate the opti-
mal number of BP readings per measurement occa-
sion. Moreover, use of the MAM algorithm may have
led to an underestimation of the variability, since less
weight is given to extreme measurements in the cal-
culation of the average. Therefore, application of cur-
rent findings into clinical practice require the use of a
BP monitor equipped with a MAM mode [37]. Lastly,
an important limitation of this study is the lack of
data regarding the reference standard ABPM and car-
diovascular outcomes. For defining the most optimal
HBPM protocol, the relation to both ABPM and car-
diovascular outcomes should be taken into account.

To investigate the relation between ABPM and the
HBPM protocol as applied in this study, a rando-
mised cross-over study called Ambulant versus
Unattended & Attended office versus Self home Blood
Pressure measurement (AMUSE-BP) is now being
conducted (Netherlands Trial Register: NL8277).

In conclusion, this study showed that measurement
of home BP twice daily (1 morning and 1 evening
MAM reading) for 3 consecutive days provides a reli-
able estimate of home BP. At least 4.5 consecutive
measurement days are required for a reliable diagno-
sis of home hypertension. These findings suggest that
the 7-day HBPM protocol as recommended by the
European guidelines can be reduced to 4.5 consecu-
tive days when the goal is to confirm the diagnosis of
hypertension. When the goal is monitoring, the
HBPM protocol could even be tailored to 3 consecu-
tive days without substantially affecting the variability
of the average home BP as obtained by a 7-day
HBPM protocol.
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