
Although a patient’s preference should 
be considered, the greater accuracy and 
value of nocturnal BP measurements with 
ABPM must also be taken into considera-
tion. A descriptive study from the Nether-
lands, which does not have a high uptake 
of out-of-office technology, was designed 
to determine the patient’s and doctor’s 
 real-world experiences. The study reported 
that the perceived usefulness and ease of 
use influenced the acceptance of ABPM by 
both patient and doctor.42 For patients, 
acceptance of HBPM was dependent on the 
practitioner’s adoption of the technology, 
which was in turn affected by the ambiguity 
and ambivalence in the guidelines.42 

Patients are therefore taking their lead from 
doctors, who need to be informed about 
the importance of measuring BP out of the 
office. 

Cost effectiveness
There are costs to patients associated with 
both methods, as neither HBPM devices nor 
the ABPM service are reimbursed through 
Medicare in Australia (except for veterans, 
for whom ABPM is reimbursed). The more 
sophisticated HBPM devices, which have 
memory and in some cases arrhythmia 
detection, are readily available and incur a 
one-off cost equivalent to a few months of 
an antihypertensive prescription. The cost 

of a single ABPM session is also equivalent 
to two to three months of a prescription, so 
there is a clear benefit to patients with white-
coat hypertension if treatment can be 
avoided. 

The cost-effectiveness for society is clear, 
as improved assessment of hypertension and 
diagnosis of masked hypertension can result 
in more precise diagnosis of hypertension 
and cardiovascular risk and reduce the costs 
associated with strokes and heart attacks.43-46 
This has been shown in the Australian 
 context.47 Both techniques have been shown 
to reduce the number of prescriptions and 
clinic visits required for the management of 
hypertension. 

<120/80 mmHg ≥120/80 mmHg and 
<140/90 mmHg

≥140/90 mmHg ≥180/110 mmHg

If no nocturnal dip in 
BP, consider OSA 

Assess CV risk 
and target organ 
disease

Daytime ABPM or  
HBPM reading 
<135/85 mmHg

Initiate antihypertensive 
medication immediately

Use 24-hour ABPM or HBPM (if available)

Continue HBPM

Repeat ABPM in 1 year to assess 24-hour BP control

Repeat clinic BP reading in 1–2 years, 
as guided by CV risk assessment

Repeat ABPM or HBPM 
reading in 1 to 2 years, as 
guided by CV risk assessment

Take clinic BP measurement (average of at least two visits)

A strategic algorithm for blood pressure assessment*

Daytime ABPM or HBPM reading ≥135/85 mmHg

5-year CV risk ≤15%

Repeat twice to confirm

5-year CV risk >15%

Initiate antihypertensive 
medication, lifestyle  
interventions, patient 
education 

Lifestyle interventions, 
patient education, 
consider antihypertensive 
medicationWhite-coat hypertension

* The flowchart and risk scores are based on: Australian National Heart Foundation guidelines for the diagnosis and management of hypertension in adults (2016);48 Australian National 
Vascular Disease Prevention Alliance guidelines for the management of absolute cardiovascular disease risk (2012);49 Ambulatory blood pressure monitoring in Australia: 2011 consensus 
position statement (2012);6 Home blood pressure monitoring: Australian expert consensus statement (2015);10 UK National Institute for Health and Care Excellence hypertension in 
adults: diagnosis and management (2011);26 Canadian Hypertension Education Program guidelines for blood pressure measurement, diagnosis, assessment of risk, prevention, and 
treatment of hypertension (2016);27 and European Society of Hypertension and European Society of Cardiology guidelines for the management of arterial hypertension (2013).13 

Abbreviations: ABPM = ambulatory blood pressure monitoring; BP = blood pressure; 
CV = cardiovascular; HBPM = home blood pressure monitoring; OSA = obstructive sleep apnoea.
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