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Blood Pressure Measurement Policy & Procedure Template
 BACKGROUND  This comprehensive Blood Pressure (BP) Measurement Policy & Procedure Template is designed to help translate hypertension science into practice in health care organizations. The document addresses BP device procurement and maintenance, health care team training and skills testing, and BP measurement processes and workflow. Several sections are highlighted in yellow with brackets that contain common options and indicate areas where the template can be easily tailored to your setting. While additional customization may be indicated, keep in mind that 1) accurate equipment, 2) proper staff technique, and 3) systematic workflows are all needed to measure BP accurately for every patient, every time. If any one of these three factors is missing, BP measurement will not be accurate, leading to over- or under-estimation of BP, both of which can be dangerous.
 PURPOSE  Define a standard of care through policy and create a systematic approach through procedures for accurate blood pressure measurement including the: 
· Procurement and maintenance of BP measurement devices 
· Training and testing of care team skills 
· Clinical workflow procedures to ensure accurate BP measurement according to the most current scientific guidance for every adult patient, every time
 SCOPE           
· This policy and procedure apply to any device and/or place where blood pressure is measured in the health care organization.
· The policy and procedure apply to all personnel. While physicians are discouraged from taking BP measurements due to the possibility of an alerting response or white coat effect, their knowledge, skills, and support for the team taking BP measurements are important as clinical champions.
· The policy and procedure apply to most adult patients. Consider additions or modifications to this template based on special populations including but not limited to children, pregnant persons, or patients with other unique anatomy or conditions.  
 RATIONALE    
· Nearly half of American adults have high blood pressure (BP) and many do not know it. Among U.S. adults with hypertension, fewer than half have their BP controlled, a trend that is worsening.
· Validated and regularly calibrated blood pressure devices are an essential element of accurate measurement for diagnosis and treatment. The use of non-validated and infrequently calibrated BP monitors, inadequate staff training, and/or lack of a standardized measurement protocol can result in a misleading estimation of an individual’s true BP.
· Accurate BP measurement is essential to correctly categorize BP for diagnosis, assessment of CVD risk, and appropriate management of BP.
· Improper positioning during BP measurement can lead to under or over estimation of BP by 2-50mmHg.
· Underestimating systolic blood pressure (SBP) by 10 mmHg may increase the risk of missing CVDs, including the risk of myocardial infarction and stroke; overestimation by 5 mmHg would unnecessarily increase treatment intensity in nearly 30 million people.
 
 POLICY      
Procurement & Maintenance
1. [The health care organization] will only purchase and/or use BP measurement devices, including those distributed to patients for self-measured blood pressure that have been validated for clinical accuracy according to the US Blood Pressure Validated Device Listing: https://www.validatebp.org/, including devices acquired through operating or capital budgets, grants, sponsorships, or receipt of in-kind devices. Current devices include: [insert devices you are using]
2. Equipment calibration will be maintained according to scientific or manufacturer guidelines [include all that apply below]:
· Handheld aneroid (manual) devices – every 2-4 weeks
· Wall-mounted aneroid (manual) devices – every 6 months
· Oscillometric devices (automatic) – usually every 1-2 years, per manufacturer guidance
3. All exam rooms where blood pressure is measured will be equipped with:
a. Access to blood pressure measurement equipment
i. Located so the cuff reaches the location where a patient can be seated in a chair and rest arm, so the cuff is at heart level
ii. If wall mounted, the gauge is located at the eye-level of the observer
iii. Access to appropriate cuff sizes including [pediatric if indicated], S, M, L, XL cuffs
b. Chair with a supportive back with a place to rest the arm so the cuff will be aligned at heart level
c. Foot support to rest feet flat for patients whose feet cannot reach the floor when seated
d. Visual reminder of proper measurement technique
Team Training & Testing
1. Care team members who measure blood pressure will be trained upon hire and every [select:  6-12] months regarding the importance of blood pressure measurement through an educational program
2. Care team members who measure blood pressure will be tested upon hire and every [select: 6-12] months for competency in blood pressure measurement using competency assessment tools
Procedure & Workflow
The clinical procedure will be followed by all care team members for every adult patient every time that blood pressure is taken, unless special patient-specific considerations are noted.
 PROCEDURE    
Procurement & Maintenance
1. When purchasing any blood pressure device, follow bidding procedures (consistent with existing procurement policies) for validated devices meeting the needed specifications. Consider needed cuff sizes as part of the bid specifications, noting that not all validated devices have been tested for clinical accuracy with all of the cuff sizes available with a particular model (refer to the VDLTM accessible at validateBP.org).
2. Equipment calibration will be performed by [select clinical engineering / biomedical department personnel, the device manufacturer, or a 3rd party vendor] at a frequency based upon the devices used [select: Handheld aneroid (manual) devices – every 2-4 weeks; Wall-mounted aneroid (manual) devices – every 6 months’ and/or oscillometric devices (automatic) – usually every 1-2 years, per manufacturer’s guidance for heavy use criteria]
3. Exam rooms will be checked by [select manager, supervisor, staff] on a [insert frequency] basis to ensure they are equipped with: 
a. Chair with a supportive back with a place to rest the arm so the cuff will be aligned at heart level
b. Foot support to rest feet flat for patients whose feet cannot reach the floor when seated
c. Visual reminder of proper measurement technique, specifically the [In-Office Blood Pressure Measurement Graphic or similar], and
d. Access to appropriate cuff sizes including (pediatric if indicated), Small, Medium, Large, Extra-Large cuffs 
For more guidance on device validation and calibration, see the Measurement of Blood Pressure in Humans: A Scientific Statement from the American Heart Association. For more guidance on validated device selection see US Blood Pressure Validated Device Listing (VDL™).  
Team Training & Testing
1. Upon hire and every [select:  6-12 months], each staff member (including physicians ) will complete BP measurement training by [select:  watching/attending] an educational session using [select: , CME/CE Course: The Importance of Measuring Blood Pressure Accurately or Achieving Accuracy: BP Measurement e-learning module, or other source]
2. Upon hire and every [select:  6-12 months], each staff member (including physicians) will complete BP measurement competency testing using [select:  Technique Quick Check Tool  or other assessment tool or method through [select: staff competency day, peer review, etc.] 
3. Document training and testing per staff member via [insert organizational tracking mechanism]. Track renewal status to maintain frequency.
For more guidance on training, see Table 1 of the Measurement of Blood Pressure in Humans: A Scientific Statement from the American Heart Association. 
Procedure & Workflow
1. When patients schedule or receive a reminder regarding an appointment, remind patients to abstain from exercise, caffeine, and smoking 30 min prior to the appointment.
2. Upon arrival at the health center, [select reception staff, medical assistant] will offer patients the opportunity to empty their bladder before entering the exam room. Staff members will also collect any needed urine specimens at the time.
3. Invite the patient to sit in a chair (not on the exam table) with feet flat on the floor and back supported, ensuring rest for 3-5 minutes without talking or moving around, before recording the first BP reading. A shorter wait period may be acceptable for some automated office blood pressure (AOBP) devices. Neither the patient nor the observer should talk during the rest period or during the measurement.
4. The blood pressure cuff should be placed on a bare upper arm. As needed and if the patient is comfortable, ask the patient to change into a gown or roll up their sleeve. Avoid rolling up a tight sleeve creating a tourniquet effect.
5. Select the correct cuff size such that the bladder encircles 75%–100% of the arm.
a. Arm circumference should be measured at the midpoint of the acromion and olecranon
b. BP cuff bladder length should be 75%–100% of the patient’s measured arm circumference
c. BP cuff bladder width should be at 37%–50% of the patient’s arm circumference (a length-to-width ratio of 2:1)
d. BP cuff should be placed on bare skin
6. Position the middle of the cuff on the patient’s upper arm at the level of the right atrium (midpoint of the sternum), aligning with the artery marker on the cuff. Ensure the cuff is snug enough to fit 1 finger easily or 2 fingers snugly at the top and bottom of the cuff).
7. Support the patient’s arm (e.g., resting on a flat surface). The patient should not be holding his/her arm because isometric exercise will affect the BP levels. The arm should be relaxed with the palm up.
8. Use either the stethoscope diaphragm or bell for auscultatory readings, placing it over the brachial artery and not under the cuff to avoid rubbing sounds from the cuff.
9. For auscultatory determinations, use a palpated estimate of radial pulse obliteration pressure to estimate SBP. Inflate the cuff 20–30 mmHg above this level for an auscultatory determination of the BP level. For auscultatory readings, deflate the cuff pressure 2 mmHg/second, and listen for Korotkoff sounds.
10. At the first visit, record BP in both arms. Use the arm that gives the higher reading for subsequent readings. Document the arm in which the BP was measured in the medical record. Separate the measurements by 1–2 min.
11. Document the SBP and diastolic blood pressure (DBP) in the [define documentation location in the health record, ideally in a dedicated, structured data field]. If using the auscultatory technique, record SBP and DBP as the onset of the first of at least 2 consecutive beats and the last audible sound, respectively. Record SBP and DBP to the nearest even number. Note the time that the most recent BP medication was taken before measurements.
12. Repeat the measurement after 1-2 min rest. Document the 2nd reading.  
13. Provider or designee should average ≥2 readings obtained on ≥2 occasions to estimate the individual’s BP. [define who on the care team should average the readings and how the average should be calculated such as (SBP 1 + SBP 2 + SBP 3 + SBP 4)/4 = Average SBP and (DBP 1 + DBP 2 + DBP 3 + DBP 4)/4 = Average DBP] 
14. Provide patients with their SBP/DBP readings both verbally and in writing. [Define qualified personnel] should help the patient interpret the results.
15. [Define qualified personnel] to provide patients with educational material on the importance of blood pressure as a vital sign. Additional material and education should be provided based on factors such as a new diagnosis of hypertension. 
16. Notify the provider of elevated readings [>130/>80] by [define means of notification] for further evaluation, diagnosis, or treatment intensification.
17. Physicians and other providers are discouraged from taking blood pressures due to the potential for white coat effect. 
For more guidance on training, see Table 2-5 and related text in the Measurement of blood pressure in humans: a scientific statement from the American Heart Association. 
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