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ABSTRACT 

Prehypertension is defined as blood pressure (BP) between 120–139/80–89 mmHg. It affects around 40% of adults, increasing their 
risk of developing hypertension and cardiovascular disease-related conditions. 
The “Risk rEduction interVEntion for Raised blood preSsurE” (REVERSE) feasibility study investigated whether self-monitoring 
of BP was acceptable and feasible for managing prehypertension. As part of REVERSE, a willingness-to-pay (WTP) analysis 
assessed the economic value of the BP self-monitoring intervention. 
A WTP questionnaire asked participants how much and why they would be willing to pay for a BP machine and for additional 
support and training around BP self-monitoring. The associations between the total WTP amount (for the BP machine plus 
the additional support and training) and participants’ sociodemographic and clinical characteristics were investigated using 
generalized linear modelling (GLM). 
WTP data was collected from 66 participants (median age: 58.50 years; females: 59.09%). Most of the participants (72.73%) lived 
in areas of low socioeconomic deprivation. The median total WTP amount was £41.37 in 2024 prices (interquartile range: £36.20–
£93.09). The BP machine functions/facilities, the amount reflecting potential benefit, and being a reasonable value were the most 
cited reasons behind the valuations. 
The GLM regression showed that higher WTP values were associated with the functions/facilities and potential benefit of the BP 
machine. 
We believe this to be the first study to provide insights around the economic value of BP self-monitoring in prehypertension. 
Further research based on larger, and more representative, samples is needed to validate these findings. 
Trial registration number : ISRCTN13649483 
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 Introduction 

rehypertension is defined as having blood pressure (BP) in
he range between 120–139/80–89 mmHg [ 1 ], with estimates
ndicating that approximately 40% of adults have their BP within
hat range [ 2 ]. Prehypertension is not classed as a disease but
s associated with a risk of developing hypertension [ 3 ] and car-
iovascular disease (CVD) [ 4 ]. In the United Kingdom, diseases
aused by hypertension cost the NHS over £2 billion a year
 5 ]. To manage prehypertension both clinical guidance [ 6 ] and
vidence [ 7 ] highlight the effectiveness of non-pharmacological
nterventions focusing on lifestyle modifications. 

elf-monitoring interventions have been shown to be effective in
educing the risk of developing CVD in people with hypertension
 8 ] and diabetes [ 9 ]. Whether self-monitoring could benefit
eople with prehypertension remains uncertain, in particular
hether individuals will engage with the concept of prehyperten-
ion, perceive it as a risk, and be willing to intervene at BPs at this
evel [ 10–13 ]. 

he “Risk rEduction interVEntion for Raised blood preSsurE”
REVERSE) feasibility study [ 14 ] aimed to tackle this uncertainty
y determining the feasibility and acceptability of BP self-
onitoring amongst people with prehypertension, and health-
are professionals (HCPs). The results from the REVERSE study
ill inform the design of a multi-center, randomized controlled
rial which is expected to evaluate the effectiveness of self-
onitoring in detecting and increasing awareness of prehyperten-
ion. One of the objectives of the REVERSE study was to evaluate
he economic value of the self-monitoring intervention through a
illingness-to-pay (WTP) analysis, whose methodological details
nd findings are presented in this paper. 

 Methods 

.1 Overview of the Feasibility Study 

he detailed results from the REVERSE study are presented
lsewhere [ 14 ]. As a prospective, non-randomized feasibility
tudy, all participants received the self-monitoring intervention.
atients were asked to monitor their BP on the first three days of
ach month for 6-months, taking two readings on each occasion.
ach daily second reading, as well as the overall month, were
olor coded using a traffic light based algorithm (Figure S1 )
o classify their readings as either good (normotensive), raised
prehypertensive) or high (hypertensive). Monthly readings were
ubmitted to the research team and, if readings were high for
wo consecutive months, then patients informed their general
ractice (GP). 

ecruitment involved GPs, pharmacies and community providers
nd was mainly driven by participating GPs. Eighty individuals
ere enrolled in the study, with 75 starting the intervention.
hile the recruitment strategy aimed to ensure socioeconomic
iversity, most of the participants were White, of high socioeco-
omic background and well-educated. 

t follow-up, there was attrition of 17% at 6-months when the
ntervention formally stopped, and of 41% at 12-months when
of 8
patients had the option of continuing the self-monitoring should
they have wished to do so. Intervention fidelity was high but
decreased over time [ 15 ]. Importantly, the intervention and study
processes were acceptable to both participants and HCPs. 

2.2 WTP Questionnaire 

The WTP analysis was based on a questionnaire developed for this
purpose. The questionnaire was designed using the contingent
valuation method, a survey-based approach that estimates the
value individuals are willing to pay for a specific good [ 16 ]. In our
case the “goods” were a BP machine and the additional support
and training around BP self-monitoring (e.g., how to use the BP
machine, how to interpret the readings, and what action to take).
The development of the questionnaire was informed by a previous
version adopted by Kaambwa et al. [ 17 ] who explored WTP in
self-monitoring for hypertension. 

The questionnaire had 9 questions in total (see Table 2 ). Ques-
tion 1 asked if the participants already owned a BP machine
and for its cost and other details of the purchase. Question 2
was a multiple-choice question enquiring whether anyone had
previously recommended that the participant should buy a BP
machine, with possible choices including HCPs, family, friends,
and patient groups. Question 3 was a Likert scale question
measuring the relevance of the factors that participants would
consider when deciding whether to purchase a BP machine, such
as its price, accuracy, ease of use, make or model, or the machine
being the one used by the participant’s GP. 

Question 4 asked how much participants would be willing to
pay for a BP machine, providing ranges of market prices for
BP machines with increasingly additional features: a basic BP
machine that may or may not have a memory; a BP machine with
more accuracy and memory; and a more advanced BP machine
with memory and the ability to send readings to the participant’s
healthcare provider. Question 5 was a multiple-choice question
investigating the reasons behind the participants’ WTP amount
expressed in Question 4. In a similar fashion, Questions 6 and
7 asked whether participants would be willing pay more for
additional support and training around BP self-monitoring and,
where applicable, how much more and why. 

Lastly, Questions 8 and 9 enquired about the participants’
household income and whether they received benefits or not. 

The patient-reported data was collected by a researcher at a
face-to-face or online research clinic during the study 6-month
follow-up. 

2.3 Analysis 

Using a regression analysis framework, we investigated the direc-
tion and magnitude of the associations between the dependent
variable (i.e., total WTP amount) and a set of independent
variables delineating the demographic and clinical characteristics
of the participants. The total WTP amount was calculated by
adding the WTP amount for a BP machine (as per Question 4)
and the WTP amount for additional support and training around
The Journal of Clinical Hypertension, 2026
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TABLE 1 Sociodemographic and clinical characteristics of sample 
( N = 66). 

Gender 
Females n (%) 39 (59.09) 

Age in years 
Median (IQR) 58.50 (52.00 to 65.75) 

Ethnicity 
Not reported n (%) 2 (3.03) 
White n (%) 64 (100.0) 

Index of Multiple Deprivation 
3rd decile n (%) 5 (7.58) 
4th decile n (%) 4 (6.06) 
5th decile n (%) 9 (13.64) 
6th decile n (%) 11 (16.67) 
7th decile n (%) 7 (10.61) 
8th decile n (%) 8 (12.12) 
9th decile n (%) 14 (21.21) 
10th decile n (%) [Least deprived] 8 (12.12) 

Working status 
Full time n (%) 32 (4 8.4 8) 
Part time n (%) 11 (16.67) 
Not working n (%) 2 (3.03) 
Retired n (%) 21 (31.82) 

Highest education achieved 
GCSE or equivalent (age 16) n 
(%) 

13 (19.70) 

A-level of equivalent (age 18) n 
(%) 

14 (21.21) 

Degree or equivalent n (%) 18 (27.27) 
Post-graduate/ professional 
qualification n (%) 

19 (28.79) 

Doctoral n (%) 2 (3.03) 
Current BP in mmHg 
Systolic—6 Months 
Missing n (%); Valid cases n (%) 8 (12.12); 58 (87.88) 
Median (IQR) 134.00 (124.75 to 

142.00) 
Systolic—Change from Baseline to 6 Months 
Missing n (%); Valid cases n (%) 10 (15.15); 56 (84.85) 
Mean (SD; 95% CI; range) 4.46 (12.07; 1.23 to 

7.70; − 25.00 to 40.00) 
Diastolic—6 Months 
Missing n (%); Valid cases n (%) 8 (12.12); 58 (87.88) 
Median (IQR) 82.00 (75.75 to 88.25) 

Diastolic—Change from Baseline to 6 Months 

(Continues) 
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elf-monitoring (as per Question 6). In the initial model specifica-
ion a set of 20 independent variables was considered comprising:
1) gender (categorical); (2) age in years (continuous); (3) past
istory of high cholesterol (binary); (4) current ongoing treatment
binary); (5) Body Mass Index (BMI) in kg/m2 (continuous); (6)
eprivation decile as per the Index of Multiple Deprivation (cate-
orical); change in (7) systolic and (8) diastolic BP in mmHg from
aseline to 6 months (both continuous); (9) EuroQol 5-Dimension
-Level (EQ-5D-3L) utility score at baseline (continuous); (10)
ross annual household income (categorical); reasons behind
he WTP amount for (11–15) BP machine and (16–20) additional
upport and training around BP self-monitoring (all binary).
iven the small sample size of the feasibility study, a selection
f variables was deemed necessary. This was conducted using
ackward stepwise selection with ordinary least squares regres-
ions based on a log-transformed dependent variable, as the total
TP amount was right-skewed. The backward stepwise selection
radually removed variables with a p -value higher than 0.2 and
dded in variables with a p -value lower than 0.1. Gender was kept
n throughout given its importance in the model by Kaambwa
t al. [ 17 ]; no other a priori restrictions were put in place. 

he final specification, as selected using backward stepwise
election, was analyzed with generalized linear modelling (GLM)
iven the expected heteroskedasticity (i.e., variance of residuals
as not constant) and non-normality of the dependent variable
i.e., total WTP amount) [ 18 ]. The modified Park test was used to
elect the appropriate distribution for the dependent variable [ 19 ].
issing data were handled using multiple imputation analysis
ith different methods applied according to the type of variables
ffected by missing data (i.e. ordinal or continuous) [ 20 ]. The
esults from the multiple imputation analysis were compared
ith those from the complete case analysis. Prices’ variables were
riginally collected in 2023 Great Britain pound (GBP) and then
onverted into 2024 GBP using an online converter [ 21 ]. The
nalysis was conducted using Stata 17 [ 22 ]. 

 Results 

.1 Sample Characteristics 

n Table 1 we present the descriptive statistics of the 66 respon-
ents to the WTP questionnaire. Thirty-nine respondents were
emale (59.09%) and the median age was 58.50 years (interquartile
ange, IQR: 52.00 to 65.75 years). Of those respondents stating
heir ethnicity ( n = 64), all identified as being White. Most of the
espondents lived in areas with lower levels of deprivation ( n =
8 in deprivation deciles ≥ 6, 72.73%), but 32 respondents (58.18%
f those with valid data) had a gross annual household income of
ess than £50 000 (in 2023 prices, equivalent to just below £52 000
n 2024 prices). Four respondents had a past history of high
holesterol (6.06%) and 12 respondents (18.18%) were undergoing
reatment or follow-up in hospital. The median BMI was 24.83
IQR: 22.75 to 27.97), with half of the respondents having a healthy
eight (BMI between 18.5 and 24.9: n = 32, 50.00% of n = 64 with
alid data). From baseline to 6 months, the mean systolic and
iastolic BP of the participants increased by 4.46 mmHg (standard
eviation, SD: 12.07 mmHg) and 1.70 mmHg (SD: 9.14 mmHg),
espectively (for n = 56 valid cases). 
he Journal of Clinical Hypertension, 2026 3 of 8

 C
reative C

om
m

ons L
icense



TABLE 1 (Continued) 

Missing n (%); Valid cases n (%) 10 (15.15); 56 (84.85) 
Mean (SD; 95% CI; range) 1.70 (9.14; − 0.75 to 

4.14; − 16.00 to 24.00) 
BMI 
Missing n (%); Valid cases n (%) 2 (3.03); 64 (96.97) 
Median (IQR) 24.83 (22.75 to 27.97) 
Underweight n (%) 1 (1.56) 
Healthy weight n (%) 32 (50.00) 
Overweight n (%) 22 (34.38) 
Obese n (%) 9 (14.06) 

BMI—Change from Baseline to 6 Months 
Missing n (%); Valid cases n (%) 3 (4.55); 63 (95.45) 
Mean (SD; range) − 0.42 (1.23; − 5.08 to 

2.11) 
Personal clinical history: “Have you ever, or do you currently 
have, any of the following?”
High cholesterol n (%) 4 (6.06) 
Current ongoing treatment/ 
follow-up in hospital? n (%) 

12 (18.18) 

Hospital admissions n (%) 6 (9.09) 

Abbreviations: BMI, body mass index; BP, blood pressure; CI, confidence 
interval; IQR, interquartile range; SD, standard deviation. 
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TABLE 2 WTP questionnaire ( N = 66 unless otherwise specified). 

Q1. Do you currently own a BP machine (not including the 
one given to you for this study)? 
No n (%) 42 (63.64) 
Q2. Has anyone ever recommended that you buy a BP 
monitor? 
Not recommended n (%) 56 (84.85) 

Q3. What would you consider important if you were buying a 
BP machine?a 

Missing n (%) 1 (1.52) 
Price n (%) 39 (60.00) 
Accuracy n (%) 65 (100.00) 
Ease of use n (%) 62 (95.38) 
Make or model n (%) 5 (7.69) 
Machine my GP uses n (%) 24 (36.92) 

Q4. What is the most you would be willing to pay to buy a BP 
machine?b 

Median (IQR: range), £ 41.37 (31.03 to 
62.06; 20.69 to 

103.44) 
Q5. Why would this be the most you would be willing to pay? 
Amount reflects ability to pay n (%) 19 (28.79) 
Amount is reasonable value n (%) 33 (50.00) 
Amount reflects satisfaction with 
equipment n (%) 

32 (4 8.4 8) 

Amount reflects potential benefit n (%) 38 (57.58) 
Amount reflects machine 
functions/facilities I would want (%) 

49 (74.24) 

Other n (%) 13 (19.70) 
Q6a. Would you be willing to pay more to receive additional 
support and training around BP self-monitoring? 
Yes n (%) 24 (36.36) 

Q6b. How much would you be willing to pay for this 
additional support and training plus the machine?b 
( n = 24c ) 
Missing n (%) 2 (8.33) 
Median (IQR; range), £ 31.03; (20.69 to 

51.72; 10.34 to 
155.16) 

Q7. Why would you be willing to pay this? ( n = 24c ) 
Amount reflects ability to pay n (%) 8 (33.33) 
Amount is reasonable value n (%) 11 (45.83) 
Amount reflects satisfaction with 
equipment n (%) 

5 (20.83) 

Amount reflects potential benefit n (%) 16 (66.67) 
Amount reflects machine 
functions/facilities I would want (%) 

10 (41.67) 

Other n (%) 3 (12.50) 

(Continues) 
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he data from the WTP questionnaire (Table 2 ) showed that the
ajority of participants did not previously own a BP machine

 n = 42, 63.64%) and had not been recommended that they
hould buy one ( n = 56, 84.85%). In the scenario where the
articipants would buy a BP machine, most of them would
onsider its accuracy, ease of use, and price as the most important
actors behind the purchase (for 100%, 95.38%, and 60.00% of
espondents, respectively). The median total WTP amount was
41.37 (IQR: £36.20 to £93.09), consisting of the WTP amount
or the BP machine (median: £41.37; IQR: £31.03 to £62.06) and
he WTP amount for additional support and training around BP
elf-monitoring (median: £31.03; IQR: £20.69 to £51.72). Twenty-
our respondents (36.36%) indicated that they would be willing to
ay more to receive additional support and training around BP
elf-monitoring, but only n = 22 of these (91.67%) expressed the
elated WTP amount. The amounts expressed by the respondents
ostly reflected the functions/facilities they would want from a
P machine ( n = 49, 74.24% of N = 66) and the potential benefit
rom additional support and training around BP self-monitoring
 n = 16, 66.67% of N = 24). 

.2 GLM Regression 

he independent variables included in the final model (follow-
ng backward stepwise selection) were gender, history of high
holesterol, changes in systolic and diastolic BP from baseline
o 6-months, gross annual household income, and the set of
easons behind the WTP amount for the BP machine (ability
of 8 The Journal of Clinical Hypertension, 2026
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TABLE 2 (Continued) 

What is the most you would be willing to pay for a BP 
machine plus additional support and training around BP 
self-monitoring?b 
That is, Total WTP amountd 

Median (IQR; range), £ 41.37 (36.20 to 
93.09; 20.69 to 

196.53) 
Q8. What is the annual income of your household before 
deducting tax and national insurance?e 

Missing n (%) 1 (1.52) 
≤ £20 000 n (%) 3 (4.55) 
£20 001–£30 000 n (%) 12 (18.18) 
£30 001–£40 000 n (%) 10 (15.15) 
£40 001–£50 000 n (%) 7 (10.61) 
£50 001–£60 000 n (%) 4 (6.06) 
£60 001–£70 000 n (%) 4 (6.06) 
£70 001–£80 000 n (%) 2 (3.03) 
£80 001–£90 000 n (%) 3 (4.55) 
£90 001–£100 000 n (%) 5 (7.58) 
> £100 000 n (%) 5 (7.58) 
Prefer not to answer n (%) 10 (15.15) 

Q9. Do you receive benefits? 
No n (%) 62 (93.94) 

Abbreviations: BP, blood pressure; GP, General Practitioner; IQR, interquartile 
range; WTP, willingness to pay. 
a Counts and percentages reflect the sum of those who answered Agree or 
Strongly Agree in relation to the specific factor. 
b Prices originally expressed in 2023 GBP and here presented as 2024 GBP. 
Conversions done on 18-Mar-2024 using an online converter tool ( https://eppi. 
ioe.ac.uk/costconversion/ ). 
c Question only applicable to those who answered ‘Yes’ to previous question. 
d Calculated as the sum of the WTP amounts for a BP machine and for 
additional support and training around BP self-monitoring (see previous 
questions). 
e Any benefits or pensions are included as income. Income groups expressed in 
2023 GBP. 
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FIGURE 1 Distributions of (a) total WTP amount and amounts for 
(b) BP machine and (c) additional support and training around BP self- 
monitoring, expressed in 2024 GBP. 
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o pay; reasonable value; satisfaction; benefit; and machine
unctions/facilities). 

he modified Park test suggested that, based on the natural
ogarithmic coefficient of the predicted total WTP amount equal
o 2, Gamma was the most suitable family of distributions for
he dependent variable. A log link was employed given the
ight-skewed data (as shown in Figure 1 ) for the dependent
ariable [ 17 ]. In the multiple imputation analysis (Table 3 ),
ithin the set of independent variables only two specific reasons
ehind the WTP amount for the BP machine had a statistically
ignificant association with total WTP amount: potential benefits
nd functions/facilities of the BP machine. In particular, both
easons were associated with an increase in the total WTP
mount. 
he Journal of Clinical Hypertension, 2026

a

Lastly, the results from the multiple imputation analysis dif-
fered from those of the complete case analysis (based on N
= 46 observations), where a greater number of variables had
a statistically significant association with total WTP amount
(Table S1 ). This difference attests the non-negligible impact
of missing data which affected the variables related to the
changes in systolic and diastolic BP (both had 15.15% of missing
data) and gross annual household income (16.67% of missing
data). 
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TABLE 3 Generalized linear regression model on Total WTP amounta (for BP machine plus additional support and training around BP 
self-monitoring), with Gamma distributionb and log link—Multiple imputation analysis. 

Dependent variable: Total WTP amounta 
( N = 66) 

Independent variablec Coefficient SE p -value 95% CI 

Gender 
Male Reference category 
Female − 0.08 0.15 0.61 − 0.38 to 0.22 

High cholesterol 
No Reference category 
Yes 0.45 0.32 0.16 − 0.18 to 1.08 

Change in systolic BP from Baseline to 6 Months − 0.01 0.01 0.16 − 0.03 to 0.00 
Change in diastolic BP from Baseline to 6 Months − 0.01 0.01 0.17 − 0.04 to 0.01 
Gross annual household incomed 

≤ £20 000 n (%) Reference category 
£20 001–£30 000 n (%) − 0.17 0.39 0.67 − 0.93 to 0.60 
£30 001–£40 000 n (%) − 0.23 0.33 0.49 − 0.88 to 0.42 
£40 001–£50 000 n (%) − 0.21 0.36 0.56 − 0.93 to 0.50 
£50 001–£60 000 n (%) − 0.16 0.47 0.73 − 1.09 to 0.76 
£60 001–£70 000 n (%) − 0.33 0.45 0.46 − 1.22 to 0.56 
£70 001–£80 000 n (%) 0.53 0.52 0.31 − 0.49 to 1.56 
£80 001–£90 000 n (%) 0.56 0.53 0.29 − 0.49 to 1.61 
£90 001–£100 000 n (%) − 0.08 0.40 0.84 − 0.87 to 0.71 
> £100 000 n (%) − 0.16 0.40 0.69 − 0.94 to 0.63 

WTP amount for BP machine reflecting ability to pay 
No Reference category 
Yes − 0.29 0.17 0.080 − 0.61 to 0.03 

WTP amount for BP machine being reasonable value 
No Reference category 
Yes − 0.13 0.15 0.37 − 0.42 to 0.16 

WTP amount for BP machine reflecting satisfaction with equipment 
No Reference category 
Yes − 0.09 0.15 0.53 − 0.39 to 0.20 

WTP amount for BP machine reflecting potential benefit 
No Reference category 
Yes 0.52 0.17 0.002 0.19 to 0.85 

WTP amount for BP machine reflecting machine functions/facilities I would want 
No Reference category 
Yes 0.38 0.18 0.040 0.02 to 0.74 

Constant 3.90 0.31 < 0.001 3.30 to 4.51 

Abbreviations: BP: blood pressure. CI: confidence interval. SE: standard error. WTP: willingness-to-pay. In bold : statistically significant results (at the 5% 
significance level). 
a Prices originally expressed in 2023 GBP and here presented as 2024 GBP. Conversions done on 18-Mar-2024 using an online converter tool ( https://eppI.ioe.ac. 
uk/costconversion/default.aspx). 
b Gamma distribution selected by using the modified Park test. 
c Independent variables selected using backward stepwise selection. 
d Income groups expressed in 2023 GBP. 
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 Discussion 

.1 Summary 

he results from the WTP questionnaire showed that over one-
hird of participants in this feasibility study were willing to pay
ore to receive additional support and training around BP self-
onitoring. The range of WTP amounts for this extra support
nd training was quite large ( £20.69 to £51.72), attesting how the
erceptions around its value varied considerably in our sample.
nalysis of total WTP for the BP machine, including additional
upport and training, showed that only two variables, both related
o the device’s benefits and features, were statistically significant.
his suggests that participants’ WTP was shaped by perceptions
f the BP machine’s capabilities and the value these features could
rovide. This underlines how, at least in our sample, it is the
achine’s characteristics that drive the value seen by the partic-
pants. Therefore, based on this finding, the range of capabilities
nd features of the BP machine, as perceived by the participants,
epresents an aspect to be prioritized when it comes to design
elf-monitoring interventions for prehypertensive people. 

onversely, variables reflecting reasons for the WTP amounts
elated to additional training and support for BP self-monitoring
ould not be included in the final model specification due to
ulticollinearity (i.e., several independent variables were related
o each other and providing similar information) and the small
umber of observations ( n = 24). Associations between sociode-
ographic and clinical variables and the total WTP amount
ere not statistically significant. However, we recommend testing
hese findings in larger, more diverse studies to evaluate the
otential role that training and support, and sociodemographic
nd clinical characteristics may play in driving the WTP values. 

.2 Strength and Limitations 

he main strength of this study lies in it being one of the first to
nvestigate the economic value of a self-monitoring intervention
or people in the prehypertensive BP range. However, some limi-
ations affect our study. First, the small study sample restricts any
onsiderations around the generalizability of the findings. This
mall sample size impacted on the specification of the regression
odel, which was formalized through a careful selection of the
ost relevant variables in order to preserve an adequate number
f degrees of freedom (i.e., variability). Second, and linked to the
irst limitation, the volume of missing data affecting some of the
ariables (changes in systolic and diastolic BP, and gross annual
ousehold income) could also have hampered the generalizability
f the results. To address this, multiple imputation was applied
o those variables and resulted in a non-negligible difference in
he results compared with those from the complete case analysis.
hird, the representativeness of the sample is limited given that
ll participants identified their ethnicity as White, with most
iving in areas with low levels of deprivation and having low
otable clinical history (i.e., many participants did not have an
istory of high cholesterol, or had ongoing treatments, and were
n a healthy weight range). Fourth, only a sub set of participants
 n = 24) were willing to pay more for additional support and
raining around BP self-monitoring, meaning that the associated
he Journal of Clinical Hypertension, 2026
role in shaping the economic value of self-monitoring could not
be analyzed in depth. 

4.3 Comparison With Existing Literature 

Our findings partially contrast with those of the WTP analysis by
Kaambwa et al. [ 17 ] which had similar analytical grounds to ours
but focused on 393 people with hypertension. Kaambwa et al. [ 17 ]
found that WTP amounts were associated with gender (i.e. being
male), having a midrange household income and satisfaction
with BP machine. However, similar to our results, Kaambwa et al.
[ 17 ] found that changes in BP were not associated with WTP
amounts. Comparisons with other papers are challenging as ours
appears to be the first study that investigated the economic value
of a self-monitoring intervention specifically for people with
BP in the prehypertensive range. The lack of similar literature
appears to be substantiated by our (unpublished) systematic
review which did not find any economic evaluations on non-
pharmacological interventions for people with prehypertension
[ 23 ]. 

4.4 Implications for Research 

Our study appears to be the first to attempt to place an
economic value to a self-monitoring intervention specifically
delivered to people with BP in the prehypertensive range. As
our analysis was performed alongside a single-arm feasibil-
ity study, any interpretation of the findings will need to be
made with caution. Larger studies will need to corroborate
or contrast our findings, accounting also for a more represen-
tative sample, with a greater range of people living in areas
with different levels of deprivation, and with different clinical
profiles. 
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