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Objective: To study factors associated with systolic blood pressure(SBP) control for
patients post-discharge from an ischemic stroke or transient ischemic attack(TIA) dur-
ing the early months of the COVID-19 pandemic compared to pre-pandemic periods
within the Veterans Health Administration(VHA). Materials and Methods: We analyzed
retrospective data from patients discharged from Emergency Departments or inpatient
admissions after an ischemic stroke or TIA. Cohorts consisted of 2,816 patients during
March—September 2020 and 11,900 during the same months in 2017-2019. Outcomes
included primary care or neurology clinic visits, recorded blood pressure readings and
average blood pressure control in the 90-days post-discharge. Random effect logit mod-
els were used to compare clinical characteristics of the cohorts and relationships
between patient characteristics and outcomes. Results: The majority (73%) of patients
with recorded readings during the COVID-19 period had a mean post-discharge SBP
within goal (<140 mmHg); this was slightly lower than the pre-COVID-19 period (78%;
p=0.001). Only 38% of the COVID-19 cohort had a recorded SBP in the 90-days post-dis-
charge compared with 83% of patients during the pre-pandemic period (p=0.001). Dur-
ing the pandemic period, 29% did not have follow-up primary care or neurologist
visits, and 33% had a phone or video visit without a recorded SBP reading.
Conclusions: Patients with an acute cerebrovascular event during the initial COVID-19
period were less likely to have outpatient visits or blood pressure measurements than
during the pre-pandemic period; patients with uncontrolled SBP should be targeted for
follow-up hypertension management.
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Introduction

Patients who have experienced a stroke or transient
ischemic attack (TIA) are at elevated risk for a subsequent
stroke, other vascular events, and mortality.]' 2 Providing
high quality, guideline-concordant management of hyper-
tension is an essential strategy for preventing recurrent
events.” ! Effective management of blood pressure relies
on timely access to follow-up outpatient care after an
index stroke or TIA.

The COVID-19 pandemic disrupted access to healthcare
in the United States (US) and in other countries.'”> The US
experienced a decline in hospital admissions for stroke
and other conditions.'”'” There was also a precipitous
decline in primary care visits with a shift from in-person
to telephone or video visits.'”'” Chronic disease manage-
ment suffered with lower rates of preventive care'® and
reduced blood pressure assessment.'® These changes in
care management, along with the pandemic itself, likely
contributed to the observed reduction in hypertension
control rates.'”

As was the case for the US generally, the COVID-19
pandemic had a significant impact on access to care in the
Veterans Health Administration (VHA), the largest inte-
grated healthcare delivery system in the US. The VA expe-
rienced reduced emergency admissions, including for
stroke and other vascular conditions.”’ There was also a
general decrease in the number of primary care visits,”
characterized by fewer in-person appointments as well as
a marked increase in virtual healthcare including tele-
phone visits.””

Even with these changes in care delivery stemming
from the COVID-19 pandemic, the overall quality of inpa-
tient stroke and TIA care did not change in the VA sys-
tem; a composite measure of seven guideline concordant
care processes did not decline significantly when compar-
ing the first nine months of the pandemic (2020) to same
nine months a year before (2019).>* However, one of these
seven processes of care, post-discharge blood pressure
control, appeared to suffer during the pandemic.** Specifi-
cally, the proportion of VA patients with blood pressure
control (systolic blood pressure <140 mmHg) in the 90-
days post-discharge was significantly lower during the
pandemic than before.

The purpose of the present study was to examine in
greater depth the decline in systolic blood pressure (SBP)
control for stroke and TIA patients in the VA system dur-
ing the early COVID-19 pandemic period. Hypertension
management is affected by access to primary care and
neurologist visits because blood pressure measurements
are obtained during outpatient visits. The analysis focuses
on outpatient primary care and neurology clinic visits for
patients with SBP above goal (SBP >140 mmHg) at dis-
charge from an index cerebrovascular event as well as
comorbid conditions that would make them targets for
prioritized follow-up care (e.g., diabetes mellitus). We
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compared a cohort of patients presenting to VA Medical
Centers with an index ischemic stroke or TIA in the initial
seven months of the COVID-19 pandemic and a cohort
presenting during the same months in previous years.

Methods
Data sources

This analysis relied on data from the VA Corporate
Data Warehouse (CDW), which includes a broad range of
information from the VA electronic medical record sys-
tem, known as the Veterans Information Systems and
Technology Architecture. This system is used across the
VA system nationwide and includes clinical and adminis-
trative functionality. The CDW data were used to identify
patients with TIA or ischemic stroke who were cared for
in the emergency department (ED) or inpatient setting
from March 2017 to September 2020. Primary diagnosis
codes (International Classification of Diseases Tenth Revision,
ICD-10) were used to identify patients with ischemic
stroke (ICD-10 163, 166, 167.89, 197.81, 197.82) and TIA
(ICD-10 G45.0, G45.1, G45.8, G45.9, 167.848) during the
index ED visit or inpatient admission.””>*° The CDW was
also the source of information on other study variables
such as comorbidity, outpatient clinic visits, and blood
pressure measurements.

The study was approved by the human subjects com-
mittee at the Indiana University School of Medicine Insti-
tutional Review Board and the Roudebush VAMC
Research and Development Committee.

Study cohorts

The sample consisted of patients with an index cerebro-
vascular event, defined as presenting at the ED or having
an inpatient admission for a stroke or TIA. Patients were
discharged from their index event during the early
months of COVID-19 (March-September 2020) or during
the comparison pre-COVID-19 period of March-Septem-
ber 2017-2019. Patients were excluded if they died at dis-
charge, left against medical advice (AMA), transferred to
a non-VA inpatient facility, had a history of dialysis, or
were hospice/palliative care patients. In addition,
patients had to have survived at least 90 days after dis-
charge because the post-discharge blood pressure control
metric was based on the average systolic blood pressure
in the 90-days post-discharge.

Measures

In line with our prior research®” and landmark studies
such as the SPRINT trial,”® we selected systolic blood
pressure as our primary outcome. Systolic and diastolic
blood pressure measurements were obtained at discharge
from the ED or inpatient setting and over the 90-days
post-discharge from VA outpatient medicine and neurol-
ogy clinics (e.g., primary care, cardiology, endocrinology,
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nephrology, neurology) that are the main settings in the
VA for hypertension care management (these clinics are
referred to in the text and tables as “outpatient clinic vis-
its” for ease of communication). We excluded BP meas-
urements during ED visits, inpatient stays, and visits to
specialty clinics (e.g., podiatry) because these measure-
ments were less likely to reflect blood pressure under nor-
mal conditions and hence unlikely to be the target of
routine hypertension management. If a patient had multi-
ple blood pressure readings recorded during a visit, then
we used the last reading for the analysis. If a patient had
blood pressure readings from multiple visits during the
90-day period, then we calculated the mean SBP recorded
over the multiple visits.

Additional variables in the analysis included whether
the index event was a stroke versus TIA; inpatient admis-
sion versus discharge from the ED; APACHE score (a
measure of physiologic disease severity); Charlson Index
at presentation (a measure of comorbidity); age group;
black/African American race; history of stroke, and TIA
or other comorbid chronic conditions. There were also
variables indicating pass rates for six other processes of
care measures (brain imaging, carotid artery imaging,
anticoagulation for atrial fibrillation, antithrombotics,
receipt of high or moderate potency statins, and neurol-
ogy consultation) for the same patients.”* The two pass
rates were percentage of the 6 measures passed and a
binary variable for passing all of measures vs. failing one
or more. The three primary outcomes for the study were:
the presence of one or more outpatient visits in the 90-
days post-discharge, presence of blood pressure measure-
ments in the 90-days post-discharge, and mean SBP at
goal (<140 mmHg) in the 90 days post-discharge.

Analysis

The first step in the analysis was to compare SBP at dis-
charge, comorbid conditions, and other characteristics of
patients presenting in the COVID-19 and pre-COVID-19
periods. Next, we described monthly trends in the three
study outcomes. Then we applied random effect logit
models, with VA facility as a random effect, to determine
the association between patient characteristics and out-
comes. We modeled the likelihood of having an outpa-
tient clinic visit, having a SBP measurement among
patients with visits, and SBP meeting goal (<140 mmHg)
among patients with readings. All analysis was per-
formed with SAS Version 8.0 (SAS Institute). Random
effect logit models were estimated with the SAS GLIM-
MIX procedure.

Results

The sample consisted of 14,716 patients; 11,900 in the
pre-COVID-19 period and 2,816 in the COVID-19 period.
Table 1 compares characteristics of patients presenting
with a stroke or TIA in the COVID-19 period to patients

in the pre-COVID-19 period in the 90 days after discharge.
Most characteristics of stroke and TIA patients presenting
during the COVID-19 period were not significantly differ-
ent than during the pre-COVID-19 period. When differen-
ces were significant, they were relatively small from a
clinical perspective. For example, patients during the
COVID-19 period were more likely to present with a
stroke rather than a TIA (66% vs. 64%, p=0.014), be admit-
ted to an inpatient unit (86% vs. 84%, p=0.036), and pass
on a higher percentage of other quality indicators (87%
vs. 85%, p=0.001). Patients during the COVID-19 period
had a lower mean APACHE score (9.70 vs. 10.02,
p=0.001); and were less like to have a history of TIA (24%
vs. 26%, p=0.019) or atrial fibrillation (13% vs. 15%,
p=0.013).

Patients in the COVID-19 period were much less likely
to have an outpatient visit or recorded SBP reading. Only
38% of all patients during the COVID-19 period had a
recorded SBP measurement in the 90-days post-discharge,
whereas during the pre-COVID-19 period 83% of all
patients had a recorded SBP measurement. The propor-
tion of patients with an outpatient clinic visit was lower
during the COVID-19 period (71% vs. 92%, p=0.001).
Among patients with an outpatient clinic visit, the propor-
tion with a recorded SBP was lower during the COVID-19
period (54% vs. 91%, p=0.001).

Although the mean SBP at discharge did not differ
between periods, a lower proportion of patients met the
SBP goal of <140 mmHg at discharge during the COVID-
19 period (52% vs. 55%, p=0.002). In the 90 days post-dis-
charge, patients in the COVID-19 period had a modestly
higher mean SBP (131.43 mmHg vs. 130.02 mmHg,
p=0.001) and a lower proportion of patients met the SBP
goal of <140 mmHg (73% vs. 78%, p=0.001). Diastolic
blood pressure (DBP) followed a similar pattern with no
significant difference between periods in mean DBP at
discharge, a decline in mean DBP between discharge and
the following 90 days during both periods, and signifi-
cantly higher mean DBP during the COVID-19 period
compared to the pre-COVID-19 period.

Detailed monthly trends in percentages of patients with
outpatient clinic visits, recorded SBP measurements, and
SBP <140 mmHg are presented in Figure 1. Percentages
are based on patients discharged from March 2017 to Sep-
tember 2020. The trends held steady for discharges
through December 2019. In that month, 91% of discharged
patients had an outpatient clinic visit over the following
90 days, 83% had recorded SBP readings, and 61% had a
SBP <140 mmHg. A precipitous drop in discharges fol-
lowed for January through March 2020, reaching a low in
March 2020 of 57% of patients with outpatient clinic visits,
23% with a recorded SBP and 16% with a SBP <140
mmHg. By September 2020 the percentages had
rebounded somewhat: 79% of patients had an outpatient
clinic visit, 53% had a recorded SBP and 35% had a SBP
<140 mmHg. It is noteworthy that the percentage of
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Table 1. Systolic blood pressure and other characteristics of ischemic stroke and transient ischemic attack (TIA) patients: pre-

COVID-19 versus COVID-19 periods*

Patient Characteristics Pre-COVID-19 Period (N=11,900) COVID-19 Period (N=2,816) P-value
% or Mean Standard % or Mean Standard
Deviation Deviation
Admit to inpatient ward (versus ED-only) 84% 86% 0.036
Index event: Stroke (versus TIA) 64% 66% 0.014
Age: <65 years 29% 28% 0.315
Age: >89 years 19% 18% 0.551
Black/African American 26% 25% 0.455
APACHE score 10.02 6.47 9.70 6.10 0.001
Charlson score 2.53 2.53 2.38 2.47 0.137
Congestive heart failure or myocardial 5% 5% 0.340

infarction on presentation
Past Medical History

Hypertension 80% 79% 0.580
Transient Ischemic Attack 26% 24% 0.019
Stroke 56% 57% 0.445
Diabetes Mellitus 43% 43% 0.721
Atrial Fibrillation 15% 13% 0.013
Myocardial Infarction 7% 8% 0.083
Congestive Heart Failure 14% 13% 0.189
Chronic Obstructive Pulmonary Disease 20% 19% 0.691
Peripheral Arterial Disease 14% 13% 0.046
Dementia 8% 7% 0.057
Chronic Kidney Disease 17% 18% 0.057
Cancer 10% 10% 0.936
Hyperlipidemia 64% 66% 0.061
Sleep apnea 18% 20% 0.050
Liver Disease 6% 6% 0.248
Migraine 3% 4% 0.270

Passing Quality Indicators: % 85% 20% 87% 19% 0.041

Passed all Quality Indicators: (yes/no) % 53% 59%

Outpatient clinic visit within 90 days of discharge®* 92% 71% < 0.001

SBP* measurement present: among all patients 83% 38% < 0.001

SBP' measurement present: among patients with 91% 54% < 0.001
an outpatient clinic visit'#*

Mean SBP' at discharge from index event 138.37 19.96 139.15 19.88 0.953

Mean DBP' at discharge from index event 78.28 11.33 78.62 10.91 0.051

Discharge SBP' <140 mmHg 55% 52% 0.002

90-Day SBP' <140 mmHg: among all patients 65% 28% < 0.001

Mean 90-day SBP' for patients with 130.02 15.1 131.43 17.0 < 0.001
BP measurements’

Mean 90-day DBP* for patients with 74.61 9.29 75.92 9.82 <0.001
BP measurements’

90-Day SBP' <140 mmHg for patients 78% 73% 0.001

with BP measurements

*The COVID-19 period was March-September 2020; the pre-COVID-19 period was March-September 2017-2019.

*Denominators: Pre-COVID-19 period, N=10,899; COVID-19 period, N=1,993; Total, N=12,892.

$Denominators: Pre-COVID-19 period, N=10,899; COVID-19 period, N=9,931; Total, N=11,013.

**The outpatient clinics that were included are the main settings in the VA for hypertension care management (e.g., primary
care, cardiology, endocrinology, neurology).

*SBP refers to systolic blood pressure; DBP refers to diastolic blood pressure.

patients with SBP <140 mmHg among those who had an Logit models for outcomes of outpatient clinic visits,
outpatient clinic visit and a SBP reading remained relatively SBP readings, and SBP control are presented in Table 2.
steady at 77% for January 2020 discharges, 70% for March Patients discharged during the COVID-19 period, as
2020 discharges and 66% for September 2020 discharges. opposed to the pre-COVID-19 period, were much less
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Figure 1. Outpatient clinic visits, systolic blood pressure (SBP) measurements, and SBP control (<140 mmHg) within 90 days post-discharge over
timeFigure Legend: The outpatient clinic visits that were included are those where blood pressure measurements are taken and acted upon (e.g., primary care)
and excludes clinics where blood pressure measurements may not be taken (e.g., optometry).

likely to have an outpatient clinic visit (OR=0.206, p
<.001)) or a recorded SBP measurement (OR=0.010, p <
.001), but they were only slightly less likely to have a SBP
below a goal of <140 mmHg (OR=.808, p=.054). Several
patient characteristics were also significantly related to
one or more outcomes.

Patients who were Black/African American, age 80 or
older, or had a history of dementia or chronic kidney dis-
ease were less likely to have an outpatient clinic visit in
the 90 days post-discharge. Patients with a higher Charl-
son comorbidity score, history of congestive heart failure,
hyperlipidemia, or sleep apnea, or met more of the other
stroke-related quality indicators were more likely to have
an outpatient clinic visit. Neither a history of hypertension
nor systolic blood pressure at discharge from the index
cerebrovascular event were associated with receiving an
outpatient clinic visit in the 90-days post-discharge.

Patients were less likely to have a SBP measurement
recorded in the 90-days post-discharge if they were less
than age 65, had presented with a higher APACHE or
Charlson comorbidity score, had displayed hemiplegia
symptoms or had a history of stroke, dementia, or liver
disease, or if they had a SBP <140 mmHg at discharge
from the index cerebrovascular event. In contrast, patients
with a history of chronic kidney disease, sleep apnea, or
migraines, or who met all the other stroke-related quality
indicators were more likely to have a SBP measurement
recorded in the 90-days post-discharge.

Finally, among patients with a blood pressure reading,
they were more likely to have an average SBP below 140
mmHg in the 90-days post-discharge if they had an SBP
below 140 mmHg at discharge, if they were younger than
age 65 years, or had a history of atrial fibrillation, chronic
obstructive pulmonary disease (COPD), sleep apnea, or
hyperlipidemia. Patients were less likely to have an aver-
age SBP <140 mmHg in the 90-days post-discharge if
they had a history of hypertension or had a higher
APACHE score during the index presentation.

Discussion

Overall, only a modest decrement in hypertension con-
trol was observed among patients with ischemic stroke or
TIA in the 90-days post-discharge from their index cere-
brovascular event of ischemic stroke or TIA during the
early months of the COVID-19 pandemic: 78% of patients
in the pre-COVID-19 period (versus 73% during the
COVID-19 period) had an average SBP within goal (<140
mmHg). However, this comes with an important caveat,
in that 62% of patients during the COVID-19 period did
not have routine outpatient follow-up visits where blood
pressure measurements are recorded, so their SBP is
unknown. Furthermore, patients with a history of hyper-
tension or SBP above goal at discharge—clinical indica-
tions for timely hypertension follow-up care—were not
more likely to have a follow-up visit after discharge from
the ED/inpatient setting.

These findings are consistent with other patterns
observed during the pandemic, where preventive care
was disrupted®” and primary care visits were either
delayed or deferred entirely.”” ' During the pandemic,
prior reports have described reduced HbAlc monitoring
among patients with diabetes, as well as decreased blood
pressure measurements among patients with hyperten-
sion. ” During the early pandemic period, the VA
deployed virtual outpatient visits via telephone or
video.” During those visits, it is possible providers may
have discussed blood pressure concerns with their
patients; however, vital signs (including blood pressure)
were typically only recorded in the electronic medical
record system during in-person clinic visits. Recently, the
VA has implemented protocols to collect verified blood
pressure measurements during video visits. Future stud-
ies should examine whether the observed decrement in
outpatient visits and blood pressure measurements per-
sists up to the present.



Table 2. Patient characteristics amongst subsamples with outpatient visits, systolic blood pressure measurements, and blood pressure at goal.

Patient Characteristics Outpatient Clinic Visit* (N=14,716) SBP Measurement™ (n=12,892) SBP < 140 mmHg (n=11,013)
Adjusted 95% Confidence P-value Adjusted 95% Confidence P-value Adjusted 95% Confidence P-value
Odds Ratio  Limits Odds Ratio  Limits Odds Ratio  Limits
Admit to inpatient ward (versus ED-only) 1.007 0.828 1.225 0.950 0.986 0.803 1.212 0.897 1.057 0.882 1.266 0.548
Index event: Stroke (versus TIA) 1.208 0.998 1.461 0.052 1.032 0.843 1.263 0.761 0.873 0.73 1.042 0.133
Age: <65 years 0.965 0.851 1.094 0.577 0.868 0.762 0.989 0.034 1.242 1.107 1.393 0.000
Age: >89 years 0.854 0.741 0.985 0.030 0.883 0.759 1.026 0.104 0.936 0.823 1.064 0.310
Black/African American 0.86 0.758 0.976 0.020 0.916 0.8 1.05 0.207 0.921 0.82 1.035 0.168
APACHE score 0.997 0.988 1.007 0.584 0.989 0.98 0.998 0.018 0.969 0.962 0.977 <0.001
Charlson score 1.075 1.04 1.112 <0.001 0.948 0.919 0.978 0.001 1.02 0.991 1.049 0.183
History of Transient Ischemic Attack 1.096 0.904 1.329 0.351 1.104 0.904 1.348 0.333 0.956 0.802 1.138 0.611
History of Stroke 0.994 0.846 1.167 0.937 0.825 0.7 0.972 0.021 1.044 0.903 1.207 0.558
History of Diabetes Mellitus 1.113 0.98 1.264 0.100 1.124 0.987 1.28 0.079 0.913 0.815 1.022 0.113
History of Atrial Fibrillation 1.049 0.891 1.235 0.564 0.966 0.821 1.135 0.673 1.223 1.058 1.415 0.007
History of Myocardial Infarction 0.988 0.771 1.266 0.924 0.895 0.71 1.128 0.348 1.063 0.854 1.323 0.586
History of Congestive Heart Failure 1.206 1.002 1.451 0.047 1.04 0.872 1.239 0.664 1.139 0.974 1.332 0.103
History of Chronic Obstructive 0.927 0.805 1.067 0.290 0.952 0.827 1.097 0.498 1.166 1.026 1.325 0.019
Pulmonary Disease
History of Dementia 0.616 0.513 0.739 <0.001 0.607 0.502 0.734 <0.001 1.168 0.962 1.417 0.117
History of Chronic Kidney Disease 0.811 0.69 0.953 0.011 1.33 1.12 1.578 0.001 1.037 0.9 1.196 0.614
History of Hypertension 0.985 0.853 1.138 0.841 1.094 0.938 1.275 0.253 0.495 0.425 0.576 <0.001
History of Peripheral Arterial Disease 0.896 0.759 1.058 0.196 0.926 0.786 1.091 0.356 0.915 0.793 1.056 0.224
History of Cancer 1.124 0.914 1.383 0.269 1.038 0.853 1.263 0.710 1.172 0.98 1.4 0.082
History of Sleep Apnea 1.293 1.113 1.502 0.001 1.27 1.095 1.473 0.002 1.282 1.129 1.456 0.001
History of Liver Disease 1.111 0.88 1.401 0.376 0.789 0.638 0.975 0.028 1.089 0.89 1.333 0.407
History of Arrhythmia 1.003 0.846 1.19 0.969 1.194 0.999 1.427 0.051 1.095 0.939 1.277 0.249
History of Migraine 1.199 0.875 1.644 0.259 1.601 1.133 2.263 0.008 1.255 0.935 1.684 0.131
History of Hyperlipidemia 1.222 1.084 1.378 0.001 1.113 0.98 1.264 0.099 1.18 1.057 1.318 0.003
History of Hemiplegia 0.86 0.764 0.969 0.013 0.838 0.743 0.946 0.004 1.044 0.939 1.161 0.423
Passing QIs % 3.278 2.146 5.009 <0.001 1.582 0.967 2.587 0.068 1.157 0.725 1.846 0.541
Pass all QIs (yes/no) % 0.94 0.795 1.113 0.473 1.24 1.035 1.485 0.019 0.99 0.841 1.166 0.903
Discharge SBP < 140 0.977 0.876 1.09 0.794 0.855 0.761 0.961 0.008 2.482 2.127 2.897 <0.001
COVID-19 Period** 0.206 0.185 0.229 <0.001 0.101 0.090 0.114 <0.001 0.808 0.693 0.943 0.054

*The outpatient clinics that were included are the main settings in the VA for hypertension care management (e.g., primary care, cardiology, endocrinology, neurology).
#SBP refers to systolic blood pressure.
**The COVID-19 period was March-September 2020; the pre-COVID-19 period was March-September 2017-2019.
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The high rate of missing follow-up blood pressure
measurements reported in this study raises major ques-
tions about the pandemic’s effect on blood pressure con-
trol among patients after an acute cerebrovascular event.
Given the paramount importance of blood pressure man-
agement for secondary stroke prevention, one major
implication of this study is that clinicians should consider
prioritizing outpatient hypertension care for patients who
are post-stroke or TIA, 34 especially patients with either
poorly controlled blood pressure prior to the index event
or at the time of discharge.”” Investigators should examine
the degree to which COVID-19 related disruptions in
hypertension management persist among patients with
cerebrovascular disease and evaluate how telehealth
delivery modalities might ameliorate such disruptions.

Limitations

Our study had several important limitations. First, we
had an absence of information about social determinants
of health; delivery-system variables such as policies
regarding who should receive an in-person visit and
under what conditions; use of antihypertensive medica-
tion or other treatments; and the patient’s perspective on
obtaining follow-up care. Second, we used SBP <140
mmHg as the goal for BP care because that was the thresh-
old in the VA during the period of the study. A lower
threshold, i.e., SBP <130 mmHg, is becoming the stan-
dard goal for high-risk patients, such as those suffering a
stroke or TIA. Third, we lacked information about the
type of visits, particularly for virtual visits (e.g., whether
by phone or video). Fourth, we were unable to track
patients beyond the 90-day period of the study to see if
absence of primary care visits, missing SBP readings, or
SBP above goal made a difference in outcomes, such as
long-term mortality or recurrent vascular events. Finally,
this study described hypertension care among a largely
male population within VA facilities and the results may
not generalize to other healthcare systems.

Conclusion

During the initial COVID-19 pandemic period of
resource constraints, patients with an acute cerebrovascu-
lar event were less likely to have an outpatient visit or
blood pressure measurements than during the pre-pan-
demic period. Patients discharged after a recent stroke or
TIA, especially those with uncontrolled SBP, should be
targeted for close follow-up hypertension management
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