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ABSTRACT

Background: Inaccurate assessment of maternal blood pressure (BP) contributes to misdiagnosis of hypertension, unnecessary
or missed interventions, and maternal morbidity. This study examines obstetric nursing knowledge and confidence in proper
assessment of maternal BP before and after an institutional quality improvement project.
Methods: We implemented an online educational initiative in our women’s health unit based on the American Heart Association’s
Blood Pressure Improvement Program. Simultaneously, a standard assessment of BP cuff sizing by arm measurement was
implemented. We conducted a pre- and post-intervention assessment of nursing knowledge and confidence of BP measurement.
Responses were analyzed using the χ2 test, two-sample t test, ordinary least squares and logistic regression.
Results: A total of 145 nurses completed the pre- and 68 completed the post-intervention assessments. Participants answered
62% of pre- and 73% of post-intervention questions correctly (p < .001). Before implementation, 86.9% of participants reported
feeling very or extremely confident in obtaining an accurate BP measurement, increasing to 98.5% following (p = .007). 73.8% of
pre-intervention respondents reported feeling very or extremely confident in choosing an appropriate BP cuff compared to 96.3%
post (p < .001). Following implementation, confidence levels were similar irrespective of years in practice, years of experience at
our hospital, and primary nursing unit.
Conclusions: A BP educational initiative and standardized BP cuff assessment increased nurses’ knowledge and confidence in
selecting the correct cuff size and obtaining accurate readings. Increased knowledge and confidence may lead to greater adherence
to standardized BP assessment during peripartum admission, more accurate BP measurements, and improved management of
hypertensive disorders in pregnancy.
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1. INTRODUCTION
Hypertensive disorders remain a leading cause of maternal
morbidity and mortality, complicating 10% of pregnancies
worldwide.[1–5] Hypertensive disorders of pregnancy in-

clude chronic hypertension, gestational hypertension and
preeclampsia with and without severe features. Obstetric
hypertensive emergency, defined as sustained (> 15 min-
utes) severe range systolic blood pressure > 160 mmHg,
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diastolic blood pressure > 110 mmHg or both, further com-
plicates hypertensive disorders of pregnancy and contributes
to morbidity such as cerebral hemorrhage, stroke, and car-
diovascular complications.[6, 7] The American College of
Obstetricians and Gynecologists (ACOG) advocates for the
prompt identification and treatment of obstetric hyperten-
sive emergency within 60 minutes of diagnosis to reduce
the risk of maternal morbidity and mortality.[6] Implementa-
tion of the California Maternal Quality Care Collaborative
(CMQCC) preeclampsia toolkit across 24 hospitals in the
state of California demonstrated a reduction in severe mater-
nal morbidity when obstetric hypertensive emergency was
accurately identified, and treatment initiated within 60 min-
utes of diagnosis.[8]

Accurate measurement of blood pressure in pregnancy is
essential to guide diagnosis and management of hypertensive
disorders and associated emergencies.[1, 9] The majority of
deaths related to hypertensive disorders of pregnancy are con-
sidered preventable with timely and effective identification
and intervention.[10] Prompt diagnosis of hypertensive disor-
ders of pregnancy relies on accurate blood pressure readings
and adequate sizing of sphygmomanometer or automated
oscillotonometric device arm cuffs.[11, 12] The importance
of the accuracy of blood pressure cuff fit is underscored
by the overestimation of blood pressure when a cuff is too
small, and underestimation when a cuff is too large.[13–15]

ACOG, the American College of Cardiology (ACC) and the
American Heart Association (AHA) advocate for standard-
ized blood pressure assessments with an appropriately sized
blood pressure cuff to establish an accurate diagnosis of hy-
pertension.[6, 11, 16] Despite these recommendations, lack of
standardized blood pressure assessment protocols remains
a contributor to preventable morbidity and mortality in the
peripartum period.[17]

Hypertensive disorders of pregnancy are frequently assessed
and diagnosed on initial presentation to obstetric triage units,
most commonly by nursing staff. At UnityPoint Health
(UPH)–Meriter, the obstetric tertiary care center of the Uni-
versity of Wisconsin – Madison, pregnant women are treated
and admitted via an obstetric triage unit run by obstetrician-
gynecologists. We aimed to assess nursing knowledge and
confidence regarding standardized blood pressure assess-
ments before and after a quality improvement educational
intervention designed to standardize blood pressure assess-
ments based on the AHA blood pressure improvement pro-
gram.[18] We hypothesized that nursing knowledge regarding
standard blood pressure assessment and confidence in obtain-
ing accurate blood pressure measurements would increase
following the intervention.

2. MATERIALS AND METHODS
This was a prospective quality improvement pilot project
performed at UPH-Meriter from February 2020 to May 2020.
This project was institutional review board exempt as re-
viewed by the UPH-Meriter Institutional Review Board and
deemed quality improvement (QI). The Standards for Quality
Improvement Reporting Excellence (SQUIRE) guidelines
were followed in reporting this QI project.[19] UPH-Meriter
is the obstetric hospital of the University of Wisconsin –
Madison with more than 4,700 deliveries per year, and is a
referral center for patients from Wisconsin, northern Illinois,
and the upper peninsula of Michigan. The birthing center
including obstetric triage, antepartum, labor & delivery and
postpartum units is run by obstetrician-gynecologists and
staffed by obstetric and gynecology resident housestaff, fam-
ily medicine physicians and resident housestaff, certified
nurse midwives, and nurse practitioners.

The quality improvement initiative timeline involved sev-
eral steps (see Figure 1). The nursing policy for obtaining
blood pressure measurements in hypertensive disorders of
pregnancy was reviewed and revised by the authors and nurs-
ing leadership. The educational initiative was developed
based on the AHA blood pressure improvement program
recommendations.[18] An online presentation was created
emphasizing the importance of standard blood pressure as-
sessments, contributions of incorrect cuff sizing to misdi-
agnosis and morbidity, and best practices for obtaining an
accurate blood pressure measurement. Standard positioning
for blood pressure measurement was reviewed[6, 18] within
the initiative including: 1) having the patient rest for 10
minutes or more before initial blood pressure measurement
2) empty bladder prior to obtaining measurement 3) having
patient seated with legs uncrossed, feet and back supported
with arm at heart level 4) avoid talking during measurement
5) confirmation of no caffeine or tobacco within 30 min-
utes of measurement 6) appropriate sized blood pressure
cuff placed on bare arm confirmed by measurement of arm
circumference (see Figure 2). Appropriate cuff sizes were
determined based on recommendations put forth by the AHA
and endorsed by ACOG (see Figure 3).[6, 16] Prior to the im-
plementation of the intervention, no standard assessment for
BP cuff selection existed at our institution. A simultaneous
implementation of standard arm circumference measurement
occurred with implementation of the educational initiative.

Nursing staff eligible for inclusion worked in any unit within
the UPH-Meriter birthing center including obstetric triage,
antepartum, labor & delivery (L&D) and postpartum. Pre-
and post-intervention knowledge assessments and confidence
surveys were administered one month prior to and one month
following implementation, respectively. All departmental
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nursing staff were required to complete the educational ini-
tiative but were not required to complete knowledge assess-
ments or confidence surveys. Pre- and post-intervention as-
sessment included 9 knowledge questions and 5 confidence

questions. Confidence items were developed following re-
view of questions in consultation with the University of Wis-
consin Survey Center (UWSC) and can be found in Figure
4.

Figure 1. Quality improvement intervention timeline 2020. BP: Blood Pressure

Figure 2. Steps for obtaining an accurate blood pressure
assessment

Figure 3. American Congress of Obstetricians and
Gynecologists and the American Heart Association
Recommendations for standard blood pressure cuff sizing

Staff characteristics including age, years in practice, years
working at UPH-Meriter, years working in obstetrics, and
primary birth center unit (L&D, antepartum, triage v. post-
partum) were obtained for pre- and post-intervention sur-
veys. The a priori primary outcome was the percentage of
correct questions scored on the pre- and post-intervention
blood pressure measurement knowledge assessment. Pre-
and post-assessments were not matched at the individual

level. Secondary outcomes included sub-analysis of pre- to
post-intervention confidence surveys by participant demo-
graphics. Our sample included all nursing staff employed in
our hospital’s birthing unit during the project implementation
as all nursing staff were required to complete the required
educational initiative. All statistical analyses were performed
using Stata 16.1 (StataCorp LLC, College Station, TX). Data
were summarized using means and standard deviations for
continuous variables and proportions for categorical vari-
ables. Pre- and post-intervention variables were analyzed
using the χ2 test for independence of association for cat-
egorical variables and the two-sample t test for pre- and
post-intervention knowledge scores. We used unadjusted
ordinary least squares regression for the association between
participant characteristics and knowledge scores. We used
unadjusted logistic regression to test the association of par-
ticipant characteristics with the confidence question; for pur-
poses of these regressions, responses were dichotomized into
very or extremely confident vs. not at all, a little or somewhat
confident. A p value of < .05 was considered statistically
significant.

3. RESULTS

Two hundred and five staff nurses completed the educational
initiative. One hundred and forty-five participants completed
the pre-intervention knowledge assessment and confidence
survey (70.7%) and 68 completed the post-intervention as-
sessment and survey (33.2%). There were no significant
differences between age of participants, years in practice,
years working in obstetrics or years working at UPH-Meriter
between the pre- and post-intervention groups. Staff com-
pleting the post-intervention survey were more likely to work
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on a postpartum unit compared to staff completing the pre-
intervention knowledge assessment and confidence survey

(52 (76.5%) v. 74 (51%) p < .001). A summary of participant
characteristics is shown in Table 1.

Figure 4. Pre- and post-intervention maternal blood pressure assessment confidence survey

Table 1. Respondent characteristics
 

 

Characteristic 

Pre-intervention Post-intervention 

p-value* (N = 145) (N = 68) 

n (%) n (%) 

Age .740 

20-29 51 (35.7) 25 (37.9) 

30-39 47 (32.9) 20 (30.3) 

40-49 20 (14.0) 13 (19.7) 

50-59 17 (11.9) 5 (7.6) 

60+ 8 (5.6) 3 (4.6) 

Years in practice .611 

< one year 10 (7.0) 6 (8.8) 

1-2 years 10 (7.0) 7 (10.3) 

2-5 years 38 (26.6) 12 (17.7) 

5-10 years 36 (25.2) 20 (29.4) 

>10 years 49 (34.3) 23 (33.8) 

Years at UPH-Meriter .816 

< one year 25 (17.4) 12 (17.7) 

1-2 years 10 (6.9) 8 (11.8) 

2-5 years 40 (27.8) 17 (25.0) 

5-10 years 20 (13.9) 10 (14.7) 

>10 years 49 (34.0) 21 (30.9) 

Years in OB .987 

< one year 20 (14.0) 9 (13.4) 

1-2 years 14 (9.8) 8 (11.9) 

2-5 years 44 (30.8) 21 (31.3) 

5-10 years 25 (17.5) 12 (17.9) 

>10 years 40 (28.0) 17 (25.4) 

Primary unit .000 

Labor & 
delivery/Triage 

71 (49.0) 16 (23.5) 
 

Postpartum 74 (51.0) 52 (76.5) 

 *Chi-square test for independence of association 

 

The median pre-intervention knowledge score was 6 cor-
rect answers out of 9 questions, with a mean of 5.6 ±
1.6, increasing to a median of 7 correct and mean of 6.6
± 1.6 post-intervention (p < .001 for difference in pre- vs.
post-intervention means). The distribution of pre- and post-
intervention knowledge scores is shown in Figure 5. Per-
formance on knowledge assessments were not significantly
different across participant characteristics in unadjusted least
squares regression for either pre- (see Table 2) or post-
intervention (see Table 3) assessments.

About 86.9% of participants reported feeling very or ex-
tremely comfortable with obtaining an accurate BP mea-
surement prior to the intervention, increasing to 98.5% post
initiative (p < .001). 73.8% of participants reported feel-
ing very or extremely comfortable with selecting the correct
BP cuff size for a pregnant or postpartum patient prior to
the educational initiative, increasing to 95.6% following the
intervention (p < .001). There were no significant differ-
ences in comfort level pre- to post-intervention in regard
to contacting physicians for abnormal BP finding, adminis-
tering emergency anti-hypertensive agents or activating the
maternal early warning system (MEWS).

In unadjusted logistic regressions, prior to the intervention,
participants reported lower comfort levels in regard to con-
tacting physicians for abnormal BP findings if they were
younger (age 20-29), less experienced (< 2 years in practice,
< 2 years of experience at our institution, or < 2 years of ex-
perience in OB), or worked primarily in our postpartum unit.
Following the educational intervention, participants reported
similar comfort levels in regard to contacting physicians for
abnormal BP findings irrespective of age, experience, or
primary nursing unit.
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Table 2. Regression of knowledge scores and comfort with BP on pre-intervention respondent characteristics
 

 

Pretest  
(N = 145) 

Number of knowledge 
questions correct  

 

Comfort obtaining 
accurate BP  

 

Comfort electing 
right cuff size  

 

 

 

Comfort contacting  
provider 

 
 
 
 

Comfort 
administering 
antihypertensive 

 
 
 
 

Comfort activating 
MEWS 

Characte- 
ristic 

uCoeff 
[95% C.I.] 

p 
uOR  
[95% C.I.] 

p 
uOR  
[95% C.I.] 

p 
uOR [95%  
C.I.] 

p 
uOR [95%  
C.I.] 

p 
uOR  
[95% C.I.] 

p 

Age       

20-29 -reference-  -reference-  -reference-  

 -reference- -reference-  -reference- 

30-39 
0.25 
[-0.34-0.84] 

.400  
1.49 
[0.51-4.38] 

.470 
 
 

0.92 
[0.29-2.97] 

.889  

 

2.58  
[1.12-5.94] 

.026 
 
 

2.07  
[0.77-5.54] 

.148 
 
 

1.31 
[0.53-3.23] 

.560 

40+ 
0.22 
[-0.38-0.81] 

.474  
2.03 
[0.71-5.80] 

.184 
 
 

2.03 
[0.71-5.80] 

.184  

 

3.73  
[1.59-8.78] 

.003 
 
 

2.96  
[1.12-7.81] 

.028 
 
 

1.70 
[0.70-4.15] 

.243 

Years in practice       

< 2 years -reference-  -reference-  -reference-  

 - reference- - reference-  -reference- 

2-10 years 
0.33 
[-0.40-1.06] 

.371  
2.10 
[0.44-10.12] 

.355 
 
 

1.74 
[0.36-8.51] 

.493  

 

2.68  
[0.88-8.17] 

.082 
 
 

2.89  
[0.61-13.73] 

.183 
 
 

2.00 
[0.60-6.64] 

.258 

>10 years 
0.53 
[-0.24-1.29] 

.178  
2.61 
[0.52-13.00] 

.243 
 
 

2.31 
[0.46-11.63] 

.311 
 

 

 

4.74  
[1.48-15.17] 

.009 
 
 

6.21  
[1.29-29.78] 

.022 
 
 

1.60 
[0.45-5.63] 

.464 

Years at UPH-Meriter       

< 2 years -reference-  -reference-  -reference-  

 -reference- -reference-  -reference- 

2-10 years 
0.57 
[-0.05-1.19] 

.07  
1.20 
[0.37-3.85] 

.759 
 
 

0.79 
[0.23-2.72] 

.711 
 

 

 

3.88  
[1.51-9.95] 

.005 
 
 

4.27  
[1.14-15.94] 

.031 
 
 

4.08 
[1.26-13.19] 

.019 

> 10 years 
0.51 
[-0.14-1.15] 

.122  
1.74 
[0.54-5.54] 

.351 
 
 

1.74 
[0.54-5.54] 

.351 
 

 

 

5.33  
[2.01-14.14] 

.001 
 
 

7.36  
[1.98-27.36] 

.003 
 
 

4.12 
[1.25-13.61] 

.020 

Years in OB       

< 2 years - reference-  -reference-  -reference-  

 - reference- -reference-  - reference- 

2-10 years 
0.43 
[-0.19-1.05] 

.169  
0.73 
[0.26-2.09] 

.560 
 
 

0.98 
[0.31-3.14] 

.977 
 

 

 

3.71  
[1.42-9.71] 

.007 
 
 

5.62  
[1.22-25.90] 

.027 
 
 

2.86 
[0.98-8.40] 

.055 

>10 years 
0.48 
[-0.21-1.17] 

.168  
1.12 
[0.37-3.41] 

.842 
 
 

1.68 
[0.50-5.62] 

.397  

 

7.71  
[2.66-22.38] 

.000 
 
 

13.12  
[2.75-62.53] 

.001 
 
 

2.70 
[0.85-8.59] 

.093 

Primary unit       

Labor & 
delivery/ 
Triage 

-reference- 
 

 -reference- 
 

 -reference- 
 

 -reference- 
  

-reference- 
 

 -reference- 
 

Postpartum 
0.10 
[-0.39-0.59] 

.400  
0.87 
[0.38-2.00] 

.740 
 
 

0.52 
[0.21-1.27] 

.151  

0.49 
[0.25-0.96] 

.038 
 

0.29 
[0.13-0.64] 

.002 
 
 

1.47 
[0.71-3.04] 

.296 

Note. BP; blood pressure, OR: odds ratio, CI: confidence interval, MEWS; maternal early warning system, OB; obstetrics, UPH; UnityPoint Health. 

 

Table 3. Post-intervention respondent characteristics and logistic regression
 

 

Posttest  
(N = 68) 

Number of 
knowledge questions 
correct  

Comfort obtaining 
accurate BP 

 
 
 

Comfort electing 
right cuff size 

 
 
 

Comfort 
contacting 
provider 

 
 
 

Comfort 
administering 
antihypertensive 

 
 
 

Comfort activating  
MEWS 

Characte- 
ristic 

uCoeff  
[95% C.I.] 

p 
uOR  
[95% C.I.] 

p 
uOR  
[95% C.I.] 

p 
uOR  
[95% C.I.] 

p 
uOR  
[95% C.I.] 

p 
uOR  
[95% C.I.] 

p 

Age      

20-29 -reference-  -reference- -reference- -reference-  -reference- -reference- 

30-39 
0.09 
[-0.90-1.08] 

.856  
1.71 
[0.49-5.98] 

.390 
 
 

1.08  
[0.33-3.51] 

.894 
 
 

0.92  
[0.28-2.99] 

.894  
0.28 
[0.03-2.69] 

.268 
 
 

1.45  
[0.44-4.84] 

.541 

40+ 
0.11 
[-0.87-1.08] 

.828  
1.93 
[0.56-6.59] 

.295 
 
 

0.98  
[0.31-3.15] 

.979 
 
 

0.84  
[0.26-2.68] 

.767  
2.10 
[0.50-8.76] 

.309 
 
 

0.71  
[0.20-2.48] 

.593 

Years in practice      

< 2 years -reference-  - reference- -reference- -reference-  -reference- -reference- 

2-10 years 
0.15 
[-0.92-1.22] 

.781  
2.28 
[0.52-9.92] 

.272 
 
 

3.29  
[0.83-12.98] 

.089 
 
 

2.33  
[0.62-8.77] 

.208  
0.79 
[0.13-4.92] 

.797 
 
 

2.94  
[0.68-12.73] 

.149 

>10 years 
-0.02 
[-1.14-1.11] 

.976  
1.78 
[0.38-8.37] 

.467 
 
 

1.45  
[0.34-6.14] 

.617 
 
 

1.03  
[0.25-4.16] 

.968  
1.53 
[0.25-9.27] 

.645 
 
 

1.18  
[0.24-5.77] 

.841 

Years at UPH-Meriter      

< 2 years -reference-  -reference- -reference- -reference-  -reference- -reference- 

2-10 years 
-0.21 
[-1.17-0.75] 

.669  
2.06 
[0.58-7.35] 

.264 
 
 

3.39  
[1.00-11.57] 

.051 
 
 

1.88  
[0.58-6.06] 

.294  
0.71 
[0.13-3.94] 

.694 
 
 

2.40  
[0.68-8.50] 

.175 

>10 years 
0.11 
[-0.90-1.12] 

.826  
1.85 
[0.48-7.06] 

.370 
 
 

2.12  
[0.59-7.66] 

.251 
 
 

1.36  
[0.40-4.70] 

.624  
1.77 
[0.36-8.65] 

.48 
 

1.5 
[0.39-5.84] 

.559 

Years in OB      

< 2 years -reference-  -reference- -reference- -reference-  -reference- -reference- 

2-10 years 
-0.25 
[-1.22-0.72] 

.609  
2.11 
[0.56-7.91] 

.267 
 
 

3.69  
[1.05-12.96] 

.051 
 
 

1.52  
[0.47-4.95] 

.489  
1.03 
[0.17-6.31] 

.971 
 
 

2.71  
[0.73-10.07] 

.137 

>10 years 
-0.59 
[-1.17-1.05] 

.916  
2.28 
[0.52-9.99] 

.276 
 
 

1.68  
[0.41-6.96] 

.474 
 
 

1.61  
[0.41-6.24] 

.493  
3.13 
[0.51-19.04] 

.216 
 
 

1.35  
[0.29-6.26] 

.698 

Primary unit      

Labor & 
delivery/Tr
iage 

-reference- 
 

 -reference- 
  

-reference- 
  

-reference- 
 

 -reference- 
  

-reference- 
 

Postpartum 
0.54 
[0.37-1.46] 

.239  
0.62 
[0.20-1.96] 

.420 
 
 

0.62  
[0.20-1.91] 

.402 
 
 

0.33  
[0.10-1.10] 

.071  
0.11 
[0.03-0.44] 

.002 
 
 

0.88  
[0.28-2.82] 

.833 

Note. BP: blood pressure, OR: odds ratio, CI: confidence interval, MEWS: maternal early warning system, OB: obstetrics, UPH: UnityPoint Health. 
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Figure 5. Number of correct blood pressure assessment
answers by percentage of participants

Prior to the intervention, older (age 40 years and older) and
more experienced nurses (in practice >10 years, >2 years of
experience in obstetrics or >2 years of experience in our hos-
pital) felt more comfortable administering emergency antihy-
pertensive medications compared to those who were younger
or less experienced. Following the intervention, staff re-
ported similar levels of comfort in administering emergency
antihypertensive medications regardless of age and experi-
ence. Notably, prior to our intervention, nurses who primarily
staff our postpartum units reported lower comfort levels with
administering emergency antihypertensive medications than
nurses who primarily staff labor, triage, or antepartum, which
was unchanged following the intervention (p=0.002).

Prior to our educational initiative, staff with >2 years of expe-
rience at our hospital reported higher comfort levels in acti-
vating our maternal early warning system (MEWS) compared
to staff with <2 years of experience at our institution. Follow-
ing the intervention, all participants reported similar comfort
levels regardless of years at our institution. There were no
significant differences in participant demographic factors
and comfort level in obtaining an accurate BP or selecting
the correct BP cuff size pre- or post-intervention. Complete
regression results are found in Table 2 (pre-intervention) and
Table 3 (post-intervention).

4. DISCUSSION
The quality improvement initiative increased the primary out-
come of nursing knowledge regarding obtaining an accurate
maternal blood pressure assessment. In addition, staff com-
fort in obtaining accurate BP measurements and selecting the
correct cuff size for pregnant patients increased significantly
pre- to post-intervention for all participants.

While staff with less nursing experience reported lower com-

fort levels when contacting physicians regarding an abnormal
BP reading, administering emergency antihypertensive medi-
cations and activating the MEWS, these differences in com-
fort were no longer observed post-intervention. Participants
who worked predominantly on our postpartum units reported
lower comfort levels pre- and post-intervention administering
emergency anti-hypertensive medications compared to staff
who predominantly worked on our labor and delivery unit.
We attribute this finding to the relative infrequency of severe
range blood pressures encountered on our postpartum unit,
as the majority of obstetric patients meeting criteria for a
hypertensive disorder of pregnancy are identified antepartum
or intrapartum and often have blood pressures stabilized by
the time they reach the postpartum units. These findings sug-
gest that an educational initiative aimed at increasing nursing
knowledge and confidence regarding accurate BP measure-
ment improves knowledge and confidence in addition to
significantly improving comfort for staff with comparatively
less experience.

Our quality improvement initiative adds to the evidence base
for the 242 quality improvement opportunities (QIOs) identi-
fied by the California Pregnancy-Associated Mortality Re-
view (CA-PAMR) in 2019. These QIOs were identified
through case review of pregnancy related deaths in Califor-
nia from 2002-2007 specifically due to preeclampsia and
eclampsia based on three of the four domains commonly
used in maternal healthcare: Readiness, Recognition and
Response.[17] A few quality improvement initiatives focused
on improving metrics within the Readiness and Response
domains.[20–22] Miller et al. demonstrated decreased time
to administration of antihypertensive medications follow-
ing implementation of an evidence-based quality improve-
ment methodology focused on a nursing-initiated protocol
for management of severe hypertension.[21] Froelich et al.
conducted a similar quality improvement initiative which
failed to achieve its primary outcome of reducing time to
achieve goal BP.[22] Both studies suggest the elimination of
error in obtaining accurate BP measurement may further
reduce time to diagnosis and intervention.[21, 22]

While our pilot project demonstrated an encouraging overall
improvement in nursing knowledge and confidence, further
evaluation for improvement in clinical metrics are needed.
First, evaluation of time to antihypertensive administration
should be evaluated to support the utility of increased knowl-
edge and confidence of peripartum BP assessment. Next,
the incidence of hypertensive diagnoses of pregnancy should
be incorporated into quality improvement initiatives aimed
at optimizing the accurate identification of abnormal blood
pressures and hypertension in pregnancy. Further educa-
tional initiatives should focus on improving knowledge and
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familiarity with criteria for the diagnosis of hypertensive dis-
orders of pregnancy. Finally, review of maternal morbidity
and mortality should be incorporated into ongoing quality
improvement initiatives to assess the effect on Recognition
on maternal outcomes.

The strengths of this project include the multidisciplinary col-
laboration between physicians, nurses, resident physicians,
and administration on a quality improvement initiative that
led to increased knowledge and confidence. The prospec-
tive design adds strength to our results and the simplicity of
the project’s design makes it easy to replicate the initiative
at another center and generalizable to obstetric populations
similar to our own. Anticipated ethical issues arising from
implementation of a standard blood pressure assessment in-
clude adherence to assessment across all care settings to
ensure each patient receives equitable care. Additional con-
siderations for equitable implementation include creating
educational content accessible and obtainable for all staff
irrespective of physical limitations such as sensory deficits.
Limitations include the relatively lower response rate for our
post-intervention survey and knowledge assessment, which

reduced our statistical power for that time-period, and the
unpaired assessments. Given the relatively high confidence
scores reported pre-intervention, assessment of maternal clin-
ical outcomes is warranted to further understand secondary
outcomes of our intervention. The application of our ini-
tiative to other obstetric care settings and centers different
than our own may yield different results. Improvement in
maternal outcomes following this intervention was also not
assessed.

Safe and accurate assessment of maternal BP in an inpatient
setting requires competency and confidence in the obtained
measurements. Our project suggest that a simple educational
initiative can improve knowledge and confidence in obtaining
accurate blood pressure measurements and can improve the
confidence of staff with less experience to levels comparable
with their more seasoned peers. These findings highlight the
need for ongoing quality improvement efforts aimed at opti-
mizing assessment of maternal vital signs and recognizing
abnormalities specific to pregnant women.
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