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Perinatal racial and ethnic health disparity in Seattle reflects trends in Washington and 

nationwide, with a disproportionately high risk of adverse outcomes among women of 

African descent. Eclampsia is among the major leading causes of these adverse 

outcomes and has a high prevalence among women of African descent. The Heart, 

Soul, and Joy (HSJ) project implemented an intervention distributing a home blood 

pressure cuff (BPC) and self-monitoring tool to perinatal patients in two community 

health clinic systems to prevent perinatal health disparity among BIPOC communities in 

federally health-underserved areas in greater Seattle. (The HSJ project was funded by 

the UW Population Health Initiative).  According to the HSJ project model, access to 

BPC leads to potential for increased home self-monitoring of BP. Home self-monitoring 

of BP leads to increased somatic information, which can improve patient understanding 

of and attention to health conditions. This increased understanding enhances self-



4 
 

efficacy, which in turn empowers individuals to seek care more proactively. As a result of 

this proactive care-seeking, there is increased patient-provider contact, which facilitates 

timely care provision. This timely intervention has the potential to better address and/or 

avert health crises. This qualitative study used pre/post, mixed response format survey 

methods to identify the benefits and barriers to perinatal home blood pressure self-

screening among African descent women attending these community health clinics. For 

this thesis, qualitative analysis was conducted using narrative survey data from intake, 

midway, and exit surveys of pregnant women recruited to the study at any stage of 

gestation and up to one week postpartum. An inductive thematic analysis approach was 

utilized to identify the benefits and challenges of perinatal home BP self-screening 

among women of African descent. Findings revealed significant benefits of home BP 

self-screening, including increasing both patient care-seeking behaviors and patient-

provider points of contact. These two shifts due to increased BP self-screening led to 

timely provider interventions and enabled provider follow-up and patient follow-through. 

The study identified promising potential for home BP self-screening interventions to 

improve perinatal care, resulting in reduced racial/ethnic disparities. This thesis reviews 

these new steps in care flow and highlights the transformative potential of home blood 

pressure self-monitoring interventions among African-descent women in Seattle.  

Conclusions reinforce the HSJ model and suggest that it be expanded to include 

provider follow-up and patient follow-through as important elements in the efficacy of 

home BP self-screening.  Larger-scale research initiatives are warranted to assess this 

expanded model and to further explore the efficacy of these interventions to improve 

perinatal outcomes and contribute to eradicating racial/ethnic health disparities. 
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Introduction 

In the US and globally, among the principal causes of adverse maternal/infant 

outcomes, pre-eclampsia and eclampsia stand out as leading causes of morbidity and 

mortality for both mothers and infants [1, 2] and contributes to many complications, 

including premature births and low poor growth, as well as liver, kidneys, brain and the 

clotting system problems [3, 4]. In the US, the incidence of pre-eclampsia has increased 

by 25% in the last 20 years, with Black women at a significantly higher risk compared to 

other racial groups [1, 4, 5]. Although there is wide recognition of this leading cause of 

adverse perinatal outcomes, there is a significant gap in addressing this issue 

comprehensively among marginalized populations [6]. 

Over the last two decades, the United States has maintained the highest adverse 

perinatal outcomes, notably contrasting with patterns of improvement across other high-

resource-setting nations [7]. Maternal mortality rates (MMRs) have remained troublingly 

high across all racial and ethnic groups, with Black women disproportionately affected 

[8, 9], being approximately three times more likely to die from preventable pregnancy-

related complications compared to non-Hispanic White women [7, 10]. This disparity is 

rooted in a complex interplay of socio-economic factors, systemic racism, political and 

bio-psychological harms [5],  and barriers to healthcare access [11]. Although the 

incidence of MMRs in Washington State is lower than the national average, significant 
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racial and ethnic disparities persist, reflecting trends in nationwide [12, 13]. Black 

women in Washington are 2.9 times more likely to experience perinatal-related death 

compared than other racial or ethnic groups, a situation exacerbated by barriers to care, 

discrimination, and lack of adequate screening, compounded by broader social and 

structural determinants of health [12]. Despite significant literature acknowledging and 

documenting these various contributing factors to racial/ethnic perinatal health 

disparities, inequality across race and ethnicity continues to persist [11] 

In response to these gaps, home BP self-monitoring tools have emerged as a potential 

strategy for improving perinatal health [14] and gestational hypertension [15]. Previous 

research on home BP self-monitoring intervention in pregnant women has shown that 

BP self-monitoring has the potential to improve BP control during pregnancy [16]. 

Individuals who self-monitor tend to have a better understanding of their blood pressure 

[17]. With this increased awareness, patients can initiate more timely treatment [15, 18]. 

In this way, self-monitoring blood pressure during pregnancy is practical and may be 

beneficial for the early detection of gestational hypertensive disorders [15, 18]. 

However, since some insurance does not cover the cost of a personal BPC for home 

use, the lack of availability and high cost of the equipment can present a challenge for 

patients with low resources [3]. 

In Washington State, public insurance typically does not cover the cost of home blood 

pressure monitors (including BPCs) [19]. Coverage for medical devices such as blood 

pressure monitors varies significantly depending on the insurance provider and the 

specific plan. Generally, many private insurance plans and Medicaid do not include 

home blood pressure monitors under standard perinatal care benefits [19, 20]. 
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This limitation in coverage can pose significant financial barriers for low-income 

pregnant individuals. The BPC is a crucial tool for monitoring maternal health and 

detecting potential complications such as hypertension. In response to the lack of 

coverage for perinatal BPC, the HSJ project in Seattle has implemented a pilot 

intervention, providing home blood pressure cuff and self-monitoring tools to perinatal 

patients who enrolled in the study within two community health clinic systems.  The goal 

of the pilot project was to test an approach to mitigating these perinatal health 

disparities among Black, Indigenous, and other People of Color (BIPOC) by improving 

outcomes for all patients seeking care in federally underserved areas. This thesis 

reviews the Heart, Soul, and Joy (HSJ) model and assesses its potential to improve 

perinatal health among marginalized populations seeking care at federally underserved 

health clinics in the greater Seattle area. For the purpose of this thesis, we concentrated 

solely on women of African descent within the larger sample of participants. The main 

objective of this thesis is to identify the benefits and challenges of the HSJ approach to 

perinatal home blood pressure self-screening among women of African descent within 

these underserved health clinics. In order to achieve this aim, my research questions 

were as follows: 1) What are the uses, experiences, and impact of access to a BPC and 

screening tool kit for perinatal BP home self-screening among women of African 

descent in six clinics within two community health systems; 2) what are the reported 

benefits and challenges to perinatal home BP self-screening; and 3) what is the 

potential for this technology provision to improve perinatal outcomes in ways that might 

decrease racial/ethnic health disparities? 
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METHODS 

The Heart, Soul, and Joy (HSJ) project implemented an intervention distributing a home 

blood pressure cuff (BPC) and self-monitoring tool to perinatal patients in two 

community health clinic systems to prevent perinatal health disparities among BIPOC 

communities in federally health-underserved areas in greater Seattle. The project’s 

intervention consisted of three core components: 1) provision of BP cuff and screening 

tool to support home screening in four domains; 2) training of patients and providers in 

the use of both simple technologies; and 3) follow-up on use of these technologies 

through phone surveys and support. The home screening tool gave visual support to 

participants in four health domains: 1) BP self-monitoring, 2) emotion/mental health, 3) 

relationship/home safety and basic living needs, and 4) including joy and pleasure as a 

daily practice.  Each of these domains was identified as being crucial for overall well-

being pre- and postpartum. For monitoring BP levels, we provided each participant with 

a blood pressure cuff (BPC). To support individuals in monitoring their health, we offered 

a comprehensive screening tool with a visual guide featuring color-coded zones of 

yellow, red, and green to reflect low, medium, and high risk. Values within the normal 

range are indicated in green, values above the normal range in yellow, and values 

deemed very high in red. Similarly, for emotion/mental health, the screening tool 

assesses mood, stress levels, and overall mental well-being, with corresponding color 

indicators. Relationship/home safety and basic needs are evaluated through questions 

addressing living conditions, safety measures, and access to essential resources, with 

visual cues indicating areas of concern. Finally, joy and pleasure as a daily practice 
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involve activities that bring happiness. For the joy practice, we offered simple and 

enjoyable activities such as finding pleasure through the senses, laughing, appreciating 

community, finding gratitude for everyday things, and moving the body.  However, for 

the purpose of this research, we focused on BP - the heart component of the model - 

and principally centered our focus and data analysis on BPC use, experience, 

challenges, and benefits. 

Site description 

The intervention was carried out at six clinics in two community health clinic systems in 

the greater Seattle area: NeighborCare Health and Healthpoint Clinics. The choice of 

these clinics was due to their placement in federally underserved areas, their 

commitment to serving the most health underserved communities in Seattle, and to the 

diverse demographic composition of their patient pools, encompassing various 

ethnicities, socioeconomic statuses, and cultural backgrounds. 

Heart, Soul, and Joy (HSJ) Project Model 

The HSJ model is grounded in the concept of somatic information of authoritative 

knowledge [21, 22].  The model asserts that empowering people with comprehensive 

information to enable autonomous management of their perinatal health as needed [23]  

could lead to improved perinatal health. The HSJ team hypothesized that BPC and 

screening tools increase somatic information, which would increase self-knowledge, 

self-confidence and self-efficacy (black authoritative knowledge) which, in turn, would 

lead to increased self-advocacy and self-care - the initiation of care-seeking and 

increased service use.  This action would likely increase the number of patient/provider 
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points of contact, facilitate provider responsiveness and intervention, with the potential 

impact of reducing maternal and infant mortality and morbidity and racial and ethnic 

health disparity. 

 

Sample 

The sample frame consisted of pregnant or postpartum women currently receiving care 

in six clinics within the two community clinic systems in the Seattle area. Clinic staff 

recruited and referred patients to the HSJ research team at the clinic. Participants were 

considered eligible if they met the inclusion criteria of not previously having BPC at 

home, and agreeing to participate in the study. They were then enrolled and received 

the BPC and home screening tools. 
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Data Collection and Procedures 

This thesis focuses on survey responses from a subset of women in the sample who 

identified as women of African descent. The survey was designed with closed response 

formats as well as open-ended response formats and included questions related to the 

four domains of our intervention: BP, emotion/mental health, relationship/home safety 

and basic needs, joy and pleasure. Before data collection, HSJ researchers underwent 

training on the survey questionnaires to understand the survey questions better and 

homogenously with the research team. Intake surveys were conducted in person and 

initially designed in English, with interpretation services provided by bilingual 

researchers or in-person and phone medical interpreters. Midway and exit survey data 

were collected via phone calls, each lasting approximately 40-50 minutes per 

participant, and participants were informed of the estimated 40–50-minute duration of 

the phone interviews to allow for scheduling adjustments if needed, given the sensitive 

nature of some questions. 

Data Analysis 

Survey data were entered into Survey Planet [24]. and open-ended questions were 

exported into Word documents for analysis [5]. We used the qualitative method of 

thematic analysis [25] to identify, analyze, organize, and then describe the main themes 

found across participant responses [26]. One lead researcher worked with the 

qualitative data to establish codes and organize them into themes. This analysis 

process involved an open coding approach at the first stage, followed by closed coding 

and axial coding. Finally, we proceeded by designing a visual representation ( visual 

diagram) for identifying the benefits of and barriers to perinatal home BPC.  Initially, we 
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referred to the transcript and briefly read three to five transcripts to get an overall sense 

of what the data was saying. During the coding process, we adopted an open coding 

method and then closed coding (an inductive approach). This involves examining the 

data to identify overarching patterns, themes, or concepts capturing benefits and 

barriers to perinatal BPC.  To assess the reliability of the coding, we coded five 

transcripts at a time, taking a day's break before returning the next day to re-examine 

and compare the coding from the previous day with the new coding. 

During the late stage of analysis and interpretation, our focus was on identifying 

patterns within and across themes. To do so, we turn our closed codes and axial codes 

into a visual diagram to investigate their connections and detect any emerging patterns. 

To facilitate the organization and visualization of coded data, we used distinct color pens 

and highlighters to group codes that generate similar themes. This method helped 

manage and analyze the data effectively without using any software for analysis.  

Additionally, I conferred with team co-researchers and the PI to ensure the 

thoroughness, consistency, and accuracy of the analysis. 

FINDINGS 

The individual interview participants were all patients who sought perinatal care at 

clinics in the two participating community clinic systems. A total of 215 women were 

enrolled at their perinatal visit, with approximately 102 identifying as women of African 

descent, representing 47.4% (102/215) of the total population.  Out of the total 

population, 195 women, or 89.3% (195/215), completed the intake survey. Among 

these, 88 identified as women of African descent, making up 45.8% (88/195) of those 

who completed the intake survey.  Additionally, 85 women, or 39.5% (85/215), 
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completed the exit survey. Of these, 52 identified as women of African descent, 

accounting for 61% (52/85) of the exit survey respondents. 

Of the 52 participants who identified as women of African descent and completed the 

exit survey, 23% (12/52) screened in either the yellow or red zone for blood pressure 

(BP), indicating pre-eclampsia. Among those who experienced pre-eclampsia, all 12 

(100%) sought and received care.  

The median age of participants was between 26 and 30, and the median number of 

pregnancies was five. The median level of education was a high school diploma or 

equivalent. The low number of participants who completed the exit survey was due to 

difficulties in tracking down participants and arranging times for interviews after the long 

project period.  

Reported Benefits of the BPC Home Self-Screening. 

Three themes emerged as the greatest benefits of using the BPC and screener tool at 

home reported by participants who used the BP cuff at home include: 1) increased self-

efficacy; 2) supported care-seeking behaviors; and 3) increased patient-provider points 

of contact, timely care provision, and patient follow-up. 

Increased Self-Efficacy 

Self-efficacy emerged as the predominant theme among patients when discussing the 

benefits of home blood pressure monitoring for home screening. Albert Bandura has 

defined self-efficacy as a person's confidence in their capacity to influence their own 

behavior and the events that impact their lives [27].  Here we are defining self-efficacy 

as the confidence participants have to trust their feelings to accomplish desired 
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outcomes[5]. Access to the knowledge from the BPC intervention let women feel more 

aware, calm, peace of mind, empowered, and confident to make informed decisions - 

agency - and take action for their own health, whether regularly checking on their blood 

pressure- self-care or taking other further steps. Participants reported that knowing their 

blood pressure levels whenever they wanted to provide a sense of mindfulness, 

fostered a deeper understanding of their health condition, and facilitated proactive 

decision-making. Below are the quotes from four participants: 

“Having the blood pressure cuff and the home screening tool made me more 

aware of monitoring my blood pressure. When I feel under the weather or 

possibly have a headache, I immediately check my blood pressure. It made me 

more conscious and aware of blood pressure, so if I'm ever feeling down, I'll 

check my blood pressure." 

 
“Having this tool at home has changed my awareness of my health and body. 

Prior to this research, I wasn't aware of how to check my blood pressure. But 

through this, I have been able to learn how to monitor and check my blood 

pressure and my overall health.” 

 
"Yes it helped me with peace of mind. It helped me feel like an advocate for 

pregnant women. Yes, it gave me peace of mind knowing that BP isn't high and 

not having to worry about it, like being able to take it without going to the doctor.” 

 
“yes, the information helped a lot and made me feel empowered. It was very 

informative because I am getting older and have 4 kids to look after alongside my 

own physical and emotional health............ It helped me remember to check it.” 

 

As these quotes illustrate, knowing their BP empowered and made women aware of 

their health, leading them to manage their blood pressure whenever needed. They felt 

they had more ownership and control over their health outcomes. They were no longer 
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worried when they felt bad or tired, because they possessed the devices and could use 

it  whenever they needed.  Sometimes they even carried it with them when they went 

out. It was practical and compact enough to fit in their bags, providing convenience and 

peace of mind. This easy accessibility and portability led to a significant improvement in 

their mental state, as they felt more in control and reassured by having it on hand. 

Women gained a better understanding of their health with access to their home BPC. As 

they learned to take their blood pressure on their own, they developed a sense of 

autonomy. This increased self-sufficiency not only boosted their confidence in managing 

their health but also encouraged proactive healthcare practices. 

Supported Care-Seeking Behaviors  

The second key benefit of home BP self-screening was support for initiating care-

seeking. Individuals who experienced high blood pressure or pre-eclampsia during their 

pregnancy were better equipped to make informed decisions and take further action to 

call their clinics or providers to seek care. Participants stated that they immediately 

contacted their clinics or providers for assistance when their blood pressure readings 

were elevated while they were monitoring their blood pressure. Quotes from five 

participants further illustrate this proactive care-seeking behavior: 

"I am not sure, I just took it. It was high, it was in the yellow zone. I think I was 

overwhelmed that day. I did the same procedure again, I called, and they told me 

to wait 30 mins, and it didn't stay the same. It went down to the green area". I 

called and retook it 30 minutes later it went down”  

“Yes, I reached out to them, I went to the clinic when I took my son in and was 

given medication and told to rest. And I got more rest, and my blood pressure got 

better” 
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Yes, I reached out to the provider, and they advised take aspirin and drink water 

and relax” 

“ My blood pressure was high, I called and they gave me medication, amlodipine 

daily” 

“ I  called the clinic, and I was sent to the hospital,  I was admitted to the hospital 

and induced preterm due to high blood pressure and had my baby and 

decreased blood pressure in my baby….” 

Home blood pressure self-monitoring led to a rise in seeking healthcare as individuals 

felt more confident in managing their health. Participants with high blood pressure 

readings or signs of pre-eclampsia promptly reached out to their clinics or providers for 

swift assistance. 

Enabled Provider and Patient Point of Contact and Timely Provision and Patient 

Follow-Up 

As a result of the increased and informed care-seeking behavior described above, 

researchers saw another benefit of home blood pressure monitoring.  Increased patient 

care-seeking led to increased points of contact between patients and providers, 

improving provider timely provision, and enabling provider follow-up and patients’ follow-

through. Participants who experienced high blood pressure or pre-eclampsia reported 

immediately contacting their providers and sharing their health concerns. They did not 

delay getting attention for abnormally high BP levels by waiting to see their providers on 

their scheduled antenatal visits or appointments to address their concerns. They sought 

care as needed, creating more points of contact between providers and patients.  

Additionally, participants reported that providers promptly responded to their health 

concerns and provided services, including assessments, prescriptions, or referral 
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instructions. Then, participants diligently reported following through with their providers’ 

instructions, either going to the hospital for the closest follow-up or adhering to 

medication prescriptions. In addition, they reported that providers called to check on 

them to ensure compliance with the instructions given. Six quotes illustrate this theme:  

“I called the hospital, and I was referred to the clinic, and medication dosage was 

changed.” 

“When I checked once, it was high, and I called my doctor; I was sent to the 

hospital to be induced since I also already have gestation diabetes, so that was a 

nice thing…And the doctor called; he just wanted to know the record of her blood 

pressure and sugar levels.”  

“I went to the office; they gave me pills to take to lower my blood pressure. 

Doctor took blood pressure and it was really high, gave me an injection, stayed 

the whole night, the blood pressure was normal the next morning and I was able 

to go home. Feeling better, staying more.”  

“ It was at the end of pregnancy, so they would have me go into the clinic or the 

hospital. I had a close follow-up and was not allowed to leave until my blood 

pressure was normal.” 

“ I had to be hospitalized because I was not as diligent checking, and blood 

pressure was really high at a follow-up visit…” We have follow-up appts every 

two months, and they always ask about my blood pressure.” 

“They just discussed and asked how I was doing, and since I was better and my 

blood pressure was down, she told me to change the pill every other day. But 

now my blood pressure has been normal, and I stopped taking the pills.” 

Overall, home blood pressure monitoring increased patient/provider points of contact 

while also improving communication between patients, who could work with the BPC 

and screening tool to better report health status and their providers. This active health 
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seeking facilitated more timely provider provision care and encouraged efficient and 

attentive follow-up. Participants with high blood pressure or pre-eclampsia reported 

reaching out to their providers immediately, without the need to wait for scheduled 

appointments. They further reported that their providers actively followed up to ensure 

that patients adhered to treatment instructions, resulting in better health management 

on both sides. Participants also reported that they strictly adhered to their provider's 

instructions, a behavior that significantly contributed to the potential for improved care 

outcomes.  

Reported Challenges of the BPC Home Self-Screening 

Participants also reported some challenges with using the home BPC and/or screening 

tool.  Four themes emerged from nine out of the 52 (17%) participants who reported 

challenges with the home BPC self-screening.  These challenges included: 1) time 

constraints, 2) forgetfulness, 3) health conditions, and 4) technology challenges.  

Time Constraints 

Three respondents (6%) identified time constraints as a major obstacle to using the 

home blood pressure cuff self-screening tool.  They reported that even though they 

knew the tool was important, they often forgot to use it because they were so busy. With 

all the things they had to do every day, finding time to check their blood pressure was 

hard. They felt like they had to do many different and mounting tasks, like working 

outside the home, taking care of their families, and managing their homes. This left 

them with little time to take care of themselves. They felt torn between looking after their 

health and doing what they needed to do for their families and jobs. These responses 
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emphasize how difficult it can be for women to balance taking care of themselves with 

everything else they have to do. The following quotes from three participants illustrate 

how time constraints are a challenge and hindrance to the use of the home BP 

screening tool.  

“No reason, just haven't used it. I have had a very busy schedule with work and 

taking care of my other children, so it gets hard to get the chance to look over the 

screening tool or check the blood pressure cuff.” 

 
“ I have other 2 kids who are less than five years old, taking care of them, my 

other tasks ….I sometimes find myself exhausted at the end of the day and do 

not even have time for myself, just my family.” 

 
“ I have too many kids, not enough time to use the BP.” 
 

These difficulties of juggling a busy schedule led to these respondents not using the 

screening tool. Even though they understood how important it was, many women often 

forgot to use the tool in the course of very busy days. Finding time to check their blood 

pressure seemed almost impossible. They felt pulled in many directions, with little time 

left to focus on their own health. This left them feeling conflicted, torn between trying to 

take care of themselves while managing all their other responsibilities. 

Forgetfulness 

Two participants noted that forgetfulness made it difficult to use the home BP cuff 

consistently. These participants reported that they meant to check their blood pressure 

frequently, but that they had neglected to do so. In addition, it was stated that even 

though they were not facing any particular difficulties in using it, this forgetfulness made 

it difficult to develop a routine for using the screening tool.  They reported that they just 

forgot to include the BPC in their weekly or daily routines. As a result, they had only 
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used the device a few times. The two quotes below capture the forgetfulness challenges 

faced by a few participants who were using the home-screening tool.  

“ I just forget to use it that it is; there is nothing preventing me from using it …….., 

just forget.” 

“Sometimes I do not get around to it, and I forget, I have only used it a few 
times.” 

 

Participants recognized that forgetfulness hindered consistent use of the home blood 

pressure cuff, despite intending to check their blood pressure regularly. 

Health Condition Challenges 

Two participants (3.8%) reported that feeling in great health was the main reason for not 

using the BPC to monitor BP at home. Their good health conditions discouraged them 

from using the device, because they felt well and healthy, and they never experienced 

blood pressure issues during pregnancy. They always had normal blood pressure 

measurements, and they always were told at clinic check-ups that their BP read within 

the normal range. This perception made them believe home monitoring was 

unnecessary, as they didn't expect any blood pressure issues. They, therefore, didn't 

think it was necessary to use the BP cuff at home because they did not think they were 

at risk for high blood pressure or other issues. Therefore, they did not feel the need to 

check their blood pressure regularly at home, trusting in their good health. Below are 

two quotes that illustrate the challenges due to health conditions.  

“ I am healthy; we, all my family, never have high blood pressure during 

pregnancies; I always have a normal BP and never have experienced any 

complications with my pregnancies. I felt  normal, and I am not sick.”  

 
“I feel like I was healthy and did not need it.” 
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Their belief in their good health led these participants to deem home BP self-monitoring 

unnecessary, leading to a lack of motivation to monitor their blood pressure regularly. 

This strong conviction in their own good health led them to perceive home blood 

pressure self-monitoring as unnecessary. This confidence in their well-being created a 

sense of complacency regarding the need for regular monitoring, resulting in a 

diminished sense of urgency or importance attached to this aspect of their health 

maintenance routine.  Given that elevated BP can go undetected, this was a response 

that the research team wished to consider carefully, as it suggested some possible need 

for new health messaging around eclampsia and preeclampsia.  

Technology Challenges 

Two participants (3.8%) faced challenges with the home BPC device itself, either due to 

the size of the cuff or its functioning. Specifically, individuals with larger upper arms 

found it challenging to use the cuff and achieve accurate readings, prompting them to 

place it on their lower arms instead. Additionally, participants encountered discrepancies 

in the readings obtained from the home BP cuff compared to those obtained during 

medical appointments, which appeared higher than expected, leading to feelings of 

anxiety or concern. However, upon verification during medical appointments, these 

readings were discovered to be inaccurate. It is difficult to determine if the discrepancy 

between the measurements taken at home and by a professional resulted from 

malfunctioning equipment or human error. Below are quotes that support this challenge.  

“ I had to use it on my lower arm because I have bigger upper arms and couldn't 

get an accurate reading." 
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“ Mine read a little bit high, so at first, I freaked out. But basically, I brought it back 

with me to my appointment. They told me that I was not high. So I knew if I was 

high, I knew that I was not my real numbers.” 

In this case, the size of BPC made a big difference in the BP readings and caused 

doubts whether the reading was inaccurate due to device function or human error. 

There was also a noticeable discrepancy in blood pressure readings between providers 

and patients. Providers and patients often recorded different values when measuring 

blood pressure. This variation raised concerns about the accuracy and reliability of the 

readings. 

DISCUSSION 

This qualitative study assessed the benefits and barriers of a perinatal home blood 

pressure (BP) self-screening intervention among women of African descent at two 

community health clinic systems in Seattle, Washington. Our findings revealed more 

significant benefits of home blood pressure screening than significant challenges. The 

findings showed that access to home blood pressure (BP) self-screening intervention 

increased women’s somatic information, which enhanced self-efficacy and agency. This, 

in turn, promoted care-seeking behaviors, increasing patient-provider's points of 

contact. These interactions facilitated timely provider interventions and caregiving, 

enabling providers to follow up with patients and patients to adhere to providers' 

recommendations. Moreover, our findings identified new steps in care flow. Home BP 

self-monitoring not only increased patient-provider points of contact but also improved 

timely provider intervention and caregiving, enhanced follow-up by providers, and 

adherence by patients. This new step has not only reinforced the HSJ model, but has 

expanded on the care flow such that other programs can benefit.  
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Based on patients' responses, we concluded that home BP facilitated care-seeking 

appeared to lead to increased points of contact between patients and providers. This 

enhanced interaction improved timely provider interventions and enabled consistent 

provider follow-up and patient adherence or follow-through. Specifically, patients with 

high BP did not wait for regular appointments but sought clinical health care as needed 

each time they felt their health was in danger. This proactive approach allowed 

providers to promptly respond to health concerns, offering timely assessments, making 

necessary referrals, and adjusting treatments. In this way, we could assume better care 

has been offered by the provider. Additionally, patients diligently followed their providers' 

instructions, and providers ensured compliance through follow-up, maintaining the 

patient's health stability. 

These findings confirmed the HSJ model, which hypothesized that embodied self-

knowledge, driven by home BPC and self-screening tools, gave patients a sense of 

control and confidence to make competent decisions (self-efficacy) and act and 

advocate on their own behalf when needed (care-seeking), resulting in increasing 

patient-provider point of contact, thereby improving perinatal health outcomes. Our 

study supports this theory model, and we could confirm that patients who experienced 

high blood pressure during their pregnancy, all sought and received care. They all trust 

their feelings to seek assistance or care on time. This could potentially lead to better 

care and a potential contribution to reducing maternal and infant mortality due to pre-

eclampsia and decreasing perinatal race/ethnic health disparity.  These findings also 

suggest that similar programs using BP self-monitoring could adopt the expanded 
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model to assess their effectiveness in improving care and potentially preventing health 

crises among all pregnant women. This is regardless of their socioeconomic status.   

Several studies have explored the potential impact of BPCs on perinatal care, primarily 

focusing on the feasibility and acceptance of the tools [3, 17, 18]. While these studies 

have suggested the potential of such tools in improving perinatal care, they have not 

provided concrete evidence of their efficacy in enhancing service utilization or 

empowering patients to seek timely care. In contrast, our research advances beyond 

these preliminary findings by demonstrating the tangible impact of BPC tools on 

improving service utilization and empowering patients to seek timely assistance and 

care. By providing empirical evidence of these effects, our study fills a critical gap in the 

literature and contributes significantly to understanding the role of BPC and screening 

tools in improving perinatal care and outcomes. Specifically, our findings highlight the 

transformative potential of universal, supported home BP tool use in revolutionizing 

perinatal care practices, advocating for their widespread adoption as a means to 

enhance maternal and infant health outcomes globally and mitigate perinatal race/ethnic 

health disparities. 

We assert that the home BP cuff intervention is a valuable tool in perinatal care to 

manage gestational hypertension, and universal provision of BPC is vital in perinatal 

care to intercept the high volume of undetected high BP during pregnancy, particularly 

among marginalized populations, such as Black, immigrant, low-income communities, 

and any families and communities who are uninsured or underinsured.  While 

documenting how the right for all perinatal patients, regardless of income or insurance, 

to have access to a home BPC is a small shift in defining the provision of what is 
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considered “adequate” perinatal care, it is a potentially large step in rupturing the 

longstanding pattern of racial/ethnic perinatal maternal/infant health disparities in the US 

and beyond.  And it is an important step in advocating for and moving towards a world 

where the provision of quality, universal healthcare is a human right. 

FUTURE NEXT STEP 

The research findings reported here suggest that the HSJ model is a viable and valued 

approach to improving linkages to care and follow-up for mothers who experience 

perinatal hypertension. A larger and lengthier controlled trial could assess and measure 

the impact of the HSJ model on a range of actual health outcomes, including treatment 

for pre-eclampsia and eclampsia, pregnancy outcomes, and infant health.  

CONCLUSION 

This study highlights the transformative potential of home blood pressure self-

monitoring interventions among African-descent women attending community health 

clinics in the Seattle area. This intervention holds promise in improving perinatal health 

and addressing perinatal disparities, increasing patients’ care-seeking and provider-

patient points of contact, improving timely provider intervention, and enabling provider 

follow-up and patient follow-up. Despite limitations such as small sample size and a lack 

of comprehensive outcome assessments, the findings illuminate the promising potential 

of home blood pressure self-screening in enhancing perinatal health and reducing 

race/ethnicity disparities. Moving forward, larger-scale research initiatives are warranted 

to explore the efficacy of this intervention further and guide healthcare strategies aimed 

at reducing health disparities in vulnerable populations. 
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