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Objectives

Describe Rationale for performing SMM chart review for quality 
improvement at the institutional level

Discuss Importance of embedding a focus around fairness in healthcare 
in SMM case reviews and quality improvement efforts

Identify Strategies to integrate considerations of social drivers of health 
and health disparities into the SMM chart review process

Outline Outline a corrective action plan from SMM reviews  to achieve 
optimal health outcomes for all pregnant women



What is Severe Maternal Morbidity (SMM)?

Unintended outcomes of the process 
of labor and delivery that result in 
significant short- or long-term 
consequences to a woman’s health 



PAVILION FOR WOMEN

4

MATERNAL 
MORTALITY

SEVERE MATERNAL 
MORBIDITY

Acute myocardial infarction
Acute renal failure
Adult respiratory distress syndrome
Air and thrombotic embolism
Amniotic fluid embolism
Aneurysm
Blood transfusion
Cardiac arrest/ventricular fibrillation or flutter
Conversion of cardiac rhythm
Disseminated intravascular coagulation
Eclampsia

Heart failure/arrest during surgery/procedure
Ventilation
Hysterectomy
Puerperal cerebrovascular disorders
Pulmonary edema / Acute heart failure
Sepsis 
Severe anesthesia complications
Shock
Sickle cell disease with crisis
Temporary tracheostomy



Why Does SMM Matter?

Increasing rates in 
US - 50,000 

pregnancies each 
year 

50-100X more 
frequent than death 

– near miss for 
maternal mortality

High degree of 
preventability

Lasting effects on 
physical and mental 

health of birthing 
people 



ACOG/SMFM OCC. Am J Obstet Gynecol. 2016 Sep;215(3):B17-22 and Obstet Gynecol. 2016 Sep;128(3):e54-e60.  



Why Should We Review SMM Cases?

Identifies preventable causes of SMM

Reveals gaps in care

Allows for implementation of practice changes at the 
hospital level



Equality vs Equity

Health Equity: 
-Opportunity for everyone 
to attain his/her full health 
potential

-Removing economic and 
social obstacles to health 
such as poverty and 
discrimination

www.smfm.org/covid19



Health 
Disparities vs 

Inequities

• Difference in health 
outcomes between groups 
within a population 

• Related to social or 
demographic factors 

Health 
disparities

• Differences in health 
outcomes that are 
systematic, avoidable, and 
unjust

• Created when barriers 
prevent individuals and 
communities from accessing 
conditions that allow them 
to reach their full potential

Health 
inequities

IHI Improving Health Equity: Make Health Equity a Strategic Priority; SMFM Special Report. Am J Obstet Gynecol. 2018 Feb;218(2):B9-B17; Greenwood B, et al. Proc 
Natl Acad Sci U S A. 2020 Sep 1;117(35):21194-21200; Pregnancy Mortality Surveillance System, 2011-2015. MMWR 2019;68:423-9; Howell, E et al. Clin Obstet 
Gynecol. 2018 Jun;61(2):387-399 



Racial & Ethnic 
Disparities in 

Maternal 
Morbidity and 
Mortality: Root 

Causes

Howell, E et al. Clin Obstet Gynecol. 2018 Jun;61(2):387-399 



Patient Factors

Conditions in the 
environment in which 
people are born, live, 

work, and age

Shaped by historical, 
social, political, 

economic forces

ACOG CO #729, January 2018

https://health.gov/healthypeople/objectives-and-
data/social-determinants-health 

https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://health.gov/healthypeople/objectives-and-data/social-determinants-health


Sepsis

Oud L, Watkins P. J Clin Med Res. 2015 Jun;7(6):400-16. 





Updated AIM SMM Forms: 
Opportunities to Alter 
Outcome

System Factors

Provider Considerations

Patient Considerations

Social and Structural Determinants of 
Health Factors





Society for Maternal-Fetal Medicine Special Statement: How to 
incorporate health equity into quality improvement and 

patient safety efforts. Supplement to SMFM Consult Series #62

Patient Safety and Quality Committee, Society for 
Maternal-Fetal Medicine



SMFM PSQC Special 
Statement: Hypothetical Case

You are reviewing Ms. Jane Doe’s case in your hospital quality and patient safety committee: 21-year-old G1 
non-Hispanic Black patient with no significant medical problems who presented at 38 3/7 weeks gestation 
with severe headache, abdominal pain, and vaginal bleeding.  Her SVE was 4/80/-1 and she was admitted to 
L&D, where she progressed to 7/90/0.  She underwent an emergent cesarean delivery for fetal bradycardia 
where placental abruption was identified.  During the cesarean, she had an eclamptic seizure.  She was 
discharged home on post-operative day #4 and then re-presented one week later with severe headache and 
slurred speech.  She was ultimately diagnosed with a stroke and admitted to the ICU for a nicardipine drip 
and treatment of her stroke. Upon chart review, you note the following:

• She had mildly elevated blood pressures in the prenatal period beginning at 34 weeks that were not 
acknowledged and a preeclampsia workup was not performed.

• She had severe range blood pressures during her intrapartum course that were attributed to pain. 

• She never had a workup for preeclampsia or received magnesium sulfate for seizure prophylaxis even 
though she met criteria for preeclampsia with severe features.  Elevated blood pressures persisted 
postpartum and oral antihypertensive medication was prescribed.

• She had severe abdominal pain upon presentation and was described as “refusing” treatment and 
“uncooperative” during provider and nursing assessments in triage.  The initial focus upon admission 
to labor and delivery was on epidural for pain management and there was a lack of recognition that 
her abdominal pain and hypertension were signs and symptoms of preeclampsia with severe features 
and placental abruption.

• She had postpartum follow up scheduled for 2 weeks after delivery.  She did not receive a blood 
pressure cuff for home use.   She was unable to fill her prescription for oral antihypertensives because 
the pharmacy did not have it in stock. 

• There was a delay in care when she re-presented due to obtaining a psychiatry consult and a urine 
drug screen for slurred speech instead of immediately undergoing neuroimaging.

• Social work was consulted due to her “noncompliance.”







Example Case Condition-Specific Questions
AIM Question Chart Review

Were the following recognized in an appropriate and timely 
manner: 
1. Current or recent pregnancy within the past 12 months to 

contextualize the hypertensive emergency 
2. The hypertensive emergency

1. Yes
2. No, the patient had several episodes of persistent severe 

hypertension intrapartum that were not treated and there was 
no laboratory evaluation for preeclampsia either intrapartum 
or antepartum when she had elevated blood pressures at 
prenatal visits.  Her severe hypertension intrapartum was 
incorrectly attributed to pain and there was a focus on getting 
her an epidural rather than treating with anti-hypertensive 
medications and magnesium sulfate.



Example Case Condition-Specific Questions
AIM Question Chart Review

Did the following occur in an appropriate 
and timely manner, if applicable or 
needed: 
1. Treatment of persistent severe HTN 

within 60 minutes of first severe 
range BP reading 

2. Administration of magnesium sulfate 
3. Delivery at appropriate GA in relation 

to the HTN disease 
4. Monitoring for and management of 

complications related to patient’s 
HTN disease or treatment

1. No, the patient had persistent severe hypertension for several hours and never received 
short-acting anti-hypertensive treatment. 

2. No, the patient satisfied criteria for preeclampsia with severe features based on her 
intrapartum persistent severe hypertension, however magnesium was not administered 
until after her eclamptic seizure.

3. No, the mild-range BPs at every prenatal visit beginning at 34 weeks satisfied diagnostic 
criteria for gestational hypertension.  She may have had preeclampsia with or without 
severe features, however a laboratory workup for preeclampsia was never performed.  
She should have been delivered at least by 37 weeks of gestation for gestational 
hypertension, if not earlier. Earlier delivery likely would have avoided the presentation 
at 38 weeks with placental abruption.

4. No, her lack of diagnosis and appropriate and timely treatment resulted in eclamptic 
seizure.



Example Case Condition-Specific Questions
AIM Question Chart Review

If this was a postpartum HTN readmission, did the 
patient receive appropriate delivery discharge 
medications and follow up based on their diagnosis 
and documented blood pressure prior to initial 
discharge?

1. Discharge medications were appropriate, however pharmacy did not have 
the medication and when the patient called office to notify, did not receive 
response 

2. The follow up appointment was not scheduled appropriately based on 
severity of condition – if scheduled within 3 days, there would have been an 
opportunity to assist with BP cuff and Rx, possibly preventing readmission



Opportunities to Alter 
Outcome

System Factors

Provider Considerations





Identifying Bias as a 
Potential Contributing 
Factor in Adverse 
Outcomes 



Cognitive Biases 
in Healthcare 

• Flaws/distortions in judgement 
and decision making

• Implicit systematic error in 
thinking  can lead clinician to 
make erroneous judgment 
about a case

• Contributors to patient safety 
events

• 28% of diagnostic errors 
attributed to cognitive error

Quick Safety 28: Cognitive biases in health care | The Joint Commission

https://www.jointcommission.org/resources/news-and-multimedia/newsletters/newsletters/quick-safety/quick-safety-28/cognitive-biases-in-health-care/


Quick Safety 28: Cognitive biases in health care | The Joint Commission

https://www.jointcommission.org/resources/news-and-multimedia/newsletters/newsletters/quick-safety/quick-safety-28/cognitive-biases-in-health-care/


Provider Factors: 
Implicit/Unconscious 
Bias

Implicit/Unconscious Bias: attitudes and 
stereotypes that affect our understanding, 
actions, and decisions in an unconscious 
manner (unconscious discrimination)

Stereotyping and implicit bias of health care 
providers may contribute to racial & ethnic 
disparities in health

Greatest effects in situations marked by 
ambiguity, stress, time constraints 

2015 SMFM survey: 83% of respondents agreed 
that disparities have an impact on their 
practice; only 29% believed that personal biases 
affect how they care for patients 

Am J Obstet Gynecol. 2018 Feb;218(2):B2-B8.



Beach M, et al. J Gen Intern Med. 2021 Jun;36(6):1708-1714. 



Implicit Bias: Linguistic Bias in Medical Records

Quotes: may be indication that the words 
are to be doubted

“The patient had a ‘reaction’ to the medication.”

Judgement words: convey a sense of 
doubt or negative judgement on the part 
of the physician

“adamant”  “apparently”

“claims” “insists”

“states”

Evidentials: sentence construction in 
which patients’ symptoms or experience 
is reported as hearsay

“The patient reports that the headache started 
yesterday.”

Beach M, et al. J Gen Intern Med. 2021 Jun;36(6):1708-1714. 



Linguistic Bias in Medical Records

9251 notes 
written by 165 

physicians

~3374 unique 
patients

74% identified as 
Black, 58% as female

Linguistic 
differences by 

race

All 3 linguistic features 
appeared more often 
in the medical records 
of Black compared to 

White patients

Linguistic 
differences by 

gender

No differences in use 
of evidentials or 

judgment words in 
male vs. female

Quotes more likely in 
women compared to 

men

Beach M, et al. J Gen Intern Med. 2021 Jun;36(6):1708-1714. 



Do Words Matter? Stigmatizing 
Language and the Transmission
of Bias in the Medical Record

Study design: Randomized vignette study of 2 chart notes 
employing stigmatizing vs neutral language to describe 
same hypothetical patient, a 28-year-old man with sickle 
cell disease

Participants: 413 physicians-in-training: medical students 
and residents in internal and emergency medicine programs 
at urban academic medical center (54% response rate)

Results: Exposure to stigmatizing language note associated 
with more negative attitudes towards  patient (p < 0.001); 
reading the stigmatizing language note associated with less 
aggressive management of patient’s pain (p = 0.003)

Goddu A, et al. J Gen Intern Med 2018 May;33(5):685-691



JAMA Netw Open. 2022 Jan 4;5(1):e2144967. 



Stigmatizing 
Language



Obstet Gynecol 2022;139:317–37



Hardeman R, et al. Developing Tools to Report Racism in Maternal Health for the CDC Maternal Mortality Review Information Application (MMRIA). Child Health J . 2022 Apr;26(4):661-669. 

“Race Is Not a Risk 
Factor, Racism Is.” 
Joia Crear-Perry, MD 
Founder and President of 
National Birth Equity 
Collaborative





Cognitive and Linguistic Bias in Case Reviews 



Cognitive and 
Linguistic 

Bias in Case 
Reviews 
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https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/index.html


Provider Review
Primary Cause Of Morbidity:

Was there a deviation in care that led to 
the morbidity?

Sequence Of Morbidity:

Interventions To Alter Outcome:

Practices Done Well:

Recommendations For Improvement:

Reviewer spoke to provider

Factors that Contributed to Morbidity

System and Provider

Patient

Bias

QAPI Resolution:



What word should I use instead?

• A patient with substance use and mental health disorders was presented 
at L&D board sign-out and was  described as “uncooperative” with 
vaginal exams.

• Presenting resident: patient presented with leakage of fluid and 
resident unable to perform adequate SSE because patient would 
move away from speculum upon insertion

• Another resident: provided additional history that patient has 
history of sexual abuse  

• Team: 
• Agreed it would be better to describe patient as having poor tolerance to 

vaginal exams, possibly secondary to her history of sexual abuse, as 
opposed to labeling her uncooperative  

• Acknowledged that describing patient as “uncooperative” could lead to bias 
in how we interact with her and the care we provide vs. seeking to 
understand the clinically relevant history that may have led to the behavior, 
which could result in more compassionate and trauma-informed care



Case Review

• Ms. D is a 28 y/o G4 P4004 s/p term SVD with history of 
chronic sacroiliac joint pain discharged home on PPD#2  
readmitted on PPD#4 with abdominal pain

• Presented to triage with abdominal pain again on PPD#7  patient 
felt pain was being dismissed because of the color of her skin  
requested discharge and signed out AMA



How to Ask 
About Bias & 
Discrimination 
When 
Conducting 
Case Reviews 

Did you feel there was any discrimination in the case?

How do you assess yourself for bias or discrimination?

When 
discussing the 

case with 
those involved, 

consider the 
following 
questions:

Repeats what the patient stated as a concern back to them, trying to use the patient's 
words to confirm validation of their thoughts and feelings and concerns. Also quoted 
studies supporting the patient's concern regarding racial disparities in women's health to 
further validate the patient's concerns and build rapport. 

Does not review charts prior to initial patient assessment in an effort to avoid bias about 
presenting concern.

Standardizes approach to every patient encounter, including the "chit chat" and 
terminology for addressing the patient.

Gives themself a pep talk - remind themself of the common ways racial bias is perceived, 
and when in room, they try to focus mostly on exam findings. 

How providers 
assessed 

themselves for 
racial bias or 

changed 
practices: 





h t t p s :/ / p u b lica t ion s .sm fm .org / p u b lica t ion s / 6 0 4 - socie t y- for- m a t e rn a l- fe t a l- m e d icin e - sp e cia l- s t a t e m e n t - t ools /   

https://publications.smfm.org/publications/604-society-for-maternal-fetal-medicine-special-statement-tools/


SMFM PSQC Special Statement: 
Hypothetical Case

SE is a 35-year-old G2P2002 Hispanic Black woman who underwent an uncomplicated LTCD for 
arrest of descent. There were no intrapartum or postpartum complications. She was discharged 
on POD#3 in good condition. On POD#5, she calls with worsening abdominal pain despite the use 
of acetaminophen and NSAIDs. 

• Clinician covering phone triage instructs patient to try opioid pain medication at home, 
attributing her pain to normal recovery after cesarean.

• SE calls back the next day (POD#6) with fever of 101.7◦F, continued abdominal pain despite 
opioids, and she now also reports bilateral breast engorgement and tenderness  different 
responding triage clinician orders antibiotics to treat mastitis and informs SE she can stay 
home.

• Night of POD#6: presents to EC with hypotension, tachycardia, and fever of 103.8◦F
• On ED exam, clinician notes “abdominal tenderness appropriate for the postoperative state”  

consults OB/GYN  OB/GYN delayed due to labor floor acuity 
• 3 hours after presentation, OBGYN comes to evaluate SE, noting worsening VS and significant fundal 

tenderness  diagnosis endometritis and orders imaging, labs, fluid resuscitation, and targeted 
antibiotics  patient is transferred to postpartum floor

• She arrives on postpartum floor after a lapse of an additional 2 h due to staffing and coverage 
issues with postpartum nursing

• Upon evaluation by clinical team on postpartum floor, hypotension and tachycardia have worsened 
despite initial fluid resuscitation and antibiotic treatment  ID is consulted and she is transferred to 
ICU  arrives to ICU in septic shock after an additional 2 h

• In the ICU, ID recommends broadening antibiotic coverage given signs of end-organ damage 
in lab work  this note remains unread by primary ICU team 

• By the next morning, the patient has increasing pressor requirements and acidosis  taken to OR 
where a hysterectomy is required for source control 

• Antibiotics are broadened, and after several days in the ICU, she recovers and is discharged home





Case Review #1

Ms. A is a 20 y/o G2 P0010 at 37w4d who presented for fever. 
• Patient triggered MEWS for maternal tachycardia (125-150) and temperature of 101.1 F. 

• Per provider note, “Tachycardia appears secondary to anxiety or just is reflective of her 
baseline.”

• Urine culture positive for E. Coli 

• Patient was admitted for suspected pyelonephritis and started on antibiotics  required 
transfer to ICU with severe sepsis with metabolic acidosis



Bias identified:
Tachycardia explanation 
was attributed to anxiety 

rather than sepsis



Case Review #2
Ms. D is a 41 y/o G5 P3114 at 34w0d with CHTN who presented with worsening dyspnea and chest pain and BPs 
200s/100s.
• Work-up significant for elevated troponin and BNP, echocardiogram with pericardial effusion and concern for 

cardiomyopathy

• Diagnosed with superimposed pre-E with severe features  underwent uncomplicated SVD at 34w2d and was 
transferred to ICU postpartum

• Postpartum course complicated by pulmonary edema and severe HTN requiring escalating doses of Lasix and 
antihypertensive medication

• On PPD5, patient had signs and symptoms concerning for stroke and was transferred to OSH after stabilization 
by Neurology and Critical Care Medicine





Stigmatizing language noted 
throughout chart (Non-

complaint, Refused)

“Refusing blood work”
“Refusing weights”

“Refusing medications”
“Refusing BIPAP”

“Non-compliance with 
lactation plan”

“Non-compliance with 
medications”



Reason for Review: Sepsis Day of admission: Day of discharge: Reviewers:

Case synopsis: 29 y/o G4 P2012 was admitted at 17w0d with suspected viral syndrome and dehydration. 
 She presented with body aches, congestion, fever and chills

 She was found to be positive for Influenza A, COVID and Group A Strep. 
 While in triage, she developed fever to 102 and tachycardia to 130s. 

 CXR showed concern for possible LLL pneumonia. 
 She was started on oseltamivir, remdesivir, and ceftriaxone. 
 Labs overall remained reassuring, including normal lactates. 
 She did briefly develop an O2 requirement overnight and was started on dexamethasone. 

 It was recommended she stay in house for continued treatment until at least >24 hours without O2 need. 
 However, the patient left AMA on HD1. 

 Time “0” - When patient met criteria for suspected sepsis: 01-15-2025 19:00
 Elevated maternal HR (>110) and temp 102.1
 Met criteria for sepsis evaluation.



Time “0” - When patient met criteria for suspected 
sepsis: 01-15-2025 19:00
Elevated maternal HR (>110) and temp >100.4 (102.1). Met 
criteria for sepsis evaluation.

Time IVF Bolus Ordered: D5-LR: 1/15/25 @ 1531
IVF Volume given (cc/ml): 500
Time IVF Administered: 1/15/25 @ 1531

Time Blood Culture Ordered:
Time Blood Culture Collected:

Time Sputum Culture Ordered:
Time Sputum Culture Collected:

Time Wound & Tissue Culture Ordered:
Time Wound & Tissue Culture Collected:

Time Urine Culture Ordered:
Time Urine Culture Collected: 

Time ABX #1 Ordered: Ceftriaxone 1g: 1/15/25 @ 2116
Time ABX #2 Ordered: 
Time ABX #3 Ordered: 
Time ABX #3 Administered:

Time ABX #1 Administered: Ceftriaxone 1g: 1/15/25 @ 2317
Time ABX #12 Administered:
Time ABX #3 Administered:

Time Lactate Ordered: 1/15/25 @ 2102
Time Lactate Collected: 1/15/25 @ 2128 
Time Lactate resulted: 1/15/25 @ 2157
Initial Lactate result: 0.9 

Consults:  ☐ ICU  ☐ MFM  ☐ Other Services 

SEPSIS TIME TABLE 





Provider Review
Primary Cause Of Morbidity: Infection

Was there a deviation in care that led 
to the morbidity?

No

Sequence Of Morbidity: Flu, COVID, Strep throat  Possible pneumonia, fever, tachycardia

Interventions To Alter Outcome: Vaccination

Practices Done Well: Good multidisciplinary communication/care 

Recommendations For Improvement: None

Reviewer spoke to provider Unknown

Factors that Contributed to Morbidity

System and Provider None

Patient None

Bias Leaving against medical advice 

QAPI Resolution: CLOSE CASE





Nurse Review
Was there a deviation in nursing care 
that led to the morbidity?

No

Interventions To Alter Outcome: None

Practices Done Well And Should Be 
Reinforced:

1. Critical Care and MFM quickly consulted recommendations given, MEWS 
reactivated appropriately for elevated heart rate. 

2. MD responded quickly and nurse did a great job of writing a non-bias note 
when patient decided to leave AMA that explained the situation without bias

Recommendations For Improvement: Recommend reinforcing documentation of timely vital signs and prompt provider 
notification when abnormal findings are noted. 

• Patient received two 500 mL fluid boluses (on 1/15 and 1/16), but did not 
receive continuous IV fluids despite clinical signs of dehydration and 
suspected sepsis. 

• While 125 mL/hr maintenance fluids appear to have been started in the 
MAR, they were not linked in Epic, and per both the physician's note and 
patient report, the fluids were not actually administered. 

• Patient reported only drinking two bottles of water overnight.



Nurse Review
Factors that Contributed to Morbidity

System and Provider Policies and procedures

Patient Non-obstetric medical complication/condition that occurred during pregnancy: 
Influenza A+, Covid+, Strep A

Bias Factors Leaving against medical advice

Reviewer Spoke To Nurse:

QAPI Resolution: EDUCATION TO NURSING: Recommend reviewing with nursing staff the protocol 
for activating and reactivating MEWS, with emphasis on recognizing signs of 
worsening sepsis. 
Also recommend exploring workflow improvements to expedite sepsis protocol 
initiation-such as timely nurse-provider communication, drawing appropriate 
labs, and promptly starting IV fluids when sepsis is suspected.



Ambulatory QAPI Case
• Patient underwent scheduled repeat CD at 37w2d for CHTN, on medication. She had uncomplicated 

post-operative course and was discharged home on POD #3.  She presented to triage on POD #24 with 
elevated BP at home and with headache and dizziness, despite taking her Labetalol and Nifedipine XL as 
prescribed. She was diagnosed with superimposed preeclampsia and readmitted for Mg sulfate and BP 
optimization with up-titration of antihypertensive medications.

• QAPI committee identified the following factors that may have contributed to readmission: patient may 
have benefited from an increase in her antihypertensive regimen during her outpatient visit on POD #7 
and #15 (BPs mostly 150s/90s with 2 severe range SBPs; antihypertensive regimen not changed at that 
time).

• QAPI Committee referred case to Ambulatory QAPI for review of postpartum ambulatory care.



Ambulatory QAPI Physician and Nurse Case 
Review

Patient Factors Contributing
• Pre-pregnancy: underlying significant medical or physical conditions (cHTN)
• Patient’s ability to attend appointments - Pt was scheduled to have f/u visit with NP telemedicine and logged on at a different 

time. Patient was not able to check BP's as instructed because she couldn't find her BP machine.
• Ambulatory office communication - She did call the office the following day about FMLA paperwork and spoke with nursing.
System Factors – Yes - MyChart communication not addressed in timely fashion lacking direct escalation
Bias Factors – No

Opportunities & Contributing factors: 
• If patient makes a nursing call after a missed follow up appointment (especially for BP), assess availability for add on follow up 

telemedicine call/or provider call
• In agreement with QAPI recommendations to adjust or start antihypertensive medications if BP persistently >150/100s 

postpartum



Opportunities to Alter 
Outcome – System Factors

1. Implicit bias training for all nurses and providers, 
repeated annually

2. Development and implementation of a maternal 
early warning system (MEWS) to standardize 
recognition and response to abnormal vital signs 
and symptoms

3. Development and implementation of a guideline 
regarding diagnosis and management of 
hypertensive disorders of pregnancy and their 
associated complications, including timing of post-
partum, post-discharge follow-up based on severity 
of condition.

4. Annual required simulations on recognition and 
response to hypertensive emergencies and their 
complications, such as stroke.

5. Implementation of a “meds-to-beds" to program or 
a similar equivalent to remove barriers to obtaining 
necessary medications after discharge.



Opportunities to Alter 
Outcome – Provider 
Considerations

1. Timely diagnosis and treatment of 
hypertensive disorder of 
pregnancy, both antenatally and 
intrapartum.

2. Timely scheduling of follow up visit 
based on eclampsia.

3. Timely recognition of signs and 
symptoms of stroke and more 
timely treatment.



Practice 
What You 
Preach & 
Lead by 
Example



Key Points

Educate health care teams on role of cognitive, 
implicit and linguistic bias in patient care

Incorporate a bias factor grid into quality and 
patient safety case reviews

Be open to changing the process 

Use the information to educate and inform, 
recognize bias as it’s happening, and practice bias 
mitigation strategies



THANK YOU

cmdavids@bcm.edu
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