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HOW TO USE THIS TOOLKIT 
 

This toolkit is organized according to the 5-R’s of the Alliance for Innovation on Maternal 
Health (AIM) Postpartum Discharge Transition Patient Safety Bundle:  

 Readiness 

 Recognition & Prevention 

 Response  

 Reporting/Systems Learning 

 Respectful, Equitable Care and Supportive Care 
 

The MSPQC Steering Committee has selected key resources from AIM and existing toolkits 
that may be adopted and adapted by each facility to drive quality improvement initiatives. 
This is not an exhaustive compilation of tools; however, it does provide the core 
components needed to successfully implement processes to optimize the health outcomes 
of women and infants through postpartum transitions. We fully encourage providers and 
hospitals to review and utilize the resources from the following organizations in addition to 
the MSPQC, as they each offer valuable tools and guidance for promoting evidence-based 
best practices to support postpartum transition.   

In addition to the AIM Safety Bundle, resources within this toolkit are from Florida’s PACC 
Initiative and the Kansas Perinatal Quality Collaborative’ s Fourth Trimester Initiative. 

Key references for this toolkit include: 

AIM: https://safehealthcareforeverywoman.org/aim/ 

ACOG: https://www.acog.org/clinical/clinical-guidance/committee-
opinion/articles/2018/05/optimizing-postpartum-care 

Florida Perinatal Quality Collaborative PACC Initiative: https://cms.health.usf.edu//-
/media/Files/Public-Health/Chiles-Center/FPQC/PACC-Toolkit-Final-12-14-2022.ashx  

Kansas Perinatal Quality Collaborative Fourth Trimester Initiative: 
https://kansaspqc.org/initiatives/fourth-trimester-initiative/ 

 

 

https://safehealthcareforeverywoman.org/aim/
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2018/05/optimizing-postpartum-care
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2018/05/optimizing-postpartum-care
https://cms.health.usf.edu/-/media/Files/Public-Health/Chiles-Center/FPQC/PACC-Toolkit-Final-12-14-2022.ashx
https://cms.health.usf.edu/-/media/Files/Public-Health/Chiles-Center/FPQC/PACC-Toolkit-Final-12-14-2022.ashx
https://kansaspqc.org/initiatives/fourth-trimester-initiative/
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Alliance for Innovation on Maternal Health 
The Alliance for Innovation on Maternal Health, or AIM, is a national, cross-sector commitment 
designed to support best practices that make birth safer, improve maternal health outcomes 
and save lives. The AIM National Team at the American College of Obstetricians and 
Gynecologists (ACOG) provides technical assistance and capacity building to interested and 
enrolled multidisciplinary state and jurisdiction teams to implement AIM-developed patient 
safety bundles via rapid cycle quality improvement. AIM promotes evidence-based practice to 
reduce maternal mortality and severe maternal morbidity (SMM) in the United States. 

To date, AIM is made up of the 49 states and the District of Columbia and over 1,900 
participating birth facilities. 

AIM develops patient safety bundles as a structured way of improving care processes and 
patient outcomes. Each safety bundle includes the 5 Rs and when implemented together and 
consistently have been proven to improve outcomes. 

AIM’s Core Patient Safety Bundles are listed below: 

 Obstetric Hemorrhage
 Severe Hypertension in Pregnancy
 Safe Reduction of Primary Cesarean Birth
 Cardiac Conditions in Obstetrical Care
 Care for Pregnant and Postpartum People with Substance Use Disorder
 Sepsis in Obstetric Care
 Perinatal Mental Health Conditions
 Postpartum Discharge Transition
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https://saferbirth.org/about-us/  
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Project Overview 
This document is a resource for the quality improvement project for the Mississippi Perinatal 
Quality Collaborative and Blue Cross & Blue Shield of Mississippi, Postpartum Discharge 
Transition. The goal of the initiative is to support healthcare teams in implementing evidence-
based practices that facilitate a comprehensive postpartum care visit; provide access to 
treatment and resources following birth; support early intervention to decrease maternal 
morbidity and mortality; eliminate racial and ethnic disparities; and ensure optimal outcomes in 
all populations.  

Mississippi’s maternal mortality rate is higher than the national average based on findings from 
the Mississippi State Department of Health, Mississippi Maternal Mortality Report 2013-2016. 

 

 

In alignment with national statistics on racial/ethnic disparities in maternal health outcomes, 
Black, non-Hispanic women in Mississippi had a maternal mortality rate 4 times higher than 
White, non-Hispanic women (65.1 vs 16.2). 
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In the report nearly 60% of maternal deaths occurred during pregnancy or within the first 60 
days after delivery while 42.5% occurred more than 60 days but less than one year after 
delivery. 

Implementation of the AIM Postpartum Discharge Transition Patient Safety Bundle aligns with 
key recommendations outlined in the Maternal Mortality Report. Key recommendations are 
listed below.  

Key Recommendations from the Mississippi Maternal Mortality Report 2013-2016: 

For State Leaders: 

• Policy makers should improve access to healthy environments, healthy food, and establish 
goals to improve overall health for neighborhoods with high prevalence of chronic disease and 
obesity, which contribute to cardiovascular conditions. 

• Mississippi should make efforts to ensure insurance coverage before pregnancy and ensure 
patients receive options for ongoing insurance beyond the one-year postpartum period. The 
State of Mississippi should extend Medicaid coverage from 60 days postpartum to at least one 
year. 

• Mental health services should be broad to tailor to various cultures, age groups, locations and 
conditions. If local in-person access is not available, access should be expanded by phone and 
telehealth. 

For Hospitals: 

• Standardized treatment systems for severe maternal hypertension and peripartum 
cardiovascular conditions should be standardized for all OB units and Emergency Departments. 
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• Hospital facilities should train all team members in maternal early warning signs with a clear 
chain of command for escalating concerns. Treatment algorithms for the management of 
symptoms such as shortness of breath in a high-risk postpartum patient should be included in 
hospital training and protocols. 

• A coordinated response system is needed from the point of the 911 call about the fastest 
method of transport, the closest capable location, and needed expertise to support local 
providers. 

For Providers: 

• Perinatal social services should be seamlessly integrated in with clinical care in order to 
facilitate complex medical and social care coordination, provide psychosocial support and 
minimize multiple referrals and additional visits for patients to obtain psychosocial support. A 
perinatal social worker could be embedded within clinical practices and hospitals and facilitate 
care coordination as well as provide at home support. 

• Medical providers should be aware of how dismissal of patient concerns is more common in 
women and people of color leading to higher rates of misdiagnosis and under-treatment of 
conditions. 

• All clinicians caring for pregnant and postpartum people or addressing cardiopulmonary 
concerns in a pregnant or postpartum person should have completed education on peripartum 
cardiomyopathy, its symptoms, diagnosis, and treatment within the last five years. 

This initiative was developed in alignment with the Alliance for Innovation on Maternal Health 
Postpartum Discharge Transition Patient Safety Bundle, the American College of Obstetricians 
and Gynecologists Optimizing Postpartum Care Recommendations and the Florida Perinatal 
Quality Collaborative PACC toolkit. Each of these resources provides best practices shown to 
optimize postpartum care, transitions and outcomes.   

Participation 
Successful implementation of the Postpartum Discharge Transition Patient Safety Bundle will 
require development of a multidisciplinary Project Team, a group of key stakeholders from the 
outpatient clinic, community and hospital settings that are actively engaged in leading and 
supporting the initiative. It is expected that all team members actively participate in project 
activities and attend team meetings/webinars.  

Below is a list of recommended roles and associated responsibilities of the Project Team:  
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Project Lead. The hospital official making the commitment for hospital participation, will be the 
Hospital Team Leader for the initiative, and the main contact. This person should have influence 
to drive change and ultimate project oversight and management to ensure implementation 
objectives and timelines are met. 
 
OB Lead. Must be a leader willing to engage colleagues on this issue and attend your hospital 
team’s meetings regarding this initiative. 
 
Hospital and Clinic Nurse Lead. Must be a leader willing to engage colleagues on this issue and 
attend your hospital team’s meetings regarding this initiative.  
 
Data Lead. Will be responsible for submitting monthly data to the AIM Data Portal.  
 
Hospital and Clinic Administrator. Is responsible for full administrative support for this initiative. 
 
Information Technology Lead. Is responsible for EMR integration of recommended tools (i.e. 
order sets). 
 
Community Liaison. Is responsible for providing community resources or links to community 
resources to address postpartum needs including but not limited to access to mental health 
resources, reproductive life planning, social driver needs and substance use treatment. 

Mississippi Perinatal Quality Collaborative (MSPQC) and Blue Cross & Blue Shield of Mississippi 
(BCBSMS) Initiative Support Team. MSPQC and BCBSMS have a shared goal of improving the 
health status and outcomes of mothers and babies in Mississippi. AIM Safety Bundles function 
as a comprehensive guide for hospital systems to implement MSPQC quality improvement 
initiatives effectively. Implementation of the AIM Patient Safety Bundles is also a key component 
of the BCBSMS Maternity Quality Model. Network Hospitals’ progress with implementing the 
Bundle Components will be monitored by BCBSMS through progress updates entered in the AIM 
Data Portal by Network Hospital teams and the quarterly Maternity Quality Model Performance 
Review. MSPQC and BCBSMS will be a part of the multidisciplinary team that will provide 
guidance, feedback, and educational opportunities to participating hospitals on executing 
improvement strategies via collaborative coaching calls, learning session webinars, and in-
person trainings.  

Implementation 
Implementation of AIM Patient Safety Bundle components will be accomplished in 3 Phases 
throughout the initiative. Hospital teams are welcomed and encouraged to utilize available 
resources to move at a faster pace or expand upon the proposed activities. Ensuring Respectful, 
Equitable and Supportive Care will be addressed throughout all phases of the initiative with a 
focus on education, data collection, and patient engagement. 
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Below is a description of the 3 Phases of Implementation and key roles and responsibilities. 

Phase I - Readiness 
(Implement November - January) 
 
Team Engagement and Education 

Introduction of the Postpartum Discharge Transition Patient Safety Bundle occurs through 
MSPQC annual conference and AIM Safety Bundle Regional meetings. Hospital teams are 
encouraged to participate in meetings to share current state of care within their facilities and 
communities, share perceived challenges to bundle implementation and discuss potential 
solutions. These meetings will provide an overview of the patient safety bundle and guide 
teams on essential next steps. 

In the Readiness phase, teams are expected to develop a multidisciplinary group of 
stakeholders to establish postpartum clinical care pathways and standardize discharge 
processes through collaboration between the inpatient and outpatient settings. 

Patient, Hospital and Clinic education in this phase will focus on life threatening postpartum 
warning signs and developing a list of referral and community resources to enhance post-
discharge services and support postpartum women.  

Expected participation by the following key stakeholder(s):  
 Project Lead 
 OB Physician Lead and other OB Providers from your Network Hospital 
 Clinic Lead 
 Nursing Lead 
 Community Lead 
 Data Lead  

 
Expected responsibilities: 

 Establish a multidisciplinary team of inpatient and outpatient stakeholders 
 Develop discharge processess and postpartum clinical care pathways that 

screen for life threatening postpartum conditions and optimize timely and 
appropriate postpartum care 

 Develop a standard discharge summary form for distribution to all patients 
 Attend AIM Safety Bundle Regional meetings and monthly MSPQC webinars 

as scheduled 
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Phase II - Recognition and Prevention 
(Implement February - April) 
 
Chart auditing and establishing multidiscipinary case reviews will be reviewed during monthly 
MSPQC webinars. This time can be used to serve as a resource for helping hospital teams 
establish a process to perform case reviews as needed. Case reviews that are multidisciplinary 
will allow educational opportunities to be identified and aid in recognizing gaps in resources  
that impact postpartum care. The AIM Safety Bundle Multidisciplinary Case Reviews focus on 
timeliness of postpartum visit scheduling, discharge education and availability of necessary 
resources. 
  
Expected participation by the following key stakeholder(s):  

 Project Lead 
 OB Physician Lead and other OB Providers from your Network Hospital 
 Clinic Lead 
 Nursing Lead 
 Community Lead 
 Data Lead  

 
Expected responsibilities:  
▪ Complete 10 chart audits per month (or more if you choose)  
▪ Attend monthly MSPQC webinars as scheduled  
▪ Establish and maintain a process within your facility for quarterly Case Reviews  
 
Phase III - Response  
(Implement May - July) 
 
The Response Phase is the action/implementation phase where you use the standardized discharge 
process that you developed in the readiness phase. In this phase, teams will be expected to implement a 
comprehensive discharge plan for all patients that will include education to patients and their support 
person, if applicable, on pregnancy and postpartum warning signs and self-care, and also how to 
communicate with patients their symptoms. This phase also includes providing patients care plans they 
should follow after leaving the hospital, including their postpartum visits with OB and any other 
specialty follow up. It will be important that these tasks have been documented in the patient’s chart to 
assist with data collection.  

Expected Participation in this phase includes:  

 Obstetrics Team 
 Nursing Staff 
 Social Workers 

 
Any Specialties needed by the patient (Cardiology, Nephrology, Neurology, etc.) 
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Phase IV - Reporting/Systems Learning 
(Implement August – October) 
 
Reporting and Systems Learning focuses on the quality measures that are recorded as part of the 
implementation process. This information is then analyzed and used internally for quality improvement 
by the identification of systemic barriers to successful implementation and areas of system inefficiency 
that hinder optimal patient care and/or contribute to suboptimal outcomes.  Through in-depth analysis, 
this data will lead to process improvements that ultimately improve patient care, facilitate team 
functioning, and decrease health disparities. 

 

Expected participation in this phase includes: 

 Obstetrics Team (physicians, nurses) 

 Hospital leadership (Quality improvement/ CMO) 

Expected responsibilities:  

▪ Regualr reporting and data collection  
▪ Establish and maintain a process within your facility for utilizing data to improve patient care  
 
Respectful and Equitable Care  

(To be implemented throughout the bundle) 

Engaging in open, transparent, and empathetic communication with pregnant and postpartum people 
and their identified support network to helps to create an atmosphere that improves patient 
understanding and reduces miscommunication between patients, their families and medical care 
providers leading to better outcomes and compliance. 

All persons involved with patient care should complete education related to respectful and equitable 
care.  Education should involve not only written but video-based content. 

Expected participation by the following key stakeholder(s):  
 

 Everyone involved in patient care 
 
Expected responsibilities:  
▪ Place placards in visible areas  
▪ Establish and maintain a process within your facility for regular education  
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Key Tasks and Timeline 
 

Tasks Key 
Stakeholder 

Timeframe 

Attend BCBSMS/MSPQC Regional 
Meetings in your area 

OB Physician 
Lead and Nurse 
Lead 

August, September and November 
2023 

Introduce the Postpartum Discharge 
Transition AIM Safety Bundle to your 
Hospital Leadership Team and Women’s 
Services department with an educational 
session, department meeting or other 
event/announcement  
 
Engage affiliated Clinic team to introduce 
Safety Bundle  

Administration, 
Physician Lead, 
Nurse Lead 

November 2023 
 
 
 
 
 
 

Establish your multidisciplinary 
inpatient/outpatient Project Team and 
develop a timeline for progression 

Designated 
Project Lead 

December 2023 

Establish a schedule for routine 
touchpoints throughout the Project for 
your Project Team to discuss 
implementation progress and 
opportunities for improvement (suggested 
monthly) 

Designated 
Project Lead 

December 2023 

Attend MSPQC monthly support webinar 
based meetings for collaboration and 
advice (includes sharing 
successes/challenges of Bundle 
implementation) 

Project Team November 2023 – October 2024 

Complete staff education of postpartum 
complications  

OB and Clinic 
Physicians, 
Nurses 

November 2023 – January 2024 

Establish a list of referral resources and 
communication pathways related to 
postpartum services 

Project Team November 2023 – January 2024 

Establish and implement a process for 
scheduling postpartum care and specialty 
referral visits based on screening of 
individual needs  

Project Team February 2024 – April 2024 

Develop and implement a standardized 
patient discharge education form including 

Project Team April 2024 – June 2024 
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key elements listed in the Element 
Implementation Details 
Develop and implement a standardized 
patient discharge summary including key 
elements listed in the Element 
Implementation Details 

Project Team April 2024 – June 2024 

Establish key components for a 
comprehensive postpartum visit 

Project Team April 2024 – June 2024 

Establish a system for accurate racial and 
ethnicity data collection and evaluation for 
project measures 

Project Team July 2024 – September 2024 

Establish and implement a process for 
tracking and reporting postpartum quality 
measures 

Project Team July 2024 – September 2024  

Submit monthly updates on Bundle 
implementation to the AIM Data Portal  

Data Lead November 2023 – October 2024 
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There are five domains of Readiness to be addressed by every facility to facilitate safe, 
appropriate, and timely postpartum transitions. While ideally all elements of a patient safety 
bundle would be implemented in all relevant settings, this may be aspirational for some 
settings based on capacity and resources. For this reason, elements that are considered 
foundational to addressing morbidity and mortality in the postpartum period are bolded below. 

Recommendations for Every Patient, Provider and Facility:  

1. Develop and maintain a set of referral resources and communication pathways 
between obstetric providers, community-based organizations, and state and public 
health agencies to enhance services and supports for pregnant and postpartum 
families.* 
 

2. Establish a multidisciplinary care team to design coordinated clinical pathways for 
patient discharge and a standardized discharge summary form to give to all 
postpartum patients prior to discharge. 

 

3. Provide multidisciplinary staff education to clinicians and office staff on optimizing 
postpartum care, including why and how to screen for life-threatening postpartum 
complications.* 

4. Develop trauma-informed protocols and trainings to address health care team 
member biases to enhance quality of care. 

5. Educate outpatient care setting staff on how to use a standardized discharge 
summary form to review patient data and ensure that recommendations made for 
outpatient follow-up and community services/resources have been carried out. 

*See Postpartum Discharge Element Implementation Details 

 Readiness 



Consensus Statement

ConsensusBundleonPostpartumCareBasics
From Birth to the Comprehensive Postpartum Visit

Alison M. Stuebe, MD, MSc, Susan Kendig, JD, WHNP-BC, Patricia D. Suplee, PhD, RNC-OB,
and Robyn D’Oria, MA, RNC

In the weeks after childbirth, a woman navigates multiple

challenges. She must recover from birth, learn to care for

herself and her newborn, and cope with fatigue and

postpartum mood changes as well as chronic health

conditions. Alongside these common morbidities, the

number of maternal deaths in the United States con-

tinues to increase, and unacceptable racial inequities

persist. One third of pregnancy-related deaths occur

between 1 week and 1 year after delivery, with a growing

proportion of these deaths due to cardiovascular disease;

one fifth occur between 7 and 42 days postpartum. In

addition, pregnancy-associated deaths due to self-harm

or substance misuse are increasing at an alarming rate.

Rising maternal mortality and morbidity rates, coupled

with significant disparities in outcomes, highlight the

need for tailored interventions to improve safety and

well-being of families during the fourth trimester of

pregnancy, which includes the period from birth to the

comprehensive postpartum visit. Targeted support for

growing families during this transition can improve

health and well-being across generations.

(Obstet Gynecol 2021;137:33–40)

DOI: 10.1097/AOG.0000000000004206

In the months after birth, women navigate multiple
challenges, ranging from headaches to sleep depri-

vation (Fig. 1).1 Although women are primarily con-
cerned about daily functioning, health care
professionals focus more on uncommon, but highly
morbid, complications.2 The cesarean delivery rate
in the United States remains high compared with
other industrialized countries, contributing to mater-
nal morbidity. Supporting postpartum well-being
requires a holistic approach, from preparation before
birth through longitudinal care that encompasses mul-
tiple intersecting domains (Fig. 2).3 Moreover, unac-
ceptable racial inequities in severe morbidity and
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mortality require community-informed approaches
that center reproductive justice.4

More than half of maternal deaths occur after the
day of delivery, with one fifth occurring between 7 and
42 days and one third between 1 week and 1 year
postpartum.5 During the first week postpartum, leading
causes of death include hemorrhage, hypertension, and
infection; cardiomyopathy is the leading cause of death
from 6 weeks to 1 year postpartum.5 Many postpartum
serious complications are underrecognized and simi-
larly, management of less emergent conditions, such
as flu-like symptoms in the setting of mastitis, can be
delayed if the health care professional does not con-
sider the woman’s postpartum state.6 Asking women
whether they have been pregnant within the past year
provides valuable information in formulating differen-
tial diagnoses during this timeframe.

Scheduled postpartum care is underused, with
16–23% of postpartum women not attending a visit
between 21 and 56 days after delivery.7 Postpartum
visit attendance is even lower among marginalized
women.8 Multiple factors, such as transportation and
childcare, can disrupt postpartum engagement.9

Moreover, fragmented systems do not address the in-
tersecting needs of mother and infant.

Recognizing the increasing burden of maternal
mortality and morbidity during the postpartum period,
the Alliance of Innovation in Maternal Health con-
vened an interdisciplinary workgroup to develop a
maternal safety bundle to address this issue. The group
convened for a day-long, in-person planning meeting
and refined bundle elements through a series of
conference calls. This “Consensus Bundle on Postpar-
tum Care Basics: From Birth to the Comprehensive
Postpartum Visit,” consistent with prior Alliance of
Innovation in Maternal Health bundles, presents a set
of strategies that health care professionals can apply to
improve the health and well-being of postpartum
women through Readiness, Recognition, Response,
and Reporting (https://safehealthcareforeverywoman.
org/aim/patient-safety-bundles/maternal-safety-bun-
dles/postpartum-care-basics-for-maternal-safety-from-
birth-to-the-comprehensive-postpartum-visit-aim/).

READINESS

Women can benefit from anticipatory guidance, and
health care professionals and systems can establish
support for women in the early postpartum period.

Every Woman

1. Engages with a health care provider during prenatal
care to develop a comprehensive personalized postpartum care
plan. The plan includes designation of a postpartum medical

home for the period between birth and the comprehensive
postpartum visit.

In the postpartum care plan,10 the patient and her
health care team address social support, recovery
from birth, plans for infant care and feeding, desire
for future pregnancies and contraception use, chronic
health concerns, and emotional well-being. A recent
survey found that one in four women were unsure
whom to call for themselves or their infants after dis-
charge from maternity care1; to address this gap, the

Fig. 1. Leading maternal health problems within two
months of delivery. Data from Declercq ER, Sakala C, Corry
MP, Applebaum S, Herrlich A (2013). Listening to Mothers
III: New mothers speak out. New York, NY: Childbirth
Connection.

Stuebe. Postpartum Care Bundle. Obstet Gynecol 2020.

Fig. 2. Domains of health concerns women experience in
the fourth trimester. Reprinted from Tully KP, Stuebe AM,
Verbiest SB. The fourth trimester: a critical transition period
with unmet maternal health needs. Am J Obstet Gynecol.
2017 Jul; 217 (1):37–41. Copyright 2017, with permission
from Elsevier.

Stuebe. Postpartum Care Bundle. Obstet Gynecol 2020.

© 2020 by the American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.
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postpartum plan identifies a primary postpartum
health point of contact.

2. Receives woman-centered counseling and anticipatory
guidance regarding medical recommendations for breastfeed-
ing to make an informed feeding decision.

All medical organizations recommend 6 months of
exclusive breastfeeding, followed by continued breast-
feeding through the infant’s first year and beyond as
mutually desired.11–13 Substantial racial inequities exist
in breastfeeding initiation and duration, and health care
professionals should take care to counsel each woman
individually, eschewing assumptions about her feeding
intentions.11 Direct-to-consumer marketing of formula is
pervasive, and distribution of marketing materials in
health care settings reduces duration of exclusive breast-
feeding14,15; thus marketing materials should be
excluded from health care settings. During antenatal
care, health care professionals should engage the woman
in discussions regarding the health effects of infant feed-
ing, risk factors for lactation difficulties, and barriers,
such as early return to work, that may constrain infant
feeding options, so that each woman can make an
informed decision. Ultimately, each woman should
determine whether breastfeeding, formula feeding, or
mixed feeding is optimal for her and her infant.

3. Receives woman-centered counseling regarding med-
ical recommendations for birth spacing and the range of
available contraceptive options.

Reproductive justice is “the human right to main-
tain personal bodily autonomy, have children, not have
children, and parent the children we have in safe and
sustainable communities.”16 For women who are sexu-
ally active with men, access to desired contraception is
necessary, but not sufficient, to attain reproductive jus-
tice. The history of family planning is fraught by coer-
cive tactics to incentivize sterilization and contraceptive
implants among marginalized groups,17,18 and this con-
text affects conversations about birth spacing and con-
traception, particularly with women of color. Beginning
discussions by asking, “Might you want to have another
baby? If so, when?” centers counseling on the woman’s
goals and preferences, respecting her autonomy to
decide whether and when to have more children and
aligning contraceptive options with her preferences.
Although the American College of Obstetricians and
Gynecologists (ACOG) recommends that women avoid
pregnancy intervals of less than 18 months, the causal
association between birth interval and outcome is
unclear and, thus, counseling about optimal birth inter-
val should not be dogmatic.10

4. Identifies a postpartum care team, inclusive of friends
and family, to provide medical, material, and social support
in the weeks after birth.

Many cultural traditions include a postpartum
period of confinement for 30–40 days after birth, dur-
ing which mothers are cared for by family and
friends.19 During this transition, each woman needs
a care team, inclusive of her given and chosen family.
Other team members include her obstetric health care
professional, her infant’s health care professional, and
other team members, such as home visitors, lactation
consultants, care managers, and specialty consultants.
Home-visiting programs have shown promise for
improving coordination, reducing emergency depart-
ment utilization, and improving outcomes.20,21

Every Health Care Provider

5. Ensures that each woman has a documented post-
partum care plan and care team identified in the prenatal
period.

Prenatal health care professionals should engage
with each woman to develop her postpartum care
plan and identify her care team.22 Plans should con-
sider each woman’s strengths and vulnerabilities. For
example, for women with substance use disorder, the
postpartum period is particularly vulnerable, as they
navigate new parenthood and less frequent health care
contact. Further, many women lose pregnancy Med-
icaid coverage at 60 days after birth, disrupting med-
ication assisted treatment for opioid dependence and
behavioral counseling.

6. Develops and maintains a working knowledge of
evidence-based evaluation and management of common
issues facing the mother–infant dyad.

Comprehensive postpartum care requires multi-
ple competencies (Fig. 2). All health care professionals
who interact with recently pregnant women should be
aware of symptoms that may presage morbid compli-
cations, for example, a headache before eclamptic
seizure. Issues such as breastfeeding difficulties and
postpartum depression23 benefit from joint manage-
ment of mother and infant. Health care professionals
should understand medication selection in lactation to
avoid iatrogenic disruption of breastfeeding.

Every Clinical Setting

7. Develops and optimizes models of woman-centered
postpartum care and education, using adult learning princi-
ples when possible and embracing the diversity of family
structures, cultural traditions, and parenting practices.

Didactic, top-down teaching is ineffective for
adult learning; we learn best in the context of teach-
able moments that apply new concepts in real time.24

In a randomized trial, actionable anticipatory guid-
ance regarding common postpartum symptoms
reduced the likelihood that women screened positive
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for depression through 6 months postpartum25 or dis-
continued breastfeeding.26 Guidance should adhere to
health literacy principles and incorporate cultural fac-
tors such as race, ethnicity, language, nationality,
income level, and sexual orientation.27 Postpartum
education should be tailored for contexts such as
mothers of infants that remain hospitalized, stillbirth,
adoption, and various discharge settings, including
shelters, halfway houses, and the criminal justice
system.

8. Develops systems to connect families with community
resources for medical follow up and social and material
support.

Postpartum families require both emotional and
instrumental support.28 “Emotional support is what
individuals do or say to make other individuals feel
loved, supported, or encouraged. Instrumental sup-
port is when individuals provide needed material
resources or assist with or complete a task for another
individual.”28 Material needs are common: one study
of urban, low-income families found that 30% did not
have enough diapers to change their infants as often as
needed.29

9. Optimizes counseling models, clinical protocols and
reimbursement options to enable timely access to desired
contraception.30

For women who want to prevent pregnancy, long-
active reversible contraception (LARC) and postpar-
tum tubal ligation are markedly more effective than
other methods.31 Desired postpartum tubal ligation
are often not performed: In an 18-month study, one
third of women did not undergo desired postpartum
tubal ligation, and half became pregnant in the next
year.32 Logistical barriers may also prevent women
from receiving desired LARC before hospital dis-
charge. Systems should be optimized to ensure that
each woman can access her desired contraception
method at a time that is convenient for her.30

10. Develops systems to ensure timely, relevant communi-
cation between inpatient and outpatient health care professionals.

Reliable, actionable discharge summaries are needed
for continuity of care and appropriate follow-up. Sub-
stantial gaps exist: in a systematic review, one third of
primary care professionals did not receive a discharge
summary within a week of hospital discharge.33

11. Develops protocols for screening and treatment for
postpartum concerns, including depression and substance use
disorders, and establishes relationships with local specialists
for comanagement or referral.

Routine screening can identify unmet health
needs, particularly around sensitive topics such as
depression,34 substance use,35 violence, or inconti-
nence.36 Guidelines exist for mental health screen-

ing37 and other common women’s health
concerns.38 If screening is performed, clinical settings
should be prepared to treat or refer identified needs.
To assist with more complex cases, it may be useful to
establish specialty collaboratives. For example, the
Massachusetts Child Psychiatry Access Project for
Moms39 provides protocols as well as real-time con-
sultation and care coordination.

RECOGNITION AND PREVENTION

Every Woman

12. Is respected as the expert in her own needs and is
empowered to trust her instincts and access care as early and
frequently as needed in the weeks after birth.

Postpartum care is an ongoing process, not a
single encounter.10 Health care professionals can
encourage and empower each woman to trust her
instincts regarding her physical and emotional
needs,40 tailoring timing of contact to complications
and emerging needs. The American College of Obste-
tricians and Gynecologists recommends that all
women have contact with a maternal health care pro-
vider within the first 3 weeks postpartum and ongoing
care as needed, culminating in a comprehensive post-
partum visit no later than 12 weeks after birth.10

13. Reviews her postpartum care plan with her health care
provider before discharge from maternity care, revising as
needed. The care plan should include a list of warning signs
and responses for life-threatening postpartum complications, a
list of lactation support resources, a “first call” phone number
for her postpartum medical home, including a contact for breast-
feeding issues, and the time and date of postpartum visits.

All postpartum women should receive written
instructions such as the AWHONN “Post Birth Warn-
ing Signs: Save Your Life” handout.41 Appointment
reminder notices can improve visit attendance and
reduce cost.42,43

14. Attends a comprehensive postpartum visit, scheduled
at an interval tailored to the needs of the mother–infant dyad.

New guidance recommends touchpoints for timely
assessment of postpartum needs, with the comprehen-
sive postpartum visit occurring no later than 12 weeks
postpartum.13 For many women, multiple clinical
encounters may be needed to optimize postpartum
health. The comprehensive postpartum visit addresses
all the components in the woman’s postpartum care
plan, through both verbal and written education.24

Every Clinical Setting

15. Determines guidelines for patient education, dis-
charge from inpatient maternity care and indications for
early postpartum visits.
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Readiness for discharge includes both the moth-
er’s physical and emotional health and her readiness
to care for herself and her infant.22 Women who are
unready for discharge have poorer health outcomes
and increased health care utilization.44 Guidelines for
early postpartum visits should consider chronic con-
ditions (ie, hypertensive disorders, diabetes, seizure
disorders, substance use disorder) and risk for post-
partum issues such as wound complications, breast-
feeding difficulties, or postpartum depression.10

16. Coordinates ongoing care between inpatient and
outpatient settings and between the maternal and infant
health care professionals to facilitate the health and well-
being of the dyad. This includes coordination for issues
related to breastfeeding.

Care coordination is needed among obstetric and
pediatric health care professionals, nurses, lactation
specialists, and mental health care professionals. For
example, prescription of opioids for postcesarean
delivery pain control requires coordinated transfer
from inpatient to outpatient care. A multimodal
approach is recommended, with counseling regarding
the risk of potential addiction and infant sedation via
opiate exposure in breast milk.45

17. Screens for and treats common morbidities, includ-
ing mental health issues, smoking, and substance use, as well
as concerns such as unstable housing and food insecurity.

For postpartum depression, three states have man-
dated screening and nine others have developed educa-
tional awareness programs or have task forces currently
examining the problem.46 Although most women quit
or cut back on tobacco, alcohol, and other substance use
during pregnancy, more than 80% resume use postpar-
tum.47 Brief interventions can increase awareness of
relapse risk and support continued abstinence. Support
for women with opioid use disorder should include
overdose prevention education of the patient and sup-
port persons, as well as naloxone coprescribing.

18. Ensures that each woman has identified a source of
ongoing primary care.

At the conclusion of the comprehensive visit,
women should be engaged with a primary care
provider and community resources for ongoing care,
and relevant medical records should be shared with
her primary medical home.

RESPONSE

Every Clinical Setting

19. Implements treatment protocols and either provides
desired care or facilitates timely referral to an appropriate
resource. Whenever feasible, a warm hand-off is provided,
via a face-to-face introduction to the specialist to whom the
patient is being referred.

When referrals are made, follow-up mechanisms
are needed to assure that the woman attended the visit
and to implement any recommendations.

20. Maintains an up-to-date inventory of community
resources to assist with unmet needs, such as 24-hour hot-
lines, food banks, diaper banks, lactation support groups,
and home visiting programs.

Although each practice may not have the
resources to maintain a comprehensive resource
inventory, such information may be available through
local health departments, maternal child health coali-
tions, or other community agencies. In many com-
munities, United Way’s 211 program can connect
families to local community resources, such as hous-
ing, supplemental food, and other services.48

Postpartum home visiting services can also assist.
Home visiting can address perinatal depression,49 pro-
vide breastfeeding education and related referrals,50 and
support safe parenting practices51 while providing link-
age to community-based services. Healthy Start, a fed-
erally funded initiative to improve pregnancy and birth
outcomes, provides direct outreach to community mem-
bers including case management, health education, in-
terconceptional care, and depression screening.52

Opportunities exist to more explicitly incorporate
maternal health needs into home visiting programs.53

Every Health Care Provider

21. Develops strategies to reach women who do not
attend the comprehensive postpartum visit.

22. Every identified need is assessed for acuity using a
tiered response. If life-threatening, the identifying health care
provider facilitates transportation to an appropriate facility
for immediate care.

Life-threatening issues, such as hypertensive cri-
sis, suspected pulmonary embolism, or suicidal idea-
tion warrant immediate intervention. Just as
outpatient settings have plans in place for precipitous
delivery, clinics need protocols to transfer women
with urgent needs to an appropriate setting, including
an immediate action protocol for suicidal ideation.54

If nonacute, the need is addressed by the woman and her
health care provider in a woman-centered, shared-decision
making discussion, honoring each woman’s self-sufficiency
and autonomy.

Culturally appropriate, patient-centered counsel-
ing enables women to make informed decisions in
multiple postpartum domains. Addressing these inter-
secting issues requires respect for each woman’s val-
ues and preferences. Health care professionals are
experts in the clinical evidence and knowledge,
whereas the patients are experts in their own experi-
ences and what matters most to them.55 For example,
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LARC is a highly effective method of contraception
and can help women achieve recommended inter-
pregnancy intervals. Although efficacy is important,
it is not the only feature that women value; other
considerations include side effects, invasiveness, and
duration.56 Furthermore, directive LARC counseling
may be perceived as coercive in the context of a his-
tory of punitive use of Norplant and forced steriliza-
tion among women of color.17,18

REPORTING

Every Health System

23. Convenes inpatient and outpatient professionals to
share successful strategies and identify opportunities for
improvement.

When adverse postpartum outcomes occur, it is
critical to consider outpatient and community stake-
holders, expanding the conversation beyond the reviews
and debriefs which are often conducted by hospitals.57

Perinatal collaboratives may provide an avenue for dis-
semination of aggregated findings and sharing of quality
improvement opportunities.

24. Identifies and monitors postpartum quality mea-
sures, such as postpartum emergency department utilization
and readmission rates.

Within the past decade, postpartum readmissions
have risen, with many occurring within the first 10 days
after delivery. Monitoring emergency department
utilization and readmissions data can inform interven-
tions to improve discharge planning and follow-up.58

25. Works toward quality metrics that compare post-
partum outcomes with prenatal intentions, such as receipt of
intended contraception or attainment of desired breastfeeding
duration.

Measuring postpartum outcomes as a function of
maternal intention is important for preference-sensitive
decisions. Such measures can be difficult to capture, as
evidenced by the Joint Commission’s Perinatal Care
(PC-05), exclusive breast milk feeding considering moth-
er’s initial feeding plan, which was retired because of the
substantial effort required to determine maternal feeding
preference. Capture of maternal intentions as discrete
data in a care plan before birth may improve reporting
of patient-centered outcome measures.59

26. Conducts quality improvement projects to reduce
preventable postpartum morbidity.

Projects that monitor follow-up care can support
strategies to improve maternal outcomes. Attendance at
the postpartum visit is defined as “the percentage of
deliveries that had a postpartum visit on or between
21 and 56 days after delivery.”7 This metric was devel-
oped before ACOG’s 2018 recommendation that all
women have contact with their postpartum health care

provider within 3 weeks of birth and undergo a com-
prehensive postpartum visit within 12 weeks of birth.10

To monitor adherence with ACOG recommendations
for contact within 3 weeks, process measures are needed
to quantify both face-to-face and virtual contacts. Timing
of comprehensive follow-up can inform drivers of wom-
en’s attendance at the postpartum visit. Quality mea-
sures should also index indicated follow-up, such as
glucose screening for women with a history of gesta-
tional diabetes mellitus.38

27. Collaborates with the community to maintain a
clearinghouse for resources that address the needs of women
during the postpartum period.

Owing to the varying landscape of resources
available in different areas, it is important to maintain
a central, regularly updated repository of community
resources that include the agency name, address and
phone number, name of a known contact person if
available, hours of operation, and types of documen-
tation, such as proof of address, or written referral,
that may be required by the agency. Several social
service directory platforms have recently emerged to
meet this need, including Aunt Bertha, Healthify,
Health Leads, Now Pow, One Degree, and Unite Us.

28. Ensures that reimbursement policies do not disin-
centivize postpartum visits.

The global reimbursement for prenatal, intrapar-
tum, and postpartum care includes one postpartum visit
for vaginal births and two postpartum visits for cesarean
births;60 however, global reimbursement is provided
even if the patient does not attend the postpartum vis-
it(s). Unbundling of postpartum care may support more
comprehensive services in this critical time period. Inno-
vative approaches also include coverage for evidence-
based postpartum home visiting services.61 In those
states without Medicaid expansion, access to insurance
is limited to 60 days postdelivery, and may be limited to
conditions directly related to pregnancy, thus constrain-
ing access continuing care. In 2018, Missouri became
the first state to enact legislation to extend postpartum
coverage for substance use disorder and related mental
health treatment.62 Payment reform that aligns financial
and nonfinancial incentives across the care continuum
can improve postpartum care.63

CONCLUSION

During the postpartum period, a woman faces signif-
icant physiologic, emotional, and social changes. As
she recovers from pregnancy and birth, navigates her
role as a mother and transitions to well woman care,
she needs holistic, patient-centered support. Although
members of the health care team possess medical
expertise, women are experts on their own needs and
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experience. These bundle elements provide a frame-
work to improve health and well-being during this
critical transition in women’s lives.
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 MSPQC POSTPARTUM DISCHARGE TRANSITION TOOLKIT 
 

PPuuttttiinngg  tthhee  tteeaamm  ttooggeetthheerr  
 

Optimizing postpartum care takes collaboration from the hospital, clinic and community. 
Engaging key stakeholders is an initial step in the Readiness section of safety bundle 
implementation. The following is a list of recommended roles to include in a multidisciplinary 
care team to design coordinated clinical pathways for patient discharge and a standardized 
discharge summary form to give to all postpartum patients prior to discharge.  

1. Director of the clinic 

2. IT- Data collector 

3. Hospital Nurse Leadership/Administration 

4. Women’s Services or L&D manager  

5. ED manager 

6. Charge nurse on night and days 

7. The OB providers nurses 

8. Provider/Physician champion 

9. Social Services/Case Manager 

10. Community resource 

 

 

 

 

 

 

 

 

 

*Adapted from the Kansas Perinatal Quality Collaborative Fourth Trimester Initiative; Accessed 
at https://kansaspqc.org/wp-content/uploads/2022/05/April-2022-LF-PowerPoint.pdf  



 MSPQC POSTPARTUM DISCHARGE TRANSITION TOOLKIT 
 
 

  

 

 

There are five domains of Recognition and Prevention to be addressed by every facility to facilitate safe, 
appropriate, and timely postpartum transitions. While ideally all elements of a patient safety bundle 
would be implemented in all relevant settings, this may be aspirational for some settings based on 
capacity and resources. For this reason, elements that are considered foundational to addressing 
morbidity and mortality in the postpartum period are bolded below. 

Recommendations for Every Event: 

1.  Establish a system for scheduling the postpartum care visit and needed immediate specialty 
care visit or contact (virtual or in-person visit) prior to discharge or within 24 hours of 
discharge. 

 
2.  Screen each patient for postpartum risk factors and provide linkage to community services/ 

resources prior to discharge. 
 

3.  In all care environments assess and document if a patient presenting is pregnant or has been 
pregnant within the past year. 

 
4.  Offer reproductive life planning discussions and resources, including access to a full range of 

contraceptive options in accordance with safe therapeutic regimens. 
 

5.  Facilitate and assure linkage to relevant services in outpatient settings for care identified for 
postpartum risk factors. 

 Recognition & Prevention 
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The Fourth Trimester of Pregnancy:  
Committing to Maternal Health and Well-Being Postpartum 
BRIDGET SPELKE, MD; ERIKA WERNER, MD, MS

ABSTRACT 
The postpartum period is a time of significant challenge  
and need as women adapt to hormonal and physical 
changes, recover from delivery, experience shifting fami-
ly responsibilities, and endure sleep deprivation, all while 
caring for and nourishing their newborn.1–4 It is also a pe-
riod of significant maternal health risk. Recent data on 
U.S. maternal mortality indicate a shift in the timing of 
maternal deaths over the past 10 years, with the major-
ity of maternal deaths now occurring postpartum, from 
one day to one year after delivery.5,6 Postpartum care also 
marks a period of transition, as women shift from preg-
nancy-centered care to interpregnancy and primary care, 
yet current systems of care are marked by poor coordina-
tion of care between providers and patient care settings.4,7 
Suboptimal postpartum follow-up is particularly worri-
some for women with chronic health conditions or preg-
nancy complications who face both short- and long-term 
health risks.8,9 Given known challenges and medical 
risks, the single, 6-week postpartum visit women receive 
is woefully inadequate in addressing maternal health 
needs. Postpartum visits often fail to address the unique 
postpartum needs identified by mothers1,3,4, inadequate-
ly connect women with primary care services, and have 
low attendance.1,7 Recognition of these unmet needs of 
“the Fourth Trimester” have led national organizations, 
including the American College of Obstetricians and Gy-
necologists (ACOG), to call for a restructuring of post-
partum care to reduce postpartum and long-term mor-
bidity and improve postpartum well-being.2,7,10 Rhode 
Island has several recent initiatives with the potential to 
improve outcomes for mother-baby dyads including the 
Baby Friendly Hospital Initiative (BFHI), the provision of 
long-acting reversible contraception (LARC) immediate-
ly postpartum, and the addition of HPV immunization 
postpartum. These initiatives remove barriers of access 
to care and provide vital women’s health services prior 
to discharge. The Fourth Trimester provides a rich oppor-
tunity for maternal risk reduction and health promotion 
at a time when women are motivated and engaged with 
health care. 

ADDRESSING MATERNAL RISK POSTPARTUM

Maternal mortality in the United States is increasing and 
more than doubled from 1982 to 2012.5,6 Over this same 
period, the causes and timing of pregnancy-related deaths 
have shifted; deaths due to maternal hemorrhage and infec-
tion, which typically occur at the time of delivery, have 
proportionally decreased, while deaths from cardiovascu-
lar disease, which can result in more distant postpartum 
deaths, have increased.11 Postpartum deaths, which includes 
deaths between 1 day and 1 year after birth, represent more 
than half of all maternal deaths, and underscore the signif-
icant health risks faced by postpartum women.5,6 Though 
maternal deaths remain rare, 65,000 women experience 
severe maternal morbidity annually in United States, which 
increasingly occurs postpartum and is due to chronic med-
ical conditions.11 Both maternal morbidity and mortality 
affect minorities disproportionately; black women expe-
rience maternal mortality 3-4 times more frequently than 
white women and experience severe maternal morbidity 
two times more frequently.5,12–14 Rising rates of postpartum 
morbidity suggest that women face significant unmet med-
ical needs after delivery and has led to a renewed focus on 
care in the fourth trimester.1,2,7,10,15 

A central role for postpartum care is maternal health risk 
reduction, both in the immediate postpartum period and 
long-term, yet the ability of current postpartum services to 
improve maternal outcomes is limited by only a single ded-
icated visit. Both providers and patients report that current 
postpartum visit schedules are inadequate.1,3,4 Towards the 
end of pregnancy, women are routinely seen in the office 
weekly, and more often if the pregnancy is complicated. In 
contrast, most women are seen only once in the first-year 
postpartum and not until 6 weeks after delivery. This gap 
in care is not biologically logical nor practical from a public 
health perspective. Newborns are seen within days of dis-
charge from the hospital because of the physiologic changes 
that occur in the first few weeks of life. Similar changes are 
occurring to the postpartum woman, yet no similar appoint-
ments occur. Furthermore, even the currently recom-
mended appointments are not always used. While increasing 
attendance at postpartum visits is a goal of Healthy People 
2020, between 10 and 40% of women do not attend a post-
partum visit 4-12 weeks after delivery7 with lower atten-
dance rates reported among women in low-resource settings,  
contributing to health disparities.8,9,16 
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In a review of postpartum utilization, Chu et al describe 
the postpartum visit as an “opportunity to assess the physi-
cal and psychosocial well-being of the mother, counsel her on 
infant care and family planning, and detect and give appropri-
ate referrals for preexisting or developing chronic conditions 
such as diabetes, hypertension or obesity.”17 Most postpar-
tum women will become pregnant again, though many will 
not see an ob/gyn until the subsequent pregnancy. As such, 
preconception counseling is also a vital part of postpartum 
care. Women should be advised of evidence-based interven-
tions to reduce complications in subsequent pregnancies, 
such as daily baby aspirin for hypertensive diseases of preg-
nancy and 17-hydroxyprogesterone for women with a history 
of preterm birth.7 Medications which are appropriate to con-
tinue in pregnancy should be reviewed, and women should 
be encouraged to continue safe medications as prescribed. 
As is evident from the list above, postpartum care addresses 
immediate health needs and serves as the foundation  
for interconception health and well-woman care. 

A central component of fourth trimester care is the need 
to arrange appropriate follow-up for chronic conditions 
and pregnancy complications and to communicate the 
implications of these risks to both the patient and the care 
providers who will be assuming their care.7 Lack of consis-
tent communication between providers may contribute to  
inadequate recognition and under emphasis of these risks.

Suboptimal postpartum follow-up is particularly trou-
bling when pregnancies are complicated by common mor-
bidities such as diabetes or hypertension. For women with 
chronic health conditions, the postpartum period often calls 
for changes in disease management and a coordinated transi-
tion from obstetric to primary care or subspecialty providers 
– a process which is often untimely and inadequate, with 
only 69.6% of women with preexisting diabetes and 57.0% 
of women with hypertensive disorders attending a primary 
care visits within 1 year of delivery.7–9 

Pregnancy complications can serve as a “window to future 
health” due to their implications for the development of 
chronic disease. This is the case for hypertensive diseases of 
pregnancy (including gestational hypertension, preeclamp-
sia, and eclampsia) and gestational diabetes (GDM), which 
both confer risks of future cardiovascular disease (CVD) 
and type 2 diabetes (T2DM). Preeclampsia remains a lead-
ing cause of maternal mortality and morbidity and ACOG 
recommends early postpartum follow-up for women with 
hypertensive disorders of pregnancy and counseling for 
recurrent preeclampsia in future pregnancies and long-term 
CVD risk. ACOG also recommends screening for diabetes 
6 weeks and 1 year postpartum for women who had GDM 
(who are at risk for developing T2DM and CVD), yet a study 
of insurance claims data showed that only 56% of women 
with pregnancy complications attended primary care vis-
its in the year following delivery.9 A single-center study of 
women with gestational diabetes found that women were 
three times more likely to completed recommended postpar-
tum screening if they attended a postpartum visit9, yet even 
at an academic institution with high rates of postpartum 

primary care visits (>80%), pregnancy complications were 
not associated with a postpartum healthcare visit and nearly 
20% of women with pregnancy complications were never 
seen in the year following delivery.8 

For many women, pregnancy serves as the first encounter 
with the health care system in adulthood and as a result, 
obstetric providers may be the first provider to diagnose and 
address chronic health conditions such as hypertension, obe-
sity, and substance dependence. While obstetric providers 
may manage pregnancy complications and chronic condi-
tions independently during pregnancy, uncoordinated tran-
sitions from obstetric to primary care can result in women 
failing to receive care that may mitigate long-term risks for 
diabetes, hypertension, and cardiac disease.8,9 

PROMOTING MATERNAL WELLBEING  
IN THE FOURTH TRIMESTER

It is critical that women’s voices contribute to our under-
standing of postpartum health needs, voices.1,3,4,18 Surveys 
and focus groups tell us that women feel unprepared for the 
emotional, biological, and social changes that occur postpar-
tum and less than half of women report receiving adequate 
information regarding postpartum depression, nutrition, 
physical activity and weight loss, or changes in sexual-
ity and emotional response.1,3,7 A disconnect is described 
between the areas of concern for clinicians, such as signs of 
infection or bleeding, and those of mothers, who experience 
significant disruption in their daily lives from symptoms 
considered “normal” by providers, such as sleep depriva-
tion, discomfort and pain, and emotional changes.1,4 Consid-
ering this feedback is critical as we strive to improve health 
outcomes for women through a recommitment to maternal 
postpartum care. By listening to and anticipating women’s 
needs, the patient-provider relationship is strengthened, 
increasing the likelihood of postpartum follow-up. This 
commitment to patient-centered care should improve both 
maternal health outcomes and maternal and infant well- 
being throughout the life course. 

Anticipatory guidance on common postpartum problems 
can be provided antepartum, including information on uri-
nary incontinence, sleep changes, emotional response and 
sexuality, expected weight loss, and recommendations for 
exercise and healthy eating.3,4,10 As women are often uncom-
fortable broaching these topics themselves, providers should 
ask about common symptoms specifically during both 
postpartum and primary care visits during the first year. 
Written or multimedia aids like handouts, videos, or web-
sites can provide women with postpartum resources that 
can be referred to after discharge, a request often voiced in  
focus groups.3,4 

Prior to discharge from the hospital, all women should 
receive counseling on warning signs and symptoms post-
partum that should prompt medical attention and written 
instructions should be provided on who to contact with 
common postpartum problems. In qualitative studies, 
women report being unsure who to contact with questions 
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or concerns, particularly when questions arise that over-
lap provider expertise, such as those pertaining to lactation 
and medication use.1 The Association of Women’s Health, 
Obstetric and Neonatal Nurses’ (AWHONN) proposes a 
postpartum discharge education program which includes a 
patient handout with descriptions of warning signs and an 
education checklist for nurses to review with patients prior 
to discharge.15 While the initiative has been well received by 
nurses, efficacy studies are pending.10,15 

FORMULATING A POSTPARTUM CARE PLAN
While several studies document the unmet needs of post-
partum women1,3,4, few have established evidence-based 
approaches to improving maternal health outcomes. In 
their recent Committee Opinion on Optimizing Postpartum 
Care, ACOG recommended that patients and their obstetric 
providers formulate postpartum care plans during antepar-
tum visits to identify, discuss, and plan for the postpartum 
transition period.7 In addition to identifying the members 
of the postpartum care team and providing written infor-
mation on the timing of postpartum visits, this plan should 
include discussions on infant feeding, reproductive life 
plans and contraceptive needs, mental health risks of the 
postpartum period, pregnancy complications, chronic health 
conditions, and anticipatory guidance on common postpar-
tum problems.7 When available, risk reduction strategies 
for future pregnancies should be reviewed with the patient 
and her primary-care provider. ACOG recommends early 
postpartum follow up for women with hypertensive disor-
ders of pregnancy and those at high risk for complications. 
This includes first-time mothers and women with a history 
of depression and anxiety who are at higher risk for severe 
postpartum depression and may benefit from an early post-
partum visit. Studies have also suggested that postpartum 
phone support can reduce depression scores.7

Women choosing to breastfeed should be provided with 
community support resources, such as WIC, Lactation Warm 
Lines, and local breastfeeding support groups. Additional 
resources should be provided as women prepare to return to 
work, including prescriptions for breast-pumps and educa-
tion on frequency and methods of breastmilk expression.7,19 
While conditions suffered at higher rates by underserved 
women (like hypertension, hyperlipidemia, cardiovascular 
disease and type 2 diabetes) may improve with breastfeeding, 
those same women face the greatest barriers to sustained 
breastfeeding, including suboptimal social support and 
unpaid maternity leave which reduces the interval before 
returning to work.20 Identifying these breastfeeding chal-
lenges antepartum can enable patients and their care team 
to plan appropriately and identify available resources.7,19,20

Formulated antepartum, the postpartum plan should 
be reviewed and updated prior to discharge and at subse-
quent postpartum visits. ACOG’s recommendations above 
are derived largely from expert opinion and stakeholder 
working groups and while emphasizing anticipatory guid-
ance, improved care coordination, and frequent and clear 
communication around a shared plan of care should serve 

postpartum needs, research is needed to identify effective 
postpartum care strategies that serve to reduce maternal 
health risks and promote long-term wellbeing. 

LOCAL INITIATIVES
Several recent initiatives have improved postpartum ser-
vices in Rhode Island. In 2015, Women & Infants Hospital 
(WIH) achieved ‘Baby Friendly’ hospital designation after 
meeting the Ten Steps to Successful Breastfeeding (http://
www.womenandinfants.org/news/baby-friendly-designa-
tion.cfm). BFHI is sponsored by the WHO and the United 
Nations Children’s Fund and recognizes hospitals that sup-
port breastfeeding mothers and promote evidenced-base 
feeding practice for babies. In some studies, regions served 
by Baby Friendly hospitals report higher rates of breastfeed-
ing initiation, particularly among low-resource women, 
though data is conflicting.21 Research is needed to determine 
if breastfeeding rates have increased in Rhode Island. 

Rhode Island also recently secured approval from Neigh-
borhood Health, a Medicaid insurance provider, to provide 
immediate postpartum LARC to patients in the hospital 
prior to discharge. Immediate postpartum LARC is highly 
effective at reducing unintended and short-interval pregnan-
cies and ACOG strongly recommends that it be offered to 
women antepartum and provided immediately after deliv-
ery and prior to discharge.7,22 Immediate postpartum LARC 
circumvents postpartum access barriers at a time when the 
patient has high motivation to prevent unintended preg-
nancy.22 Furthermore, many women who planned to obtain 
an IUD postpartum, including those who do not return for a 
postpartum visit, never have it placed.22 Immediate postpar-
tum LARC has been shown to decrease unintended births 
without increasing contraception bias and is cost effective 
from a societal perspective.1,22,23 This service is particularly 
important for populations at highest risk for short-interval 
pregnancies and least likely to receive postpartum care, like 
teenagers and low-resource women. 

Finally, last year, WIH started an initiative to identify 
pregnant women eligible for the Human Papilloma Virus 
(HPV) vaccine series in order to offer women the first dose 
prior to discharge. HPV immunization prevents HPV infec-
tion and reduces rates of HPV-associated cervical cancer. At 
WIH, postpartum women are routinely assessed for MMR, 
Varicella, and pneumococcal vaccine eligibility, and offered 
appropriate immunizations prior to discharge. HPV vaccine 
is not recommended in pregnancy but identifying vaccine 
eligible women during pregnancy increases the likelihood 
that women will receive both recommended doses. 

Each of these initiatives improves the quality of care pro-
vided to pregnant and postpartum women in Rhode Island; 
however, as is the case throughout the country, postpartum 
care remains fragmented and sub-optimally coordinated 
between care settings and among providers as patients shift 
from obstetric to primary care postpartum. Adoption of 
ACOG’s proposal for Postpartum Care Planning may serve 
to minimize current gaps in care. 
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CONCLUSION

Pregnancy is a time of high health care utilization and 
strong health motivation for women, and women’s reg-
ular interaction with the health care system during the 
antepartum period contrasts starkly with the fragmented 
maternal care provided postpartum. To sustain the oppor-
tunities for risk-reduction and health promotion identified 
prenatally, providers across all specialties must recommit 
to patient-centered care that reflects patient specific fourth 
trimester needs, supports the well-being of mothers and 
their infants and establishes care plans for management of 
chronic as well as pregnancy-related complications. 
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* If you scored a 1, 2 or 3 on question 10, PLEASE CALL YOUR
HEALTH CARE PROVIDER (OB/Gyn, family doctor or nurse-
midwife) OR GO TO THE EMERGENCY ROOM NOW to ensure your
own safety and that of your baby.

If your total score is 11 or more, you could be experiencing
postpartum depression (PPD) or anxiety. PLEASE CALL YOUR
HEALTH CARE PROVIDER (OB/Gyn, family doctor or nurse-
midwife) now to keep you and your baby safe.  

If your total score is 9-10, we suggest you repeat this test in one
week or call your health care provider (OB/Gyn, family doctor or
nurse-midwife). 

If your total score is 1-8, new mothers often have mood swings
that make them cry or get angry easily. Your feelings may be
normal. However, if they worsen or continue for more than a week
or two, call your health care provider (OB/Gyn, family doctor or
nurse-midwife). Being a mother can be a new and stressful
experience. Take care of yourself by:
� Getting sleep—nap when the baby naps.
� Asking friends and family for help.
� Drinking plenty of fluids.
� Eating a good diet.
� Getting exercise, even if it’s just walking outside. 

Regardless of your score, if you have concerns about depression
or anxiety, please contact your health care provider.
Please note: The Edinburgh Postnatal Depression Scale (EPDS) is a screening tool
that does not diagnose postpartum depression (PPD) or anxiety.

TOTAL YOUR SCORE HERE �

7. I have been so unhappy that I have had difficulty
sleeping:

Yes, most of the time ____ (3)

Yes, sometimes ____ (2)

No, not very often ____ (1)

No, not at all ____ (0)

8. I have felt sad or miserable:
Yes, most of the time ____ (3)

Yes, quite often ____ (2)

Not very often ____ (1)

No, not at all ____ (0)

9. I have been so unhappy that I have been crying:
Yes, most of the time ____ (3)

Yes, quite often ____ (2)

Only occasionally ____ (1)

No, never ____ (0)

10. The thought of harming myself has occurred to me:*
Yes, quite often ____ (3)

Sometimes ____ (2)

Hardly ever ____ (1)

Never ____ (0)

Below is an example already completed.

Edinburgh Postnatal Depression Scale (EPDS)

1. I have been able to laugh and see the funny side of 
things:
As much as I always could ____ (0)

Not quite so much now ____ (1)

Definitely not so much now ____ (2)

Not at all ____ (3)

2. I have looked forward with enjoyment to things:
As much as I ever did ____ (0)

Rather less than I used to ____ (1)

Definitely less than I used to ____ (2)

Hardly at all ____ (3)

3. I have blamed myself unnecessarily when things went 
wrong:
Yes, most of the time ____ (3)

Yes, some of the time ____ (2)

Not very often ____ (1)

No, never ____ (0)

4. I have been anxious or worried for no good reason:
No, not at all ____ (0)

Hardly ever ____ (1)

Yes, sometimes ____ (2)

Yes, very often ____ (3)

5. I have felt scared or panicky for no good reason:
Yes, quite a lot ____ (3)

Yes, sometimes ____ (2)

No, not much ____ (1)

No, not at all ____ (0)

6. Things have been getting to me:
Yes, most of the time I haven’t been able to 
cope at all ____ (3)

Yes, sometimes I haven’t been coping as well 
as usual ____ (2)

No, most of the time I have coped quite well ____ (1)

No, I have been coping as well as ever ____ (0)

Edinburgh Postnatal Depression Scale (EPDS). Adapted from the British Journal of Psychiatry, June, 1987, vol. 150 by J.L. Cox, J.M. Holden, R. Segovsky.

I have felt happy:
Yes, all of the time ____ (0)

Yes, most of the time ____ (1)

No, not very often ____ (2)

No, not at all ____ (3)

This would mean: “I have felt happy most of the time” in
the past week. Please complete the other questions in the
same way.

�

Date: Clinic Name/Number: 

Your Age: Weeks of Pregnancy/Age of Baby: 

Since you are either pregnant or have recently had a baby, we want to know how you feel. Please place a CHECK MARK (�) on
the blank by the answer that comes closest to how you have felt IN THE PAST 7 DAYS—not just how you feel today. Complete all
10 items and find your score by adding each number that appears in parentheses (#) by your checked answer. This is a
screening test; not a medical diagnosis. If something doesn’t seem right, call your health care provider regardless of your score.

See more information on reverse. �



ABOUT THE EPDS

Studies show that postpartum depression (PPD) affects

at least 10 percent of women and that many depressed

mothers do not get proper treatment. These mothers

might cope with their baby and with household tasks, but

their enjoyment of life is seriously affected, and it is

possible that there are long term effects on the family.

The Edinburgh Postnatal Depression Scale (EPDS) was

developed to assist health professionals in detecting

mothers suffering from PPD; a distressing disorder more

prolonged than the “blues” (which can occur in the first

week after delivery).

The scale consists of 10 short statements. A mother

checks off one of four possible answers that is closest to

how she has felt during the past week. Most mothers

easily complete the scale in less than five minutes.

Responses are scored 0, 1, 2 and 3 based on the

seriousness of the symptom. Items 3, 5 to 10 are reverse

scored (i.e., 3, 2, 1, and 0). The total score is found by

adding together the scores for each of the 10 items. 

Mothers scoring above 12 or 13 are likely to be

suffering from depression and should seek medical

attention. A careful clinical evaluation by a health care

professional is needed to confirm a diagnosis and

establish a treatment plan. The scale indicates how the

mother felt during the previous week, and it may be useful

to repeat the scale after two weeks. 

INSTRUCTIONS FOR USERS

1. The mother checks off the response that comes closest

to how she has felt during the previous seven days.

2. All 10 items must be completed.

3. Care should be taken to avoid the possibility of the

mother discussing her answers with others.

4. The mother should complete the scale herself, unless

she has limited English or reading difficulties.

5. The scale can be used at six to eight weeks after birth

or during pregnancy. 

Edinburgh Postnatal Depression Scale (EPDS) Scoring & Other Information

Cox, J. L., Holden, J. M., & Sagovsky, R. (1987). Detection of postnatal depression: Development of the 10-item Edinburgh Postnatal Depression Scale.
British Journal of Psychiatry, 150, 782-786. The Spanish version was developed at the University of Iowa based on earlier Spanish versions of the
instrument. For further information, please contact Michael W. O’Hara, Department of Psychology, University of Iowa, Iowa City, IA 52245, e-mail:
mikeohara@uiowa.edu.

Please note: Users may reproduce this scale without further permission providing they respect the copyright (which remains with the
British Journal of Psychiatry), quote the names of the authors and include the title and the source of the paper in all reproduced copies.
Cox, J.L., Holden, J.M. and Sagovsky, R. (1987). Detection of postnatal depression: Development of the 10-item Edinburgh Postnatal
Depression Scale. British Journal of Psychiatry, 150, 782-786.



1. He podido reír y ver el lado bueno de las cosas:
Tanto como siempre he podido hacerlo ____ 0
No tanto ahora ____ 1
Sin duda, mucho menos ahora ____ 2
No, en absoluto ____ 3

2. He mirado al futuro con placer para hacer cosas:
Tanto como siempre ____ 0
Algo menos de lo que solía hacerlo ____ 1
Definitivamente menos de lo que solía hacerlo ____ 2
Prácticamente nunca ____ 3

3. Me he culpado sin necesidad cuando las cosas
marchaban mal:
Sí, casi siempre ____ 3
Sí, algunas veces ____ 2
No muy a menudo ____ 1
No, nunca ____ 0

4. He estado ansiosa y preocupada sin motivo alguno:
No, en absoluto ____ 0
Casi nada ____ 1
Sí, a veces ____ 2
Sí, muy a menudo ____ 3

5. He sentido miedo o pánico sin motivo alguno:
Sí, bastante ____ 3
Sí, a veces ____ 2
No, no mucho ____ 1
No, en absoluto ____ 0

Escala Edinburgh para la Depresión Postnatal (Spanish Version)

�

6. Las cosas me oprimen o agobian:
Sí, la mayor parte del tiempo no he podido
sobrellevarlas ____ 3
Sí, a veces no he podido sobrellevarlas de
la manera ____ 2
No, la mayoría de las veces he podido
sobrellevarlas bastante bien ____ 1
No, he podido sobrellevarlas tan bien como
lo hecho siempre ____ 0

7. Me he sentido tan infeliz, que he tenido dificultad
para dormir:
Sí, casi siempre ____ 3
Sí, a veces ____ 2
No muy a menudo ____ 1
No, en absoluto ____ 0

8. Me he sentido triste y desgraciada:
Sí, casi siempre ____ 3
Sí, bastante a menudo ____ 2
No muy a menudo ____ 1
No, en absoluto ____ 0

9. Me he sentido tan infeliz que he estado llorando:
Sí, casi siempre ____ 3
Sí, bastante a menudo ____ 2
Ocasionalmente ____ 1
No, nunca ____ 0

10. He pensado en hacerme daño:
Sí, bastante a menudo ____ 3
A veces ____ 2
Casi nunca ____ 1

No, nunca ____ 0

ESCRIBA EL TOTAL DE SU PUNTAJE AQUÍ:

Edinburgh Postnatal Depression Scale (EPDS). Texto adaptado del British Journal of Psychiatry, Junio, 1987, vol. 150 por J.L. Cox, J.M. Holden, R. Segovsky.  

Nombre de participante: Número de identificación de participante:

Fecha:  

Como usted está embarazada o hace poco que tuvo un bebé, nos gustaría saber como se siente actualmente. Por favor

MARQUE (√) la respuesta que más se acerca a como se ha sentido durante LOS ÚLTIMOS 7 DÍAS y no sólo como se ha
sentido hoy.

A continuación se muestra un ejemplo completado:

Me he sentido feliz:

Sí, todo el tiempo ____ 0

Sí, la mayor parte del tiempo ____ 1

No, no muy a menudo ____ 2

No, en absoluto ____ 3

Esto significa: “Me he sentido feliz la mayor parte del 
tiempo” durante la última semana. Por favor complete 
las otras preguntas de la misma manera.

___________________________ _____________

_______________________________________



ABOUT THE EPDS

Response categories are scored 0, 1, 2 and 3

according to increased severity of the symptom. Items 3,

5-10 are reverse scored (i.e., 3, 2, 1, and 0). The total

score is calculated by adding together the scores for each

of the ten items. Users may reproduce the scale without

further permission providing they respect copyright (which

remains with the British Journal of Psychiatry) quoting the

names of the authors, the title and the source of the

paper in all reproduced copies.

The Edinburgh Postnatal Depression Scale (EPDS) was

developed to assist primary care health professionals in

detecting mothers suffering from postpartum depression

(PPD); a distressing disorder more prolonged than the

“blues” (which occur in the first week after delivery), but

less severe than puerperal psychosis.

Previous studies have shown that PPD affects at least

10 percent of women and that many depressed mothers

remain untreated. These mothers may cope with their

baby and with household tasks, but their enjoyment of life

is seriously affected and it is possible that there are long

term effects on the family.

The EPDS was developed at health centers in

Livingston and Edinburgh. It consists of 10 short

statements. The mother underlines which of the four

possible responses is closest to how she has been

feeling during the past week. Most mothers complete the

scale without difficulty in less than five minutes.

The validation study showed that mothers who scored

above a threshold 12/13 were likely to be suffering from a

depressive illness of varying severity. Nevertheless, the

EPDS score should not override clinical judgement. A

careful clinical assessment should be carried out to

confirm the diagnosis. The scale indicates how the mother

felt during the previous week, and in doubtful cases it may

be usefully repeated after two weeks. The scale will not

detect mothers with anxiety neuroses, phobias or

personality disorders.

INSTRUCTIONS FOR USERS

1. The mother is asked to underline the response that

comes closest to how she has felt during the previous

seven days.

2. All 10 items must be completed.

3. Care should be taken to avoid the possibility of the

mother discussing her answers with others.

4. The mother should complete the scale herself, unless

she has limited English or has difficulty with reading.

5. The EPDS may be used at six to eight weeks to screen

postnatal women or during pregnancy. The child health

clinic, postpartum check-up or a home visit may provide

suitable opportunities for its completion.

Edinburgh Postnatal Depression Scale (EPDS) Scoring & Other Information

Cox, J. L., Holden, J. M., & Sagovsky, R. (1987). Detection of postnatal depression: Development of the 10-item Edinburgh Postnatal Depression Scale.
British Journal of Psychiatry, 150, 782-786. The Spanish version was developed at the University of Iowa based on earlier Spanish versions of the
instrument. For further information, please contact Michael W. O’Hara, Department of Psychology, University of Iowa, Iowa City, IA 52245, e-mail:
mikeohara@uiowa.edu.



 Patient presents for 
New OB, prenatal 28-32 week, 

lactation problem visit7, or 
postpartum visit.

NURSE/MA applies patient label 
to  Edinburgh Postpartum 

Depression Screen (EPDS) in 
appropriate language and gives 
EPDS to patient on clipboard.

“We are asking all of our pregnant and 
postpartum patients to complete this short 

questionnaire.” 

NURSE/MA enters patient 
responses into EPDS 

Flowsheet in EPIC

Review Question #104

“Are your worries or mood changing 
the way you do things? Are you having 

any scary thoughts?”

Review EPDS 
Score1

Symptoms or score >12, 
concerning for major depression

Yes

Page OB Psych NP 
(Chris Raines), Samantha 

Melzer-Brody,
 or Mary Kimmel 

to discuss plan of care

If concern for immediate 
harm to self or others, 

arrange for patient to be 
escorted to nearest 

Emergency Department. 

<10

Score ≥ 6?

Yes, 
score 6-9

Follow-up mood at 
future visits, repeat 

EPDS if symptomatic 

No

Offer counseling, with or 
without medications1,2

If desires psych eval, order 
Ambulatory Referral to 
Psychiatry, document 

“Perinatal depression” in 
comment field.

Perinatal Depression Screening and Treatment

Assess for safety

Provider reviews questions on 
EPDS and follows-up on any 

positive answers.

Document EPDS score, 
assessment and plan using 

.OBMOODSCREEN smartphrase

No, 
score <6

Counsel that depression / 
anxiety are common 
during pregnancy, 

encourage to contact 
usual provider or PMDC 

if any concerns.

Services offered through UNC Psychiatry:
UNC Perinatal Mood Disorders Clinic
Neurosciences Hospital, Connor Drive,
Rex Hospital, UNC Hospital OB Clinic
919-966-5217

Chris Raines pager 919-216-4061

Medications for treating Perinatal Depression:
1st line3: Zoloft 25 mg QD x 7d, then 50 mg QD 
Other: Prozac 10 mg QD x7d, then 20 mg QD

Celexa 10 mg QD x7d, then 20 mg QD
Avoid Paxil4

Insomina:  Trazadone 50 mg, ½ to 1 pill qhs

Resources for patients
Perinatal Support Group
Bi-monthly group meetings
Call or email Chris Raines, 919-966-3115, 
Christena_Raines@med.unc.edu to register

Problem List / Visit Diagnosis Code
648.4 Mental disorders complicating pregnancy, 

childbirth or puerperium

EPDS interpretation Charge
CPT 99420 - Administration and interpretation of health 
risk assessment instrument (eg, health hazard appraisal)

Provide PMDC brochure and/or 
patient instructions in AVS using

.OBPTEDMOODENGLISH

Discuss stress relief / 
coping strategies, self-
care, sleep hygeine.

Add “Elevated EPDS,” 
ICD9 648.4, to problem 

list 

10-12
Concerning for 

minor depression

Clinician alarmed by 
psychiatric situation or 

intent/plan for self harm?



Diagnosis of depression 
with moderate to severe 

symptoms, initiating 
pharmacologic therapy 

Effectively rx’d with 
medication for depression 

in the past?
yes

no

First line3: Zoloft 25mg per 
day x 6 days, 

then 50 mg per day

Screen for history 
of mania

“Have you had periods of feeling so 
happy or energetic that you did not  

need to sleep or behaved in ways that 
were unusual for you? Did this worry 

your friends and family?”

Suspicion for 
bipolar disorder?

Prescribe medication that 
worked for patient in the past , 

unless Paxil and <14 wks

Review criteria for manic 
epidose; if concerns, refer for 
psychiatry evaluation prior to 

starting SSRI

no

yes

Difficulty 
sleeping? yes

Sleep hygiene:  turn off 
screens 30 minutes before bed, 

listen to quiet music or read. 
Offer trazodone 50 mg, ½ to 1 

pill qhs, take 30-45 minutes 
before bedtime. 

Schedule to see 
psychiatric provider in next 

2 weeks

no

Mania precautions: contact provider if 
euphoric symptoms in next 2-7 days

Initiating medication for perinatal depression and anxiety

Counseling regarding SSRI exposure during 
pregnancy

“If their psychiatric condition necessitates 
pharmacotherapy, the benefits [for pregnant women] of 
such therapy by far outweigh the potential, marginal risks 
of VSD and other cardiac malformations, PPHN, and poor 
neonatal adaptation syndrome.”

Koren, G. and H. Nordeng, Antidepressant use during 
pregnancy: the benefit-risk ratio. Am J Obstet Gynecol, 
2012.6

Screening for Mania History

Because SSRI therapy can trigger mania or psychosis in 
women with bipolar disorder, screening for history of 
manic symptoms is recommended prior to initiating 
therapy.

Mania symptoms include8:
Inflated self-esteem or grandiosity.
Decreased need for sleep (e.g., feels rested after 
only 3 hours of sleep).
More talkative than usual or pressure to keep talking.
Flight of ideas or subjective experience that thoughts 
are racing.
Distractibility (i.e., attention too easily drawn to 
unimportant or irrelevant external stimuli), as 
reported or observed.
Increase in goal-directed activity (either socially, at 
work or school, or sexually) or psychomotor agitation 
(i.e., purposeless non-goal-directed activity).
Excessive involvement in activities that have a high 
potential for painful consequences (e.g., engaging in 
unrestrained buying sprees, sexual indiscretions, or 
foolish business investments).

Additional resources for screening for bipolar are available 
at http://www.cqaimh.org/tool_bipolar.html 

Considerations for Perinatal Mood Disorders in 
breastfeeding mothers

When initiating medical therapy, copy the LactMed
monograph for medication(s) into Patient Instructions of 
the After Visit Summary. Encourage patient to share this 
information with the infant’s pediatric provider.

Breastfeeding difficulties are often comorbid with perinatal 
mood symptoms7. Consider lactation consult to discuss 
concerns and develop strategies for both ensuring 
consolidated sleep & maintaining milk supply. Page or call 
the outpatient LC to arrange a consultation.

Outpatient Lactation Consultation
Clinic pager 347-1562
Mobile phone 445-7305
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sociodemographic confounders. Women presenting with lactation concerns 
should be screened for depression, and women with depression symptoms 
should be offered breastfeeding support. 
 
8 Diagnostic and Statistical Manual of Mental Disorders, 5th Edition 
http://dsm.psychiatryonline.org/ 
 
 
 
 



 
Web Resources 

Postpartum Support International 
http://www.postpartum.net  

PSI has an online directory of local resources throughout the state of North 
Carolina available at http://j.mp/PSI_NC 

Moms Supporting Moms (Raleigh) 
http://pesnc.org/get-help/moms-supporting-moms/ 
Support Line: 919.454.6946   

Mother-to-Mother Postpartum Depression Network 
www.postpartumdepression.net 

Postpartum Progress, Rated #1 Postpartum Blog in the nation
http://www.postpartumprogress.com 

 



 MSPQC POSTPARTUM DISCHARGE TRANSITION TOOLKIT 
 
 

  

 

 

There are 6 domains to be addressed on every postpartum discharge event to aid in the safety and 
awareness of alarming warning signs for patients upon discharge. This will also aid in the development 
of a comprehensive plan for patients upon returning to their communities. While ideally all elements of 
a patient safety bundle would be implemented in all relevant settings, this may be aspirational for some 
settings based on capacity and resources. For this reason, elements that are considered foundational to 
addressing morbidity and mortality in the postpartum period are bolded below. 

Recommendations for Every Event: 

1. Provide patient education prior to discharge that includes life-threatening postpartum 
complications and early warning signs, including mental health conditions, in addition to 
individual patient-specific conditions, risks, and how to seek care.*  

2. Provide each postpartum patient with a standardized discharge summary form that details 
key information from pregnancy and birth.* 

3. Conduct a comprehensive postpartum visit.* 

4. Encourage the presence of a designated support person during all instances of care as desired, 
and particularly when teaching or education occurs. 

5. Engage in dialogue with the postpartum patient around elements of postpartum self-care prior 
to discharge. *  

6. Implement a multidisciplinary discharge process to provide a coordinated pathway for clinical 
postpartum discharge, which may include multidisciplinary rounding. 

 

*See Postpartum Discharge Element Implementation Details 

 Response 



Pregnant now or within the last year?
Get medical care right away if you experience any of the following symptoms:

These could be signs of very serious complications. If you can’t reach a healthcare provider,
go to the emergency room. Be sure to tell them you are pregnant or were pregnant within the last year.

Extreme swelling 
of your hands 

or face

Chest pain or
fast beating

heart 

Thoughts of 
harming yourself 

or your baby

Trouble
breathing 

Headache that
won’t go away or

gets worse over time

Fever of 100.4˚F 
or higher

Dizziness
or fainting

Changes in
your vision

Severe swelling,
redness or pain

of your leg or arm

Severe nausea
and throwing up

Severe belly pain
that doesn’t

go away

Baby’s movement
stopping or

slowing during
pregnancy

Overwhelming
tiredness

Vaginal bleeding
or fluid leaking

during pregnancy

Heavy vaginal
bleeding or discharge

after pregnancy

Learn more at www.cdc.gov/HearHer

This list of urgent maternal warning signs was developed by the Council on Patient Safety in Women’s Health Care. 



You know your body best 
If you experience something that seems unusual 

or is worrying you, don’t ignore it. 

Learn about urgent warning signs and how to talk to your healthcare provider. 

During Pregnancy 
If you are pregnant, it’s important to pay attention to your 
body and talk to your healthcare provider about anything 
that doesn’t feel right. If you experience any of the urgent 
maternal warning signs, get medical care immediately. 

After Pregnancy 
While your new baby needs a lot of attention and care, it’s important 
to remain aware of your own body and take care of yourself, too. It’s 
normal to feel tired and have some pain, particularly in the first few 
weeks after having a baby, but there are some symptoms that could 
be signs of more serious problems. 

Tips: 
• Bring this conversation starter and any additional questions you want to ask to your provider.
• Be sure to tell them that you are pregnant or have been pregnant within a year.
• Tell the doctor or nurse what medication you are currently taking or have recently taken.
• Take notes and ask more questions about anything you didn’t understand.

Learn more about CDC’s Hear Her Campaign at www.cdc.gov/HearHer 

Tear this panel off and use this guide to help you start the conversation:

Urgent Maternal Warning Signs 
If you experience any of these warning signs, 
get medical care immediately. 

• Severe headache that won’t go away or gets
worse over time

• Dizziness or fainting
• Thoughts about harming yourself or your baby
• Changes in your vision
• Fever of 100.4º F or higher
• Extreme swelling of your hands or face
• Trouble breathing
• Chest pain or fast-beating heart
• Severe nausea and throwing up

(not like morning sickness) 
• Severe belly pain that doesn’t go away
• Baby’s movement stopping or slowing down

during pregnancy
• Vaginal bleeding or fluid leaking during

pregnancy
• Heavy vaginal bleeding or leaking fluid that

smells bad after pregnancy
• Swelling, redness or pain of your leg
• Overwhelming tiredness

This list is not meant to cover every symptom you 
might have. If you feel like something just isn’t right, 
talk to your healthcare provider 

Use This Guide to Help Start the Conversation: 
• Thank you for seeing me.

I am/was recently pregnant. The date of my last period/delivery was
___________ and I’m having serious concerns about my health that I’d like to talk
to you about.

• I have been having ___________ (symptoms) that feel like ___________
(describe in detail) and have been lasting ___________ (number of hours/days)

• I know my body and this doesn’t feel normal.

Sample questions to ask: 
• What could these symptoms mean?
• Is there a test I can have to rule out a serious problem?
• At what point should I consider going to the emergency room or calling 911?

Notes:

Learn more about CDC’s Hear Her Campaign at www.cdc.gov/HearHer 
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CLIENT NAME 

     

           MSS Prenatal Screening Tool DATE OF BIRTH 

      
CLIENT ID 

      
Instructions: • An * asterisk indicates a MSS clinician (CHN, RD, BHS) needs to make the final determination on a client’s risk 

criteria (A, B or C).  

• After screening the client for the MSS targeted risk factors, document the date(s) in the appropriate A, B or C 
column for any identified criteria, sign the last page noting who made the determination and assign the level 
of service. 

TARGETED 
RISK 

FACTOR 

DO NOT USE SHADED AREAS 
RISK FACTOR CRITERIA 

A B C 

Race 
 

  
      

  C. American Indian, Alaska Native or non-Spanish speaking indigenous 
women from the Americas (e.g. women whose primary language is 
Mixteco, Mam, or Kanjobal, etc.) 

          C. African American or Black 

 C.  Pacific Islander          
Prenatal 
Care         A. Greater than or equal to (≥) 14 and less than (<) 24 weeks gestation and 

no prenatal care started at the time of screening 

          B. Greater than or equal to (≥) 24 weeks gestation when prenatal care             
         started.  

          B. Greater than or equal to (≥) 24 weeks gestation and no prenatal care 
started at the time of screening 

Nutrition 
        

Food Insecurity:  
A. Runs out of food before the end of the month or cuts down on the amount 

eaten to feed others 

        
Pre-pregnancy BMI:  IOM = Institute of Medicine 
*A. Pre-pregnancy BMI less than (<) 18.5 and weight gain within IOM 

guidelines 

        *C.   Pre-pregnancy BMI less than (<) 18.5 and weight gain outside of IOM 
guidelines 

        A. Pre-pregnancy BMI 25.0 to 29.9 

        *A.   Pre-pregnancy BMI greater than or equal to (≥) 30 and weight gain within 
IOM guidelines  

        *B. Pre-pregnancy BMI greater than or equal to (≥) 30 and weight gain outside 
of IOM guidelines 

Medical 
        

Inter-pregnancy interval:  
A. Current pregnancy conception less than (<) 9 months from the end of the 

last pregnancy 

        Diabetes: 
  B. History of gestational diabetes in the last pregnancy. 

          C. Pre-existing Diabetes- Type 1 or 2 

          C. Current gestational diabetes 

        Multiples:  
  C. Currently pregnant with multiples (2 or more babies) 

        Hypertension/Gestational Hypertension: 
  A. Gestational Hypertension in past pregnancy 

          C. Chronic Hypertension: Hypertension diagnosed prior to pregnancy or 
before 20 weeks gestation 

          C. Current pregnancy induced hypertension (gestational hypertension) 
starting greater than (>) 20 weeks gestation 

        
Low Birth Weight (LBW) or Preterm birth/labor/fetal death: 
  C. Prior LBW infant (less than (<) 5lb 8 oz) and/or premature infant (less than 

(<) 37 weeks); Prior fetal death (fetus greater than (>) 20 weeks gestation) 
C. Current pregnancy-diagnosed with preterm labor during this pregnancy or 

is on treatment or bed rest to prevent preterm birth         

HCA 13-874 (6/14)



 

TARGETED 
RISK 

FACTOR 

DO NOT USE SHADED AREAS 
RISK FACTOR CRITERIA 

A B C 

Maternal 
Age 

        A. 16 years old at conception 

          B. Up through age 15 at conception 

        A. 35 years of age or older at conception and this is not her first pregnancy and 
she did not use assisted reproductive technology (ART) for this pregnancy 

        
  B. 35 years of age or older at conception and one of the following: 

(1)  First pregnancy  
(2)  Current pregnancy via assisted reproductive technology (ART) 

Maternal 
Tobacco/ 
Nicotine 
Use 

        A. Quit smoking/using tobacco or nicotine products no more than 3 months 
prior to pregnancy or upon diagnosis of pregnancy 

          B. Smokes and/or uses tobacco or nicotine products during pregnancy 

Alcohol 
and 
Substance 
Abuse or 
Addiction 

        
*B.  Stopped use of alcohol (see clarification table), illicit substances, or non-

prescriptive use of prescriptive drugs following pregnancy diagnosis and has 
not used for more than or equal to (≥) 90 days 

        *B.  Actively engaged in alcohol/drug treatment program and has not used for 
greater than or equal to (≥) 90 days. 

        
*C.  Stopped use of alcohol (see clarification table), illicit substances, or non-

prescriptive use of prescriptive drugs following pregnancy diagnosis and has 
not used for less than (<) 90 days 

        *C.  Any use of alcohol, illicit substances, or non-prescriptive use of prescriptive 
drugs once the client knows she is pregnant 

Intimate 
Partner 
Violence 

        A.  IPV has occurred more than one year ago 
B.  In the last year, the woman’s intimate partner or father of baby (FOB) has 

committed or threatened physical/sexual violence against her         

Mental 
Health 
Severe 
Mental 
Illness 
(SMI) and 
Perinatal 
Mood 
Disorder 

        

*A. No history of mental health diagnosis, but answers “Yes” to “In the last 
month, have you felt down, depressed or hopeless?” or showing potential 
symptoms of depression, but has  negative score on standardized 
depression screening tool, i.e. Edinburgh, CES-D 

        
*B.  History of mental health treatment but is stable, or history of postpartum 

depression with previous pregnancy, and negative score on standardized 
depression screening tool 

        *B. Current mental health diagnosis and is engaged in mental health treatment 

        *C. Mental health symptoms of depression are evidenced by positive score on 
standardized depression screening tool 

        *C. Client has a mental health diagnosis and exhibits active symptoms which 
interfere with general functioning 

Develop-
mental 
Disability         

*A. Severe developmental disability which could impact the woman’s ability to 
take care of herself during the pregnancy or an infant, but has adequate 
support system, and demonstrates evidence of follow through with health 
care appointments/advice and self-care 

        

*C. Severe developmental disability which impacts the woman’s ability to take 
care of herself during the pregnancy or an infant and has an inadequate 
support system or does not demonstrate evidence of follow through with 
health care appointments/advice and self-care 

  Check this box to acknowledge all the MSS targeted risk factors have been screened for and initial    

Screen date        Completed by        Level of service         

Screen date        Completed by        Level of service         

Screen date        Completed by        Level of service         

Level of Service (available during  pregnancy through two months post pregnancy; see Provider Guide for number of units allowed):  
Basic = No targeted risk factor or A level risks and no Bs or Cs  
Expanded = At least one B and no Cs  
Maximum = At least one C



 MSPQC POSTPARTUM DISCHARGE TRANSITION TOOLKIT 
 
 

  

 

 

There are five domains of Reporting & Systems Learning to be addressed by every facility to facilitate 
safe, appropriate and timely postpartum transitions. While ideally all elements of a patient safety 
bundle would be implemented in all relevant settings, this may be aspirational for some settings 
based on capacity and resources. For this reason, elements that are considered foundational to 
addressing morbidity and mortality in the postpartum period are bolded below. 

 

Recommendations for Every Unit: 

1. Convene inpatient and outpatient providers in an ongoing way to share successful strategies 
and identify opportunities for prevention of undesired outcomes in the postpartum period, 
including emergency and urgent care clinicians and staff. 

 
2. Consider a multidisciplinary huddle for postpartum patients identified as higher-risk for 

complications to identify potential gaps or adjustments to the standardized discharge process. 
 

3. Develop and systematically utilize a standard comprehensive postpartum visit template. 
 

4. Identify and monitor postpartum quality measures in all care settings.* 
 

5. Monitor data related to completed postpartum comprehensive visits in each office, with 
disaggregation by race and ethnicity at a minimum, to evaluate disparities in rate of follow-up 
visit completion. 

 Reporting/Systems Learning 



FI
GU

RE
 1

A 
ch

ec
kl

ist
 fo

r c
he

ck
lis

ts
.

Co
py

rig
ht

©
20

23
 W

ol
te

rs
 K

lu
w

er
 H

ea
lth

, I
nc

. a
nd

/o
r i

ts
 su

bs
id

ia
rie

s. 
 A

ll 
rig

ht
s r

es
er

ve
d.

1

Ch
ec

kl
ist

s, 
Hu

dd
le

s, 
an

d 
De

br
ie

fs
: C

rit
ica

l 
To

ol
s t

o 
Im

pr
ov

e 
Te

am
 P

er
fo

rm
an

ce
 in

 
Ob

st
et

ric
s

TR
EJ

O,
 F

AT
IM

A 
ES

TR
AD

A;
 IG

EL
, C

AT
HE

RI
NE

 
M

.; 
CH

UA
NG

, M
EL

EE
N;

 B
AJ

AJ
, K

OM
AL

; 
BE

RN
ST

EI
N,

 P
ET

ER
 S

.
Cl

in
ica

l O
bs

te
tr

ics
 a

nd
 

Gy
ne

co
lo

gy
62

(3
):5

18
-5

27
, S

ep
te

m
be

r 
20

19
.

do
i: 

10
.1

09
7/

GR
F.

00
00

00
00

00
00

04
64



FI
GU

RE
 2

Hu
dd

le
 ch

ec
kl

ist
.

Co
py

rig
ht

©
20

23
 W

ol
te

rs
 K

lu
w

er
 H

ea
lth

, I
nc

. a
nd

/o
r i

ts
 su

bs
id

ia
rie

s. 
 A

ll 
rig

ht
s r

es
er

ve
d.

2

Ch
ec

kl
ist

s, 
Hu

dd
le

s, 
an

d 
De

br
ie

fs
: C

rit
ica

l 
To

ol
s t

o 
Im

pr
ov

e 
Te

am
 P

er
fo

rm
an

ce
 in

 
Ob

st
et

ric
s

TR
EJ

O,
 F

AT
IM

A 
ES

TR
AD

A;
 IG

EL
, C

AT
HE

RI
NE

 
M

.; 
CH

UA
NG

, M
EL

EE
N;

 B
AJ

AJ
, K

OM
AL

; 
BE

RN
ST

EI
N,

 P
ET

ER
 S

.
Cl

in
ica

l O
bs

te
tr

ics
 a

nd
 

Gy
ne

co
lo

gy
62

(3
):5

18
-5

27
, S

ep
te

m
be

r 
20

19
.

do
i: 

10
.1

09
7/

GR
F.

00
00

00
00

00
00

04
64



FI
GU

RE
 3

Ke
y 

el
em

en
ts

 o
f a

 h
ea

lth
 ca

re
 d

eb
rie

f.

Co
py

rig
ht

©
20

23
 W

ol
te

rs
 K

lu
w

er
 H

ea
lth

, I
nc

. a
nd

/o
r i

ts
 su

bs
id

ia
rie

s. 
 A

ll 
rig

ht
s r

es
er

ve
d.

3

Ch
ec

kl
ist

s, 
Hu

dd
le

s, 
an

d 
De

br
ie

fs
: C

rit
ica

l 
To

ol
s t

o 
Im

pr
ov

e 
Te

am
 P

er
fo

rm
an

ce
 in

 
Ob

st
et

ric
s

TR
EJ

O,
 F

AT
IM

A 
ES

TR
AD

A;
 IG

EL
, C

AT
HE

RI
NE

 
M

.; 
CH

UA
NG

, M
EL

EE
N;

 B
AJ

AJ
, K

OM
AL

; 
BE

RN
ST

EI
N,

 P
ET

ER
 S

.
Cl

in
ica

l O
bs

te
tr

ics
 a

nd
 

Gy
ne

co
lo

gy
62

(3
):5

18
-5

27
, S

ep
te

m
be

r 
20

19
.

do
i: 

10
.1

09
7/

GR
F.

00
00

00
00

00
00

04
64



Sa
m

pl
e 

Ph
ra

se
s

Th
e 

PE
A

R
LS

 H
ea

lt
hc

ar
e 

D
eb

rie
fin

g 
To

ol

O
bj

ec
ti

ve
Ta

sk
Sa

m
pl

e 
Ph

ra
se

s

1 2 3 4 5

Se
tt

in
g 

th
e 

Sc
en

e

A
pp

lic
at

io
n/

Su
m

m
ar

y

R
ea

ct
io

ns

D
es

cr
ip

tio
n

A
na

ly
si

s

C
re

a
te

 a
 s

a
fe

 c
o

n
te

xt
fo

r 
le

a
rn

in
g

E
xp

lo
re

 fe
e

lin
g

s

C
la

ri
fy

 fa
c

ts

E
xp

lo
re

 v
a

ri
e

ty
 o

f
p

e
rf

o
rm

a
n

c
e

 d
o

m
a

in
s

Id
e

n
ti

fy
 t

a
ke

-a
w

a
ys

S
ta

te
 t

h
e

 g
o

a
l o

f 
d

e
b

ri
e

fin
g

;
a

rt
ic

u
la

te
 t

h
e

 b
a

si
c

a
ss

u
m

p
ti

o
n

*

S
o

lic
it

 in
it

ia
l r

e
a

c
ti

o
n

s
&

 e
m

o
ti

o
n

s

D
e

ve
lo

p
 s

h
a

re
d

u
n

d
e

rs
ta

n
d

in
g

 o
f 

c
a

se

S
e

e
 b

a
c

ks
id

e
 o

f 
c

a
rd

 fo
r

m
o

re
 d

e
ta

ils

L
e

a
rn

e
r 

c
e

n
te

re
d

In
st

ru
c

to
r 

c
e

n
te

re
d

“W
h

a
t 

a
re

 s
o

m
e

 t
a

ke
-a

w
a

ys
 f

ro
m

 t
h

is
 d

is
c

u
ss

io
n

 fo
r 

o
u

r
c

lin
ic

a
l p

ra
c

ti
c

e
?”

“T
h

e
 k

e
y 

le
a

rn
in

g
 p

o
in

ts
 fo

r 
th

e
 c

a
se

 w
e

re
 [i

n
se

rt
 

le
a

rn
in

g
 p

o
in

ts
 h

e
re

].”

“L
e

t’
s 

sp
e

n
d

 X
 m

in
u

te
s 

d
e

b
ri

e
fin

g
. O

u
r 

g
o

a
l i

s 
to

 im
p

ro
ve

h
o

w
 w

e
 w

o
rk

 t
o

g
e

th
e

r 
a

n
d

 c
a

re
 fo

r 
o

u
r 

p
a

ti
e

n
ts

.”
“E

ve
ry

o
n

e
 h

e
re

 is
 in

te
lli

g
e

n
t 

a
n

d
 w

a
n

ts
 t

o
 im

p
ro

ve
.”

“A
n

y 
in

it
ia

l r
e

a
c

ti
o

n
s?

”
“H

o
w

 a
re

 y
o

u
 fe

e
lin

g
?”

“C
a

n
 y

o
u

 p
le

a
se

 s
h

a
re

 a
 s

h
o

rt
 s

u
m

m
a

ry
 o

f 
th

e
 c

a
se

?”
“W

h
a

t 
w

a
s 

th
e

 w
o

rk
in

g
 d

ia
g

n
o

si
s?

 D
o

e
s 

e
ve

ry
o

n
e

a
g

re
e

?”

“A
t 

th
is

 p
o

in
t,

 I’
d

 li
ke

 t
o

 s
p

e
n

d
 s

o
m

e
 t

im
e

 t
a

lk
in

g
 a

b
o

u
t

[in
se

rt
 t

o
p

ic
 h

e
re

] b
e

c
a

u
se

 [i
n

se
rt

 r
a

ti
o

n
a

le
 h

e
re

]”

“T
h

a
t 

w
a

s 
g

re
a

t 
d

is
c

u
ss

io
n

. A
re

 t
h

e
re

 a
n

y 
a

d
d

it
io

n
a

l
c

o
m

m
e

n
ts

 r
e

la
te

d
 t

o
 [i

n
se

rt
 p

e
rf

o
rm

a
n

c
e

 g
a

p
 h

e
re

]?
”

P
re

vi
ew

 S
ta

te
m

en
t

M
in

i S
u

m
m

ar
y

(U
se

 to
 in

tr
od

uc
e 

ne
w

 to
pi

c)

(U
se

 to
 s

um
m

ar
iz

e 
di

sc
us

si
on

 o
f o

ne
 to

pi
c)

A
ny

 O
ut

st
an

di
ng

 Is
su

es
/C

on
ce

rn
s?

R
ep

ro
du

ce
d 

w
ith

 p
er

m
is

si
on

 fr
om

 A
ca

de
m

ic
 M

ed
ic

in
e.

 O
rig

in
al

ly
 p

ub
lis

he
d 

as
 B

aj
aj

 K
, M

eg
ue

rd
ic

hi
an

 M
, T

ho
m

a 
B

, H
ua

ng
 S

, E
pp

ic
h 

W
, C

he
ng

 A
. T

he
 P

E
A

R
LS

 H
ea

lth
ca

re
 D

eb
rie

fin
g 

To
ol

. A
ca

d 
M

ed
. 2

01
7.

 [P
os

t A
ut

ho
r C

or
re

ct
io

ns
].h

ttp
://

jo
ur

na
ls

.lw
w

.c
om

/a
ca

de
m

ic
m

ed
ic

in
e/

to
c/

pu
bl

is
ha

he
ad

.
*B

as
ic

 a
ss

um
pt

io
n,

  C
op

yr
ig

ht
 ©

 C
en

te
r f

or
 M

ed
ic

al
 S

im
ul

at
io

n.
 U

se
d 

w
ith

 p
er

m
is

si
on

.



T
he

 a
na

ly
si

s 
ph

as
e 

ca
n 

be
 u

se
d 

to
 e

xp
lo

re
 a

 v
ar

ie
ty

 o
f p

er
fo

rm
an

ce
 d

om
ai

ns
:

D
ec

is
io

n 
M

ak
in

g
Te

ch
ni

ca
l S

ki
lls

C
om

m
un

ic
at

io
n

R
es

ou
rc

e 
U

til
iz

at
io

n
Le

ad
er

sh
ip

S
itu

at
io

na
l A

w
ar

en
es

s
Te

am
w

or
k

Th
e 

A
na

ly
si

s 
Ph

as
e

Pe
rf

or
m

an
ce

 D
om

ai
ns

1 2 3

L
ea

rn
er

 S
el

f-
A

ss
es

sm
en

t

F
o

cu
se

d
 F

ac
ili

ta
ti

o
n

P
ro

vi
d

e 
In

fo
rm

at
io

n

P
ro

m
o

te
 r

e
fle

c
ti

o
n

 b
y 

a
sk

in
g

 le
a

rn
e

rs
 t

o
a

ss
e

ss
 t

h
e

ir
 o

w
n

 p
e

rf
o

rm
a

n
c

e

P
ro

b
e

 d
e

e
p

e
r 

o
n

 k
e

y 
a

sp
e

c
ts

 o
f

p
e

rf
o

rm
a

n
c

e

Te
a

c
h

 t
o

 c
lo

se
 c

le
a

r 
kn

o
w

le
d

g
e

 g
a

p
s 

a
s

th
e

y 
e

m
e

rg
e

 a
n

d
 p

ro
vi

d
e

 d
ir

e
c

ti
ve

 fe
e

d
b

a
c

k
a

s 
n

e
e

d
e

d

W
h

a
t 

a
sp

e
c

ts
 w

e
re

 m
a

n
a

g
e

d
 w

e
ll 

a
n

d
 w

h
y?

W
h

a
t 

a
sp

e
c

ts
 d

o
 y

o
u

 w
a

n
t 

to
 c

h
a

n
g

e
 a

n
d

 w
h

y?

I n
o

ti
c

e
d

 [b
e

h
a

vi
o

r]
. N

e
xt

 t
im

e
 y

o
u

 m
a

y 
w

a
n

t 
to

c
o

n
si

d
e

r 
[s

u
g

g
e

st
e

d
 b

e
h

a
vi

o
r]

, b
e

c
a

u
se

 [r
a

ti
o

n
a

le
].

A
d

vo
ca

cy
:

In
q

u
ir

y:

   
   

   
   

   
   

   
   

I s
a

w
 [o

b
se

rv
a

ti
o

n
], 

I t
h

in
k 

[y
o

u
r 

p
o

in
t-

o
f-

vi
e

w
].

   
   

   
   

   
   

 H
o

w
 d

o
 y

o
u

 s
e

e
 it

?
 W

h
a

t 
w

e
re

 y
o

u
r

th
o

u
g

h
ts

 a
t 

th
e

 t
im

e
?

Th
re

e 
A

pp
ro

ac
he

s
Sa

m
pl

e 
Ph

ra
se

s

R
ep

ro
du

ce
d 

w
ith

 p
er

m
is

si
on

 fr
om

 A
ca

de
m

ic
 M

ed
ic

in
e.

 O
rig

in
al

ly
 p

ub
lis

he
d 

as
 B

aj
aj

 K
, M

eg
ue

rd
ic

hi
an

 M
, T

ho
m

a 
B

, H
ua

ng
 S

, E
pp

ic
h 

W
, C

he
ng

 A
. T

he
 P

E
A

R
LS

 H
ea

lth
ca

re
 D

eb
rie

fin
g 

To
ol

. A
ca

d 
M

ed
. 2

01
7.

 [P
os

t A
ut

ho
r C

or
re

ct
io

ns
].h

ttp
://

jo
ur

na
ls

.lw
w

.c
om

/a
ca

de
m

ic
m

ed
ic

in
e/

to
c/

pu
bl

is
ha

he
ad

.



Improving Situation Awareness to Reduce Unrecognized
Clinical Deterioration and Serious Safety Events

abstract
BACKGROUND AND OBJECTIVE: Failure to recognize and treat clinical
deterioration remains a source of serious preventable harm for hos-
pitalized patients. We designed a system to identify, mitigate, and
escalate patient risk by using principles of high-reliability organizations.
We hypothesized that our novel care system would decrease transfers
determined to be unrecognized situation awareness failures events
(UNSAFE). These were defined as any transfer from an acute care
floor to an ICU where the patient received intubation, inotropes, or
$3 fluid boluses in first hour after arrival or before transfer.

METHODS: The setting for our observational time series study was
a quaternary care children’s hospital. Before initiating tests of
change, 2 investigators reviewed recent serious safety events (SSEs)
and floor-to-ICU transfers. Collectively, 5 risk factors were associated
with each event: family concerns, high-risk therapies, presence of an
elevated early warning score, watcher/clinician gut feeling, and
communication concerns. Using the model for improvement, an
intervention was developed and tested to reliably and proactively
identify patient risk and mitigate that risk through unit-based
huddles. A 3-times daily inpatient huddle was added to ensure risks
were escalated and addressed. Later, a “robust” and explicit plan for
at-risk patients was developed and spread.

RESULTS: The rate of UNSAFE transfers per 10 000 non-ICU inpatient
days was significantly reduced from 4.4 to 2.4 over the study period.
The days between inpatient SSEs also increased significantly.

CONCLUSIONS: A reliable system to identify, mitigate, and escalate risk
was associated with a near 50% reduction in UNSAFE transfers and
SSEs. Pediatrics 2013;131:e298–e308
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Rapid response teams (RRTs) are
designed to identify and respond to
events in the hours prearrest.1–13 Al-
though interventions and contexts have
varied substantially, these teams have
demonstrated decreased codes outside
the ICU and hospital-wide mortality in
several studies.1–4,7,9,10,12,13 Variation in
the effectiveness of RRTs may be due to
insufficient processes around monitor-
ing and risk identification.14 Potentially
preventable morbidity and mortality
from unrecognized deterioration re-
main, often due to ineffective clinical
monitoring that we believe represents
poor situation awareness (SA).14 SA
(ie, “knowing what is going on”) exists
at 3 levels and is defined as “the
perception of elements in the envi-
ronment within a volume of time and
space, the comprehension of their
meaning, and the projection of their
status in the near future.”15–17 We
believe improved SA drives better
recognition of early deterioration and
is essential in efforts to reduce “fail-
ure to rescue” from codes outside of
the ICU, an event associated with
a 50% to 67% mortality.18,19

High-reliabilityorganizations(HROs)(eg,
commercial aviation, nuclear power,
and wilderness firefighting) deal with
constant and catastrophic risk yet
maintain exemplary safety records.20

Our institution began a journey to
become an HRO with the Agency for
Healthcare Research and Quality HRO
Learning Network in September 2005.21

Learnings from this network fueled
improvement work and introduced
the concept of SA. Our organization
has targeted serious safety event (SSE)
reduction as a strategic improvement
goal since 2006. Our efforts to reduce
SSEs, defined as severe harm or
death after variation from expected
practice, have resulted in significant
and sustained reduction.22 Before SA
work, SSEs among inpatients had not
decreased. Poor SA was a common

etiology. To achieve our aim and fa-
cilitate rapid learning, our project
team defined a precursor outcome
measure that we believed would
capture events that both represented
SA failures and occurred more com-
monly than inpatient SSEs in our
center.23 We prospectively defined
unrecognized situation awareness
failures events (UNSAFE) as the trans-
fer of patients from the acute care floor
to the ICU where the patient received
tracheal intubation, initiation of vaso-
active medications for hemodynamic
support, or $3 fluid boluses in the
first 60 minutes of ICU care or before
arrival in the ICU. We believed these
events represented potentially de-
layed transfers that are precursors to
codes outside the ICU or SSEs. With
focused improvement work beginning
in November 2009, we aimed to de-
crease UNSAFE transfers by 50% by
June 30, 2011. We hypothesized that a
system of care that proactively iden-
tified, mitigated, and escalated risk
would improve SA and decrease UNSAFE
transfers and SSEs.

METHODS

Setting

Cincinnati Children’s Hospital Med-
ical Center is a 523-bed academic,
quaternary-care, free-standing child-
ren’s hospital. Resident teaching teams
care for the majority of hospitalized
patients. Less commonly, direct hospi-
talist and nurse-practitioner models
are used. Our RRT (called a medical
response team [MRT]) has been in
place since 2006 with defined activa-
tion criteria.2 A modified version of the
Monaghan pediatric early warning
score (PEWS) was tested and spread
across the hospital in 2007.24

Human Subjects Protection

Our study was reviewed by the insti-
tutional review board and deemed ex-
empt systems improvement. Individual

patient care was discussed among
clinicians in the course of identification
and mitigation of risk. Medical record
review was performed by the lead in-
vestigator by using a secure password-
protected internal database and our
hospital’s electronic health record
(EHR).

Event Review

Two investigators (Dr Brady and Ms
Goodfriend) reviewed 20 consecutive
SSEs and 80 consecutive ICU transfers
to identify potential predictors of de-
terioration. Thepresenceofat least 1of
the following 5 risk factors was found
in each case: (1) family concern about
patient safety, (2) high-risk therapies
including unfamiliar therapies on the
unit (eg, insulin use outside of the di-
abetes unit), (3) elevated PEWS of$5,
(4) watcher or a patient where a cli-
nician had a “gut feeling” that the
patient was at risk for deterioration or
“close to the edge,” and (5) commu-
nication concern that may impact pa-
tient safety.

Intervention

The SA intervention included the fol-
lowing: (1) a formalized process where
bedside nurses proactively identified
these 5 factors, (2) unit-based huddles
where charge nurses and physicians
discussed identified factors and de-
veloped mitigation plans, (3) initiation
of 3-times daily inpatient huddle where
individual patient risk was discussed
and specific predictions made, (4) de-
velopment of a continuous learning
system to evaluate SA and UNSAFE
transfers, and 1 year later (5) de-
velopment of a “robust” and explicit
plan for patients identified as having 1
of the risk factors. Figure 1 provides
a model of communication and action
pathway for identification of patient
risk. Figure 2 is the key driver diagram
that illustrated the study team’s belief
in hypothesized drivers needed to
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achieve the aim. Table 1 provides
details on individual interventions.

Proactive Identification of Risk

In our SAmodel (Fig 1), the fundamental
job of the bedside nurses and interns
was to identify any of the 5 risk factors.
These clinicians have the most touch
time with the patients but are generally
the least experienced on the team. Tools
were developed to support bedside
nurses in identifying risk factors during
their routine assessments. Structured
yes/no questions (Fig 3) were proto-
typed, tested, and later spread.

Unit-Based Huddles

Unit-based huddles between the charge
nurse and bedside nurse, regardless of
identified risk, were scheduled every 4
hours. Huddles also were promoted
whenever new risk factors were iden-
tified. The aim of the huddle was to
trigger a bedside evaluation by experi-
enced nurses and physicians of any
patient with the identified risk. Huddles
were led by a watchstander charge
nurseandseniorresidentwhenriskwas
identified. The term “watchstander”was
borrowed from the military to highlight
that the primary job of the charge nurse

and senior resident was to know which
patients were at high risk for de-
terioration. When concerns were iden-
tified, the clinical care team discussed
the risk at the patient’s bedside and
developed a plan to mitigate that risk.
This provided a standardized opportu-
nity for more experienced clinicians to
coach those less experienced in both
patient management and communica-
tion/escalation techniques.

Three-Times Daily Inpatient Huddle

Our design later leveraged existing
structures to proactively escalate iden-
tified and unresolved safety risks. His-
torically, our organization conducted
an 8 AM huddle that brought together
a charge nurse from each inpatient
unit and the manager of patient ser-
vices (MPS) who oversaw the flow and
staffing of inpatients. Before our work,
there was no standardized discussion
of patient safety. We piloted with 4 units
and then spread to all noncritical care
units a structured process where the
charge nurse from each unit (1) re-
ported on any risk factors present that
were not fully addressed and (2) pre-
dicted any MRT activations. This pro-
cess continued to be facilitated by the
MPS, and a safety officer of the day
(SOD) attended each inpatient huddle.
The SOD was an experienced pediatri-
cian who was given the authority by our
hospital leadership to assist with miti-
gating any safety and/or communica-
tion concerns on the inpatient units. The
MPS and SOD provided coaching on how
to address concerns raised by the pri-
mary clinical team, including positive
reinforcement of key behaviors and role
modeling. The details of testing similar
huddles at 4:30 PM and midnight are
displayed in Table 1.

Continuous Learning System to
Evaluate SA

The final component of our planned
intervention was to develop a data

FIGURE 1
Identify, mitigate, and escalate model illustrates which risk factors were systematically identified and
how standardized communication about risk occurred throughout the center.

FIGURE 2
Key driver diagram illustrates the drivers (at right) that would lead to aim through improved situation
awareness and no unrecognized clinical deterioration.
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system to rapidly identify process and
outcome failures and direct this in-
formation to project leaders and lead-
ers on individual units. To achieve this
aim, (1) apparent cause analysis (ACA)
forms were completed within 1 hour of
each floor to ICU transfer to identify
potential UNSAFE transfers and asso-
ciated process failures, (2) a password-
protected database was constructed to
integrate information from these forms
and the EHR, (3) process and outcome
datawere distributed eachweek to unit
level clinical andmedical directorswith
a story of patient-level SA, and (4)

a control plan was designed with in-
patient leaders to identify special cause
on tracked process and outcome
measures and target further inter-
ventions.

Robust Plan

One year after SA work began, the
improvement team worked with 1 in-
patient unit to develop and test a
checklist tool to improve the mitigation/
escalation process for patients with
identified risk (Table 1). During mul-
tidisciplinary discussions, we pro-
posed a “robust plan” bundle which

included the following: (1) plan with
proposed treatment change, (2) ex-
plicit communication with care team,
(3) prediction of expected outcome, (4)
outcome deadline, and (5) escalation
plan (usually the MRT or discussion
with SOD/MPS) if outcome was not
achieved by a predefined deadline.
This tool was tested, adapted, and
spread throughout the remaining
inpatient units (Fig 4). Subsequent
testing integrated risk identification
within the EHR and added focused
discussion of a robust plan during
safety rounds.

TABLE 1 Specific Interventions, Settings, and Timing for Each Intervention

Category of Intervention Specific Interventions Setting Timing

Proactive identification of risk Risk categories prototyped and tested on
small scale

1 general pediatric unit November 2009

Algorithm developed and tested throughout unit 1 general pediatric unit December 2009
Algorithm tested and adapted on different patient

populations
4 units including subspecialty
and surgical care

January 2010

Algorithm posted and spread throughout hospital All acute care units March 22, 2010
Unit-based huddles Huddle tested on small on 1 unit 1 general pediatric unit November 2009

Adapted to include residents only when risk identified 1 general pediatric unit December 2009
Tested and adapted on 4 units 4 units including subspecialty

and surgical care
January 2010

Didactic and case-based education for charge nurses Conference room February and March 2010
Spread throughout hospital All acute care units March 22, 2010

Three-times daily inpatient huddle Safety officer attends and each charge nurse
lists any patient risks that were not fully addressed
with predicted discharges and admissions

4 test units at 8 AM January 2010

Safety officer and MPS round on each unit 4 test units at 4 PM January 2010
MPS rounds on each test unit 4 test units at 12 AM January 2010
3-time daily inpatient huddle extends to all units All acute care units March 22, 2010
Explicit predictions for calls of medical response

team made
All acute care units April 2010

Afternoon rounds moved to huddle in conference room with
each charge nurse in attendance

All acute care units October 2010

Overnight rounds moved to huddle in conference room All acute care units January 2012
Continuous learning system ACA form prototyped 4 units including subspecialty

and surgical care
January 2010

Weekly report with rates of risk identification and
escalation and UNSAFE transfers along with
patient-level story about situation awareness

All acute care units March 2010

Control plan developed for identifying and acting
on special cause with process measures and
UNSAFE transfers

Used on all acute care units
as needed

July 2010

Database that combined data from ACA forms
and admit/transfer data from EHR developed and
tested and went into production

Used by Manager, Patient Services
to track patients on all acute
care units

September 2010

Robust plan Robust plan checklist generated and tested by 1
charge nurse

1 unit that specialized in transitional
tracheostomy and ventilator care

March 2011

Checklist adapted and tested with all nurses on unit Same transitional care unit April 2011
Physician event note template created and tested in EHR Same transitional care unit June–July 2011
Identified risk factors placed in EHR in format to be

scanned by safety officer and other leaders
1 neurosciences unit July–August 2011

Checklist, template, and risk factors in EHR spread All acute care units September 2011
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Study of the Intervention

In our observational time series study,
data were collected on process mea-
sures of systematic identification, mit-
igation, and escalation of risk that we
believed would improve SA and de-
crease UNSAFE transfers and SSEs. To
evaluate the consistency of huddlesand
how well the identify, mitigate, and es-
calate intervention was implemented,
data initially were collected from each
unit on each nursing shift to measure
the reliability that each shift identified
all patients at risk and mitigated or
escalated that risk. This was captured
through a checklist-based form that
followed the flow of algorithm of Fig 3
and was completed by each charge
nurse. The tool was tested and evalu-
ated with charge nurses from several
units during early phases. Before
spread throughout the hospital, 116
charge nurses received training on the
process and tool through a 1.5-hour
learning session. Validity of process

data were evaluated through dis-
cussions during inpatient huddles by
investigators, SOD, and MPS. UNSAFE
transfers were identified from the ACA
process and validated against review
of the EHR for each ICU transfer. SSEs
were captured through a safety
reporting process as previously de-
scribed.22

Analysis

Primary analysis of both process and
outcome measures was performed by
usingstatisticalprocesscontrol charts.
For the primary outcome of UNSAFE
transfers, resultswere trackedbyusing
both a days-between t-chart and rate
chart. Established rules for identifying
special cause were employed.25–27

RESULTS

After testing on 4 inpatient units from
January 1, 2010, to March 21, 2010,
the unit-level huddles and proactive

inpatient huddles began on each of the
14 noncritical care inpatient units on
March 22, 2010. The process measure
evaluated the consistency of huddles
and specifically how frequently patient
risk was identified and mitigated or
escalated each nursing shift on each
unit. Thenumberofunitsbyweekwhere
$90% of weekly nursing shifts fully
identified and mitigated or escalated
patient risk were tracked on run charts
and revealed both improved and sus-
tained performance for 11 months of
tracking (Fig 5). On each participating
unit, 90% to 95% of identified risk was
mitigated by the primary team with no
escalation needed. Each inpatient
huddle took less than 30 minutes. Al-
though initially there was substantial
variation in the number of patient risks
that were escalated, a median of 2
risks for each huddle were escalated
the first year. This increased over the
study period with a median of 7.5
concerns escalated in May 2012.

FIGURE 3
Situation awareness algorithm illustrates the tool used during education and early phases and the specific questions and communication pathways.
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The rate of UNSAFE transfers per 10 000
non-ICU inpatient days is displayed in
Fig 6. An initial decrease in UNSAFE
transfers occurred, though it did not
meet rules for special cause and was
not sustained. Analysis of UNSAFE
transfers through an ongoing ACA
process revealed that in the vast ma-
jority of UNSAFE transfers, patient risk

had been identified but not fully miti-
gated on unit or escalated to theMRTor
safety team. This led to focused im-
provement work on development of
a robust plan as detailed above. After
spread, the rate of UNSAFE transfers
improved from a baseline of 4.4 to 2.4
transfers per 10 000 non-ICU inpatient
days, meeting criteria for special cause

variation with 8 points below the me-
dian line (Fig 6). Additionally, a signifi-
cant change in the days-between
inpatient SSEs from 100 days to .400
twice was observed in association with
the intervention. Shortly before this
work began, the number of MRT acti-
vations and PICU transfers per month
increased significantly in association

FIGURE 4
Situation awareness robust planning tool.
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with a campaign to eliminate informal
PICU consults (Fig 7). MRT-preventable
codes outside the ICU were rare before
and during the study period (Fig 8).

DISCUSSION

Our system to reliably identify, mitigate,
andescalatepatient riskwasassociated

with a significant decrease in UNSAFE
transfer and SSEs among inpatients. By
providingaproactive andreliablemodel
to identifyandrapidly interveneonnewly
detected risk and early patient de-
terioration, we improved SA across our
inpatient system. SA is achieved by
scanning for important information,

recognizing patterns and trends, and
making short-term predictions.15–17 We
believe that although SA is still un-
commonly discussed in the medical lit-
erature, interventions such as rapid
response systems and early warning
scores (both in broad use) employ SA to
identify deteriorating patients.28 We

FIGURE 5
Process measure run chart illustrating the number of units by week where$90% of weekly nursing shifts fully identified patients at risk (solid line/diamond)
and where $90% of weekly shifts fully mitigated or escalated that risk (dotted line/circle).

FIGURE 6
UNSAFE transfer rate chart. Rate of UNSAFE transfers per 10,000 non-ICU patient days at base location by month (n = non-ICU inpatient days by month).
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sought to build upon this work by
addressing limitations in many rapid
response systems’ inherently reactive
(versus proactive) nature.14

We developed the concept of UNSAFE
transfers to be used as the primary

outcome measure for improvement
efforts with the belief that these events
representedpotential precursorevents
to serious harm such as codes and
because these events occurred suffi-
ciently often in our center to enable

rapid testing, learning, and adapting.
Our time series design allowed us to
learn sequentially, and we observed an
initial decrease in the rate of UNSAFE
transfers followed by a return to our
previous baseline levels. With process

FIGURE 7
Rate of MRT activations and transfers to ICU by month.

FIGURE 8
Rate of MRT preventable codes outside of the ICU by month.
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measures in place that did not reveal
a decrease in reliability of our in-
tervention, we further studied where
the process failures occurred re-
garding UNSAFE transfers. With this
data, we learned that although 1 year
into the intervention we had a system
that identified risk, we did not sys-
tematically address this risk. We found
thatevenonourmosthighriskpatients,
the language of plans included terms
such as “continue to observe.” Without
explicit and time-bound plans, clini-
cians were observing patients until
they received aggressive resuscitation
that met criteria for UNSAFE transfer.

Our second stage of interventions test-
ing a robust plan and prediction was
designed by a multidisciplinary team
of leaders and front-line physicians,
nurses, and respiratory therapists. The
improvement team believed that a
shared mental model or team SA would
not be achieved without explicit pre-
diction and contingency planning. We
believed that thiswas because level 3 SA
(the projection of current event status in
the near future) was still often not
achieved. This may have been due to the
limits of individual clinicians in making
near-term projections (eg, this tachy-
cardic patient will be in shock within
4 hours if we do not aggressively hy-
drate) but was believed to more com-
monly result from doctors, nurses, and
other members of the care team not
explicitly sharing their mental model.
Our basic theory was borrowed from hy-
pothesis testing in the scientific method
andexplicit predictions inplan-do-study-
act cycles. The goal was to increase
accountability and to make disconcert-
ing data (eg, patient did not improve as
predicted) clear to each member of the
team.Thespreadof this interventionand
its integration into proactive inpatient
huddle was associated with a sustained
decrease in UNSAFE transfers.

One strength of our work is that we
createda systemof carebuilt on reliable

processes, not individual clinicians.We
were able to build these processes
into the workflows of busy clinicians
and provide via the inpatient huddle
a valued activity for charge nurses as
they gained insight and assistance
with their sickest patients. Our sus-
tained reduction in UNSAFE transfers
over the last 12 months is further ev-
idence of the success of building
interventions into work flow. Impor-
tantly, this intervention did not add
additional clinicians to our system of
care but instead clarified roles and
processes for charge nurses, MPS,
residents, and attending physicians.
The additional responsibilities of SODs
are on the order of 1.5 hours per day. We
believe our work builds upon previous
interventions to address patient de-
terioration such as rapid response
systems and PEWS. The proactive and
standardized nature of our intervention
offers an important answer to afferent
limb failures of the MRTs.14 Our inter-
vention supplements the early warn-
ing score with other risk domains,
most powerfully for us was that of the
“watcher” or patient that a clinician
has “a gut feeling is close to the edge.”
We believe this employs the tacit knowl-
edge of experienced clinicians and
hence likely will achieve greater sen-
sitivity than any numerical scoring tool,
especially since we combined this
concept with objective data.29,30 We
also believe that assessment of risk
as relayed by family and as emerges
from communication problems has
substantial face validity in identify-
ing and predicting deterioration. Our
final risk category was that of high
risk therapy and borrowed from
HRO thinking on the need for special
oversight and procedures with new
and unfamiliar therapies; for exam-
ple, we believe the administration
of insulin on short-stay surgery unit
has a fundamentally different risk
profile than doing so on diabetes unit.
We therefore target these high risk

therapies and address any knowledge
gaps in close to real-time. Our inter-
vention is perhaps most similar to that
of the Rover team as described by
Hueckel et al.31 Although both are pro-
active in assessment of risk, meaningful
differences include our intervention’s
staffing model and broader scanning
for risk.

Because our goal was rapid improve-
ment of a single site, we chose a time
series design, which did not allow us to
address secular trends or establish
causality. We believe this design was
appropriate for our innovative in-
tervention that evolved and improved
through iterative quality improvement
methods. This design exposed the study
to potential unmeasured confounding
from safety work. We do not feel this
was a particularly large risk because
time series data reveal the rate of in-
patient SSEs had not improved in pre-
vious years’ safety work and because
there were no other large inter-
ventions targeted at this population.
Additionally, it is uncertain how our
results would generalize to medical
centers with different patient pop-
ulations, staffing models, quality im-
provement capabilities, and safety
cultures. A final limitation is that we did
not have a measure of SA to reveal that
this improved as an effect of our in-
tervention. Available measures of SA
involve simulated events and typically
require “pausing” the event to perform
assessment.32 Clearly this was not
possible or ethical in course of clinical
care. A recent proposed measure of SA
relied on accuracy of prediction that
was fundamental to our work.33 We did
use SA for much of our conceptual
model, but we cannot say definitely if
improved SA was the mediator be-
tween the identify, mitigate, and esca-
late intervention and our decreased
rate of UNSAFE transfers.

Our institution additionally has applied
and tested models to improve SA and
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decrease adverse events in diverse
clinical settings including the operating
room and resident psychiatry. We also
believe improved SA and systems that
proactively identify, mitigate, escalate,
and predict risk have applicability to
otheruntowardevents suchasflowand
patient/family experience failures. Next
steps include tailoring and testing
interventions in these settings and in
other hospital systems that have dif-
ferent patient populations and systems
of care. Although we have begun to in-
corporate risk factors into the EHR, we
believe simulation and human factors
methods are needed to evaluate the
role of technology and automation in

improving SA and facilitating clinician
workflows.

CONCLUSIONS

A reliable system to identify, mitigate,
and escalate risk can be implemented
in a children’s hospital and is associ-
ated with a reduction in safety events
in a context where these events were
already uncommon. We believe HRO
thinking and SA are potentially trans-
formative concepts for health care
systems. Models to identify risk early
and reliably intervene are likely gen-
eralizable both to different clinical sys-
tems and to modify different outcomes

such as the patient/family experience
and patient flow.

ACKNOWLEDGMENTS
The authors thank Ralph Bruegge-
mann, Ron Lu, and Ripal Soni for their
expertise and work in database devel-
opment; Kathy Dressman for her lead-
ership with the robust plan project;
Dick Gardner, Amy Bunger, and Nancy
Burse for their work in developing
and facilitating education; and Pam
Kiessling, Mary Jo Giaccone, Ken Tegt-
meyer, and Jan Jacob for their leader-
ship and thinking on this work. Dr
Brady also thanks Tom DeWitt for his
exceptional mentorship.

REFERENCES

1. Chan PS, Jain R, Nallmothu BK, Berg RA,
Sasson C. Rapid response teams: a sys-
tematic review and meta-analysis. Arch
Intern Med. 2010;170(1):18–26

2. Brilli RJ, Gibson R, Luria JW, et al. Imple-
mentation of a medical emergency team in
a large pediatric teaching hospital prevents
respiratory and cardiopulmonary arrests
outside the intensive care unit. Pediatr Crit
Care Med. 2007;8(3):236–246, quiz 247

3. Sharek PJ, Parast LM, Leong K, et al. Effect
of a rapid response team on hospital-wide
mortality and code rates outside the ICU in
a children’s hospital. JAMA. 2007;298(19):
2267–2274

4. Van Voorhis KT, Willis TS. Implementing
a pediatric rapid response system to im-
prove quality and patient safety. Pediatr
Clin North Am. 2009;56(4):919–933

5. Hillman KM, Bristow PJ, Chey T, et al. Du-
ration of life-threatening antecedents prior
to intensive care admission. Intensive Care
Med. 2002;28(11):1629–1634

6. Hillman K, Chen J, Cretikos M, et al; MERIT
study investigators. Introduction of the
medical emergency team (MET) system:
a cluster-randomised controlled trial.
Lancet. 2005;365(9477):2091–2097

7. Hanson CC, Randolph GD, Erickson JA, et al.
A reduction in cardiac arrests and dura-
tion of clinical instability after imple-
mentation of a paediatric rapid response
system. Postgrad Med J. 2010;86(1015):
314–318

8. Hodgetts TJ, Kenward G, Vlackonikolis I,
et al. Incidence, location and reasons for

avoidable in-hospital cardiac arrest in
a district general hospital. Resuscitation.
2002;54(2):115–123

9. Hunt EA, Zimmer KP, Rinke ML, et al. Tran-
sition from a traditional code team to
a medical emergency team and categori-
zation of cardiopulmonary arrests in
a children’s center. Arch Pediatr Adolesc
Med. 2008;162(2):117–122

10. Tibballs J, Kinney S. Reduction of hospital
mortality and of preventable cardiac arrest
and death on introduction of a pediatric
medical emergency team. Pediatr Crit Care
Med. 2009;10(3):306–312

11. Jones DA, DeVita MA, Bellomo R. Rapid-
response teams. N Engl J Med. 2011;365
(2):139–146

12. Kotsakis A, Lobos AT, Parshuram C, et al;
Ontario Pediatric Critical Care Response
Team Collaborative. Implementation of
a multicenter rapid response system in
pediatric academic hospitals is effective.
Pediatrics. 2011;128(1):72–78

13. Zenker P, Schlesinger A, Hauck M, et al.
Implementation and impact of a rapid re-
sponse team in a children’s hospital. Jt
Comm J Qual Patient Saf. 2007;33(7):418–
425

14. DeVita MA, Smith GB, Adam SK, et al. “Iden-
tifying the hospitalised patient in crisis”—a
consensus conference on the afferent limb
of rapid response systems. Resuscitation.
2010;81(4):375–382

15. Endsley MR. Measurement of situation
awareness in dynamic systems. Hum Fac-
tors. 1995;37(1):65–84

16. Endsley MR. Toward a theory of situation
awareness in dynamic systems. Hum Fac-
tors. 1995;37(1):32–64

17. Endsley MR, Garland DJ. Situation Aware-
ness: Analysis and Measurement. Mahwah,
NJ: Lawrence Erlbaum Associates; 2000

18. Nadkarni VM, Larkin GL, Peberdy MA, et al;
National Registry of Cardiopulmonary Re-
suscitation Investigators. First docu-
mented rhythm and clinical outcome from
in-hospital cardiac arrest among children
and adults. JAMA. 2006;295(1):50–57

19. Silber JH, Kaestner R, Even-Shoshan O,
Wang Y, Bressler LJ. Aggressive treatment
style and surgical outcomes. Health Serv
Res. 2010;45(6 pt 2):1872–1892

20. Weick KE, Sutcliffe KM. Managing the Un-
expected: Resilient Performance in an Age
of Uncertainty, 2nd ed. San Francisco, CA:
Jossey-Bass; 2007

21. US Agency for Healthcare Research and
Quality, Lewin Group. Becoming a High
Reliability Organization: Operational Ad-
vice for Hospital Leaders. Rockville, MD:
Agency for Healthcare Research and
Quality; 2008

22. Muething SE, Goudie A, Schoettker PJ,
Donnelly LF, Goodfriend MA, Bracke TM,
et al. Quality improvement initiative to re-
duce serious safety events and improve
patient safety culture. Pediatrics. 2012;130
(2). Available at: www.pediatrics.org/cgi/
content/full/130/2/e423

23. Bonafide CP, Roberts KE, Priestley MA,
et al. Development of a pragmatic mea-
sure for evaluating and optimizing rapid

QUALITY REPORT

PEDIATRICS Volume 131, Number 1, January 2013 e307

Downloaded from http://publications.aap.org/pediatrics/article-pdf/131/1/e298/897069/peds_2012-1364.pdf
by University of Mississippi Medical Center user
on 17 August 2023



response systems. Pediatrics. 2012;129
(4). Available at: www.pediatrics.org/cgi/
content/full/129/4/e874

24. Tucker KM, Brewer TL, Baker RB, Demeritt
B, Vossmeyer MT. Prospective evaluation of
a pediatric inpatient early warning scoring
system. J Spec Pediatr Nurs. 2009;14(2):
79–85

25. Shewhart WA, Deming WE. Statistical
method from the viewpoint of quality
control. Washington, DC: The Graduate
school, the Department of agriculture;
1939.

26. Shewhart WA. Economic Control of Quality
of Manufactured Product. New York, NY: D.
Van Nostrand Company, Inc; 1931

27. Wheeler DJ. Understanding Variation: the
Key to Managing Chaos. Knoxville, TN: SPC
Press; 1993

28. VandenBerg SD, Hutchison JS, Parshuram
CS; Paediatric Early Warning System
Investigators. A cross-sectional survey of
levels of care and response mechanisms
for evolving critical illness in hospitalized
children. Pediatrics. 2007;119(4). Avail-
able at: www.pediatrics.org/cgi/content/
full/119/4/e940

29. Crandall B, Getchell-Reiter K. Critical de-
cision method: a technique for eliciting
concrete assessment indicators from the
intuition of NICU nurses. ANS Adv Nurs Sci.
1993;16(1):42–51

30. Fackler JC, Watts C, Grome A, Miller T,
Crandall B, Pronovost P. Critical care phy-
sician cognitive task analysis: an explor-
atory study. Crit Care. 2009;13(2):R33

31. Hueckel RM, Turi JL, Cheifetz IM, Mericle J,
Meliones JN, Mistry KP. Beyond Rapid

Response Teams: Instituting a “Rover Team”
Improves the Management of At-Risk Pa-
tients, Facilitates Proactive Interventions,
and Improves Outcomes. In: Henriksen K,
Battles JB, Keyes MA, Grady ML, editors.
Advances in Patient Safety: New Direc-
tions and Alternative Approaches (Vol 3:
Performance and Tools). Rockville (MD);
2008

32. Wright MC, Taekman JM, Endsley MR.
Objective measures of situation aware-
ness in a simulated medical environment.
Qual Saf Health Care. 2004;13(suppl 1):
i65–i71

33. Reader TW, Flin R, Mearns K, Cuthbertson
BH. Team situation awareness and the an-
ticipation of patient progress during ICU
rounds. BMJ Qual Saf. 2011;20(12):1035–
1042

(Continued from first page)

Dr Brady had full access to all of the data in the study and takes responsibility for the integrity of the data and the accuracy of the data analysis; Drs Brady,
Muething, and Kotagal, Mr Ashby, and Dr Wheeler contributed to the study concept and design; Drs Brady, Muething, and Kotagal, Mr Ashby, Ms Gallagher, Ms Hall,
Ms Goodfriend, Dr White, Ms Bracke, Ms DeCastro, Ms Geiser, Ms Simon, Ms Tucker, Mr Olivea, and Dr Wheeler contributed to improvement project leadership and
execution; Drs Brady and Ashby, Ms Gallagher, Ms Hall, Dr White, and Ms Bracke contributed to the acquisition of data; Dr Brady and Ms Bracke contributed to the
statistical analysis; Drs Brady, Muething, and Kotagal, Mr Ashby, Ms Gallagher, Ms Hall, and Drs Conway and Wheeler contributed to the interpretation of data. Drs
Brady and Wheeler drafted the article; and all authors contributed to critical revision of the article for important intellectual content.

www.pediatrics.org/cgi/doi/10.1542/peds.2012-1364

doi:10.1542/peds.2012-1364

Accepted for publication Jul 26, 2012

Address correspondence to Patrick Brady, MD, MSc, Cincinnati Children’s Hospital Medical Center, ML 9016, 3333 Burnet Ave, Cincinnati, OH 45229. E-mail: patrick.
brady@cchmc.org

PEDIATRICS (ISSN Numbers: Print, 0031-4005; Online, 1098-4275).

Copyright © 2013 by the American Academy of Pediatrics

FINANCIAL DISCLOSURE: The authors have indicated they have no financial relationships relevant to this article to disclose.

FUNDING: Dr Brady was supported by funds from the Bureau of Health Professions, Health Resources and Services Administration, Department of Health and
Human Services, under grant T32 HP10027. Portions of this project were supported by cooperative agreement number U19 HS021114 from the Agency for
Healthcare Research and Quality.

e308 BRADY et al

Downloaded from http://publications.aap.org/pediatrics/article-pdf/131/1/e298/897069/peds_2012-1364.pdf
by University of Mississippi Medical Center user
on 17 August 2023



Sa
m

pl
e 

Ph
ra

se
s

Th
e 

PE
A

R
LS

 H
ea

lt
hc

ar
e 

D
eb

rie
fin

g 
To

ol

O
bj

ec
ti

ve
Ta

sk
Sa

m
pl

e 
Ph

ra
se

s

1 2 3 4 5

Se
tt

in
g 

th
e 

Sc
en

e

A
pp

lic
at

io
n/

Su
m

m
ar

y

R
ea

ct
io

ns

D
es

cr
ip

tio
n

A
na

ly
si

s

C
re

a
te

 a
 s

a
fe

 c
o

n
te

xt
fo

r 
le

a
rn

in
g

E
xp

lo
re

 fe
e

lin
g

s

C
la

ri
fy

 fa
c

ts

E
xp

lo
re

 v
a

ri
e

ty
 o

f
p

e
rf

o
rm

a
n

c
e

 d
o

m
a

in
s

Id
e

n
ti

fy
 t

a
ke

-a
w

a
ys

S
ta

te
 t

h
e

 g
o

a
l o

f 
d

e
b

ri
e

fin
g

;
a

rt
ic

u
la

te
 t

h
e

 b
a

si
c

a
ss

u
m

p
ti

o
n

*

S
o

lic
it

 in
it

ia
l r

e
a

c
ti

o
n

s
&

 e
m

o
ti

o
n

s

D
e

ve
lo

p
 s

h
a

re
d

u
n

d
e

rs
ta

n
d

in
g

 o
f 

c
a

se

S
e

e
 b

a
c

ks
id

e
 o

f 
c

a
rd

 fo
r

m
o

re
 d

e
ta

ils

L
e

a
rn

e
r 

c
e

n
te

re
d

In
st

ru
c

to
r 

c
e

n
te

re
d

“W
h

a
t 

a
re

 s
o

m
e

 t
a

ke
-a

w
a

ys
 f

ro
m

 t
h

is
 d

is
c

u
ss

io
n

 fo
r 

o
u

r
c

lin
ic

a
l p

ra
c

ti
c

e
?”

“T
h

e
 k

e
y 

le
a

rn
in

g
 p

o
in

ts
 fo

r 
th

e
 c

a
se

 w
e

re
 [i

n
se

rt
 

le
a

rn
in

g
 p

o
in

ts
 h

e
re

].”

“L
e

t’
s 

sp
e

n
d

 X
 m

in
u

te
s 

d
e

b
ri

e
fin

g
. O

u
r 

g
o

a
l i

s 
to

 im
p

ro
ve

h
o

w
 w

e
 w

o
rk

 t
o

g
e

th
e

r 
a

n
d

 c
a

re
 fo

r 
o

u
r 

p
a

ti
e

n
ts

.”
“E

ve
ry

o
n

e
 h

e
re

 is
 in

te
lli

g
e

n
t 

a
n

d
 w

a
n

ts
 t

o
 im

p
ro

ve
.”

“A
n

y 
in

it
ia

l r
e

a
c

ti
o

n
s?

”
“H

o
w

 a
re

 y
o

u
 fe

e
lin

g
?”

“C
a

n
 y

o
u

 p
le

a
se

 s
h

a
re

 a
 s

h
o

rt
 s

u
m

m
a

ry
 o

f 
th

e
 c

a
se

?”
“W

h
a

t 
w

a
s 

th
e

 w
o

rk
in

g
 d

ia
g

n
o

si
s?

 D
o

e
s 

e
ve

ry
o

n
e

a
g

re
e

?”

“A
t 

th
is

 p
o

in
t,

 I’
d

 li
ke

 t
o

 s
p

e
n

d
 s

o
m

e
 t

im
e

 t
a

lk
in

g
 a

b
o

u
t

[in
se

rt
 t

o
p

ic
 h

e
re

] b
e

c
a

u
se

 [i
n

se
rt

 r
a

ti
o

n
a

le
 h

e
re

]”

“T
h

a
t 

w
a

s 
g

re
a

t 
d

is
c

u
ss

io
n

. A
re

 t
h

e
re

 a
n

y 
a

d
d

it
io

n
a

l
c

o
m

m
e

n
ts

 r
e

la
te

d
 t

o
 [i

n
se

rt
 p

e
rf

o
rm

a
n

c
e

 g
a

p
 h

e
re

]?
”

P
re

vi
ew

 S
ta

te
m

en
t

M
in

i S
u

m
m

ar
y

(U
se

 to
 in

tr
od

uc
e 

ne
w

 to
pi

c)

(U
se

 to
 s

um
m

ar
iz

e 
di

sc
us

si
on

 o
f o

ne
 to

pi
c)

A
ny

 O
ut

st
an

di
ng

 Is
su

es
/C

on
ce

rn
s?

R
ep

ro
du

ce
d 

w
ith

 p
er

m
is

si
on

 fr
om

 A
ca

de
m

ic
 M

ed
ic

in
e.

 O
rig

in
al

ly
 p

ub
lis

he
d 

as
 B

aj
aj

 K
, M

eg
ue

rd
ic

hi
an

 M
, T

ho
m

a 
B

, H
ua

ng
 S

, E
pp

ic
h 

W
, C

he
ng

 A
. T

he
 P

E
A

R
LS

 H
ea

lth
ca

re
 D

eb
rie

fin
g 

To
ol

. A
ca

d 
M

ed
. 2

01
7.

 [P
os

t A
ut

ho
r C

or
re

ct
io

ns
].h

ttp
://

jo
ur

na
ls

.lw
w

.c
om

/a
ca

de
m

ic
m

ed
ic

in
e/

to
c/

pu
bl

is
ha

he
ad

.
*B

as
ic

 a
ss

um
pt

io
n,

  C
op

yr
ig

ht
 ©

 C
en

te
r f

or
 M

ed
ic

al
 S

im
ul

at
io

n.
 U

se
d 

w
ith

 p
er

m
is

si
on

.



T
he

 a
na

ly
si

s 
ph

as
e 

ca
n 

be
 u

se
d 

to
 e

xp
lo

re
 a

 v
ar

ie
ty

 o
f p

er
fo

rm
an

ce
 d

om
ai

ns
:

D
ec

is
io

n 
M

ak
in

g
Te

ch
ni

ca
l S

ki
lls

C
om

m
un

ic
at

io
n

R
es

ou
rc

e 
U

til
iz

at
io

n
Le

ad
er

sh
ip

S
itu

at
io

na
l A

w
ar

en
es

s
Te

am
w

or
k

Th
e 

A
na

ly
si

s 
Ph

as
e

Pe
rf

or
m

an
ce

 D
om

ai
ns

1 2 3

L
ea

rn
er

 S
el

f-
A

ss
es

sm
en

t

F
o

cu
se

d
 F

ac
ili

ta
ti

o
n

P
ro

vi
d

e 
In

fo
rm

at
io

n

P
ro

m
o

te
 r

e
fle

c
ti

o
n

 b
y 

a
sk

in
g

 le
a

rn
e

rs
 t

o
a

ss
e

ss
 t

h
e

ir
 o

w
n

 p
e

rf
o

rm
a

n
c

e

P
ro

b
e

 d
e

e
p

e
r 

o
n

 k
e

y 
a

sp
e

c
ts

 o
f

p
e

rf
o

rm
a

n
c

e

Te
a

c
h

 t
o

 c
lo

se
 c

le
a

r 
kn

o
w

le
d

g
e

 g
a

p
s 

a
s

th
e

y 
e

m
e

rg
e

 a
n

d
 p

ro
vi

d
e

 d
ir

e
c

ti
ve

 fe
e

d
b

a
c

k
a

s 
n

e
e

d
e

d

W
h

a
t 

a
sp

e
c

ts
 w

e
re

 m
a

n
a

g
e

d
 w

e
ll 

a
n

d
 w

h
y?

W
h

a
t 

a
sp

e
c

ts
 d

o
 y

o
u

 w
a

n
t 

to
 c

h
a

n
g

e
 a

n
d

 w
h

y?

I n
o

ti
c

e
d

 [b
e

h
a

vi
o

r]
. N

e
xt

 t
im

e
 y

o
u

 m
a

y 
w

a
n

t 
to

c
o

n
si

d
e

r 
[s

u
g

g
e

st
e

d
 b

e
h

a
vi

o
r]

, b
e

c
a

u
se

 [r
a

ti
o

n
a

le
].

A
d

vo
ca

cy
:

In
q

u
ir

y:

   
   

   
   

   
   

   
   

I s
a

w
 [o

b
se

rv
a

ti
o

n
], 

I t
h

in
k 

[y
o

u
r 

p
o

in
t-

o
f-

vi
e

w
].

   
   

   
   

   
   

 H
o

w
 d

o
 y

o
u

 s
e

e
 it

?
 W

h
a

t 
w

e
re

 y
o

u
r

th
o

u
g

h
ts

 a
t 

th
e

 t
im

e
?

Th
re

e 
A

pp
ro

ac
he

s
Sa

m
pl

e 
Ph

ra
se

s

R
ep

ro
du

ce
d 

w
ith

 p
er

m
is

si
on

 fr
om

 A
ca

de
m

ic
 M

ed
ic

in
e.

 O
rig

in
al

ly
 p

ub
lis

he
d 

as
 B

aj
aj

 K
, M

eg
ue

rd
ic

hi
an

 M
, T

ho
m

a 
B

, H
ua

ng
 S

, E
pp

ic
h 

W
, C

he
ng

 A
. T

he
 P

E
A

R
LS

 H
ea

lth
ca

re
 D

eb
rie

fin
g 

To
ol

. A
ca

d 
M

ed
. 2

01
7.

 [P
os

t A
ut

ho
r C

or
re

ct
io

ns
].h

ttp
://

jo
ur

na
ls

.lw
w

.c
om

/a
ca

de
m

ic
m

ed
ic

in
e/

to
c/

pu
bl

is
ha

he
ad

.



 



Society for Maternal-Fetal Medicine
Special Statement: A critique of postpartum
readmission rate as a quality metric
Society for Maternal-Fetal Medicine (SMFM); C. Andrew Combs, MD, PhD; Dena Goffman, MD;
and Christian M. Pettker, MD; Patient Safety and Quality Committee

Hospital readmission is considered a core measure of quality in healthcare. Readmission soon after
hospital discharge can result from suboptimal care during the index hospitalization or from inadequate
systems for postdischarge care. For many conditions, readmission is associated with a high rate of
serious morbidity and potentially avoidable costs. In obstetrics, for postpartum care specifically,
hospitals and payers can easily track the rate of maternal readmission after childbirth and may seek to
incentivize obstetricians, maternal-fetal medicine specialists, or provider groups to reduce the rate of
readmission. However, this practice has not been shown to improve outcomes or reduce harm. There
aremajor concernswith incentivizing providers to reduce postpartum readmissions, including the lack of
a standardized metric, a baseline rate of 1% to 2% that is too low to accurately discriminate between
random variation and controllable factors, the need for risk adjustment that greatly complicates rate
calculations, the potential for bias depending on the duration of the follow-up interval, the potential for
the “gaming” of the metric, the lack of evidence that obstetrical providers can influence the rate, and the
potential for unintended harm in the vulnerable postpartum population. Until these problems are
adequately addressed, maternal readmission rate after a childbirth hospitalization currently has limited
utility as a metric for quality or performance improvement or as a factor to adjust provider
reimbursement.

Key words: accountability, incentives, Medicare, outcome metrics, process metrics, value

Introduction
In recent years, healthcare networks, hospitals, and payers
have become increasingly focused on maximizing the value
and quality of their services. "Value" in healthcare is broadly
defined by outcomes achieved per dollar spent.1 Therefore,
to maximize value, healthcare systems need to both
optimize outcomes and eliminate unnecessary costs.
Consequently, healthcare providers, as individuals or
groups, are increasingly expected to enter "value-based"
agreements or incentive programs that hold them
accountable for achieving certain targets according to
prespecified quality metrics. A frequently considered metric
in such value-based programs is the rate of unplanned
readmission after hospital discharge. Readmission is
disruptive to patients and their families and is associated
with significantmorbidity and staggering costs. Among 11.8
million US Medicare beneficiaries who were discharged
from a hospital from 2003 to 2004, >2.3 million (19.6%)
were rehospitalized within 30 days at an estimated cost of
over $17 billion.2 Thus, it is evident that payers, health

systems, providers, and patients should all seek to avoid
unnecessary readmissions.
The Centers for Medicare & Medicaid Services (CMS)

tracks several risk-adjusted 30-day readmission metrics in
its Hospital Readmissions Reduction Program (HRRP)3 and
value-based reimbursement programs.4 These include an
all-causes/all-patients metric4 and 6 metrics related to
specific medical and surgical diagnoses that predominantly
affect the older patient demographic of Medicare
beneficiaries.3 CMS reports these metrics publicly on its
Hospital Compare website5 and uses them to adjust
Medicare hospital reimbursement in both fee-for-service
and bundled payment models.3 Hospitals are motivated to
keep readmission rates low, at least among Medicare
beneficiaries, because there are stiff financial penalties if
rates are higher than CMS benchmarks.
Maternal readmission after discharge from childbirth

hospitalization has become a point of interest for potentially
improving value and quality in obstetrics. Payers, eager to
reduce costs, and hospitals, seeking to lower their
all-cause/all-patient readmission rates, both have an
interest in minimizing postpartum readmissions and may
therefore propose projects or incentive programs to reduce
readmissions after childbirth. However, unlike the CMS

Corresponding author: Patient Safety and Quality Committee. smfm@
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readmission metrics that have been standardized and
scrutinized for years, there is no standardized metric for
calculating postpartum readmission rates and no agreed-on
methodology for its risk adjustment. Furthermore, there is
little evidence that the postpartum readmission rate is a
valid indicator of the quality of care or that incentivized
risk-reduction programs are effective or safe.
This review aims to evaluate the merits and pitfalls of the

postpartum readmission rate as a quality metric, especially
as applied to differential reimbursement schemes. First, the
concept of hospital-wide readmission rate as a quality
metric is reviewed. Next, an overview of the HRRP is given
because the CMS program provides important general
lessons about the benefits, hazards, and limitations of
readmission rates, including insights relevant to the specific
case of postpartum readmission. Finally, a critique of the
notion that postpartum readmission rates should be used to
assess, compare, or incentivize providers is presented.

Is Hospital Readmission Rate a Quality
Metric?
It seems obvious that readmission soon after hospital
discharge may reflect deficiencies in either the care given
during the index hospitalization or in the system for
postdischarge follow-up care. For example, delayed infection
after surgery or bladder catheterization may be caused by
inadequate antibiotic prophylaxis or suboptimal antiseptic
technique. Hospital-acquired pathogens such as methicillin-
resistant Staphylococcus aureus or airborne viruses may
reflect poor infection-control procedures. Complications from
foreign bodies unintentionally retained after surgery clearly
reflect a quality-of-care issue. Discharging a patient too early,
before the underlying disease process is fully treated, may
result in the need for readmission. Suboptimal discharge
teaching may increase the risk of readmission because of
poor patient understanding and adherence to medication
instructions, wound care, follow-up visits, or other aspects of
self-management. Flawed medication reconciliation
processes may result in adverse medication interactions that
trigger the need for readmission. Inadequate coordination of
care or lack of community resources for follow-up care may
result in complications that require readmission. These issues
may be exacerbated by failing to address social determinants
of health such as lack of transportation or inability to obtain
childcare or leave work to attend follow-up visits, all of which
may disparately affect vulnerable groups defined by race or
socioeconomic conditions.
However, not all readmissions reflect deficiencies in care

during the index hospitalization or in the outpatient follow-up
care system. Many are caused by the onset of new diseases
unrelated to the original hospitalization or progression of
chronic disease, irrespective of the care given. It is estimated
that only 9% to 48% of readmissions are associated with
substandard care during the index hospitalization, such as
incomplete treatment of themain problem, unstable status at
discharge, or inadequate postdischarge care.6 Most

readmissions are thus attributable to unmodifiable causes
and are judged to be unpreventable. The high proportion of
unpreventable readmissions greatly limits the usefulness of
readmission rate as a quality metric.6,7 It also means that the
goal cannot realistically be a zero rate of readmission, but
rather that targets must be set thoughtfully on the basis of
benchmarking and risk adjustment.
Although CMS considers its readmission metrics to be

“outcome” measures, hospital readmission is actually a
process rather than a health outcome. The readmission
process does not add value unless it can be shown to drive
improvement in actual clinical patient outcomes such as
mortality, severe morbidity, or patient functional status.8

Indeed, "cost reduction without regard to the outcomes
achieved is dangerous and self-defeating, leading to false
‘savings’ and potentially limiting effective care.”1 If a patient
dies after being sent home from apostdischarge emergency
visit rather than being readmitted, the readmission rate may
be reduced but the patient outcome is clearly worse.
Therefore, readmission rate by itself does not adequately
reflect the care given unless it is accompanied by balancing
metrics such as rates of mortality or severe morbidity.
The raison d’être for hospitals and healthcare providers is

to improve outcomes by providing care, not denying it.
Readmission is appropriate care in many circumstances, so
programs that discourage readmission may have unin-
tended consequences, especially if they are not thoughtfully
approached and tracked. Programs intended to increase
value should be weighted so that mortality and other health
outcomes matter more than processes like readmission.9

Yet, it has been estimated that under the CMS HRRP, a
hospital’s incentive for reducing readmissions is 6 to 10
times greater than the incentive for reducing mortality.9

Although questions about the utility of using readmission
rates as quality metrics have persisted for more than 20
years,6,7,9 hospitals and health systems remain keenly
focused on readmission rates because the HRRP imposes
financial penalties for rates that are deemed too high.

Overview of the Hospital Readmissions
Reduction Program
Establishment of the HRRP was mandated by the Patient
Protection andAffordable Care Act of 2010 (ACA).3 The ACA
requires CMS to reduce payments to hospitals participating
in the Inpatient Prospective Payment System if they have
excess readmissions. CMS states that the program
“encourages hospitals to improve communication and care
coordination to better engage patients and caregivers in
discharge plans and, in turn, reduce avoidable
readmissions. The program supports the national goal of
improving healthcare for Americans by linking payment to
the quality of hospital care.”
CMS analyzes 3 types of readmission: all-cause,

unplanned, and potentially preventable.10 Unplanned and
potentially preventable readmissions are defined by
complex algorithms that analyze diagnosis and procedure
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codes from both the index hospitalization and the rehospi-
talization. Only preventable readmissions are amenable to
potential improvement, but the HRRP financial penalties are
based on the all-cause rates. The CMS algorithm scores
about 63% of readmissions as potentially preventable,
higher than other estimates.6

All-cause readmission rates for Medicare recipients
nationwide declined steadily after the passage of the ACA,
from 17.7% in 2009 to 15.1% in 2019, an absolute reduction
of 2.6%.10,11 Readmission rates for the 6 specific conditions
tracked under the HRRP have also shown an absolute
decline of approximately 2%.10 The magnitude of the
decline (relative risk [RR], 0.85) is similar to the RR of 0.82
reported in a meta-analysis of earlier intervention trials.12

CMS estimated that the HRRP saved $556 million in 2018
by penalizing hospitals with high readmission rates.10

Concerns have been raised that the observed reduction in
readmissions under HRRP may not actually reflect
improved care but rather hospitals “gaming” the metrics.
Gaming implies the use of strategies that improve themetric
without improving the underlying care or clinical outcomes.
The variety of potential gaming strategies includes
upcoding the severity of illness in the index hospitalization
to yield amore favorable risk adjustment,13 keeping patients
on observation status rather than readmitting them,
delaying readmission until after the 30-day window, and
discouraging providers from readmitting patients whomight
benefit from rehospitalization.13,14 Despite the potential for
abuse, however, there is evidence that these gaming
practices are not widespread.10,15,16

The potential for unintended harm has concerned several
investigators who reported that lower readmission rates are
associated with higher mortality rates, especially among
patients with heart failure.17e22 The increased mortality is
found among those not readmitted, suggesting that some
deathsmight have been preventable if the patients had been
readmitted.20 However, the apparent excess in mortality is
found only in raw mortality rates and not confirmed in risk-
adjusted rates.10,20

Penalties for high readmission rates have been dispro-
portionately levied against large hospitals, teaching hospi-
tals, and safety-net hospitals.23 It is not clear to what extent
the higher readmission rates at these types of facilities are
attributable to differences in quality of care, differences in
the medical complexity (case mix), or differences in the
socioeconomic mix of the patient population. Safety-net
hospitals may have less access to high-quality after-hos-
pital care.24 They may have a higher proportion of patients
from disadvantaged groups, who are more likely to be dis-
charged to an institution rather than to home25 and who
have higher readmission rates.26 Safety-net hospitals may
have a disproportionate number of patients with social and
cultural challenges such as poor language skills, low health
literacy, or lack of access to food, housing, and trans-
portation.27,28 To address the inequity of disproportionately
penalizing hospitals that provide care to themost vulnerable

patients, the 21st Century Cures Act of 2016 requires CMS
to benchmark each hospital’s performance compared with
hospitals with similar characteristics, rather than all other
hospitals.3 The new benchmarking methodology went into
effect in 2019, so whether it mitigates the problem is still
unknown.

Maternal Postpartum Readmission Metrics
Experience with the CMS readmission metrics provides a
background for assessing the merits of potential post-
partum readmission metrics. Several considerations are
summarized in the Table.
Because of its apparent simplicity, the postpartum read-

mission rate is a tempting target for hospitals or payers
either as a quality metric or as a benchmark for value-based
contracting. It seems straightforward to calculate the rate
based on claims data available to both hospitals and payers.
The denominator is the number of persons hospitalized for
childbirth, and the numerator is the number of those read-
mitted within a given number of days postpartum.
The overall rate of maternal postpartum readmission has

typically been 1% to 2% in various reports during the past
2 decades,29e46 much lower than the 10% to 30% rates in
the HRRP.2,10,11 The postpartum readmission rate is un-
doubtedly lower because obstetrical patients are younger
and healthier as a group and because the index hospital-
ization most often involves a normal physiological process
(childbirth) rather than a serious disease. The low rate
presents a challenge in comparing readmission rates
among provider groups, individual obstetrical providers,
facilities, and time periods. For a provider who delivers 100
patients with 2 postpartum readmissions during a given
year, the readmission rate appears to be 2%, but the 95%
confidence interval ranges from 0.35% to 7.7%; in other
words, wide year-to-year fluctuations in the provider’s
readmission rate can be the result of random variation
rather than the provider’s quality of care. In comparing 2
provider groups with typical readmission rates of 2% and
4% (a 2-fold relative difference), power estimates indicate
that both groups would need to have >1140 births per
year to yield an 80% chance that the difference will reach
statistical significance. If a payer wants to incentivize a
group to reduce its readmission rate from 3% to 2%,
>3500 deliveries per year would be needed for the dif-
ference to have an 80% chance of reaching statistical
significance. In summary, low readmission rates imply that
there is insufficient precision to assess individual differ-
ences or changes over time unless the rates are based on
a large number of births.
There are many known risk factors and comorbidities

associated with higher rates of postpartum readmission.
These include maternal medical conditions (hypertensive
disorders, diabetes, asthma, obesity, sickle cell disease,
depression, and other psychiatric disorders), pregnancy
and birth conditions (cesarean delivery, operative vaginal
birth, preterm birth, multifetal pregnancy, long labor,
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postpartum hemorrhage, fever, or severe maternal
morbidity during the birth hospitalization), older maternal
age, smoking, other substance use disorders, and social
determinants of health (experienced racism, public insur-
ance status, low income, birth at a “safety-net”
hospital).29,33,35,37,43e61 The RR of readmission or adjusted

odds ratio for some of these factors is 3 or more. Therefore,
appropriate assessment of the postpartum readmission rate
should include either stratification or statistical adjustment
for these confounders and covariates, which adds tremen-
dous complexity to the calculation. Diagnosis and proced-
ure codes for each risk factor must be captured for every

TABLE
Considerations regarding the use of maternal postpartum readmission rate as a quality metric

Topic Considerations

Intuitive rationale Obvious that readmission rate can be increased if there is suboptimal care during birth
hospitalization or suboptimal postdischarge follow-up

Intuitive simplicity Rate can easily be calculated from diagnosis and procedure codes in claims data (see caveat under
“risk factors” below)

Low baseline rate � A 1% to 2% typical baseline rate means poor precision (wide confidence intervals) unless
rate depends on a large number of births, making the metric not useful for assessing in-
dividuals or provider groups

� Not much room for improvement

Risk factors, confounders � More than 20 known risk factors associated with increased readmission rate
� Appropriate assessment of rate requires complex multivariable statistical analysis, which

may be beyond the capabilities of providers, hospitals, or payers

Readmission diagnoses � Widely varying reasons for readmission
� No validated algorithm for distinguishing preventable from nonpreventable readmissions
� Insufficient baseline data to determine the percentage of readmissions that are potentially

preventable

Predictability of readmission � Models based on blood pressure during index hospitalization and other clinical character-
istics have moderate predictive accuracy

� Predictability does not imply preventability of readmission

Duration of at-risk interval � Endorsed hospital-wide metrics: 30 d postdischarge
� Traditional duration of puerperium: 42 d postbirth
� In some studies: 60 d or more
� Potential bias in using postbirth vs postdischarge interval
� No standardized metric

Potential for “gaming” � Upcoding
� Using observation status rather than admission status
� Delay readmission until after the interval specified in metric
� Deny readmission to patients who need to be hospitalized

Potential for unintended adverse outcomes Avoidance of readmission for patients with indications for admission may result in:
� Death
� Stroke
� Sepsis
� Pulmonary embolism
� Other severe maternal morbidity

Effect on hospital-wide readmission metric � The 6 specific conditions tracked by HRRP for Medicare beneficiaries are rare in obstetrical
patients

� NQF #1789 is limited to Medicare beneficiaries �65 y
� Virtually no obstetrical patients meet these criteria, therefore maternal postpartum read-

missions have negligible effects on hospital-wide metrics tracked by CMS

Strategies to reduce postpartum readmission rate � Increasing length of stay during index hospitalization unlikely to be cost-effective
� Paucity of evidence that rate can be reduced by improving discharge teaching, medication

reconciliation, and coordination of postdischarge care
� Opportunities to consider optimizing postpartum care through modified intervals, telehealth,

doula support, home visit

CMS, Centers for Medicare and Medicaid Services; HRRP, Hospital Readmission Reduction Program; NQF, National Quality Forum.

Society for Maternal-Fetal Medicine. SMFM Special Statement: A critique of postpartum readmission rate as a quality metric. Am J Obstet Gynecol 2022.
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case and then entered into a multivariable model such as
logistic regression. Many hospitals and some payers lack
the statistical expertise to do this properly. Providers rarely
have this capability.
Common indications for postpartum readmission include

hypertensive disorders, delayed postpartum hemorrhage,
infections (wound, uterus, urinary tract, nonurogenital),
psychiatric problems, and diabetes.31,33,54,56 The relative
frequencies of these vary between different reports. Less
common indications include venous thromboembolism
(VTE), peripartum cardiomyopathy, sickle cell crisis, and
other medical and surgical diagnoses.31,49,53,62

It is not readily apparent which of the many reasons for
readmission might be classified as potentially preventable.
For hypertensive disorders, for example, some read-
missions may be patients with chronic hypertension,
gestational hypertension, or preeclampsia during the birth
hospitalization. If such patients have exemplary discharge
teaching, appropriate medication management, and close
postpartum follow-up, they may be less likely to require
readmission.63 Conversely, the American College of Ob-
stetricians and Gynecologists recommends that patients
with severe hypertension during hospitalization be seen
within 3 days after discharge,63 in part to detect exacerba-
tions of hypertension that are common during the first few
days. Earlier detection might actually increase the rate of
readmission. Moreover, some readmissions for hyperten-
sion occur in individuals who have no antecedent history of
hypertension or preeclampsia.51,61 It is difficult to see how
such readmissions might be prevented. In the absence of a
validated algorithm, distinguishing preventable from non-
preventable readmissions would require manual chart re-
view and subjective judgments. At present, there is not
sufficient baseline data to know what percentage of post-
partum readmissions are potentially preventable. If most
readmissions are not preventable, it would seem futile to
devote resources toward quality improvement efforts and
inappropriate to differentially compensate providers based
on their readmission rates.
Prediction of postpartum readmission among patients

with hypertensive disorders has been attempted based on
inpatient blood pressure values64 and other clinical char-
acteristics.65 In both studies, the prediction models had
C-statistics of 0.8 to 0.85, translating to 80% sensitivity at a
false-positive rate of 30% to 40%. It is not immediately
obvious how one might use the prediction to guide man-
agement. We are not aware of evidence that the postpartum
readmission rate can be altered by delaying discharge,
increasing antihypertensive medication, or increasing the
frequency of follow-up.
There is no standardized definition of the follow-up in-

terval used in the calculation of postpartum readmission
rates. Many of the reports cited above were based on
readmissions within 42 days postbirth, the traditional
duration of the puerperium; others were based on 30 days
postdischarge, analogous to the CMS hospital-wide

metrics, and a few were based on other intervals
ranging from 28 days to 1 year. Intuitively, shorter in-
tervals are more likely to reflect readmissions related to
the birth and longer intervals are more likely to be
because of unrelated conditions. Most postpartum
readmissions cluster within the first 2 weeks,30,32,57 so
the difference between using a 30-day vs 42-day interval
is likely small. A small but potentially important bias is
introduced by using postbirth intervals rather than post-
discharge intervals. Patients are only at risk of read-
mission after they have been discharged; therefore, those
with a longer length of postpartum stay during the index
hospitalization (eg, cesarean delivery, severe maternal
morbidity, severe hypertension) will have a shorter at-risk
period if the rate is calculated depending on postbirth
days.66 There is a clear need for a standardized metric if
one is to be used at all.
As with hospital-wide metrics, the potential for “gaming”

the metric exists if providers are financially incentivized to
reduce postpartum readmission rates. Possible gaming
strategies include overstatement of comorbidities to
improve risk adjustment statistics, placing patients on
observation status rather than admission status, and in
some cases, delaying readmission until after the defined
interval has elapsed. The worst gaming involves avoiding a
medically necessary readmission in a patient who might
benefit from it, such as a patient with severe hypertension,
infection, or VTE. In such cases, relegating the patient to
outpatient management in lieu of readmission may result in
stroke, sepsis, pulmonary embolism, or death. Fundamen-
tally, the pressure to avoid postpartum readmissions is at
odds with efforts to reducematernal mortality andmorbidity
by educating patients to seek prompt evaluation of urgent
warning symptoms and imploring providers not to minimize
the seriousness of postpartum symptoms.67e69

Hospitals may assume that reducing the postpartum
readmission rate will help reduce the hospital-wide all-
cause readmission metric calculated and reported by CMS
for some of its reimbursement programs. However, theCMS
all-cause metric is limited to Medicare beneficiaries � 65,4

effectively excluding obstetrical patients. Furthermore, the
6 diagnosis-specific conditions in the HRRP3 are rare in
obstetrical patients. Therefore, postpartum readmissions
are unlikely to have any effect on hospital-wide readmission
rates as measured by CMS.

Improving Postpartum Readmission Rates
One approach to evaluating opportunities for quality
improvement is to evaluate whether there are variations
among providers or hospitals.10,70 Interhospital compari-
sons show postpartum readmission rates ranging from
<0.3% to 5% (median, 1.01%).34 However, patient factors
account for most of the interhospital variance, with only
0.11% of the variance attributable to hospital-level fac-
tors.35 Hospitals with high postpartum readmission rates
tend to have more patients whose social determinants of
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health (insurance, income, race/ethnicity) would place them
at higher risk. In other words, financial incentives based on
readmissionmetricsmay penalize facilities or providers with
certain patient characteristics even though they may pro-
vide high-quality care.35 Risk adjustment may mitigate this
tendency but is unlikely to completely eliminate it.
There is a paucity of evidence at this time that providers

can reduce the postpartum readmission rate through quality
improvement efforts. One idea is that increasing the post-
partum length of stay during the birth hospitalization may
provide more opportunity for discharge teaching and co-
ordination of care and for optimizing the medical manage-
ment of hypertension, diabetes, puerperal infections, and
other conditions. Some studies have found that longer
lengths of stay are associated with lower postpartum
readmission rates,30,45 but others have found no such as-
sociation.42,60,71 Moreover, even if increasing the average
length of stay by 1 day reduced the postpartum readmission
rate from 2% to 0%, this would probably not be cost-
effective because 100 additional inpatient days during the
birth hospitalization would be needed to prevent 2 post-
partum readmissions.
More likely strategies to reduce readmissions, with lower

risk for harm or unintended ill effects, would be to focus on
the discharge process and the transition to outpatient care.
Promising ideas include culturally appropriate discharge
teaching using proven techniques such as teach-back,
patient-friendly discharge materials, coordination of
outpatient follow-up while the patient is still hospitalized,
and emphasis on the importance of adherence to medica-
tions and follow-up care. Telehealth, doula support, home
visits, and modified intervals for earlier and ongoing post-
partum care may also provide opportunities for improve-
ment.67 Although there is somewhat limited evidence that
such strategies may reduce hospital-wide read-
mission,12,72,73 we are not aware of evidence that they can
affect the rate of postpartum readmission specifically.
Future research is needed to evaluate whether these in-
terventions are truly effective and safe.

Conclusion
There are fundamental problems with using maternal post-
partum readmission rates as a quality metric, especially for
driving differential reimbursement. There is currently no
evidence that using the readmission rate in this way will
improve outcomes, and there are serious concerns about
the potential for harm. We agree with the conclusion
reached by Clarke almost 20 years ago: “The time must
come when we give up measuring unsatisfactory perfor-
mance indicators simply because they are available and,
instead, concentrate harder on allowing for the known valid
measures of the quality of care to be collected as amatter of
routine.” 7 Payers and watchdog groups should resist the
temptation to use postpartum readmission metrics just
because the data are readily available. Providers, provider
groups, and hospitals should resist any proposed

reimbursement structures that tie financial incentives to
reductions in the postpartum readmission rate. n
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The Potential for Health Information Technology
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Abstract

Health information technology (health IT) potentially is a promising vital lever to address racial and ethnic,
socioeconomic, and geographic disparities in maternal morbidity and mortality (MMM). This is especially
relevant given that approximately 60% of maternal deaths are considered preventable.1–36 Interventions that
leverage health IT tools to target the underlying drivers of disparities at the patient, clinician, and health care
system levels potentially could reduce disparities in quality of care throughout the continuum (antepartum,
intrapartum, and postpartum) of maternity care. This article presents an overview of the research (and gaps) on
the potential of health IT tools to document SDoH and community-level geocoded data in EHR-based CDS
systems, minimize implicit bias, and improve adherence to clinical guidelines and coordinated care to inform
multilevel (patient, clinician, system) interventions throughout the continuum of maternity care for health
disparity populations impacted by MMM. Telemedicine models for improving access in rural areas and new
technologies for risk assessment and disease management (e.g., regarding preeclampsia) also are discussed.

Keywords: health information technology, maternal care, disparities

Introduction

Health information technology (health IT) poten-
tially is a promising vital lever to address racial and

ethnic, socioeconomic, and geographic disparities in mater-
nal morbidity and mortality (MMM). This is especially rel-
evant given that *60% of maternal deaths are considered
preventable.1–3 Although research is in progress, the limited
published studies indicate that health IT tools—such as
electronic health records (EHRs), patient portals, clinical
decision support (CDS) systems, telemedicine models, and
new technologies (e.g., automated algorithms)—may yield

health benefits for populations that experience health
disparities—such as racial and ethnic minorities, the
socioeconomically disadvantaged, and underserved rural
populations—by enhancing patient engagement, improving
implementation of clinical guidelines, promoting patient
safety, and reducing adverse outcomes.4–6

Interventions that leverage health IT tools to target the un-
derlying drivers of disparities at the patient, clinician, and
health care system levels potentially could reduce disparities in
quality of care throughout the continuum (antepartum, in-
trapartum, and postpartum) of maternity care. Research indi-
cates that a sizeable portion of racial and ethnic disparities in
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severe maternal morbidity (SMM) and mortality can be at-
tributed to variations in hospital quality.3,7,8 Howell contends
that a multipronged approach to quality improvement (QI) is
needed throughout the care continuum to reduce racial and
ethnic disparities in MMM.9 This multipronged method em-
phasizes the significance of social determinants of health
(SDoH) and incorporates patient factors (e.g., socioeconomic
status, race/ethnicity, biology, genetics, and beliefs), commu-
nity and neighborhood factors (e.g., social networks, built
environment, and housing), clinician factors (e.g., knowledge,
implicit bias, and communication), and system factors (e.g.,
access to high-quality care, structural racism, social and polit-
ical policies, and health care institutions).

This article presents an overview of the research (and gaps)
on the potential of health IT tools to document SDoH and
community-level geocoded data in EHR-based CDS systems,
minimize implicit bias, and improve adherence to clinical
guidelines and coordinated care to inform multilevel (pa-
tient, clinician, and system) interventions throughout the
continuum of maternity care for health disparity populations
impacted by MMM. Telemedicine models for improving
access in rural areas and new technologies for risk assess-
ment and disease management (e.g., regarding preeclampsia)
also are discussed.

SDoH and MMM

SDoH—the environmental context and social conditions
in which people live, work, and play—are important factors
to consider when examining causes of maternal mortality in
the United States and approaches to address them. A 2018
study examining population-level factors and the rising ma-
ternal mortality between 1997 and 2012 found that an in-
creased prevalence of chronic health problems, such as
obesity and diabetes, only partially explained the worsen-
ing maternal outcomes in the United States.10 Study findings
showed that the increase in maternal mortality also was
attributable to the proportion of women of childbearing age
who did not complete high school, the proportion of births
among African American women, and the proportion of
women who attended fewer than 10 prenatal visits.10 A
2018 commentary in the Journal of the American Medical
Association emphasized addressing social inequality as key
to reducing high maternal mortality rates in the United
States.11 It cited research on specific SDoH, including the
link between adverse childhood events and chronic health
problems, the cumulative stress of poverty and long-term
outcomes, and how racism can lead to ‘‘weathering’’ or ac-
celerated aging, which is related to increased rates of chronic
health problems and, potentially, maternal mortality. A liter-
ature review in 2020 examining the relationship between
SDoH and pregnancy-related mortality and morbidity found
strong evidence for the effects of race and ethnicity, health
insurance, and education on maternal mortality and severe
morbidity.12 The review indicated a need to evaluate a wider
array of determinants—such as the role of socioeconomic
and political context or area-level physical and material cir-
cumstances impacting maternal outcomes, the mechanisms
that underlie observed associations of determinants, and the
use of more diverse study designs. Thus, expanding research
in this area may help in developing interventions to reduce
inequities in MMM rates in the United States.

In addition, a report on the integration of social and
medical care suggests that consideration of SDoH in clinical
decision-making and addressing upstream factors is impor-
tant to the current shift in the health care sector toward value-
based payments and the focus on prevention and health
promotion, rather than simply service delivery.3 The report
indicates that health IT innovations potentially could address
health-related social needs and recommend responses to so-
cial risks (adverse social determinants) involving patient-
centered care models that routinely include social risk data
in care decisions. However, the authors note that although
federal funds stimulated the digitization of health care via
the adoption of EHRs, social care has not benefited from the
same resources and policy attention and, thus, lags in digi-
tization. Despite this gap, EHRs are a promising venue for
storing SDoH collected from patients, and inclusion of these
data in EHRs/CDS systems could be important for advancing
population health equity.4,13

EHRs not only provide clinicians with important data for
holistic patient assessment and aid in clinical decision-
making, but they also provide a source of population health
data. Professional organizations such as the National Acad-
emy of Medicine endorsed the standardization of SDoH
screening in EHRs.14 However, key challenges exist before
the data match medical data in terms of being readily ac-
cessible and actionable.15 Challenges include a lack of con-
sensus on standards for capturing SDoH in EHRs and
evidence that, once data are collected, referrals to commu-
nity services will address social determinants effectively.15

Research is lacking about optimal models for including and
using SDoH in EHRs/CDS systems to advance health equity
for racial and ethnic populations.4,16

Despite the research gaps, one could argue that integrating
data on SDoH into EHRs/CDS systems may result in im-
proving the quality of care for women of childbearing age
and better risk monitoring throughout the continuum of ma-
ternity care. For example, these data could be used to adjust
individual disease risk.17 Fiscella et al. considered poverty to
be an independent risk factor and integrated patient income
data into heart disease risk score calculations in the 10-year
Framingham study.18 This proved to be a better way of iden-
tifying at-risk patients for heart disease than traditional cal-
culators. In the samemanner, such factors as race, poverty, and
education could be used to identify women who are at higher
risk of maternal complications, which may lead to improved
risk monitoring throughout pregnancy and postpartum to en-
sure the quality and safety of maternity care for all women.

In addition, advances in big data, geospatial technology,
and public access to large data sets that provide contextual
information also make it possible to embed community-level
geocoded data into EHRs as an alternative to, or comple-
mentary to, patient-derived data. CDS tools potentially could
provide alerts to health care teams for patients who would
benefit from targeted preventive or therapeutic interven-
tions based on a community-level predictor (e.g., high un-
employment) or public health concern.4 In 2014, the U.S.
President’s Council of Advisors on Science and Technology
(PCAST) issued a report that produced a comprehensive set
of actions and goals to improve health care across the na-
tion, using systems-engineering principles. A member of the
PCAST council, Deryk Van Brunt, developed recommen-
dations for the national implementation of community health
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records (CHRs) to accomplish some of these goals.19 He
defined CHRs as ‘‘a curated set of population-level indicators
that describe the health and quality of life of a geographic
community’’ and pointed out that when place-based CHR
data are linked to EHRs, an index of community-level SDoH
or a ‘‘vulnerability index’’ can be calculated and may assist
in medical interventions.19 Evidence supports the idea that
place-based social determinants represent identifiable risks
for maternal mortality.10 Moreover, CHRs usually are ag-
gregated at the neighborhood level and include clinical,
SDoH, and public health data. Thus, incorporating place-
based CHR data into EHRs/CDS systems may help inform
medical and population-directed public health interventions
and health policies to address disparities in MMM.

Quality of Care and MMM

Intrapartum care represents an important period in the
maternity care continuum that involves interactions among
the patient, clinician, and other health care team members
and often is when racial and ethnic disparities in maternal
outcomes are revealed. Specifically, site of care, implicit
bias, poor communication skills, and lack of cultural com-
petence have been found to contribute to adverse maternal
outcomes.3,8,9 A 2018 report from the Agency for Health-
care Research and Quality revealed that in-hospital mor-
tality for black mothers was nearly three times that of white
mothers (10.0 vs. 3.7 per 10,000 delivery hospitaliza-
tions).20 The analysis further indicated that compared with
deliveries that did not involve SMM, those that did were
more likely to occur at hospitals that have a mission to serve
vulnerable populations, including minority-serving (53.4%
vs. 44.3%). Research by Howell et al. revealed that hospitals
with a disproportionate number of black deliveries had
higher risk-adjusted SMM rates for both black and white
women who delivered in these hospitals.8,9 Using a simu-
lation model, Howell9 also found that if black women gave
birth at the same hospitals as white women, the SMM rate of
black women would decrease by 47.7%, from 4.2% to 2.9%
(1.3 events per 100 deliveries per year). Implicit bias—
defined as the reactive behaviors to such patient characteristics
as age, race, ethnicity, gender, sexual orientation, physicality,
and disability—also impacts the patient-clinician relation-
ship.21 These biases are activated unconsciously and can in-
fluence clinical decision-making that leads to differential
treatment of patients.3,21,22 Patients also can bring their own
implicit biases to the clinical encounter.21 Although provider
concordance may help, research evidence about the impact of
racial concordance on pregnancy care is sparse, given the low
numbers of obstetricians and midwives of color.3

Overall, these factors—including inappropriate or delayed
diagnosis or treatment and lack of adherence to clinical
guidelines—account for a majority of preventable MMM
events that could be addressed by QI initiatives.3,9 QI ini-
tiatives recommend actionable steps focused on standardiz-
ing care delivery to reduce inequities and improve care at all
hospitals—especially low-performing hospitals that serve
a disproportionate number of racial and ethnic minority
women.3,9,23 Health IT tools potentially can be beneficial in
these efforts. In fact, the recent report on birth settings in
America recommended that the use of health IT to engage,
inform, and support childbearing women be included in the

additional performance measures currently under consider-
ation to address gaps in the maternal and newborn perfor-
mance measures endorsed by the National Quality Forum.3

These measures are relevant for creating a performance
measurement and improvement infrastructure for maternity
and newborn care, including mechanisms for public report-
ing, accountability, QI, and funding, as well as allowing
childbearing women to make informed choices among health
plans, maternity care providers, and birth settings.3

Examples of QI initiatives include the AIM care bundles
developed by the Council on Patient Safety in Women’s
Health Care’s Alliance for Innovation in Maternal Health
(AIM) Program, and the Obstetric Data Definitions project
by the American College of Obstetricians and Gynecologists
(ACOG). The AIM initiative develops and implements
maternal safety bundles (e.g., reduction of peripartum racial/
ethnic disparities) of evidence-based care approaches to pre-
pare for, identify, prevent, and respond to the leading causes
of maternal mortality and severe morbidity. In addition,
ACOG’s efforts to precisely define essential terms related to
the mode of birth, hypertension, labor, rupture of membranes,
gestational age, and parity are intended to ensure incorpora-
tion of these definitions into clinical practice and serve as
standards for EHRs, coding, clinical practice guidelines, and
policy statements.3,24,25

In addition to educating clinical care teams about racial/
ethnic disparities in MMM, AIM care bundles and other
recommendations emphasize shared decision-making as a
strategy for improving communication and enhancing quality
of care to reduce disparities.3,9,23–25 Decision aid tools have
been found useful for promoting shared decision-making
and for assisting patients’ understanding of their risks and
treatment options.3,26 Research studies about high-quality,
evidence-based online decision aids and culturally appropri-
ate risk assessment tools that incorporate medical, obstetrical,
and social factors that influence birth outcomes are needed to
foster informed choice,3 as well as an evaluation of their effect
on racial disparities in MMM. Implementation of disparity
dashboards and the move toward multidisciplinary reviews of
MMMalsomay enable hospitals tomonitor their performance
with different racial and ethnic groups.9,23

QI initiatives also include such tools as protocols, check-
lists, triggers (e.g., maternal early warning criteria), evidence-
based practices, and simulation training9,23,27—all of which
could be incorporated into EHRs/CDS systems to facilitate
standardization of care and reduce disparities in quality of
care for racial/ethnic minority women. Althoughmore studies
are needed, the few existing studies do indicate that health IT
investment can reduce disparities in care processes and stan-
dardization.4,28–30 Thus, better clinical care coordination via
health IT potentially could improve clinician performance and
adherence to clinical guidelines, reduce redundant testing re-
sulting from clinician biases, detect treatment risks, and, conse-
quently, promote equity in best practice care for all patients.4,6,30

Telemedicine and MMM

Inequities in health care access also contribute to racial
disparities in MMM. Insurance coverage, socioeconomic
status, availability of community resources, and site of care
often limit racial/ethnic minority women’s access to quality
care.3,8,9,20 Addressing rural and urban maternity care deserts
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is an especially challenging part of the efforts to improve
maternal outcomes. As a result of geographic disparities,
women living in rural communities and underserved urban
areas are at greater risk for preterm birth and maternal and
infant mortality.3 In addition, these challenges are more
pronounced for racial/ethnic minority women living in rural
areas, given the higher likelihood of occurrence of hospital
closures and loss of hospital obstetric services in rural com-
munities composed of a higher percentage of black, Hispanic,
and unemployed residents.31,32

Telemedicine (also referred to as telehealth)—defined as
the use of medical information that is exchanged from one
site to another through electronic communication to improve
a patient’s health—is a promising solution.33,34 The report
on birth settings in America notes that telemedicine could
be an appropriate component of demonstration model birth
centers and hospital services in underserved rural and urban
areas that could be created by the Health Resources and
Services Administration to make quality maternity care more
accessible.3 In addition, findings from a review of obstetric
telemonitoring indicated that this approach has much poten-
tial to contribute to improved gestational outcomes, early
detection of complications, and the provision of local inter-
ventions before hospitalization.35

Examples of telemedicine programs that aim to increase
health care access and address shortages in the maternity
care workforce can be found across the United States. The
Massachusetts Child Psychiatry Access Program for Moms
(also known as MCPAPs for Moms) helps to combat mental
health and substance use issues in pregnant and postpartum
women by building the capacity of local obstetricians, pri-
mary care physicians, and pediatricians.36 In Georgia, nurses
are equipped with telemedicine carts to facilitate videocon-
ferences between expectant moms and specialty providers.37

In Wyoming, the successful use of phone applications in-
creased the utilization of perinatal services.38

The use of telemedicine is an increasing area of interest for
patients, clinicians, insurers, and legislators.39–42 In March
2020, The Coronavirus Aid, Relief, and Economic Security
(CARES) Act and Coronavirus Preparedness and Response
Supplemental Appropriations Act loosened many telemedi-
cine patient/service eligibility and reimbursement restrictions
during the COVID-19 pandemic. State restrictions on tele-
medicine services, such as scope of practice or licensure re-
quirements, remain in effect and continue to be monitored.43

Research is needed to examine the impact and quality of
telemedicine on maternal care and the unintended conse-
quences on clinicians and patients.

Machine Learning and MMM

Machine learning (ML), the broad term referring to a
collection of tools that provide predictions in a wide range
of settings, is a method for diagnosing diseases or predict-
ing clinical outcomes that has much relevance for maternal
health.44–46 Specifically, timely identification and care man-
agement of SMM is critical for preventing maternal death.3,9

Likewise, predictive risk of complications at discharge has
potential value for guiding postpartum care.44

Research findings from a pilot study of an ML framework
to identify SMM using EHR data from more than 45,000
deliveries at a large academic medical center revealed that

the team’s predictive algorithm outperformed the Centers for
Disease Control and Prevention’s model.47 The researchers
identified a greater number of SMMcases with a smaller false
positive rate than what is achieved through current practice
and revealed novel indicators associated with SMM. The
team noted that the lack of consensus on the various defini-
tions of SMM presented a challenge to this work effort and
indicated that their future plans will move beyond the use of
a simple ML algorithm logistic regression to include more
advanced tools (e.g., neural networks, decision trees, sup-
port vector machines) to improve SMM identification per-
formance. In another study using advanced ML tools,
researchers demonstrated that in comparison to conventional
statistical methods, ML algorithms improved the prediction
performance of late-onset preeclampsia development using
EHR data from early second trimester to 34 weeks in a
sample of 11,000 women who received antenatal care.45 The
authors contend that although future studies are needed to
prospectively verify the algorithms, their application to
routine antenatal care could improve maternal outcomes. In a
similar study, researchers successfully developed predictive
models to identify maternal risk of postpartum hypertensive
disorders and surgical wound infections that required hospi-
tal admission after delivery.48

Although ML tools are promising, research is needed to
evaluate the impact of using automated algorithms to inform
disease risk assessment, detection, diagnoses, and treatment
decision-making on disparities in health care quality or out-
comes. Research that informs best clinical practices for using
predictive modeling are needed.44 In addition, it is critical
that software engineers and data scientists consider the voices
of diverse women and ethicists in collaborative activities
about these new technologies to mitigate unintended conse-
quences and prevent the exacerbation of disparities.49,50

Conclusion

Health IT tools represent an opportunity to reduce inequities
in quality and access in the U.S. maternity care system. Re-
search is needed on multilevel interventions that leverage
health IT tools to address disparities throughout the contin-
uum of maternity care to ensure that all women can benefit
from an evidence-informed U.S. maternity care system.
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There are two domains of Respectful and Equitable Care to be addressed by every facility to facilitate 
safe and culturally competent care during all patient encounters. The principles listed are considered 
foundational and can be applied not only to this bundle but can be applicable during all facets of care. 

1.  Include each postpartum person and their identified support network as respected members of 
and contributors to the multidisciplinary care team. 

2.  Engage in open, transparent, and empathetic communication with pregnant and postpartum 
people and their identified support network to understand diagnoses, options, and treatment 
plans. 

 

 Respectful & Equitable Care 



THE UNIVERSAL RIGHTS OF 
WOMEN & NEWBORNS

Created from established international & regional laws. Grounded in human rights.

RESPECTFUL MATERNITY CARE



Introduction

1. The Distinctive Importance of Pregnancy
Around the world, pregnancy and childbirth are momentous 

events, with deep personal and social significance in the lives 

of women, families and communities. For the well-being of 

women and newborns, women need to be supported 

throughout pregnancy and childbirth.

The well-being of a woman and of her newborn are intercon-

nected, and both can be marginalized in the process of 

childbirth and the ensuing months. Focusing on preventing 

maternal and newborn morbidity and mortality is not enough. 

Care during this period needs to encompass basic human 

rights, including the rights to respect, dignity, confidentiality, 

information and informed consent, the right to the highest 

attainable standard of health, and freedom from discrimination 

and from all forms of ill-treatment. A woman’s autonomy 

should be recognized and respected, as should her emotional 

well-being, choices and preferences—including the right to 

have a companion of choice during labor and childbirth. 

Respect and recognition of the woman can benefit the 

newborn, who also has rights and requires respect and 

recognition. Together, the woman with her partner and family 

should be supported to care for and make the best decisions 

for their newborn.

A woman’s relationship with maternity care providers and the 

maternity care system during pregnancy, childbirth and the 

postpartum period is vitally important. Women’s experiences 

with caregivers can empower and comfort them, or conversely, 

inflict lasting damage and emotional trauma, detracting from 

women’s confidence and self-esteem. Newborns’ experiences 

with caregivers can also have significant and lasting impact— 

newborn babies feel pain and discomfort, and can experience 

emotional distress, particularly when separated from their 

families in the first hours of life.1 We know that good early care, 

including attachment and breastfeeding, has a lasting positive 

impact on the health and well-being of newborns throughout 

1. Roofthooft, D.W., et al. (2014). Eight Years Later, Are We Still Hurting Newborn Infants? Neonatology, 105(3), 218–226.
2. Zampas, C., et al. (2003) “Body and Soul: Forced Sterilization and Other Assaults on Roma Reproductive Freedom in Slovakia.” 2003. New York: Center for Reproductive 
Rights; Center for Reproductive Rights & International Federation of Women Lawyers- Kenya Chapter. (2007) Failure to Deliver: Violations of Women’s Human Rights in Kenyan 
Health Facilities. New York: Center for Reproductive Rights & Nairobi, Kenya: Federation of Women Lawyers-Kenya; Strauss, Nan & International USA, Amnesty. (2010). 
Deadly Delivery: The Maternal Health Care Crisis in the USA. New York: Amnesty International Publications.
3. Office of the United Nations High Commissioner for Human Rights and the Secretary-General (2012). Technical Guidance on the Application of a Human Rights-Based 
Approach to the Implementation of Policies and Programmes to Reduce Preventable Maternal Morbidity and Mortality. United Nations; World Health Organization & Office 
of the United Nations High Commissioner for Human Rights (2014). Human Rights-Based Approach to Reduce and Eliminate Preventable Mortality and Morbidity of Children 
Under 5 Years of Age. Switzerland: United Nations

their lives. Women’s memories of their childbirth experiences 

and the treatment of their newborns stay with them for a lifetime 

and are often shared with other women, contributing to a 

climate of confidence or doubt around the healthcare system. 

2. Established Evidence of Disrespect and Abuse 
The journey toward respectful maternity care began in the 

late 1940s with the Universal Declaration of Human Rights. In 

the 1990’s, the United Nations issued the “Declaration on the 

Elimination of Violence against Women” and a movement 

gained force in Latin America which was termed “humaniza-

tion” of childbirth. Some of the first reports on violations of 

women’s rights in childbirth came from the human rights 

community.2 From an initial focus on reducing maternal and 

infant mortality, the global focus shifted to developing human 

rights standards on maternal and child mortality and morbidity 

reduction.3 More recently, this has led to a focus on addressing 

disrespect and abuse as manifestations of the systemic failure 

to uphold human rights standards.

With the conclusion of the Millennium Development Goals 

(MDGs) in 2015, and with only a few countries achieving MDGs 

#4 and #5 related to reducing child mortality and improving 

maternal health, global policy makers and advocates more 

earnestly evaluated the obstacles to maternal and newborn 

survival and well-being. This included the need to understand 

the comprehensive socio-cultural and gender-based influenc-

es in clinical settings, health systems and ultimately, on health 

outcomes. During the MDG era, much of the public health and 

development communities’ focus had been on clinical exper-

tise and capacity building in targeted interventions to reduce 

mortality. But growing awareness of often unaddressed issues 

of emotional, physical and psychological harm to women 

during facility-based childbirth required greater consideration. 

In the last decade, the global public health sector’s growing 

interest in understanding and addressing these harms experi-

enced by women during facility-based childbirth has led to 

copious research and publications. The 2010 TRAction Land-
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scape Analysis: Exploring Evidence for Disrespect & Abuse in 

Facility Childbirth4 presented the first systematic exploration 

of this issue. In that same year, the USAID TRAction Project 

funded two implementation research projects, Staha in 

Tanzania and Heshima in Kenya, to continue building the 

evidence of the prevalence and types of mistreatment, and 

potential context-based responses. In 2011, White Ribbon 

Alliance published the Respectful Maternity Care Charter: The 

Universal Rights of Childbearing Women, a document utilized in 

many countries as an advocacy and program tool. The World 

Health Organization released a statement in 2014 reasserting 

the fundamental human rights of women in childbirth.5 The field 

of respectful care has continued to grow with increased focus.

3. Assertion of the Fundamental Rights of Women  
and Newborns 
Human rights are rights inherent to all people, without discrimi-

nation, regardless of age, nationality, place of residence, sex, 

national or ethnic origin, color, religion, language or any other 

status. Universal human rights are often expressed and 

guaranteed by legal instruments, such as international treaties. 

International human rights law determines obligations of States 

to act in certain ways or to refrain from certain acts in order to 

respect, protect and fulfill human rights and fundamental 

freedoms of individuals or groups. 

The charter articulates the rights of two entities, the woman 

and the newborn, within the vision and provision of a frame-

work for ethical, high-quality respectful maternity care that 

supports and upholds the dignity of both. Both human beings, 

the newborn and the woman, have rights that must be 

respected and guaranteed independently. Women should be 

given the information and support they need to make deci-

sions for themselves and their newborns freely. The newborn 

baby, as an individual human being, has autonomous rights 

and every decision the mother, or another caregiver makes, 

needs to be made with the best interest of the child in mind. 

Health systems must ensure the health, safety and dignity of 

both woman and newborn, taking care that this most funda-

mental dyad of human life be fully protected. 

The charter is based on widely accepted human rights 

instruments including the Convention on the Rights of the Child, 

the Convention on Elimination of all forms of Discrimination 

4. Bowser, D., ScD., MPH., & Hill, K., MD. (2010). Exploring Evidence for Disrespect and Abuse in Facility-Based Childbirth: Report of a Landscape Analysis. Washington: 
Translating Research into Action (TRAction) Project. 
5. World Health Organization, The prevention and elimination of disrespect and abuse during facility-based childbirth, 2014. 

against Women, the International Covenants on Civil and 

Political Rights, Economic, Social and Cultural Rights. It is also 

supported by regional human rights instruments including the 

African Charter on Human and People’s Rights, The African 

Charter on the Rights and Welfare of the Child, the American 

Convention on Human Rights, and the European Convention on 

Human Rights and Biomedicine, among others.

4. Why this charter is needed and how it can be used
This updated charter further clarifies and clearly articulates the 

rights of women and newborns in the context of maternity 

care provided within a healthcare facility. It specifically 

delineates how human rights are implicated in the context of 

pregnancy and childbirth and affirms the basic inalienable 

rights of women and newborns. Many of these rights are well 

established in international law and have been interpreted and 

applied to issues arising during pregnancy, childbirth and the 

care provided immediately after birth. These rights are 

articulated in separate human rights conventions and in order 

to affirm their application in the context of pregnancy and 

childbirth, it is important to compile them in one document 

that focuses on this period.

The Respectful Maternity Care Charter addresses the issue of 

disrespect and abuse toward women and newborns who are 

utilizing maternal and newborn care services and provides a 

platform for improvement by:

• Raising awareness for women’s and newborns’ human rights 

guarantees that are recognized in internationally adopted United 

Nations and other multinational declarations, conventions and 

covenants; 

• Highlighting the connection between human rights guaran-

tees and healthcare delivery relevant to maternal and 

newborn healthcare; 

• Increasing the capacity of maternal, newborn and child 

health advocates to participate in human rights processes;   

• Aligning women’s demand for high-quality maternal and 

newborn care with international human rights law standards;    

• Providing a foundation for holding governments, the maternity 

care system and communities accountable to these rights;

• Supporting healthcare workers in providing respectful 

care to women and newborns and creating a healthy 

working environment. 
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Respectful Maternity Care Charter: The Universal 
Rights of Women and Newborns 

1. Everyone has the right to freedom from harm and 
ill-treatment. 
No one is allowed to physically hurt you or your 

newborn. You should both be taken care of in a gentle 

and compassionate way and receive assistance when 

experiencing pain or discomfort. 

Legal authority
International Covenant on Civil and Political Rights, 1966, Article 7

Convention on the Rights of the Child, 1990, Article 19, 37

Convention on the Rights of Persons with Disabilities, 2006, Article 15, 16

Regional legal authority
African Charter on Human and Peoples’ Rights, 1998, Article 6 

African Charter on the Rights and Welfare of the Child, 1990, Article 16 

American Convention on Human Rights, 1969, Article 5 

American Convention on Human Rights in the Area of Economic, Social and Cultur-

al Rights, 1988, Article 19 

Convention of Belem do Para, 1994, Article 2, 3, 4

European Convention on Human Rights, 1950, Article 3 

2. Everyone has the right to information, informed consent, 
and respect for their choices and preferences, including 
companion of choice during maternity care and refusal of 
medical procedures.
No one is allowed to force you or do things to you or your 

newborn without your knowledge or consent. Every woman 

has the right to autonomy, to receive information, and provide 

informed consent or refusal for care. Every parent or guardian 

has the right to receive information and provide informed con-

sent or refusal for their newborn’s care, in the newborn’s best 

interests, unless otherwise provided by law.

Legal authority
International Covenant on Civil and Political Rights, 1966, Article 7, 19 

Convention on the Rights of the Child, 1990, Article 5, 13 

Regional legal authority
African Charter on Human and Peoples’ Rights, 1998, Article 9 

American Convention on Human Rights, 1969, Article 13 

European Convention on Human Rights and Biomedicine, 1997, Article 5, 6

3. Everyone has the right to privacy and confidentiality. 
No one is allowed to share your or your newborn’s personal or 

medical information, including all records and images, without 

your consent. Yours’ and your newborn’s privacy must be 

protected, except as necessary for healthcare providers to 

convey information for continuity of care.

Legal authority
International Covenant on Civil and Political Rights, 1966, Article 17 

Convention on the Rights of the Child, 1990, Article 16 

Convention on the Rights of Persons with Disabilities, 2006, Article 22 

Regional legal authority
African Charter on the Rights and Welfare of the Child, 1990, Article 10

American Convention on Human Rights, 1969, Article 11 

European Convention on Human Rights, 1950, Article 8 

European Convention on Human Rights and Biomedicine, 1997, Article 10 

4. Everyone is their own person from the moment of birth 
and has the right to be treated with dignity and respect. 
No one is allowed to humiliate, verbally abuse, speak about 

or touch you or your newborn in a degrading or disrespectful 

manner. You and your newborn baby must be cared for with 

respect and compassion.

Legal authority
International Convention on Civil and Political Rights, 1966, Article 17

Convention on the Rights of the Child, 1990, Article 16, 23

Convention on the Rights of Persons with Disabilities, 2006, Article 17 

Regional legal authority
African Charter on Human and Peoples’ Rights, 1998, Article 6 

African Charter on the Rights and Welfare of the Child, 1990, Article 13 

American Convention on Human Rights, 1969, 1Article 5, 11

Convention of Belem do Para, 1994, Article 4

European Convention on Human Rights, 1950, Article 8 

5. Everyone has the right to equality, freedom from dis-
crimination and equitable care.
No one is allowed to discriminate against you or your newborn 

because of something they think or do not like about either 

one of you. Equality requires that pregnant women have the 

same protections under the law as they would when they are 

not pregnant, including the right to make decisions about what 

happens to their body. 

Legal authority
International Covenant on Civil and Political Rights, 1966, Article 24 (1), 26 

International Covenant on Economic Social and Cultural Rights, 1966, Article 2, 10 (3) 

Convention on the Rights of the Child, 1990, Article 2 

Convention on the Elimination of all Forms of Discrimination Against Women, 1979, 

Article 1, 12, 14(2)(b)

Convention on the Rights of Persons with Disabilities, 2006, Articles 5, 6, 7

Convention on the Protection of the Rights of All Migrant Workers and Members of 

Their Families, 1990, Article 14 

International Convention on the Elimination of All Forms of Racial Discrimination, 

Art. 2, Art. 5

International Labor Organization, Indigenous and Tribal Peoples Convention, 1989 

(No. 169), Art. 3

Regional legal authority
African Charter on Human and Peoples’ Rights, 1998, Article 2 
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African Charter on the Rights and Welfare of the Child, 1990, Article 3

American Convention on Human Rights, 1969, Article 1 

Convention of Belem do Para, 1994, Article 6 

European Convention on Human Rights, 1950, Article 14 

6. Everyone has the right to healthcare and to the highest 
attainable level of health. 
No one may prevent you or your newborn from getting the 

healthcare needed or deny or withhold care from either one of 

you. You and your newborn are entitled to the highest quality 

care, provided in a timely manner, in a clean and safe environ-

ment, by providers who are trained in current best practices.

Legal authority
International Covenant on Economic Social and Cultural Rights, 1966, Article 12 

Convention on the Elimination of all Forms of Discrimination Against Women, 1979, 

Article 5, 12 

Convention on the Rights of the Child, 1990, Article 23, 24 

Convention on the Rights of Persons with Disabilities, 2006, Article 25 

International Labor Organization, Indigenous and Tribal Peoples Convention, 1989 

(No. 169), Art. 25

Regional legal authority
European Convention on Human Rights and Biomedicine, 1997, Article 3 

African Charter on Human and Peoples’ Rights, 1998, Article 16 

African Charter on the Rights and Welfare of the Child, 1990, Article 14 

Additional Protocol to the American Convention on Human Rights in the Area of 

Economic, Social and Cultural Rights, 1988, Article 10 

7. Everyone has the right to liberty, autonomy, self-deter-
mination and freedom from arbitrary detention.
No one is allowed to detain you or your newborn in a health-

care facility, even if you cannot pay for services received. 

Legal authority
International Covenant on Economic Social and Cultural Rights, 1966, Article 1

International Covenant on Civil and Political Rights, 1966, Article 1, 9.1, 18.1 

Convention on the Rights of the Child, 1990, Article 37 

International Labor Organization, Indigenous and Tribal Peoples Convention, 1989 

(No. 169), Art. 2, Art. 5

Regional legal authority
African Charter on Human and Peoples’ Rights, 1998, Article 6, 20 

African Charter on the Rights and Welfare of the Child, 1990, Article 30

American Convention on Human Rights, 1966, Article 7

European Convention on Human Rights, 1950, Article 5 

8. Every child has the right to be with their parents or 
guardians.
No one is allowed to separate you from your newborn without 

your consent. You and your newborn have the right to remain 

together at all times, even if your newborn is born small, 

premature or with medical conditions that require extra care.

Legal authority
International Convention on Civil and Political Rights, 1966, Article 17 

Convention on the Rights of the Child, 1990, Article 9, 16 

Convention on the Rights of Persons with Disabilities, 2006, Article 22 

Regional legal authority
American Convention on Human Rights, 1969, Article 11

European Convention on Human Rights, 1950, Article 8 

9. Every child has the right to an identity and nationality 
from birth.
No one is allowed to deny your newborn birth registration, 

even if they die shortly after birth, or deny the nationality your 

newborn is legally entitled to. 

Legal authority
International Covenant on Civil and Political Rights, 1966, Article 24 

Convention on the Rights of the Child, 1990, Article 7

Convention on the Protection of the Rights of All Migrant Workers and Members of 

Their Families, 1990, Article 29 

Regional legal authority
African Charter on Human and Peoples’ Rights,1998, Article 5 

American Convention on Human Rights, 1969, Article 3 

10. Everyone has the right to adequate nutrition and 
clean water. 
No one is allowed to prevent you and your newborn from hav-

ing adequate nutrition, clean water or a healthy environment. 

You have the right to information and support on child nutrition 

and the advantages of breastfeeding. 

Legal authority
Convention on the Elimination of all Forms of Discrimination Against Women, 1979, 

Article 12 

Convention on the Elimination of all Forms of Discrimination Against Women, 1979, 

Article 14(2)

Convention on the Rights of the Child, 1990, Article 24 (2)(c), (2)(e)

International Covenant on Economic, Social and Cultural Rights, Article 11(1) 

Convention on the Rights of Persons with Disabilities, 2006 Article 25(1) 

Regional legal authority
African Charter on the Rights and Welfare of the Child, 1990, Article 14(2) 

Protocol to the African Charter on Human and Peoples’ Rights on the Rights of 

Women in Africa, 2005, Article15(a) 

Additional Protocol to the American Convention on Human Rights in the Area of 

Economic, Social and Cultural Rights, 1999, Article 12(1) 
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A broad group of stakeholders representing research, clinical, human rights and advocacy perspectives came together to 

develop this charter. The campaign to promote respectful maternity care is led by White Ribbon Alliance. 

The charter is based on widely accepted human rights instruments such as the Convention on the Rights of the Child, the 

Convention on Elimination of all forms of Discrimination against Women, the International Covenant on Civil and Political 

Rights and the Covenant on Economic, Social and Cultural Rights. It is also supported by regional human rights instruments 

such as the African Charter on Human and People’s Rights, the American Convention on Human Rights, and the European 

Convention on Human Rights and Biomedicine, among others.

Find out more at whiteribbonalliance.org/rmcresources
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1

PRAC-TZ FACILITY EXIT QUESTIONNAIRE
COVERSHEET

Interviewer Name
District 1 Korogwe

2 Muheza
Health care facility (District Hospital, health center, 

dispensary)
Facility name 1 Bungu

2 Magoma
3 Magunga Hospital
4 Mombo
5 Bulwa
6 Mkuzi
7 Teule Hospital
8 Tongwe

ID number (district code + interviewer code + 
respondent code)
Interview date & starting time (AUTOMATIC STAMP)
Interview ending time (AUTOMATIC STAMP)

INTRODUCTION
“Hello my name is…and I am working with Ifakara Health Institute and Columbia University in the United 
States. The reason I am here is because we are conducting a survey on health in Tanga region and I would 
like to ask a few questions of women who have given birth in this health care facility. I will be asking for 
basic information about yourself, your household, and your health. I will also ask questions about your use 
of health care in general and about your experiences with child delivery. Let me assure you that whatever 
information is give to me will not be shared with anyone and will only be used for research purposes.”

ELIGIBILITY
I would like to ask you some questions to find out if you are eligible to participate:

1. How old are you? 1 15 years or older  GOTO 2
2 Younger than 15  Not eligible

2. Did you give birth during this stay at [health care 
facility]?

1 Yes  GOTO 3
2 No  Not eligible

CONSENT
I am going to read you a document that explains this study. Please stop me at any point and ask 
questions if anything is unclear. When I finish reading, I am going to ask you to sign your name to 
show you understand the study and agree to participate.

[READ CONSENT FORM AND CONDUCT CONSENT PROCESS]
3. Has the respondent agreed to participate in the 

community follow-up survey?
1 Yes
2 No
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4. Has the respondent agreed to participate in this 
survey?

1 Yes  GO TO 5
2 No  END INTERVIEW

Thank you, we will now begin the survey

A. Demographics

Now, I would like to ask you some questions about yourself and your health.

5. What village do you live in? OPEN FIELD 
88 DK
99 NR/RF

6. How long have you been living continuously in 
(name of village)?

NUMERIC (years; if less than 1 
year record ‘00’)
88 DK
99 NR/RF

7. How old are you? NUMERIC 15+
88 DK
99 NR/RF

8. Have you ever attended school? 1 Yes
2 No  GOTO 11
99 NR/RF

9. What is the highest level of school you attended? 1 Education before primary 
2 Primary education
3 Training after primary 
4 Secondary education
5 Training after secondary
6 University and equivalents 
88 DK
99 NR/RF

10. What is the highest (grade/form/year) you completed 
at that level?

OPEN FIELD 
88 DK
99 NR/RF

11. What is your religion? 1 Muslim
2 Christian
3 Traditional
4 None
96 Other (specify)
88 DK
99 NR/RF

12. What is your marital status? 1 Never married
2 Currently married
3 Separated
4 Divorced
5 Widowed
6 Living with partners as if married
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88 DK
99 NR/RF

13. What is your occupation, that is, what kind of work 
do you mainly do?

1 Homemaker
2 Farming
3 Teaching
4 Business
5 Small sales
6 Crafts or trades work
7 Services (cleaning, hotel, waitress, 
etc)
8 Health work
9 Student
10 Not employed
96 Other (specify)
88 DK
99 NR/RF

14. How well do you read in Kiswahili? 1 Easily
2 With difficulty 
3 Not at all
88 DK
99 RF

15. How well do you write in Kiswahili? 1 Easily
2 With difficulty 
3 Not at all
88 DK
99 RF

16. Over the course of your life, how many births have 
you had including this one?

NUMERIC 
88 DK
99 NR/RF

17. Of all of your births, how many of your children are 
still alive?

NUMERIC 
88 DK
99 NR/RF

B. Household Characteristics

18. How many people live in your household, including 
men, women and children?

NUMERIC 
88 DK
99 NR/RF

19. Is the head of household a man or a woman? 1 Man  GOTO 21
2 Woman
88 DK
99 NR/RF

20. Are you the head of household? 1 Yes
2 No
88 DK
99 NR/RF

C. Asset Index
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21. What is the main source of water for members of 
your household?

1 Piped water
2 Water from open well
3 Water from covered well or 
borehole
4 Surface water
96 Other (specify)
88 DK
99 NR/RF

22. What kind of toilet facilities does your household 
have?

1 Flush toilet
2 Pit toilet/latrine/bush
3 No facility
96 Other (specify)
88 DK
99 NR/RF

23. Does your household have electricity? 1 Yes
2 No
88 DK
99 NR/RF

24. Does your household have a radio? 1 Yes
2 No
88 DK
99 NR/RF

25. Does your household have a television? 1 Yes
2 No
88 DK
99 NR/RF

26. Does your household have a telephone/mobile? 1 Yes
2 No
88 DK
99 NR/RF

27. Does your household have a refrigerator? 1 Yes
2 No
88 DK
99 NR/RF

28. What type of fuel does your household mainly use for 
cooking?

1 Main electricity
2 Bottled gas
3 Paraffin/kerosene
4 Charcoal
5 Firewood
6 Dung
7 Crop residuals
8 Solar
96 Other (specify)
88 DK
99 NR/RF
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29. What is the main material of your floor? 1 Natural floor (earth, dung)
2 Rudimentary floor (wood planks, 
palm)
3 Finished floor (polished wood, 
tiles, cement, vinyl)
96 Other (specify)
88 DK
99 NR/RF

30. What is the main material your walls are made of? 1 Grass
2 Poles and mud 
3 Sundried bricks
4 Baked bricks
5 Timber
6 Cement bricks
7 Stones
96 Other (specify)
88 DK
99 NR/RF

31. What is the main material your roof is made of? 1 Grass/leaves/mud
2 Iron sheets
3 Tiles
4 Concrete
96 Other (specify)
88 DK
99 NR/RF

32. How many rooms in your household are used for 
sleeping (including rooms outside the main 
dwelling)?

NUMERIC 
88 DK
99 NR/RF

33. Does any member of your household own a bicycle? 1 Yes
2 No
88 DK
99 NR/RF

34. Does any member of your household own a motor 
cycle or motor scooter?

1 Yes
2 No
88 DK
99 NR/RF

35. Does any member of your household own a car or 
truck?

1 Yes
2 No
88 DK
99 NR/RF

36. Does any member of your household own a bank 
account?

1 Yes
2 No
88 DK
99 NR/RF

37. How many meals does your household usually have 
per day?

NUMERIC 
88 DK
99 NR/RF
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38. How many mosquito nets does your household have? NUMERIC 
88 DK
99 NR/RF

D. Health History

Now I’m going to ask you about your health in the past.

39. In the last 12 months, how many times have you 
visited a health facility for yourself for any reason?

0
1-2
3-5
6-10
10 or more
88 DK
99 NR/RF

40. Overall in the last 12 months, how would you rate 
your health?

1 Very good
2 Good
3 Moderate
4 Bad
5 Very Bad
88 DK
99 NR/RF

41. In the last 12 months, have you felt seriously low-
spirited or depressed?

1 Yes
2 No
88 DK
99 NR/RF

42. From the time you were 15 years old, has anyone 
other than your husband/partner hit, slapped, kicked 
or done anything else to hurt you physically?

1 Yes
2 No
88 DK
99 NR/RF

43. Have you ever in your life been raped? By rape I 
mean being forced to have intercourse or perform 
sexual acts against your will by someone other than 
your husband.

1 Yes
2 No
88 DK
99 NR/RF

E. Past Service Utilization

Now I'm going to ask you some questions about your experiences with health care. I would 
like to remind you that your answers will be NOT be shared with anyone and that health 
workers here will not know how you responded. You may skip any questions you are not 
comfortable answering.

44. Overall, how satisfied are you with the way health 
care works in Tanzania?

1 Very satisfied
2 Somewhat satisfied
3 Somewhat dissatisfied
4 Very dissatisfied
88 DK
99 NR/RF



Version 6 Nov 2011

7

45. Did you see anyone for antenatal care (ANC) for this 
pregnancy?

1 Yes
2 No  GOTO 48
88 DK
99 NR/RF

46. How many antenatal care visits did you make for this 
pregnancy?

1 One
2 Two
3 Three
4 More than three 
88 DK
99 NR/RF

47. Where did you go for antenatal care (ANC) for this 
pregnancy? Please give me the name of the facility.

OPEN FIELD (facility name) 
88 DK
99 NR/RF

48. How many of all your deliveries were at your home 
or someone else’s home or somewhere else outside of 
a health facility?

NUMERIC 
88 DK
99 NR/RF

49. How many of your deliveries, including this one, 
were at a health facility? (LOGIC CHECK HERE 
THAT 48 and 49 add up to all deliveries)

NUMERIC 
88 DK
99 NR/RF

50. How many of your deliveries, including this one, 
were at this facility?

NUMERIC 
88 DK
99 NR/RF

51. Have you used this facility before this delivery for 
health care for yourself, your children or your 
spouse?

1 Yes
2 No GOTO 55
88 DK
99 NR/RF

52. Was your most recent visit to this facility before this 
delivery for yourself, your children, or your spouse?

1 Self
2 Children
3 Spouse
88 DK
99 NR/RF

53. What was the reason for you/ your child’s/your 
spouse’s most recent visit to this facility?

1 Illness
2 Accident
3 Check-up
4 Previous delivery
5 Antenatal care
96 Other (specify)
88 DK
99 NR/RF

54. Overall, taking everything into account, how would 
you rate the quality of care you/your children/your 
spouse received at this facility during that last visit?

1 Excellent
2 Very good
3 Good
4 Fair
5 Poor
88 DK
99 NR/RF
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F. Delivery Characteristics

Now I’m going to ask you some questions about your recent delivery in this health facility.

55. Why did you choose this facility to have your 
delivery? SELECT ALL THAT APPLY

1 Affordable
2 Close by
3 Transport available
4 Drugs and equipment
5 Type of health provider
6 Attitude of health provider 
7 Facility where usually go
8 Safer than home delivery/other 
facilities
9 Health worker recommended 
10 Referred by another facility 
96 Other (specify)
88 DK
99 NR/RF

56. Were you sent from another facility to this facility at 
any point before, during, or after labor? SELECT 
ALL THAT APPLY

1 Came directly to this facility (at 
onset of labour)
2 Came early to maternity waiting 
home at this facility
3 Came to this facility after laboring 
at home
4 Sent from dispensary to this 
facility
5 Sent from health center to this 
facility
6 Sent from hospital to this facility 
96 Other transfer (specify)
88 DK
99 NR/RF

57. How did you travel to this facility? Please tell me the 
methods you used. SELECT ALL THAT APPLY

1 Walked
2 Bicycle
3 Motorcycle
4 Bajaji
5 Car (personal or borrowed) 
6 Truck/lorry
7 Bus/train/other public 
transportation
8 Boat/canoe
9 Ambulance
10 Taxi
96 Other (specify)
88 DK
99 NR/RF
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58. Approximately how long did it take you to travel to 
this health facility?

1 Very long
2 Long
3 Not very long 
4 Not long at all 
88 DK
99 NR/RF

59. Did anyone come with you? SELECT ALL THAT 
APPLY

1 Mother
2 Father
3 Mother-in-law
4 Father-in-law
5 Husband
6 Child
7 Other relative
8 Friend
9 TBA
10 By myself
96 Other (specify)
88 DK
99 NR/RF

60. Did you receive a delivery pack or kit from any 
health program to be used for your delivery?

1 Yes
2 No
88 DK
99 NR/RF

61. What was the color of the uniform of the person who 
delivered/caught your baby?

OPEN FIELD 
88 DK
99 NR/RF

62. Was the main person who conducted your delivery 
male or female?

1 Male
2 Female
88 DK
99 NR/RF

63. How many days have you been in the hospital? NUMERIC hours 
NUMERIC days 
88 DK
99 NR/RF

64. Did you experience any of the following 
complications during or after your delivery? ALL 
THAT APPLY

1 Extreme pain
2 High blood pressure 
3 Seizures
4 Blurred vision
5 Severe headaches
6 Swelling in hands/feet
7 Baby was in distress/too large
8 Long labor (more than 12 hours) 
9 Excessive bleeding
10 Infection (fever)
96 Other complications (specify) 
97 experienced no complications
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88 DK
99 NR/RF

65. Did you receive any of the following around the time 
of your delivery? SELECT ALL THAT APPLY

1 Antibiotics or any other drugs by 
drip
2 Injection or pill to stop 
bleeding/contract uterus after baby 
was born
3 Manual removal of placenta or 
removal of retained products
4 Blood transfusion
5 Caesarean section (operation)
6 Vacuum extraction (suction to pull 
baby out)
88 DK
99 NR/RF

66. (OBSERVE – if mother is holding the baby, do not 
ask, select not applicable) Was the baby born alive? 
PROBE: Did the baby cry, move or breathe when it 
was born?

1 Yes
2 No  GOTO 70
77 Not applicable
88 DK
99 NR/RF

67. Did your baby experience any of the following 
complications after delivery? SELECT ALL THAT 
APPLY

1 Trouble breathing after delivery 
2 Infection
3 Trouble feeding
4 Jaundice
96 Other complications (specify) 
97 No complications
88 DK
99 NR/RF

68. (OBSERVE – if mother is holding the baby, do not 
ask, select Yes) Is the baby still living?

1 Yes
2 No  GOTO 70
88 DK
99 NR/RF

69. Is the baby going home with you? 1 Yes
2 No
88 DK
99 NR/RF

Now we would like to know about the costs associated with your delivery. How much did 
you pay for each of the following?  Please tell us all fees, even ones that are not official.

70. Doctor’s/nurse’s fees (official and unofficial) NUMERIC 
88 DK
99 NR/RF

71. Drugs NUMERIC 
88 DK
99 NR/RF

72. Supplies (please include delivery kits, gloves, soap, 
etc.)

NUMERIC 
88 DK
99 NR/RF
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73. Medical tests/x-rays NUMERIC 
88 DK
99 NR/RF

74. Transport NUMERIC 
88 DK
99 NR/RF

75. Maternity waiting home NUMERIC 
88 DK
99 NR/RF

76. Food NUMERIC 
88 DK
99 NR/RF

77. Other (specify) NUMERIC 
88 DK
99 NR/RF

78. Did you have to borrow money or sell something to 
afford the costs (including transport) of delivery?

1 Yes
2 No
88 DK
99 NR/RF

G. Perceived Quality and Satisfaction

I would like to ask you some more questions about how satisfied you were with your 
experience in this health facility. Please remember that nothing you tell us will be shared 
with the health facility, and your responses will not affect health care for you or your 
children in the future.

79. Overall, how satisfied are you with your experience 
during this delivery?

1 Very satisfied
2 Somewhat satisfied
3 Somewhat dissatisfied
4 Very dissatisfied
88 DK
99 NR/RF

80. How would you rate the knowledge and competence 
of health workers at this facility for this delivery?

1 Excellent
2 Very good
3 Good
4 Fair
5 Poor
88 DK
99 NR/RF

81. How would you rate the respect the providers showed 
you at this facility for this delivery? By respect I 
mean being treated with the care and attention you 
deserve.

1 Excellent
2 Very good
3 Good
4 Fair
5 Poor
88 DK
99 NR/RF
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82. How would you rate the availability of drugs, 
supplies, and medical equipment at this facility for 
this delivery?

1 Excellent
2 Very good
3 Good
4 Fair
5 Poor
88 DK
99 NR/RF

83. How would you rate the communication skills of the 
providers at this facility? By this, I mean, how well 
did they explain things to you during your labor and 
delivery.

1 Excellent
2 Very good
3 Good
4 Fair
5 Poor
88 DK
99 NR/RF

84. Overall, taking everything into account, how would 
you rate the quality of care you received at this 
facility for this delivery?

1 Excellent
2 Very good
3 Good
4 Fair
5 Poor
88 DK
99 NR/RF

H. Experience of Disrespect or Abuse

Some women tell us that when they give birth they are treated poorly or with disrespect. We 
would like to know how common this problem is, so we would like to ask you about your 
own experiences with childbirth. There are no right or wrong answers to these questions. It is 
only important to us that we understand your experiences. Nothing you tell us will be linked 
to your name, your children’s names, or the ability of you or your family members to access 
health care in the future. Some of these questions may be upsetting or stressful. As I said 
before, you can skip any question you are not comfortable answering, and you can stop the 
interview at any point.

85. At any point during your stay in this facility for this 
delivery were you treated in a way that made you feel 
disrespected?

1 Yes
2 No  GOTO 87
88 DK
99 NR/RF

86. What exactly happened?

Now we’re going to read you a list of things that sometimes happen to women who have 
given birth in a facility. For each of these things, please tell me if you have 1) experienced it 
during your recent delivery at this facility, 2) witnessed it done to other women delivering in 
this facility, 3) heard about it done to other women during delivery at any facility, or 4) none 
of the above. Please keep in mind we are talking about this delivery and not your past 
deliveries.
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Non-confidential care
87. Health providers discussed patient’s private health 

information in a way that others could hear

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

88. Health providers shared patient’s private health 
information with others without patient’s consent

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

89. Patient’s body seen by other people (apart from 
health providers) during delivery

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

Non-dignified care
90. Health providers shouting at or scolding patient 

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

91. Health providers suggesting or asking for a bribe or 
informal payment for better care

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

92. Health providers threatening to withhold treatment 
because patient could not pay or did not have 
supplies (including delivery kit)

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

93. Health providers threatening patient for any other 
reason

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 R/RF

94. Health providers making negative or disparaging 
comments about the patient

1 Experienced
2 Witnessed
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SELECT ALL THAT APPLY
3 Heard about
4 None of the above 
88 DK
99 NR/RF

95. Health providers ignoring or abandoning patient
when in need or when she called for help

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

96. Delivered without any assistance 1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

Non-consented care
97. Tubal ligation (tying of the fallopian tubes) without 

her permission

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

98. Caesarean section without patient or her relatives’ 
permission
SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

99. Hysterectomy (getting your uterus removed) without 
patient or her relatives’ permission

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

Physical Abuse
100. Hitting, slapping, pushing, pinching or otherwise 

beating patient

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

101. Health providers sexually harassing patients or 
making sexual advances (for example, inappropriate 
touching or sexual comments that make you feel 
uncomfortable)

1 Experienced
2 Witnessed
3 Heard about
4 None of the above



Version 6 Nov 2011

15

88 DK
99 NR/RF

102. Rape. By rape I mean being forced to have 
intercourse or perform any other sexual acts against 
your will by someone other than your husband.

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

103. Not providing anesthesia for the stitching of 
episiotomy (cutting to widen the birth canal)

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

Discrimination
104. Patients treated poorly because of social class, 

poverty

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

105. Patients treated poorly because of ethnicity, religion, 
tribe

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

106. Patients treated poorly because of age, marital status, 
health status

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

107. (If answered 1-3 for #s 104-106) What happened?

Detention
108. Woman or baby not allowed to leave the hospital due 

to failure to pay

SELECT ALL THAT APPLY

1 Experienced
2 Witnessed
3 Heard about
4 None of the above 
88 DK
99 NR/RF

Other
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109. Did anything else disrespectful happen to you that we 
didn’t ask about?

1 Yes
2 No GOTO 111
88 DK
99 NR/RF

110. What exactly happened?

Reaction to abuse
FOR QUESTIONS 111-113, ASK ONLY IF RESPONDENT EXPERIENCED 1 OR MORE ABUSE 
EVENT [RESPONSE IS 1 FOR ANY OF THE FOLLOWING QUESTIONS: 87, 89-106, 108-109] 
IF NONE, SKIP TO 114.

111. For the majority of your experiences of disrespect 
that you told us about, was the abuser male or 
female?

1 Male
2 Female
3 Both male and female 
88 DK
99 NR/RF

112. Now for your experiences we talked about above, I 
would like to know how you reacted. Did you or 
anyone on your behalf: take no action, complain to 
the nurse/doctor in charge or other staff person, or 
formally file a complaint?
SELECT ALL THAT APPLY

1 Took no action
2 Complained to the nurse/doctor in 
charge or other staff person
3 Formally filed a complaint 
96 Other (specify)
88 DK
99 NR/RF

113. Now, I would like to know how severe the abuse that 
you experienced was.  Can you tell me how severe 
the experiences that we talked about were to you?

1 Mild
2 Moderate
3 Severe
4 Extreme
88 DK
99 NR/RF

114. I know some of the questions I just asked may have 
been upsetting. We are almost finished with this 
survey. Would you like to take a short break from 
answering questions? [If yes, wait a few minutes] Is it 
alright if we continue with the survey?

1 Yes  GOTO 115
2 No  TERMINATE SURVEY

I. Looking Forward

Thank you. Now I would like to ask you about your plans to choose health care facilities in 
the future.

115. Do you plan to have more children? 1 Yes
2 NoGOTO 120
88 DK
99 NR/RF

116. Where do you plan to deliver your next child? 1 Same facilityGOTO 118 
2 Another facility (specify)
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3 Your Home
4 Other Home
96 Other (specify)
88 DK
99 NR/RF

117. Why do you not want to deliver your next child at 
this facility?

OPEN FIELD 
88 DK
99 NR/RF

118. Now I am going to read you a list of things that might 
influence your decision about where to deliver your 
next child. Please tell me which is the most important 
to you.

1 Short waiting time to see doctor 
2 Short distance to facility
3 Facility is clean
4 Being treated with respect
5 Provider is 
competent/knowledgeable 
6 Confidentiality/privacy
7 Good supply of medicines
8 Affordable cost of treatment
9 Being able to choose health care 
provider
96 Other (specify)
88 DK
99 NR/RF

119. How much will your experiences during this delivery 
influence your decision on where to deliver in the 
future?

1 A lot
2 Somewhat
3 Very little 
4 Not at all 
88 DK
99 NR/RF

120. How likely are you to recommend this facility to 
other women for delivery?

1 Very likely
2 Somewhat likely
3 Somewhat unlikely 
4 Not at all likely
88 DK
99 NR/RF

121. How likely are you to recommend this facility to 
others for general health services?

1 Very likely
2 Somewhat likely
3 Somewhat unlikely 
4 Not at all likely
88 DK
99 NR/RF

122. How likely are you to bring your child/children to 
this facility for health care in the future?

1 Very likely
2 Somewhat likely
3 Somewhat unlikely 
4 Not at all likely
88 DK
99 NR/RF
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123. If you were a manager and could choose to do one 
thing to improve the care women get in this facility 
for childbirth, what would it be?

1 Shorten waiting time to see doctor 
2 Improve skills of doctors/nurses
3 Clean facility
4 Improve respect of doctors/nurses 
toward patients
5 Improve confidentiality/privacy 
6 Improve supply of medicines
7 Reduce cost of treatment
8 Improve women’s ability to 
choose a health care provider 
96 Other (specify)
88 DK
99 NR/RF
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Respectful Maternity Care and Maternal Mental
Health are Inextricably Linked
This blog was  in the New Security Beat blog of the Wilson Center’s Environmental Change and Security

Program.

A positive birth experience is not a luxury, but a necessity, said Hedieh Mehrtash, consultant for the Department of Sexual and Reproductive Health and

Research at the World Health Organization (WHO), at a panel during the  hosted by the United States

Agency for International Development’s (USAID) , in collaboration with  and the 

. 

Much is still unknown about the connections between  and maternal mental health outcomes, said Patience Afulani, Assistant

Professor at the University of California, San Francisco. Nevertheless, existing research indicates that women who have negative birth experiences are

at higher risk of developing post-traumatic stress disorder, postpartum depression, and other perinatal mental health issues. “When women are treated

in a way that is responsive to their needs, their preferences, and values; when providers are compassionate and respectful and supportive, 

,” she said. “They feel satis�ed. They feel valued. They feel empowered, which promotes positive emotional health.”

There is a complex “cyclic relationship” between respectful maternity care and maternal mental health, said Afulani. For example, due to provider

discrimination, women with pre-existing mental health issues may be more likely to have negative birth experiences. Negative birth experiences may

originally published by Sara Matthews
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MOMENTUM Country and Global Leadership WHO United Nations

Population Fund
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also deter women from seeking care in the future, making it less likely that mental health issues will be properly identi�ed and addressed, she said.

Although supporting mothers and parents is incredibly important, “ , said Mary Ellen Stanton, Senior Maternal

Newborn Health Advisor at USAID. Partially due to provider burnout, health care workers often lack the role models, skills, and resources needed to

provide the highest standard of respectful care, said Charity Ndwiga, Program Of�cer III in the Reproductive and Maternal Health Program at the

Population Council. When providers are burnt out, they are less able to communicate with and listen to patients. This damages the patient-provider

relationship and can worsen health outcomes. In light of this reality, , said Ndwiga.

Developing measurement tools is a crucial next step, said the panelists. Concerns about the impact of respectful maternity care on maternal mental

health outcomes are widespread but evidence remains fairly anecdotal, said Dr. Mary Sando, Chief Executive Of�cer of the Africa Academy of Public

Health. More research will help stakeholders “name and frame” the problem and determine its extent. This knowledge can then be used to develop

solutions and inform implementation strategies, she said. For this to happen, research tools need to be consolidated, validated, and standardized, said

Mehrtash. Tools must also be critically examined based on the context in which they are being employed, especially given that most mental health

instruments were developed in high-income countries and are now being imported to low- and middle-income settings, said Afulani.

Nevertheless, this pursuit of further evidence does not preclude present action, said Afulani. We cannot wait until we have perfect measurement tools

in place before beginning to think about the mechanisms driving provider stress and poor maternal outcomes, she said. Instead, stakeholders must

recognize the ways in which research and advocacy can support each other and pursue the two in tandem, said Stanton. “Women will tell their stories,

while the research provides a growing body of evidence about what works in different environments. That will encourage policymakers and healthcare

providers and society at large to tackle these problems with skill, compassion, and respect.”

Learn more about perinatal mental health at the Wilson Center’s Maternal Health Initiative’s upcoming event: 

.

Read More

Sources

About the Author

Sara Matthews is a Kimpton Fellow working with the Wilson Center’s Maternal Health Initiative and Of�ce of Scholars and Academic

Relations. Sara graduated from the University of Chicago with a B.A. in Public Policy Studies with a specialization in Human Rights in June

2020. Sara is particularly interested in how socioeconomic factors interact with and impact health, especially among historically

marginalized populations. During her undergraduate career, she interned with FosterClub, where she worked on a policy campaign

promoting health care access for former foster youth, and she wrote her honors thesis on the intersections between housing status and

health outcomes among chronically homeless populations. In the future, Sara hopes to work at the intersection of research and policy to

promote more equitable health outcomes for all.

 

caring for the carers” is also essential

interventions need to target both mothers and providers

Maternal Mental Health: Providing Care

and Support in the Perinatal Period

pandemic response and recovery

maternal mental health, gender-based violence, and COVID-19

Empowering women

Published

September 15, 2021

Authors

Sara Matthews

Submitted by



How Implicit Bias Contributes to Racial Disparities
in Maternal Morbidity and Mortality in the United States

Bani Saluja, MPH1 and Zenobia Bryant, PhD2

Abstract

Over the past two decades, maternal mortality rates have declined around the world. In the United States, however,
700 women die each year as a result of pregnancy or delivery complications. This represents a 50% increase in the
U.S.maternalmortality rate over the same time period. According to the Centers for Disease Control and Prevention
(CDC), the pregnancy-related mortality ratios vary significantly by race, with White women experiencing 13.0
deaths per 100,000 births, compared with 42.8 deaths per 100,000 births for Black women, from 2011 to 2015.
Multiple studies suggest that implicit bias—defined as the attitudes or stereotypes that affect our understanding,
actions, and decisions in an unconscious manner—is most likely a contributing factor to this alarming racial health
disparity. The failure to recognize the pain of African American patients, regardless of whether it is conscious or
unconscious, has the potential to affect the way obstetrician/gynecologists counsel patients about treatment options
when it comes to chronic conditions, contraception, vaginal birth after cesarean delivery, and the management of
fibroids. In this article, we will review implicit bias and the impact it can have on health care and health disparities.

Keywords: maternal morbidity, maternal mortality, implicit bias, racism

Introduction

Over the past two decades, maternal morbidity and
mortality (MMM) rates have declined around the world.

However, MMM rates have been increasing steadily in the
United States—the only developed country in which this has
occurred.1 Each year,*700 women die because of pregnancy
or delivery complications in the United States, but approxi-
mately three in five pregnancy-related deaths could have been
prevented.2 Furthermore, pregnancy-related mortality rates
vary significantly by race. According to data from the Centers
for Disease Control and Prevention (CDC) National Pregnancy
Mortality Surveillance System (PMSS) spanning 2007–2016,
White women experienced 12.7 deaths per 100,000 births
compared with 40.8 deaths per 100,000 births for Black
women.3 Understanding what contributes to this racial divide
in maternal health outcomes is of vital importance because it
can illuminate where and how to tackle such a multifaceted
issue and focus the scope of public health prevention programs.

Decades of research indicate that this serious U.S. public
health problem involves structural racism and its negative ef-
fects on the minds and bodies of all racial groups, especially
people of color.4 Structural racism refers to the summative
ways in which societies foster racial discrimination through
mutually reinforcing systems such as housing, education,
media, employment, and health care.5 Today, an imbalance of
inherited resources and persisting discrimination restrict the
access of many Americans of color to better jobs, quality ed-
ucation, political power, healthy neighborhoods, and quality
health care.4 As a result, implicit, discriminatory attitudes, and
behaviors have permeated the U.S. health care system and
likely are a powerful contributing factor to the high negative
maternal health outcomes experienced by Black women.

What Is Implicit Bias?

Implicit bias is different from overt and intentional dis-
crimination and develops early in life from exposure to
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repeated reinforcement of stereotypes perpetuated by struc-
tural discrimination.6 The mere existence of cultural ste-
reotypes regarding certain social or racial groups has the
potential to influence one’s behavior toward individuals
from the stereotyped group.6 Implicit bias is defined as
thoughts and feelings that exist outside of conscious
awareness and subsequently can affect human understand-
ing, actions, and decisions unknowingly.7,8 These biases
cause attitudes about other people based on personal char-
acteristics, including, but not limited to, age, race, and
ethnicity.8 Because implicit bias is unconscious, it can be
difficult to measure, and actions resulting from it often are
challenging to recognize and control.7

Measuring Implicit Bias

Implicit bias cannot be measured well with standard (self-
report) survey questions.9 Themost common tool used to assess
implicit bias is the Implicit Association Test (IAT). This tool is
available online and is a computerized, timed dual categori-
zation task that measures implicit preferences by bypassing
conscious processing.6,8 The IAT has been used in hundreds
of studies across a variety of disciplines, including psychology,
health, political science, and market research.9 Demonstra-
tions of the IAT can be found at https://implicit.harvard.edu.

Implicit Bias, Health Care Providers,
and Maternal Health

Implicit bias is directly correlated with lower quality of
care for patients and may be activated under stressful
working conditions.7,10 The potential influence of implicit
bias is especially relevant in settings that are prone to
overload or high stress. These environments include emer-
gency departments or labor and delivery settings, where
relying on automatic or unconscious processes to execute
medical decision making quickly becomes essential. How-
ever, such automatic processes also are likely to activate
stereotypes and unconscious beliefs.8 In addition, cognitive
stressors, such as overcrowding and the demand to care for
more patients during a shift, are associated with an increase in
implicit bias.11

Although the medical profession strives for equal treatment
of all patients, racial disparities in health care are prevalent.6

Racial disparities exist because implicit bias affects health care
providers’ perceptions and decisions, creating inequalities in
access, patient–provider interactions, treatment decisions, and
health outcomes.4,12 Even when health care providers do not
display explicit discrimination, implicit biases still exist.4 A
2012 study found that, after adjusting for medically necessary
procedures, cesarean deliveries were more common among
Black and Latina women than White women. Cesarean deliv-
eries lead tomore negative health outcomes for bothmother and
baby; research on obstetric care increasingly considers rising
C-section rates to be a source ofMMM. Three of the six leading
causes of maternal mortality are associated with cesareans:
hemorrhage, complications of anesthesia, and infection.13

Moreover, many health care providers struggle to ac-
knowledge the impact of personal implicit bias on how they
care for their patients.14 A study conducted by the Society for
Maternal Fetal Medicine showed inconsistency between
clinicians’ willingness to acknowledge disparities in their
practice and their consideration of implicit bias. In fact, 84%

of respondents agreed that disparities affect their practice, but
only 29% believed that personal biases influenced their
ability to care for patients.8

Furthermore, some health care providers still hold false
beliefs about biological differences between Black andWhite
individuals that increase implicit bias. These beliefs include
ideas that Black people have less sensitive nerve endings,
thicker skin, and stronger bones.15 The presence of these beliefs
causes health care providers to rate Black patients’ pain lower
and results in less-appropriate treatment recommendations.15

Specifically regarding pain management, Rust et al. found sig-
nificant racial/ethnic differences in the rates of epidural anal-
gesia. Minorities, specifically Black non-Hispanic and Hispanic
patients, had significantly lower rates of epidural analgesia.16 As
a result, health care provider bias, although unintentional and
often unrecognized, does lead to mistrust in the health care
system and poor patient satisfaction from people of color.17

In a comprehensive report entitled Birth Settings in Amer-
ica: Outcomes, Quality, Access, and Choice by the National
Academies of Sciences, the authors reference the Listening to
Mothers III survey, which found that approximately one in five
Black and Hispanic women experienced mistreatment from
hospital-based care providers because of their race, ethnicity,
cultural background, and/or language.18 As reported in an ar-
ticle published in 2018, anthropologist Dana-Ain Davis ana-
lyzed the birth stories of Black women living in the United
States. These birth stories describe various forms of mal-
treatment during medical encounters while they were pregnant
or during labor and delivery. Consequently, some women
avoided the hospital if possible and utilized midwives and
doulas for home or birth center services.19

The Effects of Implicit Bias
on Patient–Provider Communication

In addition to its potential impact on medical decision
making, implicit bias also can affect how providers com-
municate with patients. Studies found that people of color are
more likely to report lower satisfaction with health care
provider interactions.7 Subtle racial biases may be expressed
in such ways as approaching patients with a condescending
tone that decreases the likelihood that patients will feel heard
and valued by their providers or recommending different
treatment options for patients based on assumptions about
their treatment adherence capabilities or presumed health
conditions.7 Consistent and robust evidence shows that health
care providers who exhibit higher implicit bias demonstrate
higher verbal dominance in their communication styles and
less interpersonal treatment.11 Subsequently, patients of
these providers report poorer satisfaction ratings and greater
difficulty understanding or following recommendations,
which can perpetuate biases held by the provider.11 This is a
vicious cycle that highlights the importance of improved
communication and the need for health care providers to be
aware of their own implicit biases.

The actions of providers and their interactions with patients
are highly associated with racial disparities in women’s expe-
rience of trauma during birth. In the United States, 30% of
Black andHispanic womenwho delivered in hospitals reported
provider mistreatment, whereas only 21% of White women
reported provider mistreatment.12 The perceived dismissals
women felt of legitimate concerns and symptoms, such as
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preeclampsia and hypertension, can help explain the existence
of poor birth outcomes even for Black women with the most
advantages, such as high income and advanced education.20

Opportunities for Intervention

Efforts to resolve racial disparities in maternal health are
constrained by two main challenges: (1) lack of reliable data
on patient identity (including race, ethnicity, native country,
and language) and (2) limited patient and staff education on
the best practices for collecting information related to iden-
tity.8 The improvement of cultural humility programming for
health care providers is increasingly emphasized. Cultural
humility goes beyond cultural competency and is defined as a
life-long commitment to self-evaluation and self-critique in
an effort to address power imbalances and advocate for
others.21 Practicing cultural humility mitigates implicit bias,
promotes empathy, and aids health care providers in ac-
knowledging and respecting patients’ individuality.21 Cul-
tural humility principles emphasize that providers should aim
to connect with patients instead of assuming expertise on the
patient’s race, culture, or ethnicity and how those relate to the
patient’s health.21 Efforts to incorporate awareness of im-
plicit bias in medical and nursing school and residency
training programs are important steps in training the next
generation of health care providers to treat patients and
families with respect and provide high-quality care to an
increasingly diverse patient population.

Evidence also shows that mindfulness interventions are
effective at reducing implicit bias. Mindfulness-based prac-
tices can offer additional benefits to health care providers,
including decreasing burnout and improving empathy and
well-being.11 In one successful intervention, after completing
a baseline IAT and an educational program about the impact of
implicit bias on discriminatory behaviors, participants were
trained on how to apply several bias-reduction strategies to
everyday practice. These strategies included (1) stereotype
replacement, in which individuals were trained to recognize
stereotypes being perpetuated in society andwithin themselves
and how to replace them with nonstereotypic responses; (2)
counter-stereotypic imaging, in which individuals imagine
someone from a marginalized group who does not fulfill
commonly believed stereotypes about that group; (3) indi-
viduation, inwhich individuals try to get to know someone else
and focus on their individual characteristics, instead of their
group-based characteristics; and (4) perspective taking, in
which individuals consciously assess a situation from the
viewpoint of another racial group. Furthermore, health care
providers should actively seek out as many opportunities for
cross-cultural contact as possible throughout their career.11

As for opportunities regarding patient empowerment, pa-
tients who read their clinical notes through online patient
portals report that doing so engages them actively in their
care, improves their sense of control over their health, and
enhances safety, especially among minority patients.22

Qualitative research also suggests that reading their clinical
notes can help patients feel listened to, validated, and un-
derstood.22 Open notes may increase trust between patients
and clinicians, reduce transmission of biases, and increase
patient engagement. Also, patients should be given infor-
mation to make informed decisions about continuing or
ending a relationship with a provider; expecting mothers are

not obligated to remain with a health care provider
throughout a pregnancy and should be encouraged to find the
right fit, particularly early in the pregnancy.19

Additionally, hospital systems can implement mandatory
MMM reviews, which help to identify areas of substandard
care that need improvement.14 If conducting a systematic,
multidisciplinary review of all cases of maternal death and
severe morbidity and establishing a mechanism to dissemi-
nate knowledge gained from those reviews became standard
practice, then hundreds of lives could be saved.

Furthermore, the disparities of any condition, let alone
maternal health, cannot be discussed without also discussing
the system-level factors that may contribute to them. An
important system-level factor that impacts clinical care is the
availability of transportation to in-person visits. Cab vouch-
ers or other transit programs may help with this barrier. The
frequency of scheduled in-person visits poses another chal-
lenge; innovations in telehealth may assist in improved
patient-centered care. Also, for women who do not speak
English, failures in adequate communication also can con-
tribute to maternal health disparities. Increasing the avail-
ability of interpreter services, both in person and on the
phone, could support improvements in this area.14

Conclusion

To reiterate, most pregnancy-related deaths can be pre-
vented; all levels of the social/ecological model should be
considered together when examining racial disparities in
health care. Further identification and evaluation of factors
contributing to racial disparities is crucial to informing and
implementing prevention strategies that will effectively re-
duce disparities in pregnancy-related mortality, including
strategies to improve women’s health and access to quality
care in all maternal phases: preconception, pregnancy, and
postpartum.3 We recognize that addressing this complex
national problem requires coordination and collaboration
among patients, families, health care providers, community
organizations, hospitals, health systems, and policymakers.3

We believe the interdisciplinary work can be done, but in-
dividual implicit bias and the deep impact of structural racism
must be acknowledged and accepted before real progress can
be made in reducing racial disparities in maternal mortality
and decreasing maternal deaths overall in the United States.
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Black women in the USA face significant inequities in maternal
mortality and morbidity. They die from pregnancy-related deaths at
a rate three to four times higher than white women, [1] and are more
likely to experience severe maternal morbidity (SMM), life-threaten-
ing complications caused or exacerbated by pregnancy, in the ante-
partum, intrapartum, and postpartum periods. [2] These inequities
not only stem from socioeconomic factors affecting access to and
quality of care, but are also linked to the stresses of racism—individ-
ual and institutional—and their long-term physiological implications.
[3] Additionally, implicit and explicit biases in health care can influ-
ence whether Black women attend postpartum visits and could, in
part, explain these racial disparities. [4,5]

However, there is hope—and an imperative to address these
inequities—in that over 60% of pregnancy-related deaths in the USA
are preventable. [1] Current legislation such as the Mothers and New-
borns Success Act, introduced in the US Senate, is investing in impor-
tant research and funding programs improving maternal care access.
The bill supports the US Centers for Disease Control and Prevention’s
Levels of Care Assessment Tool, which analyzes the level of maternal
care in hospitals to inform how they can better meet the needs of
communities they serve. It also creates a National Maternal Health
Research Network for clinical, epidemiological, and community-
based research on maternal mortality, SMM, and the systemic issues
that drive racial inequities. For postpartum care, which is especially
crucial for women at risk of SMM, the bill establishes a program to
identify and implement best practices. [6]

Yet, research on racial bias in clinical settings and numerous sto-
ries of Black women experiencing complications after childbirth
despite having access to quality care make clear that eliminating the
racial inequities of maternal mortality and SMM requires more than
just addressing care access. They necessitate a deep look into how
implicit and explicit biases in health care put the lives of Black

women at risk. The examples of two Black women, Dr. Shalon Irving,
a highly educated epidemiologist, and Serena Williams, the famed
tennis star, show that these issues are tied to biases. [7] Both women
died or nearly died from pregnancy-related complications despite
showing symptoms of complications they were at high risk for and
reporting these symptoms to health care providers. Indeed, evidence
demonstrates that racial inequities transcend education level and
wealth. In New York City, Black women with college educations or
higher experienced SMM at a rate of 333�0 per 10,000 deliveries as
compared to 137�7 per 10,000 deliveries for white women who did
not complete high school. [8] These data, in addition to well-docu-
mented biases that pervade health care, [9] illustrate the need for sol-
utions tackling implicit bias in clinical training and practice to reduce
inequities. Two solutions are actionable and have shown promise.

First, clinical checklists prompting providers to act—through
screenings, surveillance, or interventions—if Black women report,
show, or are at high risk for symptoms that often portend health
emergencies would ensure Black women receive care at hospitals
that adheres to particular standards, limiting room for bias. Address-
ing potential health emergencies through standardized surveillance
and protocols that require thorough examination of reported signs or
symptoms can help eliminate delayed or overlooked diagnosis and
treatment, areas where implicit biases undermine Black women’s
concerns. Quality improvement initiatives in maternal care have
effectively reduced mortality, [3,10] so should similar efforts
designed to rid bias from the care Black women receive.

Second, expanding implicit bias training and education in clinical
settings is critical to promote awareness of how bias affects care and
puts Black women’s lives at risk. In many ways, racism is embedded
in medical education and practice, and racialized constructions of
pain tolerance, for example, affect how, when, and whether pain is
treated in Black patients—with direct implications in maternal care.
Far too often, these perceptions influence how soon Black women
receive needed care; dispelling them and educating providers on
how they affect care is crucial.
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Racial disparities in health care are systemic at their core, and
they require truly comprehensive approaches. In the cases of mater-
nal mortality and SMM, measures reducing barriers to quality care
access and confronting structural factors that wear on the day-to-day
lives of Black women are essential. Though we least expect racial
inequities to be exacerbated in health systems and clinical settings,
they nonetheless are. Eliminating inequities and ensuring the health
of Black women therefore demand targeting the implicit and explicit
racial biases in these settings that endanger their lives.
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Quick Safety 23: Implicit bias in
health care
“Of all forms of inequity, injustice in health care is the most shocking

and inhuman.” 

— Martin Luther King, Jr., National Convention of the Medical

Committee for Human Rights, Chicago, 1966

 
Issue: 
On the eve of the 15th anniversary of two seminal reports from the

Institute of Medicine (IOM) – Crossing the Quality Chasm  and

Unequal Treatment  – we �nd that racial and socioeconomic

inequity persists in health care. In Crossing the Quality Chasm, the

IOM stressed the importance of equity in care as one of the six

pillars of quality health care, along with ef�ciency, effectiveness,

safety, timeliness and patient-centeredness. Indeed, Unequal

Treatment found that even with the same insurance and

socioeconomic status, and when comorbidities, stage of

1
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presentation and other confounders are controlled for, minorities

often receive a lower quality of health care than do their white

counterparts.

 

Professor Margaret Whitehead, head of the World Health

Organization (WHO) Collaborating Centre for Policy Research on

Social Determinants of Health, perhaps provides the most intuitive

and clear de�nition of health inequalities (the term used in most

countries, where it is generally assumed to refer to socioeconomic

differences in health). She de�nes health inequalities as health

differences that “are not only unnecessary and avoidable but, in

addition, are considered unfair and unjust.” She also states that

“equity in health implies that, ideally, everyone should have a fair

opportunity to attain their full health potential and, more

pragmatically, that no one should be disadvantaged from achieving

this potential, if it can be avoided.”

 

There is extensive evidence and research that �nds unconscious

biases can lead to differential treatment of patients by race, gender,

weight, age, language, income and insurance status. The purpose of

this issue of Quick Safety is to discuss the impact of implicit bias on

patient safety. Bias in clinical decision-making does result in overuse

or underuse problems that can directly lead to patient harm. 

 
What is “implicit bias?”
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Implicit (subconscious) bias refers to the attitudes or stereotypes

that affect our understanding, actions and decisions in an

unconscious manner.  These biases, which encompass both

favorable and unfavorable assessments, are activated involuntarily

and without an individual’s awareness or intentional control.

 

In 1995, Anthony Greenwald and M.R. Benaji hypothesized that our

social behavior was not entirely under our conscious control.

According to their study, the concept of unconscious bias (hidden

bias or implicit bias) suggests that “much of our social behavior is

driven by learned stereotypes that operate automatically – and

therefore unconsciously – when we interact with other people.”

 

Hidden bias tests measure unconscious, or automatic, biases. An

individual’s willingness to examine their own possible biases is an

important step in understanding the roots of stereotypes and

prejudice in our society. The ability to distinguish friend from foe

helped early humans survive, and the ability to quickly and

automatically categorize people is a fundamental quality of the

human mind. Categories give order to life, and every day, we group

other people into categories based on social and other

characteristics. This is the foundation of stereotypes, prejudice and,

ultimately, discrimination. 

 

Once learned, stereotypes and prejudices resist change, even when

evidence fails to support them or points to the contrary. People will

embrace anecdotes that reinforce their biases, but disregard

13

14

15



8/17/23, 8:14 AM Quick Safety 23: Implicit bias in health care | The Joint Commission

https://www.jointcommission.org/resources/news-and-multimedia/newsletters/newsletters/quick-safety/quick-safety-issue-23-implicit-bias-in-health-ca… 4/13

experience that contradicts them. The statement "Some of my best

friends are _____," captures this tendency to allow some exceptions

without changing our bias. Research has demonstrated that biases

thought to be absent or extinguished remain as "mental residue."

Studies show people can be consciously committed to

egalitarianism, and deliberately work to behave without prejudice,

yet still possess hidden negative prejudices or stereotypes. Studies

have found that school teachers clearly telegraph prejudices, so

much so that some researchers believe children of color and white

children in the same classroom effectively receive different

educations. Jerry Kang, vice chancellor for equity, diversity and

inclusion, and professor of law at UCLA Law, states: “Automatically,

we categorize individuals by age, gender, race and role. Once an

individual is mapped into that category, speci�c meanings

associated with that category are immediately activated and

in�uence our interaction with that individual.”

 

Implicit bias develops early in life from repeated reinforcement of

social stereotypes. Implicit pro-white bias occurs among children as

young as 3-5 years old.  The Implicit Association Test (IAT) is a

computerized, timed dual-categorization task that measures implicit

preferences by bypassing conscious processing.  The IAT is part of

Project Implicit, a collaborative investigation effort between

researchers at Harvard University, University of Virginia, and

University of Washington. The studies examine thoughts and

5
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feelings that exist either outside of conscious awareness or

conscious control. The goal of the project is to make this technique

available for education (including self-education) and awareness. 

 

Between October 1998 and October 2006, more than 4.5 million

IAT tests were completed on the IAT website. The project found

that:

Implicit bias is pervasive

People are often unaware of their implicit biases

Implicit biases predict behavior

People differ in levels of implicit bias

Many health care organizations have begun administering the IAT,

and when it is applied to physicians, signi�cant pro-white bias has

been found.  However, implicit bias is not limited to race. When the

IAT was administered at an obesity conference, participants

implicitly associated obese people with negative cultural

stereotypes, such as “bad, stupid, lazy and worthless.”  Implicit

gender bias among physicians also may unknowingly sway

treatment decisions. Women are three times less likely than men to

receive knee arthroplasty when clinically appropriate. One of

the stereotypical reasons for this inequity and underuse problem is

that men are viewed as being more stoic and more inclined to

participate in strenuous or rigorous activity.

 

This difference in treatment and clinical decision-making, though

unintentional, could lead to failures in patient-centered care,

interpersonal treatment (e.g., does the doctor care for you),

7
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communication (e.g., did the doctor answer my questions), trust (e.g.,

the clinicians’ integrity), and contextual knowledge (e.g., your

doctor’s knowledge of your values and beliefs). How a physician

communicates, his or her body language and verbal cues can be an

expression of subconscious bias. 

 
Implicit bias and its effect on health care

Research supports a relationship between patient care and

physician bias in ways that could perpetuate health care disparities.

What makes implicit bias “frightening” in health and health care is

that the result is “unthinking discrimination” of which caregivers are

not aware.

 

Academic researchers, in efforts to explain differences in health

outcomes, posit that the reasons include lack of trust,

communications problems, or simply “unknown and complex”

reasons.  A 2011 study conducted by van Ryn et al. concludes that

racism can interact with cognitive biases to affect clinicians’

behavior and decisions and in turn, patient behavior and decisions

(e.g., higher treatment dropout, lower participation in screening,

avoidance of health care, delays in seeking help and �lling

prescriptions, and lower ratings of health care quality).  This

unconscious or implicit bias indicates many white health care

providers harbor a broad racial framing of Americans of color, one

that can be causative in their not providing equitable health care. 

 

Some examples of how implicit bias plays out in health care include:

9
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Non-white patients receive fewer cardiovascular interventions

and fewer renal transplants

Black women are more likely to die after being diagnosed with

breast cancer

Non-white patients are less likely to be prescribed pain

medications (non-narcotic and narcotic)

Black men are less likely to receive chemotherapy and radiation

therapy for prostate cancer and more likely to have testicle(s)

removed

Patients of color are more likely to be blamed for being too

passive about their health care

Implicit bias is not isolated to adult care. At a well-known academic

medical center, a child presented with dif�culty breathing that

baf�ed the care team. The team of physicians were agonizing over a

light box, reviewing the patient’s X-rays, puzzled because they

couldn’t determine a diagnosis. Another physician just passing

through looked at the X-rays and immediately said, “cystic �brosis.”

The team was tripped up by the patient’s race, which was black, and

that the patient had a “white disease.”

 
Can we overcome implicit bias in health care?

The good news is that with organizational support, skills training,

and cognitive resources, clinicians who are highly motivated to

control prejudice and bias awareness can successfully prevent

racism from affecting the quality of care they provide.  Some of the

skills (from van Ryn et al.)  that help lower racial bias include:
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Perspective-taking: The cognitive component of empathy,

perspective-taking can reduce bias and inhibit unconscious

stereotypes and prejudices. Physician empathy positively affects

patient satisfaction, self-ef�cacy perceptions of control,

emotional distress, adherence, and health outcomes. 

Emotional regulation skills: Clinicians who have good emotional

regulation skills and who experience positive emotion during

clinical encounters may be less likely to view patients in terms of

their individual attributes, and to use more inclusive social

categories. It’s easier to empathize with others when people view

themselves as being part of a larger group.  

Partnership-building skills: Clinicians who create partnerships

with patients are more likely to develop a sense that their partner

is on the same “team,” working toward a common goal. 
Safety Actions to Consider:

In order to ensure best outcomes and zero harm for all patients,

implicit bias and racial discrimination in health and health care

should be better understood, assessed and corrected. The following

recommendations (from van Ryn et al.)  should be understood by

hospital administrators and clinicians, as well as medical educators

and policymakers. In order to begin to address the impact of implicit

bias on clinical care decisions, health care organizations should: 

Evaluate the racial climate by evaluating employees’ shared

perceptions of the policies and practices that communicate the

extent to which fostering diversity and eliminating discrimination

are priorities in the organization.
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Investigate reports of subtle or overt discrimination and unfair

treatment.

Identify and work to transform formal and informal norms that

ignore and/or support racism. 

Establish monitoring systems in which processes and outcomes of

care can be compared by patient race. Collecting data on race and

other indicators of social position can be used to self-assess,

monitor and evaluate the effectiveness of the organization’s

strategies for eradicating inequities in care.

Give care units and, where appropriate, individual clinicians,

equity-speci�c targeted feedback. When inequities are found,

support creative solutions for remediation and create

accountability for improvement.

Implement work policies and clinical procedures that protect

clinicians from high cognitive load and promote positive emotions.

When clinicians’ cognitive capacity is low or overtaxed, memory is

biased toward information that is consistent with stereotypes.

High cognitive load can be created by: productivity pressures,

time pressure, high noise levels, inadequate staf�ng, poor

feedback, inadequate supervision, inadequate training, high

communication load, and overcrowding.

Promote racial diversity at all levels of the organizational

hierarchy and support positive intergroup contact. Intergroup

contact can reduce intergroup prejudice and help reduce feelings

of interracial anxiety. Additionally, institutional support for

interaction can increase the bene�ts of intergroup contact.
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Implement and evaluate training that ensures that clinicians have

the knowledge and skills needed to prevent racial biases from

affecting the quality of care they provide. The training should

cover self-awareness regarding implicit biases, and skills related

to perspective-taking, emotional regulation, and partnership-

building.  

Actions that health care providers can take to combat implicit bias,

include:

Having a basic understanding of the cultures from which your

patients come. 

Avoiding stereotyping your patients; individuate them. 

Understanding and respecting the magnitude of unconscious bias.

Recognizing situations that magnify stereotyping and bias.

Knowing the National Standards for Culturally and Linguistically

Appropriate Services in Health and Health Care (the National

CLAS Standards).

Performing “teach back (e.g., the National Patient Safety

Foundation’s “Ask Me 3 ” educational program).

Assiduously practicing “evidenced-based medicine.”

Using techniques to de-bias patient care, which include training,

intergroup contact, perspective-taking, emotional expression, and

counter-stereotypical exemplars. 

Resources:

1. Institute of Medicine, Committee on Quality of Health Care in

America. Crossing the Quality Chasm: A New Health System for the

21st Century. Washington, DC: National Academy Press. 2001.
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Ethnic Disparities in Health Care. Washington, DC: Institute of

Medicine, Brian D. Smedley, Adrienne Y. Stith, and Alan R. Nelson,

Editors. 2002. 

3. Whitehead M, Dahlgren M. Concepts and principles for tackling

social inequities in health: Levelling up Part 1. Studies on social and

economic determinants of population health, No. 2. World Health

Organization Collaborating Centre for Policy Research on Social

Determinants of Health, University of Liverpool. 2006.

4. Braverman P. Public Health Reports, 2014 Supplement 2, Volume

129.

5. Baron AS, Banaji MR. The development of implicit attitudes.

Evidence of race evaluations from ages 6 and 10 and adulthood.

Psychological Science. 2006;17(1):53-8.
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cognition: The implicit association test. Journal of Personality and

Social Psychology. 1998;74(6):1464-80.
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Continuing EducationCE HOUR1

In the late 1800s, Sigmund Freud popularized 
the idea that the unconscious mind—that is, the 
attitudes and feelings of which we are unaware—

can have a powerful influence on our behavior. 
Today, unconscious attitudes that precipitate un­
intentional discriminatory behavior are called “im­
plicit bias.” Not surprisingly, implicit biases exist 
among people of all professions. But when nurses 
and other health care providers harbor implicit bi­
ases, they may contribute to the health care dispari­
ties experienced by members of racial, ethnic, or 
religious minorities and other groups that face dis­
crimination because of such factors as sexual orien­
tation, gender identification, disability, or stigmatized 
diagnoses. Fortunately, there are strategies we can use 
to recognize unconscious negative attitudes we may 
have toward various groups of patients. And with 
awareness comes the possibility of overcoming our 
implicit biases, so we can consistently adhere to the 

first principle in the Code of Ethics for Nurses with 
Interpretive Statements: “The nurse practices with 
compassion and respect for the inherent dignity, 
worth, and unique attributes of every person.”1 

This article briefly describes the types of health care 
disparities that persist in the United States, the numer­
ous patient populations that encounter them, and the 
ways implicit bias contributes to these disparities by 
adversely affecting patient assessment, treatment deci­
sions, and health care follow­up. It also discusses strat­
egies nurses and other clinicians can use to discover 
and overcome their own implicit biases. 

DISPARITIES IN HEALTH CARE
In 2003, the Institute of Medicine (IOM) produced a 
report based on a comprehensive literature review of 
racial and ethnic health care disparities that exist in 
the United States.2 The report, Unequal Treatment: 
Confronting Racial and Ethnic Disparities in Health 

ABSTRACT: This article examines the nature of implicit, or unconscious, bias and how such bias develops. 
It describes the ways that implicit bias among health care providers can contribute to health care dispari-
ties and discusses strategies nurses can use to recognize and mitigate any biases they may have so that all 
patients receive respectful and equitable care—regardless of their race, ethnicity, religion, sexual orienta-
tion, gender identification, socioeconomic status, disabilities, stigmatized diagnoses, or any characteristic 
that distinguishes them from societal norms. 

Keywords: culturally competent care, discrimination, health care disparities, health care providers, implicit 
bias, minorities, patient-centered care, prejudice, vulnerable populations 

Unconscious preconceptions can undermine therapeutic relationships and 
reinforce health disparities.

Addressing Implicit 
Bias in Nursing:  
A Review
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better quality of care than patients who are black, 
Hispanic, Asian, Native American, Alaska Native, 
Native Hawaiian, or Pacific Islander.8 The U.S. De­
partment of Health and Human Services challenged 
health care providers to eliminate these disparities in 
its publications Healthy People 2010 and Healthy 
People 2020, and with the newly proposed Healthy 
People 2030 goals, which are now online (see www.
healthypeople.gov/2020/About­Healthy­People/ 
Development­Healthy­People­2030/Framework).9, 10 
All three include among their overarching goals in­
creased longevity and quality of life, as well as the 
elimination of U.S. health care disparities. Healthy 
People 2020 adds to these goals the creation of “so­
cial and physical environments that promote good 
health for all” and the promotion of “healthy devel­
opment and healthy behaviors across all life stages.” 
The Joint Commission and the Institute for Healthcare 
Improvement (IHI) echo these goals, urging health 
care providers to evaluate and address disparities in 
their personal practices.11, 12 

IMPLICIT BIAS AND HEALTH CARE DISPARITIES
There are many reasons for health care disparities 
in the United States, but the IOM reported that one 
of the contributing factors is clinician bias toward 
patients of racial, ethnic, or cultural minorities. 

By Mary Curry Narayan, MSN, RN, HHCNS-BC, CTN-A

Care, noted that “racial and ethnic minorities tend 
to receive a lower quality of healthcare than non­
minorities, even when access­related factors, such 
as patients’ insurance status and income, are con­
trolled.” The IOM cited numerous studies provid­
ing substantial evidence that patients belonging to 
racial and ethnic minority groups confront lack of 
access as well as inappropriate, inadequate, and un­
caring health services. 

The terms “health care disparities” and “health 
care inequities” refer to the poorer health outcomes 
observed in minority and other vulnerable patient 
groups compared with those observed in majority 
or dominant patient populations. Disparate patient 
outcomes are associated with age, sex, religion, so­
cioeconomic status, sexual orientation, gender iden­
tification, disability, and stigmatized diagnoses (for 
example, HIV, obesity, mental illness, and substance 
abuse).3 These disparities challenge our nation’s com­
mitment to equality.

Inequitable health care remains prevalent in the 
United States.4­7 Each year since 2003, the Agency for 
Healthcare Research and Quality has produced the 
National Healthcare Quality and Disparities Report. 
Using many different indicators of health care access, 
process, and outcomes, these reports have repeatedly 
shown that in the aggregate white patients receive 
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Implicit biases among health care providers are 
associated with the following negative effects on pa­
tient care4­7: 
•	 inadequate patient assessments
•	 inappropriate diagnoses and treatment decisions
•	 less time involved in patient care 
•	 patient discharges with insufficient follow­up 

THE NATURE OF IMPLICIT BIAS
Implicit bias is part of the human condition. To be hu­
man is to prefer familiar people. Even very young ba­
bies learn to differentiate “my family” from “others,” 
and to see their families as “safe” and “others” as po­
tentially dangerous. As we grow and develop, we are 
exposed to massive amounts of data about people 
and phenomena. To manage this information, we un­
consciously categorize and assign judgments (with 
good or bad connotations) to the data. For example, 
we may determine that one particular group is trust­
worthy or pleasant and another is dangerous or dis­
agreeable. Then, as we encounter new representatives 
of these groups, we respond automatically, based on 
our prior value judgments.

Implicit bias is theorized to be rooted in heuristics—
that is, mental shortcuts that help us sum up and re­
spond to situations quickly.13 Based on approaches 
that worked for us in the past, we develop strategies 
that help us interact automatically in new situations 
with representatives of previously encountered groups 
of people. Our default reactions can help us manage 
our day­to­day activities by allowing us to assess and 
act quickly, without deliberation. For example, if 
you’re in the middle of a street and a car is headed 
your way, you don’t try to determine how fast the car 
is going, who is driving the car, or whether they will 
stop to avoid hitting you; rather, you hurry across the 
street. Heuristics often make life easier or safer and 
our choices more efficient. They play an important 
role in helping us navigate our environment. But our 
automatic responses can generate subtle discrimina­
tory behaviors, which in a clinical context can result 
in poor health care delivery. 

Stereotypes are often pejorative characteriza­
tions of groups of people that are frequently based 

on limited previous encounters or poor sources of in­
formation, including the people who raised us, our 
culture, media reports, or anecdotes, and they are 
often unconsciously internalized.

Despite an individual’s commitment to egalitarian 
values, implicit biases may be triggered by hidden 
perceptions, attitudes, or memories.5, 14 The tendency 
to default to our implicit biases is heightened in stress­
ful situations,6 perhaps because in such situations we 
have less time and energy to consider whether our 
initial impressions are correct or whether our behav­
ior aligns with our personal values and commitment 
to treat others equitably and with respect. 

IMPLICIT BIAS IN HEALTH CARE PROVIDERS
Few studies have specifically investigated implicit bias 
among nurses or included large numbers of nurses 
among study participants. Those that have address 
only a few vulnerable patient populations and indicate 
that nurses may be subject to implicit biases when car­
ing for patients who are elderly15; obese16; lesbian, gay, 
bisexual, or transgender (LGBT)17; mentally ill18; or 
who use injection drugs.19 Studies of implicit bias in 

nurses based on race, ethnicity, religion, disability, or 
stigmatized diagnoses are difficult to find, though 
small numbers of nurses were included in some stud­
ies of implicit bias among health care providers that 
address these predispositions.

Much of the research focused on implicit bias in 
physicians or health care teams indicates that provid­
ers’ biases influence their relationships with patients, 
the care they provide, and the patients’ health out­
comes. Two comprehensive systematic reviews and 
two narrative reviews of studies on the topic shed 
light on the nature of implicit bias among health care 
providers, its manifestations and effects on patients, 
and the situations that promote or exacerbate it.

In their systematic review, FitzGerald and Hurst an­
alyzed 42 studies about health care provider biases, in­
cluding those related to race, ethnicity, socioeconomic 
status, literacy, and other factors that render patients 
vulnerable to stigmatization.5 Of the 42 studies they re­
viewed, 15 measured biases using an Implicit Associa­
tion Test (IAT), two used subliminal priming, and 25 

Nurses with implicit biases may demonstrate less  

compassion for certain patients and invest less time and  

effort in the therapeutic relationship with them,  

adversely affecting assessment and care.
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used the “assumption method,” which measures par­
ticipant differences in response to clinical vignettes that 
are identical except in one respect, such as the race of 
the subject. The authors suggested that implicit bias 
among health care providers occurred at about the 
same rate as it did in the population at large. In 20 of 
the 25 studies that used the assumption method, they 
found that provider biases appeared to have influenced 
diagnoses, treatment recommendations, thoroughness 
of patient histories, or the number of tests that were 
ordered. They also noted a negative correlation be­
tween the level of implicit bias and indicators of qual­
ity care, a finding they suggest points to an increased 
likelihood of poorer outcomes.

Similarly, a systematic review conducted by Hall 
and colleagues found that most health care providers 
harbor implicit bias toward people of color. This bias 
is reflected both in providers’ interactions with pa­
tients and in providers’ treatment decisions, thereby 
affecting patient adherence and outcomes, with pa­
tients’ psychosocial health outcomes (for example, 
social integration, depression, and life satisfaction) 
more adversely affected by provider bias than phys­
ical health outcomes.6 

A narrative review by Chapman and colleagues 
found that providers with high levels of implicit bias 
were perceived by black patients as having poorer 
communication skills, delivering a lower quality of 
care, and being “less warm, friendly, and team ori­
ented.” The investigators contend that these per­
ceptions could reduce patient adherence, return for 
follow­up appointments, and trust in health care 
providers.4 

Zestcott and colleagues cite studies in their narra­
tive review indicating that providers with implicit bi­
ases spend less time listening to black patients and 
that, in the absence of any supportive evidence, pro­
viders hold implicit assumptions that black and His­
panic patients are less likely to adhere to treatment 
and are less cooperative than white patients.7 They 
note one study suggesting that providers’ difficulty 
communicating with Hispanic patients may explain 
some of the implicit bias directed at that group and 
suggest additional research exploring whether implicit 
biases are less likely to influence care in the presence 
of clear clinical guidelines that outline evidence­based 
best practices. 

As with physicians and other health care provid­
ers, nurses with implicit biases may demonstrate less 
compassion for certain patients and invest less time 
and effort in the therapeutic relationship with them, 
adversely affecting assessment and care.

STRATEGIES FOR MANAGING IMPLICIT BIAS
Social scientists have developed strategies that have 
been shown to mitigate implicit biases. These include 
counterstereotypic imaging, emotional regulation, 
habit replacement, increasing opportunities for contact, 

individuation, mindfulness, partnership building, per­
spective taking, and stereotype replacement.11, 12, 20­28 
(See Table 1.11, 12, 20­28) Health care providers can view 
these strategies as tools, putting those they find most 
effective into their own personal bias­fighting toolkit. 

Recommendations from the Joint Commission 
and IHI. The Joint Commission specifically recom­
mends that health care providers use emotional reg­
ulation (controlling thoughts and emotions during 
clinical encounters), partnership building (working 
with patients as equals toward the common goal of 
helping them achieve good health), and perspective 
taking (trying to understand the perspective of the 
patient) to decrease biases that may lead to health 
care disparities.12 In addition to partnership building 
and perspective taking, the IHI recommends reduc­
ing bias with counterstereotypic imaging (imagining 
the stereotyped person as the opposite of the stereo­
type), individuation (learning about the personal his­
tory of the individual), increasing opportunities for 
contact with people from different groups (develop­
ing relationships with members of a different group 
with the goal of dissolving stereotypes), and stereo­
type replacement (consciously replacing negative im­
ages of a group with positive images).11 

Strategies based in nursing practice. Habit re-
placement will seem familiar to many nurses because 
it’s very similar to the teaching and coaching tech­
niques we use when encouraging patients to change 
harmful lifestyle behaviors like smoking or eating a 
high­fat or high­sodium diet. And just as a single pa­
tient teaching session is unlikely to help a patient 
change lifestyle behaviors, Lai and colleagues found 
that one­time interventions to mitigate health care 
provider biases, though initially effective, did not 
change behavior over time.27 Instead, nurses can use 
habit­breaking strategies in conjunction with bias­
mitigating strategies by employing their own personal 
toolkit of bias­breaking interventions.23 They can de­
sign an action plan to dissolve implicit biases with new 
behaviors. The plan could include the following steps: 
•	 Recognize the habit’s damaging effects (for exam­

ple, inequitable health care and disparate patient 
outcomes).

Despite an individual’s commitment  

to egalitarian values, implicit biases  

may be triggered by hidden perceptions, 

attitudes, or memories.
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•	 Make a commitment to break the habit, recalling 
the Code of Ethics for Nurses1 and the values that 
brought you to nursing.

•	 Use several of the bias­mitigating strategies listed 
in Table 1.

•	 Persistently practice the more desirable habits us­
ing the bias­mitigating strategies you find most 
effective. 

The habit of nonbiased thinking needs to be con­
sciously practiced over time. Each strategy in the tool­
kit can help reinforce the others,23 and eventually the 
habit of biased thinking can to a greater or lesser de­
gree be replaced by the habit of nonbiased thinking. 

Mindfulness is another bias­management strat­
egy familiar to nurses. The specific goal of mindful­
ness is to empty the mind of distracting thoughts so 

Strategies Description Recommended by 

Counterstereotypic  
imaging

Nurse, recognizing bias, purposely identifies members of a 
group who counter the stereotypical image of the group, 
and replaces the automatic biased image with the positive 
image. Related to mindfulness.

Institute for Health-
care Improvement, 
2017

Emotional regulation Nurse reflects on “gut feelings” and negative reactions (dis-
like, fear, frustration) to patients from vulnerable groups. 
Nurse then intentionally strives to be empathetic, patient, 
and compassionate. Related to mindfulness and perspec-
tive taking.

Joint Commission, 
2016

Habit replacement Nurse frames recognized biases as bad habits to be broken. 
Develops and uses a personal toolkit of self-interventions 
to replace the bad habit of biased thinking with the good 
habit of accepting and caring about each patient as an in-
dividual. Related to emotional regulation, individuation, 
mindfulness, and strategies nurses use to help patients 
change harmful lifestyle behaviors.

Devine and  
colleagues, 2012 

Increasing opportunities 
for contact 

Nurse seeks to develop relationships with members of a 
group to which the nurse does not belong, with the goal 
of dissolving stereotypes. 

Institute for Health-
care Improvement, 
2017

Individuation Nurse mindfully seeks to see patients as individuals in-
stead of as members of a stigmatized group. Related to 
therapeutic relationship, patient-centered care, and cul-
turally competent care.

Institute for Health-
care Improvement, 
2017

Mindfulness Nurse purposely takes the time to calm thoughts and feel-
ings by being mindful of the present moment, which can 
help the nurse act compassionately toward the patient. 
Related to emotional regulation and perspective taking.

Burgess and  
colleagues, 2017 

Partnership building Nurse intentionally frames the clinical encounter as one in 
which the nurse and patient are equals, working collabora-
tively toward the same goal.

Institute for Health-
care Improvement, 
2017, and Joint 
Commission, 2016

Perspective taking Nurse purposely and empathetically thinks about what 
the patient is thinking and feeling, stimulating feelings of 
caring and compassion. Related to mindfulness and ther-
apeutic relationship.

Institute for Health-
care Improvement, 
2017, and Joint 
Commission, 2016

Stereotype replacement Nurse reflects on negative reactions to members of vulner-
able populations, acknowledges stereotypical responses, 
considers reason for the feeling, and commits to respond 
with compassion in the future. Related to self-reflection.

Institute for Health-
care Improvement, 
2017

Table 1. Self-Interventions to Mitigate Implicit Bias11, 12, 20-28 
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that we might focus on the present moment, with­
out assumptions or judgments.29 It allows us to be 
more deliberative in our actions and enables us to 
recognize our biases before we automatically act on 
them. Mindfulness interventions have been used to 
reduce stress and to improve provider–patient com­
munication.28 The concept of mindfulness is related 
to the ethical concepts of empathy and compassion, 
which are cornerstones of nursing.

Ponte and Koppel suggest using the S.T.O.P. mind­
fulness technique developed by Elisha Goldstein to be­
come mindful of the assumptions we want to avoid or 
the values we want to bring to our patients.28, 30 Before 
entering the patient’s room, a nurse might take several 
seconds to do the following: 
•	 Stop what you’re doing. 
•	 Take some slow, deep breaths. 
•	 Observe your thoughts, feelings, and assump­

tions.
•	 Proceed with patient care. 

The goal of this practice is to help nurses recognize 
what they are feeling about the patient, so they can 
ground themselves in the values they wish to bring to 
the patient encounter.

Burgess and colleagues have proposed that health 
care providers can use mindfulness techniques to rec­
ognize, reduce, and control implicit biases.22 They cite 
literature suggesting that mindfulness can reduce im­
plicit biases among health care providers by prevent­
ing the triggering of automatic stereotypic reactions 
and can enable clinicians to recognize and moderate 
their biases even after they have been triggered. They 
cite studies suggesting that mindfulness promotes 
compassion. Since stressed clinicians are more likely 
to rely on their automatic (potentially biased) first 
impressions, reducing stress lessens the risk of im­
plicit bias in clinical encounters. 

RECOGNIZING IMPLICIT BIASES 
One way to discover implicit biases is to pay atten­
tion to gut feelings. Nurses can ask themselves if they 
anticipate unpleasant experiences when caring for 
any particular group of patients, or if any particular 
group of patients makes them feel uncomfortable, 

anxious, or fearful. Such feelings may indicate im­
plicit bias and prompt self­reflection. Thoughtfully 
reflecting on the meaning and origin of such feelings 
and whether they influence the quality of relation­
ships with patients can help nurses acknowledge and 
control previously unrecognized biases.

IATs. Another way to discover implicit biases is 
to take one or more of the IATs available at Proj­
ect Implicit (https://implicit.harvard.edu/implicit/ 
education.html), an international, nonprofit organi­
zation founded in 1998 by scientists from the Uni­
versity of Washington, Harvard University, and the 
University of Virginia.31 This website contains 14 in­
struments for measuring some of the most prevalent 
biases—those related to race, ethnicity, skin color, 
religion, age, gender, overweight or obesity, sexual 
orientation, or disability. The web­based instruments 
developed by the Project Implicit research group are 
the tools most widely used by researchers investigat­
ing biases.5, 31 According to the program manager of 
Project Implicit, in 2018, approximately 25 million 
people had completed, or at least started taking, the 
tests on this website (e­mail communication, April 
2019). The tests are readily accessible, without cost, 

to anyone who seeks to understand more about their 
hidden biases. Each test takes about 10 minutes to 
complete. The tests consist of images and evaluative 
statements that the test taker is instructed to sort as 
quickly as possible. 

After completing a test, test takers immediately 
receive their results. Although it can be upsetting to 
receive results indicating potential implicit biases, 
learning about these can enable people to employ 
strategies to reduce them or mitigate their effects on 
future interactions. Although the IATs are reliable and 
valid research instruments, their developers explicitly 
state that, at their current stage of development, they 
should not be used to diagnose bias but rather as edu­
cational tools.31 

It’s important to remember that implicit bias is 
different from prejudice. Implicit bias means we have 
the instinctive tendency to evaluate other groups 
against the norms of our own groups. Prejudice, on 
the other hand, means that one feels consciously and 

One way to discover implicit biases is to pay attention to gut 

feelings. Nurses can ask themselves if they anticipate unpleasant 

experiences when caring for any particular group of patients, or if 

any group makes them feel uncomfortable, anxious, or fearful.
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overtly that some groups are inferior, an attitude that 
can be used to justify discriminatory actions. 

ADHERING TO NURSING’S BEST PRACTICES
Nursing’s best practices include the development of 
strong therapeutic relationships and the provision 
of culturally competent, patient­centered care.32, 33 
Nurses who are committed to these practices form 
positive relationships with their patients, which dis­
solve bias.

Therapeutic relationships. To be successful in 
meeting patients’ health goals, nurses are encouraged 
to establish a therapeutic relationship with each of 
their patients. The key to a therapeutic relationship is 
true caring for the patient.34 Caring therapeutic rela­
tionships start with getting to know patients and their 
unique values, priorities, challenges, and strengths. 
Understanding each patient’s perspective, the nurse 
works with the patient to achieve the patient’s health 
care goals. 

Patient-centered care emphasizes patients as col­
laborative partners with unique psychosocial needs 
that are as important as their clinical needs.35 Patient­
centered care requires us to listen carefully and re­
spectfully to patients until we understand them as 
individuals with unique needs and preferences, though 
they may belong to groups with which we are unfa­
miliar or uncomfortable. With understanding, we can 
develop care plans that meet patients’ psychosocial 
needs, including those for respect and consideration. 

Culturally competent care. Patients whose back­
ground differs from that of their care providers in 
any way (race, ethnicity, religion, sexual orientation, 
gender identification, socioeconomic status, disabili­
ties, stigmatized diagnoses, or any characteristic that 
distinguishes them from societal norms) are entitled 
to receive care that is effective and respectful of their 
cultural differences. Culturally competent care is an 
intrinsic element of the patient­centered care initia­
tive.36 Culturally competent care is patient­centered 
care, and patient­centered care is culturally compe­
tent care.

Embedded in each of these concepts are the strat­
egies of individuation, perspective taking, and part­
nership building. Together, these approaches subvert 
the negative automatic responses that characterize 
implicit bias, enabling us to meet our patients’ need 
for individualized respectful care.

Individuation requires us to listen carefully and re­
spectfully to patients, seeking to understand their per­
spectives, experiences, values, preferences, and hopes. 

Perspective taking challenges us to understand 
what patients are thinking and feeling, to see their 
illness through their eyes. This can often be accom­
plished when we show genuine interest in patients 
and ask them about their experience with their cur­
rent illness and the way it affects their families and 
lives.

Partnership building recognizes the important 
role patients have in their own care. Nurse and pa­
tient collaborate, aligning the care plan with the pa­
tient’s goals in order to promote patient adherence 
and well­being.

WHEN BIASES PERSIST 
Implicit biases are difficult to eliminate, but when 
nurses acknowledge those they have, they can try to 
understand their origin and work to ensure that they 
do not adversely affect patient care. Health care agen­
cies and facilities can guide clinicians toward unbiased 
care by supporting clear practice guidelines, such as 
those published by professional organizations for dis­
ease management and organizations promoting eq­
uitable care. Such guidelines provide a clear path to 
good care, limiting the influence of implicit biases by 
leaving little open to subjective interpretation in terms 
of assessment, diagnosis, treatment, and follow­up.37 
In addition, health care organizations can
•	 provide educational sessions on the causes and ef­

fects of implicit bias, as well as mitigation strategies.
•	 seek to reduce factors, such as inadequate staffing, 

that create stress, putting staff at risk for inappro­
priately using heuristics to guide care.
When individual nurses work to recognize biases 

and employ strategies to counter them, and health 
care organizations seek to reduce stress that can per­
petuate the inappropriate use of heuristic responses, 
we grow in our abilities to develop therapeutic rela­
tionships and to provide culturally competent and 
patient­centered care. In the process, we advance the 
proposed Healthy People 2030 goal of eliminating 
health care disparities in the United States. ▼
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RESPECTFUL CARE PLEDGE 
In conjunction with ACOG District IV’s Health Equity and Reflective Care committee’s initiative to 
encourage respectful care, __________________________________ is committed to supporting and 
promoting respectful healthcare for individuals receiving Ob/Gyn care and throughout our care 
teams. 

I recognize that to improve health outcomes for my patients, particularly Black women, I must change 
how care is delivered. I must ensure that the methods used to address disrespectful care, implicit bias, 
and racism align with my patient’s needs, values, and preferences and address the ways in which health 
care systems perpetuate inequality.1 

Thus, I PLEDGE TO:2 

● RESPECT the autonomy and dignity of our patients when supporting their health and well-being. 

● ACKNOWLEDGE our own biases when caring for patients. 

● PREVENT age, race, disease or disability, ethnicity, gender, nationality, political affiliation, sexual 
orientation, or social standing to affect my duties and my patients. 

● INTEGRATE issues of respectful care, including recognition of provider bias, into our teaching of 
students, residents, fellows, physicians, and practitioners. 

● ENCOURAGE a respectful, safe working and learning environment for all members of the 
medical team. 

● EXAMINE AND ADDRESS the ways health care systems perpetuate disrespectful care and 
inequity in communities of color. 

● SUPPORT research on how biases, implicit and explicit, and discrimination are associated with 
health outcomes in women. 

● PROMOTE respect and racial and ethnic diversity at all levels of our profession, from medical 
school to residency to practice to leadership positions at our institutions. 

● ADVOCATE for effective policies and solutions to eliminate disrespectful care, racism, bias, and 
inequities in Ob/Gyn and maternal care. 

 

Signature: ____________________________________________________ 

Date: ______________________________  

References: 

1. ACOG Partners with Black Mamas Matter Alliance on Black Maternal Health Week 2020. 
https://www.acog.org/news/news-articles/2020/04/acog-partners-with-black-mamas-matter-
alliance-on-black-maternal-health-week-2020 

2. ACOG statement on racial bias. https://www.acog.org/clinical-information/policy-and-position-
statements/statements-of-policy/2017/racial-bias 
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 Respectful, Equitable Care Resources 

 

Respectful, Equitable Care 
Resource 

PDF? Link? Link
  

ACOG Respectful Care eModules X  https://www.acog.org/education-and-
events/emodules/respectful-care  

AWHONN Respectful Maternity Care 
Implementation Toolkit 

X  https://www.awhonn.org/respectful-maternity-care-
implementation-toolkit/ 

HHS National CLAS Standards, Health 
Literacy & Effective Communication 

X  https://www.youtube.com/supported_browsers?next
_url=https%3A%2F%2Fwww.youtube.com%2Fwatch%
3Fv%3D29rEtJcxku4&feature=youtu.be 

Diversity in Pregnancy & Childbirth: 
Preventing Racial Bias in Perinatal 
Care 

X  https://learn.diversityscience.org/learn/course/extern
al/view/elearning/13/dignity-in-pregnancy-childbirth-
preventing-racial-bias-in-perinatal-care   

MN Department of Health 
Depression or Anxiety, During and 
After Pregnancy patient education 

  https://www.health.state.mn.us/people/womeninfan
ts/pmad/pmad-eng.pdf  

ACOG Health Equity and Reflective 
Care (HER-Care) Toolkit 

 X  

Respectful Maternity Care, The 
Universal Rights of Women & 
Newborns 

 X  

Facility Exit Interview  X  
HNN Respectful Maternity Care and 
Maternal Mental Health are 
Inextricably Linked 

 X  

Journal of Women’s Health, How 
Implicit Bias Contributes to Racial 
Disparities in Maternal Morbidity and 
Mortality in the United States 

 X  

Targeting bias to improve maternal 
care and outcomes for Black women 
in the USA 

 X  

The Joint Commission Quick Safety 
23: Implicit bias in healthcare 

 X  

Addressing Implicit Bias in Nursing: A 
Review 

 X  

Respectful Care Facility Visuals  X  
Respectful Care Pledge  X  
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