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Hello everyone. This is Jennifer Kawatu with the Reproductive Health National Training Center 
and I’m delighted to welcome you all to today’s webinar Recognizing Urgent Maternal Warning 
Signs in the Postpartum Period. 
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Presenters

 

I’d like to briefly introduce our speakers today. Elena Jenkins is the Nurse Manager of a high-
risk Labor and Delivery Unit in St. Louis, and the team lead for a hospital based birth equity 
initiative striving to implement strategies to address implicit bias, maternal health disparities, and 
promote conditions of optimal births for all people while specifically addressing racial and social 
inequities. She is also an Alliance for Innovation on Maternal Health (AIM) Clinical Champion, 
focusing especially the implementation of the Severe Hypertension in Pregnancy and Obstetric 
Hemorrhage Bundles. April Chavez is a maternal sepsis survivor and patient advocate. She 
serves as the maternal sepsis spokeswoman for END SEPSIS, and is a member of the National 
Family Council on Sepsis. April’s goal as a patient advocate is to help educate others about the 
importance of advocating for your own health or the health of those around you. She has 
bravely shared her story with local and national outlets, and we are grateful she is with us today. 
Dr. Tiffany Messerall is the Evidence-Based Practice Lead for OhioHealth where she is 



2 
 

responsible for system and organizational leadership of evidence-based initiatives, she is also 
an AIM Clinical Champion, including the implementation of the Severe Hypertension in 
Pregnancy and as a content expert on the development of the AIM Sepsis in Obstetrical Care 
Patient Safety Bundle. With that, I’d now like to turn things over to Dr. Tiffany Messerall to get 
us started. 
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Learning objectives

By the end of this session, participants will be able to: 

● Explain the importance of screening for current or recent pregnancy, 
particularly in the 12 months following a pregnancy 

● Describe at least three urgent maternal warning signs that may be seen up 
to a year after the end of a pregnancy

● Describe at least two strategies to address implicit bias and reduce 
maternal health disparities

● Identify at least two resources that can be used to learn more about 
recognizing and responding to urgent maternal warning signs 

 

By the end of this session, participants will be able to: 
● Explain the importance of screening for current or recent pregnancy, particularly in the 12 

months following a pregnancy  
● Describe at least three urgent maternal warning signs that may be seen up to a year after the 

end of a pregnancy 
● Describe at least two strategies to address implicit bias and reduce maternal health 

disparities 
● Identify at least two resources that can be used to learn more about recognizing and 

responding to urgent maternal warning signs  
With that, I’d now like to turn things over to Dr. Tiffany Messerall to get us started. 
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Why urgent warning signs?

● Current statistics in 
preventable maternal 
morbidity and mortality

● Disparities in outcomes 
caused by inequities

● Recognition is key! 

 

- [Tiffany] Thank you for that introduction, Jennifer. So why the focus today on urgent warning 
signs? Well, due to current statistics on preventable maternal morbidity and mortality, as you 
can see in the pictorial representations on this slide here, we have opportunities for 
improvement in the United States. Maternal deaths has been rising in recent years, as well as 
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disparities in outcomes caused by inequities. Recognition is key to preventing maternal 
morbidity and mortality. 
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What conditions cause maternal deaths and harm?

• Cardiovascular problems, such as heart disease and blood 
vessel problems

• High blood pressure

• Infections, especially from cesarean section

• Blood clots

• Bleeding (sometimes called hemorrhage)

• Depression and anxiety

• Unintentional overdose

 

So what are some of the conditions that cause maternal deaths and harm? These include 
cardiovascular problems, such as heart disease and blood vessel problems, high blood 
pressure, infections, especially from cesarean sections, blood clots, bleeding, or sometimes 
referred to as hemorrhage, depression and anxiety, as well as unintentional overdose. 
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Maternal mortality in the U.S.

Maternal mortality is defined as the death of a woman while pregnant or 
within 42 days of termination of pregnancy, irrespective of the duration and site 
of pregnancy, from any cause related to or aggravated by the pregnancy or its 
management.

● Substantial disparities in exist by race, ethnicity, and age in the U.S.
● Non-Hispanic Black women experience maternal deaths at a rate 3-4 times 

that of non-Hispanic White women
● Rates increase with maternal age

 

Maternal mortality is defined in the United States as the death of a woman while pregnant or 
within 42 days of termination of pregnancy. This is irrespective of the duration and the site of 
pregnancy, and this can occur from any cause related to or aggravated by the pregnancy or its 
management. Substantial disparities in maternal mortality rates do exist by race, ethnicity, as 
well as age in the United States. Non-Hispanic Black women experience maternal deaths at a 
rate that is three to four times that of non-Hispanic white women, and these disparities continue 
to increase. The increase in maternal mortality rates from 2019 to 2020 for non-Hispanic Black 
and Hispanic women were statistically significant year over year. In the United States, rates also 
increase with maternal age. The maternal mortality rates for a birthing person over the age of 40 
is nearly eight times higher than the rate of individuals that are under 25. And we are also 
seeing an increase year over year with that as well that's statistically significant. 
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Leading causes of pregnancy-related deaths

A death is determined to be 
pregnancy-related if caused 
by: 
● a pregnancy complication; 
● a chain of events initiated 

by pregnancy; or 
● the aggravation of an 

unrelated condition by the 
physiologic effects of 
pregnancy.

 

The use of vital statistics in the previous slide can tell us a lot about trends in disparities, but our 
state and local maternal mortality review committees are best positioned to comprehensively 
assess each maternal death and identify opportunities for improvement. So maternal mortality 
review committees use the term pregnancy-related deaths, and this is where a death is 
determined to be pregnancy-related if it's caused by a pregnancy complication, a chain of 
events initiated by pregnancy, or the aggravation of an unrelated condition by the physiologic 
effects of pregnancy. So we can see the graph here depicted on the right of the screen in front 
of you, leading causes of pregnancy-related deaths as determined by maternal mortality review 
committees, hemorrhage and cardiovascular and coronary conditions are tied for first. So 
cardiovascular and coronary conditions is sort of a blanket terminology and that does include a 
lot of different ICD codes, including congenital heart disease, ischemic heart disease, cardiac 
valvular disease, hypertensive heart death, congestive heart failure. Infection and 
cardiomyopathy come in a close second as a leading cause of pregnancy-related death. And 
you'll note that cardiomyopathy is teased out separately from cardiovascular and coronary 
conditions, so this is a specific condition. Embolism is next as a leading cause, and this would 
include emboli from air, septic, or fat. This is not amniotic fluid embolisms here. Preeclampsia 
and eclampsia, and then mental health conditions. This again is a blanket term. So this would 
include deaths due to substance use disorder or unintentional overdose, as well as depression, 
anxiety disorder, and any other psychiatric conditions. 
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Timing of pregnancy-related deaths
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So when we look at the timing of pregnancy-related deaths, we can see that we can break them 
down to better refine our opportunities for improvement here. Pregnancy-related deaths that 
occurred during a pregnancy account for 31%, this population. Pregnancy-related deaths that 
occur on the day of delivery, an additional 16.9%. Deaths that occur one to six days postpartum, 
18.6%. An additional 21.4% occur seven to 42 days following delivery. And then the late 
postpartum period, this is 43 to 365 days postpartum, 11.7%. You can see that it's clear here 
that the risk does not end with delivery. 
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Causes of pregnancy-related deaths: by timing
DURING PREGNANCY
● Other non-cardiovascular conditions: endocrine, hematologic, immunologic, renal
● Other cardiovascular conditions: congenital heart disease, ischemic heart disease, cardiac valvular 

disease, hypertensive heart death, congestive heart failure

DELIVERY DAY
● Acute obstetric emergencies (hemorrhage and AFE most commonly occur on the day of delivery)

1-6 DAYS POSTPARTUM (PP)
● HTN and thrombotic PE most commonly occur

LATE PP PERIOD
● Cardiomyopathy most common cause of death in the late PP period

○ Higher proportion of black women in late PP period likely attributable to cardiomyopathy in these 
women

○ Peripartum cardiomyopathy: up to 5 months after giving birth
● Noncardiovascular and cardiovascular medical conditions related to pregnancy can occur up to 1 year PP

 

So in looking at the causes of pregnancy-related deaths by timing, what we see here is different 
conditions occur, have a higher prevalence depending on the timeline that they occur in relation 
to delivery. During pregnancy, the leading causes of death here are the other non-
cardiovascular conditions. So this would include endocrine, hematologic, immunologic, and 
renal conditions. Other cardiovascular conditions. So this is that category we talked about 
before, congenital heart disease, ischemic heart disease, cardiovascular valvular disease, 
hypertensive heart death, as well as congestive heart failure. Infection would be the third 
leading cause during the pregnancy time period. On delivery day, this is where we more 
commonly see the occurrence of acute obstetric emergencies. So this includes hemorrhage and 
amniotic fluid embolism. The third most frequent cause that occurs during this time period would 
also be the cardiovascular condition category. During the first week postpartum, the days one 
through six, the leading cause of pregnancy-related death is actually hemorrhage, and it would 
be followed by hypertensive disorders of pregnancy, and infection would be the third. This is the 
time period where we are more likely to see thrombotic pulmonary embolism occurring. Seven 
to 42 days postpartum, the leading causes of death are due to infection as well as other 
cardiovascular conditions and cerebrovascular accidents. The late postpartum period, 
cardiomyopathy is the most common cause of death in this period. This accounts for 40% of the 
deaths during this time period. The higher proportion of Black women seen in pregnancy-related 
deaths in the late postpartum period is thought to be due to the cardiomyopathy, and this could 
occur up to five months after giving birth. Other non-cardiovascular and medical conditions are 
the second leading cause of death during this time period, and cardiovascular conditions come 
in third. 
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Preventability of pregnancy-related deaths

● 3 out of 5 pregnancy-related deaths are preventable

● Recognizing major causes allows opportunities for intervention

 

The majority of pregnancy-related deaths have been determined in a review process to have 
been preventable. So 60%, or three out of five pregnancy-related deaths, are determined by 
committee review to have been preventable. Recognizing major causes allow for opportunities 
for intervention. 
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Opportunities for intervention
Patient/Family
● Lack of knowledge of warning signs and need to seek care; non-adherence to medical 

regimens

Provider
● Missed or delayed diagnosis and treatment, failure to screen or assess, use of ineffective 

treatments, failure to seek consultation, lack of knowledge

Systems of care
● Lack of communication as barrier to coordination of care between providers
● Policies & procedures, care coordination, inadequate training, inadequate personnel

Facility 
● Limited experience with OB emergencies, lack of appropriate personnel

Community 
● Unstable housing, limited access to transportation 

Building U.S. Capacity to Review and Prevent Maternal Deaths, 2018  

Our maternal mortality review committees categorized the contributing factors of preventable 
deaths in order to give us opportunities for intervention. These major categories include patient 
and family. Examples of this are a lack of knowledge of warning signs and the need to seek 
care, as well as non-adherence to medical intervention. Provider-level, this includes not only the 
provider as we all know it, but medical assistants, LPNs, nursing staff, certified nurse-midwife, 
and other APPs and physicians. So opportunities for intervention here are missed or delayed 
diagnosis and treatment, failure to screen and assess, the use of ineffective treatments, failure 
to seek consultation, and lack of knowledge. Systems of care includes the lack of 
communication as barriers to coordination of care among providers, policies and procedures, 
care coordination, inadequate training, inadequate personnel. Facility-level factors would 
include limited experience with OB emergencies or the lack of appropriate personnel to 
adequately deal with the situation. Community factors would include unstable housing and 
limited access to transportation. So of these categories here, patient and family, provider, and 
systems of care collectively are responsible for 93% of our preventable pregnancy-related 
deaths. 
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Recognition is key

Screen for current or recent pregnancies
for up to 1 year following pregnancy*

*regardless of pregnancy length

 

Recognition is key. Here on the screen is a picture from the HEAR HER campaign from the 
CDC. The graphic says, "Which one of these people was recently pregnant?" Can you visually 
identify from the picture which one of these individuals was recently pregnant? You can't, so it's 
really imperative that we screen for current or recent pregnancies for up to one year following 
pregnancy, regardless of pregnancy length. Here on the screen is a picture from the Hear Her 
campaign from CDC “Which of these people was recently pregnant? Knowing could help save a 
life.” You can access this at cdc.gov forward slash Hear Her (www.cdc.gov/hearHer) 
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What can you do to help?

● Screen

● Recognize

● Refer 

● Educate

50% of pregnancy-related deaths occur in the postpartum period!  

So what can you do to help? We can screen our patients. It's difficult to apply the appropriate 
diagnostic tools and treatment algorithms that are adjusted for obstetric-specific thresholds if we 
don't know if the patient is pregnant or has recently been pregnant. We can recognize. We can 
maintain a high threshold for suspicion of conditions for maternal harm. We can refer. We need 
to be aware of the risks, following a complicated pregnancy especially. We should consider 
preeclampsia as a risk factor for future heart disease. It's really imperative that these individuals 
that had preeclampsia or eclampsia during their pregnancy be referred afterwards to 
cardiologists or primary care because they have a significant increase in the risk of future 
development of elevated blood pressure, heart disease, stroke, and diabetes. And we can 
educate. We can ensure that our patients and their support structures know all warning signs 
and do not hesitate to make contact immediately. And it's important to remember that 50% of 
pregnancy-related deaths occur in the postpartum period. So with that, I'm going to pass the 
microphone over to April Chavez. 
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Listen to me...please

April Chavez

Maternal Sepsis Spokeswoman and Board Member
Certified Patient Family Partner

Find on Twitter:
@EndSepsis #EndSepsis

 

- [April] Good afternoon, everyone. Thank you so much for letting me be here to share my story. 
I tend to like to keep things very casual. I just want to tell you all about my experience and I 
would like to just let you know that I appreciate everyone in the medical field and I think you 
have a huge responsibility and lots of work ahead, but I know that we can do better. And my 
goal is just to remind you that behind all of the statistics that Tiffany just shared, there are real 
people, just like myself, who, this maternal mortality rates on the rise, it affects families just like 
mine every day. So here's a little bit about my story and a little bit about my experience with 
maternal sepsis. 
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The happiest day of my life
SATURDAY, SEPTEMBER 02, 2017

 

So me and my husband had tried for like five or six years to get pregnant and we went and saw 
a fertility specialist and we were basically told, "You will probably never get pregnant on your 
own." So we are really big into our faith. And so as much as I wanted a baby, I decided let's just 
stop trying. Let's take a step back. Let's pray about it. Let's just see, like, what else is in store for 
us, which was really hard for me to come to terms with. But after that, one day I found out I was 
pregnant. So it was just about when I had given up and thought I'd never be a mom, I found out 
I was pregnant. I had a happy, healthy pregnancy. Everything was normal. Everything as far as 
my delivery was normal. I did not have a C-section. I thought everything was great. So 
September 2nd of 2017 was the happiest day of my life. I finally had this child that I had prayed 
for for so long and I thought this was the start to my fairytale, and I thought, "This is it. This is 
what I've always wanted." Little did I know that my fairytale would quickly turn into a nightmare. 
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Discharge day 
(Crossed out)

MONDAY, SEPTEMBER 4

• Began to experience symptoms

• Complained to doctors

 

On the day that I was supposed to be discharged from the hospital, I just started to feel terrible. 
I started to feel like my heart was racing. I had fever. I had chills. I felt like I couldn't catch my 
breath. I just, I didn't feel well overall. I kept telling doctors, nurses, anyone who would listen to 
me that something's not right, "I don't feel well." And basically every time I would bring up a 
symptom, they would say, "Well, that can be normal after childbirth. It's normal to have a higher 
heart rate," or, "It's normal for your white blood cell count to be higher. Those are all normal 
things. You just need to relax, you need to breathe, you need to rest." So I had no idea what all 
of those signs meant. I had never heard of sepsis at all. So I thought, "Okay, I'm being crazy. 
You know, this is my first baby. Maybe I'm just being a wimp. Maybe this is how all new moms 
feel." I specifically had one doctor tell me, "You're being crazy and you need to stop." So I feel 
like I let those medical professionals convince me that I was crazy, that this is normal, 
everything is fine. No matter what issues I raised, it was just brushed off every time. There was 
always an excuse. They were never looking for why I was feeling that way or finding out a 
solution. At one point I was so cold that they told me to take a hot shower and they turned the 
thermostat up in my room to like 80 degrees, which is as high as it would go. Whenever I got 
super hot, then they were like, "Oh, well, let's bring her a fan." So at one point they even called 
the maintenance men to come and look at the thermostat and the heating and cooling in my 
room because they thought, "Oh, well maybe it's heating and cooling," instead of looking at my 
symptoms and trying to figure out what was wrong with me. I was told that I was just anxious, 
basically, or anxious about being a new mom. "You're going to be fine. It's normal." So they kept 
me for a few more days and then basically they said, "You're going to feel better once you get 
home." 
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Home sweet home
WEDNESDAY, SEPTEMBER 6

• Prescribed anxiety medication

• Doctors said I would feel better 
once I was home

 

So I believed them. I had no idea what sepsis was. I had no idea what any of those symptoms 
meant. So I came home. They sent me home with anxiety medicine. So I came home, I started 
taking those meds. I don't remember a whole lot from when I was home because my body really 
started to, excuse me, shut down. It got so bad that I couldn't hold my son. I couldn't care for 
him. My husband and my mom were here and they were basically doing all the care for my son 
during that brief time period when I came home. I wasn't sleeping. So I was a hot mess, is what 
I like to say. But when it came time to, my mom kept trying to tell me, "You need to go back. You 
need to go back." And I kept telling her, "I don't want to go back because they've already 
checked me. They've already said I'm fine. They've already said this is normal. Like, they're 
going to just continue to tell me that I'm crazy. I don't want to go back. Like, I don't feel like they 
took my symptoms serious. I feel like maybe I am fine. Maybe this is normal." 
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So I finally listened to my mom, and while I was home, I had been making a list because I had 
already had, like, a scheduled appointment for a follow-up with my doctor. So there was so 
much going on with me that I was starting to, like, lose track in my head. When people asked, 
"Well, how are you feeling?", I had so many different things going on that I said, "I'm going to 
make a list in my phone so that way, at my scheduled appointment, I can take this list in to my 
doctor and then they can check things out." So this is actually a screenshot from my phone 
during that time of all of the symptoms that I was experiencing, not only originally at the hospital, 
but whenever I got home. So you can see that basically all of the symptoms that I had were 
consistent with sepsis. And had I known what sepsis was then, I would have advocated for 
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myself, but I didn't. I didn't have that knowledge. I didn't feel empowered. There was not an 
environment in which I felt comfortable speaking up in. It was very much a dismissive, "You're 
not a doctor, you're not a professional, let us do our jobs." So I had no choice but to trust them. 
When I look at this list now, it is, like, mind-blowing to me. Like, shortness of breath. Yep, that's 
a symptom. My heart was pounding. Like, all of these things are some form or fashion of a 
symptom of sepsis, and still they did not take me seriously. They did not take my concern 
seriously and I nearly lost my life. 
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Loved ones were called to say goodbye
SATURDAY, SEPTEMBER 9

 

When I went back, finally, when my mom finally convinced me to get back, I took that list with 
them. I told them all those symptoms, and even still, I laid in the labor and delivery unit getting 
sicker and sicker. They did not still... I think they were at a loss for answers. I don't think that 
they really knew what was going on. I think that my OB team was in over their heads. At one 
point, I have really hard veins to find, and so they had to call somebody from the rapid response 
team to come and place an IV. And it wasn't until he came and he saw my condition and he 
started looking at my numbers and my charts and all of that, that he said, "Why is she down 
here in labor and delivery? She needs to be in the ICU. She is on the brink of death." So there is 
no doubt in my mind that if that rapid response nurse had not come, I would've died in that labor 
and delivery unit. I would not be here today, without him. I know that for a fact. So he took me 
up himself. He didn't wait for them to call the transport nurses or any of that. He got my bed and 
took me up to the ICU himself. And that's whenever my family started to get answers about 
septic shock. That's whenever they started to say, "Oh, well, it looks like she had an infection." 
And they started to really get the answers that they weren't getting in that labor and delivery 
unit. While they were getting answers, I was also just getting progressively sicker. They told my 
mom and my husband they needed to call my loved ones to say goodbye. So they... My sister 
came, and something that sticks with me is that my mom said she didn't want anyone to see me 
like that because she felt like she was giving up on me if she let people come and say goodbye. 
So the only one that my mom let come and see me was my sister and my parents and my 
husband. And then my priest from church came and prayed over me, and they didn't know what 
was going to happen. Something that I always think about is, I know what my experience was 
like, but I can't imagine what my husband and my family felt like. Here was this newborn baby 
that all of us were so excited about and my husband was thinking, I'm sure he thought about our 
son, but he was also thinking about his wife. "What is it going to look like if she dies?" Like, "Am 
I going to be a single dad? How am I going to care for this baby? Like, how am I going to raise a 
kid by myself?" Like, so the missteps that my medical team took not only affected me, but it 
affected my husband, my family. Like, to this day, I know it's a crazy thought, but I feel like my 
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son is closer with his dad because I missed out on basically the first month of his life because I 
was in the hospital, fighting for my life. 
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I survived maternal sepsis
MATERNAL SEPSIS IS THE SECOND LEADING 
CAUSE OF MATERNAL DEATH.

Preventable and treatable if identified in a timely manner.

WOMEN IN THE UNITED STATES ARE MORE LIKELY TO 
DIE AS A RESULT OF PREGNANCY AND CHILDBIRTH 
THAN WOMEN IN ANY OTHER DEVELOPED NATION.

Don't dismiss concerns just because something might be "rare."

YOUNG WOMEN AND WOMEN OF COLOR EXPERIENCE 
MATERNAL SEPSIS AT DISPROPORTIONATELY
HIGHER RATES. 

Implicit bias, racism, gender descrimination. NOT genetics.

 

But on the good side of things, my medical team in the ICU was wrong. Somehow I survived. I 
am very fortunate that I didn't have any of the complications that sepsis survivors often have. 
Like, I didn't lose any limbs. I didn't have some of those common complications that a lot of 
other survivors had. I'm very grateful to say that I survived, and I think it's really important for me 
now to share my story because we know that maternal sepsis is not only preventable, but it's 
treatable if they can identify it in a timely manner. So had my medical team taken my concerns 
seriously in the first place and had they explored, "Well, could this be sepsis?", I might not have 
ever ended up in the ICU. I might not have missed the first month of my son's life. There's so 
many things that could have been different if my concerns were adequately addressed by that 
team. I think when I hear other medical professionals, like, when I hear Tiffany say that our 
maternal mortality rates are on the rise, it's shocking to me. Like, we live in the United States. 
We have some of the best access to technology and resources, and women are dying, and it's 
getting worse. It's not getting better. So that's another reason that I want to do my part in 
sharing my story, is that behind all of these statistics, behind these numbers, it's real people and 
it has the potential to totally change their lives. I know that I will never be the same person that I 
was before my experience. I feel like kind of the last part of my story is, I live in a predominantly 
white community. I'm a Hispanic female. My care team, there wasn't a whole lot of people who 
looked like me, and I feel like that played a part in my experience as well. I had never previously 
had any problems with having a male doctor or a white male doctor or any of that. I never 
thought about it until this experience. I feel like because of my race, I was dismissed and not 
taken seriously. So I feel like that's something that I want people to be aware of, that it does 
happen. And whether you realize it or not, it makes a difference. 
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I wish I could tell my doctors
"LISTEN TO ME, PLEASE"

PREVENT & TREAT 
INFECTION

Every woman deserves the 

right to a safe pregnancy 

and birth.

KNOW THE SIGNS OF 
MATERNAL SEPSIS

Take action to rule out 

sepsis, and remember that 

not all patients will present 

with a fever.

CREATE AN EMPOWERING 
ENVIRONMENT

Speaking up to a professional 

can be intimidating. 

 

A question that I always get asked a lot, especially now that I've been involved in advocacy 
work, is if you could go back and talk to your doctors or if you could just have five minutes with 
your doctor, what would you tell him? And I think the number one thing is listen to your patients. 
I knew something was wrong, but I didn't know what, and I don't feel like it should be the 
patient's responsibility to know what is wrong with them. I feel like you have the power to 
explore, could it be sepsis, could it be a heart condition? Like, you have the power to ask those 
questions and to really get down to what the root of it is. So listen to me. That's, like, the one 
thing that I wish I could tell my doctors. Along with that, obviously, like Tiffany mentioned earlier, 
work to prevent infection and treat it. Identify early. Know the signs of sepsis. Every time I see a 
pregnant person now, I used to think like, "Oh, I hope they have a healthy baby." And now I see 
a pregnant person and I'm like, "Have you ever heard of maternal sepsis?" It's not to scare 
them, but it's something that, it might be rare, but it does happen, and knowing the signs could 
make all the difference. If I had known the signs, I would've advocated harder and I'd like to 
think that I wouldn't have gone through what I did. And finally, create an empowering 
environment. Like I mentioned throughout my talk here, I don't feel like I was ever taken 
seriously. I felt like every time I would bring something up, there was an excuse, I was brushed 
off. I was told I was crazy. Like literally, somebody said, "You're being crazy. You need to stop." 
Nobody should ever feel that way when they are seeking your help as a professional. 
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“Because sepsis can affect anyone, I 
want to help raise awareness across 

all audiences, but my experience has 
led me to have a special place in my 

heart for mothers-to-be. 

I hope that more OBGYN teams will 
educate themselves on sepsis so that 

no family has to go through what 
mine did, and even more so, I hope 

that pregnant women learn the 
symptoms and stand their ground if 

they feel that something is not right.”

 

I think I've kind of already covered this, but my goal now is to not only raise sepsis awareness, 
but specifically awareness about maternal sepsis. I heard a lot through my time, like, when I 
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started to feel better, like, "Oh, maternal sepsis is so rare." And it wasn't until I started really 
doing my own research that it's really not that rare and it's something that is preventable and 
treatable. We just have to get doctors to listen. We have to get women to know the signs so that 
way they feel empowered. And it's all of our responsibility to try to make things better and try to 
improve maternal health outcomes for all women. 
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Listen to me, and 
her, and all of the 
other women you 
will encounter 
throughout your 
career.

 

That is all that I have today. I will pass it over to Elena, and thank you all again for letting me 
share my story. 
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What signs should we look for?

 

- [Elena] Thank you so much, April. Your story is really moving and it's a lot of the reason why I 
do the work that I do, because of listening to patients like you. So let's talk about what signs that 
we should look for. 
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Headache
• Feels like the “worst headache of life”

• Lasts even after treatment with medication 
and fluid intake

• Starts suddenly with severe pain—like a clap 
of thunder

• Throbs and is on one side of the head

• May come with blurred vision or dizziness

https://my.clevelandclinic.org/health/diseases/17952-preeclampsia

 

Headaches, patients describing headaches that feel like the worst of their life, that last even with 
medication, fluids, rest, headaches that start suddenly with severe pain, like a clap of thunder, 
or just continue throbbing, maybe on one side of the head. It's important to recognize these may 
be signs of preeclampsia, or like April said, sepsis. 
 
Resource:  https://my.clevelandclinic.org/health/diseases/17952-preeclampsia 
 
Slide 26 

Changes in vision
• Report seeing flashes of light or 

bright spots
• Have blind spots or can’t see at 

all for a short time
• Vision is blurry, can’t focus, or 

seeing double

https://www.preeclampsia.org/health-information/sign-symptoms

 

Changes in vision. Birthing people may report seeing flashes of light, bright spots, floaters, may 
describe blurry vision or even just the inability to focus and seeing double. 
 
Resource:  https://www.acog.org/Patients/FAQs/Preeclampsia-and-High-Blood-Pressure-
During-Pregnancy  
 

https://my.clevelandclinic.org/health/diseases/17952-preeclampsia
https://www.acog.org/Patients/FAQs/Preeclampsia-and-High-Blood-Pressure-During-Pregnancy
https://www.acog.org/Patients/FAQs/Preeclampsia-and-High-Blood-Pressure-During-Pregnancy
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Slide 27 

Extreme swelling of face 
and hands
• Swelling in hands making it hard to bend fingers 

or wear rings
• Swelling in face makes it hard to open eyes 

all the way
• Lips and mouth feel swollen or have a loss 

of feeling
This swelling is not like the usual slight swelling 
that most have during pregnancy.

https://www.acog.org/Patients/FAQs/Preeclampsia-and-High-Blood-Pressure-During-
Pregnancy

 

Extreme swelling of the face and hands. This is unlike the normal pregnancy swelling in the last 
couple of months of pregnancy, but rather a sudden onset and significant, where patients have 
a difficult time bending their fingers or wearing the rings that they're used to wearing. Swelling in 
the face is often noticeable by family members, and particularly when it is around the eyes and 
it's periorbital swelling, it may make it very difficult for patients to keep their eyes open. Or they 
may report lips and mouth feeling swollen and feeling a loss of sensation or tingling. 
 
Resource:  https://www.acog.org/Patients/FAQs/Preeclampsia-and-High-Blood-Pressure-
During-Pregnancy  
 
Slide 28 

Severe nausea or throwing up
• Feeling severely sick to stomach 

(nauseous) beyond the normal 
queasy feeling and throwing up that 
many have in early pregnancy

• Unable to drink for more than 8 
hours or eat for more than 24 hours

ACOG FAQ – Nausea and Vomiting of Pregnancy
Preeclampsia Foundation – What is HELLP Syndrome?

 

Severe nausea and/or vomiting needs to be paid attention to. If a patient is unable to hold down 
food or fluids for a significant period of time in a 24-hour period, this may indicate complications 
of preeclampsia and/or HELLP as well as sepsis. 
 
Resources: 
 

● ACOG FAQ – Nausea and Vomiting of Pregnancy 
● Preeclampsia Foundation – What is HELLP Syndrome? 

 

https://www.acog.org/Patients/FAQs/Preeclampsia-and-High-Blood-Pressure-During-Pregnancy
https://www.acog.org/Patients/FAQs/Preeclampsia-and-High-Blood-Pressure-During-Pregnancy
https://www.acog.org/Patients/FAQs/Morning-Sickness-Nausea-and-Vomiting-of-Pregnancy?IsMobileSet=false
https://www.preeclampsia.org/hellp-syndrome


17 
 

Slide 29 

Severe belly pain that 
doesn’t go away
• Sharp, stabbing, or cramp-like belly 

pain that doesn’t go away
• Belly pain starts suddenly and is 

severe, 
or gets worse over time

• Severe chest, shoulder, or back pain

https://www.preeclampsia.org/health-information/hellp-syndrome

 

Severe belly pain that is unrelenting. Patients may report sharp, stabbing, cramping belly pain, 
often located on the right-upper side of the belly when it is associated with HELLP syndrome. If 
the pain worsens and is just not being relieved or is referred to the chest, shoulder, or back, it 
needs to be evaluated. 
 
Resource:  Preeclampsia Foundation – HELLP Syndrome 
 
Slide 30 

Dizziness or fainting
• Faint or pass out
• Dizziness and lightheadedness that’s 

ongoing, or comes and goes over many 
days

• May experience a gap in time of which 
they have no memory

ACOG FAQ – Bleeding During Pregnancy
March of Dimes – Postpartum Hemorrhage
Preeclampsia Foundation – Signs & Symptoms

 

Dizziness or fainting. Patients that report that they have fainted, passed out, experienced a gap 
in time where they have no memory, this needs to be evaluated as well. Dizziness and 
lightheadedness that is ongoing or intermittent over a couple of days may indicate preeclampsia 
or postpartum hemorrhage if it is also associated with bleeding. 
 
Resources: 
 

● ACOG FAQ – Bleeding During Pregnancy 
● March of Dimes – Postpartum Hemorrhage 
● Preeclampsia Foundation – Signs & Symptoms 

 

https://www.preeclampsia.org/hellp-syndrome
https://www.acog.org/Patients/FAQs/Bleeding-During-Pregnancy
https://www.marchofdimes.org/pregnancy/postpartum-hemorrhage.aspx
https://www.preeclampsia.org/signs-and-symptoms
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Slide 31 

Vaginal bleeding or 
fluid leaking
• Have heavy bleeding—soaking through 

one or more pads in an hour

• Passing clots bigger than an egg, or
passing tissue

• Vaginal discharge that smells bad

March of Dimes: Postpartum Hemorrhage

 

Vaginal bleeding is normal in the first couple of weeks in the postpartum period. However, if a 
patient comes in reporting they have significant heavy bleeding and are soaking through one or 
more pads an hour, or they're passing clots larger than an egg, or tissue, this may be an 
indicator of a postpartum hemorrhage and should be urgently evaluated. Additionally, vaginal 
discharge that smells bad may be an indicator of an infection. 
 
Resource:  March of Dimes: Postpartum Hemorrhage 
 
Slide 32 

Swelling, redness, or pain 
in a leg or arm

• Swelling, pain, or tenderness in leg: 
usually calf or in one leg

• It may or may not hurt to touch

• It may hurt when flexing foot to stand or 
walk

• The painful area can also be red, 
swollen, and warm to the touch

• Pain, tenderness, or swelling in arm, 
usually on just one side of body

CDC – Venous Thromboembolism (Blood Clots)

 

Patients in the postpartum period are at much higher risk for blood clots and may report swelling 
or redness or pain in a leg or an arm. It is generally just on one side of the body, may or may not 
hurt to touch, but often will hurt more when flexing the foot to stand or walk, and, again, in the 
arm, similarly, it's just painful on that one side. 
 
Resource:  CDC – Venous Thromboembolism (Blood Clots) 
 

https://www.marchofdimes.org/pregnancy/postpartum-hemorrhage.aspx
https://www.cdc.gov/ncbddd/dvt/features/blood-clots-pregnant-women.html
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Slide 33 

Chest pain or fast breathing
Chest pain, such as:
• A feeling of tightness or pressure in the center of 

chest
• Pain that travels to back, neck, or arm

Change in heartbeat, such as:
• A fast heartbeat or a pounding in chest
• An irregular heart rate or skipped heartbeats
• Feel dizzy, faint, or disoriented
• Have trouble catching your breath (talking and 

breathing are difficult)

These symptoms can happen anytime and 
anywhere OR may be triggered by a specific event.
AHA – Peripartum Cardiomyopathy

 

Chest pain or fast breathing. Chest pain such as reports of feeling tightness or pressure in the 
center of the chest, pain that travels to the back, neck, or the arm, pounding of the heart or 
feeling irregular or skipped heartbeats associated with dizziness, faintness, and disorientation is 
a red-flag urgent warning sign that needs immediate attention. These symptoms can happen 
any time and anywhere or they may be triggered by a specific event. 
 
Resource:  AHA – Peripartum Cardiomyopathy 
 
Slide 34 

Trouble breathing
• Feel short of breath suddenly or over time, 

as if they can’t breathe deeply enough to 
get enough air in lungs

• Throat and/or chest feel tight
• Trouble breathing when lying down flat, 

such as needing to prop head up with 
pillows to sleep

ACOG FAQ – Preeclampsia and High Blood Pressure During Pregnancy
AHA – Peripartum Cardiomyopathy

 

Trouble breathing. Feeling short of breath suddenly or over time, or when someone reports not 
being able to get enough air in their lungs, or even if they report not being able to lie down flat, 
needing to prop up to be able to breathe well, sitting up in a chair, you know, in order to be able 
to sleep. These are again, red-flag urgent symptoms that need to be evaluated immediately. 
 
Resources: 
 

● ACOG FAQ – Preeclampsia and High Blood Pressure During Pregnancy 
● AHA – Peripartum Cardiomyopathy 

 
 

https://www.heart.org/en/health-topics/cardiomyopathy/what-is-cardiomyopathy-in-adults/peripartum-cardiomyopathy-ppcm
https://www.heart.org/en/health-topics/cardiomyopathy/what-is-cardiomyopathy-in-adults/peripartum-cardiomyopathy-ppcm
https://www.heart.org/en/health-topics/cardiomyopathy/what-is-cardiomyopathy-in-adults/peripartum-cardiomyopathy-ppcm
https://www.acog.org/Patients/FAQs/Preeclampsia-and-High-Blood-Pressure-During-Pregnancy
https://www.heart.org/en/health-topics/cardiomyopathy/what-is-cardiomyopathy-in-adults/peripartum-cardiomyopathy-ppcm
https://www.heart.org/en/health-topics/cardiomyopathy/what-is-cardiomyopathy-in-adults/peripartum-cardiomyopathy-ppcm
https://www.heart.org/en/health-topics/cardiomyopathy/what-is-cardiomyopathy-in-adults/peripartum-cardiomyopathy-ppcm
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Slide 35 

Overwhelming tiredness
• Report being suddenly very tired 

and weak, not like chronic fatigue
• Don’t have enough energy to go 

about day
• Feeling so tired that that they are 

unable to get up to take care of baby
• Feeling sad after having baby

AHA – Peripartum Cardiomyopathy
APA – Postpartum Depression

 

Overwhelming tiredness. We're not talking about the normal tiredness after, you know, new 
parents have a baby, when they're staying up all night. This is sudden, like, extreme tiredness 
where you don't have the energy to go about your day, take care of yourself, take care of your 
baby. This is important to evaluate urgently. It could be a sign of postpartum cardiomyopathy or, 
if a patient is feeling really sad after having the baby, also postpartum depression. 
 
Resources: 
 

● AHA – Peripartum Cardiomyopathy 
● APA – Postpartum Depression 

 
Slide 36 

Thoughts of hurting self 
or baby

• Feel very sad, hopeless, or not 
good enough

• Don’t feel that they have control over their 
life and feel extremely worried all the time

• May think about hurting baby and/or have 
scary, intrusive thoughts that come 
suddenly or are hard to get rid of

 

So if a patient is reporting feeling very sad, hopeless, or not good enough, feeling like they don't 
have control over their life or have extreme anxiety that is just not going away, it's important to 
evaluate postpartum depression. 
 

https://www.heart.org/en/health-topics/cardiomyopathy/what-is-cardiomyopathy-in-adults/peripartum-cardiomyopathy-ppcm
https://www.heart.org/en/health-topics/cardiomyopathy/what-is-cardiomyopathy-in-adults/peripartum-cardiomyopathy-ppcm
https://www.heart.org/en/health-topics/cardiomyopathy/what-is-cardiomyopathy-in-adults/peripartum-cardiomyopathy-ppcm
https://www.apa.org/pi/women/resources/reports/postpartum-depression
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Slide 37 

Thoughts of hurting self 
or baby (cont’d)

• If a client reports feeling out of touch with 
reality, i.e., seeing or hearing things that 
other people don’t, OR

• If family/friends are worried about their safety 
or that they might hurt others, this is an 
emergency.

• Get your client immediate help:
○ Emergency department
○ Emergency services (911)
○ National Suicide Prevention Lifeline. 

Call 988 for free and confidential 
emotional support  

If the patient is reporting thoughts of hurting themselves or their baby, or if they're seeing or 
hearing things that other people are not seeing, or feeling out of touch with reality, or family and 
friends are worried about their safety, that they might hurt themselves or others, this is an 
emergency that needs to be evaluated immediately. You can go to the emergency department, 
call 911, but evaluate it right away. 
 
Slide 38 

Fever and/or chills

● A temperature of 100.4°F (38°C) or higher

● Shaking chills, even with no fever

https://www.sepsis.org/sepsisand/pregnancy-childbirth/

 

As April said, she had shaking fever and chills, feeling hot and cold. This is a sign of an infection 
and must be taken seriously. Not all patients with sepsis have a fever, but if they do, a 
temperature of greater than 100.4 may indicate an infection. 
 
Resource:  Sepsis Alliance – Pregnancy & Childbirth 
 

https://www.sepsis.org/sepsisand/pregnancy-childbirth/
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Slide 39 

Substance use
● Higher risk of unintentional overdose in 

the 12 months postpartum

● May be more hesitant to disclose with a 
new baby at home

● Prescribing Naloxone and asking about 
substance use can be lifesaving

https://www.perinatalharmreduction.org/toolkit-pregnancy-substance-use

 

In the postpartum period, patients who have a history of substance use are at much, much 
higher risk of unintentional overdose. May be more hesitant to talk about substance use 
because of fear of law enforcement getting involved or fear of Department of Family Services. 
However, asking about substance abuse and prescribing Naloxone can truly save someone's 
life. 
 
Resource:  Opioid Overdose & Pregnancy 
 
Slide 40 

Pillars of quality
Crossing the quality chasm.

Reducing disparities in maternal health: Respectful and equitable care

Safe
Avoiding 
injuries to 
patients 
from the 
care that 

is 
intended 
to help 
them

Effective
Provide services 

based on 
scientific 

knowledge to all 
who could benefit 
& avoid over- and 

underuse

Patient 
centered

care is respectful of 
and responsive to 

preferences, needs, 
and values. Patient 

values guide all 
clinical decisions.

Timely
Reducing 
waits and 
harmful 

delays for 
both those 

who receive 
and 

give care

Efficient
Avoiding 
waste: of 

equipment, 
supplies, 

ideas, and 
energy

Equitable
Providing care 

that does not vary 
in quality because 

of personal 
characteristics 

such as gender, 
ethnicity, 

geographic 
location, and 

socio-economic 
status

Institute of Medicine 2001. Crossing the Quality Chasm: A New Health System for the 21st Century. Washington, DC: 
The National Academies Press.

 

So now let's talk about how to reduce disparities in maternal health by providing respectful and 
equitable care. Equitable care is one of the six pillars of quality in health systems from the 
Institute of Medicine. And that's providing care that does not vary in the quality of care because 
of personal characteristics, such as gender, ethnicity, or socioeconomic status. 
 

https://www.perinatalharmreduction.org/toolkit-pregnancy-substance-use


23 
 

Slide 41 

As a healthcare professional, you play a critical 
role in eliminating preventable maternal mortality. 
One part of the solution is to really hear birthing 
people’s concerns during and after pregnancy
and engage in an open conversation to make sure 
any issues are adequately addressed.

https://wicworks.fns.usda.gov/resources/hear-her-campaign-healthy-pregnancies-and-deliveries-every-woman

 

As healthcare professionals, we play a critical role in eliminating preventable maternal mortality. 
Like April said, part of the solution is really hearing birthing people's concerns during and after 
pregnancy, engaging in open conversations to make sure that all the issues are addressed. 
With each and every patient, we must attempt to address and understand the aspects of their 
care needs to understand what's going on and provide the best outcomes. This can only be 
done with the patient at the center of their care, as the expert in their own life and values. 
 
Resource:  Healthy Pregnancies and Deliveries for Every Woman 
 
Slide 42 

How do we address implicit bias and use 
strategies to better hear our patients?

 

How do we address implicit bias and use strategies to better hear our patients? 
 

https://wicworks.fns.usda.gov/resources/hear-her-campaign-healthy-pregnancies-and-deliveries-every-woman
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Slide 43 

Check for double standards

● Doubting severity of symptoms
● Imagine a different person with the same complaint…

By checking for double standards, we can prevent our biases from 
causing us to unfairly judge—and potentially harm—someone else.

Diversityscienceacademy.org

 

We can check for double standards. So if you find yourself doubting the severity of a patient's 
symptoms, take a moment and imagine how you would feel, react, decide, or behave if this was 
your loved one describing the same symptoms. Would your decisions change? Remember that 
we walk in different worlds, so we may not see what someone else is experiencing. Pain, for 
example, is an extremely subjective assessment. It's ripe for implicit bias. If a person is 
bleeding, you can quantify blood loss. It has a visual impact. However, there are significant 
cultural differences in how people express their pain and how healthcare team members may 
register that expression, whether they believe or do not believe the patient's report, which then 
affects how the treatment recommendations are put forward. We cannot truly know what 
another person's world is like or judge what someone else feels through our lens only. So each 
of us can only be an expert in our own world and our own lived experience, and we help our 
patients when we emphasize collaboration rather than assuming that we know best. 
 
Slide 44 

Interrupt/replace biased narratives

● Our brains want to make sense of others’ behavior
● We tell ourselves stories
● Can lead to blaming narratives

Blame narratives take time to unlearn
● Notice them in yourself and in how others talk to patients.
● Recognize your responsibility to gently point out 

automatic assumptions, and offer alternatives.

Diversityscienceacademy.org

 

Interrupt and replace biased narratives. Whether we are aware of it or not, we tell ourselves 
stories about other people because our brains want to make sense of other people's behavior. 
Structural racism and implicit bias can lead to explanations that blame the patient, implying that 
negative outcomes are unpreventable. For example, blaming non-compliance with a postpartum 
followup visit for severe complications in the postpartum course dismisses potential factors that 
prevent a patient from actually accessing needed care. These blame narratives take time to 
unlearn. So listen for them in yourself and notice them in the way that others talk about patients. 
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And since you now know how harmful this is to patients, you can recognize your responsibility to 
gently point out assumptions and offer alternatives. 
 
Resource:  Diversity Science Academy 
 
Slide 45 

Establish trust

Ask questions 

● Provide your full attention 
● Check your own biases

By establishing trust, you help your patients feel 
understood and valued.

Green, C.L.; Perez, S.L.; Walker, A.; Estriplet, T.; Ogunwole, S.M.; Auguste, T.C.; Crear-Perry, J.A. The Cycle to Respectful Care: A Qualitative 
Approach to the Creation of an Actionable Framework to Address Maternal Outcome Disparities. Int. J. Environ. Res. Public Health 2021, 18, 4933. 
https:// doi.org/10.3390/ijerph18094933

 

Establish trust. Ask questions to help you better understand your patient and the things that may 
be affecting their lives, because curiosity about the impact of different factors in patients' lives 
can help us as providers to build empathy and understand our patients better. Small shifts in 
behavior, like showing with your eye contact and your body language that your patient has your 
full attention, can really help your patient feel understood and valued. And make a conscious 
effort to listen to your patient while checking your own biases. It's socialized in the provider 
community to build trust with the patient so that the patient adheres to clinical guidance, but it is 
not socialized in the provider community to be responsive to the knowledge, words, needs, and 
priorities of the patient as autonomous decision-makers in their experience. 
 
Slide 46 

Utilize shared decision-making

● Include the care team
● Provide decision aids 
● Work together to ensure that the patient’s values guide all decision making

Birthing people know their own bodies better than anyone, 
and can often tell when something does not feel right.

Michael J. Barry, M.D., Susan Edgman-Levitan, P.A. Shared Decision Making-The Pinnacle of Patient Centered Care. March 1, 
2012. N Engl J Med 2012; 366:780-781. DOI: 10.1056/NEJMp1109283)

 

And utilize shared decision-making. Consider the patient's knowledge of their own body in 
recognizing symptoms and in medical decision-making. Again, in April's case, she kept a diary 
of her symptoms. She paid close attention to her body. She knew her symptoms were 
concerning. Birthing people know their own bodies better than anyone and can often tell when 
something doesn't feel right, so listen to them. Include the entire care team. For example, in 
April's case, many of the nurses knew something was wrong and one actually even said, "I 

https://learn.diversityscience.org/learn
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knew you would be back." But the way many care settings are run, nurses don't always have a 
voice due to the chain of command. In each encounter, including the postpartum person and 
their identified support network as respected members and contributors to the team is important. 
Provide decision aids that increase the patient and their support network's understanding of 
symptoms and treatment options, because through shared decision-making, we can help our 
patients understand the importance of their values and preferences in making decisions that are 
really, truly best for them. Experience has shown that when patients know that they have the 
best options for treatment, screening tests, or diagnostic procedures, most of them will want to 
participate with clinicians in making that choice. 
 
Slide 47 

Resources
CDC Hear Her Campaign Clinical Resources and Tools: 
https://www.cdc.gov/hearher/healthcare-providers/clinical-resources-tools.html

Maternal Patient Safety Bundles: https://saferbirth.org/patient-safety-bundles/

Toolkit for Improving Perinatal Safety: https://www.ahrq.gov/hai/tools/perinatal-care/index

Post Birth Warning Signs Education Program:
https://www.awhonn.org/education/hospital-products/post-birth-warning-signs-education-
program/

Recognize Postpartum Warning Signs RHNTC Poster:
https://rhntc.org/resources/recognize-postpartum-warning-signs-poster

 

Resources: 
 
● CDC Hear Her Campaign Clinical Resources and Tools: https://www.cdc.gov/hearher/healthcare-

providers/clinical-resources-tools.html 

● Maternal Patient Safety Bundles: https://saferbirth.org/patient-safety-bundles/ 

● Toolkit for Improving Perinatal Safety: https://www.ahrq.gov/hai/tools/perinatal-care/index 

● Post Birth Warning Signs Education Program: 
https://www.awhonn.org/education/hospital-products/post-birth-warning-signs-education-
program/ 

● Recognize Postpartum Warning Signs RHNTC Poster: 
https://rhntc.org/resources/recognize-postpartum-warning-signs-poster 

https://www.cdc.gov/hearher/healthcare-providers/clinical-resources-tools.html
https://www.cdc.gov/hearher/healthcare-providers/clinical-resources-tools.html
https://saferbirth.org/patient-safety-bundles/
https://www.ahrq.gov/hai/tools/perinatal-care/index
https://www.awhonn.org/education/hospital-products/post-birth-warning-signs-education-program/
https://www.awhonn.org/education/hospital-products/post-birth-warning-signs-education-program/
https://rhntc.org/resources/recognize-postpartum-warning-signs-poster
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Slide 48 

Q&A What questions do 
you have for us?

 

- [Jennifer] Thank you so very much to everyone for sharing today. This was really particularly 
powerful. Especially, thank you to April for sharing your incredible, powerful story. But to all 
three of you, you're all inspiring and this was really great, thank you. We do have several 
questions that have come in, so, and folks can put additional questions in the chat if there are 
any additional questions, and we'll get to as many of them as we can. The first couple of 
questions that we got are for April. So one of the questions was, "Did you experience any 
anxiety during your pregnancy or anything kind of in advance, and think that maybe your 
symptoms might have been dismissed because you were labeled anxious or something else?" 
And also, this was a a two-part question, "Did you have any interventions that might have 
increased your risk of infection?" 
- [April] So I didn't have any anxiety, anything throughout my pregnancy. It was normal, nothing 
that would have labeled me as, "Oh, that's the anxious lady," or, "That's the lady who ask too 
many questions." Nothing like that. Everything was normal and fine up to this point. I did have 
stitches when I had my son, so I think that increased my chances for infection, but that was it. 
- [Jennifer] And then the other question, April, for you was, "Were you able to resolve any issues 
by confronting your labor and delivery team?" 
- [April] After I was taken up to the ICU, my labor and delivery team was like, I felt like they were 
hiding from me. I did have a couple of them come up to talk to me, but I wasn't, at that point, 
when I woke up, like, I was in a coma for seven days, maybe a little bit more, I didn't know what 
was going on. So my OB did come up, but it was like the day after I woke up from the coma and 
I was like, "What is sepsis? What happened?" Like, I didn't realize at that time that I had literally 
just escaped death. I didn't know that I had been intubated. I had no idea. So I never really got 
that opportunity to address my labor and delivery OB, any of that. And after my experience, I 
made the decision to not go back to that particular hospital again. 
- [Jennifer] And the next question is, I guess probably for any of you, really, and I'm going to 
combine two questions because they really ask the same thing. So one person in particular said 
that she had to actually pause after your story, April, because it was so powerful, and just thank 
you for sharing. And she says that, "We're told to listen to our body, but that doesn't mean 
anyone's listening, anyone else is listening. So how can we get them to listen?" Or another 
person put it this way, "What options does a patient have when they see or feel that they're not 
being listened to or cared for in a manner that makes them feel respected? What can patients 
do?" 
- [Tiffany] I'll go ahead and get started with that and then I'd be happy to see if anybody else has 
anything to add to it. I think it's very difficult. I think, you know, it sounds like with that question, 
we're putting a lot of assumptions that the patient's really aware of what, you know, is to come 
and what can harm her. And I think especially, it's very common for individuals who are at the 
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childbearing age to really think that childbirth is just a very happy occurrence. You know, 
typically it's one of the healthiest areas of the hospital system. So I think that there's just kind of 
a lot of misconceptions out there of, really, how high-risk it is. And, you know, while we do have 
certain conditions like hypertensive disorders of pregnancy that can sort of signal a special need 
for a higher level of look for that patient, there's a lot of conditions like, you know, for instance 
April's story, that really can just happen to anyone, happen to any individual, you know, during 
the pregnancy, shortly after delivery, during that year postpartum. So I think it is, you know, I 
feel like when I heard those questions, it really kind of puts the responsibility back on us to 
ensure that our patients, and especially the family members as well, 'cause oftentimes, you 
know, new moms are sleep-deprived and, you know, maybe don't feel as well, can't think very 
clearly, we need to know that they are aware of the warning signs to look for. 
- [April] I kind of just wanted to chime in. Going off of what Tiffany said, like, even though I knew 
that I wasn't feeling well, I didn't ever think, like, "I'm going to die." Like, I knew I was not feeling 
good, but I thought, "Surely if there was something seriously wrong, like, they would run more 
tests, they would keep me here longer. There's no way they're going to send me home and just, 
that's it." But had I not gone back, like, I literally would've died at home. Like, they would've sent 
me home and I didn't know, I didn't know the risk. I'd never heard of maternal sepsis before. So, 
and I see some things, like, in the chat, asking about how could I have, like, gotten them to take 
me more seriously? And something that I didn't go into great detail was, I didn't just talk to one 
doctor or two doctors. Like, I feel like I knew the whole OB team. Like, there was doctors in and 
out, and, like, I told everyone that came into my room, like, all of my symptoms. And I feel like, 
especially when I went back, they were in over their heads. They didn't know at that point and I 
don't feel like they were thinking like, "Oh, we need to send her up to ICU." It was just like they 
were looking at each other and like, "Oh, I don't know. Well, what do you know?" "I don't know 
either." So even though, yes, I agree that you can ask for a different doctor or ask for someone 
else, there's no guarantee that that someone else is also going to be on your side. I actually felt 
like all of the doctors that I talked to, like, I'm sure this isn't true, but I felt like they all talked and 
were like, "Yeah, she's crazy. Let's get her out of here," is how I felt. And I know that's not true, 
but there's no guarantee that the next person also isn't going to take you serious, because that's 
what I experienced. 
- [Jennifer] Another question is, "Is there any national perinatal survey that collects annual data 
on the incidence of sepsis during pregnancy or postpartum?" 
- [Tiffany] I don't know the correct answer about survey, but I do know that, you know, we kind of 
breezed over in the beginning, or I did in my section here, the difference between the definitions 
of maternal mortality rates versus pregnancy-related deaths. So pregnancy-related deaths are 
able to incorporate more than vital statistics. So, you know, typically these are our state-level 
communities and they're able to have a lot of inputs to where they can thoroughly investigate 
each and every case. And so this wouldn't be a survey, but this is sort of, you know, backdoor 
through electronic medical records. And, you know, sepsis is something that we're really trying 
to focus better on the identification of, and a lot of that is difficult if the case has not been 
identified properly or coded properly. So we have kind of cast a wide net and that's something 
that, you know, the Alliance for Innovation on Maternal Health just recently put out, just several 
months ago, our Sepsis in Obstetrical Care bundle and it's, you know, some of these resources 
to help the care teams be able to properly code so that we can identify these cases properly. 
But as far as a survey, I am not familiar with something like that. 
- [Jennifer] Another important question that's been asked is, "Which urgent maternal warning 
signs should be addressed immediately and which can we wait for normal business hours?" 
- [Elena] I can go through some of those. I think that the changes in the heart rate or difficulty 
breathing are some extremely urgent warning signs that need emergent attention, as well as 
thoughts of hurting oneself or others. Those really bear extreme caution and need to be 
evaluated immediately. 
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- [Jennifer] Another thing that, I'm going to take the chance to ask a question myself, because 
our main audience for the Reproductive Health National Training Center is sexual and 
reproductive health providers, family planning providers. So they are likely to see things that 
come in the later postpartum period. So can you just talk about what is more likely to be seen 
and anything that they should really be taking a look for, that they should be watching out for, 
especially in the later postpartum period? 
- [Tiffany] Yeah, sure, I'll start off with this one. Really, that late postpartum period, some of the 
things that I would really recommend narrowing in on are, you know, anything related to our 
cardiac conditions and our hypertensive disorders of pregnancy. So these are really all leading 
causes of preventable death. You know, something that's, you know, if some of the centers or 
the clinics might be, you know, new in their journey for working on improvement efforts for 
maternal mortality, oftentimes what I do see is people can get a little bit wrapped up into the 
specific definitions, "Is this preeclampsia? Is this, you know, pregnancy-related hypertension?" 
You know, so some of the nomenclature is what we previously did used to focus on. But, you 
know, overall what we have been identifying through work nationwide is that any of these 
disorders increase the risk for maternal harm. So rather than stopping and waiting and drawing 
diagnostics and doing laboratory, what we need to start doing is treating the immediate 
emergency. So that's something that we've really been working strongly with, with the support of 
the AIM national team. So hypertensive disorders of pregnancy are a huge one, as well as the 
fact that, you know, pregnancy is a stress on our body. So this is sort of like a window into what 
future healthcare events could be occurring later on in life for birthing individuals. So this is 
something that, you know, we know with preeclampsia now, we know now that this is 
something, that we should be doing an immediate referral outpatient. So whether that patient 
has the ability to go to a specialist, so a cardiologist, or just primary care, because we know that 
there's a much, much higher risk. The other thing here is cardiomyopathy. And so we do have a 
recent AIM bundle that came out earlier this year for cardiac conditions in pregnancy, and 
cardiomyopathy in that late postpartum period is responsible for 40% of maternal pregnancy-
related deaths in that category. So that's something that, you know, I think those of us that just 
strictly work in the world of obstetrics are very unfamiliar with. I mean, it's kind of out of our 
wheelhouse a little bit. So cardiomyopathy is something that's separate, and that's essentially 
just, like, disease of the heart muscle. So those would be some conditions that I would focus in 
on in the postpartum period. 
- [Jennifer] Elena, would you add anything in terms of what to keep an eye out for, what you 
would prioritize? 
- [Elena] I agree with everything that Tiffany was saying, but also, I think hemorrhage is a big 
one. People often don't know, you know, when bleeding is too much bleeding, but it is one of 
the number one causes of maternal mortality. So paying attention that when you really start 
having that, when your patient is really having a significant amount of bleeding and it's 
increasing, you know, sometimes it can be, you know, a couple of weeks out in the postpartum 
period and still just as life-threatening. 
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- [Jennifer] Great. Thank you so very much. Thank you all for joining us today. Thank you so 
much. And I hope you'll all thank me, sorry, I hope you'll all join me in thanking all of our 
speakers today. As a reminder, we will have today's materials available within the few days. 
They'll be both emailed to you and they will be posted to the RHNTC. If you have any additional 
questions for RHNTC, please don't hesitate to email us at rhntc@jsi.com. And our final ask to 
you is that you please complete the evaluation today. As we said, we really do value your 
feedback and we use it to inform future sessions. It's a new, shorter form, so we hope that you'll 
take just a moment to fill it out and let us know what you think. And in order to obtain a 
certificate of completion for attending the webinar, you must be logged in. And if you're seeking 
seeking CNEs, you must complete the evaluation to receive your certificate.  
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And to stay in touch with the RHNTC, we hope you'll subscribe to our monthly eNewsletter by 
visiting rhntc.org/enewsletter. Contact us through our website, sign up for an account on our 
website, and follow us on Twitter, and subscribe to our podcast. Thank you again so very much 
to all three of you for joining us today and for sharing. And that concludes today's webinar. 
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