
> Background
o Racial/Ethnic disparities in obstetric  outcomes generally

known to be a national problem1, but data on specifics still 
maturing

o Black patients have higher post-cesarean pain than peers1

o Our local situation regarding this outcome was not tracked
o EHR documentation better for billing than clinical quality 

trends2

> Methods
o Created multidisciplinary CQI team (Nurses, OBs, OBAs)
o Tracked max Pain Scores after any cesarean delivery (0-24h 

and 24-48h), pivoted  by patient race and averaged
o Initiation of PDSA cycles on 1 Sep 2021, adjusted weekly
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> PDSA Interventions
o Dashboard metrics to guide PDSA 

cycles
o Script and Visual Aid for analgesia 

discussion by nurse with patient
o Clarified oxycodone algorithm and 

rebuilt order set
o Synchronized how anesthesia and 

nursing staff discussed analgesia plan



> Results
o 2077 Total patients before, 262 after

o 11.5% Black patients before, 8.4% after

o Outliers (>3 sigma limits) improved since interventions

o For Black patients, Max Pain 0-24h decreased toward mean, 
within 3 sigma limit

o Max Pain 24-48h for Black patients moved within 3 sigma
limit

o For American Indian and Alaskan Native patients, Max Pain 
24-48h moved within 3 sigma limit
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>Discussion
o 24-48h Analgesia less related to Anesthesia regimen
o Room for bias: Oxycodone for moderate or severe pain, or 

pain score >7
o Room for bias: Oxycodone offered vs suggested  vs 

available if requested
o Document when indicated dose not given and why not 

(patient preference, clinical contraindication)
o Pain scores: suboptimal, associated with opioid liberality; 

yet quantitative and routinely documented 3

> Key Points
o Disparities need to be tracked & resolved as Quality outcomes
o Consider EHR-extraction Dashboards
o Identify care open to interpretation
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