
page 4  © 2018 american academy of family physicians

The EveryONE Project®

Advancing health equity in every community

  © 2019 american academy of family physicians facilitator guide |page 18

SECTION 6: Case Studies
Case studies are often used as an instructional tool in implicit bias training because they provide an opportunity for learners 
to apply the skills they learn in training to real scenarios . The two cases presented in the participant guide describe 
situations in which implicit bias played a role in adverse health outcomes involving a mother and child . 

 1)  Instruct learners to read the case studies and identify where and how implicit bias may have impacted the health 
outcomes for the patient described . Remind them of the common types of implicit bias (see Page 3) . 

 2)  Allow time for learners to discuss the case studies in small groups . Ask them to describe different approaches they 
could have used to change the outcome . 

Additional cases are available online at www.aafp.org/implicit-bias. 

Case 1: Ashley
Ashley is a 29-year-old G2P0010 woman with a history 
of a spontaneous pregnancy loss at six weeks gestation 
two years ago . She presents to the clinic today for a new 
OB visit at approximately eight weeks gestation . Ashley 
is a former high school and college softball player and is 
very active . She exercises five to six times per week for 
60-90 minutes, with activities including CrossFit, cycling, 
and swimming . She has been vegan since college and 
benefited from her Division I school’s nutrition program, 
so she is very well-versed in her body’s nutritional needs . 
Ashley eats a wide range of fruits and vegetables, whole 
grains, and plant-based protein . She takes a prenatal 
vitamin with iron and also takes supplemental B12, “just to 
be sure .” 

First OB Visit
At the beginning of the visit, Ashley’s weight and height are 
measured . She is 180 lbs . and her height is 5’5”, which 
puts her body mass index (BMI) at 30 kg/m2 . The nurse 
measures Ashley’s vital signs and comments, “I’m surprised 
your heart rate and your blood pressure are so normal, 
given your size .” Ashley is taken aback but decides not to 
say anything because she doesn’t want to make a scene . 
She hasn’t even met her physician yet . 

The physician enters, congratulates Ashley on her 
pregnancy, takes a medical and obstetric history, and 
performs the exam . The physician then starts to talk about 
Ashley’s current weight and BMI, as well as her expected 
and target weight gain . The physician goes into extensive 
detail about the importance of regular exercise and ways 
to cut back on junk food, soda, and calories so Ashley can 
stay within the guidelines . The physician also recommends 

that Ashley see a dietician to make sure she doesn’t gain 
too much weight . Ashley declines the dietician referral and 
tells the physician about her vegan diet and her exercise 
schedule . The physician looks at her skeptically and says, 
“OK, we’ll see how things go, but I think you should see the 
dietician .” Ashley decides not to ask any more questions 
about her pregnancy or what to expect . She also doesn’t 
mention to the physician that her sister had blood clots 
during her pregnancy . She leaves the visit feeling unheard 
and unseen . 

16-week OB Visit
At her 16-week visit, Ashley has gained 5 lbs ., but she really 
feels good . She has continued to do CrossFit, but she is 
only going twice a week instead of three times and she is 
not doing any of the high-intensity exercises . In addition, 
she has reduced her weight-lifting load so that she can lift 
without holding her breath/doing Valsalva maneuver . She 
has continued to jog and swim and is doing these activities 
more often to balance the decrease in CrossFit activity . 
The first thing the physician mentions to Ashley is that she 
has gained too much weight . She is told she needs to eat 
less, exercise more, and stop drinking soda and eating junk 
food . Ashley is offered a referral to the dietician again . She 
declines, feeling demoralized . 

20-week OB Visit
At her 20-week visit, Ashley is feeling more winded when 
she exercises . She used to be able to run six miles 
without stopping, but now she can barely make it a half 
mile . Although she was able to do the entire CrossFit set 
last week, she hasn’t been able to finish a full workout 
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this week . She has some swelling in her left leg, and she 
has gained another 5 lbs . She mentions the shortness of 
breath, leg swelling, and decrease in exercise tolerance to 
her physician, who tells her that it’s likely because of the 
pregnancy and her weight gain . Ashley is advised to eat less 
salt and elevate her legs more . When she asks if salt would 
make just one leg swell, her physician smiles, pats her arm, 
and then leaves the room without answering her question . 

Outcomes
That night, Ashley develops significant right-sided chest 
pain and shortness of breath . She calls an ambulance 
that takes her to the nearest emergency department (ED) . 
She tells the ED physician that she has had worsening 
shortness of breath, difficulty with her usual exercise 
routine, and swelling in her left leg . The physician asks 
Ashley if she has any history of blood clots, and she replies 
that her sister had blood clots during a pregnancy earlier 
this year . The ED physician orders a computed tomography 
(CT) scan and blood tests . However, before any of the 
tests can be done, Ashley loses consciousness and goes 
into pulseless electrical activity (PEA) arrest . The ED staff 
performs resuscitation per advanced cardiac life support 
(ACLS) protocol but they are unable to obtain a pulse . After 
50 minutes, a time of death is called . 

Explanation of Bias
This case of maternal mortality illustrates biases that are 
very common in medicine:

 •  Weight bias (i .e ., unreasonable, negative attitudes, 
beliefs, assumptions, and judgments about 
individuals who are overweight or obese22)

 • Attribution bias

 • Anchoring bias 

 • Confirmation bias 

The medical staff caring for Ashley had an attribution 
bias that her BMI of 30 meant that she was not exercising 
regularly or eating healthy foods . Therefore, they decided 
that her symptoms of shortness of breath and leg swelling 
must be related to her weight, weight gain (anchoring bias), 
and dietary indiscretion . Because Ashley felt disrespected 
and unheard, she didn’t tell her care team about an important 
historical detail—her sister’s pregnancy-related blood clots—
that could have helped mitigate the staff’s confirmation 
bias that her dyspnea was related to her weight and being 
out of shape . This might have saved her life . 

Case 2: Tasha
Tasha is a 22-year-old G2P0101 African-American woman 
at 24+4 weeks gestation who is brought in by ambulance 
to the Labor and Delivery (L&D) unit because of severe 
back and abdominal pain and reports of contractions . 
She arrives in L&D in significant pain . The primary nurse 
(Nurse #1) is quite attentive to Tasha and seems very 
concerned, but the second nurse (Nurse #2), who is more 
experienced, seems distracted and unconcerned when 
she meets the paramedics in the triage room . After the 
paramedics move Tasha onto the triage bed, Nurse #2 
asks her, “What made you call the ambulance?” Tasha says 
that she doesn’t have a car and has been having severe 
pain in her lower abdomen/pelvis and back that comes and 
goes, like contractions .  

Intake by Nurses
Nurse #1 puts Tasha on the monitor and places her hand 
on Tasha’s abdomen . Because she is less experienced, 
she is not sure if she is feeling contractions since Tasha is 
only 24+4 weeks . She turns to Nurse #2 for confirmation . 
Nurse #2 palpates for contractions for about a minute and 
tells Tasha, “I don’t feel any contractions, but we’ll watch 
you on the monitor for a while .” 

Tasha tells both nurses that she thinks she might be having 
some discharge or leaking fluid . She says, “It started this 
morning, but there’s no bleeding .” Neither nurse does a 
cervical check . They ask Tasha about drug use, domestic 
violence, and whether or not she is with the father of the 
baby, and then they ask to collect a urine specimen . They 
obtain a verbal order for acetaminophen and hydroxyzine 
(Vistaril) from the laborist who is attending because the 
resident is finishing with a delivery . 

Resident Interview
Twenty minutes later, the resident has finished the delivery 
and is informed by Nurse #2 that Tasha needs to be seen . 
Nurse #2 says, “She took an ambulance here because 
she thought she was having contractions, but she isn’t . 
No contractions on the monitor and I don’t feel any either . 
She’s having some discharge and probably has BV 
[bacterial vaginosis] . I don’t know why these people always 
have to take the ambulance here for stuff like this . She 
could have gone to the clinic .” 
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The resident is only on the second week of L&D and is 
inexperienced . During an extensive interview, Tasha tells 
the resident that her first birth, which was about a year ago, 
was at 36 weeks gestation . The resident asks Tasha if she 
has been on progesterone, but Tasha doesn’t know what 
that is . She doesn’t think her physician ever mentioned 
it to her . In Tasha’s prenatal record, the resident finds a 
note from her outpatient physician stating that Tasha did 
not have reliable transportation and hinting that black 
patients were almost never consistent about coming in for 
injections . The physician opted not to initiate progesterone .

Tasha continues to be in pain . However, per the 
nursing staff who saw her right after she came in, she 
appears more comfortable after the acetaminophen and 
hydroxyzine . She does not have any contractions on 
tocometry, although no one has palpated her abdomen 
since the initial assessment about 75 minutes earlier . Tasha 
tells the resident about her vaginal discharge and that she 
is possibly leaking fluid . She confirms that she does not 
use drugs or alcohol . 

Outcomes
The resident leaves the room to have the nurse collect 
supplies to do a pelvic exam that includes an Amnisure, 
fetal fibronectin swab, wet prep, and gonorrhea/chlamydia . 
While the resident is on the phone calling an attending 
physician, a code blue is called to Tasha’s room . Nurse 
#1 is in the room when Tasha starts having significant 
abdominal pain and yells, “I need to push!” The resident, 
laborist, and many nurses run into Tasha’s room . They pull 
back her sheets to find that Tasha has delivered onto the 
bed an infant who appears to be 24-25 weeks and has 
minimal respiratory effort . 

The resident clamps and cuts the umbilical cord and rushes 
the baby to the warmer just as the neonatal intensive 
care unit (NICU) staff arrives, including a neonatologist 
who happened to be in house . They start resuscitation 
immediately, including intubation and administration of 
surfactant . 

Tasha’s infant girl, Lily, is able to be resuscitated and 
remains in the NICU with assisted ventilation and blood 
pressure support for the next five days . However, she 
suffers a grade IV intraventricular hemorrhage and 
bilateral pneumothoraces . On her sixth day of life, she has 
increasing oxygen needs and pressor support . Her mother 
opts to withdraw life-sustaining support, and Lily dies . 

Explanation of Bias
This case of premature birth and neonatal death highlights 
a number of concerning biases regarding the patient’s race 
and socioeconomic status:

• Confirmation bias

• Anchoring bias

• Conformity bias

Because of Tasha’s race and socioeconomic status, her 
outpatient physician assumed that she would not comply 
with progesterone therapy to prevent preterm delivery . 
The physician did not provide Tasha with information 
about possible treatment options so that she could have 
a say in her care . Nurse #2 had a confirmation bias that 
she was not feeling contractions because she didn’t see 
contractions on the monitor . In addition, she didn’t believe 
that Tasha was having contractions because she had an 
anchoring bias that “these people” use ambulances 
in nonemergent situations . Nurse #1 was affected by 
conformity bias . Initially, she was concerned that Tasha 
might be in preterm labor, but she allowed Nurse #2’s 
opinions to influence her own assessment . The resident 
was also affected by conformity bias, delaying a pelvic 
exam based on the nurse’s assessment that Tasha’s case 
was less urgent because she was not in preterm labor . The 
resident and Nurse #1 were more susceptible to this type of 
bias due to their inexperience .




