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Abstract

This article aims to explore the experience of
Mexican women in the obstetric emergency.
This qualitative-phenomenological study was
conducted with data collected by means of in-
depth interviews with 15 women survivors of
this experience, performed from January to
September 2017. Obtained data were processed
through discourse analysis and interpreted based
on the four dimensions of the phenomenology
of perception, namely: body, time, space, and
relationality. Despite perceiving the complications
at early stages, interviewees waited for objective
symptoms before seeking for healthcare. According
to them, timely treatment seeking did not imply an
adequate management. Moreover, these women
also reported insufficient support from both
formal and informal networks in the provision of
specialized treatment. Society and government
must articulate strategies that empower women
for the attention to obstetric emergencies, besides
implementing actions that promote their self-care
while guaranteeing timely and specialized care.
Keywords: Emergency; Obstetrics; Experience;
Phenomenology; Qualitative Research.
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Resumen

Este estudio pretende profundizar en la
experiencia vivida por mujeres mexicanas en
la emergencia obstétrica. Para ello, se realiz6
un estudio cualitativo-fenomenologico por
medio de entrevistas en profundidad a 15
mujeres sobrevivientes de esta experiencia
que se realizaron en el periodo de enero a
septiembre de 2017. La informacién se procesé
mediante analisis fenomenolégico del discurso,
y para su interpretacion se organizé en las cuatro
dimensiones de la fenomenologia de la percepcion:
cuerpo, tiempo, espacio y relacionabilidad.
Las informantes percibieron la complicacion
de forma temprana, sin embargo, postergaron
la atencién institucional hasta que se hicieron
presentes signos objetivos de complicacion;
lallegada puntualalosservicios de salud noimplico,
desde su percepcion, la certeza de manejo oportuno
y adecuado, ademas se report6 un insuficiente
apoyo de las redes formales e informales para el
traslado y la atencion especializada. Es necesario
que sociedad y gobierno articulen estrategias que
empoderen a las mujeres para la atencion a las
situaciones de emergencia obstétrica, acciones
que promuevan su autocuidado pero garanticen
también el apoyo pronto y expedito de sus redesy
una atencion profesional de calidad.

Palabras clave: Emergencia; Obstetricia; Experiencia;
Fenomenologia; Investigaciéon Cualitativa.

Introduction

Maternal death (MD) continues to be a serious
problem in most underdeveloped countries,
contributing significantly to the estimated 830
deaths per day worldwide. Latin America is one of
the regions that, together with Sub-Saharan Africa
and Asia, represents a critical area for maternal
death. Only in this continent, 60 maternal deaths
per 100,000 births occurred in 2015, resulting in a
reduction of only 52% for the period from 1990 to
2015 (CELADE, 2015).

In Mexico, the reduction in the MD for the
period 1990-2013 was only 26.8%, almost half
of the reduction in Latin America as a whole,
placing it in tenth place among the countries of
this continent and below the average achieved
by it (Kassebaum et al., 2014). In this country, as
in most of the world, the majority of maternal
deaths are associated with hypertensive disorders
of pregnancy, hemorrhage (due to prolonged or
obstructed delivery, uterine rupture and ectopic
pregnancy), abortion and sepsis. The situations
described above are classified as obstetrical
emergencies, understood as “nosological
conditions that endanger the life of the woman
during the pregnancy-puerperal stage and/or the
product of gestation requiring immediate medical
and/or surgical attention by qualified medical
personnel” (Centro Nacional de Equidad de Género
y Salud Reproductiva, 2016).

The importance of timely identification by
women, seeking transfer and timely treatment
becomesrelevant when it has been documented that
the average time to death following the onset of an
obstetric emergency is two hours for hemorrhage,
two days on average for eclampsia and obstructed
labor, and up to six days in the case of an infectious
process (Ouédraogo, 2010).

In the review of documents related to the
studies conducted on obstetric emergencies,
the prevalence of studies that focus on the
performance of health personnel at the time
of the event was identified, leaving aside
the documentation of the disjunctions faced
by women to identify the problem and seek
transportation. The few studies that explored
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women’s perspectives have focused on identifying
their level of awareness of the warning signs
(Garcia; Montafiez, 2012), their perception about
the quality of medical care they received (Mohd
etal., 2017), and barriers to accessing professional
care (Hussein et al., 2016). Other studies,
although based on working with women who
have experienced an obstetric emergency, focus
their interest on exploring the impact that this
experience brought to their lives after the event
and not on the awareness developed during the
emergency (Madeline, 2016; Elmir, 2014).

However, only one study aimed to deepen the
experience of obstetric emergency and reported
that this experience is lived as a traumatic and
conflictive event, whose scope impacts on the
demand, trust and fears towards professionals
and the health system in general (Szulik; Szwarec,
2015). It is important to mention that the
research was not a phenomenological approach,
but an ethnography.

Based on the review of the studies conducted
on the subject, it is pertinent to explore the
experience of obstetric emergencies from the
phenomenological perspective, considering this
approach allows revealing how women experience
the phenomena from the meaning they give to
the processes, in their consciousness and from a
perspective that, although considered individual,
is based on ways of seeing and inhabiting the
world that make sense within the collectives
in which these people have developed (Berger;
Luckmann, 2005).

The objective of this research was to delve
into the lived experience of Mexican women
in obstetric emergencies, assuming that what
they have to say about their own experience and
from their subjectivity will contribute to the
construction of public health policies sensitive
to different realities.

Methods and procedures

This is a qualitative study based on the
phenomenology of perception proposed by Merleau
Ponty. He was interested in understanding the
complexity of the lived experience, interpreting the

meanings that underlie the way of reconstructing
the event from one’s own subjectivity.

We collected information from January to
September 2017, with 15 women residing in the
north-central region of Mexico. The decision
to work with women from this region resulted
from the existence of different conditions of
human development and social welfare with
the potential to determine diverse emotional
experiences at the time of obstetric emergency,
a factor that contributes to the external validity
of the study.

Potential participants were identified from
the records of obstetrics and gynecology
services of public hospitals in the region. After
a rigorous and systematic review of the clinical
records, we selected those who had undergone
an obstetric emergency in the last three years,
without having experienced a perinatal death as
result. The decision not to invite women whose
children had died was mainly due to ethical
considerations, since it was assumed that those
who had experienced a perinatal loss would be
more emotionally vulnerable, meaning a risk to
their psychological safety.

Once identified, they were contacted by
telephone to arrange a first meeting with the
interviewers. In this first meeting, the nature
and scope of the study were explained, and a
conversation was held with them to confirm
that what was documented in the clinical
record coincided with their experience. Within
the aforementioned framework, the purposive
sampling strategy was implemented (Mendieta,
2015), since women who had experienced the
phenomenon of obstetric emergency in depth were
invited to participate so that they could remember
the event and would like to talk about it.

In a second meeting, the informed consent
was obtained and the initial interview was
conducted. The information was collected by
means of a phenomenological interview whose
central question that started the story was: “Could
you tell us about the day your child was born?”
Both interviewers ensured that the women were
free to construct their own stories and the only
intervention they made consisted in taking care
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of the chronological narrative of the stories, in
order to avoid information gaps that could result
in absences that would complicate the research
team’s clear understanding of the experience.

Two researchers from the research team
conducted the interviews. The decision to have
women interview the survivors was based in
the consideration that, given that reproductive
processes are also considered as sexual, being
interviewed by a man could affect the richness
of the women’s narratives.

The number of interviews was determined
based on the saturation criterion of the
experience, and the interviews stopped once
they began to construct redundant narratives
about the experiences. The interviews lasted
approximately go minutes, and a single interview
was sufficient to delve into the experience of
obstetric emergency.

The interviews were audio-recorded with
prior informed consent and transcribed by the
researchers who conducted them. Subsequently,
we deleted the audios to guarantee the protection
of the data provided by the informants.
Phenomenological-interpretative analysis was
applied to the transcribed interviews, following
the steps: (1) Transcription, (2) Elaboration of
general meaning units, (3) Elaboration of meaning
Units relevant to the research topic, and (4)
Verification of the relevant meaning units.

For the analysis of the narratives, the units
of analysis were grouped into four dimensions
considered by phenomenology: Corporeality
(the lived body), temporality (the lived time),
spatiality (the lived space), and relationality
(the lived interaction relations). (Alvarez et al., 2010).

The study complied with the ethical and
legal criteria that govern research both
internationally and nationally, particularly
the Declaration of Helsinki and the Mexican
General Health Law. The study was classified
of minimal risk, since it was anticipated that
the participants could trigger emotional crises
by recalling a painful episode in their lives.
Thus, it was proposed to suspend the interview
in case of emotional crisis, to provide support
and psychological accompaniment. However,

there were no crisis situations. The Research
Ethics Committee of the Health Services of San
Luis Potosi approved and monitored the protocol,
with registration SLP/oo02/2017.

Results
Sociodemographic characterization

We worked with 15 women, with an average age
of 22.9 years old, a minimum of 16, a maximum
of 39 and a mode of 18; 86.6% were engaged in
housework, 6.6% were employed and 6.6% were
studying. The majority had completed secondary
school (46.6%) and primary school (33.3%); there
were no professional women. Eighty percent were
in a stable union and married when the obstetric
emergency occurred, and 20% referred to themselves
as a single mother.

Obstetric profiles and characterization of the
emergency obstetric event

The emergency obstetric event occurred
when the majority were in their first gestation
(66.6%), followed by second gestation (26.6%)
and there was one case of fourth gestation.
In terms of gestational age, 40% of women had
the experience between 38 and 39.6 weeks of
gestation (WG), 26.6% between 32 and 34 WG,
and 20% after 40 WG.

Regarding the situation that led to the
obstetric emergency, 93.3% (N=14) had an
admission diagnosis associated with hypertensive
disorders of pregnancy, of which 21.4% (N=3) were
admitted with developing eclampsia and 14.2%
(N=2) with Hellp syndrome. The other participant
was admitted with septicemia, following
resolution of cesarean delivery and a history of
diabetes mellitus.

Dimension I: emergence in corporeality
When the body that feels bad is not enough,
validation of the discomfort from others is necessary

The participants agreed that they sensed
early that something was wrong with their bodies
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when they had the obstetric emergency. However,
all of them considered it was premature and
unnecessary to ask for help from their family or
professional networks, since the data on obstetric
complications remained at the subjective level
(discomfort) and were not evident, so they could
not be subject to verification by other people
(family or professionals). Based on the above,
most of the women preferred to continue with
their daily activities, waiting for signs detected
by their family members to justify the need for
specialized care. Some of the signs that became
evident were the impossibility to continue
walking, severe edema, vomiting, incapacitating
pain, among others.

Romina, for example, reported feeling relieved
when finally in the early morning she started
vomiting, had intense headache and difficulties
to walk; after having spent a whole afternoon with
epigastric pain and the intuition that this was
not normal. She thought, with all these objective
data of complication, her relatives would not
hesitate to take her to the hospital and health
center would not postpone her care, since she
looked really bad:

I had been having severe pain since the afternoon,
here [points to the epigastrium]. I thought it
could be because of the baby, but I wasn’t sure,
I didn’t know if, yes, it was bad, I didn’t look s0
bad, at night I started with a lot of vomiting,
the headache, the dizziness of not being able to
walk. This happened in the early morning, I got
Acared, but we knew it was bad, and my husband
and mother-in-law told me we had to go to the
hospital, I had to go to the hospital, to be treated,
but ‘right now!”. (Romina)

Unfortunately, not all the women reported
having maintained consciousness when these
serious symptoms were present; such was the case
of Micaela, who did not consider herself sufficiently
ill until she suffered convulsions:

I felt bad, had a headache, I felt I couldn’t see
well, I was dizzy, I thought about going to the
hoaspital, but I said “maybe sleeping will help”,

I didn’t look bad, bad, no. I could walk, I fell
asleep until around three in the morning when
I started to convulse, my sister was sleeping
in the same room, when I woke up I was in the
hospital. Micaela)

Dimension Il: time in the emergency

Waiting patiently for the evolution of
the complication

They also reported having experienced being
returned to their homes on more than one occasion,
under the argument that there was insufficient
“data” to admit them in the hospital:

I knew I had high blood pressure, s0 I went on
Friday; he checked me and told me to come back
on Saturday and depending on what they saw,
I would stay. And I went on Saturday and
that’s when my blood pressure was really high,
and then they sent me to the emergency room for
the operation. (Angela)

The time that marks the evolution in the
experience and resolution of obstetric emergencies
does not correspond to the physiological processes
that occur in their bodies or in the decision-
making that women do regarding when to seek
specialized care, but depends on the institutional
time and the judgment that medical personnel
make about their cases.

During the last two montha I have been going
there many timeas, I felt bad, I had already been
hospitalized once because of blood pressure,
the second time it was the same, for high blood
pressure, but they told me it was not s0 high,
but I felt really bad, I could not hold my head,
I could not see well, but they said no, that
it was controlled and they sent me back to
my home. (Rubi)

Another situation was the underestimation by
the women themselves of the limited time available
to specialized personnel to guarantee the lives of
the women and their children once an obstetric
emergency occurs. Several delayed seeking care
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because they put the fulfillment of a series of
social functions associated with gender, mainly
associated with motherhood and caring for others,
as Catalina reports:

I started feeling bad from the time I woke up,
I had a strong headache, but the pain came and
went, it wasn’t s0 strong, so0 I stayed like that.
My sisters were working and I was taking care
of the children and it was like nothing was
happening because the pain came and went,
they left the children and when they came back
to get them I told my mother that I needed to go
to the hospital. (Catalina)

Sandra, for example, developed septicemia after
the cesarean section and, although the signs of the
complication became evident very early, she delayed
going to the hospital as long as possible in order not
to be absent from her son’s care:

My temperature was high, I took baths but it didn’t
stay below 39 and it reached 40, they put wet
towels on my forehead and stomach to lower my
temperature, but I was thinking that I was going
to leave the boy and I wouldn'’t give food for him...
He [the husband] was here, and my daughters too,
they are not children anymore, but I was the one
taking care of the boy. (Sandra)

This is even more complex when the woman is
pregnant and the expected date of delivery is distant.
The fear of the baby being born before being able
to stay alive by himself was one of the reasons that
delayed the decision to go to the health institutions,
referring to the fear of being operated on and having
premature children.

Dimension Ill: space and emergence

Hospitals as spaces that do not always
provide solutions

The place where the obstetric emergency occurs
doesnot seem to be adetermining issueregarding
the management of the adverse event. Alejandra,
who began with convulsions watching a
football match on a community field, had an

assertive community response. She was quickly
transferred to a second level care hospital,
but Karla, whose emergency obstetric event was
identified while attending a prenatal check-up,
experienced a series of difficulties that delayed
the referral and transfer between the first and
second level of care.

Karla’s case was particularly relevant, since
it would be expected that the transfer would be
much more agile between first and second level
care due to the existence of referral and counter-
referral protocols. This was not the case, at least
in her experience:

That day I went to the doctor’s office, not because
I felt bad, just because it was my appointment.
The doctor who attended me scolded me and told me
why I didn’t go before because my blood pressure
was too high, he sent me to the hoapital but he
couldn’t find my file, he had to do all the paperwork
again, he asked a social worker to accompany me
to the hoaspital, but it took a long time, because
they didn’t want to lend her the van because they
were going to use it for something else at the same
health center. (Karla)

Dimension IV: Relationships in the emergency

Insufficient support in formal and informal
networks

Insufficient support from both formal and
informal networks was identified. Regarding the
first ones, the experience of gender-based violence
was documented as a condition with negative
potential influencing obstetric emergency outcomes.
This was the Bere’s case, who sought strategies to
leave her partner’s house and move closer to her
parents’ house, where she had a more solid network
to guarantee her and her son’s wellbeing:

T'was in the house with him, then I started to suffer
with the first health problems, I had a headache,
I couldn’t see clearly, and I had a lot of fatigue in
my back, but I knew he wasn’t going to take me to
the hospital. So Imade a plan with my sister that I
would fight with him to come here [to his mother’s
housel, because I knew that I would need someone
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to take me to the hospital if I had those symptoms
again. (Berenice)

This experience of feeling fearful, insecure and
surrounded by people with insufficient capacity
to guarantee their safety was also experienced in
first-level health care services:

They couldn’t find my medical file, he [the
doctor] started [to] make a file because
according to me I didn’t have one, but he scolded
me, as if it was my fault that they couldn’t find
the file, he took the card I had and made me
another one, I told him to give me mine because
they were going to ask for it at the hospital, he
didn’t give it to me... (Karla)

Final considerations

This study documented that women do not
have the necessary skills (knowledge, attitudinal
and evaluative) to identify and act on the
initial and subjective warning signs. Regarding
knowledge competencies, it was identified that
the informants perceived the discomfort; however,
they did not problematize it associated with
pathological states of gestation. Mengole and
Lannacone (2009) have previously pointed out
that at a younger age women present not only a
lack of knowledge about the warning signs, but
also a general lack of knowledge about sexuality
and reproduction.

Regarding attitudinal competencies inrelation
to when and to whom to communicate the
identification of these warning signs, even when
something is identified as being out of the ordinary,
women do not always have the networks in place
to ensure prompt and expeditious transfer.
In addition, they showresistance to approach health
services at an early stage. Mengole and Lannacone
(2009) have also documented the existence of a
negative attitude towards approaching health
services to seek care.

In terms of value competencies, women
did not assume themselves derived from their
experience of obstetric emergency as close to

death, which definitely dictated the evolution
tendency that they let advance in their extreme
maternal morbidity states. In addition, there is
a prevailing lack of trust and certainty about the
effectiveness of the treatment they could receive
in health services.

With regard to the experience of the emergency
lived from the corporeality, there is a symbolic
distance within the imaginary from which these
women conceptualize the body during the event
of the obstetric emergency, that is, the body
“that feels sick” is not the same as the body
“that looks sick”. The reasons that compel
women to wait patiently for the manifestation
of objective and verifiable signs depends, as
we have seen in the women’s narratives, on the
need to be certain of the support they will receive
from their family and institutional support
networks. As documented by Modh et al. (2017)
in a study in Malaysia, coping by family support
networks to make appropriate timely transfer
is often ineffective when warning signs are not
sufficiently evident.

The lack of previous experience against
which to validate the subjective symptomatology
associated with the initial moment of obstetric
emergency may be the main obstacle to identifying
the initial complication and even the confidence
to approach the relevant health services for
help. Garcia and Montafiez (2012) pointed out
that one of the most important determinants in
the identification of warning signs is the fact
of having been pregnant previously, since the
medical discourse received on physiological and
pathological changes has been evaluated in the
context of an experiential experience.

On the other hand, we consider it relevant
to highlight that in our study the presence of
informants whose ages are ascribed to the youth
stage prevailed, which supports a finding that has
been previously pointed out in epidemiological
studies on extreme maternal morbidity (Oliveira
et al., 2014). In our study, as in those of the authors
mentioned above, there were no women over 40
years of age, which we explain in line with Oliveira
et al. (2014): “women in older age ranges are up to
25% more likely to die”, this makes it likely that
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older women are not listed as survivors, but rather
as cases of maternal death.

The reasons that discouraged women from
reporting initial complaints were the fear that
they would be questioned by family members or
health personnel, because of these symptoms
(not verifiable in that situation). Fear of
communicating the existence of a complication
of which they are not certain, as well as insecurity
in the support of third parties (family members
and healthcare personnel), has been referred
to by Per6n and Da Silva (2011) as a situation
that discourages appropriate communication of
obstetric warning signs.

Bedoya (2019) associated the lack of security
of women about their ability to listen, interpret
and relate to their own bodies to a consequence of
the complex medicalization on women’s bodies,
more specifically on reproductive processes,
that has been made and strengthened over the last
century. With the technification of the approach to
bodies from westernized medicine, attention use
to be focused on the measurement of the objective,
making the subjective invisible, particularly
when it comes to the subjectivity of women,
a gender that has been constructed in the collective
imagination - as opposed to the masculine - with a
tendency to magnify their moods through histrionic
personalities. (APA, 2013).

The medicalization, technification and
mechanization of care that characterizes the
care of women’s reproductive processes within
postmodern institutions have demonstrated a
direct relationship with the reduction of maternal
and infant morbidity and mortality (Hernandez;
Echeverria; Gomariz, 2017). Moreover, it has
compelled women to learn to distrust their own
knowledge and intuitions to interpret and validate
the signs of their bodies, convincing them that
only other people can and should interpret them.
These other people even prescribe how they
should feel during pregnancy, trying of course
to make their experience fit in with what is
written in books that, from a positivist science,
find it unnecessary to incorporate the subjective
experience of the women who live these processes.
Disempowering women of their subjectivity to

understand their own bodies represents in fact
one of the most important problems in the field
of bioethics, since it places them in a state of
subordination in relation to their own bodies,
depriving them of the autonomy to decide and do
with themselves (Urrea, 2012).

The westernized medical perspective has
also contributed to the development of a
social imaginary representing reproductive
process as pathological and/or risky processes.
Positioning pregnancy and childbirth from a
perspective that pathologizes and justifies a
protocolized interventionism has resulted in
women undergoing these processes considering
discomfort as “normal”. Consequently,
they normalize the incipient symptomatology
of obstetric emergencies, which at first are
not perceptible to others because they are not
incapacitating. Godoy et al. (2009) have previously
addressed how this westernized view of pregnancy
and childbirth pathologizes these stages and
contributes to making initial warning signs
invisible, and consequently delays the search for
specialized care.

Regarding the second dimension, which
is the lived experience from time, contrary
to what has been reported in other studies
(Aguiar; Tanaka, 2016; Szulik; Szwarc, 2015),
none of the participants in this study reported
having perceived themselves in a near-death
situation. This can be explained in terms of what
Godoy et al. (2009) have pointed out regarding
the prevalence of a lack of knowledge among
women that does not allow them to elucidate the
potential and serious implications of the event
of obstetric emergency.

Most of the informants -even those who knew
they were diagnosed with a hypertensive disorder
of pregnancy- reported waiting patiently for
the worsening of incipient discomfort. In many
cases, the reason for this wait was due to the
fear that family members or health personnel
would question these complaints, after they were
reported. Seeing themselves as “sick enough”,
from their imagination, reduces the likelihood
of being rejected for hospital admission,
an aspect that was important to them, particularly
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for those who had been rejected for admission
on previous occasions.

The above finding is relevant, as it highlights
the reason why women do not approach health
services early. Only a personal resistance to
approach health personnel, as Mengole and
Lannacone (2009) pointed out, does not explain
this. On the contrary, women have sought
specialized care early, and given that their
experience was negative, in obstetric emergency
it becomes a complex decision to seek health
services. The existence of referral and counter-
referral systems has been a controversial issue
in health policy research in Mexico. Collado and
Sanchez (2012) documented how the referral and
counter-referral system in the field of obstetric
care is nonexistent and even a phenomenon of
hospital multi-rejection, which violates the right
to health in women and their children.

These institutional multi-rejection practices
may result in maternal deaths, but even if they
do not, it does not mean that this practice does
not have a negative impact on maternal health.
Collado and Sanchez (2015) realized, in line
with this study, that the lack of adherence to
referral and counter-referral guidelines results
in a delay in the arrival of women with extreme
maternal morbidity conditions to second level
care institutions, mainly because in the context
of these previous experiences, women lose
confidence and credibility in the actions and
institutional actors. We will add to the above
that these multi-rejection practices teach them
to doubt their action in order to identify alarm
signals reliably.

Time is then established as a variable not
determined by the decision-making or autonomy
of the women whose lives are at risk, but is placed
in the scenario of institutions, corporations with
a bureaucratized dynamic and another sense of
time. This is relevant in terms of Merleau-Ponty’s
statement that time does not exist in things, but
in the relations with things (Hirose et al. 2015).
The time between the identification and resolution
of an obstetric emergency does not depend
absolutely on the agency that women and their
families have to go to a hospital institution.

This time does not even depend on the infrastructure
and equipment that the institution has, it includes
them, but the complex intersection between the
(inter)subjectivities of the women, their relatives
and the health actors should not be ignored.
Each of these actors, from their own subjectivity,
will determine the urgency of the intervention is
and the cost of not acting immediately.

However, the lack of certainty about the
seriousness of their condition is not the only
thing that delays women from leaving their
homes for health facilities; there is also the
fulfillment of a series of domestic tasks derived
from their role as homemakers and mothers.
In women who were not primigravidae, the care
of other children was one of the reasons why
they did not go quickly for an obstetric check-up,
which is “natural” in a Mexican context where
gender inequality is the result and, in turn, the
origin of the absence of participatory fatherhood
in child rearing (L6épez, 2017).

The tendency of women to devalue the
importance of their own well-being in order to
safeguard that of their children becomes evident
when they narrate that one of the reasons that
delayed their arrival at the hospital was the desire
not to have their pregnancies terminated, since
they believed that prematurity was inexorably
incompatible with survival. Reis et al. (2016) pointed
out earlier how the fear of possible prematurity is
associated with increased distress and suffering
during the experience and, with it, hinders decision
making to seek help.

The third dimension embodies that
phenomenology is the space. It was documented
how, through the experiences, the survivors position
in their consciousness the health institutions within
a plane of non-resolution.

The place where the obstetric emergency
is does not represent -from the experience of
these women- a variable that differentiates the
emotions of anguish, fear and uncertainty in
which the experience is framed. Women do not
identify this space as a place of support response
and resolution of the event. The narrative of a
more pertinent and decisive community response
than that presented in a basic health unit that
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has referral and counter-referral protocols for
these types of cases was particularly striking,
corroborating the affirmations of Collado and
Sanchez (2015) that this model is non-existent
in the operation.

Finding the “meaning” of the places by
means of experiential experience is essential
for people to develop care trajectories that
guarantee them certainty and credibility in the
institutions. The results of this study show how
the lived experience in the obstetric emergency
contributes to a social phenomenon that Eyles
(1989) named “delocalization”, which refers to
the removal of the socially prescribed meaning
of a place, since in reality it does not function
for what it should do.

Finally, the fourth dimension of phenomenology
refers to relationality or communicability,
understood as the interpersonal relationships
that influence the significance of the experience,
in this case the obstetric emergency. The most
significant aspect of this dimension is that no
functional support was identified in the possible
support networks, which are made up of family and
institutional actors.

This study documents that, as already
pointed out by Hirose (2015), the presence of
a partner is not always a protective factor
for the successful resolution of an obstetric
emergency. Mainly because our study, like that
of mentioned author, documents the existence
of domestic violence, which is instituted as
a threat to the effective resolution of the
obstetric emergency. Domestic violence is
pointed out as a variable associated with a
greater probability of spontaneous abortions
(Biswas et al. 2015). This finding contradicts, or
at least demands a less generalist position, the
arguments that Haelterman (2003) constructs in
relation to the presence of the partner playing a
fundamental role in the trajectory of pregnancy
and its resolution, attributing “nine times
more complications in women who do not have
a partner during gestation, compared to those
who have a partner”.

This study identified, as Aguiar and Tanaka
(2016) have also done, that the performance of

the network of healthcare actors does not always
generate certainty and confidence in women during
this traumatic event, but can enhance the fear and
uncertainty that accompanies the experience. Fear
of discrimination and blaming health personnel for
the situation that afflicts them may also be a factor
that delays seeking institutional help (Rangel;
Martinez, 2017).

In summary, this research identified three
issues associated with the delay in seeking
transfer and professional care: first, women lack
the skills (knowledge, attitudinal and evaluative)
to identify obstetric warning signs; second,
those who sensed that something abnormal was
happening doubted to be able to recognize that
they were experiencing a pregnancy-related
complication; and third, the prevalence of an
imaginary of pregnancy as a situation framed
by pain and discomfort, which “normalizes” the
initial discomfort.

Most of them dismissed the risk of death
associated with the complication, mainly because
at the time of the event they did not have complete
information about the extent of the complication
for their lives and that of their children.
In addition, most of them had their first
gestational experience and had no previous
experience to validate the (im)relevance of the
incipient discomfort of the obstetric emergency.
Finally, it was identified that women do not
attribute a resolution capacity to health
institutions and report non-existent referral and
counter-referral processes, as well as insufficient
support from formal (institutions) and informal
(families) networks. The findings allow us to
reflect on the need for society and government
to articulate strategies to empower women
to deal with obstetric emergencies, actions
promoting their self-care and guaranteeing
immediate support from their networks and
quality professional care.
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