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Abstract

N

Background: Several studies present evidence of the perceptions of pregnant women on the procedures and barriers in

the care of obstetric complications, but there are few involving physicians. This qualitative study reports the perceptions of
physicians on the processes of care of pregnant women with obstetric complications, and it identifies the barriers that result
in delays in providing care as well as the strategies to prevent them.

Methods: Two focal groups with guided discussion were conducted with nine physicians in charge of the care of pregnant
women with obstetric complications. The data were interpreted using an inductive analysis.

Results: Our data showed that the procedures in terms of the management of obstetric complications vary according to the
health facility. Even though there are guidelines and manuals, the processes are adapted in accordance with the available
resources. The main barriers resulting in delays have to do with clinical, socio-cultural and administrative issues. The ones
that stand out at a hospital level are the clinical and administrative problems.

Conclusion: Strategies in terms of participation, education, media-campaign, infrastructure and resources, aimed at build-
ing a community model focused on prevention and involving people in every locality, were proposed.

~

/

Background

The year 2015 was the deadline defined by the Unit-
ed Nations to reduce maternal mortality by 50% in compar-
ison to the year 2000 [1]. However, statistics show that the
goal was not reached, due to a slow reduction of maternal
deaths worldwide, mainly in developing countries [2]. The
region with the highest number of deaths is sub-Saharan Af-
rica, where more than 162 000 deaths occur annually, due to
the lack of access to maternal care and the scarcity of trained
personnel for the comprehensive

©2017 The Authors. Published by the JScholar under the terms of the Cre-
ative Commons Attribution License http://creativecommons.org/licenses/
by/3.0/, which permits unrestricted use, provided the original author and
source are credited.

care of obstetric emergencies, as well as other educational as-
pects and macroeconomic factors [3,4]. Maternal deaths are
linked to health-related social determinants, such as poverty,
lack of education and lack of resources to take care of ma-
ternal complications [5]. People living far away from health
services are exposed to a greater risk of dying when there are
complications.
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The main clinical causes of maternal deaths are hem-
orrhage, preeclampsia-eclampsia, sepsis, obstructed labor, and
unsafe abortion [1,6]. Most of them are preventable if treat-
ed timely, and if the necessary personnel, infrastructure and
equipment are in place to avoid a fatal outcome. An impor-
tant factor for survival is the time span necessary to get care.
Making the right decisions also plays an essential role, and it
involves the pregnant woman (when she recognizes the com-
plication and looks for help), the people in charge of transport-
ing her, and the health personnel that takes care of her upon
arrival to the hospital [7].

In Mexico, women from rural communities
suffering from an obstetric complication have to seek help fol-
lowing a path that begins at the community level (home, mid-
wife, health center, local authorities), continues in the clinics
near their locality, and ends when they are admitted in a hos-
pital with an intensive care unit. The maternal mortality ratio
in Yucatan was 59.07 per 100 000 live births up to week 51 in
2014, with 17 maternal deaths during that year [8]. Most of
the women that died in 2010 and 2012 due to maternal causes
were married or in a common law marriage; they were house-
wives; they had popular insurance (SeguroPopular) and medi-
cal care, and they died in a clinic or a hospital from the health
sector [9,10].

Studies have been carried out to find out the percep-
tions that pregnant women, their relatives and the health per-
sonnel have on the care that pregnant women receive in their
communities, on the way they seek care, on the people that
take care of them, and on their transfer to a hospital. Thus,
information on the care before being admitted to a hospital
has been gathered [11-13]. However, the studies on the per-
ceptions of the physicians in charge of taking care of the pa-
tients with obstetric complications in the hospitals are scarce.
Knowing the physicians’ perceptions in and orderly, classified
way through a category system and comparing them with the
sensory and experiential stimuli they receive can lead to de-
termining the perceptual referents. These in turn, can allow
identifying new sensory experiences, transforming them into
recognizable and comprehensible events within the collective
conception of reality in terms of the processes, the barriers and
the strategies related to the care of pregnant women with ob-
stetric complications [14].

At a community level, the following issues have been
identified: the lack of recognition of the alarm signs of compli-
cations, the women’s hesitation to seek help and their fear of
being transferred to another hospital, and the poor quality of
the local health services. The latter includes not only the lack of
human resources and equipment to handle the complication,
but also the communication difficulties between the health
personnel and the women who speak Mayan [11-13,15,16].
In accordance with these findings, intercultural interventions
to tackle the identified issues have been launched in order to
improve the understanding between the population and the
health personnel [17].

Nevertheless, little is known in Yucatan about the perceptions
of the physicians that take care of pregnant women with ob-
stetric complications, nor about the barriers resulting in de-
layed care, especially when women are referred to a clinic or
a hospital. The present study reports the physicians’ percep-
tions on the care processes that pregnant women with obstet-
ric complications undergo, the barriers causing delays, and the
strategies to prevent them.

Methods

Qualitative Study with Focus Group Dis-
cussion (FGD) Technique

The estate of Yucatan is located in the southeastern
region of Mexico. It has 1 955 577 inhabitants, out of which
47% are female. Sixteen percent of the population lives in a ru-
ral environment, where more than 50% speak Mayan [18,19].
Yucatan is divided in 106 municipalities. Each municipality
comprises the municipal seat as well as the small communities
and difficult-to-access rural settlements. Health-care services
are provided through 388 primary-care medical units, fifteen
secondary-care facilities that include general hospitalization,
and four tertiary-care specialty hospitals located in the state
capital where women with obstetric complications are referred
from the Yucatan municipalities, as well as from the states of
Campeche and Quintana Roo [19]. In the small communities
and the difficult-to-access rural settlements without health
personnel, health aids are trained, and they are responsible
for helping pregnant women and even for prescribing basic
medicines. In Yucatan and the rest of the country, there is a
policy in place indicating that births should not be managed at
health centers, but rather be referred to a secondary or tertiary
care facility with specialized personnel. By 2013, it was report-
ed that 4% of births were managed by midwives at the wom-
en’s homes, but there are municipalities where 51% to 57% of
births are managed in such a way [20].

Sample and Recruitment

The participants in this study were physicians with
experience in taking care of pregnant women with obstetric
complications. Out of 832 specialist physicians from Yucatan,
110 (13.7%) were specialized in the care of pregnant women
with obstetric complications. A sample size with a margin of
error of 15% was calculated with the support of the software
Epi-Info 7 [21]; the result, with a confidence level of 80%, was
nine physicians.

The criteria taken into account for recruitment were
the following: that the physicians had a five-year experience
minimum taking care of pregnant women with obstetric com-
plications; that they were working in hospitals, clinics and
health centers, and that they were aware of the path women
undergo when seeking for help, from the onset of the compli-
cation to actually being cared for; Other issues were also con-
sidered: their willingness in terms of service improvement,
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their time to freely address the topics given the confidential-
ity condition, and their process of reflection and analysis of
the procedures and the barriers to the care of pregnant wom-
en with obstetric complications. An invitation was extended,
first by telephone and then in writing, to the directors of the
four hospitals that offer care to more pregnant women with
obstetric complications in Yucatan. The same procedure was
followed to invite participants from clinics and health centers.
In accordance with the inclusion criteria, nine physicians spe-
cialized in taking care of pregnant women were selected: four
from hospitals, two from secondary-care clinics, and three
from health centers.

Data Collection

Data were collected using a Focus Group Discussion
(FGD) technique [22-25]. From March to October 2014, six
FGD sessions were carried out. The schedule of the sessions
was determined according to the physicians’ availability in
terms of date and hour, and they were agreed upon in advance
to guarantee their attendance. Rescheduling was necessary
on three occasions due to last-minute urgencies at their work
centers. Qualitative research techniques, such as brainstorm,
flow charts and diagrams, were used. Through the FGD ses-
sions, the physicians listened to, talked about and analyzed the
process of caring for pregnant women from their individual
scope of action (micro level), as well as from a broader social
context (macro level), where the process that gives rise to the
studied problem develops. Moreover, the physicians had a face
to face conversation, which ensured the group’s internal co-
hesion [26,27,23]. The dialogue held during the FGD sessions
was between more than two people, and the right to speak was
alternated among the participants. Although there were dis-
crepancies as well as similarities between the physician’s expe-
riences on the procedures and barriers leading to delays in the
care of pregnant women, consensus among them was sought
in order to propose prevention strategies.

The goal of the study was explained during the first
session, and the participants were asked to answer a pre-de-
signed questionnaire including questions on two core topics
[27]: 1)existent and applied processes in the care of pregnant
women with obstetric complications, and 2) main barriers
perceived and proposed strategies to improve care for preg-
nant women with obstetric complications. The development
of the discussion was free, and it followed the question guide.
The participants were convened again to share with them
a summary of their initial comments and the most relevant
categories identified. Topics and comments were defined and
clarified, and they were summoned again to validate the find-
ings and to confirm the information (feedback), as well as to
ensure data saturation through diagrams that summarized the
process. Every session was between 120 and 180 minutes long.
Two researchers experienced in FGDs were also present dur-
ing the sessions; they coordinated the questions and the physi-
cians” answers. Furthermore, two previously trained redactors
took notes of the relevant aspects mentioned. The comments
from the FGDs were recorded, transcribed (in Spanish) and
translated into English.

Data Analysis

Data were subjected to an inductive analysis, follow-
ing a sequence of interrelated steps: reading, codifying, pre-
senting, reducing and interpreting [28]. Two conditions were
taken into account to build knowledge: a) recovery of the so-
cial reality through the participants’ discourse to identify pro-
cesses and barriers, and b) inter subjectivities to gain access to
the consensus of the human reality in order to propose preven-
tion strategies. Two researchers (ER and RZ) were in charge
of all the analysis process, which began with the reading and
rereading of the transcribed texts and the revision of the notes.
By reading, different topics were identified; these were then
classified into categories and assigned codes. In every step, we
tried to find the basic meaning of the participants’ thoughts,
feelings and behaviors, i.e., an initial interpretation of the data
from the FGDs was carried out. Finally, following Martinez’s
work (2007) [23], a global interpretation of the study’s results
was carried out. At the same time, a characterization and inter-
pretation of the partial discourses of fractions of the group was
also performed. Thus, the way in which the topics interrelated
was shown, and the way in which the network of concepts re-
sponded to the original study question was explained. During
the sessions, there were comments about the care received at a
community level and about the process that takes place when
the pregnant woman arrives to the hospital, goes to triage, and
is referred to another service.

Delays in care were grouped into clinical barriers,
socio-cultural barriers, and administrative barriers. Clinical
barriers include those situations related to the physician’s per-
formance, the services offered to the population, and the train-
ing in the management of obstetric emergencies, as well as the
physician’s hesitation to take care of the pregnant woman and
the personnel’s attitude when facing an emergency. Socio-cul-
tural barriers include the population’s habits and customs,
their decision-making processes and their self-care practic-
es. Administrative barriers include the lack of budget for the
health care programs for pregnant women and for transporta-
tion, the lack of space in the triage area, and the lack of human
resources, equipment, infrastructure, and operative programs.
Quotes about the barriers resulting in delayed care were se-
lected to illustrate the physicians’ discourse. Two qualitative
research specialists verified the interpretation of the data (YO
and GA).

Ethical Consideration

The project was approved by the Bioethics and Re-
search Committee at the “Dr. Hideyo Noguchi” Regional Re-
search Center in the Autonomous University of Yucatan. The
goals of the study were explained to every participant during
the first group session. All of them voluntarily signed an in-
formed consent form, and they had the right to withdraw from
the study at any time.
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Results

Out of the nine participating physicians, two (22.2%)
were women. Their age ranged from 36 to 70 years, and the
mean age was 54 + 12.73 years; they had an average of 6.6 years
of service (Tablel). Several topics arose from the physicians’
discourse on the existent processes applied in the care of preg-
nant women with obstetric complications, including the fol-
lowing: the lack of suitable care procedures and the delays in
care processes, which involve human and material resources,
infrastructure, budget and the personnel’s attitude (Table 2).

Table 1: Characteristics of the participating physicians n=9

Age Gender Workplace | Years of
service

70 M Hospital 40

55 M Hospital 30

38 F Hospital 7

36 F Hospital

62 M Clinic 28

58 M Clinic 20

65 M Health 29
Center

62 M Health 25
Center

40 M Health 8
Center

Mean age =54 + 12.73 years
Years of service (mean) =21.6

Clinical Barriers

The discourse on the maternal health-related care
processes currently in place in the Yucatan communities
points to the existence of a community model in rural areas,
operated by health aids and the midwife, who are in charge
of raising awareness of the warning signs of complications.
When these cannot be solved on site, they turn to the pregnant
woman’s relatives or to the local authorities for support, so the
woman with a complication can be transferred to the health
center. The physicians pointed to the limitations of the current
community model when responding to an obstetric emergen-
cy. They also talked about the procedures carried out in the
hospitals, which are conditioned by the existence of resources,
the excess demand for hospital care, and the personnel’s abili-
ties as well as scientific and technical knowledge:

The community care model is operated by health
aids and the midwife. There are promoters and a committee in
the communities with no health services. Although the mod-
el should respond comprehensively to the pregnant woman,
there is no multidisciplinary monitoring equipment. Health
centers must have bibliography on obstetric emergencies, but
first there should be training and supervised training and sur-
veillance of the care model, what medicines are needed. We are
trying to have it organized so responses to emergencies can be
offered at the primary level.

Procedures in hospitals are the consequence of the
lack of resources; that is why we have to adapt the procedures
we have. For instance, there must be a nurse per every acutely
ill patient, and this is not the case: one nurse takes care of three
or four acutely ill patients at the same time. A better way to
organize service has not been found (...), we pay too much at-
tention to the patient volume. Not all the staff knows the emer-
gency procedures. In my case, the nursing staft is unaware of
the procedures; they are not prepared for stressful situations or
acting rapidly when facing an obstetric emergency.

Socio-Cultural Barriers

The discourse dealt with local habits and customs that
have to be taken into account by the model of care for pregnant
women in order for it to be accepted by the population. Need
to speak the Mayan language and to be sensitive to the request
for vertical birth or other culturally defined positions during
delivery were also mentioned:

The basic package of promotion and prevention is
very distant from my culture. To achieve community partic-
ipation, language must matter; there should be health people
that speak Mayan. We have had a successful experience with
municipal funding related to vertical birth care. We must have
a local model, create a real community system where we can
exist, an intercultural model that is really integrated a third
way, that is, that work is done to promote and disseminate
public policies.

Regarding midwives, a double standard can be ap-
preciated: approval and rejection of the practice, as well as
acknowledging it as a community alternative: There are no
statistics of the midwives’ performance in terms of maternal
morbidity and mortality. They explore the pregnant women
and sometimes they provoke inflammation with too many ex-
plorations. This is why the structure that will be in place in the
area should be supervised. Midwives should be social commu-
nity agents that create an intercultural tie. At a national level, it
is traditional alternative medicine.

Administrative Barriers

The discourse on maternal care-related budgeting
makes reference to a couple of issues regarding the problem:
incapacity and excess demand in terms of hospital care. Fur-
thermore, the physicians perceive that the support of other
civil society instances and institutions for the maternal health
program is necessary. They also mentioned that there is a clear
difference in terms of care that gives rise to inequity according
to the socio-demographic level. Moreover, there is a lack of
human resources and of infrastructure:

In the clinics and the community health centers, there
is no budget for maternal health, and in the hospitals there is
an excess demand. We have no idea how to tackle the budget
and infrastructure issues. Furthermore, the geographical re-
sponsibility assigned to public health institutions according to
the municipalities is no longer in place as before. There should
be a budget from the third sector, that is, the NGOs, and the
Equity and Gender Commission should be engaged.
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Emerging topics Categories Categories

Lack of adequate care procedures | Each institution carries out procedures | Difficulty to comply with guidelines and
with the available resources manuals

Processes are adapted according to existent
resources

Not everyone is familiar with the proce-
duresto treat the obstetric emergency

Limitations of the community model It does not include midwives

Lack of translators of Mayan

The community doctor does not feel identi-
fied with the local people

Delays in the care processes Clinical barriers Lack of good medical performance

Oversaturation of services

Lack of training in the management of ob-
stetric emergencies

Lack of medical decisions

Bad attitude in terms of care

Socio-cultural barriers Communication difficulties regarding lan-
guage
Home-based birth care

Administrative barriers Scarce budget

Lack of transportation

Lack of space for triage

Lack of resources and equipment at the sec-
ondary level

Lack of operative programs

Table 2: Data analytic framework
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At my hospital, the undergraduate interns are the
first contact for women with obstetric complications. The “gy-
neco” (gyneco-obstetrician) operates with the intern. During
the weekend, it is worse because the “gyneco” appointed to the
elective OR is in charge of the floor and in charge of urgen-
cies too. Moreover, there is not enough space at triage; there
are only four beds and there is excess demand. There are not
enough gurneys to move patients. That delays the process of
getting the patient form triage to floor, to the OR to the ICU.

The perceptions of the participants working in hos-
pitals on the causes of delayed care include lack of willingness
on the part of the staff to take care of the emergency (especially
during shift changes), operating room saturation, and lack of
personnel: Obstetric nurses are threatened by extinction; there
is little personnel; during the night there is only one anesthe-
siologist, one physician, one nursing team, and they tell us:
“Only two procedures can be carried out” and we leave them
[the women] waiting until the next day. This staff prevents us
from doing things; fifty percent is the staft’s willingness.

But they also said that this is due to the claim cul-
ture we are living in nowadays, which keeps physicians under
permanent stress and has damaged the physician-patient re-
lationship, creating a defensive environment from both sides.
Participants also pointed out that there are delays regarding
the physician’s decision to offer timely care to the patient with
a complication, which is a result of some of the doctors’ atti-
tude when they have a case: they tend to place their own con-
venience first. Furthermore, they perceive that they are not
protected by the institution when there is a medical complaint,
and that limits their behavior.

Strategies

Finally, strategies to reduce the barriers causing de-
lays were proposed. They were basically related to the organ-
ization and operation of the participatory community model,
and the training of human resources in obstetric emergencies,
as well as giving information and educating the population
with respect to medical negligence claims and their impact on
the doctor-patient relationship.

The main strategies proposed by the participants
were focused on building an educational community model
which fosters the participation of the midwives, the pregnant
women, and the health sector, and emphasizes prevention
more than treatment. Such a model could be monitored and
feedback given on a permanent basis. Furthermore, strategies
were focused on the training of staff in obstetrical emergencies
at all levels, the provision of infrastructure and resources to the
primary, secondary and tertiary care units, and offering educa-
tion to the population and the health personnel on the reper-
cussions of claims in the staft’s attitude towards care and the
deterioration of the doctor-patient relationship. The proposed
strategies are summarized in Table 3

Discussion

The population’s perceptions of the processes and
barriers causing delayed care of the pregnant woman with an
obstetric complication, as well as the strategies to reduce them
are well-known worldwide [29,30]. However, the perceptions
of the physicians directly involved in the care setting are little
known [31]. The perceptions of the physicians from the clinics
and community health centers on the current care procedures
in Yucatan is in conformity with what is happening in other
communities in Mexico as well as in other countries: The par-
ticipation of traditional midwives continues to be indispensa-
ble to manage deliveries and to accompany the mother, as a
support to the community health services [32,33]. However,
they still mention that the midwives can do harm to the preg-
nant woman because they perform maneuvers that endanger
the women. Nevertheless, it has been shown that current mid-
wives are qualified to manage pregnancy, labor and delivery,
and they have the same abilities as the general practitioners
and the medical interns at the health centers [31]. Few are the
midwives in the Yucatan communities that have refused to
participate in the training program, and most of such cases
correspond to elderly women for whom transportation to the
training sites is difficult (data not published).

There are more and more studies that show that
health care models have to be focused on the people’s culture
[34,35], but the officials in charge of budgeting have not con-
sidered incorporating human and material resources to treat
obstetric emergencies. One of the main barriers that the com-
munity physicians mentioned is the lack of permanence of the
practitioners who carry out their social service in the commu-
nity. The same situation takes place in other states in Mexico,
and it has been reported as a problem that does not contribute
to the improvement of the services [35]. Hence, it will be nec-
essary to study the causes that prevent the interns to fulfill the
mission they have been entrusted with during the 12 months
that they have to serve the community. Studies that provide the
basis for future ethical investigations on the sanitary work of
physicians worldwide have been launched [36].

Lack of transportation at the time of the obstetric
emergency has been reported in studies from other countries
as a time barrier that prevents providing timely care to the
pregnant woman; the delay in the municipal transfer mecha-
nisms has the same effect [37,38]. Recently in Yucatan, transfer
ambulances with emergency equipment have been assigned to
large municipal seats. However, a lot has still to be done to
distribute vehicles to transfer women, given the remoteness of
small communities that do not count with this service yet.

When the woman who is seeking care for the com-
plication makes it in time to the referral hospital, this does not
mean that everything has been solved, as can be noted in the
discourse of the physicians from the hospitals. Although hos-
pitals in Yucatan are considered to be prepared and equipped
to offer specialized services in terms of maternal emergencies,
the procedures carried out in each of them do not follow the
same clinical guidelines.
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100%on obstetric emergencies at all
levels

Type of strategy Objective Specific objective
Participation To develop a participatory community | To engage partners more so they are
model, includingmidwives, users, the informed about family planning
health sector, and the education sector,
focused more on prevention than on
treatment
To empower women in terms of deci-
sion-making processes with permanent
information on family planning
To prevent pregnancies in women with
chronic-degenerative diseases
To have the university and the health
sector develop an educational precon-
ception proposal
Education To train medical and non-medical staff | To train physicians, psychologists, nurs-

es, social workers, health aids, people
in charge of transfer, drivers, midwives,
etc. on the alarm signs of the pregnant
woman with obstetric complication
and the management of the obstetric
complication

To give systematic training to
midwives

Information dissemination

To give information on family planning
after the obstetric event

To achieve the acceptance of a contra-
ceptive method before hospital dis-
charge

To inform physicians and population
of the negative impact of the medical
claims on the doctor-patient relation-
ship

To improve the quality of care of ob-
stetric emergencies to reduce medical
claims

Infrastructure and resources

To train community human resources
to extend coverage

To improve to access of remote commu-
nities to obstetric emergency care

To provide peripheral clinics with in-
frastructure and basic resources for the
management of obstetric emergencies

To reduce the risk of maternal death
during the transfer of women to hospi-
tals outside their communities

Table 3: Strategies proposed by the physicians regarding care for the pregnant woman
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Moreover, they do not have the necessary human
resources, material or equipment to resolve emergency situa-
tions in a timely manner. This is an unsolved problem that can
also be found in other countries, in particular regarding the
management of hemorrhages [39].The bad medical judgment
at the time of the emergency points to the poor quality of care,
as has also been reported in other countries such as Malawi,
Brazil, India and France [29,30,38,40]. In Yucatan, there are
also reports of maternal deaths that resulted from inadequate
or untimely medical treatment, as well as from a lack of re-
sources and medicines [12]. Determining the causes that make
physicians make bad decisions when there is a complication is
one of the challenges that require more studies.

The poor availability of care due to several caus-
es, which was mentioned by the physicians, goes against the
ethical principles of medical training, focused on humanism
and service vocation in order to preserve life and health. This
was one of the main barriers perceived, which damages the
doctor-patient relationship, alienates the population from the
health services, and promotes the physician’s bad reputation.
Therefore, even though most doctors try to fulfill their job
functions appropriately, they become part of the group consid-
ered by the population as negligent [41]. Medical malpractice
could be influenced by the increase of medical claims, which
have led to what is known as defensive medicine, which con-
sists in carrying out diagnostic and therapeutic procedures as
a safeguard against possible negligence claims [42,43]. More
studies will be needed to propose strategies to minimize de-
fensive medicine, which is a result of the increased market of
medical liability.

The strategies proposed by both study groups phy-
sicians in the community (clinics and health centers) and
physicians at the hospitals take into account WHO’s main
recommendations to strengthen the health system: birth ser-
vices, health workers, information, medicines, funding and
government [44], but they emphasize the importance of in-
corporating an intercultural model in the communities and of
developing a proposal that links research and education, and
includes training in all levels of obstetric emergency manage-
ment. Finally, informing the population of the negative impact
of medical claims on the performance of physicians and hospi-
tals is of capital importance.

Limitations and Strengths

The study had gender limitations, since it lacked eq-
uity in terms of the number of female participants: out of nine
physicians, only two were women. This might not be repre-
sentative of female doctors in Yucatan, although there are no
official statistics by gender of these professionals in the state.
However, the FGD technique allowed recovering the physi-
cians’ perception in order to propose strategies to improve the
services.

Conclusions

The topics arisen in this study intend to improve care
services for pregnant women with obstetric complications in
the state of Yucatan. The specialist physicians themselves ac-
knowledged the need for training in the management of ob-
stetric emergencies at all levels, including the clinical and the
administrative perspectives. The results show that the physi-
cians are willing to acknowledge the barriers resulting in de-
layed care. Moreover, they propose a community prevention
model that engages not only the health personnel, but also the
population [37,44]. The proposed strategies reinforce those
put forward by other developing countries, where interdis-
ciplinary and intersectorial participation, incorporating the
community’s knowledge and experience, intend to give a com-
prehensive response to the issue of obstetric emergency man-
agement. A future challenge will be to carry out more studies
with specialists from other areas in order to design and devel-
op the proposed strategies.
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