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SUMMARY
Globally, obstetric emergencies majorly account for 
maternal morbidity and mortality. Guerrero, Oaxaca 
and Chiapas accounted for more than 13% of maternal 
deaths in the country in 2021. Obstetric haemorrhage 
was the leading cause of maternal death after COVID-19 
infection and hypertensive disorders. This case highlights 
the clinical course and social determinants of health that 
limited access to health services in a young woman with 
an obstetric emergency in rural southern Mexico. The 
case describes common challenges during an obstetric 
emergency in resource-poor settings, such as timely 
referral to a second level of care. Our analysis identifies 
the social determinants of health behind the slow 
and inadequate emergency response. Additionally, we 
present several interventions that can be implemented 
in low-resource settings for strengthening the response 
to obstetric emergencies at the primary and secondary 
levels of care.

BACKGROUND
According to the WHO, maternal deaths are deaths 
of women while pregnant or within 42 days of 
delivery or termination of pregnancy due to or exac-
erbated by pregnancy or its management, excluding 
deaths from incidental or accidental causes.1 
Although the global maternal mortality ratio has 
decreased by 38% from 2000 to 2017 (from 342 
to 211 maternal deaths per 100 000 live births), it 
remains unacceptably high worldwide.2 About 73% 
of maternal deaths between 2003 and 2009 were 
due to direct obstetric causes, with haemorrhage 
and hypertension being the first and second leading 
causes of death. Nearly a quarter were due to indi-
rect causes, with non-communicable diseases such 
as diabetes, cardiovascular, respiratory diseases 
and cancer as major contributors.3 Globally, in the 
last 2 years, COVID-19 has contributed to a high 
proportion of maternal deaths4 5 and became the 
leading cause of maternal death in both Colombia 
and Mexico in 2021.6

Given that most maternal deaths are prevent-
able, women’s access to quality healthcare during 
pregnancy and during and after childbirth is key 
to reduce maternal mortality.7 However, there are 
often barriers that prevent women from getting the 
care they need, both on the demand and supply 
side, particularly in low-income and middle-income 
countries (LMICs).8 Poverty and gender inequality 
are among the main barriers affecting the demand 

for health services. In terms of gender dynamics, 
structural factors, such as discrimination and social 
norms, and individual factors, influenced by the 
former, such as lack of ability to make their own 
decisions or take control over vital resources and 
gender-based violence, affect women’s agency to 
choose when and where to seek healthcare. On 
the other hand, living on low income represents 
a barrier to covering the costs associated to heath 
care, such as the purchase of medical supplies and 
medicines, informal and formal fees, the cost of 
transportation to the health facility and the oppor-
tunity cost of seeking care, which represents the 
economic losses due to taking time off from their 
productive work. In some cases, there are also 
supply-side constraints related to the capacity of 
health systems to deliver healthcare services, as 
reflected in the location of facilities, the availability 
of skilled attendants and the needed supplies and 
equipment, and the overall quality of care. All of 
these factors have an impact on the ability of preg-
nant women to use health services. The greater 
deficiencies in the health systems of LMICs and the 
scarce resources of their populations are directly 
related to the wide maternal mortality gap between 
rich and poor populations worldwide, as exempli-
fied by the difference in the maternal mortality ratio 
between low-income countries—462 per 100 000 
live births—and high-income countries—11 per 
100 000 live births—in 2017.2

The COVID-19 pandemic has overwhelmed 
the attention and resources of health systems 
worldwide, and Mexico is no exception.9 Yet, the 
alarming figures mentioned above highlight the 
importance of keeping women’s health during 
pregnancy, childbirth and post partum at the centre 
of the global health agenda, as exemplified by the 
case we present, of a patient with obstetric haem-
orrhage who faced multiple barriers in accessing 
the care she needed, putting her life at risk. The 
events took place in southern Mexico, considered 
to be the region comprising the states of Guerrero, 
Oaxaca and Chiapas. These three states are among 
the four poorest states in the country,10 while 
Guerrero and Oaxaca were among the nine with 
the highest maternal mortality in 2021.11 A large 
portion of the population living in this region expe-
riences the following conditions: a deficient or non-
existent public transportation system; a precarious 
road system and associated driving conditions; a 
poor standard of living, including housing made of 
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inadequate construction materials and overcrowded living condi-
tions; unstable domestic supplies; poor drainage systems and 
overall sanitation; lack of access to quality and nutritious food; 
poor access to telecommunication technologies; and few public 
facilities in bad condition with a shortage of public servants.12–14 
However, living conditions are especially difficult for women in 
rural areas, who must add household chores and child rearing—
the burden of which has increased with the closure of schools 
during the COVID-19 pandemic—to the intensive work on 
the crops. In addition, many are exposed to intimate partner 
violence15 16 and other forms of gender-based inequality, such as 
earning lower income than men.17

Through this case report, we identify the factors that led to 
a delay in the patient’s healthcare and that are contributing to 
the high rates of maternal morbidity and mortality in southern 
Mexico and in LMICs in general. We aim to increase the aware-
ness of these barriers among government and civil society 
decision-makers and healthcare professionals, as well as to 
promote interventions to mitigate them.

CASE PRESENTATION
A female patient in her fourth decade of life with no known 
medical history or specific risk factors came to a rural outpa-
tient clinic with a pregnancy of 11.2 weeks gestation. Because it 
was a weekend, the only health personnel available at the clinic 
was a physician. The patient mentioned that she started having a 
spotting-like vaginal bleeding 6 days before the consultation and 
that she had been doing very hard physical work during the last 
week. In addition to light bleeding, she had abdominal pain, and 
on examination the external os was closed. An ultrasound could 
not be performed for further examination, so she was diagnosed 
with a threatened miscarriage. She was sent home with some 
analgesics and was told to come back if the bleeding worsened.

Eight hours later, an emergency home visit was requested 
of the clinic physician due to an increased abdominal pain and 
bright red bleeding. At the home visit, the bleeding had stopped, 
and all vitals were normal. As a result, oral fluid replacement 
was indicated, and a referral for a specialist consultation was set 
for the next morning when public transportation was available. 
It did not appear to be an emergency, so the patient was spared 
spending the equivalent of $40 US$—about 75% of monthly 
household income12–14—on a special car to the nearest hospital, 
an hour away. However, only 3 hours after the home visit, a 
truck arrived at the clinic with the patient in the passenger seat. 
She was still bleeding heavily and was unstable and unconscious, 
necessitating emergency transfer to the nearest basic community 
hospital accompanied by the clinic physician.

On arrival at the hospital, there was no doctor other than 
the accompanying physician and no gynaecology service. The 
patient was given fluids and stabilised, regaining consciousness, 
at which point the estimated blood loss had exceeded 1000 mL. 
She was soon transferred to an ambulance and taken to the next 
hospital, located 2 hours away. The patient was transfused, and 
a uterine curettage was performed. The patient was discharged 
with antibiotic therapy and daily ferrous fumarate for manage-
ment of secondary anaemia. After discharge, the patient received 
monthly medical evaluations at her community clinic, psycholog-
ical support following the trauma and immediate bereavement, 
and home visits from a community mental health companion.

GLOBAL HEALTH PROBLEM LIST
	► The latest maternal mortality estimates point to haemorrhage 

as the first direct cause of maternal death globally. In 2021, it 

was the third leading cause of maternal mortality in Mexico 
after COVID-19 infection and hypertensive disorders.

	► The southern region of Mexico presented one of the highest 
maternal mortality in the country in 2021.

	► Guerrero, Oaxaca and Chiapas experience the highest 
shortage of specialised health providers in Mexico.

	► The shortage of skilled health professionals combines with 
structural poverty and poor communication infrastruc-
ture, including land transportation routes and telecommu-
nications, making it difficult for women to receive timely 
medical care when obstetric emergencies occur.

GLOBAL HEALTH PROBLEM ANALYSIS
The fulfilment of reproductive and sexual rights is gaining atten-
tion in Mexico, as evidenced by the elaboration of a specific 
national action programme for reproductive and sexual health 
for the years 2020–2024 by the Ministry of Health (MoH),18 
the publication of the first federal guideline for safe abortion 
care by the MoH,19 and the declaration of unconstitutionality of 
the criminalisation of voluntary abortion by the Supreme Court 
of Justice of the Nation in 2021.20 However, there are still many 
structural barriers that prevent women in Mexico from accessing 
healthcare during pregnancy, childbirth and post partum, partic-
ularly present in the south of the country, which concentrated 
13.1% (136 of 1036) of the total maternal deaths in the country 
in 2021, more than 10% caused by obstetric haemorrhage.11 In 
the presented case, major barriers were poverty, deficient trans-
portation and road conditions, poor communication networks, 
and the lack of qualified health professionals; detail on each 
category, as well as associated solutions, are described below.

Barriers to timely, quality care
First, the lack of economic resources prevented the patient in 
the case from accessing transport to the nearest basic community 
hospital sooner: Guerrero, Oaxaca and Chiapas are among the 
four poorest states in Mexico, with 66.4%, 61.7% and 75.5% 
of their population, respectively, living in poverty.10 With nearly 
half of the region’s population living in rural areas,21 agricul-
ture is one of the only employment options, often in precar-
ious and informal conditions.22 The southern states are the three 
Mexican states with the highest percentage of people working 
in the informal sector, over 78% in all cases.23 Working in the 
informal sector is associated with low salaries, little job stability, 
low national social security coverage and defenselessness before 
labour law making it difficult to break the cycle of poverty in 
the region.

Additionally, the poor conditions of the road made the 
patient’s transfer slow and dangerous. The Mexican municipal-
ities with the highest percentage of population with very low 
accessibility to paved roads (more than 80%) are located in 
the states of Guerrero, Oaxaca and Chiapas.24 For instance, in 
Chiapas only 22% of the total road network is paved,25 which 
makes access to healthcare facilities and timely response to emer-
gencies difficult.

Rapid response to emergencies is also limited by the low 
access to internet and cellular telephony in the southern region 
of Mexico. In 2020, its three states were among the four in 
the country with the lowest internet access (Guerrero: 65.7%, 
Oaxaca: 62.6% and Chiapas: 55.7%).26 A better communication 
network would have also facilitated the communication between 
the general practitioner in the community and the team in the 
hospital and, as a result, ensured preparedness to receive the 
patient.
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Furthermore, the lack of qualified health professionals 
represents a major barrier to timely and quality care for the 
population living in rural areas of southern Mexico. More 
than 30% of the region’s outpatient clinics depend solely on 
medical students doing their year of social service to meet the 
health needs of the population.27 In many cases, inexperienced 
healthcare personnel may not have adequate training, or finan-
cial, logistical, or educational support from the public health 
system, which affects the quality of healthcare they provide and 
their mental health.28 In the presented case, the physician who 
attended the obstetric emergency at the outpatient clinic had the 
support of a non-governmental organisation, which provides 
continuing education, supplies and clinical supervision to some 
rural clinics in the region and likely contributed to the physi-
cian’s ability to handle the situation.

Focusing on specialised care, the three southern states expe-
rience a profound lack of health specialists, with less than 0.5 
specialised health professionals per 1000 inhabitants in 2014, 
in comparison to almost two specialists per 1000 inhabitants in 
Mexico City, the country’s capital. For instance, 170.5 specialist 
consultations per 1000 residents were recorded in Chiapas 
the same year, the lowest figure in Mexico, compared with 
the highest figure recorded in the country, 1077.9 consulta-
tions per 1000 residents in the capital.29 In the reported case, 
a faster response could have been provided if there had been 
an obstetrician-gynaecologist specialist closer to the patient’s 
community of residence.

Proposed interventions for improving maternal health 
outcomes
The lack of quality public infrastructure, such as telecommuni-
cations and roads in this case, as well as labour guarantees for 
farmers, should be addressed by supporting interministerial 
programmes involving the MoH, the Ministry of Labor and 
Social Welfare, and the Ministry of Communications and Trans-
portation alongside federal, state and municipal authorities. 
Collectively, prioritising those interventions with the greatest 
impact on the health of the population through a leading role 
of the MoH would mitigate the challenges women face during 
and after pregnancy. By adopting the ‘Health in all policies’ 
approach, in which health considerations are integrated and 
articulated into policies, several programmes have been effec-
tive in addressing complex health issues strongly affected by the 
social determinants of health in Mexico and other countries in 
the Latin American region.30

Related to this, the lack of adequate and affordable trans-
portation to transfer patients with obstetric emergencies and 
other urgent health needs could be corrected by communities, 
as shown by the research of Amosse and colleagues in rural 
Mozambique.31 This is possible by implementing a commu-
nity transportation programme, covering expenses through 
a community fund fed by small financial contributions from 
community members, and with no external input of vehicles, 
fuel, personnel or maintenance.

In terms of availability of qualified health professionals in rural 
areas, the Mexican government should redistribute the work-
force of human resources for health throughout the country, 
with special emphasis on marginalised areas, where private care 
is not an option for their population. Additional partnerships 
between rural hospitals and universities could also increase the 
availability of specialists in rural areas.

At the primary care level, in addition to increasing the number 
of health professionals, it should be a priority to train these 

personnel and guarantee their access to supplies for the manage-
ment of obstetric emergencies, especially in rural outpatient 
clinics that are often far from hospitals. For instance, the provi-
sion of a uterine balloon tamponade device and training of its use 
could represent a valuable asset in preforming a low-cost, non-
invasive, life-saving procedure for postpartum haemorrhage in 
low-resource settings.32 Furthermore, these health professionals 
should be trained and sensitised to adequately communicate a 
miscarriage and its cause to patients. Increasing basic medical 
information and providing basic psychoeducational support can 
help women avoid excessive feeling of responsibility and/or guilt 
following this event.33

The problems discussed and analysed here highlight the 
Mexican government’s challenge in addressing the reproductive 
and sexual needs of the population. Consistent with interna-
tional human rights, Mexican law and population’s needs, the 
government is faced with the need to take immediate steps to 
ensure comprehensive access to sexual and reproductive health 
information and services for the population, including access to 
safe and legal abortion. A first step would be for Mexican author-
ities to create a single document or website that facilitates access 
to all sexual and reproductive health and rights policy guidelines 
and service standards. Such an initiative would improve accessi-
bility to this information by healthcare providers, law enforce-
ment, the judiciary and other professionals who may need it, as 
access to these guidelines and policies is currently fragmented 
across multiple platforms, often making it difficult to identify 
the most up-to-date documents. In addition, these professionals 
should receive adequate training on how to use all these docu-
ments in their daily practice. Moreover, information on sexual 
and reproductive rights, availability of services and regulations 
should be made available to the general public in easily under-
standable language, especially regarding key evolving issues, 
such as when and where a safe and legal termination of preg-
nancy can be achieved under Mexican law. Ensuring that the 
population can fulfil their sexual and reproductive rights by 
eliminating economic barriers that prevent them from accessing 
health services and ensuring that health facilities have sufficient 
qualified human resources, supplies and technology to meet the 
demands of the population is a further priority for the govern-
ment in basic healthcare provision.

Learning points

	► It is essential that outpatient clinics have sufficient skilled 
personnel and supplies to deal with obstetric emergencies 
until referral to a hospital is possible, especially in rural 
settings where long distances between primary and 
secondary care facilities are common.

	► Governments should implement policies that support the 
redistribution of specialised and non-specialised healthcare 
professionals to marginalised areas.

	► Community-led initiatives can represent an effective way to 
sustainably address barriers to healthcare services in low-
resource settings, such as the lack of affordable and safe 
transportation for health emergencies.

	► Collaboration between the public sector and civil society is 
crucial to reduce the gaps in perinatal and maternal health 
services faced by health systems in underserved areas.

	► Perinatal and maternal healthcare should be addressed 
through a ‘health in all policies’ approach, in order to 
effectively identify and intervene on the social determinants 
that act as barriers to quality and timely healthcare.
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The issues outlined in the case extend beyond the Mexican 
context, representing a reality in many LMICs. Similarly, the 
solutions suggested can also work in other similar contexts. Only 
by addressing maternal health and its social determinants as a 
whole will it be possible to improve responses to obstetric emer-
gencies and, consequently, reduce maternal mortality. These 
efforts must be carried out jointly by health professionals and 
governmental and civil society decision-makers through an inter-
disciplinary, multisectoral approach.
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Acknowledgements  We would like to thank Jennie Gondhi for her thorough 
review of the manuscript and her key suggestions.

Contributors  KGP and ZA are co-first authors. ZA and KGP participated in the 
conceptualisation of the case report, design and all stages of writing, including the 
original drafting and subsequent edits. AJP and HMG participated in writing the 
original drafting and analysis of the case.

Funding  The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.

Competing interests  None declared.

Patient consent for publication  Consent obtained directly from patient(s).

Provenance and peer review  Not commissioned; externally peer reviewed.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work 
is properly cited and the use is non-commercial. See: http://creativecommons.org/​
licenses/by-nc/4.0/.

Case reports provide a valuable learning resource for the scientific community and 
can indicate areas of interest for future research. They should not be used in isolation 
to guide treatment choices or public health policy.

REFERENCES
	 1	 World Health Organization. International statistical classification of diseases and 

related health problems. Malta, 2011. Available: https://www.who.int/classifications/​
icd/ICD10Volume2_en_2010.pdf [Accessed 14 Dec 2021].

	 2	 WHO, UNICEF, UNFPA. Trends in maternal mortality 2000 to 2017. Geneva, 2019. 
Available: https://apps.who.int/iris/bitstream/handle/10665/327596/WHO-RHR-19.​
23-eng.pdf?sequence=13&isAllowed=y [Accessed 14 Dec 2021].

	 3	 Say L, Chou D, Gemmill A, et al. Global causes of maternal death: a WHO systematic 
analysis. Lancet Glob Health 2014;2:e323–33.

	 4	 Villar J, Ariff S, Gunier RB, et al. Maternal and neonatal morbidity and mortality 
among pregnant women with and without COVID-19 infection: the INTERCOVID 
multinational cohort study. JAMA Pediatr 2021;175:817–26.

	 5	 Institute for Health Metrics and Evaluation. Data sources. Bill Melinda gates found. 
Goalkeepers Rep 2021;2021 https://www.gatesfoundation.org/goalkeepers/report/​
2021-report/data-sources/

	 6	 Pan American Health Organization. PAHO director urges countries to prioritize 
pregnant and lactating women for COVID-19 vaccinations. PAHO news, 2021. 
Available: https://www.paho.org/en/news/8-9-2021-paho-director-urges-countries-​
prioritize-pregnant-and-lactating-women-covid-19 [Accessed 14 Dec 2021].

	 7	 World Health Organization. Maternal mortality. WHO fact sheets, 2019. Available: 
https://www.who.int/news-room/fact-sheets/detail/maternal-mortality [Accessed 14 
Dec 2021].

	 8	 Paruzzolo S, Mehra R, Kes A. Targeting poverty and gender inequality to improve 
maternal health. Washington D.C, 2010. Available: https://www.icrw.org/wp-content/​
uploads/2016/10/Targeting-Poverty-Gender-Inequality-Improve-Maternal-Health.pdf 
[Accessed 14 Dec 2021].

	 9	 Cuervo RH, López MV. El gasto público en salud frente a la pandemia por CoVid 19 
en México. Rev Mex Análisis Político y Adm Pública 2020;9:48–64 http://www.remap.​
ugto.mx/index.php/remap/article/view/349

	10	 Consejo Nacional de Evaluacion de la Politica de Desarrollo Social. Medición 
multidimensional de la pobreza en México 2018 - 2020. Ciudad de México, 2021. 
Available: https://www.coneval.org.mx/Medicion/MP/Documents/MMP_2018_2020/​
Pobreza_multidimensional_2018_2020_CONEVAL.pdf [Accessed 7 Feb 2022].

	11	 Dirección General de Epidemiología de México. Informe Semanal de Notificación 
Inmediata de Muerte Materna: Semana Epidemiológica 52 de 2021. Ciudad de 

México, 2022. Available: https://www.gob.mx/cms/uploads/attachment/file/690500/​
MM_2021_SE52.pdf [Accessed 7 Feb 2022].

	12	 Consejo Nacional de Evaluacion de la Politica de Desarrollo Social. Informe de 
pobreza y evaluación Chiapas 2020. Ciudad de México, 2021. Available: https://
www.coneval.org.mx/coordinacion/entidades/Documents/Informes_de_pobreza_y_​
evaluacion_2020_Documentos/Informe_Chiapas_2020.pdf

	13	 Consejo Nacional de Evaluacion de la Politica de Desarrollo Social. Informe de 
pobreza y evaluación Guerrero 2020. Ciudad de México, 2021. Available: https://
www.coneval.org.mx/coordinacion/entidades/Documents/Informes_de_pobreza_y_​
evaluacion_2020_Documentos/Informe_Guerrero_2020.pdf [Accessed 7 Feb 2022].

	14	 Consejo Nacional de Evaluacion de la Politica de Desarrollo Social. Informe de 
pobreza y evaluación Oaxaca 2020. Ciudad de México, 2021. Available: https://
www.coneval.org.mx/coordinacion/entidades/Documents/Informes_de_pobreza_​
y_evaluacion_2020_Documentos/Informe_Oaxaca_2020.pdf [Accessed 7 Feb 
2022].

	15	 Instituto Nacional de Estadística y Geografía. Principales Resultados de la Encuesta 
Nacional sobre la Dinámica de las Relaciones en los Hogares (ENDIREH) 2016. 
Ciudad de México, 2017. Available: https://www.inegi.org.mx/contenidos/programas/​
endireh/2016/doc/endireh2016_presentacion_ejecutiva.pdf [Accessed 7 Feb 2022].

	16	 Aguerrebere M, Frías SM, Smith Fawzi MC, Fawzi MCS, et al. Intimate partner violence 
types and symptoms of common mental disorders in a rural community of Chiapas, 
Mexico: implications for global mental-health practice. PLoS One 2021;16:e0256850.

	17	 Ramos ME, Gibaja-Romero D-E, Ochoa SA. Gender inequality and gender-based 
poverty in Mexico. Heliyon 2020;6:e03322.

	18	 Secretaría de Salud de México. Programa de Acción Específico Salud sexual y 
Reproductiva 2020-2024, 2021. Ciudad de México. Available: https://omm.org.​
mx/blog/programa-de-accion-especifico-salud-sexual-y-reproductiva-2020-2024/ 
[Accessed 7 Feb 2022].

	19	 Centro Nacional de Equidad de Género y Salud Reproductiva. Lineamiento Técnico 
para la atención del Aborto Seguro en México. Ciudad de México 2021 https://www.​
gob.mx/salud/cnegsr/documentos/lineamiento-tecnico-para-la-atencion-del-aborto-​
seguro-en-mexico-274667

	20	 Ipas México. Criminalizar el aborto es inconstitucional, 2021. SCJN. Blog. Available: 
https://ipasmexico.org/2021/09/07/criminalizar-el-aborto-es-inconstitucional-scjn/ 
[Accessed 7 Feb 2022].

	21	 Instituto Nacional de Estadística y Geografía. Censo de Población y Vivienda, 2020. 
2021. Available: http://cuentame.inegi.org.mx/monografias/informacion/chis/​
poblacion/distribucion.aspx?tema=me&e=07 [Accessed 7 Feb 2022].

	22	 Villafuerte Solís D. Crisis rural, pobreza Y hambre en Chiapas. LiminaR 
2015;13:13–28.

	23	 Instituto Nacional de Estadística y Geografía. Resultados de la encuesta nacional de 
ocupación y empleo, 2021. Available: https://upes.edu.mx/radio/?p=5153 [Accessed 7 
Feb 2022].

	24	 Consejo Nacional de Evaluacion de la Politica de Desarrollo Social. Grado de 
accesibilidad a carretera pavimentada (GACP) Medición multidimensional de la 
pobreza. Ciudad de México, 2021. Available: https://www.coneval.org.mx/Medicion/​
MP/Documents/Accesibilidad_carretera/2020/Presentacion_GACP_2020.pdf 
[Accessed 7 Feb 2022].

	25	 Hernández García S, Lelis Zaragoza M, Rivera I V. Movilidad regional en Chiapas, 
información básica para la planeación del transporte. Sanfandila, 2009. Available: 
https://www.imt.mx/archivos/Publicaciones/PublicacionTecnica/pt330.pdf [Accessed 
14 Dec 2021].

	26	 Secretaría de Comunicaciones y Transportes. Comunicado de prensa núm. 352/21, 
2021. Available: https://www.inegi.org.mx/contenidos/saladeprensa/boletines/2021/​
OtrTemEcon/ENDUTIH_2020.pdf [Accessed 14 Dec 2021].

	27	 Nigenda G. Servicio social en medicina en México. Una reforma urgente y posible. 
Salud Publica Mex 2013;55:519–27.

	28	 Molina RL, Palazuelos D. Navigating and circumventing a fragmented health system: 
the patient’s pathway in the Sierra Madre region of Chiapas, Mexico. Med Anthropol 
Q 2014;28:23–43.

	29	 Consejo Nacional de Evaluacion de la Politica de Desarrollo Social. Estudio 
Diagnóstico del Derecho a la Salud 2018. Ciudad de México, 2018. Available: https://
www.coneval.org.mx/Evaluacion/IEPSM/Documents/Derechos_Sociales/Diag_​
derecho_Salud_2018.pdf [Accessed 14 Dec 2021].

	30	 Pan American Health Organization. Experiences. Heal. All policies am, 2021. Available: 
http://saludentodaslaspoliticas.org/en/ [Accessed 14 Dec 2021].

	31	 Amosse F, Boene H, Kinshella M-LW, et al. Implementation of a community transport 
strategy to reduce delays in seeking obstetric care in rural Mozambique. Glob Health 
Sci Pract 2021;9:S122–36.

	32	 Finlayson K, Vogel JP, Althabe F, et al. Healthcare providers experiences of using 
uterine balloon tamponade (UBT) devices for the treatment of post-partum 
haemorrhage: a meta-synthesis of qualitative studies. PLoS One 2021;16:e0248656.

	33	 Séjourné N, Callahan S, Chabrol H. Avortement spontané et culpabilité : une étude 
qualitative. J Gynécologie Obs Biol la Reprod 2011;40:430–6.

 on A
pril 18, 2024 by guest. P

rotected by copyright.
http://casereports.bm

j.com
/

B
M

J C
ase R

ep: first published as 10.1136/bcr-2022-248819 on 23 M
ay 2022. D

ow
nloaded from

 

https://twitter.com/kgutipe
https://twitter.com/ZeusArandaR
http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
https://www.who.int/classifications/icd/ICD10Volume2_en_2010.pdf
https://www.who.int/classifications/icd/ICD10Volume2_en_2010.pdf
https://apps.who.int/iris/bitstream/handle/10665/327596/WHO-RHR-19.23-eng.pdf?sequence=13&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/327596/WHO-RHR-19.23-eng.pdf?sequence=13&isAllowed=y
http://dx.doi.org/10.1016/S2214-109X(14)70227-X
http://dx.doi.org/10.1001/jamapediatrics.2021.1050
https://www.gatesfoundation.org/goalkeepers/report/2021-report/data-sources/
https://www.gatesfoundation.org/goalkeepers/report/2021-report/data-sources/
https://www.paho.org/en/news/8-9-2021-paho-director-urges-countries-prioritize-pregnant-and-lactating-women-covid-19
https://www.paho.org/en/news/8-9-2021-paho-director-urges-countries-prioritize-pregnant-and-lactating-women-covid-19
https://www.who.int/news-room/fact-sheets/detail/maternal-mortality
https://www.icrw.org/wp-content/uploads/2016/10/Targeting-Poverty-Gender-Inequality-Improve-Maternal-Health.pdf
https://www.icrw.org/wp-content/uploads/2016/10/Targeting-Poverty-Gender-Inequality-Improve-Maternal-Health.pdf
http://www.remap.ugto.mx/index.php/remap/article/view/349
http://www.remap.ugto.mx/index.php/remap/article/view/349
https://www.coneval.org.mx/Medicion/MP/Documents/MMP_2018_2020/Pobreza_multidimensional_2018_2020_CONEVAL.pdf
https://www.coneval.org.mx/Medicion/MP/Documents/MMP_2018_2020/Pobreza_multidimensional_2018_2020_CONEVAL.pdf
https://www.gob.mx/cms/uploads/attachment/file/690500/MM_2021_SE52.pdf
https://www.gob.mx/cms/uploads/attachment/file/690500/MM_2021_SE52.pdf
https://www.coneval.org.mx/coordinacion/entidades/Documents/Informes_de_pobreza_y_evaluacion_2020_Documentos/Informe_Chiapas_2020.pdf
https://www.coneval.org.mx/coordinacion/entidades/Documents/Informes_de_pobreza_y_evaluacion_2020_Documentos/Informe_Chiapas_2020.pdf
https://www.coneval.org.mx/coordinacion/entidades/Documents/Informes_de_pobreza_y_evaluacion_2020_Documentos/Informe_Chiapas_2020.pdf
https://www.coneval.org.mx/coordinacion/entidades/Documents/Informes_de_pobreza_y_evaluacion_2020_Documentos/Informe_Guerrero_2020.pdf
https://www.coneval.org.mx/coordinacion/entidades/Documents/Informes_de_pobreza_y_evaluacion_2020_Documentos/Informe_Guerrero_2020.pdf
https://www.coneval.org.mx/coordinacion/entidades/Documents/Informes_de_pobreza_y_evaluacion_2020_Documentos/Informe_Guerrero_2020.pdf
https://www.coneval.org.mx/coordinacion/entidades/Documents/Informes_de_pobreza_y_evaluacion_2020_Documentos/Informe_Oaxaca_2020.pdf
https://www.coneval.org.mx/coordinacion/entidades/Documents/Informes_de_pobreza_y_evaluacion_2020_Documentos/Informe_Oaxaca_2020.pdf
https://www.coneval.org.mx/coordinacion/entidades/Documents/Informes_de_pobreza_y_evaluacion_2020_Documentos/Informe_Oaxaca_2020.pdf
https://www.inegi.org.mx/contenidos/programas/endireh/2016/doc/endireh2016_presentacion_ejecutiva.pdf
https://www.inegi.org.mx/contenidos/programas/endireh/2016/doc/endireh2016_presentacion_ejecutiva.pdf
http://dx.doi.org/10.1371/journal.pone.0256850
http://dx.doi.org/10.1016/j.heliyon.2020.e03322
https://omm.org.mx/blog/programa-de-accion-especifico-salud-sexual-y-reproductiva-2020-2024/
https://omm.org.mx/blog/programa-de-accion-especifico-salud-sexual-y-reproductiva-2020-2024/
https://www.gob.mx/salud/cnegsr/documentos/lineamiento-tecnico-para-la-atencion-del-aborto-seguro-en-mexico-274667
https://www.gob.mx/salud/cnegsr/documentos/lineamiento-tecnico-para-la-atencion-del-aborto-seguro-en-mexico-274667
https://www.gob.mx/salud/cnegsr/documentos/lineamiento-tecnico-para-la-atencion-del-aborto-seguro-en-mexico-274667
https://ipasmexico.org/2021/09/07/criminalizar-el-aborto-es-inconstitucional-scjn/
http://cuentame.inegi.org.mx/monografias/informacion/chis/poblacion/distribucion.aspx?tema=me&e=07
http://cuentame.inegi.org.mx/monografias/informacion/chis/poblacion/distribucion.aspx?tema=me&e=07
http://dx.doi.org/10.29043/liminar.v13i1.363
https://upes.edu.mx/radio/?p=5153
https://www.coneval.org.mx/Medicion/MP/Documents/Accesibilidad_carretera/2020/Presentacion_GACP_2020.pdf
https://www.coneval.org.mx/Medicion/MP/Documents/Accesibilidad_carretera/2020/Presentacion_GACP_2020.pdf
https://www.imt.mx/archivos/Publicaciones/PublicacionTecnica/pt330.pdf
https://www.inegi.org.mx/contenidos/saladeprensa/boletines/2021/OtrTemEcon/ENDUTIH_2020.pdf
https://www.inegi.org.mx/contenidos/saladeprensa/boletines/2021/OtrTemEcon/ENDUTIH_2020.pdf
http://dx.doi.org/10.21149/spm.v55i5.7253
http://dx.doi.org/10.1111/maq.12071
http://dx.doi.org/10.1111/maq.12071
https://www.coneval.org.mx/Evaluacion/IEPSM/Documents/Derechos_Sociales/Diag_derecho_Salud_2018.pdf
https://www.coneval.org.mx/Evaluacion/IEPSM/Documents/Derechos_Sociales/Diag_derecho_Salud_2018.pdf
https://www.coneval.org.mx/Evaluacion/IEPSM/Documents/Derechos_Sociales/Diag_derecho_Salud_2018.pdf
http://saludentodaslaspoliticas.org/en/
http://dx.doi.org/10.9745/GHSP-D-20-00511
http://dx.doi.org/10.9745/GHSP-D-20-00511
http://dx.doi.org/10.1371/journal.pone.0248656
http://dx.doi.org/10.1016/j.jgyn.2011.01.010
http://casereports.bmj.com/


5Gutiérrez-Peláez K, et al. BMJ Case Rep 2022;15:e248819. doi:10.1136/bcr-2022-248819

Global health

Copyright 2022 BMJ Publishing Group. All rights reserved. For permission to reuse any of this content visit
https://www.bmj.com/company/products-services/rights-and-licensing/permissions/
BMJ Case Report Fellows may re-use this article for personal use and teaching without any further permission.

Become a Fellow of BMJ Case Reports today and you can:
	► Submit as many cases as you like
	► Enjoy fast sympathetic peer review and rapid publication of accepted articles
	► Access all the published articles
	► Re-use any of the published material for personal use and teaching without further permission

Customer Service
If you have any further queries about your subscription, please contact our customer services team on +44 (0) 207111 1105 or via email at support@bmj.com.

Visit casereports.bmj.com for more articles like this and to become a Fellow

 on A
pril 18, 2024 by guest. P

rotected by copyright.
http://casereports.bm

j.com
/

B
M

J C
ase R

ep: first published as 10.1136/bcr-2022-248819 on 23 M
ay 2022. D

ow
nloaded from

 

http://casereports.bmj.com/

	How inequity threatens the lives of pregnant women: barriers to accessing health services during an incomplete miscarriage in rural southern Mexico
	Summary
	Background
	Case presentation
	Global health problem list
	Global health problem analysis
	Barriers to timely, quality care
	Proposed interventions for improving maternal health outcomes

	References


