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ABSTRACT 
Background: Preeclampsia remains a major cause of maternal and perinatal morbidity and 
mortality. Early detection depends not only on clinical screening but also on pregnant women’s 
ability to recognise and interpret warning signs. However, symptoms may be normalised as 
ordinary pregnancy discomforts, potentially delaying timely care. 
Research Objective: This study explored pregnant women’s experiences of recognising, 
interpreting, and responding to the signs and symptoms of preeclampsia. 
Methods: A descriptive phenomenological study was conducted in the working area of 
Katobengke Community Health Centre, Baubau, Indonesia, from April to June 2025. Twenty 
pregnant women were recruited through criterion-based purposive sampling. Data were collected 
through individual, in-depth semi-structured interviews, supported by field notes and observations. 
Colaizzi’s method guided the analysis. Credibility was supported through member checking, peer 
debriefing, triangulation, reflexivity, and an audit trail. 
Results: Four themes were identified: interpreting ambiguous bodily changes, constructing 
knowledge about preeclampsia, negotiating decisions within the family, and moving from 
uncertainty to professional care. Participants frequently considered headaches, swelling, and visual 
disturbances normal pregnancy experiences until the symptoms persisted or worsened. 
Fragmented health information, family interpretations, access barriers, and healthcare 
professionals’ responses shaped care-seeking decisions. Data saturation was achieved when later 
interviews produced no new thematic insights. 
Conclusion: Recognition of preeclampsia is a socially situated interpretive process rather than 
simple factual knowledge. Antenatal services should provide repeated, understandable, action-
oriented education, involve influential family members, and ensure responsive referral pathways 
while maintaining routine clinical screening. 
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BACKGROUND 
  
 Preeclampsia remains a major threat to maternal and perinatal survival because it 
can progress rapidly from an apparently normal pregnancy to severe hypertension, organ 
dysfunction, eclampsia, stroke, placental abruption, or death. The condition affects 
approximately 3–8% of women giving birth worldwide. Hypertensive disorders of 
pregnancy account for about 16% of global maternal deaths, equivalent to approximately 
42,000 deaths in 2023 (Sirisomboon et al., 2024). Their consequences also extend to the 
fetus through impaired placental perfusion, fetal growth restriction, preterm birth, stillbirth, 
and neonatal mortality (Lamma et al., 2021). These outcomes make timely recognition more 
than a question of maternal knowledge; it is a critical point in the pathway between the 
onset of symptoms, the decision to seek care, and the provision of life-saving treatment (Ma 
et al., 2022). 
 In Indonesia, the problem remains especially relevant. The Ministry of Health 
recorded 4,482 maternal deaths in 2023, an increase from 4,192 in 2022, with hypertension 
consistently identified among the three leading causes (De Rosa et al., 2022). Although 
antenatal care includes blood-pressure measurement and risk screening, clinical 
surveillance cannot fully protect women when symptoms develop between scheduled visits 
(R. W. K. Lee et al., 2023). Pregnant women must first notice bodily changes, interpret their 
seriousness, decide whether professional assessment is necessary, and overcome practical 
or social barriers to seeking care. Failure at any stage may produce the first delay in 
obstetric care, allowing a manageable condition to become an emergency (Feroz et al., 
2022). 
 Recognition is complicated by the clinical ambiguity of preeclampsia. Some women 
remain asymptomatic despite elevated blood pressure, whereas others experience 
headache, blurred vision, epigastric pain, sudden swelling, nausea, or reduced fetal 
movement (Vadsaria et al., 2025). These manifestations may be normalized as ordinary 
discomforts of pregnancy. Symptom recognition is therefore not a simple recall of 
information delivered during antenatal education. It is an interpretive process shaped by 
previous pregnancies, perceived vulnerability, family advice, cultural explanations, access 
to information, interactions with health professionals, and trust in health services. A woman 
may know that headache is a warning sign yet delay seeking help because the pain is 
intermittent, relatives consider it normal, or previous complaints were dismissed (Hill et al., 
2023). 
 Existing literature demonstrates persistent weaknesses in this recognition process. 
Carter et al.’s qualitative investigation found that women and their families often had limited 
knowledge of preeclampsia before diagnosis and experienced uncertainty when deciding 
whether early symptoms justified contacting maternity services (Borneskog et al., 2023). 
Other qualitative evidence indicates that women may understand raised blood pressure as 
an isolated measurement without connecting it to organ complications or fetal risk. 
Communication during antenatal care can also be overly technical, concentrated on 
numerical blood-pressure values, or provided only after the condition has developed. 
Conversely, provider counselling is associated with better preeclampsia knowledge, 
suggesting that communication quality—not merely service attendance—affects 
preparedness to respond (Borneskog et al., 2023). 
 Nevertheless, much of the available evidence measures awareness through 
questionnaires, knowledge scores, or predetermined lists of warning signs. Such studies 
can establish how many women correctly identify headache, oedema, or visual disturbance, 
but they cannot adequately explain how women distinguish dangerous symptoms from 
normal pregnancy experiences in everyday life. Previous qualitative studies have often 
focused on women after diagnosis, survivors of severe preeclampsia, experiences of 
hospitalization, or psychological consequences following emergency birth (Garti et al., 
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2024a). This emphasis produces an explicit research gap limited evidence explains the pre-
diagnostic experience how pregnant women notice, interpret, negotiate, and act upon 
possible signs and symptoms before preeclampsia is clinically confirmed, particularly within 
health systems and sociocultural environments in which family influence and unequal 
access to care shape decision-making (Nguyen et al., 2022). 
 The novelty of this study lies in examining symptom recognition as a dynamic, 
socially situated process rather than treating it as a fixed level of knowledge. It will connect 
women’s bodily experiences with their interpretations of risk, sources of information, family 
responses, encounters with antenatal providers, and decisions to seek or postpone care. 
This perspective can reveal why standard health messages are accepted, reinterpreted, or 
ignored and identify points at which communication and referral pathways fail. 
 Accordingly, this study aims to explore pregnant women’s experiences in 
recognizing the signs and symptoms of preeclampsia, including how they interpret bodily 
changes, obtain and evaluate information, involve family members, interact with healthcare 
providers, and decide when to seek professional care. The findings are expected to inform 
context-sensitive antenatal education and woman-centred early-warning strategies that 
promote timely detection and reduce preventable maternal and perinatal complications. 
 

METHODS 
 
 This study employed a qualitative approach with a descriptive phenomenological 
design (Garti et al., 2024a) to explore pregnant women’s lived experiences in recognizing, 
interpreting, and responding to signs and symptoms of preeclampsia. This design was 
appropriate because the study focused on the meanings women attributed to bodily 
changes during pregnancy rather than measuring predetermined variables. The study was 
conducted in the working area of Katobengke Community Health Centre, Baubau City, from 
April to June 2025. This setting was selected because the community health centre 
provided antenatal services and served as the first point of professional contact for 
pregnant women in the surrounding communities. Twenty pregnant women were recruited 
using criterion-based purposive sampling. Eligible participants were aged 18 years or 
older, had reached at least 20 weeks of gestation, resided within the health centre’s working 
area, had experienced or recognized bodily changes potentially associated with 
preeclampsia, were clinically stable, and could communicate their experiences in 
Indonesian. Women requiring emergency obstetric care or unable to participate 
meaningfully in an interview were excluded.  
 The number of participants was determined by information adequacy and data 
saturation rather than statistical calculation. The researcher acted as the primary research 
instrument, supported by a semi-structured interview guide, audio recorder, field notes, 
observation sheet, and relevant documentation. The interview guide was developed from 
the research objectives and relevant literature and was reviewed for clarity, sensitivity, and 
consistency with the phenomenological approach. Eligible women received a clear 
explanation of the study and provided written informed consent before participation. Face-
to-face, in-depth interviews were conducted individually in a quiet and private location 
agreed upon with each participant.  
 Open-ended and probing questions explored the first bodily changes noticed, 
interpretations of symptom severity, sources of information, family responses, interactions 
with healthcare professionals, and decisions to seek or delay care. Interviews were audio-
recorded with permission, while contextual observations and non-verbal responses were 
documented in field notes. Data collection continued until subsequent interviews 
produced no substantially new information. Data were analysed using Colaizzi’s descriptive 
phenomenological method. Recordings were transcribed verbatim, anonymised, checked 
for accuracy, and read repeatedly. Significant statements were identified, coded, and 
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formulated into meanings, which were then grouped into categories and thematic clusters. 
The themes were reviewed, refined, named, and integrated into a comprehensive 
description of the phenomenon. Trustworthiness was maintained through member 
checking, peer debriefing, triangulation of interview data and field notes, an audit trail, and 
researcher reflexivity. Detailed descriptions of the participants and research context were 
provided to support transferability, while reporting was guided by the Consolidated 
Criteria for Reporting Qualitative Research. 

 
RESULTS 
 
Characteristics of Respondents 
 Twenty pregnant women participated in the study. Analysis of their accounts 
generated four overarching themes and eight interconnected subthemes. Data saturation 
was considered achieved when the final interviews produced no substantively new codes, 
meanings, or thematic categories. The themes reflected a gradual process through which 
participants noticed bodily changes, interpreted their seriousness, sought social 
confirmation, and decided whether to obtain professional care. 

Table 1. 
Themes and Subthemes of Pregnant Women’s Experiences in Recognising  

Preeclampsia 

Main theme Subthemes 

1. Interpreting ambiguous bodily 
changes 

Normalising symptoms as part of pregnancy; 
recognising changes that felt unusual 

2. Constructing knowledge about 
preeclampsia 

Fragmented understanding of warning signs; 
learning through experience and antenatal 
care 

3. Negotiating decisions within 
the family 

Family reassurance and delayed care; family 
support as a trigger for action 

4. Moving from uncertainty to 
professional care 

Encounters that validated women’s concerns; 
barriers to timely care-seeking 

 
Theme 1: Interpreting Ambiguous Bodily Changes 
 Most participants initially understood headaches, swelling, nausea, fatigue, and 
visual disturbances as ordinary discomforts of pregnancy. Symptoms became concerning 
when they were persistent, increasingly severe, or different from previous pregnancy 
experiences. 
 
“At first, I thought the headache was caused by tiredness because pregnant women often 
feel unwell. I became worried when it did not disappear and my vision became blurred.” 

(Participant [A1]) 
 

 Some women relied on visible bodily changes, particularly swelling of the face and 
hands, to decide whether their condition was unusual. However, swelling of the feet was 
frequently normalised, resulting in uncertainty about when it constituted a warning sign. 

 
“My feet had been swollen before, so I thought it was normal. When my face and fingers 

also became swollen, I felt that something was different.” (Participant [A4]) 
 

Theme 2: Constructing Knowledge About Preeclampsia 
 Participants’ knowledge was generally fragmented. Several women recognised 
individual symptoms but were unable to connect them with preeclampsia or its possible 
consequences. Blood-pressure measurements were often understood as numerical 
information without a clear explanation of their implications for maternal and fetal health. 
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“The midwife said that my blood pressure was high, but I did not understand 
what could happen. I only knew that I needed to rest and return for another 

examination.” (Participant [A6) 
 

 Antenatal counselling helped some participants reinterpret previously normalised 
symptoms as potential danger signs. Previous pregnancy complications and the 
experiences of relatives also functioned as important sources of knowledge. 
 

“After the midwife explained the warning signs, I remembered that I had experienced a 
severe headache and pain in my upper abdomen. Before that explanation, I did not think 

those symptoms were related.” (Participant [A8]) 
 

Theme 3: Negotiating Decisions Within the Family 
 Symptom recognition did not automatically lead to care-seeking. Participants 
commonly discussed their symptoms with husbands, mothers, or other relatives before 
visiting a health facility. Family members sometimes reassured women that their symptoms 
were normal, leading them to wait, rest, or use home remedies. 
  

“My family told me to lie down because they thought I was simply tired. I 
followed their advice and waited, although the headache continued.” 

(Participant [A9]) 
 

 Conversely, family members who recognised the seriousness of the symptoms 
provided transportation, financial assistance, and emotional encouragement. Such support 
shortened the interval between noticing symptoms and contacting healthcare 
professionals. 
  

“My husband saw that my face was swollen and immediately took me to the 
health centre. I might have waited longer if he had not insisted.” (Participant 

[A11]) 
 
Theme 4: Moving From Uncertainty to Professional Care 
 Professional assessment transformed vague concern into recognition of risk. Clear 
explanations from midwives helped participants understand the relationship between 
elevated blood pressure, symptoms, and possible complications. Women felt more 
confident seeking care when healthcare professionals listened to their concerns and 
provided understandable instructions. 
 

“When the midwife explained why the headache and blurred vision were 
dangerous, I realised that I should not wait for the symptoms to become worse.” 

(Participant [A15]) 
 
 Nevertheless, care-seeking was influenced by transportation difficulties, household 
responsibilities, treatment costs, uncertainty about symptom severity, and fear of being 
considered overly anxious. Participants emphasised the need for clear, repeated, and 
practical information that included family members. 
 

“Sometimes I hesitated because I did not know whether the symptom was 
serious enough to visit the health centre. I was afraid they would say it was only 

a normal pregnancy complaint.” (Participant [A17]) 
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 Overall, recognising preeclampsia was not a single act of identifying symptoms. It 
was a socially negotiated process shaped by bodily experience, health information, family 
responses, access to services, and communication with healthcare professionals. Saturation 
was reached after the participants’ accounts consistently reproduced these patterns without 
generating additional themes. 
 

DISCUSSION 
 
 This study indicates that recognizing preeclampsia was not a straightforward act of 
recalling a list of warning signs. Instead, recognition developed through a gradual 
interpretive process in which pregnant women compared bodily changes with what they 
believed to be normal pregnancy experiences. Headache, nausea, fatigue, swelling, and 
visual disturbances were initially tolerated because these symptoms overlapped with 
common pregnancy discomforts. Concern emerged only when symptoms persisted, 
intensified, appeared in combination, or differed from a woman’s previous pregnancy 
experience. This finding suggests that the critical problem is not simply an absence of 
knowledge but the ambiguity involved in translating general health information into 
decisions within real-life circumstances. 
 Conceptually, the findings distinguish between symptom awareness and symptom 
appraisal. Awareness refers to knowing that a symptom may be associated with 
preeclampsia, whereas appraisal involves deciding whether a personally experienced 
symptom is sufficiently unusual or severe to require professional assessment. A woman may 
correctly identify headache as a warning sign but still postpone care because headaches 
are common, temporary relief occurs after resting, or relatives interpret the symptom as 
fatigue (Nguyen et al., 2022). Consequently, antenatal education that only names warning 
signs may increase factual knowledge without necessarily improving timely care-seeking. 
Women also require practical guidance about persistence, severity, symptom 
combinations, and the appropriate action to take when uncertainty remains (Sundas et al., 
2024). 
 The findings further show that knowledge about preeclampsia was constructed 
through multiple sources rather than received exclusively from healthcare professionals. 
Previous pregnancy experiences, stories from relatives, advice from family members, 
antenatal encounters, and observations of bodily changes all contributed to women’s 
interpretations. However, these sources did not always provide consistent explanations 
(Carter et al., 2021). Clinical information was sometimes remembered as an isolated blood-
pressure value rather than as an understandable account of maternal and fetal risk. This 
separation between measurement and meaning is important: knowing that blood pressure 
is “high” does not necessarily explain why immediate assessment, continued monitoring, 
or referral is required (C.-C. Lee et al., 2024). 
 Family involvement emerged as a central component of symptom recognition and 
healthcare-seeking. Family members could normalise symptoms and encourage waiting, 
but they could also recognise deterioration, provide transportation, mobilise financial 
resources, and persuade women to seek care. Decisions were therefore relational rather 
than exclusively individual (Th Thorgeirsdottir et al., 2023). This finding challenges 
educational approaches that treat pregnant women as autonomous recipients of 
information while overlooking the social environment in which healthcare decisions are 
made. In the Katobengke context, the practical effectiveness of maternal education may 
depend partly on whether husbands and other influential relatives understand the same 
warning signs and know how to respond (Wang et al., 2024). 
 The transition from uncertainty to action was also shaped by women’s encounters 
with healthcare services. Respectful listening and clear explanations validated women’s 
concerns and strengthened their confidence to seek care. In contrast, fear of being judged 
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as overly anxious could discourage early contact (Jones et al., 2024). This reveals a systemic 
paradox: women are advised to seek care when warning signs appear, yet they may hesitate 
if previous encounters have taught them that symptoms considered insufficiently severe will 
be dismissed. Timely detection therefore depends not only on women’s ability to recognise 
symptoms but also on whether the health system creates a credible and welcoming 
pathway for uncertain cases (Chen et al., 2024). 
 The difficulty of distinguishing preeclampsia symptoms from normal pregnancy 
experiences is consistent with (Hurrell et al., 2024), who found that some women did not 
experience “classic” warning signs or could not differentiate them from ordinary pregnancy 
changes. Their study also demonstrated that women’s risk assessments, self-monitoring 
practices, and organisational constraints influenced help-seeking. Women identified as 
being at increased risk were sometimes given substantial information, but this information 
could facilitate earlier recognition when it was linked to clear instructions about whom to 
contact (Shi et al., 2024). The present findings extend this argument by showing that 
symptom interpretation is a socially negotiated process in which family reassurance or 
concern can modify a woman’s initial appraisal. 
 The uncertainty experienced by participants also corresponds with the findings of 
(Deitch et al., 2024). Women in their study described diffuse symptoms, contradictory 
information, and insufficient explanations about the severity and prognosis of 
preeclampsia. They consequently recommended detailed, continuous, and consistent 
information for women and their partners throughout antenatal, inpatient, and postpartum 
care (Kenny et al., 2023). The current study reinforces this need but suggests that 
consistency alone is insufficient. Information must also be actionable and understandable. 
Communication should connect symptoms with risk, explain what women should do, 
identify the appropriate point of contact, and clarify that seeking assessment is justified 
even when a woman is uncertain (Ma’ayeh et al., 2024). 
 Evidence from Indonesia supports the relevance of these communication gaps. A 
phenomenological study of Indonesian women with a history of preeclampsia identified 
limited awareness of physical changes, psychological distress following diagnosis, a 
preference for practical and visual education, and a need for emotional support. Some 
participants considered the information they received too technical or impersonal 
(Vinogradov et al., 2023). The present findings are consistent with those observations, 
particularly regarding fragmented knowledge and the importance of respectful 
communication. However, this study contributes a more explicit focus on the period before 
clinical confirmation, when women are still deciding whether bodily changes warrant 
professional attention. 
 The findings are also comparable with qualitative research from Ghana, where 
women reported difficulty understanding blood-pressure information and connecting 
clinical measurements to the meaning and consequences of preeclampsia. This suggests 
that the communication problem is not merely a shortage of information but a failure to 
translate biomedical concepts into forms that women can use in daily decision-making. A 
broader scoping review of women’s experiences of hypertensive disorders of pregnancy 
similarly concluded that women’s voices are essential for developing more effective 
counselling and supportive relationships with healthcare providers (Garti et al., 2024b). 
 The influence of financial, logistical, cultural, and family conditions reported in this 
study corresponds with (Kivelä et al., 2023). Their qualitative investigation identified limited 
knowledge, financial constraints, misconceptions, medicine availability, and sociocultural 
beliefs as barriers to early care-seeking, while social support and perceived quality of 
healthcare acted as enablers (Cui et al., 2024). These similarities indicate that maternal 
response to preeclampsia cannot be adequately explained by individual health literacy 
alone. Delayed care may result from the interaction of ambiguous symptoms, household 
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negotiations, transport availability, financial capacity, and previous experiences with health 
services. 
 The principal conceptual contribution of this study is therefore to frame 
preeclampsia recognition as a distributed socio-clinical process. Recognition is 
“distributed” because it occurs across the pregnant woman, her family, community 
information sources, and healthcare professionals. It is “socio-clinical” because subjective 
bodily interpretation and social negotiation interact with clinical measurements such as 
blood pressure and proteinuria (Tiruneh et al., 2024). This perspective shifts responsibility 
away from blaming women for failing to identify symptoms and towards designing systems 
that support interpretation, validation, and rapid access to assessment. 
 From a service perspective, antenatal counselling should move beyond one-time 
information delivery. Repeated, stage-appropriate education could combine plain-
language explanations, visual materials, symptom scenarios, and explicit safety-netting 
instructions. Rather than telling women only to seek care for “severe headache,” providers 
should explain what persistence or recurrence may mean, what accompanying symptoms 
require urgent assessment, and where women can obtain help outside scheduled visits 
(Aulitzky et al., 2023). Family-inclusive counselling may be particularly useful when 
husbands or older relatives influence transportation, finances, or decisions about whether 
symptoms are serious. 
 Community health centres could also establish a clearly communicated pathway for 
unscheduled maternal concerns. A brief triage protocol, consistent messages across 
healthcare workers, and documentation of counselling could reduce contradictory advice. 
Nevertheless, symptom education must not be treated as a substitute for routine clinical 
surveillance. Preeclampsia may develop without noticeable symptoms; therefore, blood-
pressure monitoring, urine assessment when indicated, risk evaluation, and appropriate 
referral remain indispensable. 
 These findings should be interpreted within several limitations. The study was 
conducted in one community health centre working area, and experiences in Katobengke 
may differ from those of women in rural, hospital-based, or geographically isolated settings. 
Purposive sampling supported experiential relevance but did not produce a representative 
sample. The findings should therefore be understood in terms of transferability rather than 
statistical generalisation. 
 The study relied mainly on women’s self-reported experiences. Accounts may have 
been affected by recall limitations, emotional experiences, or a desire to present decisions 
in socially acceptable ways. Interviews captured experiences at a particular point in 
pregnancy and could not fully examine how interpretations changed before diagnosis, 
during referral, and after delivery. The exclusion of husbands, relatives, midwives, and 
referral providers also meant that family and health-system influences were described 
primarily from women’s perspectives. 
 Researcher involvement in interviewing and phenomenological interpretation may 
have influenced coding and theme development, although reflexive notes, peer discussion, 
member checking, and an audit trail were used to strengthen analytic transparency. Finally, 
the symptoms discussed are not specific to preeclampsia. Normalising every symptom may 
delay care, but presenting every common discomfort as an emergency could increase 
anxiety and unnecessary service use. Clinical recommendations must therefore balance 
vigilance with proportionate, professionally guided assessment 
 Future studies should include multiple community health centres and referral 
facilities to examine how geographical access, service capacity, culture, and referral 
organisation influence symptom recognition. Longitudinal qualitative research following 
women from antenatal care through birth and the postpartum period could clarify how 
interpretations evolve across clinical transitions. Including husbands, relatives, midwives, 
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community health workers, and hospital providers would enable a more complete analysis 
of distributed decision-making. 
 Intervention research should co-design preeclampsia education with pregnant 
women and families rather than merely testing standard information materials. Potential 
interventions could include visual decision aids, family-oriented counselling, symptom-
response cards, structured safety-netting, and supported blood-pressure self-monitoring 
where feasible. Their evaluation should assess not only knowledge but also 
comprehension, confidence in seeking care, time from symptom onset to assessment, 
referral completion, acceptability, and unintended anxiety. Implementation studies are also 
needed to determine whether consistent counselling and rapid triage can be integrated 
into routine community-based antenatal services without increasing staff burden. Such 
research would translate women’s experiences into system-level strategies for earlier 
detection, safer referral, and more responsive maternity care. 
 

CONCLUSION 

 This study found that pregnant women’s recognition of preeclampsia was a gradual 
and socially influenced process rather than a simple matter of knowing its warning signs. 
Headache, swelling, visual disturbances, and other bodily changes were frequently 
interpreted as normal pregnancy discomforts until they became persistent or severe. 
Women’s decisions to seek care were shaped by previous pregnancy experiences, the 
clarity of information received during antenatal care, family responses, accessibility of 
health services, and their interactions with healthcare professionals. Family members could 
either delay care by normalising symptoms or facilitate timely assessment through 
emotional, financial, and practical support. These findings highlight the need for repeated, 
understandable, and action-oriented preeclampsia education throughout pregnancy. 
Antenatal counselling should involve influential family members, use practical examples 
and visual materials, and clearly explain when and where women should seek help. 
Katobengke Community Health Centre should also strengthen responsive triage and 
referral pathways for pregnant women reporting possible warning signs. Nevertheless, 
symptom education should complement not replace routine blood-pressure monitoring, 
clinical assessment, and timely referral because preeclampsia may develop without 
noticeable symptoms. 
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