
RESEARCH Open Access

Perceptions of isolation during facility
births in Haiti - a qualitative study
Alka Dev1,2* , Chelsey Kivland3, Mikerlyne Faustin4, Olivia Turnier4, Tatiana Bell4 and Marie Denise Leger5

Abstract

Background: Haiti’s maternal mortality, stillbirth, and neonatal mortality rates are the highest in Latin America and
the Caribbean. Despite inherent risks, the majority of women still deliver at home without supervision from a skilled
birth attendant. The purpose of this study was to elucidate factors driving this decision.

Methods: We conducted six focus group discussions with women living in urban (N = 14) or rural (N = 17) areas
and asked them questions pertaining to their reasons for delivering at a facility or at home, perceptions of staff at
the health facility, experiences with or knowledge of facility or home deliveries, and prior pregnancy experiences
(if relevant). We also included currently pregnant women to learn about their plans for delivery, if any.

Results: All of the women interviewed acknowledged similar perceived benefits of a facility birth, which were a
reduced risk of complications during pregnancy and access to emergency care. However, many women
also reported unfavorable birthing experiences at facilities. We identified four key thematic concerns that
underpinned women’s negative assessments of a facility birth: being left alone, feeling ignored, being subject to
physical immobility, and lack of compassionate touch/care. Taken together, these concerns articulated an
overarching sense of what we term “isolation,” which encompasses feelings of being isolated in the hospital during
delivery.

Conclusion: Although Haitian women recognized that a facility was a safer place for birthing than the home, an
overarching stigma of patient neglect and isolation in facilities was a major determining factor in choosing to deliver at
home. The Haitian maternal mortality rate is high and will not be lowered if women continue to feel that they will not
receive comfort and compassionate touch/care at a facility compared to their experience of delivering with traditional
birth attendants at home. Based on these results, we recommend that all secondary and tertiary facilities offering labor
and delivery services develop patient support programs, where women are better supported from admission through
the labor and delivery process, including but not limited to improvements in communication, privacy, companionship
(if deemed safe), respectful care, attention to pain during vaginal exams, and choice of birth position.
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Plain English summary
Fewer women in poorer countries give birth in hospitals
or health centers, despite the fact that giving birth in
facilities with skilled birthing attendants is globally pro-
moted as the standard of care in maternal health. In
Haiti, for example, the majority of women deliver at
home without the assistance of a trained provider; Haiti
also has the highest rate of maternal mortality in Latin

America and the Caribbean. The aim of this study was
to understand the reasoning behind a Haitian woman’s
choice to deliver at a facility versus at home and to com-
pare and contrast women’s experiences in different
birthing environments. We carried out six focus group
discussions; three in a rural setting and three in an
urban setting. Women were recruited for the focus
groups with the assistance of local prenatal clinics in the
selected communities. We found that while many
women knew that a facility could support a safer birth
with less complications, there were also a number of
negative experiences of facility births; women described
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being isolated, neglected, physically restrained, and/or
not receiving compassionate touch. Our study supports
what others have found with regard to respectful mater-
nity care, but we were particularly struck by the sense of
isolation and lack of compassionate touch in comparison
to Haitian home births, where women deliver with trad-
itional birth attendants (locally known as fanm chay)
and receive hands-on attention, care, and comfort. We
found that most women who initially trusted facility staff
to address their medical needs subsequently lost that
trust when they experienced neglect, mistreatment, and
isolation. Their experiences also impacted their future
choices for delivery and the advice they gave to other
pregnant women. Therefore, given these findings, we
propose that facilities in Haiti need to focus on improv-
ing the quality of patient-provider interactions and to
understand how to best foster a supportive environment
during labor and delivery. Potential low-cost interven-
tions include sensitivity and communication training for
facility staff, appointment of patient navigators, and
allowing the woman her choice of birth companion. Fur-
ther research is needed to determine best practices for
reducing maternal mortality in Haiti.

Background
Labor and delivery are extremely high-risk periods for
mothers and babies, worldwide. Every year, at least a quar-
ter of the estimated 293,000 maternal deaths, 4 million neo-
natal deaths, and 2.6 million stillbirths occur during
delivery [1, 2]. Skilled birth attendants—including doctors,
nurses, and midwives—can reduce maternal and neonatal
morbidity and mortality by safely handling deliveries,
quickly recognizing complications, and referring women to
emergency obstetric care, if needed [3]. Globally, the rate of
having a skilled birth attendant present at birth has in-
creased from 62% (2000–2005) to 80% (2012–2017) [4];
however, the rates of skilled birth attendance continue to
be low in countries like Haiti, where nearly 60% of all
women deliver at home, and the majority of these with the
help of a traditional birth attendant, or fanm chay [5].
Skilled birth attendance in Haiti is only available in health-
care facilities, including hospitals and health centers.
Thaddeus and Maine’s framework of the “three delays”

has been applied globally to understand the major contrib-
utors to maternal death beyond medical causes, and in-
cludes: delay by the woman and/or her family in deciding
to seek care (due to socio-cultural, socioeconomic, geo-
graphic, financial, and institutional factors); delay in reach-
ing an adequate health-care facility (due to distance,
transport, cost factors); and delay in receiving adequate
care at that facility (due to staffing, infrastructure, and
service-delivery-related factors) [6]. To address the limita-
tions posed by these delays, different models are employed
to encourage timely facility births. In Zambia and Malawi,

maternity waiting homes (MWHs) have been expanded
across rural areas so women in remote and hard-to-reach
communities can stay near the facility shortly before their
delivery date [7, 8]. Some health-care facilities in Haiti
have also built MWHs to reduce delays in seeking and re-
ceiving skilled care during labor and delivery [9, 10].
MWHs intend to relieve the burden of finding transporta-
tion and allow for appropriate antepartum and intrapar-
tum monitoring. Other approaches have focused on
improving the quality of maternal care [11]. The World
Health Organization (WHO) Safe Childbirth Checklist,
for instance, was designed to improve the delivery of es-
sential maternal and perinatal care practices and includes
critical actions for preventing maternal and neonatal death
and intrapartum stillbirths in health-care facilities [12].
The global movement to promote respectful maternity

care and reduce instances of disrespect and abuse has
also made an unequivocal case for the importance of re-
spect, dignity, and privacy in the case of facility births
[13]. A systematic review by Bohren and colleagues
showed that mistreatment of women during childbirth—
from physical and verbal abuse to stigma and discrimin-
ation—is common throughout the world [14]. The evi-
dence regarding the mistreatment of women during
labor and delivery in facilities continues to escalate in
strikingly similar ways across the world [15–17]. While
it is important to increase the proportion of women who
choose to deliver with skilled birth attendants, we will
need to go beyond just clinical interventions to improve
women’s experiences of care during childbirth. Women
who are mistreated during childbirth, or who know of
other women who are mistreated, are less likely to
choose a facility birth [18].
In Haiti, where the majority of women deliver at home,

we wanted to elucidate the motivating factors driving
women to choose to give birth at a health facility versus at
home, and to document their past experiences delivering
in a facility setting. We hoped that our findings would re-
sult in strategies that could help more Haitian women to
choose a facility birth with a skilled provider.

Methods
The study methodology is reported using the consoli-
dated criteria for documenting qualitative research
(COREQ) [19]. See Additional file 1.

Design and participants
In March 2018, we conducted a qualitative study using
focus group discussions (FGDs) with women in rural and
urban settings in Haiti. A focus group is a qualitative re-
search method in which one or two trained moderators
lead a discussion with 6–8 participants to explore a re-
search topic in a group setting [20]. Rather than one-on-
one interviewing, FGDs rely on participant interactions to
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yield information that can capture shared and divergent
experiences across the group with regard to the research
question. We divided the study across rural and urban set-
tings in order to elicit perspectives across a salient social
divide in Haiti. We also wanted to know if reasons for
delivering in a health-care facility and experiences of facil-
ity versus home births would vary across the rural/urban
divide. Tables 1 and 2 present the participants’ parity and
place of birth (recent or current pregnancy), organized by
rural and urban settings. No one refused to participate or
dropped out in either setting. Women in the urban setting
tended to have lower parity and were younger. Rural
women had more experience with birth and had more ex-
periences to offer during the FGDs. We use the terms
health facility and hospital interchangeably as the latter
was used by women most frequently, even when referring
to a health center.
We conducted a broad study exploring a wide array of

potential reasons for delivering at a facility or at home
(e.g., cost, transportation, crime/insecurity, religious and
cultural values regarding birth, history of prenatal care,
and other individuals involved in decision-making) and
the range of women’s experiences with facility and home
births. In accordance with our study design, we purpos-
ively sampled expectant or postpartum women in three
rural communes of southern Haiti and in three down-
town districts of Port-au-Prince. In the rural setting, we
had recently completed a census of households in the
three communes that were being served by a local health
center [21]; these data were used to identify women who
were either currently pregnant or who had delivered in
the previous year, and the site of their delivery. Working
with staff from the health center, we invited 17 rural
women to participate in three FGDs. They were grouped
according to the place of delivery of their most recent
birth: six women who had delivered at a health-care
facility (Rural #1–6), five women who had delivered at
home (Rural #7–12), and five women who were preg-
nant at the time of the study (Rural #13–17). Two of the
pregnant women had previously given birth at a health-
care facility; three had previously given birth at home.
In Port-au-Prince, we worked with GHESKIO, a local

public health organization that provides antenatal care in
three urban slums. As part of a prior Zika study, the group

had enrolled 1500 pregnant teens and women into antenatal
care, many of whom had since delivered [22]. GHESKIO
staff suggested that we target our FGDs by geographic area,
rather than place of birth, to make it easier to recruit partici-
pants. We therefore invited 14 women to take part in three
FGDs, grouped according to their place of residence (Urban
#1–14). All three groups had a mix of pregnant women and
women who had recently delivered. In addition, the groups
included some who had given birth at a health facility, some
who had given birth at home, and others who had had some
births at a facility and some at home. Half of the women
had given birth recently and the other half were anticipating
their first live birth. Although primiparous women had no
prior live birth experiences, we explored the perceptions
they held about a home versus facility birth and how those
perceptions factored into their decision regarding the place
of their upcoming birth.

Data collection
Based on a review of published qualitative research on
maternal health-seeking behavior in Haiti and our own
academic training and professional experiences, we de-
veloped our question guide and study procedures (see
Additional file 2: Question Guide for Focus Groups)
[23–25]. The FGDs were held in a private room at our
collaborating organizations’ clinics and were conducted
in Haitian Creole, recorded, and lasted between sixty
and ninety minutes. All focus groups were led by CK, a
professor of anthropology, who is fluent in Haitian Cre-
ole and, having lived in Haiti for three years and con-
ducted research there for the past decade, accustomed
to the sociocultural mores of the country. The partici-
pants were informed of the study aims and procedures,
including audio recording, and their verbal consent was
obtained prior to initiating the group discussions. We
opted for oral consent in order to communicate with all
participants regardless of literacy levels (see Additional
file 3: Information Sheet/Consent Form). We also had
written forms available for participants who might re-
quest them, but we did not have any requests. During
the FDGs, the participants were identified by number ra-
ther than name, and they were informed that they could
discontinue the recording at any point or refuse to an-
swer any questions for any reason. In the rural setting, ML,

Table 1 Parity among Participants

Parity Rural Urban

0 (1st Pregnancy) 0 (0%) 5 (35.7%)

1 7 (41.2%) 3 (21.4%)

2 5 (29.4%) 4 (28.6%)

3 1 (5.9%) 1 (7.1%)

4+ 4 (23.5%) 1 (7.1%)

TOTAL 17 14

Table 2 Place of Birth for Most Recent Pregnancy among
Participants

Rural Urban

No prior live birth 0 (0%) 7 (50%)

Home only 8 (47.1%) 4 (28.6%)

Hospital only 8 (47.1%) 2 (14.3%)

Home and Hospital 1 (5.9%) 1 (7.1%)

TOTAL 17 14
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a community representative, assisted CK in the FGDs; in
the urban setting, OT and MF, two staff psychologists at
GHESKIO, assisted CK. Both OT and MF work with the
GHESKIO antenatal care clinic and provide mental health
support to women who are HIV positive. They are both
Haitian, native speakers of Haitian Creole, and were avail-
able to clarify questions for participants and to accompany
participants if they wished to suspend their participation.
All researchers had received training in qualitative research
methods and ethics. All of the researchers and participants
were women. There were no prior relationships between
the researchers and participants. During the discussions,
CK and ML also shared their pregnancy experiences as a
way to establish trust with the group; no other personal in-
formation was shared by the researchers. Aside from the re-
searchers and participants, no one else participated in the
FGDs or was present in the room. No repeat meetings or
interviews were conducted.
The discussions commenced with introductions, where

the facilitators identified themselves, welcomed the women
to the group, reviewed the procedures and aims of the
study, and elicited oral consent. In line with cultural norms,
we asked the women how they were doing, how their fam-
ilies were doing, and what their activities were. The women
then offered details about their recent birth or expectations
for their pending labor, including number of pregnancies,
place of delivery, and overall assessment of their prior expe-
riences. We then asked the overarching research question,
“Where do you prefer to give birth, and why?” The inter-
view continued with secondary questions to elicit a deeper
and broader picture of their reasons for preferring facility
or home births, their experiences and perceptions of facility
or home births, and their evaluations of the facility or home
birth. As this was a qualitative study, we allowed the con-
versation to develop in an open-ended way and took cues
from the participants about which topics and questions to
explore. This resulted in a broad discussion regarding the
perceptions and evaluations of home and facility births in
Haiti; however, for the purposes of this paper, we focused
our analysis to a specific contradiction that readily became
apparent in all of our groups, which was that women simul-
taneously expressed a preference for a facility birth while
also relaying negative prior experiences in facilities. We ex-
plored this contradiction further through sub-questions
that elicited more details about how the facility birth ex-
perience differed from the home birth experience, as well
as what women liked and disliked about the birthing ex-
perience in each setting. We then asked the women how
they would address the limitations or negative aspects of
the health facility birthing experience. The FGDs ended
once the researchers had a full understanding of birthplace
experiences and no new information was being provided to
inform the aforementioned contradiction. The full inter-
view guide is shown in Additional file 2.

Data analysis
The recorded discussions were first transcribed into Haitian
Creole, then translated into English. The transcriptions and
translations were not returned to participants, but rather
verified by CK. Data analysis of the interviews was carried
out according to grounded theory methods [26]. Upon
transcription and translation, we reviewed the FGD texts
and developed a coding scheme based on prominent and
relevant concepts (Table 3). Each author took responsibility
for coding different sets of data using QDAMiner Lite, an
open-source software package for qualitative analysis [27].
AD took the primary responsibility for coding discussions
from the rural site and CK coded discussions from the
urban site. Similar codes were grouped together in sub-
categories and domains. CK and AD discussed codes to de-
termine broad relationships between choice of place of
prior births or, for pregnant women, where they intended
to give birth and why. All authors reviewed and discussed
relevant coded text and clarified translation issues. Partici-
pants were not contacted to provide feedback on the find-
ings due to limitations posed by literacy and challenges in
re-locating participants, especially in the urban setting. We
recognize this as a limitation of the study.

Results
All of the women we interviewed acknowledged that there
are significant benefits to a facility birth, including the
capacity to address complications and emergencyt care
needs. The women were concerned about the potential
for having a difficult labor or losing a baby based on their
own or other family members’ and friends’ past experi-
ences with pregnancy complications. During our discus-
sions, several women reported pregnancy losses,
stillbirths, and infant deaths. In the rural setting, one par-
ticipant reported a late-term miscarriage; one woman re-
ported a stillbirth at a public hospital; one woman
reported an infant death after a home birth; and one
woman who gave birth to seven children at home reported
a stillbirth and three infant deaths. In the urban setting,

Table 3 Coding Scheme

Domain: Quality of Care - hospital birth
Perceptions of proper/normative birth
Perceptions of good doctor/hospital
Experiences at hospital (for birth and other)

Domain: Quality of care- home birth
Perceptions of good/bad midwife (fanm chay)
Experiences with midwife (fanm chay)

Domain: Reasons for hospital birth
Complications
History of hospital care
Precipitous labor
Location
Planning
Cost
Referral (by a doctor or clinic)
Family Advice
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two of the women expecting their first child reported hav-
ing previously had a late-term miscarriage; one reported a
stillbirth at home; one woman had a stillbirth at the hos-
pital; and another woman suffered a neonatal death after
giving birth at home.
The most common reasons given by women who decided

to give birth at a hospital or health center were the develop-
ment of a pregnancy complication and the reduced risk for
a pregnancy loss, illness, or death. Potential complications
were usually identified by the woman herself, and then con-
firmed by a provider who advised her to follow-up and de-
liver at a facility. There was consistency in reasons to seek a
facility birth, regardless of an urban or rural status.

“When I was pregnant, I chose to go to give birth at the
hospital because my due date was changed. The delivery
period didn't arrive yet, but I had some liquid flowing out
of me. They sent me to a private clinic, the doctor did an
ultrasound and told me to go to the hospital directly.”

– (Rural #1, postpartum woman with hospital-birth
experience)

“The reason I chose to give birth at the hospital was
because when I was pregnant, I was sick, my feet were
swollen, I became anemic. Every time I went to the
[clinic], the doctor told me not to stay at home when I
would have pain; always go to the hospital because if
it becomes dangerous for me, I can find a doctor to
help me. That's why I gave birth in hospital.”

– (Rural #4, postpartum woman with hospital-birth
experience)

“I followed here in the [clinic] and every month the
doctor gave me a vaginal exam, but he told me that I
should go to the hospital because my whole body was
swollen. He also told me that I had eaten too much salt,
so I went to the hospital.”

– (Rural #3, postpartum woman with hospital-birth
experience)

“Yes, because I'm sickly, I would not have risked giving
birth at home with a matwon [another word for famn
chay]; I would always go to the hospital so that the
doctor could see what is necessary for me, because as
soon as he sees what I need, he will give it to me.”

– (Rural #2, postpartum woman with hospital-birth
experience)

Two women, who had recently given birth at home,
expressed that a facility would have been preferred if
there had been complications.

“My dream is to go to the hospital because childbirth can
be dangerous when you stay home. If the baby comes
normally, you can give birth at home or even the
roadside [...] But if the baby does not come out normally,
you have to go to the hospital because sometimes there
can be a caesarean section and other problems.”

– (Urban #3, postpartum woman with home-birth
experience)

“If I have difficulties at home, I will go to the hospital, but
otherwise I will stay at home. However, if during labor, I
have contractions early in the morning and after 8 hours
of labor the baby does not arrive yet, I will immediately
go to the hospital because I'm not used to staying too long
in labor or having severe pain that I cannot bear.”

– (Rural #8, postpartum with home-birth experience)

Among pregnant women, the risk of developing a
complication was also an adequate reason to decide to
give birth at a facility.

“The fanm chay does not have the means to see the
child inside your belly. The doctor has a device to see
if the baby is leaning to the right or left.”

– (Urban #5, pregnant woman with prior hospital-
birth experience)

“I plan to give birth at the hospital because, from time
to time, I feel abdominal pain, so it would be better if
I had my child in the hospital.”

– (Rural #16, pregnant woman with home-birth
experience)

“I think that hospitals have more benefits, because
when you are coming to give birth, they look if there is
a problem with the baby, and they look with a
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medical examination. They see what the problem with
the baby is and they fix it… the hospital is better for
you because there are several doctors and they can
transfer you to another hospital. That's why I
encourage you to go to the hospital, ladies and me,
who used to give birth at home. I have always liked to
stay at home, but I do not keep this habit anymore
because I realize that things have changed.”

– (Urban #12, pregnant woman with home-birth
experience)

“Nowadays, you sometimes see a woman giving birth
to a child with a malformation, a big head. But if you
had gone to the hospital, we would have seen in time
how the child is. There would have been some
prevention. That's what interests me and pushes me to
come to the hospital.”

– (Urban #3, pregnant woman with hospital-birth
experience)

In this last example, the woman is specifically refer-
ring to cranial malformations due to the Zika virus,
which was then a concern in Haiti. She is expressing
the importance of visiting the hospital for prenatal
care, as well as for delivery of the baby, in order to
detect abnormalities that would result in complica-
tions during labor. The understanding that the hos-
pital setting provided the experts and tools to detect
and manage problematic conditions during pregnancy
and labor proved to be a powerful motivator for de-
siring facility-based care.
We also found that, despite a shared desire for a facil-

ity birth, most women simultaneously expressed an un-
favorable perception of the facility birthing experience.
We identified four key, thematic concerns that under-
pinned women’s negative assessments of the facility
birth: being left alone, feeling ignored, being subject to
physical immobility, and experiencing a lack of compas-
sionate touch/care. Taken together, these concerns artic-
ulated an overarching sense of what we call “isolation”
-- that is the feeling of being isolated in the hospital and
being isolated during delivery. The experience of isola-
tion diminished a woman’s desires for a hospital birth
and was often contrasted to the care received from a
fanm chay during a home birth.
Exemplar narratives that elaborate upon the thematic

elements of isolation are provided below, followed by an
articulation of the consequences these elements had on
a woman’s choice of birthplace.

Theme 1: being left alone
Women frequently noted being left completely alone dur-
ing labor in the delivery room and usually at the time of the
delivery, which created a sense of isolation. Some women
were particularly critical of being denied access to care-
takers and the lack of any care during and after delivery.

“In the hospital, you are alone, you are put on the
delivery table, you are alone, you have no one to keep
you company.”

– (Urban #7, pregnant woman with hospital-birth
experience)

“Being alone on the delivery bed at the hospital is the
worst experience. When you are in the big room with
contractions, your parents stay with you, but when you
are going to the delivery room, you are alone.”

– (Rural #3, postpartum woman with hospital-birth
experience)

“You are alone on the delivery bed; they will not let
someone help you. When I was on the delivery bed,
I sent someone to call the doctor to tell him that
the baby's head is coming out, because it was
midnight and they had fallen asleep in their chairs.
I told the nurse that the baby was coming out and
she woke up bewildered and told me to stop
pushing and took the baby.”

– (Rural #4, postpartum woman with hospital-birth
experience)

“When I took a look, I saw the doctor sleeping. They
don’t even let you see the baby right away.”

– (Rural #5, postpartum woman with hospital-birth
experience)

“They always took good care of me when I gave
birth at the hospital. After giving birth, they bathe
the baby and bring him to me... But now there are
some hospitals that are problematic. Sometimes
when you go to give birth, you are left in the
courtyard screaming, and there is no one to pay
attention to you. […] Not only at the general
hospital, in all hospitals. I do not know if it is a
lack of personnel, if it is the negligence of the
doctors, but pregnant women suffer a lot.”
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– (Urban #9, postpartum woman with hospital-birth
experience)

Theme 2: feeling ignored
In addition to being left alone, women delivering at a
health facility felt that being ignored was further mani-
fested by feelings of dismissal and the denial of specific
needs or requests. Women recounted experiences that
showed that even when they were able to speak with a
staff person, they were unable to receive appropriate
care or were not given reasons for being denied their
request.

“When I could not continue, I told them that I needed
to rest, I was told no, that I have to walk and walk
again...They will not let your parents in. My mother
wanted to get in. I bled a lot. My mother asked the
nurse to let her in to help me, but the nurse said no.”

– (Rural #5, postpartum woman with hospital-birth
experience)

“You cannot find even some water if you need it,
because the doctors are not doing that for you. They
just sit and wait for the baby's head to come out to ask
you to stop pushing to take the baby.”

– (Rural #1, postpartum woman with hospital-birth
experience)

“…when the shoulders appeared, I supported her head.
I screamed and I called the nurse, she was in a chair
and she came to get the baby.”

– (Rural #2, postpartum woman with hospital-birth
experience)

“I went to the hospital, and they sent me home. When
I arrived at home, I still had flowing liquid. So, I went
back to the hospital, they took me to the emergency
room, and told me either I undergo a caesarean
section or I may die in this case. I was obliged to pray
to God. I finally gave birth.”

– (Rural #1, postpartum woman with hospital-birth
experience)

Theme 3: being subjected to physical immobility
Women also experienced isolation by being subjected
to physical immobility. They disapproved of the re-
strictions placed on movement in a facility and, at
times, the experience of being tied down during
birth. Not being able to move and giving birth on a
delivery table, or being tied to the table, were expe-
riences that were seen as being unique to the facility
setting.

“They lie you down with both of your legs up and
immobilized. So even if you have pain, you are not
able to move a lot.”

– (Rural #1, postpartum woman with hospital-birth
experience)

“I lost all my strength because of the way I was placed.
I was put in the back position. I could not find any
place to put my feet, to be able to resume force.”

– (Rural #4, postpartum woman with hospital-birth
experience)

“I was moving too much, so they tied my legs down to
immobilize them. In order to sit up, they had to pull
me by both arms. I didn't have strength anymore to
push the baby.”

– (Rural #5, postpartum woman with hospital-birth
experience)

“They put you in a position so that the doctor can see
your vagina, in order that the doctor may be
comfortable… And when you have contractions, it
would be better that someone held you. When they tie
you down, it is traumatic.”

– (Rural #4, postpartum woman with hospital-birth
experience)

One woman related a harrowing story of being
bound to the delivery table and having to break the
bindings to deliver her own baby, although she did
acknowledge that the attending doctor was apologetic
afterward:
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“I broke the hand restraint. I told myself that I
have to give birth to this child. I could not let him
die. Then the doctor arrived, and he took the baby,
and he also apologized to me because he told me
he was very tired... I had to pull with all my
strength to [release my arms and] grab the baby.
And he [the doctor] knelt before me to apologize…
There are two iron bars and a space between to
put your feet. They tied my hands and my feet to
the bars. When I had the feeling that the baby was
coming, I do not know if it was God who put this
strength in me, but I ripped off the hand restraint
with great force, and I sat up to push.”

– (Rural #2, postpartum woman with hospital-birth
experience)

Theme 4: lack of compassionate touch
Another reason women gave for not choosing a facil-
ity birth was the lack of compassionate touch from
hospital staff, particularly in comparison to the
hands-on support of a fanm chay who oversees home
births. Many women valued the way in which the
fanm chay physically held and supported them as
they labored.

“During those moments you are alone. You have no
one to support you, whereas with the fanm chay,
you may have someone to hold you, to support you.
But at the hospital you don't have that kind of
support.”

– (Rural #4, postpartum woman with hospital-birth
experience)

“When you're with a fanm chay, there's someone who
is holding your knees, helping you sit steady on the
stool so you can find the force to push.”

– (Rural #7, postpartum woman with home-birth
experience)

In two FGDs, the expression, “hold you, so you can
push,” was offered and met with much agreement
among the women present. In addition, many women
spoke of the massages and caresses given by midwives as
a crucial act that eased pain and increased comfort, as
well as provided emotional support.

“Yes [I like the home birth] because you see the fanm
chay and she gives you a massage on your belly and it
makes you feel good.”

– (Rural #9, postpartum woman with hospital- and
home-birth experiences)

“Well, when the famn chay arrived, she looked at me
and she touched my belly, and she told me that I had
contractions and could push. She massaged my belly
when the pains came time and again, and I would feel
a little better, and then I gave birth.”

– (Rural #11, postpartum woman with home-birth
experience)

“Fanm chay are good. I liked the way she treated me. I
was still in a lot of pain, but after the massage, the
placenta came out from my vagina and the pain stopped.”

– (Rural #10, postpartum woman with home-birth
experiences)

The lack of physical and supportive attention to the la-
boring mother was often noted as missing in a facility
birth. The desire for this compassionate touch in a facil-
ity was underscored by the women’s painful experiences
with physical contact during medical procedures—most
notably, the vaginal exam.

“When you go to the hospital, the pain is worse, the
pain.” [CK asks, “Why?”]

“Because you get vaginal touch, and that’s the only
way [the staff’s] hands touch you.”

– (Urban #4, pregnant woman with hospital- and
home-birth experiences)

“In the hospital, you have the vaginal exam to see how
many centimeters you’re at and then you are told to go
for a walk. You will not find anyone to touch and
support you if you need it.”

– (Rural #3, postpartum woman with hospital-birth
experience)
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Consequences of isolation
We found that negative facility-birth experiences affected
a woman’s decision as to where to have her birth in the fu-
ture and weighed against the benefit of potential lifesaving
interventions; however, many women continued to ex-
press a desire for a facility birth, although they wished the
experience could be ameliorated to address the sense of
isolation. Positive interventions suggested by women in-
cluded: support from other people, being able to talk to a
provider, having the father present, being given sound ad-
vice, and having a bed throughout labor.

“The experience I had at the hospital that led me to
choose the fanm chay was that I was left on the
gynecological table, it was up to me to get by. I found
no support from anyone.”

– (Rural #4, postpartum woman with hospital-birth
experience)

“I had my first child in the general hospital, and I was
well received, but now the situation has changed. There
are state hospitals that do not give good service because
of the [lack of] money. I had my second child in the
[French] hospital and the doctor was gone. I had my
child alone in the emergency room despite having paid
5000 gourdes [~$78]. Even after my delivery, we could
not reach the doctor on the phone. So, I concluded that
all hospitals were doing bad service…I almost lost my
child. Things have changed in hospitals.”

– (Urban #14, pregnant woman with hospital-birth
experience)

“When I feel that I am really not well, I go to the
hospital to take medication, but for a pregnancy, I do
not go there. When I give birth, I need the father of the
child there, that’s all I need.”

– (Rural #13, pregnant woman with home-birth
experience)

“Doctors come late in the day and despite this only a
few people are consulted and at a certain time, they
just close and leave, and the others that stay do not do
anything, and they do not help you. And, so for that, I
do not go there anymore.”

– (Rural #9, postpartum woman with hospital- and
home-birth experiences)

“I have a sister who was giving birth in the hospital,
when she arrived, she was put on the gynecological
table...the cervix was not yet dilated. She was asked to
walk and suddenly she gave birth on the ground. She
lost strength and fainted. She was given an infusion. At
the same time, if it was at home, the time to call a
doctor or bring her to the hospital would have made
things difficult.”

– (Rural #17, pregnant woman with home-birth
experience)

“What we need to change in the hospital is for them to
welcome the laboring woman. They should give them a
bed because it is possible that the person cannot
continue to walk all by herself. They should give the
woman a bed during the whole day she is laboring….
At the hospital, it’s only when you are about to deliver
that you are given a bed.”

– (Rural #2, woman with home-birth experience)

Discussion
During the FGDs, we learned that women had many
different types of birthing experiences. There were:
women who had delivered both at home and in a facil-
ity for different pregnancies; women who had exclu-
sively delivered at home or in a facility for all their
births; women who had wanted to deliver at a hospital
but never made it; and women who had wanted to de-
liver at home, but had to be taken to a hospital due to a
complication. There were also pregnant women who
had given birth previously and who wanted to choose
their place of birth based on an earlier experience;
others who were pregnant for the first time and clear
about their place of delivery; and those who did not
know yet. In short, we realized that women did not fall
into one, single category in terms of where they chose
to give birth, or even in terms of the factors leading
them to a given decision. We found this to be some-
what surprising, as other studies on maternal health
categorized women into groups based on their discrete
choices for place of delivery, and presumably the
choices were consistent across all pregnancies [28–30].
Instead, we found that the same woman may make dif-
ferent choices for different pregnancies, depending on
their circumstances and context.
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What was most consistent in our study was that the
hospital or health center was the preferred option, par-
ticularly in cases of suspected and confirmed complica-
tions. In those latter instances, women would often seek
medical care in response to a complication and then be
advised by a provider to deliver at a facility. There was
enough trust in and access to a provider to seek care for
complications. Further, the women who went to a
facility also perceived that the facility would be able to
manage their complication(s). Similarly, one study in
southern Haiti concluded that prenatal care was associ-
ated with the ability of a woman to recognize pregnancy
complications, and that women who better perceived
symptoms were more likely to seek care [31]. However,
the participants in our study also expressed a negative
perception of what type of care they would receive in a
facility. The anecdotal report from one woman about be-
ing physically immobilized was extreme, but it fit within
the premise that there is an overall lack of attention and
compassionate care for birthing women in a facility.
Thus, women appeared to be consistently weighing the
pros and cons of giving birth in a facility, e.g., a safer
birth but in a colder and less compassionate environ-
ment, versus at home, surrounded by loved ones and the
dedicated attention of a fanm chay. Women’s autonomy
in decision-making to seek care has been associated with
higher hospital birth rates, but it is possible that negative
experiences dampen this association if women perceive
the choice to be a poor one [32].
Although we found that the rural/urban division was

relevant in some respects (e.g., costs and challenges of
transportation and concerns about crime and insecurity,
which are beyond the scope of this paper), women’s
preferences for or experiences of place of birth did not
vary across urban and rural settings. Some urban women
did express that they had a choice in health-care facil-
ities and that they had compared delivery services be-
tween different hospitals, whereas the rural women did
not suggest that they had choices or that they compared
facilities. The city of Port-au-Prince has more than twice
as many health facilities, more than three times as many
nurses, and over seven times as many midwives as the
entire southern department [33]. Nonetheless, we found
the aversion to isolation in hospitals to be common
across urban and rural groups and to be reported for
multiple facilities in Port-au-Prince.
The 2016–17 Haitian Demographic Health Survey

found transportation cost and distance to facilities to be
the major obstacles for women to deliver in health facil-
ities, i.e., the first and second delays [3]; however, this
survey did not report directly on the hospital-birth ex-
perience. Our study found compassionate maternity care
to be an important factor in the decision about where to
give birth. We found that the experience of isolation

negatively affected women’s perceptions of the hospital
birth; it also eroded confidence in choosing a hospital for
the location of future births. Negative perceptions of
facility-based maternity care can also have a psychological
impact that affects future reproductive health decisions,
such as seeking antenatal or postnatal care [34]. Distinct
from women’s feelings about isolation is also the implica-
tion that isolation indicates a monitoring delay in the
timely detection of complications and in appropriate in-
terventions to prevent or treat a life-threatening complica-
tion, such as preeclampsia. Certainly, the issue of isolation
is not attributable to provider attitude or behavior alone.
As has been noted in several studies, Haitian facilities are
understaffed, overcrowded, and lack basic supplies that
cause further delays in the administration of appropriate
care [35, 36]. We argue, however, that it would be possible
to address these issues (without additional significant fi-
nancial resources) if the clinical training curriculum were
to include respectful and compassionate care as an inte-
gral part of the current standard of maternal care in Hai-
tian facilities.
Women expressed a preference for home births over

facility births, based on the physical support and care
they receive during labor and delivery. They noted a lack
of care, leading to emotionally and physically isolating
experiences in facilities. Having continuous social sup-
port during birth is also recognized as an important
intervention by the WHO [37]. Research shows that
women with continuous support are less likely to use
any intrapartum analgesia, are more likely to have a
spontaneous vaginal birth, and are less likely to report
negative ratings of or feelings about their childbirth ex-
perience. They also tend to have shorter labors and are
less likely to have a cesarean or a baby with a low Apgar
score [38]. Prata and colleagues recommend training
traditional birth attendants or community health
workers to deliver life-saving interventions during home
births, but this approach is currently not supported by
Haiti’s public health ministry (Ministère de la Santé Pub-
lique et de la Population, or MSPP) [39]. MSPP’s pro-
gram for maternal and newborn health in Haiti
exclusively advocates for facility births with skilled birth
attendants [40]. Therefore, within the context of this
policy and our data from this study, it would be more
feasible to identify and integrate interventions that
would encourage facility births by improving the overall
experience of the facility birth.
One realistic recommendation for immediately im-

proving the facility birth experience would be to allow
the women to have a labor companion. Labor compan-
ions could help provide information and bridge commu-
nication with providers; advocate on behalf of the
women; and provide physical and emotional support
[41]. While our research did not focus specifically on
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solutions, we find women’s isolating facility birth experi-
ences to suggest a need for a labor companion who can
provide similar support to what they most value in home
births; however, at the same time, we are aware that
such a person should be trained, prepared, and have an
approved role in a clinical setting. In high-volume ma-
ternity wards, for instance, a care navigator would be
helpful during the labor and delivery, as well as in the
postpartum period, to provide clinical observation, com-
municate with family, and help the patient through the
labor and delivery process [42, 43]. The WHO’s recom-
mendations on Intrapartum Care for a Positive Child-
birth include choice of birth position and mobility for
low-risk births in the facility setting—a recommendation
that is highly applicable for Haitian facilities, given that
women in both rural and urban areas noted the inability
to move and having to lie down for delivery as important
constraints in facility births [44]. Another approach
would be to focus on staff training, particularly on staff
empowerment, to address structural restrictions that im-
pede better patient-provider interactions. For example, a
comparison of two hospitals in Tanzania showed that, in
similarly constrained circumstances, providers’ and
women’s experiences were much more positive when
nurse-midwives and nurse managers felt they were ef-
fective in influencing their environment and outcomes
in the hospital [45]. Other policy-driven approaches may
be enacted for a more systematic impact, such as the
specific inclusion of respectful maternity care in the
quality-of-care standards for maternal health [46]. In
Brazil, for example, a national law allows all women in
the public and private sectors to have a labor companion
of their choice during all antenatal, labor, delivery, and
postpartum care visits to a facility [47].

Strengths and limitations
We note that national survey data have documented fi-
nancial barriers to facility delivery in Haiti, including
cost of medical care, facility fees, and cost of transporta-
tion [3]. In other settings, the expectation of disrespect
from physicians and hospital staff has been shown to im-
pede hospital births [15–17, 41]. Yet, few studies have
analyzed women’s perspectives on the facility birth ex-
perience in Haiti and, to our knowledge, none have iden-
tified the role that isolation plays in that experience
versus a home birth in both urban and rural settings.
Given that this is a qualitative study with a limited sam-
ple size, and that there is limited standardization of
medical care in Haiti, the experiences of isolation (de-
tailed above) may not necessarily be transferable to all
facility settings, such as those that are private, well-
funded, or uncongested. The women we spoke with were
poor and relied on public sector facilities; however, one
cannot assume that the private sector necessarily has

different outcomes. For example, one study from India
found that the private sector was even stricter about
allowing companions during delivery [16]. Future studies
that focus on Haitian women with higher incomes or
with access to a range of public and private hospital fa-
cilities would supplement our findings. The significance
that a supportive environment plays in a woman’s as-
sessment of her birthing experience(s) reinforces current
modifications to global health policy. Our findings
reinforce the goal, adopted by the WHO and others, to
provide women in labor with a “humane, supportive” en-
vironment [13, 48]. We hope that our study will motiv-
ate Haitian practitioners to address the experience of
isolation as contradictory to a humane and supportive
environment. We expect that additional research into
this area will further define factors that contribute to
feelings of isolation and will further evaluate evidence-
based procedures to address isolation, while also ac-
knowledging and accounting for the pressures placed on
facilities in terms of space, crowding, and costs.
We also note a few further limitations of our study.

We did not distinguish between the types of facilities
women visited for deliveries. While women always used
the word “hospital,” some of these were health centers,
which would have varying staff capacity and offer differ-
ent obstetric services than hospitals [49]. We could not
say from the focus groups whether the comments were
primarily about health centers or hospitals and, there-
fore, refer to the place of delivery using “facility” as a
unified term. We also are aware that, in a group setting,
women may have preferred to express a preference for a
facility birth since facility births tend to indicate higher
socioeconomic status in Haiti. In addition, although it is
culturally appropriate to begin conversations by asking
how one is doing and what one is doing, this may have
elicited information about mood, source of income, and
family life that biased the respondents toward demon-
strating a certain socioeconomic status. However, we be-
lieve that this introduction was essential, because it
served to create camaraderie among the group and to
aid women in their ability to connect with one another;
for instance, as they were able to connect over their
shared experiences as mothers without formal employ-
ment. We also understand that women’s preferences for
facility births and their complaints about facility births
may have been shaped by their relationships with the
public health clinic and our role as foreign researchers
tied to health projects. In other words, the women could
ascertain that we were both interested in both encour-
aging facility births and improving the facility birth ex-
perience, which is why we also chose to include women
who gave birth at home and those who were currently
pregnant. Notably, while most women expressed a pref-
erence for a facility birth when asked directly, it was
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interesting that they tended to modify their preference
over the course of discussing their facility-birth experi-
ences with others. As noted, first-time pregnant women
were included to understand where they were planning
to deliver and why. While this added an interesting per-
spective to the discussion, we realize that their under-
standing was not based on their own experiences and
that the data they provided reflected impressions they
gained from other women in their families or communi-
ties; however, their impressions did not contradict the
experience of others.
Another limitation could have been the group format,

which may have amplified the discussion towards
women’s shared experiences. Despite this, we believe the
focus group format was the best approach, as it allowed
us to establish shared experiences for a diverse group of
women in a relatively short timeframe and helped us to
identify overarching themes that could form the basis
for targeted research in the future. In cases of emotion-
ally sensitive outcomes (such as a severe complication,
stillbirth, or a neonatal death), an in-depth interview for-
mat would be more appropriate. We also note that we
may have some bias in the sample since participants
were selected by the clinic staff, and they could have
chosen women who were more likely to come for ante-
natal care, were closer in proximity to the clinic, or who
had not experienced a severe complication or death in
their most recent pregnancy. This could have biased the
sample toward healthier women; however, we do not
think it biased the sample to share different stories than
what they had experienced. We did observe that the
urban sample tended to be younger and quieter, needing
more promoting than the rural sample.
We did not provide participants with an opportunity

to review transcripts and provide feedback, in part due
to concerns over low rates of literacy in the rural setting
and in part due to difficulties in locating participants
again, especially in the urban setting. We would have
valued the chance to work more closely with the partici-
pants. We did provide the transcripts to the local clinical
staff, with whom we worked closely. We plan to con-
tinue our collaboration toward determining how our
findings can inform practice and policy, such as present-
ing the findings to the MSPP.

Conclusions
Our overall objective for this study was to elucidate the
factors affecting a woman’s decision to give birth in a
health facility or at home. While many women expressed
the desire to deliver at a hospital in the case of a preg-
nancy complication, when we asked what it was like to
give birth in a facility, they reported largely negative ex-
periences. The existing literature recognizes respectful
care as an important component of right to care,

supportive care, and trust. What has been under-
appreciated is the support structure, or lack thereof, that
women encounter in hospitals. This factor—what we are
calling isolation—stands at the nexus of respect and
care, of promoting positive social relations and quality
care. Our research, thus, highlights the importance of
companionship, support, and attention during labor and
delivery as an intersectional component of respectful
maternity care; however, we also recognize the import-
ance of structural barriers that prevent health providers,
especially nurses and midwives, from delivering quality,
respectful care. Improvements need to be made in the
interpersonal communication and care provision by ob-
stetric providers that is conducive with the expectations
and needs of pregnant women. We recommend that
current maternal health promotion programs in Haiti
consider how to establish better models of respectful
and compassionate maternity care into any interactions
a pregnant woman has within the health-care system,
and to share their findings while advocating for respect-
ful care for all Haitian women.
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