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INTRODUCTION 

Maternal mortality during the antepartum, intrapartum and postpartum periods is a global concern that has been 
the focus of legislative reform and medical intervention for decades. In 2017, the World Health Organization 
(WHO) estimated that the global maternal mortality ratio (MMR) was 211 maternal deaths per 100,000 live births 
while in underdeveloped nations the MMR was projected to be 415 per 100,000 live births1, almost double the 
global ratio.  In the Dominican Republic (DR), the MMR was estimated at 95 per 100,000 women1 and is second 
only to Haiti2 amongst the Caribbean nations. Within the Dominican Republic exist the batey communities—a 
collection of approximately 500 shanty towns that house roughly 250,000 individuals, 65-75% of whom are 
believed to be either Haitian migrants or Haitian descendants3. The population of the bateyes serves as a low-
cost labor force in the DR, particularly within the sugarcane industry4. These communities often do not have 
access to clean water, electricity or basic health services and often have substantial disease burden, notably 
tuberculosis and HIV/AIDS4.  
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ABSTRACT Inadequate or limited postpartum care potentially leads to significant maternal morbidity and mortality. 
Limited data exists regarding postpartum care among the women living in the DR batey communities. This mixed-
method retrospective study assessed postpartum care received by women living in 13 bateyes through 65 structured 
and open-ended interview questions derived from the recommendations outlined in the 2015 World Health 
Organization Pregnancy, Childbirth, Postpartum and Newborn Care: A Guide for Essential Practice. Participants (N=57) included 
women < 24 months postpartum and at least 18 years old. 93.0% (n=53) of participants gave birth in a hospital and 
7.0% (n=4) delivered in the bateyes. All participants reported contact with a skilled attendant during or immediately 
after delivery.  In the immediate postpartum period, 91% of participants received inpatient care for at least 24 hours 
and 77% received counseling on breastfeeding. 39% were counseled on maternal nutrition. 31.6% were advised to 
obtain a postpartum follow up appointment and 24% of participants presented within 6 weeks of delivery. These 
percentages were lower than the 100% recommended by WHO guidelines. Overall, participants did not receive care in 
accordance with WHO postpartum recommendations. These findings support the need for healthcare reform, 
education, and advocacy regarding postpartum care which may aid in reducing postpartum complications and maternal 
mortality. 
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The lack of reported access to health services is troubling not only for communicable diseases within the bateyes, 
but also regarding additional public health concerns such as maternal mortality in antepartum, intrapartum and 
postpartum periods of pregnancy. One WHO systematic analysis between 2003-2009 estimated that 73% of 
global maternal deaths were attributable to direct obstetric causes5. Inadequate or limited postpartum care can 
have an immense impact on maternal health outcomes and ultimately maternal mortality6. Hemorrhage was 
identified as the leading cause of maternal death with more than two thirds of cases occurring in the postpartum 
period5. Limited health data currently exists regarding postpartum care amongst the women living in the batey 
communities.  
 
Over the course of the last decade, the WHO has published a litany of guidelines focused on antenatal, 
intrapartum and postpartum maternal care6-9. This study was developed with the primary purpose of obtaining 
information regarding the postpartum care received by women living in the batey communities surrounding La 
Romana, DR. It also aims to evaluate aspects of the postpartum care received by this population in accordance 
with the standards set by the 2015 WHO Pregnancy, Childbirth, Postpartum and Newborn Care Guidelines7.  

 
METHODS  
Enrollment criteria were satisfied by each participant prior to participation in this study. Sixty-two women who 
met inclusion criteria were invited to participate and 60 consented for interview. Participants included women 
over the age of 18, currently living within the bateyes, who had given birth within the preceding 24 months. No 
identifying information was collected from the participants in order to protect confidentiality. Participant age, 
newborn age, and general place of residence were documented. Access to this population was approved by the 
Hospital El Buen Samaritano (HBS) in La Romana, DR. This study received Institutional Review Board approval 
by the Quinnipiac University ethics review board.  
 
Each participant was approached either after receiving medical services provided by HBS or within the 
community surrounding the mobile clinic.  Verbal consent was obtained prior to interview initiation using an 
information sheet which was translated into both Spanish and Haitian Creole. Two female, trilingual English-
Spanish-Haitian Creole speaking interpreters were employed to convey the information sheet and mediate the 
interview between each participant and the field-investigator (EC). Each interpreter was selected to participate 
in this study by HBS and was trained at either the Jacobs Institute or the New System Institute in La Romana. 
The research goals, study protocol, information sheet and interview questions were reviewed and clarified for 
each interpreter by the field-investigator (EC) prior to participant enrollment. Interviews took place between 
June-July 2018 within 13 different bateyes surrounding La Romana.  
 
Interviews were recorded and documented in a field notebook. They were later transcribed with reference to the 
recordings as necessary for clarification of field notes. Each interview included open and closed-ended questions 
pertaining to the postpartum care of each participant after their most recent labor and delivery experience. The 
immediate postpartum and general postpartum interview questions were based on the WHO Integrated Management 
of Pregnancy and Childbirth – Pregnancy, Childbirth, Postpartum and Newborn Care: A guide for essential practice7 published 
in 2015. Interviews contained 65 main and subcategory questions depending on preliminary responses (Appendix 
1). The questions were structured into 3 different sections. The first section pertained to birth setting and 
contained 11 questions used to assess the environment and mechanism of delivery, as well as any reported 
complications during the delivery process. The second section contained 40 questions focused on immediate 
intrapartum care. The third section was composed of 14 questions pertaining to the extended postpartum period, 
and specifically the care received at a postpartum appointment within the timeframe specified in the WHO 
guidelines7.  
 
Each interview concluded with participant compensation in the form of women’s multivitamins, which were pre-
approved by HBS and the Institutional Review Board at Quinnipiac University. The average length of the 
interviews was 17.5 minutes, with the majority of each interview dedicated to the postpartum study questions.  
Participant interviews were categorized into either binary (e.g. yes, no, unspecified) or qualitative responses. 
Qualitative responses were converted into theory-driven codes10 based on the published WHO recommendations 
including the Integrated Management of Pregnancy and Childbirth: Managing Complications in Pregnancy and Childbirth – A 
Guide for Midwives and Doctors 8. Codes were developed and refined in accordance to WHO guidelines which 
specifically encoded raw data responses involving complications that may have influenced the postpartum care 
that participants received while in the hospital. The remaining data were converted into binary responses and 
analyzed with descriptive statistics including frequencies and one-sample binomial nonparametric statistical 
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analysis using SPSS Version 25. Clopper-Pearson 95% confidence intervals (CI) were calculated. Binomial 
nonparametric analysis with a test value of 1 was used given the underlying assumption that in an ideal 
environment, all participants would have received postpartum care in accordance with the WHO guidelines7, 9.  
 

RESULTS 
Sixty women who met inclusion criteria were enrolled in this study. Upon preliminary review of the data, inclusion 
criteria further restricted the study population to include women who had given birth either within the bateyes 
or in a hospital setting in the Dominican Republic (N=57). This excluded 3 participants who had given birth in 
Haiti. Participant demographics included maternal (participant) age, newborn age, self-identified heritage, mode 
of delivery and birth setting (Table 1). Mean maternal age was 25.7 years (SD: 5.7 years) and mean newborn age 
was 10.4 months (SD: 6.6 months).  

33.3% (n=19) of participants reported cesarean section as the mechanism of delivery and 66.7% (n=38) reported 
vaginal delivery. 45.6% (n=26) reported experiencing a labor complication. Of these, 4 identified complications 
coded as hypertensive disorders of pregnancy, which included self-reported hypertensive concern during labor, 
preeclampsia or eclampsia requiring invasive intervention (e.g. cesarean delivery) or medication intervention 
during labor (e.g. blood transfusion or blood pressure (BP) medication). One participant reported a complication 
coded as fetal malpresentation that necessitated additional maneuvers or cesarean delivery. She was quoted by 
the interpreter as saying “the baby was too high in her abdomen so the doctor had to use his elbow to push the baby down into 
the proper place.” Five participants reported complications coded as requiring blood transfusion due to a known or 
unknown process, including anemia or bleeding necessitating emergency cesarean section. Several participants 
reported that they needed a blood transfusion while in labor however could not afford it. One participant 
reported that she was told that she “needed a blood transfusion and paid 5000 pesos for it but never received it.” Two 
participants reported complications coded as fetal distress in labor which included responses containing 
descriptions of meconium and subsequent fetal aspiration or indication of fetal distress that required additional 
invasive labor intervention (e.g. cesarean section). Eight participants reported complications coded as an unclear 
mechanism of complication resulting in invasive delivery procedure (e.g. cesarean section) and six participants 
reported experiencing a combination of complications during delivery.  
 
93.0% (n=53) of participants gave birth in a hospital setting and 7.0% (n=4) gave birth at home in the bateyes. 
Each of the women who gave birth at home either had a skilled attendant present or brought their newborns to 
a local hospital immediately postpartum. A skilled attendant is defined as an individual trained in midwifery skills 
or more specifically a midwife, doctor or nurse who is able to perform a normal delivery, diagnose labor 
abnormalities and refer patients with obstetrical complications to the appropriate treatment facility per the WHO 
2015 guidelines7. All participants reported contact with a skilled attendant either during the delivery process or 
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immediately after. Non-parametric one-sample analysis of the immediate-postpartum care administered to each 
participant (N=57) with Clopper Pearson 95% confidence interval (CI) was conducted (Table 2). None of the 
postpartum parameters exhibited a proportion of 1 and therefore none were equivalent to the ideal paradigm 
outlined in the WHO guidelines7). However, a proportion of 0.91 participants (95% CI: 0.81-0.97) reported 
receiving inpatient care for at least 24 hours prior to discharge, 0.77 (95% CI: 0.64-0.87) reported receiving 
counseling on breastfeeding, and 0.39 (95% CI: 0.26-0.52) received counseling on maternal nutrition in the 
postpartum period. Participants noted that they also received postpartum dietary recommendations from several 
other sources within the bateyes including family, neighbors, and friends. Between 14.0-43.9% of participants 
received counseling on a variety of “danger signs” between postpartum depression and vaginal bleeding, which 
would prompt urgent or emergent medical assistance (Figure 1).  None of the participants received a 3-month 
supply of iron in the form of a multivitamin or iron supplement (Table 2). 47.4% (n=27) of participants received 
variable amounts of iron or multivitamins postpartum with a mean of 17.6 days-worth of supplementation. Prior 
to discharge out of the care of a skilled attendant, 63.2% of participants received a physical exam, 77.2% had a 
blood pressure measurement, and 31.6% were counseled to have a postpartum follow up appointment.  
 

Twenty seven individuals reported the approximate timing of their first postpartum healthcare encounter, with a 
median of 4 weeks postpartum (Interquartile range: 3.43-10.0). Of the 27 individuals who reported, 51% (n=14) 
had appropriate follow-up time of less than 6 weeks postpartum. Of all 57 participants, 24.6% (n=14) reported 
follow-up within 6 weeks of giving birth.Non-parametric one-sample analysis with Clopper Pearson 95% 
confidence intervals was conducted for each participant who received postpartum care within 6 weeks of delivery 
(n=14) (Table 3). As with the immediate postpartum parameters, none of these exhibited a proportion of 1 which 
was necessary to elicit ideal concordance with WHO guidelines7. Of these 14 participants, 71% (n=10) and 28.6% 
(n=4) reported having their blood pressure and temperature measured, respectively. 64.3% (n=9) received a 
physical exam at the postpartum follow-up appointment. Of the 9 individuals who attended a postpartum 
appointment within 6 weeks of delivery, 7.1% were asked if they had been experiencing fever, 14.3% were asked 
about difficulty urinating and 28.6% were questioned regarding vaginal bleeding. These 14 participants noted that 
postpartum follow-up was prompted by a variety of reasons, including cesarean stitch removal, cesarean 
incisional infection, headache, fever, abdominal pain and family planning (to receive contraception). 
 
Further supplemental findings were reported by several participants involving intrapartum and postpartum 
communication between the recruited women and medical personnel. Two participants reported adverse effects 
attributed to anesthesia used during the cesarean section, one of whom said that it “prevented her from talking for an 
hour” after the delivery while the other noted she “could not talk and her mouth and tongue felt heavy.” Another 
participant reported an emergent delivery “at 7 months gestation where she arrived at a hospital and they examined her and 
saw that she was anemic and they called somebody to sign, the family to sign a form, but nobody wanted to sign and she got a c-
section…they ask her how many kids she has and she told him she had three kids at home and they told her no more children and 
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she says that she does not know if she had a tubal ligation.” A complete account of similar reports can be referenced in 
Appendix 2. 

 
 
Additionally, one participant who delivered her newborn was interpreted as saying she “didn’t have time to go to the 
hospital to deliver the baby, and she delivered the baby here, but when she got back to the hospital to ask them to give the paper for 
the children, for the baby, they don’t give the paper because they said…she delivered at home…because she Haitian…so now she 
doesn’t have identification.” 
 

DISCUSSION 
To date, this is the first study known to the authors which evaluates the postpartum care received by women 
living in the batey communities surrounding La Romana, DR in the context of the WHO Pregnancy, Childbirth, 
Postpartum and Newborn Care Guide published in 2015. This study expands upon previous studies which have 
evaluated the prenatal and antepartum care access within this population11. Based on our evaluation, the overall 
postpartum care of our sample population of women living in the bateyes is not within the 2015 WHO standards, 
in accordance with the poor access to maternal care identified in the aforementioned studies on antepartum care 
in the bateyes.  
 
A 2015 meta-analysis of studies performed in low- and middle-income countries focused on identifying factors 
impacting utilization of postnatal care services12. It identified level of education, occupation of household 
members, and geographical distance to services as significant determinants of postnatal care utilization. The 
variability in postpartum visit follow-up time among participants, interquartile range of 6.57 (3.43-10.0) highlights 
the variability in care within our sample population. Reduced utilization of postnatal care services within the 6-
week postpartum period amongst women living in the batey communities and variability in follow-up time 
reflects the need for more standardized means of postpartum follow-up in this population. This requires further 
investigation as the variability in postpartum care may be attributed to factors similar to those investigated in the 
above meta-analysis. 
 
Further, improving access to antenatal services by using community health workers or mobile phone applications 
have previously been used to improve labor outcomes and reduce complications13. A similar interventional 
approach could be beneficial within the population of the bateyes, as a more rural and isolated population, to 
increase access to care in a time when mobile phone access is almost ubiquitous. Although it would be necessary 
to survey those living in the bateyes to estimate mobile phone usage, this type of intervention may have the 
capacity to allow for more effective patient monitoring and rapid-response during the postpartum period should 
an emergency arise.   
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Additionally, the cesarean section rate in the study population was higher than WHO recommendations, which 
reference an ideal rate of 10-15%, but lower than previous reported cesarean section rates for the DR at 45%13, 

14. A recent study examining the trends in cesarean section suggests that low-income regions or countries generally 
have reduced cesarean rates and higher income regions are generally associated with increased rates15. 
Paradoxically, the Dominican Republic is identified as a low-income country yet has one of the highest cesarean 
section rates globally. Given this discrepancy, it may be important to examine the reasons behind the increased 
rate amongst women living in the bateyes due to the associated increase in perinatal and postpartum 
complications due to cesarean section16. Overuse of cesarean sections has been attributed to either individual 
preference, cultural belief, organizational incentives or medical convenience, litigious reasons, and other 
institutional influences15. Alternatively, the elevated cesarean section rate within our study population may be 
attributed to the increased number of reported complications as a driver for invasive delivery procedures. 
Regardless, further evaluation is required to assess the causative agents for the increased number of cesarean 
deliveries amongst women living in the bateyes.  
 
In the immediate postpartum period, counseling on danger signs, which included bleeding, thromboembolism, 
abnormal vaginal discharge and postpartum depression were consistently lower than WHO guidelines. Knowing 
that the care in the antepartum and postpartum period is predominantly provided by healthcare workers such as 
nurses, further education in these quality measures can support a reduction in maternal mortality17. 
None of the women interviewed received a 3-month supply of iron supplements or multivitamins. WHO 
Guideline: Iron Supplementation in Postpartum Women (2016) offers a conditional recommendation that oral iron 
supplementation may be provided for 6-12 weeks following delivery for reducing anemia risk in settings where 
gestational anemia is a public health concern18. Gestational anemia is one of the strongest predictors of anemia 
during the postpartum period. The current prevalence of anemia among pregnant women in the DR is 32.6%, 
slightly higher than all of Latin America and the Caribbean (29.3%), however lower than all low- and middle-
income countries (41.6%)19. Given the prevalence of gestational and postpartum anemia are relatively unknown 
amongst women living in the bateyes, and especially in the setting of minimal postpartum iron supplentaiton, this 
may provide another area of investigation and intervention. Monitoring postpartum iron supplementation to 
guarantee the minimum amount recommended may benefit this population if it is not possible to ensure a full 
12-week course.  
 
Several anecdotal reports by participants were concerning for either unclear communication between themselves 
or family members with medical workers at the time of delivery.  One particular report was concerning for 
discrimination based on participant ethnicity. Women in the batey communities are the subject of frequent 
discrimination due to ethnicity (Haitian descent) or socioeconomic status20. Further, due to their low 
socioeconomic status, they often receive care in public hospitals. Compared to private facilities, the public facility 
is characterized by low-quality clinical care and lack of necessary supplies and resources21. In this setting, 
healthcare discrimination exists among persons coming from the batey communities22. Healthcare discrimination 
includes but is not limited to purposeful neglect, inadequate communication due to language barriers, and lack 
of timely clinical care and treatment. With these issues in mind, it is important to evaluate the barriers to receiving 
care within the WHO guidelines faced by mothers delivering at public hospitals in the DR. Discrimination or 
inadequate communication reported by participants from the bateyes could indicate or result in impaired 
provider-patient relationships. As such, poor communication between provider and patient can yield additional 
barriers to care and medical errors23. These findings further demonstrate the need for additional investigations 
regarding immediate and extended postpartum care received by women in the bateyes. 
 

Strengths 
Although these findings should be interpreted with caution given the sample size, this study has several strengths. 
A key strength of the present study is the utilization of a valid assessment tool in the 2015 WHO Pregnancy, 
Childbirth, Postpartum and Newborn Care Guidelines7. Utilization of this assessment tool allows direct comparison 
among different communities, with the opportunity to recognize barriers to care, cultural differences, and unique 
issues related to socioeconomic status across populations.  The authors’ home institution has established a 
longitudinal relationship with the HBS, permitting the use of trusted interpreters, access to the batey communities 
and consistency in the recruitment of study participants. Further, the qualitative component of this study 
expanded our understanding of the challenges in postpartum care for the women of the bateyes.  
 

Limitations 
The limitations of this study include its retrospective nature and impact of recall bias by participants. All data 
were self-reported including birth setting, complications, prescriptions and postpartum counseling given the lack 
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of a known centralized data base containing these clinical records. The average age of the participants’ newborns 
was 10.4 months, indicating the approximate lapsed time from delivery in which participants needed to recall 
events from the immediate and extended postpartum period. The inability to control timing of interviews likely 
contributed to the presence of participant recall bias. Participants were recruited from a convenience sample 
derived from 13 bateyes and may not be representative of all batey communities within the DR, which impacts 
generalizability of the data. Additionally, the multilingual nature of this study necessitated clarifications with 
variable script adherence. Lastly, though non-parametric one-sample analysis with Clopper Pearson 95% CI was 
used to assess for significance, all proportions measured were found to be significant because they varied from 
the ideal WHO proportion of 1 (a proportion of 1 would indicate that 100% of women achieved each postpartum 
parameter). Beyond statistical significance, how much the sample proportions are below one needs to be 
considered in assessing how well the WHO benchmarks are met.   
 

CONCLUSION 
While the WHO guidelines recommend all women receive necessary postpartum care, based on this report of 
several bateyes in the Dominican Republic, these communities may be consistently below the ideal paradigm, 
with margins large enough to suggest that significant systemic changes are necessary to improve the maternal 
health and safety of these women. Innovations in care can be extended through community health workers, 
improved skilled attendant education, mobile technologies, and further research to establish more baseline 
measurements on maternal and infant health within these communities. As the body of knowledge continues to 
grow in understanding the gaps in postpartum care for these women, study and implementation of interventions 
specific to the needs of this community will be necessary.  
 

APPENDIX 1  
Interview Structure and Question Components:  
Screening Questions: 
How old are you?  
How old is your baby? 
Where were you born? 
Where were your parents born? 
Do you live in this batey? 
 

Interview Questions:  
 
Section I: Access to Postpartum Services Prior to Birth, During Delivery, and 
Immediately After Birth:  

1. Do you remember if you saw a doctor or healthcare worker while you were pregnant? 
a. Was your health after the delivery of the baby ever discussed before the baby was born?  

2. Did you deliver your most recent baby at home or in the hospital? Why? 
a. Was a doctor, nurse, or midwife present?   
b. If the delivery took place in a home, who was present at the birth?  
c. What hospital? Was it a public or private hospital? 

3. Do you remember if you had a cesarean section?  

a. Do you remember if anyone at the hospital gave you any medications, lotions, or 
supplies to take care of the c-section? Were you given any instructions?  

b. Did anyone tell you to use something else? What about advice from friends or family?  
4. Do you know if there were any complications to your delivery?  

a. Were any medications given during labor or delivery?  
b. Did you require a blood transfusion?  

5. Do you remember if you were given a product to catch the bleeding after you had your baby?  
a. What was the product?   
b. Were you given any extras to take home with you? 

6. Do you remember if you were able to pee after giving birth? 
a. Do you remember if you gave a urine sample?  

7. Did anyone take blood from you?  
a. Do you know what they tested for? If so, what?   
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Section II: Postpartum Care Given by Hospital Staff s/p Delivery Prior to Discharge: 
8. If the delivery took place in a hospital how long were you and the baby in the hospital before 

going back home?  
a. Do you remember if the hospital provided any supplies to you and your newborn? 

i. What did they give you? 
9. Do you remember if the hospital workers gave you any advice? 

a. Do you remember if anyone talked to you about breastfeeding? 

i. What did they say?  
b. Do you remember if anyone gave you iron pills?  

If yes:  

i. Who gave them to you? 

ii. Did they give you some to take home?  

iii. How often did you take them? 

iv. Did you ever run out of the iron pills? 
c. Do you remember if anyone gave you folic acid pills? 

i. Who gave them to you? 

ii. Did they give you some to take home?  

iii. How often did you take them? 

iv. Did you ever run out of folic acid pills? 
d. Do you remember if anyone gave you aspirin? 
e. Do you remember if anyone gave you calcium pills? 
f. Do you remember if anyone gave you anti-malaria pills in the hospital?  

i. When you are sleeping, are you protected by mosquitos? If yes, how?  
 

10. Do you remember if anyone did a medical examination on you right before you were sent 
home?  

 
11. Prior to discharge, were you given any shots? If so, do you remember what the names of them 

were?  
 

12. Do you recall if the hospital workers took your blood pressure before you went home?  
a. Do you remember if they did this more than once?  

 
13. Do you remember if anyone in the hospital told you to return to the hospital or see a doctor if 

you started: 

i. Bleeding 

ii. Having headaches 

iii. Having chest pain or calf pain 

iv. Noticing pus or discharge from your private parts?  

v. Do you remember if anyone told you to return to the hospital if you began to 
feel sad or nervous for no specific reason?13, 14 

 
14. Did anyone advise you on the foods you should eat after birth? 

a. Who?  
b. Do you remember what they said? 

 

Section III: Postpartum Care Given at Follow-Up: 
15. Were you advised to see a doctor for a check-up after the delivery? 

 
16. Did you see a health worker at any time after you had your baby for your own needs?  

a. If yes, do you remember how soon you went after you had your baby?  

i. Do you remember if anyone took your blood pressure? 

ii. Do you remember if anyone took your temperature?  

iii. Do you remember if the health worker examined you? 

iv. Did anyone take blood from you? 

v. Did anyone give you any shots? If yes, do you remember what the names of 
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them were? 
b. Do you remember if they asked you about bleeding? 

i. Did they ask about vaginal discharge? Or Pus? 

ii. Diarrhea? 

iii. Difficulty holding urine? 

iv. Fever? 
c. Do you remember if they gave you any other information? 

 
17. Do you have anything else you would like to share about your experience after you gave birth?  
 

APPENDIX 2  
Participant responses and quotations indicating communication barriers between recruited women and 
medical personnel as well as additional anecdotal experiences. Responses often recorded in answer to 
the final interview question: “Do you have anything else you would like to share about your experience 
after you gave birth?  
 
“She didn’t have time to go to the hospital to deliver the baby, and she delivered the baby here, but 
when she got back to the hospital to ask them to give the paper for the children, for the baby, they don’t 
give the paper because they said…she delivered at home…because she Haitian…so now she doesn’t 
have identification 
 
“After she had the baby because of the anesthesia she couldn’t talk, she feel her mouth was like heavy, 
tongue too, and she was having dizzy spells…This was her first c-section and last one because she had a 
tubal ligation. She said that when she was going to have the c-section, the room was full of people cause 
everybody was afraid for her…afraid that she or the baby was going to die but she was not afraid about 
it.”  
 
“...Because of the anesthesia she could not talk for one hour…one hour after the birth, and she was 
having a lot of pain after the anesthesia.” 
 
“She had to pay 500 pesos for the ambulance to take her to La Romana, when she got to La Romana 
they examined her and saw that she was anemic and they called somebody to sign, the family to sign a 
form, but nobody wanted to sign and she got a c-section, they ask her how many kids she has and she 
told him she had three kids at home and they told her no more children and she says that she does not 
know if she had a tubal ligation.  
 
“When she was at the hospital for some pain and they tell her she is not ready to have the baby, and 
when she came back to home she delivered…this was a bad experience.”  
 
“When she get to the hospital, the womb broke and the blood pressure was very high and they do the c-
section emergency because she was very bad, and they put her in the ICU for 5 days. She was 3 days 
where she can’t talk… 
 
“She said everybody was scared and also the doctor because maybe she would die…when she got to the 
hospital, her nurse told her that she has to go to the church and be Christian because she might die.”  
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