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ABSTRACT
Background: The rate of cesarean sections is on the rise and being performed more
frequently in recent times. Pain is a major problem in post-operation recovery and &
known cause for acute pain in obstetrics; its relief and patient satisfaction are still
inadequate in many cases.
Objective: This study examined factors influencing patient satisfaction with pain
management post-cesarean delivery at the Greater Accra Regional Hospital.
Methods: A descriptive cross-sectional study design was employed and quantitative
methods used to collect data. A semi structured close and an open-ended questionnaire
were used to collect data on women who had undergone ceasearen section(c/s) at the
Greater Accra Regional Hospital. STATA 15 was used to perform both descriptive and
inferential statistical analysis.

Resull

“The study resuts show that the level of pain experienced within 24 hours post-
ceasearan section was moderate 40.4% and severe $8.9% respectively. Slightly more
than half 52.2% of patients had elective C/S and 47.8% had emergency C/S. Majority;
85.9 percent of the post-C/S patients were satisfied with the pain management given
them. Determining factors that influenced patient’s satisfaction with pain managements,
this study results indicates that patients who have singletons are 2.81 times more likely to
be sausfied with pain management as compared o those who had twin deliveries
[AOR=2.81 (95% CI: 1.14-6.92); p=0.023]. Patients who were aged 30-39 were 70%
less likely o be satisfied with pain management as compared to those aged <30 years
[AOR=0.30 (95% CI: 0.10-0.92); p=0.032).

Conclusion: Most mothers, 99.3%, had moderate to severe pain 24hours after C/S, Also
859 percent of the post-C/S mothers were satisfied with the pain management given
them. The findings of this study indicated that the age of the mother influenced their
saisfaction with pain management. Mothers who had singletons were more likely to be
satisfied with their nain manassmeny.
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CHAPTER ONE

INTRODUCTION

10 Background of the Study

The rate of cesarean deliveries is on the rise and cesarean section(C/S) is performed more
often in recent times. It is also, in most cases, the first visit to operating room by most
women,with the associated anxietics, and apprehensions (Sujata & Hajoora, 2014). Today,
CfS is usually done when8 vaginal delivery will jeopardize the health of the baby or mother
(Becher & Stokke, 2013). It can also be performed for expectant mothers upon maternal

request.

Increase in C/S deliveries can partly be attributed to the advancement of medicine and
technology. During pregnancy and labour, it is now easy to identify prospective health risks
for mother and child, increased matemal age, more females with prior C / § exposure and
multiple births (Becher & Stokke, 2013). C/S is more common than other surgeries due to

nearly 51% of the world's populations being (Abdo, 2008).

Data on C/S gives an indication of rising trends worldwide. Data from the United States of
America indicates a rising trend from 21% in 1996 to 32% in 2011 (ACOG, 2014).).
According to WHO reports, the C / S rate in China and in many Asian, European and Latin
American nations has increased t0 46% (Sujata et al., 2014). There are substantial variations
across Europe between nations: in ltaly, the rate is 40%, in the Nordic nations around 17-20%
(Silver et al,, 2006).

‘The situation is not different in Africa; the prevalence of C/S in Ghana has. increased from 4%
in 1998 to 9.6% in 2015 (WHO, 2015). Many deliveries are carried out in facilities with
madequate infasiructure and equipmeant; making it almost impossible to provide adequate
Poin management post-surgery.
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Pain s a significant issue in surgery, including C /S. It is a prevalent cause of acutc pain in
obstetricians because in most instances its relief is insufficient (CDC, 2005). There are many
inter-individual variations in the pain threshold and how pain is experienced reflects the
emotional, motivational, cogitive, social and cultural circumstances of the individual (Sujata
& Hajoora, 2014). Pain inadequately controlled afier operation may cause the development
of chronic pain (Dahlgren, 1997). According to a study conducted by Nikolajsen et al. (2004).
reporied by Sujata & Hajoora (2014), 123% of the pain experienced by patients was
sufficiently serious to impact childcare six months after C / S and 6% of the incidence of

constant daily pain one year after C /S.

Appropriate and effective pain management plays an important role in modem surgical
practice and patient outcome (Arumugam, Lau, & Chamberlain, 2016). Adequate
postoperative pain management reduces patient suffering, reduces morbidity, promotes quick
recovery and early hospital discharge, thus reducing costs.Good peri and post-operative pain
management cnables and guarantee patients’ best result. According to the Regional
Anacsthesia and Pain Therapy European Society (2012), effective and suitable pain
management aims at improving patient quality of life, facilitating fast recovery, returning to
complete functionality, reducing morbidity and allowing early hospital discharge. On the
other hand, poor management of post-operative pain has been related to lower quality of life
and inhibits physical therapy (Kuhnet, 2004). Unrelieved pain has a damaging impact on the
general outcome of patients; it leads to difficulty in breathing and inadequate post-operative
rest for most patients (Abdo, 2008). It is also a significant cause of postoperative patients *
physical stress, anxiety, fear, and hopelessness.The Uniuted States surveys show that a high
percentage of patients receive insufficient postoperative analgesia. Pain management is
regarded as a significant aspect of patient care (Campbell, 1995).



WHO reports indicate that inadequate pain management in the post-operative period is
world-leading cause of acute pain (WHO, 2003). Depending on pain threshold and pain
management, pain intensity differs from patient to patient, Having a baby is considered a
pleasant event, but can lead o depression, stress, and frustration when treating pain afier
childbirth is inadequate (Bloomfield, 2004). Pain relief post-C / S should be cost-effective.
safe for the mother, requiring minimal monitoring and use of drugs that is not sccreted in
breast milk. It should not be a sedative that prohibits the mother from being mobile and taking

care of the baby (Sujata et al., 2014).

A global clement of health care management has become measuring patient satisfaction

(Mukhtar, 2013). Myburgh (2005) states that a basic indicator of the quality of care is patient

satisfaction. In order 1o fully understand the satisfaction of post C/S pain management, it is
imperative to identify factors influencing satisfaction with pain management among mothers.
‘Wagna & Bear (2009) in using the Cox International Model of Client Health Behaviour
analyzed the level of patient satisfaction with an emphasis on nursing care. They categorized
various attributes that lead to patient's satisfaction with health care. The attributes were
classified under effective support, decisional control, professional and technical competence.
The study observed that the patient’s satisfaction was largely influenced by the basic

of healthcare i and i 10 healthcare regimes. Govere
(2016) explained that the patient’s satisfaction is highly associated with the training of
healtheare providers. Govere (2016) maintained that the type of training healthcare providers

‘obtain can significantly affect the rate in pain management leading to patient satisfaction.

The purpose of this study, thercfore, is to explore factors that influence patient satisfaction
with pain management among post C/S in the Greater Accra Regional Hospital. The
objective of this study was to determined the pain level of patients within 48-hours post-C/S
using visual analog and mumeric nin intensity scales (Breivik et al. 2000,).
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L1, Problem Statement

Pain is a complex biopsychic-social phenomenon that occurs among various groups of
post-C /S patients. It is the primary sensation that protects the human body against
further damage from external and internal occurrences.. (Kingdom & Kizior, 2002). It is
estimated that insufficient pain relief is given to 50%-75% of patients (Johnson, 2002).
Adequate pain relief post-C/S leads to improvement in maternal satisfaction; ameliorate
recovery 1o facilitate nourishment of their newbomns. It also reduces risk of
thromboembolic disease and infections (Gilbert, 2007), Pain post-C/S is generally
understudied; relatively few studies have investigated the different modalities of pain

relief post-delivery in recent years (Bick & Macarthur, 2002).

Inadequate pain control during post-operative period leads to the of chronie
pain. Highlighting the effect of poor pain control on healthcare systems, a survey in the
United States (Chee et al.2003), supported that chronic pain is associated with seeking
medical care, with frequent visits to physicians and use of multiple medications. Also, a
survey in Europe reported that ineffective pain management leads 1o high costs and economic

impact. Chronic pain leads to lost cmployee ity (Dukes, McDermott

Schacfer, & Toelle, 2006). In a survey of women with C / S, 5.9% of women reported pain of
at least mild intensity that remained 18 months afier surgery. Those respondents who did not

report pain frequently described unpleasant sensations at the incision site after 10.2 months of

follow-up (Jensen, Kehlet,

ikolajsen, & Serensen, 2004).

Pain management remains a problem in the developed and developing world. The general
imidmno(nwdcnmlomepuinwﬁmImbm,Asurwylbowingln
incidence of up 10 60% from the parental unit of ‘Aga Khan University Hospital Kenya in the
first 24 hours post-C/ S (Pavlin, Chen, Penaloza, Buckley, 2004). Uncontrolled pain post-C/S

delivery causes undue sufferino and compromises the care of the newbom and leads o
4
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‘postpartum depression, decreased quality of life, and less productivity (Jacox, Carr, Payne, et
al, 1994). The unbearable expericnce of pain post-C/S may result in poor maternal

satisfaction regarding pain management models used by health facilities.

‘The Greater Accra Regional Hospital is a higher-level healthcare facility that serves a large
population inside and outside the region. Being a referral center the hospital performs a large
oumber of C/S daily. However, no study has been carried out on the effectiveness of pain
management and patients” satisfaction. There is also limited literature on patients” satisfaction
with pain management post-C/S in Africa and Ghana, in particular. The focus of this study is

10 determine factors influcncing satisfaction with pain management among post-C/S mothers.

1.2. Justification of the Study

The results of this work provide information regarding factors influencing satisfaction
with pain management among post-C/S mothers, contribute to the existing body of
knowledge on pain management. Customer service in terms of post C/S pain
management is crucial for the survival of the health facility as dissatisfied patients may
have reason to change their healthcare provider (Hasannuzzaman & Haque, 2016),
causing financial loss to the facility. The study results will inform the hospital on
satisfaction with pain management post-C/S. It seeks to inform the development of
targeted strategies, promoting factors that have a positive influence on paticnts’

satisfaction with pain and improve services deli

Findings from the study wil inform health professionals on how patients perceive pain
mandgement services rendered 10 them. Recommendations from the study will aiso help
to give insight into how the authorites or health policymakers could put in place
straegies to improve on the quality of the pain management post-C’S.



13 Research Questions

1. What are the pain levels of patients who have undergone C/S after 24 and 48-hours
postoperative?

2. How do patient-related factors influence patients’ satisfaction with pain management

among post-C/S patients?
3. What are the factors that affect patient’s satisfaction with pain management post-C/S?

13.1. General Objective
“The general objective of this study is to explore factors influcncing patients' satisfaction

with pain management post-C/S at the Greater Accra Regional Hospital of Ghana.

1.3.2. Specifie Objectives

The specific objectives of the study have been outlined as follows:

1. To assess the pain levels of patients who have undergone C/S 24 and 48-hours
postoperative.

2. To assess the levels of self-reported satisfaction with pain management among post-
CS patients

3. To assess factors that influcnce patient’s satisfaction with pain management post-C/S.

1.4. Conceptual Framework for the Study

According to the Donabedian (1980), patient's satisfaction and health outcome are

largely influenced by the structures and processes existing in the health facility. Their

health care services influence the overall perception of patients regarding whether or not

they are satisfied with the health care provider (Wachter, Foster, & Dudley, 2008).

Health care provider-related factors, such as physicians’ and nurses’ communication, the
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atitude of staff, the hospital environment (infrastructure and basic facilities), waiting for
ime and cost of investigative tests influence patient’s satisfaction (Duffy & Hoskins,

2003).

However, perceived satisfaction of patients may vary across socio-demographic
characteristics (age, sex, educational level, occupation, marital status, and income level)
of patients who visit the facility (Shou-Hisa, Ming-Chin, & Tung-uang, 2003). Figure

1.1 gives a snapshot of the factors assessed in the study.

It is observed that both health-provider related factors and patient socio-demographic
factors are likely determinants of patient's satisfaction with pain management post-C/S
(Duffy & Hoskins, 2002 and Postema, 2005). Young mothers (patients) are more
receptive 1o pains due to their physiological features and thus may experience pain
recovery quickly than older patients( Tourangeau et. al, 2006; Blegen, Vaughn &
Goode, 2001). It is, therefore, more likely that patients in the younger ages have a higher
level of satisfaction compared to older patients. Also, patients who have a previous
history of C/S are able to endure pain thus may have a varying satisfaction level
compared to patients who have no previous exposure. Pain varies from one individual to
another depending on the pain threshold of individuals; patients who respond quickly to

treatment are more likely to be satisfied than those who do not.

Additionally, cultural background and ethnicity of the patients are also related to how
patients respond to pain. For instance, in Ghana, it is a known fact that some cultural or
cthnic. groups arc able 1o endure pains due to cultural practices(Danso et al,2001)
Example, female genital mutilation which is still practiced among certain ethnic groups
in Ghana and some parts of Africa. It has been observed that women from the northern

part of Ghana are known 10 be more receptive o pain than their southern



counterparts(Danso 2001). It is thercfore common that mothers from different cthnic
background may experience different satisfaction level with pain management. Other
demographic factors such as educational level, employment status, marital status and
income eamed are also associated with patients’ satisfaction with pain management.
Patients with a high-income level are believed to have the financial strength to afford the
best treatment compared to those from the lower economic background (Oktay et al.

2008)

Furthermore, heaith provider factors are associated with paticnts satisfaction with pain
‘management. Patients who receive good physician and nurse communication regarding
treatment are better off than those who do not reveive it. Patients treated with respect and
dignity by health workers will have a good perception of their care provider and may
influence their satisfaction with pain management. A health facility with all needed
infrastructure and facilities are better equipped to management pain compared to those

who lack basic facilities.



Health provider

Client Factors (Socio-
Demographic Factors)
- Age

factors
Zducational leve
Stivietty e Zmployment ¢
- Environme "Marital stus
sthae ty
“Wating me Income
Pr - experience
Pon o
Outcome:
Patient's Satisfaction with
Pain Management
Figure 1.1: Conceptual for Patient with Pain

Source: Adaption of the Donabedian (1980) model



Client Factors (Socio-
Demographic Factors)

Health provider related . Age
factors - Parity
Educational level
Structure a
- Environment

I -Wutmgtme
Previous experience
Pain level

Outcome:

Paticnt’s Satisfaction
Pain Manageme

Figure 1.1: Conceptual Framework for Patient Sausfaction with Pam M

Source: Adaption of the Donabedian (1980) model



CHAPTER TWO

LITERATURE REVIEW

2.0 Introduction

This chapter discusses literature on this study. It sets out the foundation of the study and
is intended to present and assess existing evidence regarding this topic. Its purpose is 1o
identify what is known and unknown about the rescarch subject 8(Boswell & Cannon

2011).

2.1 Phenomenon of pain

Pain is i and is idis i 8ie., iologi i and

experiential)$ and8 universal. It is one of the most widely8 experienced and expressed

phenomena in the practice of curative health (Davidhizar & Giger 2004).

2.1.1 Definition

d classification of pain

A physiological8 reaction Sthat is subjective Sand unique8 with unpleasant8 and

emotional tissue-related experi jonal Association for the Study of Pain
(IASP, Montes-Sandoval 1999). It is8 dependant on prior individual Sexperiences8 and
perceptions8 of pain8 (Davidhizar & Giger 2004, Devor 2008, Jensen & Gebhart 2008,
Loeser & Treede 2008). Pain is Sevaluated8 by individual8 behavior that is culturally
Slinked 8so that the concept of pain, life philosophy and cultural 8backgrounds of an
individual has an impact8 on the significance of pain (Finnstrom & Soderhamn 2006, Im
et al. 2007, Reyes-Gibby et al. 2007). Medicine stresses the significance of knowing the
expression of pain by individuals(Pesut & McDonald 2007) and identifying individual
who are incapable of verbal communication(Herr et al. 2006). Individuals in distinct
cultures and ethnic groups have unique8 perceptions Bof pain. Example in Ghana
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more than their counterparts from the south(Danso2001). Due to Semotional§ and
psychological conditions, memories8 of previous painful experiences and values and
beliefs, variations in the pain threshold happen. The individual8 may express pain

differently at 8different times8 (Bonham 2001, Kalso 2002b).

Pain is classified into healthy ordinary pain and disease pain. It can also be categorized
by symptom stabilization or8 length and mechanism of origin(Herd2006). It is8 possible
to differentiate acute and chronic pain. Acute8 pain is an indication of tissue damage,
swelling, or illness process does not leave lasting damage and is brief in duration .
(Cleland2009). Chronic pain, on the other hand, lasts longer than the temporary course of
natural healing associated with a particular form of injury or disease process. Pain is
categorized as neuropathic, idiopathic, and nociceptive based on the pain source and
mechanism. Neuropathic pain is triggered by illness or trauma in the nervous system
itself. 8The healing process is slow. It creates8 changes in the nervous system's structure
and function that can cause continuous and long-term change. Neuropathic8 pain
consists of peripheral neuropathic pain caused by nerve damage and neuropathic core8
pain§ affected by spinel cord, brain or brain damage. 8The pain is categorized as
idiopathic if its cause has. It can be grouped as psychogenic, The pain is8 classified
asBidiopathic if it is of unknown origin (Vainio 2002b).

2.1.2 Paio mechanisms

Transduction,8 transmissions. modulation, and perception are the primary clements of
the pain system. The harm to human tissue8 during Stransduction, which Shappens in
the periphery. Creates8 nociceptive 8stimulations that activate nerve§ endings. The
viscera has two types of nerve endings. Visceral mechanoreceptors are in the omentum,

the membranes, intestines and smooth muscle tissue of the inner bodies. Visceral
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nociceptors are found in the intestines, heart, and genitals. (Kalso 2002b.) indicates the

actual components of pain mechanisms.

Using divers separate chemical signals, neurons interact among themselves. 8The factor
of nerve development plays a major role in nociception, as its manufacture when
inflammation occurs augments. 81t promotes the release of Calcitonin peptide-related
peptides. Calcitonin-related gene peptide brings about vasodilation and neurogenic
inflammation (Kalso 2002). Transmits tissue harm data from peripheral receptors to the
central nervous system for transformation into pain sensation.8 It also includes

neurogenic s tion and triggers ilation and vessel ility, 8For

example, histamine causes vessel dilatation and cxudation which inflict on congestion
and pain

A-delta — fibers and C-fibers are afferent pain-receptive nerves that carry signals to the
brain (Kalso 2002b, Weng et al. 2006, Kawasaki et al. 2008, 8Youn et al. 2008). §They
cause the muscle tone 10 risc and the awtonomic nervous system to activate (Kalso,
2002b, Salantera et al. 2006, Kawasaki et al. 2008.) 8The dorsal column system

transmits sensation of contact and feeling of temperature, pain, itch, and crude touch,

The two originate from the spinal cord and the thalamus with information about the
neuronal cell constituting the spinothalamic tract. 8These neurons are derived from
sensory fibers that prevent skin and internal organs (Salanterd et al. 2006, Bird et al
2006).
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Figure 2.1: Gate ~ Control Theory

When a wounded regioa is rubbed, due to the activation of these non-nociceptive fibers,
the pain seems 1o be lessened. 8The “doos” enables the pain signal to move forward,
modulate or inhibit the signal to the central nervous system. 8The brain regulates the
extent of pain received as interfering with afferent pathways. The brain regulates the
sensation of pain and determines which stimuli to ignore and can be trained to deactivate
unsiecessary kinds of pain8 (Weng ct al. 2006, Salanter ct al. 2006, Kawasaki et al.
2008, Price et al. 2009).

‘The sensation of pain is & iological process that can be dil iated when the

neurons carry pain and evoke a subjective response to heat or touch sensation, the
emotional reaction to perception8 (c.g. depression, fear, anxiety, pain).8 And the painful
conduct in response 10 these emotions and perceptions causes the viewer 10 believe the

individual has pain i.c. talking about pain, grimacing or moaning.8 (Loeser 2000, Kalso



Figure 2.1: Gate - Coatrol Theory
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feurons carry pain and evoke a subjective response to heat or touch sensation, the
emotional reaction to perception (c.g. depression, fear, nxiety, pain).8 And the painfol
conduct in response 1o these emotions and perceptions causes the viewer to believe the
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2002b.). 8Pain receptors are linked to regions of the brain controlled by emotion. Pain is

perceived as uncomfortable and damaging (Kalso 2002a.).

22, Post Cesarean Section Pain
Post C/S pain in obstetrics is a prevalent cause of acute pain. 8There are presently
various analgesic techniques in use. However, in many instances, there is still a lack of
pain relief and patient satisfaction. 8This may be linked to insufficient analgesia owing
to problems in pain evaluation, gaps between patients and medical employees in pain
severity estimation and variability of perceived pain between distinet patients owing to
the physiological and psychological variables. Several studies have highlighted the
significance of appropriate post-operative analgesia on well-being, mobilization,

rehabilitation, and reducing hospital stay duration.

2.2.1 Pain assessment tools in patients post-cesarean section

The aim of pain assessment is 1o create a thorough image of the pain experience of
patients.8 It involves pain measurement and place identification, intensity, event, and
also the individual's significance of pain. 8The aim is to identify factors that relieve or
aggravate pain and its impact (Turk & Melzack 2001).8The sensation of pain not directly
measurable because pain is a distinctive private experience that can only be correctly
described and assessed by the patient.§ As a result, a number of instruments for pain

assessment have been developed to assist evaluate the patient perception of pain,
Visual Analogue Scales (VAS)

The VASBcomprises of a 10cm continuous8linear line,8 the lefi8side i

licates8no pain
and the right side BindicatesBsevere pain.8 To8 knowSthe levelSof pain, theSpatient gis

asked to8i thy ing8 level of pani the horizontal8 line 8upon
the assessor's 8verbalizations8 or a sliding8marker is used. The severity of pain is
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measured as the range 8between Sthe zero§ marks8 and Sthe8 marked spot. (Bijur et al.
2001)
‘The Numerie Rating Scale

With this where8 patients are requested to give a figure to their pain on a scale from
2610 to 10 at the present moment when the pain is at its worst and when the pain is at its
best when the pain is at its worst, and when8 the8 pain is at its finest. Patients8 arc also
asked o offer a number to an 8acceptable8 ratc8 of8 pain.. .8 (Breivik et al. 2000, Coll

etal, 2004, Skoviund et al. 2005.)
Verbal Rating Seale

It has descriptions that8 represent8 pain of progressive intensity8 (e.g: 0 = o pain at all,

1=mild pain, 2 = moderate pain and 3= extreme pain).8To8complete it and indicate the

pain intensity the patient selects one of the descriptors. It is valid8 and8 reliable8 in
elderly Bpatients as well as post-operative8 adult8 patients8 (Breivik et al. 2000,
Gagliese

etal. 2005, Hadjistavropoulos et al. 2007, Pesonen et al 2008).

The Visual Analogue Scale

Itis considered reliable, valid and suitable for clinical rescarch purposes (Breivik et al.
2000, Bijur et al. 2001, Coll et al. 2004, Williamson &Hoggart 2005,8 Skovlund et al,
2005). The Verbal Rating Scale is supposed to be more sensitive than the Visual
Analogue Scale, which is aiso considered to be more sensitive than the Numeric Rating

Scale8 (Briggs & Closs 1999, Clark et al. 2003, Lund et al. 2005).
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« The Verbal Descriptor Scale (VDS)
+ Makes$ use of adjectives which corresponds to increasing levels of pain intensity
e.g. the six-level pain rating scale: none, very mild,8 mild,8 moderate, 8scvere, and
very severe. It is known to be best for young and old surgical patients and female
(Peters etal. 2007.)

The Red8 Wedge 8Scale (RWS) with8 a8 visual 50-cm red-colored8 horizontal8

wedge Bscale, it is made for the assessment of patients * post-operative pain right
after an intervention with surgical general anesthesia It has also been effectively used

in demented surgical patients to assess postoperative pain (Pesonen et al. 2009).

Ne Mg Moerate oo Very worst
ain pain s e covers  possibie
pain ‘pain
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Figure 2.2: Scales for Measuring Postoperative Pain Intensity



Figure 2.3: Verbal Descriptor Scale

2.3 Treatmeat of post-cesarean section pain
American Society of Anesthesiologists (ASAS) highlights the fact that education and
training of personnel and patients are the keys 10 ¢nhancing pain control and reducing

dverse effects of post-C/S pain 2 of ecute pain p

section has evolved tremendously over the past decade. Multimodal pain therapy
insludes the use of @ powerful opioid regimen, such as paticut-controlled analgesia or
neuraxial opicids, in conjunction with other analgesic drug classes. Theoretically, the use
of analgesic drugs in combination allows for sdditive or even synergistic cffects in
reducing pain while decreasing the side effects produced by cach class of drug because
smaller drug doses are required, Usual analgesic combinations include Bopioids; non-
opioid analgesics, such as acetami and non- steroidal anti- drugs,

‘with the variable addition of local anesthetic techniques. 8in spite of current advances in
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postoperative pain therapy, pain relief may still be inadequate for a buge number of
women .This may be particularly true as they make the transition from relative
dependency on potent opioid combination to full dependency on oral analgesics on the

second postoperative day.

a. Patient-Controlled Analgesia
Patient monitored analgesia (PCA), which is used for the management of postoperative
pain as well as chronic pain, allows patients o regulate the administration of their own
drug within predetermined security boundaries. This method can be used with oral
analgesic agents as well as with continuous infusions of opioid analgesic agents by
intravenous, subcutaneous, or epidural routes. PCA can be used in the hospital or home
setting.

b. Opioid Analgesic Agents
Various routes can be used to administer opioids, including oral, intravenous,
subcutancous, intraspinal, intranasal, rectal, and transdermal routes. The aim of Giving
opioids is to relieve pain ameliorate the quality of life; therefore, the route of
administration, dose, and frequency of administration are determined on an individual
basis. With the administration of opioids by any route, side effects must be considered
and anticipated.

<. Topical Application
Local anesthetic agents have been successful in decreasing pain associated with thoracic
or upper abdominal surgery when injected by the surgeon intercostals.

d. Epidural Administration
Itermitient or continuous adinistraion of local anesthetic agents through an epidural
catheter has been used for years 1o produce anesthesia during surgery.

. Nonsteroidal Anti-infl mmatory Drugs (NSAIDs)
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NSAIDs are believed to reduce pain by inhibiting cyclo-oxygenase(COX), the enzyme
that limits the production of prostaglandin from traumatized or inflamed tissue. There are
two types of COX: COX-l and COX-2. COX-1§ is involved with mediating
prostaglandin formation which is involved in the maintenance of physiologic functions.
Some of the physiologic functions include platelet aggregation through the provision
Local anesthetic agents have been successful in reducing the pain associated with

thoracic or upper abdominal surgery when injected by the surgeon during surgery.

2.4 Health Provider Related Factors

A study by Rothschild in 2017 indicated that poor nursing communication negatively
affected the pain satisfaction level of patients (Rothschild et al, 2017). This was alluded
1o the fact that where nurses do not communicate properly to patients on how to take
their medication there is a lower rate of pain management hence the reduced satisfaction.
In addi

n, communication also improves education on how patients can prevent and
control pain. Overall, the patient feels that the nurse is relating to his or her situation and
this could improve satisfaction. The same study indicates that low nurse staffing could
reduce the patient satisfaction with pain management. This is because each patient
expects maximum attention and care when they seek for medical treatment. Where the
number of staff attending to them is low, there is a lack of proper care. In pain
management, the staff should be adequate to provide assistance to enable the patient to
20 about their daily activities (Shindul-Rothschild et l, 2017). Improved patient-health
provider relationshi,p improves outcome of management, This results in an improved
satisfaction of care(pain management ) of patients.

The physical environment of a hospital, is a constituent to patient satisfaction method,
providing a conducive place for patients to get well again is integral in ensuring that
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patients would leave the hospital with a positive outlook. Research on how the physical
environment affects health outcomes began in the 1980s (Johnston, B. 2013). To help
improve patient satisfaction, hospital and health system leaders should ensure they are
taking a holistic, team approach that uses their organization’s available resources—
including the health care physical environment and the professionals who manage those
spaces. When an environment is 100 noisy, patients may have a hard time getting sleep or
being comforiable, inhibiting their abilities to recover (Kuiney-Lee et al, 2009). In
addition, where the hospital environment is not disable friendly and departments are
difficult to access, more especially when patients with some form of pain would have to
g0 through enormous pain to move around the hospital, it makes pain management a

daunting task and reduces patient satisfaction.

2.5 Clients Related Factors

Several factors are presumed to affect patient satisfaction with pain management post
operative. Such factors are the paticnts’ religion, ethnicity (Hawthorn & Redmond, 1999)
and age (Helme& Gibson, 2001), parity, previous surgical experience ,patients’ pain
coping (Bartley & Fillingim, 2013) and emotional factors such as anxiety (Craven ct al.
2013) may be presumed to affect the patient’s satisfeation with pain management. Age
differences in nociception may also have an cffect on patients satisfaction with pain
management , with older women cxpressing more clinical and experimental pain than
younger women (Pieretti et al., 2016). The extent to which all of these factors affect the
patients’satisfaction is not well established, but Craven et al. (2013) report that 74.3% of
patients post operative present some form of anxiety. They also found that higher anxiety
scores were related to higher pain scores in those with low income o un employed .

Similar findings have been reported by Oktay et al. (2008) and Tanasale et al. (2013).
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Inadequate pain management that cause a delay in administering analgesia may lead to
increased suffering, fear and anxiety, and this may theoretically lead to increased pain. In
addition, inadequate or suboptimal pain management may result in patient frustration and
aggression. In acute pain, the release of stress hormones that occurs can lead to
circulatory and respiratory complications (Macleod et al., 2002). Providing the patient
with analgesics reduces the stress and the risk seen in these complications (Wemer,
2010). It is emphasized that acute pain and stress associated with previous surgical
experience may cause increased mortality and morbidity and, considering this, regardless
of which factors patients’ presents, pain should be treated to reduce the individual's
suffering (Miclescu, 2014).

Since pain is a complex phenomenon, a disabling accompaniment of many different
medical conditions, and is affected by both neural mechanisms and the patient’s age and
emotional experiences, it is therefore essential to assess the patients' pain before

treatment andor alleviation of the pain.



CHAPTER THREE

METHODS

3.1 Introduction
This chapter presents the methods used to conduct the study. It covers the study design,
sudy area and population, sample and sampling techniques, data sources and data

collection instruments, data processing and analysis and cthical considerations.

3.2. Study Design
. The study employed cross-sectional design using quantitative data collection tools to
assess factors influencing patient satisfaction with pain management among post-

cesarean patients in the Greater Accra Regional Hospital of Ghana.

33, Study Areas

This study was conducted at matemity ward at the Greater Accra Regional Hospital,
formerly known as Ridge Hospital. The hospital s located at North Ridge, Accra, Ghana,
1t was built in 1929 to provide healthcare for British nationals during the pre-colonial
era. Curreatly, it has a 600-bed capacity with ultra-modern facilities to improve quality
of care and expand access to health care delivery in the region. The hospital has staff
strength of 1184 which includes 280 medical officers, 572 nursing officers and the rest
are non-medical staff (administrators, accounts officers, human resources officers, stores

and among others) wh

P in the different

The bospital has many departments mainly, Public Health, Ophthalmology, Anaesthesia,
Obstetrics and Child Health,

Security, Hospitality
Services, Social work, Birth and Death departments, Ear, Nose and Throat, Nutrition
unit, Disease Control, etc. A total of 3552 C/S were done in 2016 with roughly 296 cases
every month.



3.4, Study Population
The study population consisted of all women who went through C/S at the Greater Accra
Regional Hospital from 1% January to 30® April 2019.

Inclusion criteria were patients who had undergone C/S within 24 to 48 hours and were
18 years and above. Under the exclusion criteria, the following category of patients was
excluded from the study.

o Patients who are deaf

o Had vaginal delivery

o Unconscious patients

‘have a mental health condition,

and minors (below the age of 18)

Patients transferred to the intensive care unit post-C/S.

3.5. Sampling Technique and Size

A consecutive sampling technique was used in selecting study participants. This
sampling technique was selected due to the low prevalence of C/S in Ghana. Consecutive
sampling technique was used to obtain the required participants for the study. Thus,
participants were recruited daily as and when they under went C/S and agree to

participatc (Bajpai, 2010).

The sample size was determined using the Cochran’s (1977), formula. It is a standard
formula used for calculating sample size for cross-sectional surveys. The variables in the
formula include the standard normal deviation (z-score) set at 196 (95% confidence
level), the prevalence of C/S (p)-in Ghana was estimated to be 9.6%, and (q) the

difference between 1 and the prevalence (p) denoting the failure. And finally, the degree
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of freedom or precision (¢) set at 5%. It was therefore assumed that all the variables

remain constant in the course of the study and all other conditions. fairly stable.

2%pq
Ne—5

N, = minimum sample size

2 = standard normal deviation (1.96)

p = 9.6% prevalence of C/S in Ghana

q = 1-0.096=0.904

e = degree of precision, set at 5% =0.05

(1.96)2%0.096x0.904

Subcinaiog, N 0.05%0.05

3.8416X0.096X0.904
0.05x0.05

= 134

The study, therefore, assumed a 5% non-response rate 5o in total the sample size used
was 141 patients.

3.6. Study Variables
The varisbles measured in the study were categorised into dependent and independent

variables.

The dependent variable in the study was patients’ satisfaction with pain management.
This variable was assessed as acomposite variable using four items with the question:
“Please rate your satisfaction level with the way your doctor/health worker managed
your pain post-C/S™? the dependent variable was categorised as (Very satisfied,
satistied, slightly satisfied, dissatisfied, and very dissatisfied). Also the level of pain of
the mothers were assessed using the Numeric Rating Scale. Where patients are asked to

ive a number 1o their pain on a scale from zero to 10 indicating when pain is at its worst

24



when and best; 0 — 3=Low Pain, Moderate Pain=4-6and Severe Pain=7-10 (Breivik et al.
2000, Gagliese et al. 2005, Hadjistavropoulos et al. 2007, Pesonen et al.2008). The scale

is known 1o be suitable for young and old surgical patients.

The independent variables included:

L Soci i istics (sex, age, cducational level, marital status,

occupation, income).

2. Health provider related factors: physicians and nurses communication, the attitude of
staff, waiting time).

37. Data Collection Methods

This study adopted the American Pain Society Satisfaction Survey Questionnaire. This

tool was modified to suit the current study and the research questions. The questionnaires

were self-administered and intervi inistered.after approval was sought from the
heads of the departments,The number of beds were obtained. each bed was assigned a
particular number and using an online random number generator , the 141 beds needed
were selected Each bed was approached.mothers were educated on what the study was

abouttheir consent was sort after. For participants who could read, they answered the

themselves. For participants who could not read, translaters were
available 1o translate into three commonly spoken language (Twi, Ewe, and Hausa),
third party translators translated it back to English and I looked out for consistency in
translation before the questionnaire was adopied. and administered o them,
questionnaires were administered for between 20 and 40 minutes.

3.8. Pretesting

The questionnaire was pre-tested at the Madina Polyclinic using 20 conveniently
sampled patients with similar characteristics. It was used to ensure an understanding of
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the concepts and clarity of question. The main source of data was the primary data. Data

was collected through the use of a structured questionnaire.

3.9. Analysis of data

Data was entered into Microsoft Excel 2016; the data was cleaned and exported to
STATA 15 for statistical analysis. The analysis was done using STATA 15. Preliminary
analysis was carried out to summarize the data on socio-demographic characteristics of
respondents, health provider factors (medical staff, equipment, and attitudes and
practices towards patients). The analysis was performed at three stages mainly
univariate, bivariate and multivariate.

Univariate analysis. Use percentages, tables, and figures. The univariate analysis was
conducted for the purpose of describing the background characteristics of the study
participants. Tabulation of each independent variable resulted in an output of frequencies

and percentages of the characteristic of the mothers in the study area.

Bivariate analysis. The bivariate analysis was the second level of analysis which was
performed to determine the relationship between the independent variable and the study
outcomes (patient's satisfaction with pain management). This indicated the extent to
which each variable was associated or corvelated with the outcome. Pearson Chi-square
test with 5% significant level indicates the nature of association or correlation between

each independent variable and dependent variables.

Multivariate analysis: The third stage of the analysis was multivariate logistic
regression test. The model first looked at the effects of each independent variable on the
dependent variable. The final model included all the independent variables against the
dependent variable. This was done to determine the extent to which all the background
variables (such as age, educational level, income, resident, occupation) have an effect on
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the dependent variable (patient satisfaction with pain management post C/S)that is, crude
or unadjusted analysis and the multivariate regression stage where confounding effect
were adjusted.

Ethical Consideration

Approval for the conduct of the study was granted by the Ghana Health Service Ethics
Review Commitice (GHS-ERC). Following this, permission was sought from the

hospital authorities of the health facility before data was collected.
Participant consent

Respondents were approached 1o give consent prior to participation. Before the

of the i i icij were given a consent form to read and

sign. For individuals who could not read, the purpose of the study, issues of privacy, the
right to decline to participate were explained to them and those who accepted to partake,
their thumbprints were taken.

Privacy and Confidentiality

All respondents were given assurance that any information provided will be used solely
for academic purposes and their confidentiality was assured. Participants did not provide
names so as to prevent casy identification of individuals on a particular questionnaire.
Risk and Benefits

Respondents were assured that the research will not come to them at any risk or cost

except their precious time that they used to fill the questionnaire.

Compensation:

wete B0t given any ion for in the study.
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CHAPTER FOUR

RESULTS

4.1 Introduction
This chapter presents the results obtained from the field. The purpose of the study was to
determine the factors influencing patients’ satisfaction with pain management among
post-C/$ patient in the Greater Acera Regional Hospital of Ghana. The results are

presented in tables and graphs.

4.2 Demographic Characteristics of Patients

Table 4.1 presents the i istics of p patients in the

Greater Accra Regional Hospital of Ghana, A total number of 141 post-cesarean patients
were sampled with a mean age of 29.9+5.41 years. Less than half (40.4%) of the patients
were aged between 30-39 years, followed by <30 years (51.1%) and then 40-49 years
(8.:5%). The majority (73.1%) of the patients were Christians. The majority (74.5%) of
them were married and only 2.1% were divorced, 35.5% of them had artained tertiary
education and 5.7% had no formal education. Concerning monthly income, 30.5%
camed 500-1000 Ghana Cedis and 36.9% eared less than 500 Ghana Cedis. Most
(89.4%) of the paticnts were resident in the Greater Accra Region and only 10.6% were
outside the Greater Accra Region. Slightly more than half (53.2%) had a history of
surgical operation.



Table 4.1: Demographic Profile of Patients

Frequency

Yarihle o Nepay | ereeO®
i 7 st
3530 57 404
4049 12 53
Religion

No religion 3 21
Muslim 35 A48
Christian 103 731
Marital status

Single 32 27
Married 105 7.5
Divorced 3 28
Educational level

No formal education 8 57
Primary level 39 276
Secondary 44 312
Tertiary 50 355
Monthly income GHS

Less than 500 52 369
500- 1000 a 305
More than 1000 46 326
History of surgical operation

Yes 75 532
No 66 46.8

43 Profile of Patients

Table 4.2 presents the clinical profile of patients. Slightly more than half (52.2%) of the
patients had elective C/S and the rest had an emergency C/S. A quarter of the patients
had one previous pregnancy and 33.3%, 19.2%, and 21.3 % had 2, 3 and 4 pregnancies
respectively. 34.0% of the patients had 2 children, 30.5% had one child and 1.4% had no
children prior to the C/S that was done during the study. The majority (88.7%) of the

patients experienced no C/S with tubal ligation. Th61.7%) of the patients had not



experienced repeated C/S. A greater number (95.7%) of the patients had not experienced

stillbirth and twin delivery. Most (82.3%) of the patients had normal birth weight babies.

Table 4.2: Clinical features of Patients

Clinical features Frequency N=[141] _Percentage (%)
Nature of C/S

Emergency 67 478
Elective 74 522
Gravida

1 37 262
z 47 333
3 27 192
4 30 213
Number of living

children

0 2 14
! 43 30.5
2 a8 34
3 2 17
4 24 17
C/S with tubal ligation

Yes 16 13
No 125 887
Repeated C-section

aes, 54 383
Ny 87 617
Stillbirth

e 6 43
No 135 957
Twins

s 6 43
- 135 957
Birthweight

Lo 25 177
Normal 116 s

4.4 Pain experienced within 48 hours post-Caesarean section
Out of the 141 post C/S patients surveyed, 48.2% experienced severe pain and 51.1%
‘moderate pain within 48 hours post-C/S (Figure 4.3)



Tabie 4.3: Level of Pain Intensity

— Frequency Percentage
Levels of Pain (i Likert scale) welgdt] )
Scale Definition
0-3 Low Pain 1 [

= Moderste Pain 7 SLI%
7-10 Severe Pain 68 482°0

The Numeri Rating Scale was used to measure pain, where patients are asked 10 give &
number 10 their pain on a scale from z¢ro 10 10 indicating when pain s at its worst when
and best; 0 — 3=Low Pain, Moderate Pain= 4-6 and Severe Pain=7-10 (Breivik et al.
2000, Gagliese et al. 2003, Hadjistaviopoulos et al. 2007, Pesonen: et al.2008).

"l

Level of pam expenserx ed withas 4 hours post Cesection
!

v
Seventy of pa

Figure 4.1: Overall of Pain Experienced wif

yin
e study panticpants

in 24 Hours



Sevensty of pam

Figured.2: Overall Pain Fxperienced within 48 hours

A small number of patients ( 0.71%) experienced o pain for both 24 and 48, Regarding
the level of pain experienced within 24 hours, moderate and sevcre pain was 40.4% and
58.9.% respectivcly whiles 48 hours level of pain cxperienced was moderate 51.1% and

48.2% high pain (Figure 4.2).

4.5 Self-reported of pain management among post cesarean patients
A total of 85.9% of the post €S paticnts were satisfied with the pain management given

them.



= Satisified = Not satisfied

Figure 4.3: Self-reported Satisfaction

4.6 Bivariate Asalysis to test association between self-reported satisfaction and
background characteristics

There was a significant association between age and self-reported satisfaction with pain
management (¥ 6.95, p=0.031). There was a significant association between stillbirth
and self-reported satisfaction with pain management (7 14.12, p=0.041). There was
however 0o significant association between religion, marital status, educational level,
monthly income, place of residence, history of surgical operation. nature of cesarean
section, gravida, parity, stillbinth. twins and self-reported satisfaction with pain
management (Table 43 ).



Table 4.4: Association between self-reported satisfaction and background of self reported
satisfacts

X Not satisfied Satisfied x2 .
Variable N i26] N={11] Pvalue
Age
<30 1(153) 61(84.7) 554 0.063
3039 15(263) 42(13.7)

4049 0(0.0) 12(100.0)
Religion 0 090
No religion 0(0.0) 3(100.0)
Muslim 7(20.0) 28 (80.0)
Christian 19(18.4) 84(81.6)
Marital status 338 027
Single 9(28.1) 23(71.9)
Married 16(152) 89(84.8)
Divorced 1(25.0) 3(75.0)
Educational level 4.94 022
No formal education 0(0.0) 8(100.0)
Primary level 11(282) 28(71.8)
Secondary 8(182) 36(81.8)
Tertiary 7(14.0) 43 (86.0)
Mosthly income 238 030
(GHS)
Less than 500 13(25.0) 39(75.0)
500~ 1000 6(14.0) 37(86.0)
More than 1000 7(30.0) 39.(84.8)
History of surgical 0.01 054
operation
Yes 14(18.7) 61(81.3)
No 12(18.2) 54(81.8)
Nature of C-Section 275 010
Emergency 18(23.4) 59(76.6)
Flective 3125 56(87.5)
Gravida 696 007
! 5(13.5) 32(86.5)
2 5(10.6) 42(89.4)
3 9(333) 18(66.7)
4 7(233) 23(76.7)
Number of Children 593
Living 021
o 0(0.0) 2(100.0)

! 5(11.6) 38(88.4)
2 14.6) 41(85.4)

® 7(292) 19(70.8)
:mlhml %292) 17(70.8)

001

b 1(16.7) 5(833) e
s 110 (81.5)
s 415 0.08
o 3(50.0)

2. 112 (83.0)




4.7 Bivariate Analysis to test association between self-reported satisfaction and
health providers related factors
Using the bivariate analysis it was shown that the environment of the ward was

associated with satisfaction with pain management post-C/S (59.55, p<0.01)

Table 4.5: Association between self-reported satisfaction and health providers
related factors.

Variables Not Safisfied _ Safisfied X2 P-Value
Environment 59.55 <0.01
Good 5(5.0%) 95(95.0%)
Bad 9(100.0%) 0(0.0%)
Don’t Know 1207.5%)  20(62.5%)
Waiting Time 053 047
Lessthan Lhour  S(143%)  30(85.7%)
Within | hour 21(19.8%) 85(80.2%)
4.8 Factors ing self-reported ion of pain

Patients who were aged 30-39 were 70% less likely to be satisfied with pain management
as compared to those aged <30 years [AOR=0.30 (95% CI: 0.10-0.92); p=0.032]. In
addition, those aged 4049 years were 87% less likely to be satisfied with pain
management as compared 1o those aged <30 years [AOR=0.13(95% CI: 0.12-4.32);
P=0.231] but was however not statistically significant after adjusting. Patients who have
00 twins are 2.81 times more likely (o be satisfied with pain management as compared to
those who had twin deliverics [AOR=2.81 (95% CI: 0.23-1.12); p=0.023] ( Table 4.4)



Table 4.6: Factors associated with

-

of pain

Variable COR (95% C1T) AOR(95%CI)

Aee

<0 ! L

3039 031(0.10:091) 0.033 030(0.10-092)  0.032°
049 023(0.12-134) 0.045 013012432) 0231
Religion

Noregion 1 '

Mustim 1,06 (0.35-3.18) 0905 077(0.44,134) 0334
Christan 223(0354.12) 0231 069(035,1.38) 0612
Marital status

Smgle. 1

Maried 171 (0.55-5.30) 0349 181047,686) 0223
Divorced 1,50 (0.14-15.46) 0733 098(059-163) 0123
Educational leve)

No formal education 1 1

Primary level 0.90(0.6-3.04) 0872 151(1235.12) 0150
Secondary 0.60(0.192-1.92) 039 108(0.12307) 0980
Tertiary 120 (1.10-4.56) 0334 610(3.01-989)  0.440
Moatbly lacome GHS

Less than 500 1 1

500 - 1000 2.23(069-7.25) 0179 037(0.17,081) 0251
More than 1000 1,58 (0.514.87) 0425 025(0.10,059) 03861
History of  surgical

operation

Yes ' 1

No 1.27(048-3.33) 0623 130(064-263) 0341
Nature of C/S

Emergency 1 1

Elecuve 1,10 (0:42-2.84) 0838 094(032278)  osn
Gravida

1 1 1

2 128(029-5.52) 0740 051023:112) 0950
3 0.50(0.12-197) 0322 108(032:307)  0.880
4 052(0.13-205) 0350 010(001-089)  0.440
No. of Children Liviag

0 1 1

1 2.59(065-10.19) 0178 066(0.38-115) 0231
2 223(061-6.16) 0233 042024074y 0221
3 1,04 027-3.99) 0958 040(0.16:099) 0,081
4 123(020-5.45) 0342 029(0.09.096) 0045
Stibirtn

Yes ' 0

_'::M 101(0.11-892) 0987 181 (0.47, 6.86) 02n
Yes 1 i

N 301(091-892) 0.007 2.81(1.14-692) 0.023¢
*Fishers exact



4.9 Health provider related factors of participants
The majority 100 (70.9%) of the participants said the hospital cnvironment was good, 9
(6:4%), of them, though it is bad while 32 (22.7%) of them said they do not know
whether the hospital environment was good o bad. About a fourth, 35 (24.8%), of the
study, received pain medication less than an hour post-C/S. The majority, 106 (75.2%),

of them, however, were served the pain medications within an hour post-C/S.

Table 4. ‘actors associated with the health provider
Variables Categories Frequencies(n) Percentages
Environment T

Good 100 709

Bad 9 64

Don’t know 32 27
Waiting time

Lessthan 1 hour 35 248

Within | hour 106 752




CHAPTER FIVE

DISCUSSIONS

5.0 Introduction
This study sought to determine factors influencing patients' satisfaction with pain
‘management among post C/S patients at the Greater Accra Regional Hospital of Ghana.

The chapter discusses the findings of the study in three sections.

5.1 Pain level of patients who have undergone cesarean section 24 and 48 hours
postoperative

Inadequate pain management post-operative period is a leading cause of acute pain. This
study revealed that about half of post-C/S patient's experienced severe pain at both 24
and 48 hours post-op and a lile over half reported moderate pain. However, patients’
ability to buy cffective pain medication affects the level of pain experienced. Philip &
Schroeder (2007) also found pain levels ranging from 50% to 75% among their
respondents which is consistent with the findings of the current study. Other studies that
were conducted across the globe, however, reported a significantly lower prevalence of
pain among the study participants (Mwaka & Mung'ayi, 2013; Wang, Wei, Xiao, Chang,
& Zhang, 2018). The differences in the severity of pain among these patients who had
undergone almost similar surgical procedures may be attributed 1o differences in the
types and dosages of analgesics that were sed. The differences in severity of pain could
also stem from the fact that some of the study participants had previous exposure to some
forms of analgesics in similar surgeries, as such; they are more likely to be less receptive
to the analgesics compared to those who had no previous experience. Individual
differences also play a key role in the perception and management of pain (Sujata &
Hajoora, 2014).

39



5.2 Level of self-reported satisfaction with pain management post-C/S
The satisfaction of patients concerning pain management post-C/S is very important in
health care delivery and uilization. This study shows that 85.9% of the post C/S patients
were satisfied with their pain management which is higher compared to the findings of
the study carried out by Kinta &Adullai, (2019) in Mulago hospital, Uganda. Their study
revealed that 68% of participants reported that they were satisfied with their pain
management because only 42% (123/290) of participants received their analgesics as
prescribed. Also, a cross-sectional study carried out on patient’s satisfaction with pain
management after C/S revealed that 52.2% of the patients were satisfied (Ida, Enomoto,
Yamamoto, Onodera, & Kawaguchi, 2018). The result regarding satisfaction of pain
management as found in this study could be due to the fact that Nara Medical University
Hospital was offering combined spinal-epidural anesthesia which required more

Specialists.

53 Factors that affect patients® satisfaction with pain management post-C/S.

The results of the study showed that patients aged 30-39 were 70% less likely to be
satisfied with pain management as compared to those who were below 30 years of age.
This could be attributed o the fact that those in the older age group may have had
previous experience with C/S and other medical conditions. The number of C/S done
also influcnces one's satisfaction with pain management. Mothers who experienced
single births were 2.8times more likely 10 be satisfied with pain management as
compared 1o those who had multiple births. This is largely because the first time mothers
did not have previous experience with analgesics resulting from cesarean section
compared to the women with multiparous women with previous experience of C/S,
Those who had previously undergone a C/S are more likely 1o require a higher dose of
mulimodal analgesics compared to those who are undergoing the C/S for the first time.
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This is observation is consistent with a study that was conducted in the Stanford school
of medicine, CA, USA (Carvalho & Habib, 2019).
The findings of a study showed that increasing availability of analgesic drugs may

contribute to improved treatment of postoperative pain with better pain scores (Kintu et

al., 2019). The use of dical pain was signi associated with
decreased odds of medical pain management. This can, however, be introduced in pain
management (Kozhimannil et al., 2013). The study concluded with effective and
adequate pain management through epidural analgesia and Patient-controlled analgesia is

imperative for better outcome of both mother and child (Govere et al 2016).
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CHAPTER SIX

CONCLUSIONS AND RECOMMENDATIONS

6.0 Introduction
From the discussions in the previous chapter, this chaprer presents the conclusion drawn

with some recommendations.

6.1 Conclusion

This study sought to determine the satisfaction of mother on their pain management after
undergoing C/S The study revealed that nearly all, that is 99.3%, patients who had
undergone C/S experienced moderate to severe pain at both 24 and 48 hours post-op. The
majority of the post-C/S patients were satisfied with the pain management. Factors that
influenced patient’s satisfaction with pain managements are having singletons. They
were 2.8 times more likely to be satisfied with pain management as compared to those
who had twin deliveries. Patients who were aged 30-39 were less likely to be satisfied

with pain management as compared 1o those less than 30 years.

6.2 Recommendations
Assessment of level of pain management satisfaction is key to the improvement of pain

‘management post-op. The following recommendations are therefore proposed;

National level

1. The Ministry of Health (MoH) and Ghana Health Service (GHS) should offer courses

to health teams about pain management and how to deal with post operative patients.

2 The Mok and GHS should improve services regarding pain management by acquiring
more effective drugs and supplies that reduce the pain patients expericnce.



3. The MoH and GHS should invest in development of Acute Pain Services (APS) by
hospital management in each hospital is needed o ensure the service providers give
attention to pain in hospitals.

District level

1. The District Health Directorate and the hospital heads should improve their service
delivery by acquiring more effective drugs and supplies 1o support pain management. As
proposed by Vermelis et al (2010), epidural analgesia can be used to support pain
management.

2. The District Health Directorate should intensify monitoring and evaluation in the
health facilities to ensure compliance with the standard protocol regarding pain
management.

4. The district health directorate should intensify regular in-service training for health

personnel on post-op pain management,
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Appendix A: INFORMED CONSENT FORM

Title: FACTORS INFLUENCING PATIENT SATISFACTION WITH PAIN
MANAGEMENT AMONG POST CAESAREAN SECTION PATIENTS IN THE
GREATER ACCRA REGION

My name is Doreen Ohemeng Wiafe. | am a graduate student from the University of
Ghana, School of Public Health undertaking a research on Factors Influencing Patient
Satisfaction with pain management among post caesarean section patients at the Greater
Accra Regional Hospital. Some research assistants will be assisting in the study. The
study sceks to find out the various factors that influence patient’s satisfaction with pain
management among post C-Section.

Personal information that will make you identifiable will not be included in the
questionnaire. Questionnaire clients will respond to will be anonymous (will not bear
names of participants) so you will not be identified. You are free to be part of the study
and decide to leave at any point you want. No one will be upset if you decide not to
partake in the study. However, be assured that your privacy and confidentiality will be
respected. Be assured that the research come at no risk and no cost except the precious
time that they will used to fill the questionnaire. You can choose a place of convenience
to answer the questions.



VOLUNTEER AGREEMENT

The above document describing the benefits, risks and procedures for the research title
“FACTORS INFLUENCING PATIENT ~SATISFACTION ~WITH PAIN
MANAGEMENT AMONG POST CAESAREAN SECTION PATIENTS IN THE
GREATER ACCRA EEGIONAL HOSPITAL" has been explained to me.

I have read or have had somcone read all of the above, asked questions, received answers
regarding participation in this study, and am willing to give consent to participate in this
study as a volunteer.

Date Name and Signature or mark of volunteer

f volunteers cannot read the form themselves, a witness must sign here:
1 was present while the nature and purpose of this study were read to the volunteer. All
questions asked were answered satisfactorily regarding participation in this study, and
volunteer gave consent 1o participate in this study.

Date Name and Signature or mark of witness

1 certify that the nature and purpose in this research have been duly explained to the
above individual.

Date Name and Signature of Person Who Obtained
Consent



Name of Principal Investigator DOREEN OHEMENG WIAFE:
Address:

Tel. No0245355985

Email address: dorecawiafe7@gmail.com

In case of any concern you can contact the Ethics Administrator, Ms. Hannah Frimpong,
GHS/ERC on 024-599-7061.
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COLLEGE OF HEALTH SCIENCES
UNIVERSITY OF GHANA, LEGON
Date.

QUESTIONNAIRE No..

QUESTIONNAIRE ON FACTORS INFLUENCING PATIENT SATISFACTION WITH

PAIN MANAGEMENT AMONG POST CAESAREAN SECTION PATIENTS IN THE

| GREATER REGIONAL HOSPITAL, GHANA.

This is a research on FACTORS INFLUENCING PATIENT SATISFACTION WITH PAIN

NT AMONG POST C. N PATIENT IN THE GREATER REGIONAL

HOSPITAL, GHANA. The study tries to find out the various factors that influence patient’s
satisfaction with pain management post C-section. You are required to share your experience by

responding to the following questions.

Card Number, ‘Ward.

‘QUESTIONS CODING CATEGORIES SKIPTO | CODES

A. SOCIO-DEMOGRAPHIC FACTORS

‘Age (State your last birthday AGE
age)

7 | Eduicity

3 | Marital status
| MSTAT

1 Cohabitation.
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‘Widowed .

4 | Education level

No formal education ............1

Secondary.
Tertiary..

EDUC

5| Occupation

Unemployed ...
Trader.
Causal laborer ...
Students Apprentice.

Civil servant.
Other (state)....

occe

o

Income

State your monthly income
the job you do ...

INCOME

7 | Resident

Greater Accra...
Outside Greater Accra.....

RES

(CS or others)

History of surgical operation | __

SUR_HIST

“Section
9. Nature of C-section: 1. Emergency [] 2. Elective[]
10.Number of Pregnancy: ( )
11, Parity: ( )
12, Precclampsia: 1L.No [ 2.Yes []
13. Indication (reasons) for C-section:
14. C-section with tubal ligation:  1.No [ 2ves [
15 Repeat C-section: LNo [ 2ves [
16. Still birth: LN [] 2Yes [

| O




17 Twins / Multiples: 1. No 2. Yes

18. Weight of newborn(s):
B. Pain levels of patients who have undergone Caesarean-section postoperative.

19. How many days have you stayed in the hospital after surgery?
20. Did you have any prior chronic Pain?
Yes [ No [
21. Are you feeling any pain now?
Yes [] No [
22. Please rate your pain by circling the one number that tells how much pain you have
RIGHT NOW.,
0 1 2 3 4 5
No Pain Pain as bad as

you can imagine

23. Whete do you feel the pain? I it on the surgical site?
Yes (] Other place
24. Have you been given pain medication post C-section?
Yes (] No [
25. What pain medication were you given'
Paracetamol[ ] Pethidine [ ] Others (specify)..
26.1f yes to question No 24, how long did it take to be given pain medication?
I.Lessthan Lhour[] 2. Within 1 hour[ ] 3. More than 1 hour [_]

C Levels of self-rep ion with pain among post
caesarean patients

26. Are you satisfied with how your post C-section pains have been managed?
LYes 2No
27. Please rate your level satisfaction with pain management post C-section your pain?
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1-Very Satisfied[_] 2.Satisfied [ ] 3-Neutral []
4 Dissatisfied—]  5-Very Dissatified [

28. Please state your reason(s) for your satisfaction or dissatisfaction regarding how you

pain was treated.

C. Provider-related factors i ing patients’ with pain

management among post caesarean patients
29. Type of surgeon: |. General Surgeon[ ] 2. Specialist[_]

3. Physician Assistant [] 4. House officer ] 5.Other,
specify

30. Did you physician communicate regularly with you concering pain management
post C-section?

L Yes[] 2.No
31. How will you describe the attitude of the health workers regarding your pain
‘management?

1. Verygood [] 2.Good [] 3.Poor [] 4. Very poor ]

Thank you for your time
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