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Abstract: Emergency caesarean section poses obstetric, anesthetic and surgical risks to the mother and the unborn baby and
exacerbates anxiety which is deleterious. Preoperative nursing care rendered during this period greatly influence patient’s care
perception, a concept underpinned in this study. Patients’ pre- and postoperative anxiety levels and demographics informed by
literature reviewed were evaluated. Demographics included age, the level of education, mode of hospital bill payment, history
of major illness, previous surgeries, current medication, smoking and the condition of the newborn. A descriptive crosssectional survey was conducted in a private and a public hospital among patients undergoing emergency caesarean section.
Sixty participants were purposively and systematically sampled from the postnatal ward admission registers using inclusion
criteria. A structured questionnaire was used to assess participants’ demographics and care satisfaction. Anxiety levels were
evaluated using Form Y-6. Ethical approval was obtained from the respective ethical review boards. Multivariate nonparametric
statistical analyses using Statistical Package for Social Sciences (SPSS) version 17 computer software was used to analyze data
alongside descriptive statistics. Significant finding observed regarding demographics were on the level of education and mode
of hospital hill payment. The highest level of education attained was tertiary 22(73.3%) in private compared to secondary level
14 (46.7%) in the public hospital. The mode of hospital bill payment was through companies’ medical schemes 24(80%) in
private hospital and through National Health Insurance Fund (NHIF) 22(73.3%) in public. Mann-Whitney U test showed
statistically significant differences in only two out of the six anxiety defining statements assessed postoperatively. Participants
at the public hospital felt calmer (z=-2.071, p=0.038<0.05) and more relaxed (z=-2.85, p=0.004<0.05) than those at the private
hospital. Wilcoxon rank test yielded significant results for only one out of the six care satisfaction defining statements.
Participants at the public hospital were more satisfied with the information given by the nurse about what is expected before
and after surgery (z=-2.61, p=0.009<0.05) compared to private. This study evidences nurses’ ability to render satisfactory care
to patients in emergency situations regardless of socio-patients’ demographic profile and type of hospital. There is need to
initiate and sustain such care surveillance for quality auditing.
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Empirical literature supports that patient undergoing
surgery experience varying degrees of anxiety (Ismail et.
al, 2007). Caumo et al. (2001), Cooke et al., (2005),
Pritchard, (2009), Gunstream (2000) and Rosenberger et al.
(2006) assert that high levels of anxiety are deleterious in
surgery. Janis (2016) warns of dangers of very low levels
as well especially in patients with underlying
psychological problems.
Most surgical patients experience high levels of
anxiety manifested by raised blood pressure, respiratory
and heart rates (Caumo et al. 2001; Cooke et al., 2005;
Pritchard, 2009). Sustained elevated anxiety levels in the
body override the body feedback mechanism that controls
the production of adrenal corticotropin hormone hence

1. Introduction:
In spite of lots of efforts that have been made to
ensure safe surgical practices, there is still some degree of
uncertainty and feeling of helplessness among patients that
makes them feel scared and anxious before surgery
(Varcarolis, 1994). Anxiety experience is worse in
emergency surgery and worst when two lives are involved
like in emergency caesarean section. The effect of which
can adversely affect patients’ care outcomes including care
perception.
It is postulated that preoperative anxiety is a normal
feeling for patients undergoing surgery because to be
anxious in reaction to a situation is considered a normal
human reaction (Leach et al. 2000; Lee and Gin, 2005).
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elevated blood levels of cortisol. Unmanaged high cortisol
levels can lead to protein breakdown causing decreased
wound healing process, increased risk of infection, altered
immune response and fluid and electrolyte imbalances
(Gunstream, 2000 and Rosenberger et al. 2006).
It has been observed that obstetric patients have a
higher level of preoperative anxiety levels compared to
general surgery (Jafar and Khan, 2009). Extreme anxiety
adversely influences both induction of anesthesia and its
recovery (Kindler et.al, 2000). In the caesarean section,
increased consumption of anesthesia affects the mother and
the baby as well (Maranets and Kain, 1999). Excess
anxiety also exacerbates postoperative pain and increases
vulnerability to depression (Carr et. al, 2005; Vaughn et al.,
2007). Some patients experience nausea, fatigue, and
discomfort (Montgomery and Bovbjerg, 2004). Some
become nervous and apprehensive, an aspect that
contributes to dissatisfaction with care rendered (Thomas
et al., 1998).
According to Al Emadi et al., (2009), satisfaction is
a psychological state elicited by the discrepancy between
emotion surrounding disconfirmed expectations coupled
with feelings elicited through experience during service
consumption. Aragon and Gesell (2003) describes
satisfaction as simply the degree of congruency between
patient's expectations of actual care and patients’
perception of the real care received. Allshouse (1993)
further explains that patients’ care satisfaction is
influenced by actions like compassionate bedside skills,
efficient attention to needs, provision of adequate
information regarding their care and participation in
decision-making.
Nursing care is a key determinant of patients’ care
satisfaction. In addition, care satisfaction rating by the care
recipients is considered as an important tool for evaluating
clinical outcomes of a given treatment. It is argued that a
satisfied patient is more likely to comply with treatment,
attend follow-ups, and advocate the service rendered to
others (Addisu and Solomon, 2011).
There are many factors that influence surgical
anxiety. These include age, gender, the extent and type of
surgery, previous hospital experiences, and susceptibility
to and one’s ability to cope with stressful experiences
according to Boker et al., (2002) contributions among other
reasons.
A study that was conducted about the expression of
anxiety among women before cesarean section compared
to other operations found the existence of a positive
correlation between younger age, female gender, and
higher educational status with anxiety unlike a prior visit
to preoperative surgical clinics or previous surgical
experiences. Viktorija and Loreta (2013) found out that
highest preoperative anxiety was characteristic of women
with incomplete secondary and vocational education.
According to Cohen (1980), the urgency of operation was
also found to influence the expression of anxiety among
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women. In the study region, incurring large hospital bill
and payment issue is big enough a challenge to elicit
anxiety at the thought of it, while considering socioeconomic status.
There was no research found that addressed anxiety
and care satisfaction among patients undergoing
emergency caesarean section surgery in the study region
yet these are high risk and vulnerable patients. Empirical
literature supports that the variables under investigation are
cross-cutting in public and private hospitals but the extent
of similarities or contrasts in relation to the type of the
clinical setting had not been established. It was envisaged
that the study results would give insight to the quality of
care rendered during such emergencies to inform practice.
2. Materials and Methodology
2.1. Design
A descriptive cross-sectional survey was conducted
among patients’ who had had an emergency caesarean
section and recuperating in the postnatal wards.
2.2. Description of the study area
The survey was conducted in two selected hospitals
in the urban areas in August 2013. One hospital was private
and was used as the benchmark while the other was public.
The two are tertiary level referral hospitals with large
catchment areas and offer diagnostic, curative and
consultative services for inpatients and outpatients. The
maternity wings in both hospitals are located on the first
floor with a serene background, adjacent to the operating
theaters and newborn unit.
2.3. Sampling technique
The target population was patients who had
undergone emergency cesarean section. The systematic
sampling method was used to select every second patient
in the postnatal ward admission registers. Consenting
patients aged 18 years and above admitted in the post-natal
wards with live babies post emergency caesarean section in
the two selected hospitals were interviewed. The sample
size determined using a formula was 60 with 30
participants from each hospital.
2.4. Variables
The dependent variable was the nursing care
rendered and independent variables were surgery, the level
of education, mode of hospital bill payment, history of
major illness, previous surgeries, current medication,
smoking and the condition of the newborn. Outcome
variables were care satisfaction, pre-and postoperative
anxiety levels.
2.5. Procedure
The participants were identified with the help of the
ward nurse in-charges/ team leaders. The comfort of both
the mother and the baby were considered. After disclosure
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about the study, participants were given the opportunity to
seek clarity and to ask questions pertaining to the study.
Participation was voluntary and participants were allowed
to retain copies of the signed formal informed consents.
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3. Results and Discussions
Participants’ response rate was 100% including
response to all the questions asked.
3.1. Participants’ Socio- demographic characteristics
Significant findings regarding participants’
demographic profile showed that majority 22 (73.3%) of
the participants in the private hospital were educated up to
tertiary level compared to 14 (46.7%) in the public hospital
where the highest level of education was secondary. The
mode of hospital bill payment in the public hospital was
mainly through National Health Insurance Fund (NHIF)
22(73.3%) while in private the medical schemes 24 (80%)
from the employers complemented the NHIF (Table 1).
The differences observed in the variations of the
level of education and mode of hospital bill repayment
were mainly as a result of the differences between the two
surgical settings, one being public and the other private.
This finding is congruent with a study done in the same
region which identified women's household wealth and
education as strong correlates for a place of delivery (Fotso
et al., 2009). On the other hand, the study results
contradicted finding that the highest preoperative anxiety
was characteristic of women with incomplete secondary
and vocational education as asserted by (Caumo et al.,
2001; Viktorija and Loreta, 2013; Valenzuela Millán et al.,
2010).

2.6. Data collection tools
Structured questionnaires and anxiety assessment
tool were self- administered. Participants were given time
read through and to complete the questionnaires. The
researcher scrutinized the questionnaires for completeness
before collection, taking cognizant that the participants
were at liberty to respond to the questions as they desired.
The questionnaires were stored under key and lock before
data entry which was done concurrently with the data
collection process. The questionnaires were serialized,
coded and remained anonymous to protect participants’
identity and confidentiality. This means that no
questionnaire could be directly linked to any particular
participant.
2.7. Data analysis
Data was entered into the computer and the soft
copies and individual folders were protected with
passwords to limit access to information. Only authorized
persons, i.e. the researcher and the biostatistician were
permitted to access the raw data. Data was analyzed using
SPSS version 17. Participants’ demographic data was
summarized in percentage. Mann-Whitney U test and
Wilcoxon W test was used to analyze significant
differences between the two groups of participants
regarding anxiety levels and care satisfaction rating
respectively.

Table 1:
Descriptive analysis of Participants’
demographic profile.
Characteristics Public
Private
Total No.
(n=30)
(n=30)
(n=60)
Age (Years)
Below 25
6 (20%) 4 (13.3%)
10
25-29
9 (30%) 13 (43.3%)
22
30-34
13 (43.3%) 8 (26.7%)
21
35-39
2 (6.7%) 4 (13.3%)
6
40 and above
0
1 (3.3%)
1
Parity
Primigravida
4 (13.3%) 1 (3.3%)
5
Para 1+
18 (60%) 8 (33.3%)
26
Para 2+
3 (10%) 9 (37.5%)
12
Para 3+
6 (20%) 7 (29.2%)
13
Para 4+
4 (13.3%)
0
4
Level of Education
Primary
4 (13.3%) 1 (3.3%)
5
Secondary
14 (46.7%) 7 (23.3%)
21
Tertiary
12 (40%) 22 (73.3%)
34

2.8. Ethics
All the ethical principles were observed including
engaging and interviewing participants after 24 hours of
recuperation
from surgery according
to
the
anesthesiologists’ recommendations. The timing of the
interviews was guided by the date and time surgery was
done. The administration of questionnaires was done after
careful assessment to rule out participants’ discomfort
related to surgical and anesthesia or any other complication
including incisional pain and after ascertaining the welfare
and comfort of the baby. Participants were informed about
the study, risks and benefits, anonymity, confidentiality,
voluntary participation and freedom to withdraw from the
study at any point without consequences. Contacts for the
ethical review board secretariats and that of the hospitals’
administrations were provided for channeling any concerns
or misconduct.
2.9. Limitations
Participants were required to use recall method to
describe their preoperative anxiety levels which could not
be assessed before surgery owing to the emergency
situation. The study results are limited to the two study
settings selected.

Mode of hospital bill repayment
Company
3(10%)
NHIF
22(73.3%)
Self
5(16.6%)
History of previous surgery
Yes
11 (36.7%)
No
19 (63.3%)

3

24(80%)
2 (6.7%)
4 (13.3%)

27
24
9

10 (33.3%)
20 (66.7%)

21
39
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History of major illness
Yes
1 (3.3%)
0
No
29 (96.7%) 30 (100%)
Whether currently on medication
Yes
2 (6.6%) 2 (6.7%)
No
29 (96.7%) 27 (93.4%)
Whether currently a smoker
Yes
0
0
No
30 (100%) 30 (100%)
APGAR Score of baby after birth
Stillbirth
0
0
Good
30 (100%) 29 (96.7%)
Poor/bad
0
1(3.3%)
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performed. Post-operatively, all the participants recorded
reduced levels of anxiety. These results are in agreement
with the fact that surgical anxiety is highest before surgery
and decreases immediately after surgery but may increase
again postoperatively (Nijkamp et. al, 2004). The fact that
participants in the public hospital felt calmer and more
relaxed compared to those at the private hospital can be
attributed to the differences between the two hospitals.

1
59
4
56
0
60

Table 2: Participants’ preoperative and postoperative
anxiety levels.

0
59
1

Statement

Preoperative Anxiety
Postoperative Anxiety
Public Private Total Public Private Total
(n=30) (n=30) (n=60) (n=30) (n=30) (n=60)

Felt calm
Not at all

3.2. Participants’ preoperative and postoperative anxiety
levels.
Form Y-6 with no right or wrong answers was used.
According to the form, Participants’ were required not to
spend too much time on any one statement, give answers
which seemed to describe their present feelings best and
were to answer all the questions as follows:

15
(50%)
Somewhat
5
(16.7%)
Moderately
4
(13.3%)
Very much
6
(20%)
Felt tense
Not at all
10
(33.3%)
Somewhat
13
(43.3%)
Moderately
2
(6.7%)
Very much
5
(16.7%)
Felt upset
Not at all
21
(70%)
Somewhat
7
(23.3%)
Moderately
0

Not at Somewhat Moderately Very Much
all
I feel calm
1
2
3
4
I am tense
1
2
3
4
I feel
1
2
3
4
upset
I am
1
2
3
4
relaxed
I feel
1
2
3
4
content
I am
1
2
3
4
worried
Source: Theresa M. Marteau and Hilary Bekker, British
Journal of Clinical Psychology (1992), 31,301-306 ©
1992. The British Psychological Society. Used with
permission.

19
(63.3%)
2
(6.7%)
4
(13.3%)
5
(16.7%)

34

8
(26.7%)
11
(36.7%)
6
(20%)
5
(16.7%)

18

24
(80%)
5
(16.7%)
0

45

1
(3.3%)

3

15
15
(50%) (50%)
Somewhat
7
5
(23.3%) (16.7%)
Moderately
5
2
(16.7%) (6.7%)
Very much
3
8
(10%) (26.7%)
Felt contented
Not at all
11
5
(36.7%) (16.7%)
Somewhat
10
18
(33.3%) (60%)
Moderately
5
1
(16.7%) (3.3%)
Very much
4
6
(13.3%) (20%)

30

Very much
Felt relaxed
Not at all

3.3. Comparison of Participants’ preoperative and
postoperative anxiety levels
Preoperatively, there were no significant
differences in participants’ anxiety levels. The p-values for
each of the z-scores of the aspects of pre-operative anxiety
were all above 0.05. Postoperatively, there were only two
aspects of anxiety with significant differences. Participants
at the public hospital felt calmer (z=-2.071, p=0.038<0.05)
and more relaxed (z=-2.85, p=004<0.05) than those at the
private hospital, (Table 3).
These results correspond with the findings of Ismail
and colleagues (2007) that supports that all patients
experience some degree of anxiety before surgery
preoperatively. According to Cohen (1980), Jafar and
Khan (2009), anxiety experienced preoperatively is
exacerbated by the nature and type of surgery to be

4

2
(6.7%)

7
8
11

24
8
10

12
0

12
7
11

16
28
6
10

1
7
(3.3%) (23.3%)
3
5
(10%) (16.7%)
6
4
(20%) (13.3%)
20
14
(66.7%) (46.7%)

8
8
10
34

24
23
(80%) (76.7%)
4
3
(13.3%) (10%)
1
3
(3.3%) (10%)
1
1
(3.3%) (3.3%)

47

28
26
(93.3%) (86.7%)
1
0
(3.3%)
1
2
(3.3%) (6.7%)
0
2
(6.7%)

54

0

5
(16.7%)
4
9
(13.3%) (30%)
6
5
(20%) (16.7%)
20
11
(66.7%) (36.7%)
2
4
(6.7%) (13.3%)
7
7
(23.3%) (23.3%)
4
2
(13.3%) (6.7%)
17
17
(56.7%) (56.7%)

7
4
2

1
3
2

5
13
11
31

6
14
6
34
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Felt worried
Not at all

7
4
(23.3%) (10%)
Somewhat
13
6
(43.3%) (20%)
Moderately
5
5
(16.7%) (16.7%)
Very much
14
6
(46.7%) (20%)

11
19
10
20

25
22
(83.3%) (73.3%)
2
0
(6.7%)
2
5
(6.7%) (16.7%)
1
3
(3.3%) (10%)

well answered
by the nurse

47
2
7
4

Table 3: Participants’ preoperative and postoperative
anxiety levels
Test Statistics a
Anxiety parameters
MannZP- value
Whitney U
value
(0.05)
Test
Preoperative Anxiety feelings
Calm
400.5
-0.814
0.416
Tense
397.0
-0.825
0.409
Upset
403.0
-0.910
0.363
Relaxed
418.5
-0.510
0.610
Content
393.0
-0.901
0.367
Worried
352.0
-1.612
0.107
Postoperative Anxiety feelings
Calm
789.0
-2.071
0.038*
Tense
896.0
-0.390
0.696
Upset
882.0
-0.397
0.349
Relaxed
738.0
-2.846
0.004*
Content
895.0
-0.330
0.742
Worried
861.5
-1.099
0.272
Key: a. Grouping Variable: group of respondents * level of
significance p=0.05

I was given
enough
information
about what is
expected of me
before and after
surgery by the
nurse

I was able to
manage pain
very well postoperatively

I can say my
surgical
experience was
very good

3.4. Participants’ care satisfaction rating.
Care satisfaction rating was assessed using five
predetermined care satisfaction description statements on a
Likert scale, 1. Strongly agree, 2. Agree fairly, 3. Agree 4.
Disagree and 5. Strongly disagree, (Table 4).
Table 4: Participants’ care satisfaction rating
Health facility
Surgical
Satisfaction
Public
Private
experience
rating
(n=30)
(n=30)
Strongly
14
8
The nurse who
agree
(45.2%)
(26.7%)
prepared me for
Agree fairly
3
3
theater gave
(9.7%)
(10%)
satisfactory
Agree
9
11
information
(29%)
(36.7%)
about my
Disagree
3
6
operation.
(9.7%)
(20%)
Strongly
2
3
disagree
(6.5%)
(13.3%)
My questions
regarding
theater were

Strongly
agree

11
(35.5%)

Do you think a
nurse from
theater should
visit you before
surgery?
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Agree fairly

5
(16.1%)
Agree
10
(32.3%)
Disagree
4
(12.9%)
Strongly
1
disagree
(3.2%)
Strongly
7
agree
(22.6%)
Agree fairly
7
(22.6%)
Agree
6
(19.4%)
Disagree
9
(29%)

3
(10%)
7
(23.3%)
4
(13.3%)
3
(10%)
6
(20%)
3
(10%)
1
(3.3%)
5
(16.7%)

Strongly
2
disagree
(6.5%)
Strongly
5
agree
(16.1%)
Agree fairly
6
(19.4%)
Agree
13
(41.9%)
Disagree
6
(19.4%)
Strongly
1
disagree
(3.2%)
Strongly
7
agree
(22.6%)
Agree fairly
5
(16.1%)
Agree
15
(48.4%)
Disagree
3
(9.7%)
Strongly
1
disagree
(3.2%)
Strongly
20
agree
(64.5%)
Agree fairly
2
(6.5%)
Agree
7
(22.6%)
Disagree
2
(6.5%)
Strongly
0
disagree

15
(50%)
6
(20%)
5
(16.7%)
8
(26.7%)
5
(16.7%)
4
(20%)
8
(26.7%)
7
(23.3%)
11
(36.7%)
2
(6.7%)
2
(6.7%)
28
(93.3%)

0
1
(3.3%)
1
(3.3%)

3.5. Comparison of Participants’ care satisfaction rating.
Wilcoxon W Test yielded statistically significant
results for only one aspect of satisfaction. Participants at
the public hospital were more satisfied with the
information given by the nurse about what is expected
before and after surgery (z=-2.61, p=0.009) compared to a

13
(43.3%)
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private hospital. All the other aspects of care satisfaction
had p-values of greater than 0.05, meaning that there were
no significant differences, (Table 5).
Table 5: Comparison of participants’ care satisfaction
rating
Care satisfaction
Test Statistics
statements
Wilcoxon
ZSig.
W Test
statistics (2-tailed)
1. The nurse who
prepared me for
theater gave
337.000
-1.932
0.053
satisfactory
information about
my operation.
2. My questions
462.500
-0.038
0.970
regarding theater
were well
answered
3. I was given
enough
information of
288.000
-2.619
0.009*
what is expected of
me before and
after surgery by
the nurse
4. I was able to
manage pain very 417.000
-0.714
0.475
well postoperatively
5. I can say my
surgical experience 427.000
-0.578
0.563
was very good
6. Do you think a
nurse from theater 369.000
-1.937
0.053
should visit you
pre-operatively
a. Grouping Variable: Health facility
* level of significance at p=0.05
Overall, all participants were satisfied with the care
rendered thus reflecting on the quality of care rendered
according to (Al Emadi et al., 2009). Mitchell (2008)
argues that ‘Patient interaction with the nurse and
anesthetist prior to surgery is vital as [he or she] frequently
seeks answers to a number of questions’. Although in the
case of this study, the emergency situation barely allowed
for enough interaction between the nurses and the patients.
However, from the researcher's experience in public and
private hospitals, the differences may be attributed to the
hospital differences. This is because nurses in private
setting discuss with their patients discreetly with respect to
the disclosures by the patients’ private doctors compared to
patients in public hospitals who are attended to by general
doctors.
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Conclusion:
Patients undergoing emergency caesarean section
under the study were satisfied with the preoperative
nursing care rendered despite being very anxious
especially in the preoperative phase and regardless of
demographic characteristics and the type of the hospital
where care was delivered.
Recommendation
There is a need for continuous evaluation of
nursing care in emergency surgeries for quality audits.
There is need to explore and to develop a protocol
for critical information to be skillfully shared out with
patients during emergency surgery within the limited time
available in order to further allay anxiety and further
enhance care satisfaction.
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