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Abstract

A caesarean section is an incision of the abdomen and uterine walls to deliver
the foetus. An emergency caesarean section may be performed if complications
during pregnancy or labour arise. Various indications such as abnormal
presentation, a previous caesarean section, and other related conditions may
need an elective caesarean section. In South Africa, the national average
caesarean section rate between 2015 and 2016 was 26.2 per cent, whereas the
rate in district hospitals was 24.1 per cent. At a community hospital in the City
of Tshwane, the caesarean section rate of 32 per cent in 2015 was recorded as
high. The aim of this research was to explore and to describe patients’ lived
experiences of the care provided before and after a caesarean section in the City
of Tshwane, Gauteng, South Africa. To achieve the aim of the study, a
gualitative, exploratory, descriptive study was conducted. The sampling method
used was purposive, and the sample size was determined by data saturation. An
interview schedule was used to collect the data. The study concluded that some
women were satisfied with the care provided, whereas the majority were
dissatisfied. The need for strategies to improve such care provided by nurses
and midwives was highlighted. Multidisciplinary teams have to acknowledge
gaps and develop effective strategies to motivate nurses and midwives in the
workplace to provide quality care. Research should be conducted to design an
effective nursing framework for caesarean section care.
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Introduction and Background

The World Health Organization (WHO 2015) states that caesarean section rates should
not exceed 10 per cent to 15 per cent of the entire population in a country. According to
Koffi et al. (2017, 1137), the caesarean section rates at hospitals in Cairo, Egypt, were
between 35.2 per cent and 52.1 per cent in 2014. The caesarean section rate in Tanzania
increased from 19 per cent to 49 per cent in the decade leading up to 2013. In addition,
Koffi et al. (2017, 1134) found that emergency caesarean section rates had increased to
69.9 per cent in the total study population of hospitals situated in the Ivory Coast. Hoxha
et al. (2017, 1) argue that caesarean sections are performed more often in private
hospitals for profit, as compared to those in public non-profit hospitals. The researchers
observed that despite the increasing number of caesarean sections, the quality of care
provided to these patients before and after caesarean section needs improvement.

The WHO (2016) defines quality of care as the provision of healthcare services that
improve and meet the desired outcomes of healthcare users. The quality of care can be
enhanced by providing fair, patient-centred care, reducing harm, avoiding preventable
injuries, providing evidence-based care, and delivering healthcare services in a cost-
effective manner. It is vital for doctors and midwives to explain the indications for a
caesarean section to patients in plain language. Should the mother request a normal
vaginal delivery after a previous caesarean delivery, she must be given the opportunity.
However, the mother should be informed about the risks involved (Koffi et al.
2017, 1134). According to the Guidelines for Maternity Care in South Africa (2015, 56),
a caesarean section may cause various complications such as sepsis, haemorrhage,
injury to the bladder, and the formation of emboli. Moreover, future pregnancy may
place the mother at risk for placenta praevia, placenta accreta, hysterectomy, ectopic
pregnancy, and miscarriage. The National Department of Health (2014, 10) has
developed a strategic plan to improve the health status of the population through the
promotion of a healthy lifestyle, prevention of illness, and improvement of service
delivery.

The National Department of Health (2013, 32) states that breastfeeding should be
initiated early post-delivery. When medical conditions present and the mother and infant
are separated post-delivery, a breastmilk substitute may be given to the infant for a day
or two while the mother recovers in the post-natal unit. The South African Nursing
Council (1984) emphasises that a registered midwife has the responsibility to provide
scientific procedures related to the care of the mother and the infant during pregnancy,
labour, and puerperium. The researchers observed that patients who had an emergency
or elective caesarean needed improved quality and sensitive care before and after the
operation, and assistance to adjust to the reality of post-operative effects. The findings
of this study will guide the nursing and midwifery profession on the way in which to
improve the quality of care provided to patients before and after a caesarean section.
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Purpose and Objective of the Study

The purpose of the study was to explore and describe patients’ lived experiences of the
care provided before and after a caesarean section in the City of Tshwane, Gauteng.

Methods

A qualitative, exploratory and descriptive design was adopted to explore and describe
the lived experiences of women of the care provided before and after a caesarean section
in the City of Tshwane, Gauteng. The women had had caesarean sections at different
hospital levels (district, regional, and tertiary hospitals) in the City of Tshwane, and had
been discharged to attend local clinics for follow-up visits. Data collection was done at
the local clinics where postnatal care is provided to women who attended the follow-up
care programme. Purposive sampling was used, and the inclusion criteria were
participants who had a caesarean section in the current perinatal period, were 18 years
old and older, willing to participate, and able to communicate in English, Setswana,
Sepedi, or Northern Sotho. The sample size was 11 participants, as determined by data
saturation.

The data collection method was individual in-depth interviews using an interview
schedule that consisted of two sections. Section A gathered specific biographical
information that described the population, which included age, gravidity, parity, number
of caesarean sections, and indications for the caesarean section. This information was
used to contextualise the findings. Section B consisted of one central question: “Please
tell me how you experienced the care given to you before and after the caesarean section
during the current perinatal period.” The central question was followed by probes,
paraphrasing, and reflections. Three interviews were conducted as a pilot study to test
the skills of the interviewer, the interview schedule, the time required to conduct the
interviews, the suitability of the environment, and the chosen data analysis approach.
After pretesting, problems were identified, and the interview schedule was modified to
improve the quality of data collection.

Trustworthiness

Trustworthiness is projected to maintain validity and reliability in a qualitative study.
The primary principles of trustworthiness are credibility, transferability, dependability
and confirmability (Table 1) (Botma et al. 2010, 292).
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Table 1: Strategies to enhance trustworthiness in qualitative data

Trustworthiness | Criteria Application

values

Credibility Building The principal researcher built a trusting
rapport with and pleasant relationship to gain

the participants | confidence and trust. The interviews
were conducted in private rooms.
Flexibility The sample size was determined by
data saturation.

Dominion of The researcher had a BTech in nursing
the researcher | science, a postgraduate diploma in
public health, and four years’
experience in a maternity unit.

Peer review The Faculty Research and Innovative
Committee approved the study.

The Ethics Committee of Tshwane
University of Technology analysed the
study.

A colloguium before peers allowed
peers to evaluate the study.
Transferability Stability The interview schedule was piloted
before starting with data collection.
Data gathering arrangements were
made for participants to be interviewed
until data saturation was achieved. The
research results can be transferred to
similar situations.

Dependability Inquiry audit The interpretations of the findings are
supported by the data collected.
Confirmability Independent An experienced co-coder was used.
coder

Ethical Considerations

The application letters and the research proposal were submitted to the Tshwane
University of Technology, and the Tshwane Research committee for their approval.
Ethical clearance was obtained from the Faculty Committee for Ethics of the Tshwane
University of Technology (FCRE 2018/09/06(02) (SCI), and the Tshwane Research
Committee granted a clearance certificate (Letter reference: GP 201902039).
Permission to conduct the study at the local clinics was granted by the managers of the
Tshwane District Clinics at Phedisong 4, Skinner and Danville. The information
obtained from the participants was kept confidential, and no information was used to
exploit a particular institution. The names of the participants were not included in the
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data collection tools. The information leaflets were translated into the participants’
languages. The participants were recruited for voluntary participation in the study. They
were informed in advance that the interviews would be audio recorded. The participants’
autonomy was respected. Before participating, the women were given information about
the study in a private room, and their role of participation was explained. Those who
agreed to participate were given consent forms to sign to confirm their willingness to
participate in the study.

Analysis

Data analysis started after the first interview was completed. All audio-taped data were
listened to and trancribed verbatim (Botma et al. 2010, 214). The data analysis followed
Tesch’s eight-step approach of content analysis (Creswell and Creswell 2017, 311).
This approach includes making sense of the data, analysing the transcriptions, listing
the topics, assembling the data, and re-coding the existing data.

Findings of the Study

The participants were identified by using letters of the alphabet to protect their identities
and to give significance to their responses. This section provides the findings and
discusses the themes and subthemes generated from the transcriptions. The themes were
elective and emergency caesarean sections, reflections on peri-operative care,
reflections on post-operative care, and improving quality of care. The themes and
subthemes are outlined in Table 2.

Table 2: Themes and subthemes

Theme Subthemes
Elective and emergency caesarean | Indications related to the mother
section Indications related to the foetus

Reflections on peri-operative care Mixed emotions and pain

Poor nursing care and support
Reflections on post-operative care | Negative and positive reflections
Breastfeeding reflections

Improving quality of care Information provided to the mothers
Support and monitoring

Theme 1: Elective and Emergency Caesarean Sections

The results indicated that all 11 participants were informed about the indications for a
caesarean section. The findings from the study revealed subthemes of the emergency
and elective caesarean sections. The participants who had an emergency caesarean
section expressed their disappointment and the feeling of being unprepared for this
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major procedure. However, they emphasised that, amid the unpleasant emotions, they
gained courage by the thought of having a baby that is alive. The participants who had
a planned caesarean section believed that it was impossible to have a normal vaginal
delivery owing to a previous caesarean section or breech presentation. Some of the
narratives are as follows:

They were inducing me so it failed. They were giving me medication to drink but, it
failed. (Participant J (22 years, G1 P1))

I was actually going to deliver naturally, my time was overdue, | was in labour for a
long time so, | had emergency caesar. | was transferred to another hospital, immediately
when | arrived there. | signed the form for C-section. (Participant A (25 years, G1 P1))

It was my second caesar . . . they told me it’s possible to have the baby normal delivery
they gave me a date for caesar delivery. (Participant B (33 years, G2 P2))

The baby was tired; they said my baby was stressing. | was not ready especially that I
didn’t have any complications during pregnancy. They were saying if they take too
much time | could lose the baby. (Participant G (27 years, G1 P1))

The buttocks were coming out first. My baby was not in a normal position. At that time,
I just wanted everything to be done. Then I signed the consent. (Participant C (27 years,
G1P1))

Theme 2: Reflections on Peri-Operative Care

The participants expressed that being in theatre was not a pleasant experience because
the outcomes were unpredictable owing to the nature of the operation. However, once
the baby was born, the participants experienced relief, joy, and happiness to see the baby
alive. The participants explained that the midwives and doctors were supportive and
comforting in theatre. The participants whose babies were transferred urgently to the
neonatal intensive care unit (NICU) expressed the feeling of being relieved to see the
baby alive, but worried about the sudden transfer without bonding with the baby
immediately after birth. The subthemes were experiences of mixed emotions, pain and
miscommunication. The findings in the current study showed that some patients did not
expect to be told to be active and walk around to prevent complications arising from
continued bedrest. They expressed their views as follows:

It was scary in theatre. | just wanted the baby to come and be over it actually, they
showed me my baby and then they did the skin on skin on my chest. So, when the nurses
showed me my baby, I couldn’t believe it. (Participant F (24 years, G1 P1))

After my baby was born, | just heard the doctor telling the nurse to take the baby to the
ICU and then I got worried. The baby was taken from there at that time and | saw my
baby after five o’clock in the afternoon. I was worried about my baby’s conditions.
(Participant E (40 years, G2 P2))
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When the baby was delivered, they showed me the bottom part of my baby, they showed
me the gender and then they took my baby. I didn’t do the skin-to-skin with the baby. |
was happy that | finally delivered after such a long time. (Participant J (22 years, G1 P1))

I asked that can I please hold the baby. The nurse, didn’t give me the baby. She was like
no, we will bring the baby inside the ward and everything. So | said to myself, okay it
is not a private hospital. If I paid them, they were going to do it. I didn’t have a problem
with anyone; | was fine, | was happy that | had my baby. (Participant C (27 years,
G1P1))

My baby was admitted in another ward, so they discharged me and told me to go where
the baby. I was not asking for any medication nurse were giving me pain medication.
The only thing they assisted me with every day is that a nurse took me where my baby
was after two days, it was only after the sister in charge who was there spoke to the

sisters and in fact, she was upset on why they didn’t take me to the baby. (Participant D
(43 years, G3 P3))

| was given medications and assessed my body to check if am fine. I believe they didn’t
tell more information thinking | know since it is not my first baby. No information was
provided post-delivery on what will happen. Just because we don’t ask them anything it
doesn’t mean we are fine. Sometimes, because of the attitude we get, we are afraid to
ask for help. (Participant K (29 years, G2 P1 previous termination of pregnancy))

Theme 3: Reflections on Post-Operative Care

The subthemes that emerged from post-operative care were positive and negative
reflections. The participants who had an emergency caesarean section mentioned that
the post-delivery care and routine were unexpected. Mobility was restricted for six to
eight hours, and they were not allowed to eat or drink fluids after delivery. All
participants reported that they were expected to have bedrest and to mobilise after six
to eight hours in the postnatal unit. The participants mentioned that they received warm
blankets and that the room was warm for the baby. They furthermore explained that they
did not expect to feel intensive pain after delivery. Although pain medications were
administered regularly, the pain was persistent.

Most of the participants mentioned that breastfeeding was done in a lateral position on
the bed before mobility was initiated. They added that it was difficult to attach the baby
to their breast, as sometimes the baby would be restless. Difficulties in breastfeeding
were related to poor attachment, position restriction and pain. Rooming was practiced
as the mothers were sleeping with or next to the baby. Some participants mentioned that
nurses and midwives would come and help with the baby, but it was not done regularly.
However, a demonstration of attachment of the baby to the breast was done. Most of the
participants stated that it was difficult to adjust to a supine position and emphasised that
nurses and midwives should help with infant-feeding and nappy changing. A few
participants formula-fed their babies owing to poor lactation.



Mudau, Ramukumba and Masala-Chokwe

The participants whose babies were admitted to the NICU expressed the frustration of
not being updated about the condition of the baby, which led to more concerns and
worries. The participants who had an elective caesarean explained that their treatment
had not improved. If the treatment were similar to previous post-delivery care, or if it
were possible to have a normal vaginal delivery, the situation could have been different.
The following are some of the reflections by the participants:

No information was provided post-delivery on what will happen. Just because we don’t
ask them anything it doesn’t mean we are fine. Sometimes, because of the attitude we
get, we are afraid to ask for help. (Participant K (29 years, G2 P1 previous termination
of pregnancy))

It was painful; | was supposed to stand up after six to eight hours too. It was harder first
but now it is normal, | had to do it, they told me to clean the cord with the surgical spirit.
(Participant H (21 years, G1 P1))

I felt neglected by the staff because, they didn’t care about my feelings and I just . . . it’s
caesar its major and | have to be taken care of. They have to ask if | need assistance
then, I can respond to that. I feel like you can’t complain whatever you feel there you
just keep quiet, you just push time so that you can leave. (Participant F (24 years,
G1P1))

The following morning a nurse took me to neonatal ward to breastfeed my baby. They
asked me to try and stand up and walk around the nurse was with me. They taught me
how to attach the baby on the breast then | continued. The nurses assisted me to care for
the baby and dress the baby. It was painful after giving birth, they were giving me
injections and pills for the pain. They showed me how to clean the cord. (Participant A
(25 years, G1 P1))

The nursing students showed me how to attach the baby on the breast the nurses, said |
can sleep for an hour before walking and then | slept for 1 hour and 30 minutes and |
stood up afterwards. | was given a drip stand to balance my body to mobilise. They said
I should pour surgical spirit on a cotton and clean the cord. (Participant | (24 years, G1
P1))

The nurses taught me how to breastfeed ... | was on bedrest on the day after the
operation and the following day the nurses said | can start walking around. It was my
responsibility as the mother and | had to look after my baby. (Participant E (40 years,
G2 P2))

The nurse came and said feed the baby, they would attach him on the breast and he
would suck. It was difficult because it was the first time but she helped me. They brought
a chair and said | have to sit on it, the nurse assisted me to get off the bed and sit on the
chair. So, I had to walk, it was not easy. They don’t assist you. They want you to do it
yourself. (Participant C (27 years, G1 P1))
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Theme 4: Improving Quality of Care

According to the results, the subtheme that emerged was support. Women emphasised
that there was insufficient provision of information. All participants knew the
indications for their caesarean sections; however, they did not understand what the
diagnoses meant. The study results indicated that, post-delivery, patients were not
informed about possible complications related to the caesarean section. The participants
expressed that some nurses and midwives were professional and helpful, but that a few
had a negative attitude and made it difficult for them to ask for assistance. The
participants suggested an improvement in promoting comfort, independence,
management of pain, initiation of mobility, infant feeding, and cord care. Some of the
narratives are as follows:

| think they need to explain everything in full because, sometimes | wonder, why
couldn’t I have normal delivery. They know more than me so, you just do whatever they
say, so | think they can explain nicely for us to understand, what they are doing.
(Participant D (43 years, G3 P3))

Maybe they could just offer mothers with depression counselling . . . | would preferred
them to ask me if I am ok and how do you feel everyday, they should just be really nice
to patients and be thoughtful. (Participant H (21 years, G1 P1))

They should constantly check the patients, while we are sleeping. There should be
someone who monitors the mothers with their babies and check if they are not sick or
to ask if patients needs something. (Participant | (24 years, G1 P1))

Discussion
Theme 1: Elective and Emergency Caesarean Sections

Bhandar (2017, 286), in a study conducted in Nepal, showed that common indications
for a caesarean section were foetal distress, obstructed labour, failed induction,
prolonged second stage of labour, antepartum haemorrhage, previous caesarean section,
multiple pregnancies, malpresentations, and medical-related conditions. There are
similarities of this study and the current study. The study conducted in Nigeria by Panti
et al. (2018, 25) showed that a caesarean section performed as an obstetric emergency
intervention may prevent foetal and maternal morbidity and mortality. The study further
agreed that previous experiences and cultural factors may influence an individual’s
perception about a caesarean section. Furthermore, Anikwe et al. (2019, 2668), in a
study conducted in South East Nigeria, found that respondents who had an emergency
caesarean section were disappointed by the reality that a normal vaginal delivery attempt
had failed and that the last resort was a caesarean section to save the baby.
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Theme 2: Peri-Operative Care

In a study conducted by Lanning et al. (2019, 112) in the United States of America
(USA), the findings indicated a need to support the initiation of skin-to-skin after
caesarean sections in theatre as even though nurses and midwives were committed to
initiate skin-to-skin in the operating room, staff shortages and workloads were identified
as challenges to maintaining the practice. However, in the current study, the nurses and
midwives did the skin-to-skin practice in the ward, although a few women were given
the opportunity to perform the practice in theatre.

Armbrust et al. (2016, 163) conducted a study in Germany which showed that indeed it
was a routine practice during a caesarean section that, after a surgeon cut the umbilical
cord, the baby was handed over to the midwife and examined before being shown to the
mother. After vaginal delivery, however, the baby was given directly to the mother to
promote early skin-to-skin contact. Early promotion of interaction between the mother
and child has a progressive impact, as it promotes mother-baby bonding and
breastfeeding. In the current study findings, the mother and new born bonding was done
minimally. In the cases of some women, the promotion of bonding was done early post-
delivery, whereas for a few others it took more than an hour for the mother to see the
baby owing to theatre procedures, which worsened the delay in bonding.

A descriptive cross-sectional study conducted in Pakistan by Vusqa, Liagat, and Safdar
(2019, 1521) revealed that the majority of women who had a caesarean section under
regional anaesthesia reported that positive conversations among the multidisciplinary
team in theatre were very helpful to ease their anxiety and fears. Moreover, the
awareness of the surroundings during the operation had a positive influence on the
psychological and emotional well-being of the patients. The current study findings agree
and show that the women regarded the conversations with the multidisciplinary team as
helpful and that they reduced levels of frustration.

Theme 3: Post-Operative Care

The participants were able to share post-operative care experiences. A helping-trusting
human care relationship is essential to transpersonal caring and the expression of both
positive and negative feelings in the nurse—patient relationship (Alharbi and Baker
2020, 6).

In a study conducted in Ireland by Nagal and Farrely (2018, 84), it was found that nurses
would focus more on physical well-being and were less concerned about the emotional
well-being of the patients. Owing to the increased workload of the nursing staff, the
women hesitated to ask for the assistance they needed. Nurses should recognise patients’
basic needs during the pre-, peri-, and post-operative period, and offer support and
information. Nurses should recognise that internal and external environments influence
the health and illness of a patient. The above study had similar findings to the current
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study findings that most participants felt the information provided was insufficient, and
that there was a lack of emotional support from the nurses and midwives.

Badr et al. (2018, 22) conducted a study in the USA which emphasised that 79 per cent
of mothers who experienced depression two to three days post-partum were mothers
with babies transferred to the NICU. However, various other factors contributed to post-
partum depression such as complications during pregnancy, labour, lack of social
support, and history of depression. Pain is one of the symptoms that women experienced
as unpleasant and challenging and needs to be managed sufficiently. The findings
complement current study findings as women who were separated from their babies
were anxious, worried and frustrated by not knowing about the condition of their babies.
Simultaneously, the women experienced absence of emotional support from the nurses
and midwives which made it difficult for them to adjust to post-operative effects and
which in turn made the healing process challenging.

A cohort comprehensive study conducted by Ples et al. (2018, 72) in Romania supported
that 30.9 per cent of patients who had a caesarean section mentioned that the pain
intensity decreased from the third day post-delivery. The current study had similar
findings in which the majority of women mentioned poor pain management, and
elaborated that even though they were informed that they have been given pain
medications, the pain was persistent.

A qualitative study was conducted to investigate stress management in NICUs in Iran
(Heidari, Hasanpour, and Fooladi 2017, 29) which also agrees with the current study
that disrupting parent—infant bonding created anxiety, emotional detachment, and stress
for the parents. Moreover, the lack of information regarding the condition of the baby
may lead to anxiety and frustration for the partner and the family. Mothers with babies
admitted to the NICU also need sympathy and assistance, including updates on
treatment from the medical staff.

Theme 4: Improving Quality of Care

The study results showed that most of the participants felt that they were not adequately
supported emotionally stating that the nurses were more concerned about caring for the
operation site. The participants also felt that the information provided was insufficient.
They elaborated that nurses should be available when needed by patients as all patients
have unique needs. The study by Bernstein and Teigen (2017, 6) in the USA has similar
suggestions to the current study findings about the importance of psychological
preparation. This study findings emphasised that patients needed to be educated and
well informed before the caesarean section. Education and information can be initiated
at an appropriate literacy level during antenatal visits. Bernstein and Teigen (2017)
further elaborate that, in some circumstances of an emergency caesarean section,
information or education omitted can still be explained to the patient in theatre, during
postnatal care, or upon discharge.

11
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Srivastava et al. (2015, 10) conducted a study in India which complements the current
study findings found that maternal satisfaction in the hospital is influenced by various
factors including good building infrastructure with water supply, electricity, beds,
cleanliness, adequate room space, seating arrangements, and the availability of doctors,
midwives, and nurses at all times. A descriptive cross-sectional study by Stellenberg
and Abrahams (2015, 4) in South Africa further elaborates that maternal satisfaction
care can be improved through therapeutic communication, which included listening
skills, politeness, prompt pain relief, kindness, approachability, smiling, and good
caring behaviour. Anikwe et al. (2019, 2664) emphasised that nurses should have an
active engagement whereby information about matters such as infant feeding, pain
management, early mobility, and oral intake is well communicated.

Limitations of the Study

The data collection took longer than anticipated, as babies were prioritised during the
data collection. The data collection method was self-report, which could lead to recall
bias. The data gathering probing did not include experiences of the patients of the care
provided by the doctors and other multidisciplinary team members, before and after the
caesarean section birth.

Recommendations
Nursing Practice

Good communication is the way to identify the needs of patients. Therefore, health
education should be provided throughout the antenatal, labour, and postnatal period
until discharge. Health professionals and family need to provide continuous emotional
and psychosocial support. Counselling services should be offered by trained
professionals to help with various challenging situations. Support groups should be
encouraged to empower and help women to deal with or overcome experienced
challenges.

Nursing Education

The nursing education curriculum should focus on improving health education,
communication, and teaching skills on caring for patients before and after a caesarean
section. There should be regular in-service training programmes to educate nursing
students, nurses, and midwives to develop effective communication, health, and
teaching skills to deal with patients and families.

Nursing Research

There is a need for more studies on a greater scale in various parts of South Africa so
comparisons can be made between representative results. Further studies need to be
conducted on the care provided by the other multidisciplinary team members to
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complete a plan for improved quality care. More studies need to be conducted on the
prevalence and management of pain after a caesarean section. Research should be
conducted to design a nursing and midwifery framework on caring for women before
and after a caesarean section.

Conclusion

The study described and explored patients’ lived experiences of care before and after a
caesarean section. The factors influencing the quality of care were related to the
insufficient provision of information or health education related to the health condition
of the mother and the infant. The participants reported poor support and lack of
assistance from nurses and midwives, and persistent pain even after the administration
of pain medications. Moreover, the study revealed the importance of quality care that
involves good communication with patients, listening attentively to patients, and
involving the family in decision-making. Effective communication is the key to
identifying women’s expectations regarding care.
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