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ABSTRACT 

 

Background: Emergency Cesarean section is the most common major surgical procedure in 

Africa and anesthesia is required for Cesarean sections. 

Aim: The aim of the study was to describe the actions of the perioperative team, with the 

main objective on the nurse anesthetist during a Cesarean section in Ghana.  

Methods: An ethnographic design with unstructed participant observations was carried out 

for this qualitative study. This overt descriptive study was carried out during 2 weeks in 

January 2011 at the Oda Government Hospital in Akim-Oda in Ghana. The content was 

analyzed through thematic content analysis based on field notes. 

Results: During 7 observations the writers found that the nurse anesthetists at the work alone 

without an anesthesiologist. The content analysis identified 5 different categories of the nurse 

anesthetists practice and the surgical team during a Cesarean section: Work environment, 

Care and treatment of the patient, Resources, Hygiene, Safety and security. 

Conclusion: The different treatment of the patient in Ghana and in Sweden was substantial. 

However; the writers found the working environment for the nurse anesthetist to be 

functioning, with limited means and resources.  

Keywords: Cesarean section, Ghana, nurse anesthetist, developing country, anesthesia. 
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SAMMANFATTNING 

 

Bakgrund: Akut Kejsarsnitt är det vanligaste större kirurgiska ingrepp i Afrika och anestesi 

krävs för Kejsarsnitt. 

Syfte: Syftet med studien var att beskriva åtgärderna av ett perioperativ team, med 

huvudfokus på anestesisjuksköterskan, under ett Kejsarsnitt i Ghana. 

Metod: En etnografisk design med ostrukturerade deltagande observationer utfördes för 

denna kvalitativa studie. Studien genomfördes under 2 veckor i januari 2011 på Oda regions 

sjukhus i Akim-Oda i Ghana.  Innehållet analyserades genom tematiska innehållsanalyser av 

field notes.  

Resultat: Vid 7 observationer fann författarna att anestesisjuksköterskan arbetade ensam utan 

en anestesiolog. Innehållsanalysen uppvisade 5 olika kategorier av anestesisjuksköterskans 

praxis och det kirurgiska teamet under ett Kejsarsnitt. Arbetsmiljö, vård och behandling av 

patienten, resurser, hygien, säkerhet och trygghet.  

Slutsats: Behandlingen av patienten jämfört med vården som ges till patienter i Sverige var 

märkbart annorlunda . Trots detta fann författarna att arbetsmiljön för anestesisjuksköterskan 

fungerade, med begränsade medel och resurser.   

Nyckelord: Kejsarsnitt, Ghana, anestesi sjuksköterska, utvecklingsland, anestesi. 
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JUSTIFICATION 

 

The writers attend a course for a Graduated Diploma in Specialist Nursing in Anesthesiology 

at the Red Cross University College of Nursing in Stockholm, Sweden. The Red Cross name 

is widely known for its support for developing countries and the writers acknowledges this. 

Different cultures have different approaches to the role of a nurse anesthetist and it is thinly 

described in literature worldwide according to the writer’s research. From clinical practice the 

writers has gotten experiences from surgical procedures, for instances, Cesarean sections. 

From the day the writers graduate, and will start working as nurse anesthetics, we will come 

in contact with patients and staff from numerous other cultures and countries. Consequently, 

it is the writer’s belief that it is important to enhance our knowledge of the nurse anesthetists 

nursing across our borders. 

 

INTRODUCTION 

 

Every year an estimated 500 000 women die worldwide as a result of childbirth and/or 

pregnancy. The majority of these deaths occur in sub-Saharan region or in the southern Asia 

(Clyburn, Morris & Hall, 2007). Ghana is a developing country located in the western part of 

Africa (Briggs, 2010) where the maternal mortality is 560 women per 100 000 pregnancies, 

compared to Sweden where the number is 3 out of 100 000 (Globalis, 2010). Maternal deaths 

are those that are causally and temporally related to pregnancy. The most common causes of 

maternal death worldwide are hemorrhage, hypertensive diseases and sepsis (Clyburn, Morris 

& Hall, 2007). The Millennium Developing Goals (MDG) were declared by 191 countries of 

the United Nations [UN] in the year 2000 (UN, 2011) and maternal health is one issue that is 

targeted by the World Health Organization [WHO] (WHO, 2010; Odén, 2006).  

 

Emergency Cesarean section is the most common major surgical procedure in Africa, and 

anesthesia is essential for a Cesarean section procedure (Clyburn, Morris & Hall, 2007). 

Regional anesthesia for Cesarean section is recommended because it among other things 

reduces the risk for the mother and there is a lesser amount of medication that can be 

transferred to the fetus (Hansen, Kahn & Skwarek, 2010; Miller, 2005).  The nurse anesthetist 

is responsible for independently induce, uphold and terminate anesthesia with the supervision 

of an anesthesiologist (Riksföreningen för anestesi och intensivvård [ANIVA] & 

Svensksjuksköterskeförening [SSF], 2008).  
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BACKGROUND 

 

Ghana 

Ghana has been independent from Great Britain since 1957 and is a republic with a 

population of 23, 5 million people where the life expectancy of men and women combined are 

59 years (Briggs, 2010).Ghana has a public health system that was established in 1996 with 

the latest changes in 2006 with the aim of creating a health system that is impartial, efficient, 

accessible and responsible. The health system is organized in three levels a national level, a 

regional level and a district level. Most of the health care is provided by the government 

(Ghana Health Service, 2011). The maternal mortality in Ghana is 560 women per 100 000 

compared to Sweden that has a maternal mortality of 3 women out of 100 000 (Globalis, 

2010). Cesarean section is common in Ghana where 4, 18 percent of all deliveries were made 

by Cesarean section in the year of 2003 (Ronsmans, Holtz and Stanton, 2006). 

 

The Oda Government Hospital- a district hospital 

The Oda Government Hospital is located in Akim-Oda 94 km from Accra, the main capital of 

Ghana. The hospital is a district hospital with the capacity of total 146 patients, of which 50 is 

located in the maternity ward. The hospital has one Surgical Department with one Operation 

Theater that was built in the 1920s. If there are two operations that have to be done 

simultaneously there will be triage of the patients based on urgency. The staff at the hospital 

is only capable to perform one surgery at the time. Cesarean sections are a common 

procedure, and the hospital can perform up to five Cesarean sections a day, if necessary. 

There are three nurse anesthetists employed at the hospital, nonetheless, there are no 

anesthesiologists. The nurse anesthetist education consists of a three-year long basic nurse 

education and one-year specialized anesthetist training (N.N. personal communication, 

January 10, 2011). 

 

The nurse anesthetist and anesthesia 

Anesthesiology is the practice of medicine devoted to the relief of pain and overall care of the 

surgical patient before, during and after surgery (American Society of Anesthesiologists 

[ASA], 2011a). Nursing refers to autonomous and mutual care of different individuals 

everywhere at all times. Nursing encompasses prevention of illness, the promotion of health, 

and the care of disabled, ill and/or dying people. Encouragement, research, promotion of a 

safe environment, participation in creating health policies and in health and patients system 
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managements and education are also important factors in the nursing roles. (International 

Council of Nurses [ICN], 2010) The term nurse anesthetistis defined byANIVA and SSF as a 

Registered Nurse with a Graduate Diploma in Specialist Nursing in Anesthesiology. The 

nurse anesthetist is responsible for independently induce, uphold and terminate general 

anesthesia, with the supervision from an anesthesiologist (a doctor specialized in 

anesthesiology) (ANIVA & SSF, 2008) who has the main medical liability and is responsible 

for performing the ASA-classification (ASA, 2011b).The nurse anesthetist is required to have 

an excellent knowledge of nursing science and medicine, since the major work area for the 

nurse anesthetist is anesthesiological care. Also, expertise is required of, among other things, 

working environment, moral principles, medical knowledge, laws and regulations, and 

knowledge of work at locations of major accidents and catastrophes in peace and war. It is 

important for the nurse anesthetist to, as soon as possible, create a trusting environment for 

the patient, also the nurse anesthetist should strive for helping the patient to maintain the 

patients integrity and feeling of not losing control over their body during the surgery 

(ANIVA& SSF, 2008). It is up to the nurse anesthetist to give the patient a feeling of security 

and safety (Hovind, 2006; ANIVA & SSF 2008).The role of the nurse anesthetists is to 

promote safe surgery extends beyond the operating room, and includes optimizing co-existing 

medical conditions and providing pain relief and appropriate medical management and 

resuscitation in trauma and obstetrics, and in many other aspects of acute care (Cherian, 

Merry & Wilson, 2007).  

 

It is generally recommended that an anesthesiologist and a nurse anesthetist should always be 

present during a Cesarean section during the peroperative part of the procedure. The nurse 

anesthetistshould keep the focus on the peroperative care (Irestedt, Halldin&Lindahl, 2008). 

and the anesthesiologist should have the overall medical responsibility (Svensk Förening för 

Anestesi och Intensivvård, [SFAI], 2011). The term peroperative care is defined as the 

patients care and nursing that is performed by nurse anesthetists and theater nurses from when 

the patient enters the Operation Theater and until the patient leaves the Operation Theater 

(Holm & Hansen, 1998). The peroperative care is mainly focused on the patients needs in the 

operative environment (Hovind, 2006). 

 

Anesthesia is required for Cesarean section. In most sub-Saharan Africa, anesthesiologists are 

only found in larger urban hospitals. The vast majority of nurse anesthetists is working alone, 

unsupervised and often with limited training. Emergency Cesarean section is the most 



8 

 

common major surgical procedure in Africa (Clyburn, Morris & Hall, 2007).Anesthesia is 

still very underdeveloped in West Africa and anesthetist are poorly paid and not held in very 

high regard by their surgical colleges (Morris, Clyburn, Harries, Rees, Sewell & Hall, 

2007).For instance, in Ghana there are approximately 50000 anesthesia cases per year and the 

country has 10 anesthesiologists and 201 nurse anesthetists registered (International 

Federation of Nurse Anesthetists, [IFNA], 2011). 

 

Maternal mortality 

The World Health Organization has labeled maternal health as one of the issues to focus on in 

the Millennium Development Goals (MDG). The United Nations (UN) stated the MDG in 

September 2000 (UN, 2011; Clyburn, Morris & Hall, 2007; Odén, 2006). These goals focus 

on: the reduction of poverty in the world and pointed out a unified path for these goals with a 

particular focus on human rights, prevention of international conflicts and the existence of a 

democratic society government (UN, 2011; Odén, 2006). One specific goal is to minimize the 

maternal mortality by 75% in 25 years between 1990 and 2015 (UN, 2011; SIDA, 2011). The 

term maternal mortality is specified as follows: 

 

The death of a woman while pregnant or within 42 days of termination of pregnancy, 

irrespective of the duration and site of the pregnancy, from any cause related to or 

aggravated by the pregnancy or its management but not from accidental or incidental 

causes (Department of Reproductive Health and Research World Health 

Organization, 2010, p. 4). 

 

Around 1870 the deaths among pregnant women was more than 600 per 100 000 in the 

industrialized part of the world (De Brouwere, Tonglet& Van Lerberghe, 1998). There are 

more than 500 000 preventable maternal deaths worldwide each year today, (De Brouwere, 

Richard, Witter, 2010) and more than 50 % of these women die because the lack of skilled 

medical professionals and there is an absence of efficient emergency care (SIDA, 2010). In 

Sweden the maternal death started to decline at the end of the 19
th

 century due to the 

introduction of well-trained midwives and, most importantly, the enforcement of systematic 

use of sterile methods during labor including Cesarean sections (De Brouwere, Tonglet & 

Van Lerberghe, 1998). Less than 46% of the deliveries in sub-Saharan Africa are performed 

with a skilled attendant. A traditional birth attendant does not have the proper means to handle 

an emergency situation such as a hemorrhage or a sepsis (Clyburn, Morris & Hall, 2007). 

 



9 

 

In Northern Europe the maternal mortality rate is one out of 30 000 woman (Clyburn, Morris 

& Hall, 2007). In the sub-Saharan countries there is a high mortal risk associated to 

pregnancy and childbirth and the statistics shows that one out of 22 women die due to their 

pregnancy and childbirth, (SIDA, 2010). The most common reason of maternal death is 

hemorrhage, which is also the most common reason for maternal mortality worldwide 

(Clyburn, Morris & Hall, 2007). The numbers for maternal mortality has not changed the last 

20 years (SIDA, 2011; Clyburn, Morris & Hall, 2007). In several developing countries it has 

long been acknowledged that countless necessary surgical procedures are performed by 

employees with insufficient training, facilities and equipment (Cherian, Merry & Wilson, 

2007). 

 

General anesthesia and pregnant women 

Pregnancy is not a disease, although the patients’ normal physiology is modified. In the third 

trimester the mother has a smaller lung capacity because of the enormous growth of the 

uterus. Also, the pregnant patient has an airway that is considered as difficult partly due to 

edema in the mucus membranes; therefore precautions are taken before hand to avoid 

complications related to this (Irestedt, Halldin&Lindahl, 2005).  

 

When a decision is made to operate, the mother’s safety is the number one concern (Miller, 

2005;Hansen, Kahn & Skwarek, 2010). An example of standard anesthetic guidelines 

according to a major University Hospital in Sweden;  

 a doctor specialist in anesthesia must be present during the induction 

 the patient must have been without food and drink for at least 6 hours 

 the patient should drink antacidum right before the induction 

 a Rapid Sequence Induction should always be performed 

(Hansen, Kahn & Skwarek, 2010). Some reports point towards that fact that the peri-operative 

mortality is exceptionally high, estimated as high as 1-2 %. A great deal of these deaths could 

be avoided, and one third of these deaths are directly linked an anesthetic problem, primarily 

due to a problem with the patients’ airway (Clyburn, Morris & Hall, 2007). 

 

Regional anesthesia for Cesarean Section 

Regional anesthesia (where the patient is awake during the surgery, but does not feel any 

pain) is recommended because; it reduces the possibility of aspiration, there is a lesser amount 

of medication that can be transferred to the fetus, it gives a good postoperative analgesic 
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treatment, and the recovery after the surgery is quicker (Hansen, Kahn & Skwarek, 2010; 

Miller, 2005), moreover; it gives the mother a chance to be conscious during the child’s birth 

(Miller, 2005).  

The safety of obstetric anesthesia has been improved in developing countries since the 

introduction of regional techniques, however, it is also acknowledged that regional anesthesia 

in form of a spinal anesthesia is connected with mortality from high spinal block when 

administered by poorly qualified practitioners (Clyburn, Morris & Hall, 2007). Spinal 

anesthesia was introduced during the late 1890s in Germany (Longnecker, 2008) and is today 

considered as a relatively safe method of anesthesia, as long as the patient is monitored and 

the correct technique is provided. Cesarean sections are today administrated with a single-shot 

spinal anesthesia, which has been found to be faster, provide a better-quality block, and it is 

more cost-effective. A Cesarean delivery with a spinal (subarachnoid) anesthesia offers 

several advantages. The onset is very quick and a spinal offers an intense neural block. There 

is a little risk of transference of anesthetic drugs to the fetus and there is only a small 

possibility of a local reaction since there is such a small dosage used. In addition, failure 

(including incomplete or patchy blocks) happens rarely with spinal anesthesia. Nonetheless, 

there are disadvantages with spinal anesthesia such as the limited duration of anesthesia and 

the elevated incidence of hypotension. Spinal anesthesia may result in a severe hypotension 

which can jeopardize the patient’s life. It is therefore of great importance that there are drugs 

as Ephidrine and Phenylephrine available to give to the patient. A patient with bradycardia 

and low blood pressure should instantly be medicated with Ephidrine (Miller, 2005), and 

there should always be clearly documented in the patient’s chart of the indication for the 

regional anesthesia and the technique used (Longnecker, 2008). 

 

PROBLEM STATEMENT 

 

The maternal mortality in Ghana is due to different causes and one of them is the lack of 

skilled personnel. It is a known fact that nurse anesthetists work alone in many developing 

countries and anesthesiologist are rare.  

 

AIM OF THE STUDY 

 

The aim for this study is to describe the actions of the perioperative team during Cesarean 

section in a rural hospital in Ghana with the main focus on the nurse anesthetist.  
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Research questions: 

What are the nurse anesthetist duties and responsibilities during a Cesarean section in a 

developing country in the sub-Saharan part of the world? How does the nurse anesthetist 

interact with the surgical team? How does the teamwork function during a Cesarean section in 

a developing country?  

 

METHOD 

 

Ethnographical methods are research traditions that focus on learning instead of mainly 

observing a phenomenon (Polit& Beck, 2006). Ethnographical studies are made in the natural 

environment where the phenomenon occurs. Information’s are thereby retrieved with a 

holistic understanding (Parahoo, 2006).  Ethnographic methodsare used to describe what is 

common within a culture. Different cultures consist of diverse sub cultures, and a hospital can 

be defined as a sub culture. When the study is concentrated on a specific situation, for 

example Cesarean sections, it is named a micro ethnography (Olsson &Sörensen, 2008). 

Observational studies are a method of sampling data through the direct observation of a 

phenomenon. Observational studies have an extensive applicability, and especially when it 

comes to collect information in clinical areas for example hospitals. The observational 

technique can be used when the researcher want to acquire information about communication; 

verbal and non-verbal, an individual’s personality traits, individual and environmental 

circumstances. An observational method may seize behaviors and actions that occur and may 

also provide a variety of information with a great depth (Polit& Beck, 2006).  The data 

collection was made through an unstructed participant observation. 

In order to minimize inaccuracy; due to bias, an inductive analysis is recommended.  The 

results might not be transferable; however, the intention is to make applicable observations 

with precise illustrations. The scientific work was conducted inductively; the writers used the 

findings of the study from real situations (Olsson &Sörensen, 2008). The learning leads to an 

understanding of how different cultural group functions in their reality, and comprehend how 

they perceive life (Polit& Beck, 2006). When no more relevant information is retrieved during 

the observations then writer has achieved saturation of the data collection (Saumure and 

Given, 2008). The number of observations is not significant, it is the quality in the material 

that is of importance (Polit& Beck, 2006; Saumure and Given, 2008). 
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Sample 

The sample consisted of all the Cesarean sections that were performed at the Akim-Oda 

district hospitalbetween 10
th

 and 23d of January 2011 when the writers were present at the 

hospital. It was a consecutive sample of any Cesarean section at any time of the day. One of 

the staff on duty in the theater was supposed to call the writers on the phone when a Cesarean 

section was scheduled. The writers’ names and telephone numbers were posted by the 

telephone in the nurses´ office. There were no exclusion criteria since all of the observations 

were made in the same Operating Theater and the patients waited in the same preoperative 

area. There was different staff working every day. 

 

Data Collection 

A structural layout was made before the observations were done. Following elements were 

relevant to the observation: the physical settings, the participants, activities, frequency and 

duration, process and outcomes. Questions the writers had in mind during the observations 

were: where, who, what, when, how and why? Also, the writers had following questions in 

mind: What happened? What did not happen? Why? What is going on? How does the event 

unfold during the observations? During the observations the writers chose to move around the 

site, and followed the person that was observed. Observational studies are often supplemented 

with interview information and or conversations that took place during the observations 

(Polit& Beck, 2006). 

The writers wrote short notes, and mental notes, during the observations and wrote down 

these notes as soon as possible into field notes (Polit& Beck, 2006).All the data was written 

down on a computer by the writers the same day the observations were made. 

In order to keep the participants names concealed, no names were written down, and all the 

recorded data was confidentially kept and handled during the process of writing the essay.  

Unstructed observational studies are common at explorative studies (Hartman, 1998). 

 

Data Analysis  

Microsoft Word was used with doubled spaced text and extra wide margins so that reflections 

and comments could be inserted later on. The data was stored on a computer and two USB 

memory sticks to make sure that there was a backup copy available. The data consisted totally 

of 7 observational field notes, each representing one Cesarean section, written down to one 

single text session that was the base for the analysis. The field notes were printed out to make 
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it easier to handle. The writers read the text both separately and commonly with the intention 

to facilitate the process and improve the analysis. Also, this was done to increase reliability. 

The material was coded a code in this context is a sentence or a word that has a relationship to 

other words and sentences through their content. Coding the data was done by reading and 

rereading the field notes, taking portions of text and select and assign it into categories 

(Richard & Morse, 2007; Graneheim & Lundman, 2004) The content analysis was done with 

a manifest focus which is signified by describing and portraying the visible and obvious 

components in a text for reducing the material but still preserving the foundation (Table 1). 

After this stage the writers abstracted the reduced text and divided the categories into sub-

categories and sub-subcategories (Graneheim & Lundman, 2004).  

 

A total of 5 main categories were identified during the process. 

 

Table 1.Categories of classification 

Categories Sub-categories Sub-subcategories 
Work environment Operation theater 

 

Teamwork 

 

Responsibility 

Care and treatment 

of the patient 

Positions on the operation table 

 

Integrity and autonomy 

 

Pain and discomfort 

 

Documentation 

 

 

Resources Competence 

 

Materials and technical appliances 

 

Drugs 
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Hygiene 

 

 

Aseptic behavior and techniques 

 

Disposal of effects 

 

 

Safety and Security 

 

 

Personnel safety 

 

Patient safety 

Preparation for the 

unknown 

 

 

Ethical consideration  

The Head of the Surgical Department at the Oda Government Hospital granted this study 

before the writers came to the hospital according to the Head of the Surgical Department. The 

Principal of the Oda-Government Nursing School was informed of the study and made 

inquiries and collected all the necessaryconsents from the officers and superiors of the 

hospitalbefore the writers arrived in Akim-Oda. Before any data was collected a verbal 

consent was granted from the Head of the Nursing Department of the Oda Government 

Hospital, also all staff involved in the study was asked if they wanted to participate. The nurse 

anesthetist informed all the patients of the writers´ intention of participating during the 

operations. The patients and staff were informed that they  had the possibility to cancel their 

participation at any time. The writers did not inform the patients themselves because of 

language barriers. It is therefore unknown to the writers exactly which information the 

patients received. The hospital did not have an ethical board and there was no need for an 

ethical consideration according to the head of the Surgical Department at the Oda 

Government Hospital.  

 

RESULTS 

 

The hospital performed scheduled and emergency Cesarean sections; however when the 

writers did the study only emergency Cesarean sections was performed according to the staff. 

The writers observed and participated at 7 Cesarean sections, during two weeks in January 

2011. Both of the writers did the observations together, hence, that as much information as 

possible could be collected. 

The indications for Cesarean section were: fetal distress, ruptured membrane, post partum 

date, previous sections, loss of fetus fluid and obstructed labor. The most common reason for 

Cesarean section was an undeveloped pelvis due to young age according to the hospital staff. 
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The following staff was working during a Cesarean section during the study: a physician (the 

customary gynecologist who performed the Cesarean sections was on sick leave), a surgical 

nurse, a nurse anesthetist, a midwife, a nurse, two auxiliary nurses and two Swedish nurses 

that performed the observations. 

The following five categories and subcategories were identified. 

 

Work environment 

Operation Theatre 

The main door to the Operation Theater was broken. The door was stuck and hard to 

maneuver, this resulted in difficulties to get the patient into the theater. 

 

The Operation Theatre was built in the 1920s and had concrete walls with peeling paint. It 

was approximately four meters to the ceiling and the room was roughly 6x7 meters broad. 

There were several electrical fans in the ceiling and four air conditioning machines, of which 

two brand new was strategically placed in the room and two that were not functioning. The 

floor was filled with electrical cords and other kind of cables. The Operation Theatre had two 

operation tables, one was not used, and also there were several duplicates appliances in the 

theatre. The temperature differed (precise temperature is unknown since it was no 

thermometer in the Operation Theater). At four occasions the air conditioning was not used, 

yet they were functioning properly when they were. 

 

At two occasions the electricity went off in the Operation Theater. This was common and the 

reserve generator started after a few seconds. None of the staff commented on the loss of 

electricity and according to the nurse anesthetist this was not a problem for the anesthesia 

because the anesthesia machine had a reserve battery that functioned if there was a lack of 

electricity. 

 

Teamwork 

The staff had many loud verbal interactions in the Operation Theater, and the patient was 

never part of these conversations.  

There was much laughter and a high sound volume during the procedures. An exception from 

this was when a patient had an arterial bleeding that was hard to control and newborn baby 

did not breathe. It was quiet in the room and only a few words were spoken. The staff was 
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well organized and efficient. When the arterial bleeding was stopped and the new born baby 

was breathing and screaming, all the conversations started again. 

The surgeon asked at several occasions for the nurse anesthetist to help to get the baby out of 

the womb by pressing the mothers’ abdomen. Several staff members assisted with this task. 

 

The auxiliary nurses helped the nurse anesthetist with collecting things from outside the 

theater, and were also serving the surgeon when needed.  

 

Responsibility 

The nurse anesthetist had the responsibility over pain management and the anesthesia in the 

Operation Theatre and the nurse anesthetist did not have any professional support on sight. 

 

When the baby was out of the uterus, the surgeon left the operation table with the baby and 

put the baby on the midwifes nursing table where the midwife was waiting. At numerous 

occasions the nurse anesthetist had two patients that were in need of emergency care. The 

nurse anesthetist hand ventilated a baby four meters away from the operation table and told 

the auxiliary nurse to say out loud the patient’s blood pressure and to press the bag of fluids 

into the patient. One of the writers offered help to the nurse anesthetist, who replied “Thanks, 

but I’m not too hot.”, and continued ventilating the baby and giving for orders for the 

auxiliary nurse.   

 

The doctor performing the Cesarean sections was the person with the main responsibility in 

the Operation Theater. 

 

Care and treatment of the patient 

The patient always arrived alone on a gurney to the waiting area right outside the Operation 

Theater before the operation. On one occasion the patient arrived on a metal gurney without a 

mattress. Usually the nurse anesthetist came and talked to the patient before the patient was 

brought into the Operation Theater. The nurse anesthetist asked the patient about diseases, if 

and when the patient last had eaten, checked for eventual problems related to intubation, 

checked for loose teeth, and made an ASA classification (see attachment 2). On three 

occasions nurse anesthetist explained the procedure and the anesthesia. 
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The patient systematically had a urinal catheter when arriving to the Operation Theater, and at 

five occasions one intravenous access. If the patients did not have an intravenous access it 

was corrected in the waiting area by an auxiliary nurse. 

 

The patient could remain in the waiting area for up to one hour, frequently waiting for the 

surgeon to arrive to the surgical ward. The patient usually lay by herself and waited. At one 

occasion the patient had preeclampsia and threw up on the floor. This was cleaned up by the 

staff. 

 

The auxiliary nurse pushed the door heavily with gurney with the patient on it. This was done 

so tough that the patient bounced on the gurney. 

 

In the Operation Theater the patient lied still on the table and did usually not ask any 

questions or say anything. Mainly the patient had closed eyes and if open rarely had eye 

contact with anyone. 

 

Positions on the operation table       

In the Operation Theater the patient was told to move from the gurney to the operation table, 

if needed with a little assistance from two of the staff.  

 

The operation table did not have a pillow, only a thin mattress. The table was manual, and it 

could be tilted to left and right and maneuvered to lift up the feet or lower the feet, also the 

head part of the table could be tilted upwards and downwards. 

 

The patients head was tilted to the right if the patient was sedated or if the patient had 

difficulties breathing. 

 

All observed patient had spinal anesthesia. When the spinal anesthesia was administrated the 

patient was told to sit on the table lengthwise with their legs and feet straight out in front. The 

nurse anesthetic stood behind the patient which had the back towards the nurse. 

 

After the spinal was administrated the patient laid down on the operation table with arms laid 

out on two arm rests. The arms were laid straight out from the body with the patients 

shoulders pressed up to the patient’s neck. The armrests were in plastic and did not have 
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isolation on them. The underarms rested with the elbow on the hard plastic. The armrests also 

had straps, which on one occurrence were used to hold down the patient. 

 

Integrity and autonomy     

The staff hardly ever talked to the patient and the patient rarely said anything. At one time the 

patient asked for the staff to pray for her before the surgery which everyone in the personnel 

did, sincerely and loudly. The staff explained that this was done because the patient was 

scared and asked them to. 

 

The nursing care for the patient differed between nurse anesthetists; one touched the patient 

throughout the operation while another sparsely said anything to the patient during surgery. 

 

The only time the surgeon looked at the patient was before the first skin incision was made. 

The surgeon clinched the patient’s skin and looked at the patients face. If the patient made a 

face or a noise the surgeon waited to start the surgery, otherwise the surgery began. 

 

The mother was not informed about the child’s wellbeing. 

 

At one occasion when the baby was not breathing and was resuscitated by the nurse 

anesthetist, an auxiliary nurse started to take pictures of the staff and the baby. 

 

If the baby was fine the midwife cleaned the baby, showed the patient the baby’s gender, after 

this the baby was taken to the ward where it was taken care of by nurses and midwifes until 

the mother came from the Operation Theater. 

 

Before and after the surgery, the patient laid naked on the operation table and was washed 

clean from blood by the surgical nurse. The patient could lay naked for several minutes 

waiting for transport to the ward while the rest of the staff was talking to each other and 

starting cleaning the Theater. Once on the gurney a blanket was placed on the patient. 

 

Pain and discomfort 

The patient could be in labor when arriving to the Operation Theater and be screaming out of 

pain. Pain relief was not given. 
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The anesthesia was administrated without a local anesthesia in the skin. The nurse anesthetist 

explained that it was common procedure to give local anesthesia; nonetheless they felt it was 

not necessary since the skin has to be penetrated anyway and this was painful anyhow. 

Despite this, at one occurrence four attempts were made before a successful spinal anesthesia 

was given. 

 

At different occasions some patients expressed a sensation of pain during the surgery. At one 

incident the nurse anesthetist had a harsh tone and told the writers that the patient was not in 

pain, the patient just couldn’t separate between pain and discomfort, and this because the 

patient had no education. The patient tried to touch her stomach, and then the staff used force 

to restrain the patient.  

 

A patient that complained of pain was pain relieved and sedated with Ketamin. The nurse 

anesthetist told the writers that the given dose was so small that Midazolam was not necessary 

to give, which was routine otherwise. The patient stopped talking and was sedated to sleep. 

On a few occasions Petidin was administrated intravenously for pain, after the umbilical cord 

was cut. 

 

Documentation 

The patient came to the Operation Theater with a folder containing the patient’s personal 

information and previous hospital experiences.  This was the patient’s medical record and 

followed the patient to the hospital. The nurse anesthetist looked into this record several 

times. 

 

The writers saw one nurse anesthetist documenting, and this on two occasions. The 

documented information consisted of: time of surgery, blood pressure, operating doctor and 

the indication for the procedure. 

 

It was documented that a spinal anesthesia was given at several occasions. 

 

Blood loss was mentioned to the surgeon. 

 

In the Operation Theater there was a book where the nurse anesthetist documented classified 

drugs, for example as Midazolam (benzodiazepine drug) and Petidin (opioid drug). 
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Resources 

The hospital was not equipped with an emergency ward and if in case of emergency patients 

were transported to another city. 

 

Competence 

There was one nurse anesthetic on duty at all times. At the hospital there were a total of three 

nurse anesthetic employed, and there were no anesthesiologists at the hospital or in the region. 

Ghana as a country has a lack of anesthesiologists due to poor salaries and it is not a popular 

profession. The closest anesthesiologist was a couple of hours away, and that doctor had no 

connection to the hospital in Akim-Oda. In case of an emergency the nurse anesthetist could 

call an off duty nurse for advice, call a colleague at another hospital, or a mentor for guidance. 

Of the three nurse anesthetist one was the others supervisor and this nurse had a doctor as a 

superior. 

The nurse anesthetist had the possibility for competence development through education at 

other hospitals approximately four times a year. This was organized by the head nurse in the 

anesthesia department. 

 

Materials and technical appliances 

The electrical machines in the Operation Theater were an anesthetic machine and a suction 

machine. 

In the Operation Theater there were two sets of anesthesia appliances, one old (manual) and 

one new (electronic). The old one was not used and stood beside the new one that had dust 

and cobweb on it. The hospital used to administrate Halothane with the old machine that was 

manual. With the electronic machine the hospital used Isofluran, which the nurse anesthetist 

approved of more. Also, the nurse anesthetists thought that the work had become much 

simpler with the electronic anesthesia machine. 

 

On top of the electronic anesthesia machine was an electronic surveillance box, which had the 

possibility to monitor pulse, blood pressure, perifier blood saturation, EKG, respiratory 

frequency and temperature. Blood pressure and perifier blood saturation was monitored. 

There were no EKG cords, and one of the nurse anesthetists said that the nurse was incapable 

to analyze EKGs. In case of one of the machine broke there was a medical technical engineer 

at work in the hospital. 
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Next to the Operation Theater was a preparatory room where the cleaning occurred, the room 

also had an autoclave where the instruments were cleaned. There was also some single use 

material used; needles and intubation material among other things.  

 

An intubation tube hade the expiration date of 2005. 

  

To administrate the spinal, a subcutaneous needle was used as an introducer.  

 

Drugs 

Following drugs were normally used during the Cesarean procedure: Marcain Heavy, 

Oxytocin, Meterghin, Petidin, Ephedrine, Diclofenack, Midazolam and Ketamin. Also, 

following fluids were administrated, Sodium Cholride, Ringer-Lactate and Dextrane. To treat 

a low blood pressure, primarily a crystalloid was administrated. Antibiotics were given on the 

ward directly after the surgery, and three dozes the following day according to the nurse 

anesthetist. 

 

The hospital had a central supply of oxygen. There was a socket in the wall for nitrous oxide, 

although, the cord lied on the floor during the whole observations.  

 

Drugs with expired dates were kept in the Operation Theater; also there were medical bottles 

that were opened with no date on the label. When asked about these the staff said the drugs 

were checked and opened bottles of medication were used within the week. One syringe was 

laying on the anesthesia machine, labeled Epinephrine. 

 

The hospital had a short supply of blood, and if needed, the staff could ask the patients 

relatives for a donation. 

 

Hygiene 

There were stains underneath the operation table of an uncertain substance. Stains remained 

under the operations table during the two-week observation. 

 

Dead insects and dirt were in different cans with medicines on the anesthesia machine and 

most of the surfaces in the operation theater had dust and filth on them.  
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The sterile compresses used were made from one big roll of gaze that was handmade into 

small pieces before they were sterilized.  

 

Aseptic behavior and techniques 

At every occasion the nurse anesthetists put on a pair of sterile gloves without cleaning the 

hands or putting alcohol on them. When the skin of the patient was cleaned the nurse 

anesthetists used sterile compresses with their hands to clean skin and later on touched the 

parts of the patients skin that had not been cleaned, un sterilizing themselves. 

 

Before the surgery the patient was cleaned with a yellow mixture called Savlon, after this the 

skin was cleaned with alcohol. The writers did not know what the alcohol concentration in the 

substance was. 

 

Several of the staff members had rings and bracelets. One of the surgical nurses had a 

wedding band underneath the surgical gloves. 

 

When a nurse anesthetist blended a drug with sodium chloride a syringe with the drug was run 

through the patients drip and a specified amount was extracted. This was also the procedure if 

a drip should have a drug in it. The drip bags were equipped with a second lumen for injecting 

or withdrawing drugs. 

 

Several staff members did not wear a mask during operation, or they wore it below the nose. 

Some of the staff members had a mask, yet the mask was on their neck or on their chin. 

Surgical caps were used by all of the staff members, the surgical cap were for one-time used 

and used by all of the hospital employees except one; this person used a surgical cap of some 

kind of textile. 

 

There was no disinfectant for the staffs’ hands in the Operation Theater or outside. The 

writers did not see this in the whole hospital. The nurse anesthetic did not clean their hands 

between patients and no protective aprons where used. The nurse anesthetics clothes was said 

to be washed at the hospital, yet this was not done on a daily basis.  

 

After the surgery the room was cleaned with chlorine and water, the anesthetic machine and 

the blood pressure cuff and other anesthetic appliances was left untouched and not cleaned.  
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Disposal of effects 

Trash and garbage was thrown on the floor in a round bowl with wheels on it. The objects that 

missed the bowl ended up on the floor and stayed there until after the operation. After the 

surgery was finished the trash from the bowl was emptied into a larger trash can and the bowl 

was put back on the floor in the Operation Theater, without being cleaned. 

 

Syringe excess was disposed of by flushing out the excess. The content ended up on the floor 

and on equipment in the room. 

 

Cutting and stabbing supplies was thrown in a cardboard box on the floor. 

 

Safety and security 

Several of the staff members used their mobile phones for personal matters during surgery; 

some members did this right in front of the patient. Several of the staff members sat on a chair 

in the Operation Theater and send text messages and played games on their mobile phones. At 

one occasion the nurse anesthetist phone rang when she or he was occupied, however, the 

nurse anesthetist did not answer the phone. 

 

Personnel safety 

There was an easy access to the Operation Theater from the hospital area. Three unlocked 

doors separated the Theater from the common grounds.  

 

Small glass phials were occasionally opened with a forceps that crushed the head of the phial, 

this was made over the trash can, and glass was shattered all over the floor. 

 

When an intravenous vein catheter was placed on the patient the staff seldom used gloves. 

 

At one time there was an electrical cord plugged in and with the copper cords lying in the 

open. 

 

Patient safety 

Before the spinal anesthesia was administrated the patient’s coagulation status was not 

checked, even though the hospital had a laboratory that could supply this service. The spinal 

extension was never controlled. 



24 

 

 

After an operation the patient’s hemoglobin was checked after three days, unless the patient 

had a blood loss containing 1000 ml or more, then the hemoglobin was checked after 24 

hours; meanwhile the staff controlled the patients’ clinical signs. The bleeding that was 

measured was the blood in the suction unit, no blood that was on the floor, in cloth or in the 

teams clothes was included, even though it could be an immense amount of blood. 

 

The nurse anesthetist could leave the Operation Theater while the patient was under surgery. 

At one incident the nurse anesthetist nurse left the theater for three minutes without leaving 

the responsibility for the patient over to another staff member as far as the writers could see. 

This behavior was observed at several occasions. Also, the infant could be left at a sloping 

nursing table without supervision for longer periods. 

 

A woman appeared during surgery and started to talk to the surgeon about another patient in 

the ward. The woman stood beside the patient and did not acknowledge the patient on the 

operating table. The surgeon stopped for a moment and gave his full attention to the woman. 

The conversation lasted for a few minutes and then the woman left. 

 

Patient surveillance during surgery consisted of a blood pressure cuff and a saturation gauge. 

The blood pressure was measured every fourth minute. The blood pressure was often taken 

before the spinal anesthesia was administrated; sometimes the saturation gauge could be 

placed on the patient after the surgery had started. There was no surveillance to the infant. 

 

Preparation for the unknown 

On the anesthetic machine there was a laryngoscope with intubation tubes, one number 8 and 

one small for an infant. The adult intubation tube was sterilized in the original emballage 

packing and the infants tube was thread on a conductor without an emballage. During the two 

weeks the observations were done the same tube laid out in the open on the anesthesia 

machine. 

 

There were two phials of Penthothal and Hydrocortisone anesthesia machine.  
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CONCLUSION 

 

The reflection the writers made both during and after the analysis was that the nurse 

anesthetist at the Oda Government Hospital worked alone with the anesthesia, even though it 

was a large teamwork at the Operation Theater. Hygiene and patient and staff’s safety issues 

were observed. Also, the writers reacted to the treatment of certain patients who did not seem 

to be given attention by the staff in the Operation Theater. The writers witnessed a team that 

worked closely together and whose responsibilities were well defined.  Even though the 

medical resources were beneath developed countries standard the writers observed a well-

functioning environment.  

 

METHOD DISCUSSION 

 

The writers chose a micro ethnographic approach for the study since the 

unstructedobservational method is more likely to give a fuller understanding of human 

behavior and social situations than a structured study (Polit& Beck, 2006). The patients were 

not selected by the writers. The staff at the hospital was asked to call the writers as soon as a 

Cesarean section arrived, however the writers’ suspect that this was not always the case since 

no phone call were made to the writers after office hours or during the weekends. 

 

Both writers were present during the 7 Cesarean sections and performed the observations 

together. Olsson and Sörensen (2007) point out that observation are individual since different 

people sees different things, and that it is impossible to observe everything that is happening 

at once. Multiple observers increase validity and reliability in the study since the observers 

may check each other’s field notes; also, two observers increase variations to the study (Adler 

& Adler, 1998). The writers were mobile in the Operation Theater and did not stand on place 

during the observation. This could change during the operation as a result of the nurse 

anesthetists´ changed burden when there suddenly could be two critically ill patients who 

needed care, for instance, the mother and the new born child. 

 

Important problems that may occur in observational studies are internal bias since the 

observers own emotions, prejudices and pre understanding and values may interfere. The 

observer may see what he/she wants to see or have a personal interest and may therefore lead 

the observation in a specific pattern (Polit& Beck, 2006). The writers of the study had a pre 
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understanding of the anesthetist area, because of their occupation as registered nurses. 

Moreover the writers have experiences from working with Cesarean sections performed in 

Sweden and therefore have knowledge of what is routine there. Furthermore the writers were 

surprised by the treatment of the patient and the hygienic perspective, and this may have 

influenced the observations. 

 

The researcher must try to create a nonjudgmental atmosphere so that the participants can 

behave naturally. Bias cannot be eliminated, and however it may be minimized through 

training and careful preparation (Polit& Beck, 2006). 

 

Observations should be documented as soon as possible to minimize the potential loss of 

information (Polit& Beck, 2006; Leininger, 1985). The writers wrote down the observations 

as soon as possible with this in mind. 

 

A great amount of the data had to be analyzed and categorized, this was time consuming and 

therefore there was a time period between the observations and the data analysis, and the 

writers had that in mind. The writers spend a lot of time on finding suitable meaning units in 

the material, categories and sub-categories. Graneheim & Lundman (2003) emphasize the 

importance of finding appropriate meaning units for the study to get credibility. 

 

A disadvantage of the study is that none of the participants were able to validate the data. 

 

ETHICAL DISCUSSION 

 

The Oda Governmental Hospital gave their approval for this study since there was no Ethical 

Board. The head of the anesthesia department granted the writers observation before arriving 

to the hospital. This ethical approval was granted to the International Coordinator at the Red 

Cross University College of Nursing School. The staff and the patients gave their oral 

permission to our presence. During the observations the writers strove to be nonthreatening 

and paid attention to the nurse anesthetists and the patients´ reactions to the writers’ presence. 

The known presence of an observer may cause people to behave in a different way, and 

therefore jeopardizing the validity of the observations. This phenomenon is called reactivity 

(Polit& Beck, 2006).  
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After one of the observations, it came to the writers’ knowledge that one of the patients was a 

minor and this caused a dilemma for the writers. No consent was granted from the patients 

parents and the writers were well aware of this, however the writers chose not to exclude this 

particular observation due to the fact that the patient was not the focus of the study. All the 

participants’ names were kept confidential throughout the study due to anonymity 

 

DISCUSSION 

 

The aim of the study was to describe the actions of the perioperative team during Cesarean 

section with the main focus on the nurse anesthetist. The observations were surprising, 

interesting and instructing for the writers’ professional future. 

The writers went to Ghana with a partial understanding and experience from a Swedish nurse 

anesthetist point of view. Despite a certain amount of mental preparation the writers were 

astonished over what was regarded to be customary behavior at the hospital. Most surprising 

were the differences in the view of the patient and the solitary work of the nurse anesthetist 

that never seemed to be questioned. The main focus was aimed on the nurse anesthetist’s 

work, however; since all of the staff worked as a team the writers found it impossible to 

exclude things that were observed.  

 

What the writers found most dramatic was how solitaire the nurse anesthetists were with the 

given responsibility of working without any anesthesiologist or colleagues with the same 

professional knowledge. There was only one nurse anesthetist on duty at all times. Therefore 

there was no possibility to get assistance or support if needed. There were no 

anesthesiologists employed in the hospital or even in the country region.  

 

Anesthesiologists have knowledge of acute physiology and are used to at fluid management, 

invasive monitoring and other aspects of intensive care. Many mothers need more than basic 

obstetric (Clyburn, Morris & Hall, 2007). Many of peroperative deaths are directly linked to 

anesthetic problems and could be avoided if the employees had sufficient training, appropriate 

facilities and equipment (Clyburn, Morris & Hall, 2007; Cherian, Merry & Wilson, 2007). 

According to Swedish recommendations, it is recommended that an anesthesiologist and a 

nurse anesthetist always should be present during the perioperative part of the Cesarean 

section; with the anesthesiologist having the overall medical responsibility (SFAI, 2011). At 

several times during the writers’ observations the nurse anesthetist simultaneously had two 
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patients in need of attention. In one incident the newborn baby required resuscitation and the 

mother had a potentially severe bleeding at the same time; despite this the nurse anesthetist 

did not seem to be overwhelmed with responsibility. “Thanks, but I´m not too hot” was the 

answer when the writers offered to help the nurse anesthetist. The World Federation of 

Societies of Anesthesiologists [WFSA] states that it is important that there are a sufficient 

number of trained anesthesia professionals available so that individuals may practice to a high 

standard of quality without excessive exhaustion or physical stress (WFSA, 2011). 

 

What the writers observed in form of the care for the patient differed radically from what the 

writers are used to in the Swedish healthcare. For instance, a patient with spinal anesthesia 

clearly expressed abdominal pain during the surgery; the nurse anesthetist in charge stated to 

the writers that due to lack of education the patient could not tell difference between pain and 

discomfort. The patient was therefore restrained and told harshly to lie still and be quiet, no 

pain relief was given. The North American Nursing Diagnosis Association [NANDA] (2006) 

evidently states that pain is individual and subjective and cannot be proved or disapproved 

and therefore a person experiencing pain should neither be questioned nor neglected.  

The writers found the overall attitude towards the patients to be harsh. However, on certain 

occasions the staff showed a great deal of empathy; one of these times was when a patient on 

the operation table was crying out of fear and wanted the staff to say a prayer, which they all 

did without questioning and with apparent sincerity. Everyone in the staff went to church on 

Sundays.  

 

According to a report from the department of domestic affairs (2007) discrimination of 

women is illegal in Ghana. Due to this, old traditions and social habits are sometimes 

preventing women from their rights. Discrimination against women is more common in the 

countryside and violent actions to women including rape and physical abuse are a big 

problem; every third woman in Ghana is at some part of her life exposed to one of these 

actions. There are several well-functioning strong women organizations in Ghana who are 

working to enforce female education and information, in spite this there is still a lot work to 

be done before the country has achieved a more equal distribution between the genders 

(Utrikesdepartementet, 2007). 

 

Little consideration was given to the patients´ position on the operation table when the 

anesthesia was given or when the mother was lying flat during surgery. During administration 
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of the spinal anesthesia the patient sat on the operation table, with her legs in front of her, 

leaning on her arms even if suffering from labor pain. This position seemed to be very 

uncomfortable. According to Morris, Clyburn, Harries, Rees, Sewell and Hall from 2007, the 

positioning of the patient when giving spinal anesthesia is often with the patients sitting 

lengthways rather than across the table, with her legs straight out in front. This is so that the 

general anesthesia can be started more quickly if the spinal insertion is unsuccessful (Morris, 

Clyburn, Harries, Rees, Sewell & Hall, 2007). However, other literature recommends the 

patient to lie on the side on the table or sit at the table with their legs across, providing a better 

situation for the staff and for the patient (Longnecker, 2008). The nurse anesthetist at the 

hospital was not aware of why the particular position was used. 

 

The writers rarely witnessed the nurse anesthetist informing the patient. For instance, when a 

newborn baby had to be resuscitated the mother was neither informed, nor did the mother 

seem to care. The writers never saw the mother show any interest about her child. On other 

occasions when the patient was taken into the Operation Theater the patient received sparse 

information. However, the writers do not know how much information the patients received 

before they arrived to the waiting area at the Operation Theater. 

It is essential that the patient receive information and education about the procedure, since it 

reduces anxiety. A surgical procedure is mentally and physically stressful since the body’s 

own integrity is threatened (Holm &Hansen, 2000). 

 

There was an overall lack of documentation overall in the Operation Theater, the writers did 

not observe any nurse anesthetist documenting how much medication that was given. It is 

recommended by the WFSA that documentation should always be made and preserved with 

the patient’s medical records to facilitatea progressive enhancement of the efficiency, safety, 

effectiveness, and appropriateness of anesthesia care (WFSA, 2011). 

 

Concerning security, the writers were very surprised when a nurse anesthetist left the patient 

unattended during surgery and went into a nearby room. As far as the writers know the 

responsibility for the patient was not handed over to anyone else in the team. The writers 

observed this behavior several times, and it was not questioned by the rest of the staff. 

Safe surgery is dependent on the provision of safe anesthesia services (Cherian, Merry & 

Wilson, 2007). No one in the staff seemed to reflect over this issue, the writers on the other 

hand wonder if this behavior reflects the overall security level. WFSA recommends that an 
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anesthesia professional should be available to each patient and be instantaneously present 

throughout each anesthetic procedure (general, regional, or monitored sedation), and should 

be accountable for the transfer of the patient to the post-anesthesia recovery facility and the 

transfer of care to appropriately trained personnel (WFSA, 2011). Regardless of these 

recommendations a patient could lie alone in the waiting area without direct supervision 

before and after the surgery.  

 

When estimating how much the patient had bled after the surgery the surgeon only gave 

notice for the blood in the suction chamber. The writers found that this could be problematic 

due to the fact that the blood loss was much larger since all the operation towels, compresses 

and the clothes of the operation staff were sometimes totally soaked with blood. Also the 

patients’ hemoglobin status was not checked until three days later, unless the patient had been 

bleeding more than 1000 milliliters, then the hemoglobin was checked after 24 hours. 

A significant cause of maternal mortality is a lack of access to blood transfusion (Clyburn, 

Morris & Hall, 2007). 

 

There was also a lack of surveillance regarding patient’s health. For instance the patients’ 

coagulations status was not checked before a spinal anesthesia was administrated, also there 

was never an assessment of the level of anesthesia, apart from when the surgeon pinched the 

skin before the first incision. According to Miller (2005) the spinal anesthesia can be lethal if 

the anesthetic agent is absorbed in the blood system where it leads to systemic toxicity. 

Another danger with spinal anesthesia is that the diaphragm can get paralyzed; inhibiting the 

patients’ ability to breathe.  

 

There were no EKG cords linked to the patients and the saturation gauge was not registering 

the patients pulse, yet the writers believe that this was because no one had programmed the 

electrical machine to do this. When the writers asked the nurse anesthetist about this, the 

answer was that heart rhythm was monitored only in severe cases. One nurse anesthetist 

claimed that this particular nurse had no training in reading EKGs and therefore never used it.   

At several occasions the nurse anesthetist palpated the patients’ wrist, presumably to feel the 

patients pulse. 

The recommended minimal standards during anesthesia include the availability to monitor, 

EKG, pulse perifier saturation in the blood and capnography(WFSA, 2011; Clyburn, Morris 

& Hall, 2007). It is likely that the lack of facilities makes significant contribution to the high 
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perioperative maternal mortality. A lack of trained staff, essential medicines and equipments 

are the most significant barrier to improved health care (Clyburn, Morris & Hall, 2007). Pulse 

oximetry has probably been the single most significant advance in anesthesia in the past 30 

years, but it remains largely unavailable in poor resourced countries 

(McCormick&Eltringham, 2007).  

 

To conclude about the experience related to the Ghana healthcare and culture, the writers 

believe that more resources are needed, especially for the nurse anesthetist. It is difficult for 

one single person to have the solitary responsibility for something so complicated as 

anesthesiology. Therefore the writers believe that the shortage of anesthesiologists should be 

greatly acknowledged on a national level. Even though no fatal incident was witnessed the 

writers suspects that this occurs on a regular basis, since the patients safety is jeopardized 

regularly with only one nurse anesthetist present. Also, the treatment of the patient is very 

different compared to Swedish manner, perhaps this could be different in the future with more 

exchange programs and more education.  
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TABLE 1: (p. 14) 

Categories of classification 

Categories Sub-categories Sub-subcategories 
Work environment Operation theater 

Teamwork 

 

Responsibility 

Care and treatment of 

the patient Positions on the operation table 

Integrity and autonomy 

 

Pain and discomfort 

Documentation 

 

 

Resources Competence 

Materials and technical appliances 

Drugs 

 

 

Hygiene 

 

 

Aseptic behavior and techniques 

Disposal of effects 

 

 

Safety and Security 

 

 

Personnel safety 

Patient safety 

Preparation for the 

unknown 
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ASA Physical Status Classification System 

 

ASA Physician Status 1 - A normal healthy patient 

ASA Physician Status 2 - A patient with mild systemic disease 

ASA Physician Status 3 - A patient with severe systemic disease 

ASA Physician Status 4 - A patient with severe systemic disease that is a constant threat to 

life 

ASA Physician Status 5 - A moribund patient who is not expected to survive without the 

operation 

ASA Physician Status 6 - A declared brain-dead patient whose organs are being removed for 

donor purposes 

These definitions appear in each annual edition of the ASA Relative Value Guide.
®
 There is 

no additional information that will help you further define these categories (ASA, 2011b). 

 

 

 


