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SUMMARY 
There is the need to adequately inform patients 
about their disease, treatment options, surgery and 
post-operative complications. Adequate pain relief 
after surgery leads to less morbidity. Two impor-
tant aspects of surgical practice are being ad-
dressed in this paper, the need for informed con-
sent and post operative pain relief. 
 
A questionnaire survey was carried out in 100 pa-
tients on the four general surgical wards of the 
Korle Bu Teaching Hospital, just before they were 
discharged from hospital. They were asked what 
they knew or had been informed about their diag-
nosis, operation and complications of surgery. On 
pain relief, patients were asked about their experi-
ences on the first post-operative day and what re-
lief they had from analgesics. 
 
Twenty four did not know the diagnosis and 36 
were not told what operation they were going to 
have before surgery. Although 75 were eventually 
told what operation they had, only 64 said they 
knew the operation. Sixty eight did not know what 
to expect after surgery; 87 did not know about 
possible complications. On the first post-operative 
day there was significant pain (scores 4 and 5) felt 
by 24 patients at rest and 46 on movement. The 
most frequently prescribed analgesic was 
pethidine. 
 
Patient information in General surgery at the Korle 
Bu Teaching Hospital is unsatisfactory. Post-
operative analgesia is also poor. There is the need 
for surgeons to either train doctors to administer 
consent or administer it themselves. Anaesthetists 
should assume a leading role in managing post-
operative pain.  
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INTRODUCTION  
Patients need to be well informed about their diag-
nosis and available treatment options. Doctors 
have sometimes been accused of arrogance by 
dictating treatment even when there are other 
available options. It is quite common to find pa-
tients who do not know what operations they have 
had in the past. This may be due to poor education 
but sometimes it is because doctors have not made 
the information available to patients. 
 
There is an increasing awareness among patients 
that they can now take on the medical profession 
when they feel they have been mistreated. With the 
liberalization of the airwaves in Ghana people 
have been encouraged to express their unhappiness 
with treatment they receive from health personnel. 
Some of the complaints patients make could easily 
have been avoided if they were better informed. 
Whenever information is not fully shared with 
patients, there is room for suspicion.  
 
Pain relief after surgery should be effective as it 
leads to a reduction in the complications of sur-
gery1,2. There is the perception that patients in our 
hospitals are not given sufficient pain relief fol-
lowing surgery for a number of reasons.  
 
We set out to determine how much patients knew 
about their illnesses and the operations they un-
derwent at the Surgical Block of the Korle Bu 
Teaching Hospital. We also enquired about their 
experience of pain and pain relief after surgery 
from the same group of patients. 
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METHODS 
A questionnaire survey was carried out in 100 pa-
tients on the four general surgical wards of the 
Korle Bu Teaching Hospital. The questionnaires 
were served to patients who had been discharged 
and were “waiting to go home”. To ensure that 
patients felt free to speak their minds, national 
service personnel, student nurses and a ward clerk 
administered the questionnaire. 
 
The questions asked included the following: “Do 
you know the diagnosis?”, “Do you know what 
operation you have had?”, “Were you told what 
operation you were going to have – before or after 
surgery?”, “Were you told what to expect before 
surgery?” and “Are you aware of any complica-
tions that can follow your operation?”  
 
On pain relief, the first question was: “Describe 
your experience of post-operative pain, day after 
surgery”. Patients were made to use a numeric 
scale of 1 to 5. Those who had difficulty with 
numbers used a visual analogue scale which was 
then converted to a numeric scale. They were also 
asked about whether their pain was “as expected”, 
“less than they had expected” or “more than they 
had expected”. The last question was “Were you 
satisfied with your pain relief?” 
 
RESULTS 
There were 100 questionnaires administered, to 58 
males and 42 females. Their ages ranged from 16 
to 80 years (mean 35.6, median 34 years). They 
were from varied backgrounds – professionals, 
traders, artisans, etc. (Table 1). 
 
Table 1 Occupation of respondents 
 

Occupation 
 

Number 

Trader 21 
Students 16 
Professionals 16 
Artisans 15 
Low-skilled 15 
Unemployed 10 
Retired 4 
Businessmen 3 
Total 100 

 
Table 2 shows the number (percentage) of patients 
who responded ‘yes’ or ‘no’ to various questions. 
Twenty four percent did not know the diagnosis. 
Thirty six (36%) did not know what operation they 
had had. The same number (36) was not told what 
operation they were going to have before surgery. 

Twenty five (25%) were never told what operation 
they had had, before or after surgery. As many as 
68 were not told what to expect and 87 did not 
know the complications that could follow their 
operation. 
 
Table 2 Knowledge about diagnosis and operation 
 

 Question 
 

Yes No 

A Do you know the diagnosis? 76 24 
B Do you know what operation you 

have had? 
 

64 
 

36 
C Were you told what operation you 

were going to have before op? 
 

64 
 

36 
D Were you told what operation you 

had after op? 
 

75 
 

25 
E Were you told what to expect 

before surgery? 
 

32 
 

68 
F Are you aware of any complica-

tions that can follow your op? 
 

13 
 

87 
 
Table 3 Occupation and “No” responses to ques-
tions 
 
Occupation 
 

No. A B C D E F 

Trader 21 5 6 10 5 16 18 
Students 16 6 9 8 6 13 15 
Professionals 16 2 2 2 2 9 12 
Artisans 15 3 6 4 3 11 15 
Low-skilled 15 5 7 7 6 10 14 
Unemployed 10 2 5 2 1 5 9 
Retired 4 0 1 3 2 4 4 
Businessmen 3 1 0 0 0 0 1 

Total 100 24 36 36 25 68 87 
Questions A – F are as in Table 2 
 
With regard to pain relief using pain scores of 1 
(no pain) to 5 (very severe pain) on post-operation 
day 1, 24% of patients had severe pain at rest, 
while 36% of them had severe pain on movement 
(scores 4 and 5) Table 4.  
 
Table 4 Post-operative pain – Day 1 
 

Pain Score 
 

Pain at rest 
(Number) 

Pain on movement 
(Number) 

1(no pain) 18 15 
2 24 14 
3 34 25 
4 10 15 
5 (very se-
vere pain) 14 31 
 
Total 

 
100 

 
100 

 
Table 5 shows patients’ experience of pain in 
comparison to their expectations. It was “less than 
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expected” in 19%, “as expected” in 47% and 
“more than expected” in 28%. As shown in Table 
6, 9 patients had very little satisfaction from anal-
gesia. Twenty found it just satisfactory, 59 were 
satisfied and 9 were very happy with their pain 
relief. 
 
Table 5 Patients’ experience of pain vs expecta-
tions 
 

Less than expected 19 
As expected 47 
More than expected 28 
No response 6 

 
Total 100 

 
Table 6 Patients’ satisfaction with analgesia 
 

Not at all satisfied 0 
Very little 9 
Fair (just satisfactory) 20 
Satisfied 59 
Very happy 9 
No response 3 
Total 100 

 
The analgesics used were mainly pethidine (in 
over 80 patients, usually prescribed 8-hourly or on 
‘as required’ basis) and sometimes diclofenac sup-
positories. The interval of pethidine administration 
varied from 4 to 12 hours. Tramadol was used oc-
casionally but morphine was prescribed for only 
one patient. 
 
DISCUSSION 
Patients have a right to information about the dis-
ease from which they are suffering, including in-
formation about diagnosis, prognosis, treatment 
options, outcomes of treatment (what to expect) 
common and/or serious side effects, the likely time 
scale of treatment (e.g. in cancer treatment) and 
costs involved3,4. 
 
In this study 24 out of 100 patients claimed they 
did not know their diagnosis. Thirty six did not 
know what operation they had and the same num-
ber was not old what operation they were going to 
have before surgery. By the time they were ready 
to go home, only 75 had been told what operation 
they had.  
 
Patients need to know what to expect after surgery, 
since it helps to reduce anxiety and deep-seated 
fears. From our questionnaires, however, as many 
as 68 patients going for surgery were not told what 
to expect after surgery. Knowledge of outcome 

following surgical procedures may be limited 
among junior doctors5. It has been shown that the 
more experience a doctor has on a surgical spe-
cialty, the better they are at administering in-
formed consent and answering patients’ questions 
concerning outcome following surgery6. The onus 
falls on specialists to ensure that their patients are 
consented by suitably qualified doctors6. Consent 
must be sought by someone who is capable of per-
forming the procedure in question or who has been 
specifically trained to seek consent for that proce-
dure; ideally it should be obtained by the operating 
surgeon4. 
 
The worst statistics concerned patients’ knowledge 
of possible complications arising from surgery: 87 
patients had no knowledge of complications!  
 
These results clearly show that patients are not 
being given adequate information. Possible rea-
sons could be that the consenting medical staff are 
not adequately trained in communication skills, do 
not have the knowledge/experience, do not make 
time to speak to patients, or simply have the wrong 
attitude. Our patients are also not enquiring 
enough; these patients who were so inadequately 
briefed included students from the universities and 
professionals (Table 3). It thus appears that even 
the well-educated do not ask the relevant questions 
about their illness. Patients should be encouraged 
to ask questions, complain or make suggestions as 
is done in the developed world.  
 
The quality of the consent form currently in use in 
the department may be partly responsible for the 
quality of consent obtained. In the current form, 
the doctor is not even obliged to sign the form. 
The most a doctor does is to be a witness to the 
signature of the patient. It is therefore not surpris-
ing that nurses administer the consent form in most 
surgical units. There is a need to introduce a new 
consent form in which the doctor is required to 
sign as having explained the procedure to the pa-
tient, including the likely complications that could 
arise.  
 
Most cases of litigation have been shown to be due 
to doctors failing to communicate adequately7. 
Poor handling of the consent process may lead to 
complaint. This frequently occurs when the task 
has been delegated to a trainee who is not fully 
conversant with the details of the intended proce-
dure, the likely outcome and the risks4. The results 
of this study imply that there is a significant risk of 
litigation from our current practice.  
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Although 75 patients admitted they had been told 
what operation they had, only 64 said they knew 
what operation they had. This means that some did 
not understand what they were told. The reasons 
for that could be the use of medical jargons, giving 
information in haste or giving information when 
the patient is not in a position to understand. It is 
important for doctors to make sure they have been 
understood.  
 
Pain Relief 
Effective post operative pain relief should start 
intra operatively. It is now recognized that tissue 
damage during surgery can result in a prolonged 
state of sensitisation and hyperexcitability of the 
central nervous system to pain1. The concept of 
pre-emptive analgesia is based on the fact that if 
one gives analgesia that blocks the tissue response 
to pain, post-operative pain can be modulated.1 In 
other words, if one can prevent the pain from start-
ing there will be less pain subsequently. This can 
be achieved by the use of epidural anaesthesia and 
infiltrating the operation wound with a long-acting 
local anaesthetic. Although none of the patients 
interviewed benefited from these methods of pain 
relief, one cannot draw any conclusions as to the 
extent of use of these methods in the hospital. 
 
In this study many patients had significant pain the 
day following surgery. Twenty four had significant 
pain at rest (scores 4 and 5). Forty six had signifi-
cant pain on movement. Twenty eight had more 
pain than they had expected and 29 were less than 
satisfied with the analgesia they received. (Tables 
4, 5, 6) 
 
A number of reasons may explain the unsatisfac-
tory pain relief of patients. First, doctors do not 
prescribe effective analgesia or give them at too 
long intervals. An example is the routine prescrip-
tion of pethidine, sometimes prescribed at intervals 
of 12 hours. The disadvantages of using pethidine 
are that not only does it appear to be ineffective as 
an analgesic in about 50% of the population; it has 
a very short half life1. It may have to be given as 
often as 2-hourly to achieve effective pain relief 
with the risk of epileptiform reactions from accu-
mulation of its toxic metabolite norpethidine1.   
  
Another reason for the poor pain relief is the fear 
doctors and nurses have for opiates like morphine 
because of the risks of respiratory depression and 
addiction. The fear of respiratory depression often 
cited should be discarded since patients are not as 
risk while their pain remains unrelieved. 
 

Not only were effective analgesics like morphine 
avoided, the analgesia given were prescribed in-
frequently on ‘when in pain’ basis. With the short-
age of nursing staff such prescriptions are some-
times not given for very long periods. In our ex-
perience it is not unusual to see a post-operative 
patient in obvious pain who had not had analgesia 
for several hours. The answer to why the patient is 
in pain is often, “She has not complained of pain!” 
 
The particular modality or modalities of effective 
postoperative analgesia (including systemic 
opioids/ non-steroidal anti-inflammatory agents 
and regional analgesic options) utilized for a par-
ticular patient will depend on the risk-benefit pro-
file and patient preferences. Ideally, analgesic op-
tions should be incorporated into a multimodal 
approach to facilitate patient recovery after sur-
gery8. The routine use of pethidine in our patients, 
however, shows that our practice is very far from 
this ideal and there remains a lot of room for im-
provement. 
 
Modern methods of postoperative pain relief in-
clude patient-controlled analgesia (PCA) and epi-
dural anaesthesia/analgesia. Apart from its advan-
tage of transferring control of analgesia to the pa-
tient, PCA takes off some of the workload from 
nurses who otherwise need to regularly administer 
drugs or supplemental analgesia.9 Epidural anaes-
thesia/analgesia has been shown to lead to a sig-
nificant reduction in perioperative cardiac morbid-
ity (~30%), pulmonary infections (~40%), pulmo-
nary embolism (~50%), ileus (~2 days), acute re-
nal failure (~30%), and blood loss (~30%).2  
 
We suggest that anaesthetists play a more active 
and leading role in postoperative pain management 
of patients. Many of the procedures involved - pre-
emptive analgesia, epidural anaesthesia, patient-
controlled anaesthesia – are best handled by the 
anaesthetist. 
 
CONCLUSIONS 
Patient information with regard to their diagnosis 
and operation at the Korle Bu Teaching Hospital is 
very unsatisfactory. Informed consent is poorly 
administered. There is the need for surgeons to 
train doctors to administer informed consent or 
administer the consent themselves. The consent 
form in use currently needs modification. 
 
The management of postoperative analgesia in 
Korle Bu hospital is poor. There must be a multi-
modal approach and an increased use of opiates. 
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4. Bates T. Ethics of consent to surgical treat-
ment. Br J Surg 2001; 88: 1283-1284 

Anaesthetists should assume a greater role in post-
operative pain management.  

  
ACKNOWLEDGEMENTS 5. Soin B, Thompson H, Smellie W. Informed 

consent: A case for more education of the sur-
gical team. Ann R Coll Surg Eng 1993; 62-65 

We wish to thank Miss Goodweather Quartey, 
Miss Solace Datuah and the degree student nurses 
in the surgical department for carrying out patient 
interviews.  

 
6. Mulcahy D, Cunningham K, McCormack D, 

Cassidy N, Walsh M. Informed consent from 
whom? J R Coll Surg Edinb 1997;161-163 

 
REFERENCES 

 1. Stuart-Taylor, M E.  Postoperative pain con-
trol. In Johnson C D, Taylor I (Eds.) Recent 
advances in surgery 25. The Royal Society of 
Medicine Press. 2002; 25-35. 

7. Orr C J B. How to minimise litigation. Br J 
Hosp Med 1989; 439 

 
8. Brown AK, Christo PJ, Wu CL. Strategies for 

postoperative pain management. Best Pract 
Res Clin Anaesthesiol 2004; 703-717 

 
2. Moraca R J, Sheldon D G, Thirlby R C. The 

Role of Epidural Anesthesia and Analgesia in 
Surgical Practice. Ann Surg 2003; 663-673  

9. Chan VW, Chung F, McQuestion M, Gomez 
M. Impact of patient-controlled analgesia on 
required nursing time and duration of postop-
erative recovery. Reg Anesth 1995; 20: 506-
514. 

 
3. General Medical Council. Confidentiality: 

Protecting and providing information. General 
Medical Council publications, U.K. 2004; 3-
19 

       
 

 

 67


