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ABSTRACT: 
Objective: To estimate the incidence, intensity and quality for pain post-cesarean section.  
Methods: Cross-sectional study. A total of 1062 post-cesarean section women were interviewed  in 
immediates pre- and post-operative. Pain intensity and quality were evaluated through the Numerical 
Rating Scale (0-10) and McGill Pain Questionnaire-SF. The variables were explored by descriptive 
measures and the incidence of postoperative pain calculated with a 95% confidence interval.  
Results: The incidence of pain was 92,7% (IC 95%: 90,9 - 94,2). The average level of pain intensity at 
the time of worst pain was 6,6 (dp=2,2). The descriptors more frequently chosen were “aching” (91.6%) 
“tender” (70.0%) and “throbbing” (56.1%).  
Conclusions: High-intensity postoperative pain is a reality for post-cesarean section women, showing 
the importance of pain assessment for implementation of curative and preventive actions to reduce 
losses in the recovery of women. 
 
Key words: Pain; Postoperative pain; Cesarean section 

 
RESUMO: 
Objetivo: Estimar a incidência, intensidade e qualidade da dor pós-operatória em mulheres submetidas 
à cesariana.  
Método: Estudo tipo corte transversal. Foram entrevistadas 1062 mulheres submetidas à cesariana 
nos períodos pré e pós-operatório imediatos. A intensidade e qualidade da dor foram avaliadas por 
meio da Escala Numérica de Dor (0-10) e Questionário de Dor de McGill. As variáveis foram 
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exploradas por meio de medidas descritivas e a incidência de dor pós-operatória calculada com 
Intervalo de Confiança de 95%.  
Resultados: A incidência de dor foi de 92,7% (IC 95%: 90,9 - 94,2). A média dos escores de 
intensidade, no momento de pior dor, igual a 6,6 (dp=2,2). Os descritores escolhidos com maior 
frequência foram “dolorida” (91,6%), “dolorida à palpação” (70,0%) e “latejante” (56,1%).  
Conclusões: A dor pós-operatória de elevada intensidade é uma realidade neste grupo, apontando a 
importância da avaliação da dor para implementação de ações curativas e preventivas que reduzam 
prejuízos na recuperação das mulheres. 

 
Palavras-chave: Dor; Dor pós-operatória; Cesariana 

 
RESUMEN: 
Objetivo: Estimar la incidencia, intensidad y calidad del dolor postoperatorio en mujeres sometidas a 
cesárea.  
Método: Estudio de corte transversal. Fueron entrevistadas 1062 mujeres sometidas a cesárea en el 
periodo pre y post cirurgía inmediatos. La intensidad del dolor y la calidad fueron evaluadas por la 
Escala Numérica del Dolor (0-10) y el Test de Dolor de McGill. Las variables se analizaron utilizando 
medidas descriptivas y la incidencia de dolor postoperatorio calculado con un Intervalo de Confianza 
del 95%.  
Resultados: La incidencia de dolor fue del 92,7% (IC 95%: 90,9 - 94,2) y las puntuaciones de 
intensidad media en el momento de peor dolor, igual a 6,6 (dp=2,2) . Los descriptores más frecuentes 
escogidos fueron "dolorida" (91,6%), "dolorida a la palpación" (70,0%) y "palpitante" (56,1%). 
Conclusiones: El dolor postoperatorio de alta intensidad es una realidad en este grupo, señalando la 
importancia de la evaluación del dolor para la ejecución de las acciones curativas y preventivas para 
reducir las pérdidas en la recuperación de las mujeres 
 
Palabras clave: Dolor; Dolor Posoperatorio; Cesariana 

 
INTRODUCTION 

Postoperative pain frequently has nociceptive characteristics, that is, it derives from 
tissue or organ lesions, whose nociceptive stimuli are perceived as painful(1). In case 
of direct nerve lesion, or even strain or compression, neuropathic pain can also be 
present(2). 
 
Although postoperative pain is a physiological event, the improper relief of this 
experience may entail greater risks for people’s health. The harmful effects include 
neuroendocrine changes, involving responses of the hypophysis and adrenal glands, 
which can cause negative repercussions in different organic systems, such as the 
cardiovascular, respiratory and gastrointestinal, besides effects in the central nervous 
system(3). Highly intensive postoperative pain is also a predictor of chronic pain(4-6). 
 
In this scenario, very frequent surgeries like cesarean sections demand additional 
attention, considering that they rank among the most common surgeries among 
women of fertile age(7). In addition, this procedure takes place at a time of 
considerable hormonal and emotional changes related to the pregnancy and arrival of 
the baby(8), which can negatively influence the postoperative pain, in view of the 
multidimensional nature of this experience(9). 
 
Additional losses for the post-cesarean section women include commitment of the 
capacity to take care of their babies, breastfeed effectively and interact with their infant 
during the postpartum(10). In addition, researchers appoint that cesarean sections 
represent the main cause of chronic pain among women(11).  
 
Estimates show immediate postoperative pain incidence rates after cesarean sections 
amounting to 77.4%(5) and 100%(12), with the pain being of high intensity(13). Research 
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on the women’s perceived quality of this pain is poor. Nevertheless, there is evidence 
that the most frequently used words to describe it belong to the sensory-discriminative 
dimension of the painful  experience(12). 
 
In view of the continuing increase in cesarean section rates identified around the world 
and the need to expand the knowledge on the occurrence and characteristics of this 
experience in the immediate postoperative period, this study was developed to 
estimate the incidence, intensity and quality of postoperative pain in women submitted 
to cesarean section. 

 
MATERIAL AND METHOD 

 
This is a cross-sectional analysis of data from a prospective longitudinal study, 
developed at a private health institution that is a partner of the Unified Health System 
(SUS). This medium-sized hospital (45 beds) executes, on average, 120 elective 
cesarean sections per month, about 70% of which are funded by the SUS. The 
institution is located in the Brazilian Midwest, in a major city with about 1,412,000 
inhabitants(14). 
 
The convenience sample consisted of 1062 women aged 14 years or older, submitted 
to cesarean sections, conscious and oriented at the time of the data collection. 
Women were excluded if submitted to emergency surgery, diagnosed with a malign 
disease, persistent hemodynamic instability, under chronic use of opioids, in labor and 
in intense pain that made it impossible for them to answer the observers’ questions, 
unable to see, hear or talk and victims of postoperative problems, such as 
hemorrhage, cardiorespiratory arrest and death of the infant. 
 
The research variables were postoperative pain occurrence, intensity and quality. 
“Postoperative pain” was considered as proposed by the American Society of 
Anesthesiologists(15), that is, pain in surgical patients after the procedure, due to tissue 
lesion and the manipulation of organs and structures. 
 
The pain intensity was measured with the help of an 11-point Numerical Pain Rating 
Scale (NPRS), a one-dimensional, ordinal tool that permits measuring the pain 
intensity through scores representing the amount of pain felt (0 (zero) = no pain; 1, 2, 3 
and 4 = mild pain; 5 and 6 = moderate pain; 7, 8 and 9 = severe pain and 10 (ten) = 
worst possible pain). As people use figures since childhood, the advantage of the 
NPRS is that the participants are familiar with it. This scale has been widely used in 
hospitals and/or clinics for rapid, non-invasive and valid information about acute or 
chronic pain(16). 
 
To assess the postoperative pain quality, the short form of the McGill Pain 
Questionnaire (MPQ-SF)(17) has been used, translated and adapted for use in 
Brazil(18), consisting of 15 pain descriptors, eleven (11) of which describe the sensory-
discriminative dimension of this experience and four the affective-motivational 
dimension. The descriptors are quantified on a four-point scale, in which 0 = none, 1 = 
leve, 2 = mild and 3 = severe.  
 
The sociodemographic variables, such as age, marital status, education, paid job, 
socioeconomic situation (assessed based on the Brazilian Economic Classification 
Criterion of the Brazilian Market Research Associations(19)) and the surgical and 



 

Enfermería Global                              Nº 48 Octubre 2017 
Página 377 

 

clinical variables, such as the type of anesthesia, anesthetic drug used and 
intraoperative analgesia were presented to characterize the sample only. 
 
The data were collected by nine trained observers in the immediate preoperative and 
postoperative periods, after personal introduction, when information was provided 
about the research objectives. All participants signed the Free and Informed Consent 
(IC) or the Informed Assent Form. The patients were contacted at the ward or 
apartments where they were hospitalized.  
 
The data were subject to descriptive analysis. The categorical variables were 
presented in absolute and relative frequencies. The quantitative variables were 
summarized as means, standard deviation, medians, interquartile intervals (Q1, Q3), 
minima and maxima. The estimated incidence of postoperative pain was presented 
with a 95% confidence interval (CI:95%). The postoperative pain intensity was 
presented in categories (none=0, mild=1,2,3 and 4, moderate=5.6, strong=7,8,9, worst 
possible=10), and the pain descriptors according to how frequently (%) they were 
chosen.  
 
Approval for the project was obtained from the Ethics Committee of Universidade 
Federal de Goiás, protocol number 421.825.  

 
RESULTS 

 
Among the 1062 participants, women between 20 and 35 years of age are prevalent, 
with an average age of 2.52 years (sd=5.7), married and who finished secondary 
education. The majority has a paid job, belongs to socioeconomic class C and 
receives health care through the SUS (Table I).  

 
Table I – Socioeconomic and demographic characteristics of post-cesarean section 
women in Goiânia, GO, Brazil, 2015    
 

Variables Post-cesarean section women 

 n % 

Age range (n=1062)   
14-19 years 180 16.9 
20-35 years 829 78.1 
36-44 years 53 5.0 
Marital status (n=1062)   
With partner 915 86.2 
No partner 147 13.8 
Years of education (n=1059)   
≥11 years  682 64.4 
<11 years  377 35.6 
Paid job (n=1062)   
Yes 580 54.6 
No 482 45.4 
Socioeconomic Class (n=1060)   

Class A 5 0.5 
Class B 343 32.4 
Class C 628 59.2 
Class D and E 84 7.9 
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Type of hospitalization (n=1062)   

SUS (Unified Health System) 760 71.6 
Private/Partnership 302 28.4 

 
As for the characteristics of the anesthetic-surgical technique, all women were 
submitted to spinal anesthesia, with administration of 0.5% bupivacaine heavy and 
intrathecal morphine. Little more than half of the women (50.3%) received another 
analgesic than the opioid drug in the intraoperative period. The administration of a 
simple analgesic drug was the most frequent practice among the associations 
(41.1%). A small part of the women had tubal sterilization together with the cesarean 
section (8.9%) (Table II), and the median duration of the surgery was 30.0 minutes 
(Q1=30.0; Q3=40.0; MIN=14; MAX=90). 

 
Table II – Characteristics of intraoperative analgesia and tubal sterilization in post-
cesarean section women in Goiânia, GO, Brazil, 2015 

 
The incidence of immediate postoperative pain corresponded to 92.7% (95% CI: 90.9 
– 94.2). The main referred pain intensity at the worst moment (“strongest” pain) was 
6.6 (sd=2.2) and the “weakest” pain 3.3 (sd=2.0), triggered by movements. Only 
22.5% mentioned mild pain or absence of pain (Table III).  
 
Table III – Characteristics of postoperative pain among post-cesarean section women 
in Goiânia, GO, Brazil, 2015 

Variables Post-cesarean section women 

 n % 

Pain at surgical site (n=1062)   
Yes 984 92.7 
No 78 7.3 
Pain intensity (n=984)   
Mild (1-4) 150 15.2 
Moderate (5-6) 321 32.6 
Severe (7-9) 369 37.5 
Worst possible pain (10) 144 14.6 
Moment when feeling pain (n=984)   
Movement 729 74.1 
Rest 15 1.5 
Always 240 24.4 

Variables Post-cesarean section women 

 n % 

Intraoperative analgesia (n=1049)   
Opioid 521 49.7 
Opioid and simple analgesic 431 41.1 
Opioide and NSAIDs 34 3.2 
Opioid, simple analgesic and NSAIDs 18 1.7 
Opioid, simple analgesic and steroidal 25 2.4 
Opioid and steroidal 13 1.2 
Opioid, NSAIDs and steroidal 5 0.5 
Opioid, simple analgesic, NSAIDs and steroidal 2 0.2 

Tubal sterilization (n=1061)   
Yes 94 8.9 
No 967 91.1 
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The words the women chose most frequently to characterize the pain were: “aching” 
(91.6%), “tender” (70.0%) and “throbbing” (56.1%), and the descriptors that prevailed 
after quantifying the intensity of the feeling the descriptor expressed as severe were: 
“aching” (32.6%), “tender” (17.0%) and tiring-exhausting (10.9%). The descriptors that 
indicated a moderate quantity of the feeling expressed were “aching” (38.4%), “tender” 
(25.9%) and “tugging” (22.3%). 

 
DISCUSSION 

 
In this study, it was evidenced that postoperative pain remains very frequent after 
cesarean section. In addition, a minority referred mild pain, a clinically unacceptable 
fact in view of the knowledge advances on the painful experience and its relief. 
Similarly, in other surgical scenarios, estimates appointed postoperative incidence 
rates of 100% in this population(8,20,21). 
 
We know that mechanical and/or thermal nociceptive stimuli produce tissue lesions 
during the surgery, resulting in the accumulation of algogenic substances in the free 
nerve endings. After these have been sensitized, the neuronal membrane is 
depolarized and the painful information is carried to the suprasegmentary structures 
that process the pain cognitive and consciously(22). The inflammatory process also 
takes place, releasing substances that promote an exaggerated response to the 
painful stimuli in the surgical injury (primary hyperalgesia) and the surrounding region 
(secondary hyperalgesia)(23). 
 
Although the occurrence of postoperative pain is a physiological and therefore 
“expected” event in the immediate postoperative period, the proper relief of this 
experience can be guaranteed through the use of more advanced anesthetic-surgical 
techniques, the availability of new drugs and the application of basic knowledge on 
postoperative pain(24). 
 
 In addition, pain relief is a human right and the health professionals should assume 
the commitment to comply with the ethical principles, including the patients’ autonomy 
on their therapeutic plan; the principle of beneficence, focused on antiethical conducts 
in response to the demands of patients in pain; the principle of non-maleficence, 
involving dilemmas regarding the risk-benefit of using opioids and the application of 
unnecessary painful procedures; and the principle of justice, which regulates the care 
practices and determines on the equalitarian distribution in the access to pain 
treatment(25).  
 
Concerning the postoperative pain intensity, in a prospective study involving 65 
women, aimed at investigating the relation between experimental pain intensity and 
pain after cesarean birth, assessed at different moment during the first 48 hours after 
the surgery, using the 11-point NPRS, it was evidenced that the mean scores 
attributed to the intensity of this experience 12 hours after the end of the surgical 
procedure was 6.18(20), similar to this research, in which, although the women received 
multimodal intraoperative analgesia, the postoperative pain intensity reached clinically 
important levels, similar to other studies(8,21).   
 
High postoperative pain intensity after cesarean section was also found in a sample of 
60 women investigated by Sousa et al.(12), where the incidence of postoperative pain 
corresponded to 100%, with an average intensity of 6.9 (sd=2.1), assessed by means 
of the NPS. Limitations in the capacity to sit and get up were also found, pointing 
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towards a possible constraint in the activities related to initial care for the infant, 
including breastfeeding.  
 
In this study, although we did not intend to investigate losses in the women’s daily 
activities due to the postoperative pain, evidences have appointed higher pain 
frequencies when moving, in line with the findings by Sousa et al.(12). In addition, the 
intensity of this pain scored higher than four (4) on the NPRS (0-10), a level 
considered unacceptable(26), alerting to the potential losses in the accomplishment of 
daily activities.  
 
An additional loss comes with the fact that the improper relief of highly intense pain in 
the immediate postoperative period represents one of the strongest predictors of 
chronic postoperative pain in women submitted to cesarean section(5-6).  
 
When asked about the words that characterized the postoperative pain, the most 
frequently chosen descriptors were: “aching”, “tender” and “throbbing”, in the sensory 
group of the MPQ-SF. Sousa et al.(12) also evidenced that the words the post-cesarean 
section women chose more frequently belonged to the sensory group - “tight” (62.5%); 
“grasping” (60%) and “straining” (57.5%). 
 
Studies that investigated the quality of the pain in patients submitted to other types of 
surgeries, using the long(27) and short form(28) of the McGill Pain Questionnaire, found 
that the postoperative pain is predominantly described by means of sensory 
descriptors.  
 
The word “aching”, similar to our findings, ranked among the most used descriptors to 
describe postoperative pain before the use of analgesic techniques and 30 minutes 
after this application in a sample of 40 patients submitted to different surgical 
interventions(17).  
 
McDonald and Weiskopf(28) appoint that the higher frequency of words in the sensory 
dimension to describe the postoperative pain can partially be justified by 
disproportional number of words in each group of the questionnaire.  
 
Nevertheless, we also observed the presence of descriptors from the affective 
dimension among the pain characteristics, signaling the presence of aspects of 
tension, fear and neurovegetative responses involved in the painful experience(29). 
 
These findings point towards the importance of assessing the painful experience in 
multiple dimensions. The biopsychosocial approach of pain is necessary, as the 
surgical procedure is frequently perceived as a very difficult time for the patients and 
their relatives. In this scenario, the nurses play a fundamental role in perioperative 
pain monitoring, with a view to the diagnosis, planning, implementation and 
assessment of processes and outcomes, aiming to achieve the patients’ ready 
recovery and the reduction of suffering. Therefore, knowing the other person’s 
subjectivity and understanding their multiple dimensions are necessary.  
 
The reason why many patients still refer highly intense postoperative pain remains 
unknown, but we believe that multiple factors are involved, including a lack of pain 
assessment and documentation, absence of specific protocols for postoperative pain 
management, deficient management of educational programs for health professionals, 
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limited use of effective analgesic techniques and low compliance with available 
guidelines on pain management(30). 

 
CONCLUSIONS 

 
These study results evidenced that postoperative pain is a highly frequent experience 
among women submitted to cesarean section. The intensity of its manifestations is 
clinically unacceptable, that is, it can cause harm to mother and child in the immediate 
postoperative period. 
 
The pain dimension expressed by the descriptors used most frequently to describe the 
pain after the cesarean section is the sensory-discriminative, although other 
descriptors in the affective-motivational dimension were also chosen, pointing towards 
the multidimensional nature of the painful experience, which alerts to the importance of 
the biopsychosocial approach in the choice of the analgesic therapeutics and 
preventive care during the perioperative period. 
 
These evidences arouse reflections on the lack of actions to relieve postoperative 
pain, a fact that appoints the urgent need to remodel the way the health team 
professionals have managed pain in the surgical context, contributing to the choice, 
maintenance or replacement of the analgesic therapy and the implementation of care 
with a view to preventing the occurrence of this type of pain and, consequently, of the 
losses associated with the subtreatment of this experience. 
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