
 

COMPARATIVE STUDY OF POSTPARTUM QUALITY OF LIFE 

BETWEEN PATIENTS HAVING NORMAL VAGINAL DELIVERY 

AND CESAREAN SECTION  

 

 

 

 

 

 
 

 

 

 

 

 

 

MANATCHANOK  MANEEIN 

 

 

 

 

 

 
 

 

 

 

 

 

 

A THESIS SUBMITTED IN PARTIAL FULFILLMENT 

OF THE REQUIREMENTS FOR 

THE DEGREE OF MASTER OF SCIENCE 

(EPIDEMIOLOGY) 

FACULTY OF GRADUATE STUDIES 

MAHIDOL UNIVERSITY 

2014 

 

 

COPYRIGHT OF MAHIDOL UNIVERSITY 







 iii

 

ACKNOWLEDGEMENTS 

 

 

This thesis has been completely achieved by the great kindness and 

deliberate assistance of Prof. Prasert Assantachai, the chairman of the thesis, Assoc. 

Prof.  Pornpimol Ruangwutlert, and Assoc. Prof. Veerasak Muangpaisarn, the thesis 

committee. I would like therefore to thank for their consultancy, opinions, 

and .encouragement until this thesis has been successfully completed.  

 I would like also to thank Dr. Supachoke Singhakant, the psychiatrist,      

Dr. Chanon Neungton, the obstetrician, and Dr.Wanna Phahuwattanakorn, the 

obstetric nurse, for verifying and giving me the useful suggestions on the research 

instrument development.    

This thesis cannot be achieved without the help and cooperation of the 

nurses in the Postpartum Care Unit, Siriraj Hospital, and all postpartum mothers for 

the data collection. 

 Special thanks to Ms. Pimrapas Tengtrakulcharoen, the assistant researcher 

of the Division of Clinical Epidemiology, Office of Research Promotion, Faculty of 

Medicine, Siriraj Hospital, for the advice on the statistics. I also appreciate my 

colleagues for their assistance.      

 And finally, I would like to thank my beloved mother, Mrs. Pranee 

Maneein, and also my family, for their constant encouragement and supports always 

provided for me and my thesis.    

             

Manatchanok  Maneein 



Fac. of Grad. Studies, Mahidol Univ.                                                                                                Thesis / iv 

COMPARATIVE STUDY OF POSTPARTUM QUALITY OF LIFE BETWEEN PATIENTS 

HAVING NORMAL VAGINAL DELIVERY AND CESAREAN SECTION 

 

MANATCHANOK  MANEEIN  5136461  SIEP/M 

  

M.Sc. (EPIDEMIOLOGY) 

 

THESIS ADVISORY COMMITTEE: PRASERT  ASSANTACHAI, M.D.,  

WEERASAK  MUANGPAISAN, M.D., PORNPIMOL  RUANGVUTTILERT, M.D. 

 

ABSTRACT 

This research was a prospective cohort study aimed to investigate and compare the 

postpartum quality of life between normal vaginal delivery patients and those patients delivering by 

way of the cesarean section. The samples consisted of 176 postpartum patients of the Postpartum Care 

Unit, Siriraj Hospital, who were divided into three groups based on their delivery method i.e. normal 

vaginal delivery (n = 59), elective cesarean section (n = 59), and emergency cesarean section (n = 59). 

Data was collected on the second day and within 4-6 weeks after their delivery.  The Maternal 

Postpartum Quality of Life (MAPP-QOL) of Pamela D. Hill was used as the research instrument. The 

data were collected during the period from June 2013 – December 2013 and analyzed by the descriptive 

and inferential statistics, Mann-Whitney U Test, Kruskal Walis Test, One-way ANOVA, univariate 

analysis, multivariate analysis, and multiple linear regression.  

The study results indicated that the postpartum quality of life on the second day after the 

delivery of patients having normal vaginal delivery was higher than those receiving emergency cesarean 

section in terms of the spouse/partner relationship (Mean ± SD = 24.3 ± 3.8: 22.9 ± 3.5), and health and 

function (Mean ± SD = 22.4 ± 3.8: 18.7 ± 5.2). During the 4-6 weeks after the delivery, the postpartum 

quality of life of patients that had normal vaginal delivery was higher than those with the emergency 

cesarean section in terms of economy and society (Mean ± SD = 25.9 ± 2.3: 24.9 ± 2.4), and 

spouse/partner relationship (Mean ± SD = 26.5 ± 2.8: 25.6 ± 2.8), respectively, with the statistical 

significance of p < 0.05. The variables affecting the postpartum quality of life of patients were the 

occupation, delivery method, family income, and labor pain.      

It was obviously that the delivery method affected the postpartum quality of life of 

patients. Patients having the normal vaginal delivery had better postpartum quality of life than those 

with cesarean section. As a result of these finding, it is recommended that the medical staffs should 

provide their patients with additional knowledge on the benefits of the delivery methods so that the 

patients can make their best decision. 
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CHAPTER I 

INTRODUCTION 

 

 

1.1 Rational and background 

 Pregnancy and childbirth are the natural processes of the body which result 

in the changes of organs and body systems of the pregnant women, structurally, 

chemically, physically and mentally. Since these changes provide balance between the 

fetus growth and childbirth, they are harmless to the pregnant women when happened 

appropriately. In other words, the natural normal or vaginal delivery is the most 

suitable and safest way of delivery as there are lower complications compared to the 

surgical methods. 

 The rate of cesarean section is increasing worldwide. For example, in the 

United States, the statistics of CDC/NCHS showed that the rate of cesarean section in 

1991 was 23% and decreased to 21% during1994-1998. However, the rate was 

increased to 26%, 29% and 32% in 2002,2004,and 2007, respectively(1). In Thailand, 

the data of the survey conducted by the International Health Policy Program, Ministry 

of Public Health on the childbirth patterns of Thai women in the past twelve years 

(1990-2001) revealed the increasing popularity of cesarean section as well. In 1990, 

the rate of cesarean section among Thai pregnant women was 14.8% and then 

increased to 20.7% in 2001(2). The rates of cesarean section in private hospitals were 

higher than the ones of the public hospitals. For instance, the rates of cesarean section 

in Chulalongkorn Hospital in 1993 and 2002 were 26.1% and 34.4%, respectively. In 

Siriraj Hospital, the rates of cesarean section were also increased, namely, from 

23.89% to 32.82%, and 39.7% in 1998, 2006, and 2008, respectively(3). Such rates of 

cesarean section in Thailand were obviously higher than the standard of the World 

Health Organization stating that the cesarean section rate should not be exceeded than 

15% of the total delivery cases.  

 Cesarean section is an obstetric operation aiming to help pregnant women 

with medical indications for the safety of mothers and babies. At present, as the 
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cesarean section was involved with the social and economic values, the unnecessary 

cesarean section was reduced. The caesarean section had negative effects to both 

mothers and babies because it might result in the complications after operation such as 

blood loss, side effects from anesthesia, wound infection, adverse effects on 

respiratory system and intestine system, including injury to internal organs. In 

addition, the new born delivered by the cesarean section also suffered from the 

transient tachypnea 4.5 times more than the babies delivered by normal vaginal 

method(4). Because the babies delivered by cesarean section might experience the 

problems of respiratory system due to poorly expanded lung, their long-term health 

would be also affected. The research from Arhus University of Denmark on 34,000 

delivery cases showed that children delivered by the caesarean section were risky to 

the respiratory system problems 3.9 times and 3 times more than the babies with 

normal vaginal delivery at the gestational ages of 37 weeks and 38 weeks, respectively (5). 

Apart from the aforementioned complications, the unnecessary cesarean section also 

abused the limited health budget and medical resources. The study of The Implications 

of Private Practice in Public Hospitals on the Cesarean Section Rate in Thailand 

indicated that the 1% higher rate of caesarean section would account for the 

expenditures of 2.5 million USD (6). 

Postpartum period is very crucial for postpartum mothers because the 

mother generally have physical, mental, and social changes. So, mothers have to adapt 

themselves to such changes. Different delivery methods usually affect the postpartum 

mothers. The comparative study on the postpartum period of women with different 

delivery methods revealed that those having the normal vaginal delivery suffered from 

less pain during the first three days after the delivery than those with cesarean section (7). 

There was also a comparative study in Iran on the quality of life of postpartum 

mothers with normal vaginal delivery and cesarean section. The results indicated that 

mother with normal vaginal delivery had higher vitality scores and mental health 

scores than the ones with cesarean section during 6-8 weeks after the delivery. The 

physical functioning scores of mother with normal vaginal delivery were also higher 

than the ones with cesarean section during 12-14 weeks after the childbirth (8). 

However, some studies using SF36 were not be able to reveal the differences because 
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SF36 is the general health questionnaire that does not specifically and directly focus 

on the postpartum mothers.  

Therefore, the study on the postpartum period of women with different 

delivery methods by using the specific quality of life instrument is very interesting 

since the obtained data will be useful and important in treating postpartum women and 

provide the information for the pregnant women to choose the right delivery method 

according to their pregnancy conditions. In addition, there are only a few studies on 

the quality of life of postpartum women in Thailand.  

As a result, this topic became the main objective of this study. The 

maternal postpartum quality of life questionnaire was used as the research instrument. 

It was expected that the research findings would be beneficial in providing care for the 

postpartum mothers and could be also used as the guidance on the future delivery 

method for the pregnant women. 

 

  

1.2 Objectives 

 

Primary objective 

 To compare the postpartum quality of life of women between those who 

had normal vaginal delivery and those who had cesarean section 

 

Secondary objectives 

1. To investigate the reasons behind the preference of each delivery 

method. 

2.  To study the postpartum quality of life of women with normal vaginal 

delivery, cesarean section, and emergency cesarean delivery.  

3.  To explore the factors affecting the postpartum quality of life of 

women. 
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1.3 Research hypotheses  

1. Women with normal vaginal delivery have better postpartum quality of 

life in terms of emotion and baby than those with cesarean section. 

2. Women with normal vaginal delivery have better postpartum quality of 

life in terms of socio-economic aspects than those with cesarean section. 

3. Women with normal vaginal delivery have better postpartum quality of 

life in terms of spouse relationship than those with cesarean section. 

4. Women with normal vaginal delivery have better postpartum quality of 

life in terms of family and friend relationship than those with cesarean section. 

5. Women with normal vaginal delivery have better postpartum quality of 

life in terms of health and work than those with cesarean section. 

 

 

1.4 Scope of study  

 Samples: The pregnant women who delivered their babies at the 

Postpartum Care Unit of Siriraj Hospital. 

 Setting: The data were collected in two episodes as follows: 

1) The data were collected at the Postpartum Care Unit, Siriraj Hospital, 

on the second day after the delivery. 

2) The data were collected again 4-6 weeks after the delivery at the 

Postpartum Check-up Unit. Provided that the postpartum mothers were absent on the 

appointment date, they were called by the researcher for the data collection.  

 Duration: June 2013 – December 2013 

 

 

1.5  The expected benefits of the study 

 The research results would reveal the differences of postpartum quality of 

life of women with normal vaginal delivery and cesarean section and could be used as 

the first referential baseline data for future study. Besides, the findings would reveal 

the trend of choosing the method of delivery, their postpartum feelings and the 

preferred method of delivery for their next pregnancy. The research findings could be 
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also used not only to solve the problems of increased cesarean section rate in the 

future but also to improve the postpartum quality of life of women.  

 

 

1.6 Definitions  

Postpartum women means the women who delivered their babies either by 

normal vaginal delivery or by cesarean section and were followed for the next 6 

weeks. 

Normal vaginal delivery means the normal vaginal delivery at the 

gestational age of 37-42 weeks. Such delivery occurs naturally without any use of 

obstetric procedure. 

Cesarean section means the planned surgical delivery to avoid labor pain 

and/or the emergency surgery in case that the normal vaginal delivery cannot occur 

naturally. 

Postpartum quality of life of women means the appropriate ways of life in 

the society of the postpartum women to fulfill their physical, mental, emotional and 

social needs which lead to the happiness, good physical and mental health of both 

mothers and babies.  
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CHAPTER II 

LITERATURE REVIEW 

 

 

The literatures related to the research on the postpartum quality of life 

between women with normal vaginal delivery and those with cesarean section could 

be reviewed as follows:  

1. Delivery  

1.1 Normal vaginal delivery 

1.2 Abnormal delivery or dystocia  

1.3 Cesarean delivery  

2. Postpartum period 

3. Quality of life 

 

 

2.1  Delivery  

 

Definitions 

Delivery is the process naturally happened when female body expels the 

fetus and relevant products from the uterus. The delivery can be both performed 

through the vagina and cesarean section. Generally, the delivery can be divided into 

two types: normal delivery and abnormal delivery. 

 

 2.1.1 Normal delivery is the process where the baby is brought out 

through mother’s vagina. The process contains the following characteristics: 

 1) The gestational age is 37 weeks or more but not exceeding 42 weeks. If 

the childbirth takes place before 37 weeks, it shall be categorized as the preterm birth 

and as the post-term birth if the childbirth takes place after 42 weeks. 

 2) A child has a vertex presentation. 
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 3) The childbirth naturally occurs through the vaginal canal without using 

any unnecessary tool such as forceps or vacuum instrument. 

 4)  The delivery process usually takes only 24 hours or less starting from 

the labor pain to the childbirth. 

 5) No complications like intra-partum hemorrhage, postpartum hemorrhage, 

or retention of placenta, occurred during the labor. 

 

Stages of labor (9)  

1.  First stage of labor: The cervix is opened and effaced at the beginning 

of true labor pain. The cervix will be effaced and fully opened. 

2.  Second stage of labor: This is the stage of compulsion beginning with 

the full dilatation of the cervix and ending with the delivery of fetus. 

3. Third stage of labor: At this stage, the placenta will be fully delivered 

after the childbirth. 

4.  Fourth stage of labor: This stage covers the first two hours after the 

childbirth when mother is at risk of abnormal hemorrhage. 

 

Factors influencing delivery process (9, 10) 

 

 The three important factors affecting the delivery process are as follows:  

1. Two types of the power(9): 

1) Uterine contraction or primary power is the important force 

for the effacement and dilatation of the cervix, descent, flexion and internal rotation of 

the fetus, and the delivery of the placenta at the third stage of labor. 

2) Bearing down effort or secondary power is the important 

force for the second stage of labor. Such power leads to the flexion of the head, 

internal rotation, and descent of the fetus through the birth canal. 

 2.  Two parts of the passage or the birth canal: 

 1) The pelvis or the bony part is the part that can be minimally 

expanded and must be in the normal shape so that the infant can be passed through the 

birth canal. 
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 2) The soft tissue part of the birth canal can be expanded. It 

consists of the uterus, cervix, vagina, uterine muscle and perineum. The soft tissue part 

of the birth canal must be well expanded without any obstruction against the descent 

of the infant. 

 3.  The passengers include the infant, placenta, amniotic sac, and amniotic 

fluid. The important requirement is that the baby should have the size and shape that 

are appropriate with the mother’s vagina to smoothen the delivery process. Apart from 

the fetus, the amniotic fluid and the placenta are also important. There should be 

appropriate amount of amniotic fluid whereas the placenta should be in the appropriate 

position so that it does not obstruct the descent of the fetus. 

Apart from the three factors mentioned above, there are also other factors 

affecting the childbirth. For example, if the mothers are unhealthy or have a weak 

physical health like fatigue or dehydration, they will have lower bearing force. Besides, 

if the mothers are too anxious or worried about the pain, they cannot control the labor 

pain resulting in the abnormal uterine contraction and low bearing down effort.  

 

 2.1.2 Abnormal delivery or dystocia 

 

Definitions 

 Dystocia refers to all kinds of abnormal delivery like prolonged, delayed, 

or obstructed delivery. In other words, the abnormal delivery does not follow the 

pattern of normal labor curve (11). 

 Dystocia is harmful to mother and baby. It also results in the increasing 

disability and mortality rate among the mother and baby.  Hence, mother with dystocia 

must be urgently and correctly diagnosed for further appropriate intervention. 

 

 Signs and symptoms (12) 

 The process of the abnormal delivery can occur at the first or the second 

stage of labor with the following signs and symptoms. 

1. Abnormal cervix dilatation rate and downward movement of the 

fetus:  
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1.1 Prolonged cervix dilatation rate and downward movement 

of the fetus (protracted labor). 

1.2  The cervix dilatation rate or the downward movement of 

the fetus has been stopped/paused (arrested labor). 

1.3  Insufficient abdominal bearing force at the second stage 

of labor. 

2. Disproportion of the fetal head and mother’s pelvis: 

2.1 Abnormal shape and size of the fetus. 

2.2  Abnormal presentation or posture of the fetus. 

2.3  Contracted pelvis of the mother. 

3. Rupture of the amniotic fluid sac without labor pain 

 

 Dystocia can be caused by one or several possibilities as follows. 

1. The abnormal expulsive forces such as uterine dysfunction, insufficient 

abdominal bearing forces, and so on. 

2. The abnormally narrow pelvic cavity of the mother (contracted pelvis). 

3. The deformity of fetus such as abnormal presentation, posture, size, and 

shape. 

4. The abnormality of other reproductive organs that obstruct the 

childbirth, for example, vagina stenosis, septal vagina, cervix stenosis, abnormal 

position of the uterus, ovarian tumor or myoma uteri. 

 The uterine dysfunction and the abnormal pelvic cavity are usually the 

main causes of the dystocia that result in the cesarean section. 

 

 1.  Abnormal muscle contraction  

  1.1 The uterine dysfunction can be divided into two types: 

 1.1.1 Hypotonic: The contraction of the uterus is 

too weak but still in a rhythm starting from the fundus to the central segment then to 

the lower segment. Somehow, the uterus force is not strong enough to cause the cervix 

dilatation. Hence, the mothers do not feel the labor pain. 
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Causes: Fifty percents of the hypotonic dysfunction cannot be detected 

whereas the rest maybe caused by:   

1) The disproportion of the fetus and the mother’s pelvis. 

2) The abnormal presentation and the posture of the fetus. 

3) The excessive extension of the uterus from the previous twin pregnancy 

or polyhydramnios. 

4) Taking of too many pain killing medicines within the inappropriate 

period. 

5) The intrauterine infection and prolonged rupture of amniotic fluid sac. 

6) The psychological stress from fear, especially for the first delivery, the 

fatigue from prolonged labor pain and full bladder. 

Diagnosis: Most of the hypotonic uterine dysfunction occurred in the 

active phase. The mothers will face a mild labor pain. The cervix is effaced and dilated 

at least 4 centimeters with a mild uterine contraction (13).  

 Treatment and intervention: The abnormal uterine dysfunction will 

delay the labor and increase the risks of infection and fatigue of the mothers. Thus, the 

mother will be provided with proper and sufficient intravenous fluid. Besides, the 

disproportion of the fetus and the mother’s pelvis must be checked before giving the 

following treatments (13): 

1) Puncturing the amniotic fluid sac and observing the progress of labor. 

2) Giving oxytocin to stimulate uterine contraction. 

3) The cesarean section will be performed in case of abnormal labor 

process. 

 

  1.1.2 Hypertonic: The contraction of the uterus is 

severely high. The intrauterine force is over 50 mm/Hg. whereas the period between 

each uterine contraction is less than two minutes, or both (11). The contraction usually 

starts from the center of the uterus and will be harder in the fundus. The contraction is 

not steady and asynchronous. The hypertonic uterine is generally found in the latent 

phase of the first phase of labor. The mother will suffer a severe pain but the cervix 

does not dilate or the failure of downward presentation of the fetus. 
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Causes: Fifty percents of the hypertonic dysfunction cannot be detected 

whereas the rest maybe caused by the abnormal position of the fetus, the disproportion 

of the fetus and the mother’s pelvis, and the anxiety of mother. 

Diagnosis: The hypertonic uterine is generally found in the latent phase of 

the first phase of labor. Although the mother feels severely painful, her cervix does not 

dilate or the fetus fails to move downward.  

Treatment and intervention: 

1) The cesarean section must be promptly performed if the fetus is in 

distress. 

2)  The pain-killing medicine can be used if the amniotic fluid sac is not 

ruptured so that the mother can get a rest whereas the progress of labor will be normal. 

3)  The mother will be provided with the uterine relaxing drug. 

 

 1.2 Insufficient abdominal bearing force 

 When the cervix is fully opened and the uterine is contracted, 

the mother will feel a labor pain. If the bearing force is not sufficient, the delivery will 

be prolonged. 

 

Causes: 

1) The mother has no delivery experience especially in her first pregnancy. 

2) The mother feels tired due to the lack of sleeping and adequate diet and 

the labor pain. 

3) The mother takes too many analgesic drugs or receives spinal 

anesthesia.  

Treatment and intervention: 

1) The advice on appropriate bearing force should be given to the mother. 

2) The proper pain management should be prescribed. 

3) The appropriate obstetrics methods and equipments should be used such 

as forceps extraction, vacuum extraction or cesarean section, etc. 
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2.  Abnormal pelvis of mother 

 The abnormality of the mother’s pelvis occurs when one of the pelvic 

diameters is abnormally short resulting in the narrow pelvic cavity. Such abnormality 

can be divided as follows: 

 2.1 Pelvic inlet contraction 

 The pelvic inlet contraction means the diameter of the pelvic 

inlet from the anterior to the posterior direction being shorter than 10 cm, or the 

transverse diameter being shorter than 12 cm (12). 

 In general, the full-term fetal head usually has an approximate 

bi-parietal diameter of 9.5 to 9.8 cm (12).  If the mother’s pelvic inlet is shorter than 

10 cm, the fetal head cannot pass easily whereas the fetal presentation will be 

obstructed at the pelvic inlet.  

 Impact on delivery: The fetal head will difficultly pass 

through the narrow pelvic inlet leading to prolonged delivery and morbidity to mother 

and fetus. 

 2.2 Midpelvic inlet contraction 

 This condition occurs if the sum of the inter-ischial spinous 

diameter and the posterior sagittal diameter equals 13.5 cm. or less. However, the 

distance between the ischial spines(less than 10 cm.) is commonly used due to its easy 

measurement (12, 13). 

 Impact on delivery: Although the midpelvic inlet is narrow, 

the normal vaginal delivery is still possible depending on the pelvic size, the fetal head 

size, type and shape of the pelvis. 

  2.3  Pelvic outlet contraction 

 The pelvic outlet contraction means the length between both 

sides of ischial tuberosity equals 8 cm or less (12, 13).  

 Impact on delivery: In general, the pelvic outlet contraction 

does not cause dystocia. However, this may possibly injure the perineal soft tissue. 

 2.4  General pelvic contraction 

 The general or mixed pelvic contraction occurs when the 

pelvis is broken or deformed by previous injuries or some diseases. The mother who 

has general pelvic contraction usually also has the abnormality of the vertebrae. 
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 Pelvic inlet assessment 

1) The vaginal examination or abdominal examination during 

the labor pain shows that the fetal head fails to move down into the pelvis. This may 

imply either the abnormal size of the fetal head or the pelvic contraction. 

2) The x-ray pelvimetry is an unreliable method to predict 

normal vaginal delivery due to other factors.  

3) The computed tomography scanning gives more accurate 

result than the x-ray pelvicmetry. 

4) The magnetic resonance imaging (MRI) is more accurate 

and advantageous due to lack of radiation exposure. 

 

 3.  Abnormality of presentation, posture, size, and body of fetus 

 Dystocia may be caused by the abnormalities of the fetus’s presentation or 

posture.  

3.1 Face presentation 

Face presentation means that the fetus used its face as the 

presentation so that its occiput touches its own back and its chin tilts up. The 

occurrence of face presentation is about 0.175% (12). 

3.2 Breech presentation 

Breech presentation referred to the position of fetus whereby 

its body lies parallel to the longitudinal axis of the mother and its cephalic pole 

situates at the fundus. The occurrence of breech presentation is about 3-4% (14). 

 Breech presentation can be sub-divided into three types as 

below (11). 

1) Frank breech (extended breech): The fetus fully flexes its 

hip with the extended knees lies in front its chest and abdomen.  

2) Complete breech (flexed breech, full breech, double 

breech): The fetus fully flexes its hip and knee joints.  

3)  Incomplete breech: the fetus incompletely flexes its hips or 

knees such as single footing, double footing, footing-frank and kneeling breech 

presentation. 
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3.3 Brow presentation 

 The fetal head aligns between a full flexion and a full 

extension. This presentation is rarely found, namely, about 1:3200 of all cases (14).  

 The fetus with brow presentation usually changes its posture 

during the progression of labor.  

3.4  Shoulder presentation or transverse lie  

 The body of the fetus lies perpendicular to the mother’s body. 

So, the shoulder will be the presentation. The incidence of this position is 

approximately 1:300 of all cases (15).  

3.5 Compound presentation 

 The condition where a part of the arms, hands, or legs of the 

fetus, is attached with the other presentation. This condition is normally found at 

1:1200 of all cases (15). 

3.6 Shoulder dystocia 

 Shoulder dystocia occurs when the delivery stops after the fetal 

head is delivered out of the birth canal but its shoulder is still stuck.  Thus, the fetus is 

highly risky to die or to be disabled. Meanwhile, the mother will suffer a severe pain. 

Emergency surgical intervention is therefore desperately needed to save the lives of 

both mother and fetus. The incidence relates to the size of the fetus. It is found 0.15% 

in the fetus with the birth weight of over 2500 grams; 1.7% in the fetus with the birth 

weight of over 4000 g; and 13.6% in those whose weight is over 4500 g (16). 

3.7 Hydrocephalus 

 Hydrocephalus occurs when the fetus has excessive 

cerebrospinal fluid in the ventricular system. As a result, the fetal head will expand 

and sequentially obstruct the delivery. This case is found 1:2000 of the total 

deliveries(12). 

3.8  Conjoined twins 

 At present, this dystocia is rarely found during the delivery 

because it can be mostly diagnosed before the delivery. If the bodies of the twins are 

small, the normal vaginal delivery is possible or the cesarean section is required.  
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3.9 Large fetal abdomen 

 The fetal body expands significantly and leads to dystocia. 

Mostly, the fetus of this type of dystocia is congenitally disabled and cannot survive. 

 

 4. Other reproductive organs’ dysfunction obstructing the delivery 

(11-13) 

 The abnormalities of reproductive organs both the internal reproductive 

organs and the external reproductive organs may cause the dystocia. 

  4.1  Vulvar abnormality  

  4.1.1 Contracted vulva: This rare condition can be 

congenial or occurs after an accident or an inflammation. The delivery under this 

condition will severely tear a perineum. Thus, the perineum should beat first protected. 

  4.1.2  Swollen vulva: This condition is possibly 

caused by the nephrotic syndrome, pregnancy-induced hypertension, venous 

thrombosis or hematoma. 

  4.1.3 Rigid perineum: This is frequently found in 

women having the first delivery or women with torn or infected perineum scar. 

   4.1.4  Inflammation and tumor such as condyloma 

acuminata, Bartholin abscess and Bartholin cyst. 

   4.2 Vaginal abnormality 

  Contracted vagina: Like the contracted vulva, this condition 

usually occurs after an inflammation or an accident. 

 4.2.1 Contracted or congenially-narrowed septal 

vagina: This condition will obstruct the labor process. Generally, the tear is 

spontaneously caused during the normal vaginal delivery or during the cesarean 

section in some cases. 

 4.2.2 Tumors such as Gartner duct cyst: The 

puncture and suction of the fluid will facilitate the labor process. 

   4.3  Cervix dysfunction 

 4.3.1 Contracted cervix: This condition is rarely 

found, except in mothers with previous cervix treatment, for example, the conization, 
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cryosurgery, laser therapy, and so on. Such treatments may contract the cervix. In 

some cases with sticky cervix, the cesarean section is required. 

 4.3.2 Cervical cancer: The cervix dilatation will be 

prolonged during the labor pain. Thus, the cesarean section is finally required. If 

cervical cancer is early diagnosed, it will be deemed as the indication for cesarean 

delivery.    

 4.4 Abnormality of uterus 

 4.4.1 Anteflexion: The anterior bending of uterus 

along with the weakness of abdominal wall will make the uterus moving forward. As a 

result, the contraction force of uterus will be inadequate to dilate the cervix and the 

presentation cannot move to pelvic cavity as usual. 

 4.4.2 Myoma uteri: This is the main causes of 

premature labor, abortion and abruption of placenta. The tumor larger than 6 cm will 

result in dystocia. 

  4.5  Ovary dysfunction  

 4.5.1  The ovarian tumor or ovarian cyst can lead 

to dystocia if such tumor situates in the pelvic cavity. Cesarean section along with the 

removal of ovarian cyst is required. 

 

 Diagnosis: 

 The diagnosis of dystocia is usually performed during the labor process 

using the following symptoms, signs and other evidences.(11) 

 1. Graphic analysis of labor curve 

 The rate of cervix dilatation and fetal descent, so called Friedman curve, 

can be used to monitor labor progression. When any abnormality occurs, the causes 

must be promptly investigated for the proper intervention to protect mother and fetus. 

 2. Fetal condition 

 The fetal condition can be used to predict dystocia; for instance, the 

abnormal presentation or position and abnormal fetal heart rate in a prolonged labor. 

 3.  Maternal condition 

 The symptoms of mother in a prolonged labor pain, namely,  restlessness, 

severe pain, and dehydration indicate dystocia. In some cases, the over-contracted 
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uterus creating a retracting part called Bandl ring indicating the pending rupture of 

uterus. 

 4.  Vaginal examination 

 4.1 Cervix condition: The rate of cervix dilatation should be 

assessed. Moreover, the cervix characteristics must be assessed, e.g., swelling, 

dilatability or resistance. 

 4.2 Presentation and posture of fetus: The abnormal 

presentations such as face presentation or brow presentation found during the labor 

pain can result in dystocia. 

 4.3 Level of presentation: The level of presentation must be 

assessed to find out whether there is a caput succedaneum - a sign of dystocia. 

 5. Monitoring on the contraction of uterus 

 The weakness of uterine contraction force despite adequate medication 

along with other dystocia symptoms can be a sign of dystocia. 

 6. X-ray and ultrasonography 

 These imaging techniques can be used to assess the presentation, posture, 

level of presentation and size of mother’s pelvic cavity. However, these methods are 

not practical and the results are unreliable enough. So, these methods become less 

popular nowadays. 

 

 Treatment: (11) 

1. Initial and supportive measures: 

1.1 Supplementing adequate diet and intravenous fluid to 

prevent dehydration. In some cases, the correction of acid-base and electrolyte 

imbalance must be also provided. 

1.2 Avoiding full bladder or full rectum. In case of prolonged 

amniotic fluid sac rupture, the infection must be investigated. If the infection is 

detected, appropriate antibiotics should be given immediately. 

1.3 Providing adequate analgesic drugs to relieve pain and to 

encourage relaxation and rest. 

1.4 Providing spiritual support, quick problem solving, advice 

and explanation to ease suffering, anxiety and exhaustion.  
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2. Specific therapy 

 Dystocia is commonly found among mothers with their first delivery 

because of insufficient uterine contraction and narrow birth canal. However, the 

disproportion of the fetal head and the mother’s pelvic cavity, the posture and 

presentation of fetus and the uterine contraction force must be firstly assessed to 

diagnose dystocia. If the uterine contraction is inadequate, the medical treatment such 

as oxytocin should be given to stimulate the contraction. In case of intact amniotic 

fluid sac, the puncture of amniotic fluid sac may be done. 

 In cases of abnormal presentation or posture, such as a transverse lie, 

cesarean section should be promptly performed. However, in some cases of face 

presentation and chin presentation, normal vaginal delivery may be possible. 

 In case of disproportioned pelvic cavity, cesarean section must be done 

promptly.  

 

 Complications of dystocia (11-13) 

 

 Adverse effects of dystocia on mother: 

1. Infection: The infection is caused by premature or prolonged amniotic 

fluid sac rupture. The infection is also caused by several vaginal examinations. 

2. Birth canal trauma: The obstetric procedures such as forceps extraction 

or vacuum extraction may cause dystocia due to birth canal injury. 

3. Hemorrhage: Dystocia can cause abnormal hemorrhage due to prolonged 

and exhausted uterus. Obstetric procedures used in dystocia cases can lead to tear or 

birth canal injury. 

4. Late complications: 

4.1 Genital prolapse: This is usually caused by prolonged 

labor, incorrect procedures, or obstetric techniques. 

4.2 Genital fistula:  The fistula is found between the vagina 

and bladder. It is usually caused by prolonged labor or dystocia. If the fetus presses 

against  the bladder for a long period of time, the gangrene of surrounding soft tissue 

will inevitably occur.  
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4.3 Maternal distress: The mother with dystocia will use a lot 

of energy and suffer from severe pain. As a result, they will be exhausted and stressful.  

 

 Adverse effects of dystocia on fetus: 

1. Fetal distress: The fetus will expose to inadequate oxygenation leading 

to stillbirth or neonatal death. Moreover, in those who can survive the labor, they are 

risky to face several abnormalities like physical and mental growth retardation. 

2. Infection: The infection of mother especially in the uterine cavity will 

be contagious to fetus. 

3. Birth injury: The prolonged and obstructed labor process may cause 

cephalhematoma. Furthermore, obstetric procedures can be harmful leading to 

intracranial hemorrhage or epidural hemorrhage, fracture, etc. 

4. Neonatal complications (11) 

4.1  Low apgar scores: The newborn with prolonged or 

obstructed labor will suffer from insufficient oxygenation for a long time. So, their 

Apgar scores will be affected. 

4.2 Jaundice: Jaundice can be frequently found in the newborn 

with dystocia. 

4.3 Neurological sequel: Obstetric procedures may injure 

neurological system of fetus such as Erb-Duchenne paralysis, Klumpke’s paralysis, 

facial palsy, and so on. In some cases, delayed mental growth and development can be 

found in case of prolonged asphyxia. 

 

 2.1.3 Cesarean delivery 

 

 Definitions 

 Cesarean delivery is the labor of fetus through abdominal wall of mother, 

namely, laparotomy and hysterotomy. However, cesarean delivery does not include 

the delivery in cases of uterine rupture, ectopic pregnancy, and hysterotomy for 

therapeutic abortion. 
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 Incidence 

 Cesarean section is recognized as the popular and the most important 

obstetric operation as it can save the life of mother and newborn. Over the last 30 

years, the number of cesarean section has risen nationwide and worldwide. The rate of 

cesarean section in Siriraj Hospital increased from 23.89% in 1998  to 32.82% in 2003 

and reached 39.7% in 2008 (3). In the United States, the rate of cesarean section had 

risen to 32% in 2007 whereas the rate of cesarean section in 1991 was only 23% (1). 

  

 Causes of increasing popularity in cesarean delivery (13, 17. 18) 

 1. At present, the married couples tend to have smaller number of 

children. So, they do not want their fetus to be stressful during the delivery.    

 2.  Women with late marriage lead to elderly pregnancy, especially among 

women aged 35 years old or more. Hence, these women prefer cesarean section.   

 3.  With new electronic technology of fetal monitoring, the fetal distress 

can be detected earlier than before. This facilitates an early decision to perform 

cesarean section to save the fetus from hypoxia. 

 4.  The cesarean delivery is performed in breech presentation to reduce the 

possible risks against the fetus.  

 5.  Some obstetric procedures such as forceps extraction and vacuum 

extraction become unpopular due to the possible complication among mothers and 

fetus. Hence, the cesarean section is more preferred.  

6. With the increasing medical law suit, the obstetricians prefer cesarean 

delivery to avoid abnormal mental development of the baby in terms of  cerebral palsy 

or epilepsy caused by the asphyxia. 

7. Mothers with higher economic and social status who want to choose 

their own delivery time and to avoid labor pain prefer cesarean section especially at 

the private hospitals. 

8. Previous cesarean section may be the indication for subsequent 

delivery. 
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 Indications of cesarean delivery 

 

 Absolute indications (19) 

 1. An unsuccessful induction of labor pain 

 2.  The disproportion of fetal head and mother’s pelvic cavity 

 3.  The interrupted labor process 

 4.  Fetal distress 

 5.  Placenta previa 

 6.  Abruptio placenta and the fetus cannot be delivered though the birth 

canal in a short period of time 

 7. Prolapsed umbilical cord 

 8. Tumor blocking the delivery channel 

 9.  Herpes simplex lesion at the birth canal and delayed rupture of the 

amniotic fluid sac for more than four hours 

 10. Previous cesarean section 

 11. Siamese twins 

 12. Cervical cancer 

 

 Relative indications (19): 

 1.  Breech presentation 

 2.  Congenital abnormalities 

 3.  Previous vaginal repair 

 4.  Large genital warts around the birth canal  

 

 The four most common indications of cesarean section are (3):  

1. Previous cesarean section 

2. Disproportion between the fetal head and the pelvic cavity of mother or 

failure of labor progression 

3. Fetal distress 

4. Breech presentation 

These four indications accounted for 85% of the total cesarean section 

cases. 
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Two types of cesarean section  

1. Elective cesarean section is a planned delivery due to specific 

indications such as cephalo-pelvic disproportion, transverse lie, placenta previa, herpes 

simplex at genital organs, and so on. The patients will be well prepared before the 

operation such as fasting and intravenous fluid to reduce the post-delivery 

complications. However, at present, the elective cesarean section without specific 

indications has been increased. 

2.  Emergency cesarean section is an emergency delivery performed 

when mother cannot deliver fetus through the normal birth canal due to some 

indications such as abruption of placenta, fetal distress, uterine rupture, or 

cephalopelvic disproportion diagnosed during the labor stage. Without any prior 

preparation, like other emergency operations, the mother may be risky and physically 

and mentally exhausted from the complications or prolonged delivery. In some cases, 

elective cesarean section has been planned but unexpectedly the preterm delivery by 

emergency cesarean section has to be done without proper preparation.  

 

 

2.2 The postpartum period or Puerperium 

 Postpartum period or puerperium refers to the period starting from the time 

when the placenta is delivered to the time when organs and systems are back to normal 

condition. Generally, postpartum period lasts for six weeks. During the postpartum 

period, many changes occur anatomically, physiologically, and psychosocially. Some 

physiological changes can be normalized to the conditions before the pregnancy while 

some changes are special such as lactation, adaptation to maternal roles and fulfillment 

of tasks as being a house wife. However, abnormal postpartum changes occur if 

mother is not well educated or wrongly treated.  

 

 Changes of postpartum mothers 

 

 1.  Anatomical and physiological changes 

 1.1 Uterus: The involution of uterus occurs due to uterus 

ischemia and autolysis. The size of uterus decreases. The fundus of uterus is at the 
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lower level of umbilicus and moves back into the pelvic cavity being unable to be 

palpated through the abdominal examination after two weeks of delivery. The size of 

uterus will be generally normalized within the first four weeks after delivery (20, 21). 

 1.2 Cervix: The size of cervix will gradually decrease to one 

inch in a week after delivery. At the same time, the uterus will be thicker to recreate 

the cervical canal. In this process, the external os will be reshaped to a circle form 

which is not round like before the delivery. 

 1.3 Endometrium: After the delivery, the endometrim is torn 

apart and turns into the lochia whereas the remaining parts of decidual basalis is 

divided into two layers. The superficial layer will be disintegrated and ripped out 

along with the lochia while the basal layer consisting of the endometrium and 

endometrial grand will create the new endometrium to cover the missed part within the 

first ten days after the delivery. 

 1.4 Location of placenta: The location of the hanged placenta 

will be shrunk to the size of a palm and will be rapidly shorten to 3-4 cm
2
 within two 

weeks (21, 22). 

 1.5 Vagina and vaginal orifice: The vagina after delivery will 

be expanded and contracted. However, it will be a little broader than it was before the 

pregnancy. Hymen will be permanently shredded and remain as a small polyp known 

as the myrtiform caruncles while the vagina will be soft and the wrinkles in the rugae 

are reduced. 

 1.6 Perineum: In vaginal delivery, the episiotomy will be 

fixed by surgical sutures. So, the perineum may be swollen and wounded. Such 

symptoms will be healed within 5-7 days (27). Somehow, the mothers with too-narrow 

vagina will encounter the rectocele or cystocele when their perineum muscles are 

incompetent. 

 1.7 Urinary system (20, 23): When the fetus is delivered 

through the birth canal, the urinary bladder and the urethra will be injured and swollen. 

The capacity of the bladder increases with lower sensitivity. This leads to the over-

distention and/or the retention of urine in the urinary bladder and finally the bladder 

infection. Such infection is mostly found in women with operation procedures or 
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epidural anesthesia. Generally, the postpartum mothers will be able to urinate within 

the first 6-8 hours after the delivery. 

 Excess water and sodium chloride will be excreted by kidney 

especially in 2-5 days after delivery. The body weight can be lost around 2.2 kg. The 

reason for such great amount of urination is that the water is accumulated outside the 

cells in the amount of 2,000-3,000 ml during the pregnancy. 

 The size of ureter and renal pelvis will decrease to the normal 

size within 2-8 weeks. Some pregnant women may have urinary incontinence. Such 

symptom will be recovered within three months after the delivery. 

 1.8 Intestine and anus: Postpartum mothers may have the 

symptoms of flatulent and constipation due to decreased colon movement. The effects 

of progesterone hormone still remain in the first week (20) along with the blood loss, 

episiotomy pain or hemorrhoid. All these changes can create fear of fecal excretion 

resulting in constipation. 

 1.9 Cardio-vascular system: The system will be restored 

within 2-3 weeks. One third of the increasing blood will be lost within the first three 

days after delivery. This usually occurs in an hour right after delivery. Mothers with 

normal vaginal delivery may lose their blood around 300-500 ml. Those who had 

cesarean section may lose 1000 ml of blood during the delivery (21, 22). 

 1.10  Body weight: In the early postpartum period, mother 

will lose approximately 5-6 kg due to the dramatic decrease of uterus weight including 

the weight of fetus, amniotic fluid, placenta, along with the blood loss during the 

delivery. The body weight during the first week after the delivery will be decreased for 

another 2-4 kg through the urine and sweat excretion. The weight will be constantly 

decreased and mothers will turn to the weight before their pregnancy. However, in 

some cases, the weight of mothers will be heavier than the pregnancy (23). 

 1.11  Abdominal wall: The abdominal wall of the postpartum 

mothers is flat and soft since the elastic fiber of the skin is expanded whereas the 

uterus is enlarged for a long period during the pregnancy. All changes will be 

recovered within several weeks with the help of exercise. However, the stria will be 

seen vaguely (20). 
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 1.12 Skin system: The skin of postpartum mother changes 

due to the decrease of estrogen and progesterone. The areolars, nipples, inner thighs, 

linea nigra, facial chloasma, which were once prominent during the pregnancy, will 

get lighter. However, the striae gravidarum on the abdomen will be obviously seen. 

Postpartum mother also encounters alopecia during the 4-20 weeks after the delivery 

which will be automatically disappeared. 

 1.13 Breasts: Breasts and nipples will change since 

pregnancy to prepare the mammary glands for lactation for the newborn: 

  Breasts consist of 15-25 secondary buds. Each bud is divided 

with the two cuboidal layers and a space in the middle. The internal layer will be 

turned into secretory epithelium whereas the external layer will be turned into  

myoepithelium which excretes milk for newborn (21). 

  The mammary gland is radially shaped and filled with the 

lobes. Each lobe contains 20-40 lobules; each of them contains 10-100 alveoli which 

will be connected with the tube to nipples. So, in the postpartum period, the vascular 

tubes will be ramified with high blood congestion. The breast engorgement can be 

obviously noticed in 2-4 days after the delivery (21, 23). 

  For the lactation mechanism, the nipples and the posterior 

pituitary grand will be stimulated to secret more oxytocin. Such hormone will speed 

the contraction of the mammary muscles for the lactation. However, the lactation 

period may be temporarily suspended by the stress, fatigue, pain, fear and smoking 

habits (21). 

 

 2. Postpartum psychological reactions (20) 

 These three common conditions can be mostly found in the postpartum 

period:  

 2.1 Maternity blues (postpartum blues) is the most common 

psychological change of postpartum mother, namely, around 15-45% of all cases. The 

symptoms of this condition are anxiety, stress, depression, headache, insomnia and 

negative attitudes towards the responsibility for the newborn. The maternity blues are 

not severe and usually occurs in the first week after the delivery. The symptoms last 
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for a while i.e. only 2-3 days and will be automatically disappeared within ten days. If 

the symptoms last longer, the mother should seek medical advice. 

 2.2 Postpartum depression: The postpartum depression is 

very similar to maternity blues. However, the postpartum depression is usually found 

in mother with previous maternity blues. According to some reports, this condition is 

caused by hormonal imbalance or family problems. Mother with previous records of 

psychiatric disorders prior to the pregnancy tend to suffer more from postpartum 

depression. Antidepressants should be used along with psychiatrist consultation. 

Besides, the patient should be also spiritually supported by their family and medical 

staffs. 

 2.3 Postpartum psychosis: This condition is very rare. The 

symptoms of schizophrenia or manic-depressive reactions such as tendency to suicide 

and illusions occur. The patient needs to be treated by the psychiatrists with the 

medications of tricyclic antidepressants, neuroleptics, lithium carbonate whereas the 

electroconvulsive therapy is required in some cases. 

 

Psychosocial changes and adaptation of postpartum mothers 

 Postpartum mothers usually face several psychosocial changes. Hence, 

they need to have the good preparation and adaptation. If the postpartum mother can 

adapt herself well, the family will be happy. If not, she will suffer postpartum blues.  

 

 Maternal adaptation  

 The maternal adaptation including the adjustment of responsibilities, 

relationship with other people, and child familiarity of postpartum mother can be 

divided into the following six domains:  

 1. Spouse/partner relationship: Child-having affects the relationship 

between husband and wife. For instance, the time spent for husband will be reduced as 

most of the time will be allocated for the newborn. In addition, the sexual intercourse 

in the postpartum period will be temporarily refrained. Thus, the husband may not 

have an opportunity to discuss about the family matters whereas the mother must try to 

adjust herself to sustain the great relationship with her husband. To avoid any possible 

problems, the couple must understand each other. 
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 2. Perceived involvement of husband on taking care of the newborn: 

Postpartum mothers usually require understanding, attention, assistance, and 

hospitality of their spouse on child caring. Helping on child caring implies the bond 

between husband and wife. As a result, postpartum mothers will be more spiritually 

encouraged to raise the newborn. 

 3.  Satisfaction of mother with labor pain and delivery: Postpartum 

mothers must adapt themselves to the experience of labor pain and delivery. 

Generally, most mothers prefer and expect the positive experience on the delivery and 

the newborn. For example, they want a healthy newborn, good services and support 

from the medical staffs, and participation in making a decision on the delivery method 

which may be in turn not met with their expectation. If mothers fail to adapt 

themselves to such experience, they will be frustrated, unconfident, and uncertain on 

their future maternal roles.  

 4.  Satisfaction of mother with living conditions and family financial 

status: Having a baby changes the daily routine and living conditions and will also 

increase the expenses. In some families, as mothers have to stop working outside, their 

family income decreases. Some single mothers have to raise the baby alone as they are 

neglected by their husband. This may result in the insufficient income. Added with the 

economical problems, if postpartum mothers cannot adjust themselves properly to the 

changing environment, they will be dissatisfied with life and family. In addition, they 

will be insecure and cannot properly perceive the maternal roles. 

 5. Confidence of mother in maternal roles and activities: In the postpartum 

period, to adapt themselves well, mothers must be confident that they can take care of 

their infant. Mothers who can sufficiently adjust themselves will learn to reduce their 

stress and anxiety caused by their maternal roles. As a result, such mothers will 

understand the needs of their baby and can take care of their baby in accord with the 

baby’s needs and satisfaction. 

 6. Satisfaction with child caring: Postpartum mothers must happily learn 

to adapt themselves to the activities related to the child caring such as breast feeding, 

hygienic cares and response to the baby. 
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 Maternal roles (23) 

 

 Maternal roles can be divided into four aspects as follows: 

 1. An adaptation to the new roles, the learning of what missions the 

mothers need to do in taking care of their babies, which cannot be avoided even a 

second.  

 2.  A creation of a good relationship between parents and babies. Mothers 

need to learn their babies’ behaviors. They should admire their babies and feel happy 

to raise and talk to them. At the same time, mothers must still maintain the relationship 

with their spouse as well.  

 3.  A division of responsibilities among family members must be 

appropriate so that the babies can be properly raised to fulfill their needs in accord 

with their development stages.  

 4.  A family planning is extremely necessary. Mothers and fathers should 

mutually discuss on an interval of child-having and suitable birth-control methods.  

 

 

2.3 Quality of life 

 

 Concepts related to the quality of life 

 Quality of life consists of sophisticated, complicated and different 

components due to several reasons:   

 1. As the quality of life is a mental perception process that is interpreted 

through different concepts and languages, it may be hence deviated and differentiated 

based on the experience, the fundamental knowledge, and the presentation of the 

individuals.  

 2.  The conceptual frameworks of the studies on the quality of life must be 

clearly defined as such frameworks must be accepted among the similar social groups 

and can be evaluated efficiently.   

 3.  The definition of the quality of life depends on several factors such as 

values, social classes, occupation, age and education. As such, the definition is 
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differentiated. If the definition is stated with only one meaning, such definition will be 

used to all individuals without any consideration on human differences. 

  From these reasons, it is quite difficult to find the corresponding 

definition. However, many researchers have given a variety of definitions related to 

the quality of life as follows:  

 

 

Definitions of quality of life 

 The World Health Organization (WHO) (24) has defined that quality of 

life is the personal perception in accord with the position, environment, culture, and 

social value including the aims and standards of the individuals. The quality of life can 

be divided into six domains: Physical health, psychological state, levels of 

independence, social relationships, environmental features, and spiritual concerns. 

 For UNESCO (25), quality of life is a cozy feeling caused by the 

satisfaction or dissatisfaction towards the states or environments people live in and 

such perception can be judged by the individuals.  

 According to Ferrans & Powers (26),  quality of life is a cozy feeling 

caused by the satisfaction or dissatisfaction towards the states or environments people 

live in and such perception can be judged by the individuals.  

 Yupa Udomsak (27) mentioned that quality of life is referred to the quality 

in terms of health, society, education, politics and religion. As the quality is not fixed 

with any standards, each country or each individual establishes different standards 

based on its needs. As a result, the quality of life is changed through times and states.    

 Orem (28) defined that quality of life is a perception of a coziness in the 

current states of the individuals through the experience of satisfaction, pleasure, and 

happiness in terms of spirit, life determination, and personal identity. Quality of life is 

thus related to health, success and life benefit sources. People can have a better quality 

of life even they are disabled.  

 For Niphon Khanthasewee (29), quality of life is a level of living states of 

the individuals based on the living elements physically, mentally, socially and 

conceptually.  
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 Siri Hamsupho (30) mentioned that quality of life is the state when the 

individuals can properly live in the society without causing social burdens or 

problems. The life is complete physically and mentally whereas people can live with 

righteous life in accord with the environmental conditions and social values. Besides, 

people can solve problems and achieve the goal properly under available resources.  

 From the definitions above, it can be concluded that quality of life is a 

proper living of people in the suitable environment and society. Such living can 

sufficiently satisfy the life components physically, mentally, emotionally, socially, and 

conceptually.  The quality of life is hence reflected as a satisfaction of a living which 

can be perceived by the individuals in such conditions. 

 

 Components of quality of life 

 Quality of life has several meanings and can be changed based on the 

environment the individuals live in. Thus, the components of the quality of life, like its 

meanings, are various; for instance:  

 Yupa Udomsak (27) stated that the components of the quality of life 

include physical, mental health, educational, economic, occupational, political, 

religious, environmental and social facilities, and so on. 

 For Sharma (31), there are five components of the quality of life:  

 1. Standard of living: This means the standard of a daily living of the 

individuals in terms of the personal income, health, education, housing, and social 

welfares. These components can remarkably change the quality of life. 

 2. Population dynamics: The changes of population can be caused by the 

birth, death and re-settlement resulting in the increase of decrease of population scales. 

Population dynamics can affect several situations in terms of economy, society, and 

public utilities. All of these, in turn, affect the quality of life.  

 3. Socio – cultural factors: As human beings live as a group, the rules and 

systems of the government, laws and practical norms derived from the faith and belief are 

required for peaceful living and a good quality of life.   

 4. Process of development: Development is a process to a better living. 

The development must be therefore continual and associated with the social factors, 
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environment, and resources. To achieve the good quality of life, the individuals and 

the members of the family, community, and nation should be continually developed.    

 5. Resources: Resources can be also recognized as the crucial component. 

Countries with abundant natural resources usually have qualified human resources and 

higher quality of life and vice versa. Therefore, resources can be used as an indicator 

determining the wealthy and the poor countries. 

 6. Physical components: These are referred to the components of a daily 

life that affect the quality of life such as food, water, housing, and clothing. 

 According to Flanagan (32), the following five components of the quality 

of life are the basic needs of human beings: 

  1. Physical and material comfort: Physical comfort is referred to the 

healthy body whereas the material comfort includes a living in a nice house with good 

food and facilities, for example. 

  2.  Relationship: This covers the relationship with spouse, parents, 

relatives, friends and others. This also includes having children and parenting them as 

well. 

  3.  Social and community activities: This also includes the opportunity to 

help or support other persons.  

  4.  Development of personality and development success: For example, the 

development of intelligence, learning, self-understanding, having a great job with 

good returns as well as expressing oneself creatively. 

  5. Recreation: Recreation includes book reading, listening to music, sports 

and other entertainment including a participation in social activities.   

 Zhan (33) divides the quality of life into four aspects as below: 

 1. General life satisfaction: This is a satisfaction with all aspects of life 

that can be perceived for the difference by a comparison between expectation and 

reality. 

 2.  Self-concept: This is the feeling or belief about one-self for overall or 

specific domains in a period of time that is derived from the perception on the reaction 

of other persons. This, in turn, determines the behaviors of the individuals.  

 3. Health and functioning: People with good health and ability can achieve 

the goals. 
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 4. Economy and society: This is the social status associated with the 

psychological well-being that results in the feeling of self-esteem. Such psychological 

well-being is generated from three aspects, namely, education, occupation, and 

income.   

 For Ferrans & Powers (26), there are four areas of the quality of life: 

  1. Health & functioning: This is involved with the physical health and 

ability of the individuals to perform their duties or activities or provide services for 

other people in accord with their social roles.  

  2.  Socio-economic aspects: The social and economic status of the 

individuals comprises the standard of living, financial self-reliance, housing, 

employment, relation with neighbors, friendship, psychological support and education. 

  3.  Psychology/spiritual; The perception or awareness of emotional or 

spiritual responses to the things in life consist of life satisfaction, general happiness, 

self-satisfaction, goal achievement, peace of mind, satisfaction with physical 

appearance, and religious faith. 

  4. Family: The family relationship of the individuals comprises family 

happiness, spouse/partner relationship, success of children, and health conditions of 

family members. 

 According to UNESCO (34), various factors are associated with the 

quality of life such as foods, health, nutrition, education, environment, resources, 

accommodation, settlement, occupation, religion, moral values, and psychological 

factors. 

 From the above examples, it can be concluded that the quality of life 

consists of different components. Thus, to study on the quality of life, the suitable 

components should be chosen and analyzed in accord with the purpose of the study. 

 

 Assessment of quality of life 

 The assessment of the quality of life is different and depends on the 

purpose of the study. However, today, two indications have been used:   

 1. Objective indications: The assessment will be concrete such as the 

assessment of income, occupation, education, physical functions, food, and 

environment. 
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 2. Subjective indications: Such indications are usually used in the 

assessment of feelings, attitudes towards the life experience, living, life satisfaction, 

happiness, and self-esteem. 

 

 Assessment of personal quality of life in terms of health and happiness (35) 

  

The four domains are assessed as follows:  

 1.  Physical domain 

 The physical domain is the perception of the individuals on the impact on 

their daily life. This domain can be divided into seven groups as below: 

 1.1 Pain and inconvenience: This is the perception of the 

individuals that their health conditions affect the daily life including the perception on 

the ability to manage stress or anxiety caused by the pain that affect the quality of life.   

 1.2 Energy and fatigue: This includes the strength, enthusiasm, 

and patience which are necessary for a daily life and recreation. It is also related to the 

enthusiasm and sufficient energy for dealing with fatigue caused by some problems 

like diseases and pressure. 

1.3 Sleep and rest: This is related to the perception of the 

impact on the quality of life in terms of sleep and relaxation such as insufficient sleep 

and relaxation, insomnia, waking in the middle of the night, doziness, non-refreshed 

feeling after waking up, taking sleep medicines to solve the sleep problems. 

1.4  Movement ability: This means the ability of the 

individuals to move from place to place without any help from other persons. The 

dependence on others for the movement significantly affects the quality of life. 

However, in some cases, having no movement ability may not affect the quality of life 

of such people prefer using their wheelchair. 

1.5 Daily routine: This is referred to the ability of the 

individuals to perform their daily routine such as taking care of themselves, their 

properties and belongings, and doing the various daily activities.  

1.6  Chemical dependence and Personal Medical Aids: This is 

involved with the personal perception on the drug dependence or other medical 

interventions such as acupuncture or using herbs to comfort their body and mind.  
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   1.7 Working ability: This is related to the energy used for 

working, whether paid or unpaid, in terms of the social services, education, child care 

and home care. 

 

 2. Psychological domain  

   This domain is divided into six groups: 

 2.1 Positive feelings: This is the positive personal experience 

such as peacefulness, happiness, success, and joyfulness including the perspectives 

and feeling of the future.  

 2.2 Ideas, learning, memorizing, and personal attention: These 

are the views of ideas, learning, memorizing and personal attention. This is also 

referred to the ability to make decisions on the stability and clarity of thoughts. 

However, the assessment is not related to the level of awareness and personal 

realization. 

 2.3 Self-esteem: Self-esteem is a personal feeling that can be 

either positive or negative. The self-esteem is involved with the self-value, efficiency, 

capability to achieve the goals by oneself, and self-control. In addition, this is also 

associated with the feeling of existing with other people in terms of education, career 

success, behaviors, family relationship, reputation, and self-acceptance. 

 2.4 Image and expression: The expression of the individuals 

can be positive or negative depending on their satisfaction with conceptual framework, 

learning, and disabilities. 

 2.5 Negative feelings:  The negative feelings include the 

desperate, sorrow, regret, fear, anxiety, and loss of life satisfaction can affect the daily 

life. 

 2.6 Spiritual, religious and personal belief: This means the 

spirit, religion, and belief that affect the life of the individuals. 

 

 3. Social relationship domain 

   This domain describing the interpersonal relationship between the 

individuals giving the helps and the ones receiving the helps can be divided into three 

aspects as follows:    
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 3.1 Personal relationship: This means the expression of 

friendliness, good wishes, love and bond that can be physically and emotionally 

expressed through hugging, touching, giving and receiving of love, sharing of 

happiness and sufferings.  

 3.2 Social support:  This is involved with the assistance and 

support received from family and friends for solving personal problems, family 

problems, work problems, and negative feelings. 

 3.3 Sexual intercourse: This is referred to the proper sexual 

stimulation and needs. This also includes the sexual drive, sexual activity and 

successful sexual intercourse. The sexual intercourse is different in accord with age 

and gender. However, this topic is very difficult for discussion because some societies 

believe that sex is very personal and should not be disclosed in public 

 

 4.  Environmental domain 

 The environmental domain can be divided into the following 

four groups: 

 4.1 Independence, physical safety and security: These are the 

feelings against the physical threat such as being forced by others or politics. Safety 

and stability are expressed through the freedom, independence, and living in a safe 

place. Some people may not be stable, for example, the disaster victims who became 

homeless and tortured, as well as the prisoners.  

 4.2 Residential environment: This is referred to the residence 

where people sleep and store their things. Such place affects a living of the 

individuals. The quality of residence can be assessed by the convenience, privacy, 

safety, cleanliness, and strong physical structure. Besides, a good relationship with the 

neighbors is also considered as one of the main factors of the quality of life. 

 4.3 Income: This means the concept of the individuals to the 

financial status, sufficiency to ensure a healthy and good life, as well as the satisfaction 

of the received income. However, this excludes the occupational satisfaction. 

 4.4 Health condition and social welfare: This implies the 

ability to access the health care and efficient social services expected. This also 

includes the quality of health care, access difficulty, and service mind.  
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 4.5 Opportunity to gain new knowledge and skills: This means 

an opportunity and necessity of human beings in learning new skills or knowledge. 

Such skills and knowledge can be learned from the organized education institutes or 

by oneself.  

 4.6 Participation in recreational and leisure activities: This is a 

personal ability and voluntary willing to spend free times for hobbies and recreational 

activities such as meeting with friends, reading, sports, watching TV and spending 

times with family. 

 4.7 Physical environment: This means the surrounding 

environment like pollution, noise, traffic, air, and so on, that affect the quality of life. 

 4.8 Transportation: This is involved with the personal 

convenience when travelling by any sorts of vehicles to the desired destination. 

However, this does not include the types of transportation and travelling within the 

residential areas.  

 The conceptual framework of Ferran s& Power (Ferran CE. 

1985) is assessed in two dimensions: (1) Satisfaction and (2) Importance due to the 

belief that the individuals having no satisfaction and importance will have the lower 

quality of life than those having higher satisfaction with what they pay importance. 

 

 Quality of life assessment tools 

 There are different methods to assess the quality of life as many institutes 

have created a variety of indications to evaluate the quality of life; for instance: 

 According to Nattita (36), the quality of life assessment tools should have 

the following characteristic:  

 1. The contents should be consistent with the studied population. For 

example, the assessment of Thai quality of life should be consistent with Thai values 

and culture.   

 2. The assessment should be quantitative. Namely, the data should be 

scored in numbers.  

 3. The assessment can be used in several situations with a variety in terms 

of gender, age, occupation, and types of diseases, with least restrictions.   

 4. The tool is verified for its reliability before implementation. 
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 5. The tool is accepted by especially the clinical experts. 

 6. The assessment is sensitive for the changes based on the health 

conditions of the population. 

 7. The tool can clearly demonstrate the differences of the groups with   

different quality of life. 

 8. The assessment is rationally reliable. 

 For Spitzer et al.(37), the good quality of life assessment tool should 

contain the following ten characters:  

 1. The items of the tool are short and easy to understand and use. 

 2.  The contents cover all aspects of the quality of life with enough items to 

assess the quality of life in each domain. 

 3.  The contents are appropriate to the target population. 

 4.  The assessment should be quantitative. 

 5.  The assessment can be adapted for several situations with a variety in 

terms of gender, age, occupation, and types of diseases, with least restrictions. 

 6. The tool is verified and certified before implementation. 

 7.  The tool is accepted by especially the clinical experts. 

 8. The assessment is sensitive for the changes based on the health 

conditions of the population. 

 9. The tool can clearly demonstrate the differences of the groups with 

different quality of life. 

 10. The assessment is rationally reliable. 

 In this study, the researcher used the quality of life assessment of 

postpartum mothers of Pamela D. Hill et al (38) developed from the quality of life 

index of Ferrans and Powers (Quality of Life Index Generic Version-III). The 

assessment was divided into two parts: (1) Satisfaction and (2) Importance. The both 

parts contain 39 items in five domains: 1. Psychological/baby, 2.Socio-economic, 3. 

Relation/spouse – partner, 4. Relation/family – friend, and 5. Health & function. The 

reliability of the whole assessment  calculated by Cronbach’ Alpha Correlation 

Coefficient was 0.96 whereas the reliability of the psychological/baby domain was 

0.91, the socio-economic domain 0.90, the relation/spouse – partner domain 0.85, the 

relation/family - friend domain 0.90,and the health & function domain was 0.82, 
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respectively. The above assessment was translated into Thai and adapted to be suitable 

assessment for the Thai postpartum mothers. The researcher believed that this quality 

of life assessment could correctly assess the quality of life with the reflection of the 

reality since it was the tool that matched with the studied population.  

 

 Factors related to the quality of life and the research 

 According to the literature review, there are only a few studies on the 

postpartum quality of life of mothers. Most of them focus on the adjustment of 

mothers to the maternal roles or the mental health of the postpartum mothers. Most of 

the researches emphasize the quality of life of the patients suffered from AIDS, 

cancer, chronic diseases, and also the patients who just had the operation. Hence, in 

this study, the researcher chose only some factors that are correlated with the 

postpartum quality of life of mothers. 

 

 1. Age 

 The age of mothers is a crucial factor influencing the adjustment of 

mothers to the maternal roles. Age also indicates the emotional maturity, mental 

conditions, interest, care, and responsibility of mothers for caring their children and 

family. 

 Wilaiphan (23) stated that most of the mothers aged under 20 years old 

have lower emotional maturity. As such mothers are still in the teen age, they are very 

sensitive to the changes and temptations. Therefore, these young mothers slowly or 

slightly adjust themselves to the motherhood when compared with the mothers aged 

over 20 years old.   

 Wanna et al. (39) studied the factors affecting the mental health of the 

postpartum mothers and found that age is the factor that affects the mental health of 

the postpartum mothers with the statistical significance of 0.05. 

 Semiha et al. (40) studied and compared the quality of life of between the 

pregnant adolescents and the pregnant adults in Turkey and revealed that the quality of 

life scores of the pregnant adolescents were lower than those of the pregnant adults. 

 Lastly, Somkid (35) studying the postpartum quality of life of the HIV 

mothers in Phetchaburi and Ratchaburi Province discovered that age was not related to 
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the postpartum quality of life of HIV mothers. So, only the factor of age may not be 

correlated to the postpartum quality of life of mothers since other factors such as 

spouse/partner relationship, income, and so on, must be considered.  

 

 2.  Education level 

 Education level is correlated to the satisfaction of life because it affects the 

occupation, income, health, and value. Besides, education provides experience for 

people and help people use their intellectual processes reasonably. According to Orem 

(28), education is crucial for the development of knowledge, skills, and attitudes 

towards the self-care. In other words, education is a part that supports and improves 

the good quality of life.  

 Wilaiphan (23) stated that people with higher education can adapt 

themselves to the motherhood better than those with lower education. Obviously, 

mothers with higher education usually have better opportunity to learn, adjust and 

search for diverse knowledge than those with lower education.   

 Wanna et al. (39) studied the factors affecting the mental health of 

postpartum mothers and indicated that education level is correlated with the level of 

anxiety and depression of the postpartum mothers, especially among the uneducated 

ones. 

 Nutcharat Siridumrong (41) studied the factors related to the health 

problems of mothers during the postpartum period at home and revealed that education 

level is associated with the problems of post-partum mothers when they returned to 

home with the statistical significance of .001. 

 Chutima(42) studied the relationship between the maternal self-efficacy, 

social support and maternal depression among Thai adult mothers having children 

aged under one year and concluded that the education level was significantly 

correlated to the depression. 

 Naiyana (43) studied the correlation between the personal factors, self-care 

ability, and quality of life of the patients with chronic renal failure  treated with 

hemodialysis and found that education was correlated to the self-care ability with the 

statistical significance of 0.05. 
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 Saifon (44) studied the quality of life of the elderly with coronary heart 

disease and indicated that the education level was positively associated with the 

quality of life with the statistical significance (p < 0.001). 

 Prapa (45) studied the factors affecting the quality of life of the patients 

with myocardial infarction and revealed that education was positively related to the 

quality of life with the statistical significance (p < 0.001). 

 However, in the study of Manlika (46) on the perception of AIDS and self-

care capability to prevent AIDS among the prostitutes, education was not related to the 

quality of life of the AIDS infected patients. 

 

 3. Income 

 Income is a basic economic factor that is important to a living. It is also an 

indicator of social and economic status with a correlation with education and 

occupation. The individuals with sufficient income will be able to satisfy their basic 

needs such as adequate food, safe and suitable housing, and quality medical treatment 

when needed. In contrast, the individuals with lower income do not sufficiently satisfy 

their basic needs and usually encounter the economic instability and living anxiety. 

After the delivery, income will play a vital role on the postpartum mothers’ mental 

conditions resulting in an increase or a decrease of as more expenses must be paid to 

the baby and the mothers.  

 Nutcharat (41) studied the factors related to the health problems of 

mothers during the postpartum period at home and found that income was correlated 

to several problems of the postpartum mothers when they returned home with the 

statistical significance of .001. 

 Chutima (42)conducting the research on the relationship between maternal 

self-efficacy, social support and maternal depression among Thai adult mothers with 

children aged under one year found that sufficient family income was significantly 

related to the postpartum depression. 

 Panida (47) studying the spouse support and maternal role adaptation of 

the postpartum mothers indicated that  average family income was positively related to 

maternal role adaptation in the postpartum period (r = 0.1964, p < 0.01). 
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 Saifon (44) studied the quality of life of the elderly with coronary heart 

disease and found that income was positively related to the quality of life with the 

statistical significance (p < 0.001). 

 In contrast, the study of Naiyana Piphatvanitcha (43) on the correlation 

between the personal factors, self-care ability, and quality of life of the patients with 

chronic renal failure treated with hemodialysis indicated that income was not 

correlated to the self-care ability.   

 

 4.  Marital relationship 

 Marital status, a factor indicating the receiving of social support, 

influences the postpartum mothers. In case of spouses who love, understand and 

concern each other, when the wife has given birth, the husband will support his wife's 

mind to adapt herself to the role of a wife and a mother simultaneously. This promotes 

and generates warmness, life security, and finally the good quality of life. Therefore, 

the postpartum mothers with spouse tend to have better quality of life than divorced 

postpartum mothers or those without spouse.  

Nutcharat (41) studied the factors related to the health problems of 

mothers during the postpartum period at home and revealed family relationship was 

correlated to the problems of the postpartum mothers with the statistical significance 

of .001.  

Bang-orn (48)studying the marital relationship and maternal adaptation 

among mothers with low-birth weight infants found that the samples had a well 

maternal adaptation with normal spouse relationship.   

Sutinee (49)studied the influence of marital relationship, complications 

during pregnancy, and separation time from baby and mother-baby bond in postpartum 

mothers and found that the samples had overall spouse relationship scores in a good 

level with the high scores of mother-baby affectionate bond.  

Saifon (44)studied the quality of life of the elderly with coronary heart 

disease and indicated that the elderly with marital status had better quality of life than 

those who were single, divorced, widowed, and separated.   

Kitinan (50) conducting the research on the perception of health 

conditions, spouse support and health-promoting behaviors of mothers with HIV 



Manatchanok  Maneein       Literature Review / 42 

found that perception of health conditions and spouse support were related to the 

health behaviors of HIV mothers. 

Piyanan (51) conducting the study on the relationship between social 

support and maternal adaptation of HIV mothers indicated that social supports was 

associated with the maternal adaptation of HIV mothers with the statistical 

significance (p < 0.001). 

However, according to Somkid (35) and Prapa (45), marital status was not 

related to the quality of life. 

 

 5.  Occupation 

 Occupation or paid-working is an activity resulting in income. Occupation 

includes full-time and part-time jobs, extra jobs or private business. Working is a 

factor that brings a life satisfaction. The individuals with occupation are accepted and 

valued and can create the economic stability to themselves and their family. In 

contrast, a resignation implies the loss of the role of working and leads to the lower 

life satisfaction. The postpartum mothers have the maternal role and in the mean time 

they have to perform their works effectively like before their pregnancy. Hence, this 

leads to the pressure of the postpartum mothers and also stress. 

 Premruethai (52) studying the social support, self-care deficits, and quality 

of life of HIV patients and revealed that occupation was significantly correlated to the 

quality of life of HIV patients. 

 Wanna et al. (39) studied the factors affecting the mental health of the 

postpartum mothers and found that occupation influenced women's mental health in 

the postpartum period with the statistical significance of 0.05.  

 In contrast, according to Somkid (35), his study on the quality of life of the 

postpartum mothers with HIV in Phetchaburi and Ratchaburi Province indicated that 

occupation was not correlated to the quality of life of the HIV postpartum mothers.  

 

 6. Social support 

Obtaining social support is associated to the quality of life since love, 

concern, care, advice and helps from family, friends, and social welfares can provide 

safety, value, and sufficient strength to face any problems in life and also encourage 

mothers to adapt themselves better. 
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For Reece (53), his study on the mothers with the first pregnancy at the 

age over 35 years old indicated that spouse and family support affected positively the 

maternal role and helped reduce the postpartum stress well.  

Ratchanee (54)studying the factors related to the maternal role attainment 

of the first-time adolescent mothers found that the close bond between teenage 

mothers and their mothers was positively related to the successful maternal role of the 

young mothers with the statistical significance.    

Chutima (42) studying the relationship between maternal self-efficacy, 

social support and maternal depression among Thai adult mothers with children aged 

under one year indicated that social support was significantly correlated with maternal 

depression.  

For Supaporn(55) studying the self-esteem, spouse support, mother-

daughter relationship, and maternal role adaptation during pregnancy of the 

adolescents exhibited that spouse support and mother-daughter relationship 

contributed to the variance of maternal role adaptation among the teenage mothers 

with the statistical significance of 0.001. 

 According to Prapa (45), her study on the factors affecting the quality of 

life of the patients with myocardial infraction revealed that social support was 

positively related to the quality of life with the statistical significance (p <0.001). 

 

 7. Types of delivery 

 Types of delivery influence the maternal adaptation. Mothers with 

cesarean section may feel that they face the operation crisis. Such feeling affects not 

only the physical health but also the psychological tension and emotion of the mothers. 

In addition, mothers with cesarean section usually have lower self-satisfaction than 

those with normal vaginal delivery because the postpartum mothers with cesarean 

section still remain the post-operation patients. At the same time, these mothers have 

to take care of their children and husband as well as the house works. Hence, the 

postpartum mothers have to deal with the pain and inconvenience caused by the 

surgery wound while doing their duties.   

 Monika Schindl et al. (8) studying the elective cesarean section and the 

normal vaginal delivery for the comparative study of birth experience, found that the 
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mothers with normal vaginal deliver had significantly less pain  than those with 

cesarean section during the first three days after the delivery.   

 Behnaz Torkan et al. (8) studied the postpartum quality of life of mothers 

with normal vaginal delivery and caesarean section and revealed that mothers with 

normal vaginal delivery had a better and significant quality of life in terms of vitality 

and mental health than those with cesarean section (p = 0.03).  

 According to Jansen AJ et al. (56) conducting a depth-study on the fatigue 

and health–related quality of life after the delivery exhibited that the postpartum 

mothers with normal vaginal delivery earned higher physical scores than those with 

cesarean section. 

 In the research of Panida (47), the postpartum mothers with cesarean 

section took longer time in adapting themselves than those with normal vaginal 

delivery (Clark and Affonso, 1979, May & Mahlmmeister, 1990: 118, Sherwen et al., 

1991: 728, cited in Janya Norkaew). However, in her study on the spouse support and 

maternal role adaptation of the postpartum mothers, types of delivery did not affect the 

adaptation of postpartum mothers.    

 

8.  Number of children 

The number of children affects the adaptation of mothers and also reflects 

the experience in raising children of mothers. In families with several children, fathers 

and mothers have a duty and responsibility to take care of all children physically and 

emotionally. Mothers having the first child are not responsible for the previous child. 

As a result, they have more time to take care of their present child and house works 

than those having several children. Thus, the number of children inevitably affects the 

postpartum quality of life of mothers.  

 From the study of Lemaster (59), mothers having the first child usually 

face severe crisis related to the self-adaptation.   

 Sompit (58) studied the personal factors, adaptation to the maternal roles, 

and postpartum depression among the adolescent mothers with first child. The study 

results showed that the adolescent mothers with first child were risky to the 

postpartum depression. 
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 However, Panida (47) studying on the spouse support and maternal role 

adaptation of the postpartum mothers found that the number of children was not 

involved with the adaptation of mothers. 

  

9. Health of mothers 

 The health and strength of postpartum mothers depend on the complications 

occurred during the pregnancy, during the delivery and after the delivery including the 

types of delivery. All of these result in the stress or anxiety of mothers. For example, the 

postpartum mothers with severe blood loss, uterine surgery, infected wounds, perineum 

pain, and fatigue will be stressful and anxious. Besides, the bond between mothers and 

children will be affected whereas the costs are increased as well.  

 Wanna et al. (39) studying on the factors affecting the mental health of 

postpartum women found that the physical health problems affected the mental health 

of the postpartum women with the statistical significance of  < 0.001. 

 Honda et al. (59) studied the impact of fecal and urinary incontinence on 

the quality of life during six months after the delivery and stated that mothers with 

fecal and urinary incontinence had lower mental scores (SF-12).  

 Forger et al. (60) investigating the quality of life of the pregnant women 

with rheumatic diseases using SF – 36 health survey found that the postpartum 

patients during 12 and 14 weeks after the delivery were suffered from the worse 

rheumatoid. This resulted in higher quality of life scores in terms of pain and functions 

with the statistical significance (p < 0.001, p = 0.019) when compared with the healthy 

patients.   

Mautner E et al. (61) studied the quality of life of the pregnant women and 

their postpartum quality of life with the complications of hypertensive disorders, 

gestational diabetes, and preterm birth. The study results showed that women with the 

risk of preterm birth significantly had higher depression scores and lower HRQL 

scores than those without any complications during the pregnancy.   

 

 10.  Health of children 

 Health of children is an essential factor for the building of familiarity and 

relationship between children and mother. The successful delivery of a healthy baby 

will bring the happiness to the family. In contrast, delivering a baby with disability, 
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illness, low weight, and raising difficulty will result in maternal stress, concerns, 

sadness and postpartum depression.     

 Wanna et al. (39) investigating the factors affecting the mental health of 

the postpartum mothers stated that child health influenced the overall mental health of 

the postpartum mothers with the statistical significance (p <0.05). 

 Lee and Lee (62) studying and comparing the sleep and fatigue of the 

postpartum mothers with normal vaginal delivery and cesarean section found that all 

postpartum mothers experienced bad sleep during the first 3-5 days after the delivery 

and while staying in the ICU.    

 Hill and Aldag (63) studied the perception on the postpartum quality of life 

of mothers. The study results indicated that mothers with preterm birth significantly 

had lower scores in terms of psychological/baby than those with nearly full-term and 

full-term pregnancy.  

 From the related literature review, it can be concluded that the postpartum 

period is very crucial to the mothers because in such period, the postpartum mothers 

encounter the changes physically, mentally and emotionally including various 

feelings. At this time, mothers have to adapt themselves for the maternal roles and also 

spouse relationship. The postpartum mothers must adapt themselves properly for the 

family happiness and good quality of life. Achieving the good quality of life is 

associated with several factors e.g. age, education, income, spouse relationship, 

occupation, social support, types of delivery, number of children, and health of 

mothers and children. In this research, the researcher focused on the typed of delivery 

to investigate whether and how the different types of delivery affect the postpartum 

quality of life of mothers. As the current rate of cesarean delivery has been continually 

increased, it was expected that the research findings would be beneficial and could be 

used as the guidelines in reducing the unnecessary cesarean section in the future and 

also in improving the postpartum quality of life of mothers.  
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Conceptual frameworks 
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CHAPTER III 

RESEARCH METHODOLOGY 

 

 

3.1 Research design 

 This prospective cohort study aimed to analyze and compare the 

postpartum quality of life of women between those who had normal vaginal delivery 

and those who had cesarean section at Siriraj Hospital consisting of the following 

methods: 

 

 

3.2 Study population 

 The population of this study, namely, the postpartum women delivered at 

Siriraj Hospital, was divided into three groups based on their delivery methods as 

follows:  

3.2.1  Normal vaginal delivery 

3.2.2  Elective cesarean section 

3.2.3 Emergency cesarean section 

 

 

3.3 Selection criteria 

 

 Inclusion criteria 

1. Postpartum women aged between 20 -35 years old 

2. Gestational age of 37 -  42 weeks 

3. Women with pregnancy care  

4. Pregnant women delivered at the Common Room, Siriraj Hospital 
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 Exclusion criteria 

1. Pregnant women without antenatal care 

2. Pregnant women with underlying medical diseases such as hypertension, 

diabetes, or autoimmune disease 

3. Pregnant women with complications such as preeclampsia/eclampsia, 

gestational DM, antepartum hemorrhage 

4. Pregnant women with drug addiction 

5. Pregnant women with psychological diseases or stress-inducing 

experiences such as divorce, family problems, or loss of family member 

6. Infants with congenital anomalies, perinatal mortality, morbidity 

needing treatment or baby under the observation over 24 hours 

 

 

3.4 Sample size 

 The samples were derived from the inclusion criteria whereas the 

Multiple-Sample One-Way ANOVA and Simultaneous Comparison were used to 

calculate the sample size as below: 

N    =    λ/∆ 

 

whereas, 

 N = Sample size of this research 

 λ = Values from the table with the confidence of 0.05, power of test (1- β) 

of 0.80, and k = 3 

 σ
2 

= Variance of the data within each group 

 µ = Mean scores of quality of life of the first, second, and third population 

group 

 k = Numbers of group  
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 From the related literature review, no research was conducted on the 

postpartum quality of life of women using the Maternal Postpartum Quality of Life 

Questionnaire (MAPP-QOL); a few researches were conducted by the means of other 

instruments. Since the scoring of each instrument was different, the values could not 

be used for the calculation of sample groups. As a result, the researcher used the data 

from the studies with similar values and the same instruments [66] in the calculation of 

sample groups instead.  

 Reviewing the related literature on the postpartum quality of life of 

women, it was found that: 

 

σ
2
 = 4, µ1  = 18.9, µ2 = 21 and µ3 = 20.8 λ = 9.64 

 

 Therefore, the sample size was 58. Since 30% of the samples might be 

lost, the sample size was increased to 76. 

 

 

3.5 Research instrument 

 

     3.5.1  Research instrument 

 The research instrument used in this study to collect data was the 

questionnaire developed by the researcher from the relevant concepts, theories, and 

relevant researches. The contents used for the evaluation of the quality of life were 

translated from the Maternal Postpartum Quality Of Life Questionnaire (MAPP-QQL) 

of Pamela D. Hill et al (38) with some adjustments. The contents of the developed 

questionnaire were verified by the obstetrics experts whereas the questionnaire was 

divided into the four parts as follows:   

 Part I: Demographic characteristics of the samples in terms of age, marital 

status, education, occupation, family income, number of children, history of abortion, 

and health of the previous child. 

Part II: The data and attitudes towards the delivery were sub-divided into 

the two parts as follows: 1) The data related to the delivery in terms of delivery 

method, duration of labor pain, medicines used during the delivery, and postpartum 
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complications; and 2) The reasons for the delivery method chosen before the delivery 

date.    

 Part III: Pain score 

The pain score was used to assess the pain using the facial scales and 

visual rating scales (VRS) as below: 

1) For facial scales, the pain was evaluated by using the photos of face 

expression from smiling (no pain), frowning (moderate pain) to crying (severe pain). 

2)  Regarding the visual rating scales (VRS), the pain was assessed by 

checking/ticking the number indicating the pain scores provided in the ten columns 

from 0 (no pain) to 10 (severe pain). 

Part IV: The Maternal Postpartum Quality Of Life Questionnaire (MAPP-

QOL) being divided into two parts of satisfaction and importance consisted of five 

domains as follows: 

1.  Psychological/baby (8 items): 

1) Your capability to control everything in the daily life 

2)  Peace of your mind 

3)  General happiness of your life 

4)  General living at the present time 

5)  Level of stress or anxiety 

6)  Time spent to this baby  

7)  Your daily life 

8)  Your neighbors (in nearby areas) 

2. Socio-economic aspects (8 items): 

1) Your lodging 

2)  Your neighbors (in nearby areas) 

3)  Financial security 

4)  Ability to manage your finance 

5)  Access to health and nursing services 

6)  Travelling convenience 

7)  Household livelihood 

-  Possession of assets and properties 

-  Financial status   
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8) Occupation of yourself 

3. Spouse/partner relationship (4 items): 

3.1)  Help, sympathy or encouragement received from: 

-  Your husband/partner (boyfriend) 

3.2)  Relationship with your husband/partner (boyfriend) 

3.3) Health of your husband/partner (boyfriend) 

3.4)  Household livelihood in terms of: 

-  Environment e.g. no loud noise, quarrels, fighting, etc. 

4.  Family and friend relationship (8 items) 

4.1) Help, sympathy or encouragement received from: 

 -  Relatives 

 -  Friends, or any persons 

4.2)  Your ability and responsibility to manage the family 

4.3)  Getting the help on caring this baby and other child 

(children) 

4.4) Time spent to this baby 

4.5)  Time spent for house works 

4.6)  Time for friends/relatives 

4.7)  Time for husband/partner (boyfriend) 

4.8)  Time for yourself  

5.  Health and function (8 items): 

5.1)  Your health 

5.2)  Severity of your current pain 

5.3)  Your energy for daily-life activities 

5.4)  Your ability to take care of yourself without any help 

from others 

5.5)  Your current physical appearance and body competence 

5.6)  Your current breast 

5.7)  Characteristics of section or perineum scar 

5.8)  Sexual intercourses 

 

 



Fac. of Grad. Studies, Mahidol Univ.   M.Sc. (Epidemiology) / 53 

 3.5.2 Scoring criteria 

 MAPP-QOL was divided into two parts; each part contained 39 items and 

sorted with Likert Scale Rating from 1-6. 

 Part 1: Items on the satisfaction of postpartum women: 

 1 = Totally dissatisfied  2 = Moderately dissatisfied 

 3 = Slightly dissatisfied 4 = Slightly satisfied  

 5 = Moderately satisfied 6 = Totally satisfied 

Part 2: Importance of items in the opinion of the postpartum women: 

 1 = Totally unimportant  2 = Moderately unimportant 

 3 = Slightly unimportant  4 = Slightly important  

 5 = Moderately important 6 = Totally important  

Evaluation: The calculation of scores was balanced between the satisfaction 

scores and the importance scores of the items whereas the overall and specific scores 

of the quality of life were calculated.  

 

 Calculation of overall quality of life  

 1.  For the satisfaction scoring, the satisfaction mean was set as 0. The 

satisfaction scores of each item was deducted 3.5 (the results were -2.5, -1.5, -5, +5, 

+1.5, +2.5, respectively). 

 2.  The satisfaction scores and the importance scores of the items were 

balanced by multiplying the satisfaction scores with the raw scores of the matched 

items. 

 3. The overall balanced gross scores were summed from all results 

obtained from Step 2. 

 4. For the overall final scores, to prevent the errors due to the incomplete 

data, the results from Step 3 were divided by the items responded by the respondents. 

(The results were between -15 to +15).Then, the scores were added with 15 to 

eliminate the negative scores whereas the possible scores were 0-30.   
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 Calculation of specific quality of life 

1. For the satisfaction scoring, the satisfaction mean was set as 0. The 

satisfaction scores of each item was deducted 3.5 (the results were -2.5, -1.5, -5, +5, 

+1.5, +2.5, respectively). 

2. The satisfaction scores and the importance scores of the items were 

balanced by multiplying the satisfaction scores with the raw scores of the matched 

items. 

3. The overall balanced gross scores were summed from all results 

obtained from Step 2. 

4.  For the overall final scores, to prevent the errors due to the incomplete 

data, the results from Step 3 were divided by the items responded by the respondents. 

(The results were between -15 to +15). Then, the scores were added with 15 to 

eliminate the negative scores whereas the possible scores were 0-30. 

 

 3.5.3 Interpretation of quality of life scoring 

 The possibility of the scores were 0 – 30. For the interpretation of the 

scores of the quality of life, the overall and specific scores were determined first. 

Later, the scores of the quality of life between the two groups were compared.   

 

 3.5.4 Construction and validation of the instrument 

 1) The questionnaire was developed from the study of theories and 

literature reviews related to the quality of life. 

 2) The Maternal Postpartum Quality Of Life Questionnaire (MAPP-QOL) 

was developed by Pamela D. Hill et al. The researcher has asked for the permission in 

writing to use such questionnaire. Upon an approval, the questionnaire was translated 

into Thai and verified by the first Thai and English specialist for the correctness of the 

translated contents and meanings. The Thai-version of Maternal Postpartum Quality 

Of Life Questionnaire was later re-translated into English by the second Thai and 

English specialist. The two questionnaires were then compared using the back 

translation method to achieve the instrument that was accepted for the accuracy and 

validity.   
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 3) Content validity: The developed questionnaire was considered and 

verified by the following three experts in terms of the appropriateness of language, 

clarity, and comprehensiveness: 

 1.  Ajarn Supachoke Singhakant  Psychiatrist 

 2.  Ajarn Chanon  Neungton  Obstetrician  

 3.  Dr.Wanna  Phahuwattanakorn  Obstetric Nurse 

 After the verification of the experts, the questionnaire was calculated for 

the Content Validity Index (CVI). By this study, the CVI was 0.9. 

 4) Reliability: Upon the approval of ethics, the questionnaire was tried out 

with 30 postpartum mothers having similar characteristics with the samples. Using the 

Cronbach’s Alpha Coefficient, the reliability of the questionnaire was 0.88. 

 

 

3.6 Data collection  

 The following procedures were used in the data collection: 

 1. The research project was proposed to the Ethical Review Committee for 

Research in Human Subjects, Faculty of Medicine, Siriraj Hospital, Mahidol 

University, for the consideration and approval. 

 2.  The recommendation letter issued by the dean of the Graduate School, 

Mahidol University was submitted to the dean of the Faculty of Medicine, Siriraj 

Hospital, Mahidol University for the permission on the data collection.  

 3.  Upon the approval on the data collection, the researcher personally met 

the head of the Obstetrics and Gynecology Department and the head nurse of 

obstetrics and gynecology for the introduction of oneself and presentation of details, 

and research objectives. 

 4.  The data were collected. All participants were interviewed by the 

researcher for two times as follows;  

 First interview: Two days after the delivery at the Postpartum Care Unit. 

 Second interview: 4-6 weeks after the delivery at the Postpartum Check-up 

Unit, Outpatient Building; provided that the postpartum mothers were absent on the 

appointment date, they were called by the researcher for the data collection instead. 
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3.7 Data analysis  

 

 Descriptive statistics 

The personal factors of postpartum women, attitudes towards the delivery, 

and pain scores were analyzed with frequency, percentage, mean, and standard 

deviation whereas the data related to the quality of life were analyzed using mean, and 

standard deviation of the specific scores of quality of life. 

 

 Analytic statistics 

The distribution of data was tested with the original Kolmogorov-Sminov 

Test and the one with the adjusted p-value of Bonferroni. 

The postpartum pain between the normal vaginal delivery group, the 

elective cesarean section group, and the emergency cesarean section group was 

compared using the statistics of Mann-Whitney U Test.   

The postpartum quality of life of women in the normal vaginal delivery 

group, the elective cesarean section group, and the emergency cesarean section group 

was compared using the ANOVA. In case that the data distribution was not normal, 

the Kruskal-Wallis Test and One-Way ANOVA were used instead. 

The correlation between the factors and the quality of life were analyzed 

with the univariable analysis using t-Test, ANOVA, Spearman Rank Correlation. The 

multivariable analysis was also conducted using the multiple linear regression.    
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CHAPTER IV 

RESULTS 

 

 

This research aimed to investigate and compare the postpartum quality of 

life between patients having normal vaginal delivery and cesarean section using the 

Maternal Postpartum Quality of Life Questionnaire (MAPP-QOL) as the research 

instrument. In addition, 228 postpartum patients were interviewed on the second day 

and 4-6 weeks after the delivery; among them 176 patients were fully interviewed. The 

patients were divided into three groups based on their delivery method, see Table 4.1. 

 

Table 4.1 Distribution of 176 postpartum patients into three types of delivery                                                

Types of delivery Number (%) 

Normal vaginal delivery 59 (33.5) 

Elective cesarean section 58 (33.0) 

Emergency cesarean section 59 (33.5) 

 

The study results were divided into five parts as follows:  

1. Demographic data of the sample subjects 

2.  Delivery details and reasons for the normal vaginal delivery before the 

delivery 

3.  Pain scores on the second day and during 4-6 weeks after the delivery  

4.  Comparison of the postpartum quality of life of the patients for the 

overall and specific domains on the second day and during 4-6 weeks after the 

delivery   

5.  Factors associated with the postpartum quality of life 
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1. General data of samples 

On the second day after the delivery, 228 postpartum women passing the 

inclusion criteria were interviewed. They were divided into three groups based on the 

types of delivery, namely, 76 patients per group, in the normal vaginal delivery 

(normal Delivery), elective cesarean section (elective C/S), and emergency cesarean 

section (emergency C/S) groups. However, in the follow-up interview during 4-6 

weeks after the delivery, 52 postpartum patients from the three groups (i.e. 17 patients 

from normal delivery group, 18 from elective C/S group, and 17 from emergency C/S 

group, respectively) due to the following reasons:  

1) The postpartum patients were inconvenient for the telephone interview.  

2) The postpartum patients returned to their home and could not be 

contacted with the given telephone number. 

3) The given phone numbers of the patients were invalid. 

Hence, 30% of the samples were lost. The general data of the lost samples 

were analyzed and compared with the final samples to determine whether the data 

were different. This might be partially a reason why the postpartum quality of life of 

the patients was different. However, it was turned out that the data characteristics of 

the samples were not different.  

The general data of the three groups of samples were exhibited in       

Table 4.2.  

By this study, the samples were aged 20-35 years old. The average age of 

the patients with elective C/S was highest (Mean = 29.1; SD = 4.4), followed by those 

with emergency C/S (Mean = 28.1; SD = 4.4), and those with normal delivery      

(Mean = 25.2; SD = 4.5), respectively.  

The samples of the three groups were married/having spouse. 

Over a half of the samples in the three groups similarly had the 

secondary/vocational education, followed by the bachelor’s degree/equivalent, 

respectively. (64.4% and 16.9% for the normal delivery group; 77.6% and 15.5% for 

the elective C/S group; and 62.7% and 16.9% for the emergency C/S group, 

respectively). Among the three groups, the samples of the emergency C/S group and 

the ones in the normal delivery group had equally the primary education (13.6% each), 

followed by those in the elective C/S group (1.7%), respectively. In addition, the 
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samples in the elective C/S group had the education over the bachelor’s degree most 

(5.2%), followed by those with normal delivery and emergency C/S (3.4% each). 

None of the samples in the elective C/S group was non-educated whereas some of 

those in the emergency C/S group and normal delivery group were non-educated 

(3.4% and 1.7%, respectively). 

In terms of the occupation, the samples were the state/private company 

employees (normal delivery group and emergency C/S group, 35.6% each; and 

elective C/S group, 25.9%), housewife (elective C/S group, 41.4%; emergency C/S 

group, 30.5%; and normal delivery group, 27.1%), workers (normal delivery group, 

25.4%; emergency C/S group, 23.7%); civil servants (three groups, not exceeding 

5%), business owner (elective C/S group, 10.3 %; normal delivery group, 5.1%; and 

emergency C/S group, 3.4%).  

Over 70% of the three groups had sufficient family income whereas saving 

was found in the elective C/S group (17.2%) and the other two groups (approximately 

8.5%). The three groups had insufficient family income (not exceeding 5%).  

Over a half of the postpartum samples in the normal delivery group 

(52.5%) and the emergency C/S group (50.8%) delivered their first baby, followed by 

the second, third, and fourth baby, respectively. However, most of the samples in the 

elective C/S group (80%) delivered their second baby, followed by the third, and the 

first baby, respectively.  

 The postpartum patients with previous baby in the three groups were 

healthy. 

Miscarriage was found in the samples of the normal delivery group (n =9, 

15.3%) especially in the first pregnancy (n = 8, 13.6%) and second pregnancy (n = 1, 

1.7%). The samples in the elective C/S group (n = 16, 27.6%) and emergency C/S 

group (n = 15, 25.4%) also had the miscarriage especially in the first pregnancy and 

second pregnancy. The miscarriage of the third pregnancy was found in the emergency 

C/S group (n = 3, 5.1%). The multiple miscarriages were found in the samples of the 

emergency C/S group (n = 2, 3.4%) and the elective C/S group (n = 1, 1.7%). 
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Table 4.2 Numbers and percentages of general data of the three groups of 

postpartum patients 

 Normal delivery Elective C/S Emergency C/S 

Characteristics (n = 59) (n = 58) (n = 59) 

 N (%) N (%) N (%) 

Average age (years) 

± SD 
25.2 ± 4.5 29.1 ± 4.4 28.1 ± 4.4 

Marital status 

(Spouse)  
59 (100) 58 (100) 59 (100) 

Education     

Non-educated  1 (1.7) 0 (0) 2 (3.4) 

Primary education 8 (13.6) 1 (1.7) 8 (13.6) 

Secondary 

/vocational 

education 

38 (64.4) 45 (77.6) 37 (62.7) 

Bachelor’s 

degree/equivalent 
10 (16.9) 9 (15.5) 10 (16.9) 

Higher than 

bachelor’s degree 
2 (3.4) 3 (5.2) 2 (3.4) 

Occupation    

Housewives 16 (27.1) 24 (41.4) 18 (30.5) 

Workers 15 (25.4) 12 (20.7) 14 (23.7) 

Civil servants 3 (5.1) 1 (1.7) 3 (5.1) 

State/private 

company 
21 (35.6) 15 (25.9) 21 (35.6) 

employees    

Business owners 3 (5.1) 6 (10.3) 2 (3.4) 

Others 1 (1.7) 0 (0) 1 (1.7) 

Family income    

Insufficient 0 (0) 3 (5.2) 1 (1.7) 

Sufficient 54 (91.5) 45 (77.6) 53 (89.8) 

With saving 5 (8.5) 10 (17.2) 5 (8.5) 

Number of children   

 One 31 (52.5) 5 (8.6) 30 (50.8) 

 Two 21 (35.6) 47 (81) 23 (39) 

 Three 5 (8.5) 6 (10.3) 4 (6.8) 

 Four 2 (3.4) 0 (0) 2 (3.4) 

Health of previous 

child  (if any)     

Healthy 28 (100) 53 (100) 29 (100) 
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Table 4.2 Numbers and percentages of general data of the three groups of 

postpartum patients (cont.) 

 Normal delivery Elective C/S Emergency C/S 

Characteristics (n = 59) (n = 58) (n = 59) 

 N (%) N (%) N (%) 

Miscarriage 9 (15.3) 16 (27.6) 15 (25.4) 

  First pregnancy 8 (13.6) 9 (15.5) 7 (11.9) 

  Second pregnancy 1 (1.7) 6 (10.3) 3 (5.1) 

  Third pregnancy 0 (0) 0 (0) 3 (5.1) 

  First and second     0 (0) 1 (1.7) 2 (3.4) 

  pregnancy    

 

 2. Delivery details and reasons for delivery method  

 Table 4.3 presented the cesarean delivery indications. Only two indications 

were found in the elective C/S group, namely, the previous cesarean section (previous 

C/S, 87.9%) and breech presentation. For the emergency C/S group, the indications 

included the cephalopelvic disproportion (CPD, 45.5%), previous C/S (30.5%), fetal 

heart rate abnormality (20.3%), and breech presentation (3.4%), respectively.  

 

Table 4.3 Indications of cesarean delivery 

 Elective C/S Emergency C/S 

Cesarean indications (n = 58) (n = 59) 

 N (%) N (%) 

CPD 0 (0) 27 (45.8) 

FHR abnormality 0 (0) 12 (20.3) 

Breech presentation 7 (12.1) 2 (3.4) 

Previous C/S 51 (87.9) 18 (30.5) 

CPD = cephalopelvic disproportion 

FHR = fetal heart rate 

C/S = cesarean section 

 

The duration of labor pain was exhibited in Table 4.4. From the table, the 

labor pain of the samples in the emergency C/S group was longer than the one of the 

normal delivery group approximately two hours with statistical significance of            

p = 0.02. In the normal delivery group and the emergency C/S group, syntocinon was 
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used to activate the delivery (66.1% each). However, pethidine was applied to the 

emergency C/S group(35.6%) and the normal delivery group (16.9%).   

 

Table 4.4 Duration of labor pain, numbers and percentages of medications 

during the delivery 

Delivery details Normal delivery Emergency C/S p-value 

 (n = 59) (n = 59)  

Duration of labor pain    

Mean ± SD (hours) 7.48 ± 4.0 9.82 ± 6.4 0.02 

Medications used 

during delivery 

   

Syntocinon N (%) 39 (66.1) 39 (66.1) - 

Pethidine N (%) 10 (16.9) 21 (35.6) - 

 

 The intention before the delivery and the reasons for the chosen delivery 

method of the samples were shown in Table 4.5. It could be seen that the postpartum 

samples in the normal delivery group and the emergency C/S group preferred the 

normal delivery rather than the cesarean section before the delivery (96.6: 3.4 and 

77.9: 22.1). In contrast, the postpartum samples in the elective C/S group preferred the 

cesarean section rather than the normal delivery before the delivery (55.2; 44.8).   

The first three reasons of the three groups of samples for the normal 

delivery were as follows:  

Normal delivery Group: 1) Quick postpartum recovery (88.1%); 2) Preference 

of natural process (88.4%); and 3) Presentation of complete motherhood (66.1%).  

Elective C/S group: 1) Quick postpartum recovery (43.1%); 2) Preference 

of natural process (31%); and 3) Fewer postpartum complications when compared 

with the cesarean section (29.9%).  

Emergency C/S group: 1) Quick postpartum recovery (71.2%); 2) Preference 

of natural process (59.3%); and 3) Fewer postpartum complications when compared 

with the cesarean section (35.69%). 
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 The first three reasons of the three groups of samples for the cesarean 

section were as follows: 

 Normal delivery group: 1) Anxiety/Fear of labor pain (3.4%); and             

2) Avoidance of vaginal tear/perineum, and Fear of possible danger caused to the baby 

(1.7% each).  

 Elective C/S group:1) Previous cesarean section (72.4%); 2) Anxiety/Fear 

of labor pain (12.1%); and 3) Bad experience from normal vaginal delivery e.g. 

prolonged labor pain, injured baby (5.2%). 

 Emergency C/S group: 1) Anxiety/Fear of labor pain (6.8/%); 2) Preference 

of delivery date appointment, Avoidance of vaginal tear/perineum, Fear of possible 

danger caused to the baby (3.4% each); and 3) Bad experience from normal vaginal 

delivery e.g. prolonged labor pain, injured baby (1.7%). 
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Table 4.5 Pre-attitudes of pregnant women towards the delivery and reasons for 

chosen delivery method before the delivery  

 Normal delivery Elective C/S Emergency C/S 

Delivery method (n = 59) (n = 58) (n = 59) 

 N (%) N (%) N (%) 

Intention before the delivery    

Normal delivery 57 (96.6) 26 (44.8) 46 (77.9) 

Cesarean section 2   (3.4) 32 (55.2) 13 (22.1) 

Reasons for normal delivery    

(Multiple choices are allowed)     

Fear of operation and anesthesia  25 (42.2) 8  (13.8) 14 (23.7) 

Preference of natural process 48 (81.4) 18 (31) 35 (59.3) 

Quick postpartum recovery 52 (88.1) 25 (43.1) 42 (71.2) 

Presentation of complete 

motherhood 

39 (66.1) 12 (20.7) 19 (32.2) 

Fewer postpartum complications 

when compared with the cesarean 

section 

30 (50.8) 17 (29.9) 21 (35.6) 

    

Baby delivered by the normal 

vaginal delivery is healthier than   

the one with cesarean section 

26 (44.1) 8  (13.8) 10 (16.9) 

    

Lower costs 35 (59.3) 15 (25.9) 20 (33.9) 

Reasons for cesarean section    

(Multiple choices are allowed)     

Previous cesarean section 0  (0) 42 (72.4) 0  (0) 

Abnormal presentation or posture    0  (0) 2 (3.4) 0  (0) 

of baby    

Placenta previa 0  (0) 0  (0) 0  (0) 

Preference of delivery date  0  (0) 2 (3.4) 2 (3.4) 

appointment    

Anxiety/Fear of labor pain 2 (3.4) 7 (12.1) 4 (6.8) 

Avoidance of vaginal tear/perineum 1 (1.7) 2 (3.4) 2 (3.4) 

Reducing the risks of prolapsed  0  (0) 1 (1.7) 0  (0) 

uterus    

Bad experience from normal vaginal  0  (0) 3 (5.2) 1 (1.7) 

delivery e.g.    

prolonged labor pain, injured baby    

Possible impact of normal vaginal  0  (0) 1 (1.7) 0  (0) 

delivery on    

sexual intercourses    

Fear of possible danger caused to  1 (1.7) 2 (3.4) 2 (3.4) 

the baby    

Increasing tendency of cesarean  0  (0) 2 (3.4) 0  (0) 

section    
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Table 4.6 Feeling and experience obtained from the delivery and preferable 

delivery method for the future pregnancy of the three postpartum 

patients 

Attitudes towards delivery 

Normal  

delivery 

Elective  

C/S 

Emergency 

C/S 

(n = 59) (n = 58) (n = 59) 

N (%) N (%) N (%) 

Delivery experience feelings    

Totally satisfied 39 (66.1) 34 (58.6) 31 (52.5) 

Moderately satisfied 17 (28.8) 23 (39.7) 17 (28.8) 

Slightly satisfied 2 (3.4) 1(1.7) 5 (8.5) 

Dissatisfied 1 (1.7) 0 (0) 6 (10.1) 

Preferred delivery method in     

the future    

Normal vaginal delivery 57 (96.6) 45 (77.6) 41 (69.5) 

Cesarean delivery 2 (3.4) 13 (22.4) 18 (30.5) 

  

From Table 4.6, the postpartum patients with the three types of delivery 

had similar delivery experience feelings. Most of them were totally satisfied, 

moderately satisfied, slightly satisfied, and dissatisfied with the experience, 

respectively. The samples in the emergency C/S groups were slightly satisfied with the 

delivery experience. In the future, the samples of the three groups still preferred the 

normal vaginal delivery although they were performed with cesarean section in the 

current pregnancy.  

 

 3. Pain score on the second day and during 4-6 weeks after the 

delivery 

The postpartum pain of the three groups of samples on the second day and 

4-6 weeks after the delivery was evaluated using the facial scales and visual scales 

(VRS). The data were collected from the samples using only the visual rating scales 

(VRS). As the abnormal postpartum pain distribution was indicated, the postpartum 

pain scores were then compared using the Kruskal Wallis Test. The pain scores on the 

second day and during 4-6 weeks after the delivery of the three groups were different 

with statistical significant of p < 0.001. So, the Mann-Whitney U Test was applied to 

determine the group difference. The average pain scores on the second day after the 
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delivery between the normal delivery group and the elective C/S group, and the 

normal delivery group and the emergency C/S group were different with statistical 

significance (p < 0.001). The pain scores of the elective C/S group were equal with the 

ones of the emergency C/S group (Median = 5, IQR = 4-6, IQR = 3-6). The pain 

scores of the normal delivery group were lowest (Median = 3, IQR = 2-4). In addition, 

the average pain scores during 4-6 weeks after the delivery between the normal 

delivery group and the elective C/S group, and the normal delivery group and the 

emergency C/S group were different with statistical significance (p < 0.001 and           

p < 0.003, respectively). The pain scores of the elective C/S group were equal with the 

ones of the emergency C/S group (Median = 1, IQR = 0-2) whereas the pain scores of 

the normal delivery group were lowest (Median = 0, IQR = 0-1). However, no 

difference of postpartum pain scores between the elective C/S group and the 

emergency C/S group both on the second day and 4-6 weeks after the delivery was 

found, see Table 4.7.  

 

Table 4.7 Comparison of pain score on the second day and during 4-6 weeks 

after the delivery using Mann-Whitney U Test 

Delivery 

method/ 

pain Scores 

Two days after 

delivery 

Median (IQR) 

P value 

4-6 Weeks after 

delivery 

Median (IQR) 

P value 

Normal delivery 3 (2-4)a    0 (0-1)a,b  

Elective C/S 5 (4-6)a < 0.001 1 (0-2)a < 0.001 

Emergency C/S 5 (3-6)a < 0.001 1 (0-2)b 0.003 

C/S = cesarean section 

a The normal delivery group was different from the elective C/S group whereas the normal delivery 

group was different from the emergency C/S group                                                                                   

b  The normal delivery group was different from the emergency C/S group 

 

 4.  Overall and specific comparison of the postpartum quality of life on 

the second day and 4-6 weeks after the delivery  

The postpartum quality of life of the three groups of samples on the second 

day and 4-6 weeks after the delivery was evaluated using the Maternal Postpartum Quality 

of Life Questionnaire (MAPP-QOL), developed by Pamela D. Hill [41]. Such 
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questionnaire was divided into two parts, namely, satisfaction and importance and the 

five domains of (1) Psychological/Baby, (2) Socio-economic, (3) Spouse/Partner 

Relationship, (4) /Family-Friends Relationship, and (5) Health & Functioning. The 

possibility of the scores was 0 – 30. For the interpretation, the obtained quality of life 

scores were determined for the average of the overall and domains used in the 

comparison of the quality of life among the three groups.                   

The postpartum quality of life scores in the overall and for each domain 

were normally distributed whereas One-way ANOVA was used to compare the 

postpartum quality of life scores among the three groups.  

Comparison of postpartum quality of life on the second day after the 

delivery: 

The overall postpartum quality of life (MAPP-QOL (Overall) was 

different with statistical significance (p < 0.05) between the normal delivery group and 

the emergency C/S group. However, no difference was found between the normal 

delivery group and the elective C/S group and between the elective C/S group and the 

emergency C/S group. The postpartum quality of life scores of the normal delivery 

group were highest (Mean = 24, SD = 2.9), followed by the elective C/S group    

(Mean = 22.7, SD = 3.1), and the emergency C/S group (Mean = 22.4, SD = 2.9), 

respectively.   

Difference of quality of life domains:  

1.  Psychological/baby: The difference was found between the normal 

delivery group (Mean = 24.8, SD = 3.6) and the elective C/S group (Mean = 22.5, SD 

= 4.4), and between the normal delivery group and the emergency C/S group (Mean = 

22.6, SD = 4.2), (p < 0.05). 

2. Family-friends relationship: Difference between the normal delivery 

group and the elective C/S group (p < 0.05). 

3. Health & functioning: Difference between the normal delivery group 

and the elective C/S group, and between the normal delivery group and the emergency 

C/S group (p < 0.05). 
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Comparison of postpartum quality of life during 4-6 weeks after the 

delivery: 

The difference of the postpartum quality of life domain with statistical 

significance was found in terms of the health & functioning (p = 0.001) between the 

normal delivery group (Mean = 25.4) and the elective C/S group (Mean = 23.9) as 

exhibited in Table 4.8.  

 

Table 4.8 Comparison of postpartum quality of life of patients on the second day 

and during 4-6 weeks after the delivery using One-Way ANOVA 

Types of 

delivery 
QOL scale 

Two days after 

delivery 

Mean (± SD) 

4-6 weeks after 

delivery 

Mean (± SD) 

Normal  delivery  MAPP-QOL(Overall) 24.0 (2.9)a 26.2 (1.8) 

(n=59)  Psychological/baby 24.8 (3.6)b 26.6 (2.1) 

  Socio-economic 23.6 (4.0) 25.9 (2.3) 

 

 Spouse/partner   

 relationship 

24.3 (3.8) 26.5 (2.8) 

 

 Family-friends   

 relationship 

26.4 (2.6)c 27.0 (2.0) 

  Health and functioning 22.4 (3.8)d 25.4 (2.4)c 

      

Elective C/S  MAPP-QOL(Overall) 22.7 (3.1) 25.6 (2.3) 

(n=58)  Psychological/baby 22.5 (4.4)b 26.6 (5.4) 

  Socio-economic 23.7 (3.6) 25.5 (2.6) 

 

 Spouse/partner   

 relationship 

23.0 (3.7) 25.9 (2.7) 

 

 Family-friends   

 relationship 

25.2 (2.8)c 26.6 (2.7) 

  Health and functioning 19.0 (4.6)d 23.9 (3.2)c 
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Table 4.8 Comparison of postpartum quality of life of patients on the second day 

and during 4-6 weeks after the delivery using One-Way ANOVA (cont.) 

Types of 

delivery 
QOL scale 

Two days after 

delivery 

Mean (± SD) 

4-6 weeks after 

delivery 

Mean (± SD) 

Emergency C/S  MAPP-QOL(Overall) 22.4 (2.9)a 25.5 (1.9) 

(n=59)  Psychological/baby 22.6 (4.2)b 26.2 (2.4) 

  Socio-economic 23.1 (3.5) 24.9 (2.4) 

 

 Spouse/partner    

 relationship 

22.9 (3.5) 25.6 (2.8) 

 

 Family-friends    

 relationship 

25.3 (2.7) 26.7 (2.3) 

  Health and functioning 18.7 (5.2)d 24.8 (2.9) 

MAPP-QOL = maternal postpartum quality of life 

a  The normal delivery group was different from the emergency C/S group (p < 0.05)                                                                                                                        

b  The normal delivery group was different from the elective C/S group and the emergency C/S group     

    (p < 0.005)                                                                                                               

c  The normal delivery group was different from the elective C/S group (p  < 0.005)                                                                                                                                                  

d  The normal delivery group was different from the elective C/S group and the emergency C/S group     

   (p < 0.001)    
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Table 4.9 Comparison of postpartum quality of life of patients in terms of their 

delivery consistency on the second day and during 4-6 weeks after the 

delivery using Mann-Whitney U Test 

 QOL scale 

Consistent 

with intention 

before 

delivery 

n = 101 

Mean (± SD) 

Inconsistent 

with intention 

before delivery 

n = 75 

Mean (± SD) 

p-value 

Two days MAPP-QOL (Overall) 23.4 (2.9) 22.6 (3.1) 0.086 

after the  Psychological/baby 24.1 (3.7) 22.3 (4.5) 0.004 

delivery  Socio-economic 23.3 (4.0) 23.6 (3.1) 0.607 

  Spouse/partner 

relationship 23.4 (3.9) 23.4 (3.5) 0.996 

  Family-friends 

relationship 25.9 (2.6) 25.3 (2.8) 0.158 

  Health and functioning 20.8 (4.5) 19.0 (5.1) 0.014 

     

4-6 weeks  MAPP-QOL (Overall) 25.9 (2.0) 25.6 (2.1) 0.483 

after the  Psychological/baby 26.7 (4.3) 26.1 (2.3) 0.226 

delivery  Socio-economic 25.5 (2.5) 25.3 (2.5) 0.683 

  Spouse/partner 

relationship                  25.9 (3.0) 26.1 (2.5) 0.757 

  Family-friends 

relationship 26.8 (2.2) 26.7 (2.1) 0.663 

  Health and functioning 24.9 (2.5) 24.4 (3.4) 0.285 

QOL = quality of life 

MAPP-QOL = maternal postpartum quality of life 

 

 Table 4.9 exhibited the comparison of the postpartum quality of life 

between the patients delivered with the delivery consistency and the ones with 

delivery inconsistency on the second day and 4-6 weeks after the delivery using the 

Mann-Whitney U Test. It was found that on the second day after the delivery, the 

MAPP-QOL (Overall) of the two groups was similar but the postpartum quality of life 

in terms of the psychological/baby and health and functioning was significantly 

different (p = 0.004, p = 0.014, respectively). The samples with delivery consistency 
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had higher postpartum quality of life than those who did not in terms of 

psychological/baby (Mean = 24.1) and health and functioning (Mean = 20.8). 

However, the difference of MAPP-QOL both for overall and domains 

during 4-6 weeks after the delivery was not found. 

 

 5.  Factors related to the quality of life 

 Apart from the types of delivery and delivery consistency/inconsistency 

with the intention before the delivery that were associated with the postpartum quality 

of life, as analyzed above, there were also other factors related to the postpartum 

quality of life according to the literature review e.g. age, marital status, education, 

occupation, family income, health of previous child, number of children, history of 

miscarriage, delivery experience feelings, and labor pain. All variables were analyzed 

to determine the correlation with the postpartum quality of life. Marital status and 

health of the previous child were excluded before the analysis as these two variables 

were similarly found among the three groups of samples. To gain the appropriate 

analysis, the variables were re-arranged and analyzed by the t-Test, ANOVA, and 

Spearman Rank Correlation based on the data characteristics. The following factors 

were found to be correlated with the postpartum quality of life on the second day and 

4-6 weeks after the delivery with statistical significance both for the overall and for 

each domain:  

1) Occupation was associated with the postpartum quality of life in terms 

of spouse/partner relationship (p = 0.048) on the second day after the delivery in 

accord with the comparison between the samples who were housewives/others and 

those who were workers.  

2) Family income was correlated with the postpartum quality of life for the 

overall and the domains of health and functioning on the second day, and the socio-

economic aspects on the second day and during 4-6 weeks  after the delivery              

(p < 0.05) in accord with the comparison between the samples with insufficient/ 

sufficient income and those with saving.  

3) Age was associated with the postpartum quality of life with the 

statistical significance for the overall and for the domain of psychological/baby both 

on the second day and 4-6 weeks after the delivery whereas the association with the 
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domains of spouse/partner relationship, family-friends relationship and health and 

functioning was found on the second day after the delivery.  

4)  Postpartum pain was correlated with the postpartum quality of life for 

the overall and almost all domains except the spouse/partner relationship on the 

second day after the delivery and the psychological/baby and health and functioning   

4-6 weeks after the delivery. 

The aforementioned factors and their correlation were presented in Table 

4.10 and Table 4.11. 

 

Table 4.10 Factors associated with the postpartum quality of life of patients on 

the second day and during 4-6 weeks after the delivery: Univariate 

analysis using t-Test and One-Way ANOVA 

Variables N (%) 

QOL(Overall):  

Two days after 

delivery  

Mean (± SD)  p-value 

QOL(Overall):  

4-6 weeks after 

delivery 

Mean (± SD)  p-value 

Education       

 ≤ Primary education 21   (11.9) 23.4 (3.3)      0.780    25.9 (1.9)      0.461 

 Secondary education 120 (68.2) 22.9 (3.1)    25.6 (2.2) 

 ≥ Bachelor’s degree 35   (19.9) 23.2 (2.8)    26.1 (1.7) 

Occupation 

 Housewives/Others 

   

61  (34.7) 22.6 (3.1)      0.321
a    25.3 (2.0)      0.800 

 Workers 41  (23.3) 23.3 (3.1)    25.9 (2.0) 

Civil servants/officials/  74  (42.0) 23.3 (2.9)    26.1 (2.0) 

State/private company  

employees/ business owners    

Family income    

Sufficient  156 (88.6) 22.8 (3.0)     0.018
b    25.7 (2.1)      0.077

c 

With saving 20   (11.4) 24.6 (2.7)      26.5 (1.8) 

Number of children    

One 67  (38.1) 23.3 (3.1)     0.521    25.9 (1.8)      0.375 

Two 90  (51.1) 22.8 (3.1)    25.7 (2.2) 

≥  3 19  (10.8) 23.3 (2.9)    25.3 (1.9) 

History of miscarriage    

 Yes 136 (77.3) 23.2 (3.0)     1.002    25.8 (2.0)      0.642 

 No 40  (22.7) 22.6 (3.1)      25.6 (2.3) 



Fac. of Grad. Studies, Mahidol Univ.   M.Sc. (Epidemiology) / 73 

Table 4.10 Factors associated with the postpartum quality of life of patients on 

the second day and during 4-6 weeks after the delivery: Univariate 

analysis using t-Test and One-Way ANOVA (cont.) 

Variables N (%) 

QOL(Overall):  

Two days after 

delivery  

Mean (± SD)  p-value 

QOL(Overall):  

4-6 weeks after 

delivery 

Mean (± SD)  p-value 

Feeling to delivery    

< Very satisfied  72  (40.9) 23.7 (2.9)    0.652    25.5 (2.2)    0.680 

 Very satisfied  104 (59.1) 22.1 (3.1)    26.0 (1.9) 

QOL = Quality of Life 

a  The correlation of spouse/partner relationship was found (p = 0.048)            

b The correlation of health and functioning, and socio-economic was found (p < 0.05) 

c The correlation of socio-economic, spouse/partner relationship was found (p < 0.05)                                                                                        

 

Table 4.11 Spearman rank correlation (rs) between age, pain score and quality of 

life 

 QOL scale Age p-value Pain score p-value 

Two days MAPP-QOL(Overall) -0.17 0.027 -0.29 <0.001 

after the  Psychological/baby -0.20 0.007 -0.24 0.001 

delivery  Socio-economic -0.10 0.21 -0.18 0.016 

  Spouse/partner  relationship -0.18 0.018 -0.15 0.053 

  Family-friends relationship -0.24 0.001 -0.19 0.011 

  Health and functioning -0.22 0.003 -0.452 <0.001 

       

4-6 weeks  MAPP-QOL(Overall) -0.16 0.038 -0.13 0.077 

after the  Psychological/baby -0.20 0.007 -0.16 0.036 

delivery  Socio-economic -0.13 0.075 -0.01 0.994 

 

 Spouse/partner   

 relationship 
-0.13 0.08 -0.07 0.355 

 

 Family-friends  

 relationship 
-0.14 0.065 -0.08 0.293 

  Health and functioning -0.14 0.074 -0.25 0.001 
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 Factors associated with quality of life after controlling other confounders 

 There were six factors associated with the postpartum quality of life of the 

postpartum samples both for the overall and specific domains with the statistical 

significance of p < 0.05 when analyzed by the univariable analysis, that is, age, 

occupation, family income, earlier intention before the delivery, types of delivery, and 

labor pain. These six variables were analyzed further by the multiple linear regression 

(i.e. all-enter method) and control of confounders to determine the correlation of the 

variables with the postpartum quality of life both for the overall and specific domains. 

 

Table 4.12 Results of multiple linear regression analysis of quality of life (overall) 

on the second day and during 4-6 weeks after the delivery 

Variables 

Quality of life (Overall) 

Two days after 

delivery (p-value) 

Quality of life (Overall) 

4-6 weeks after 

delivery (p-value) 

Age (years) -.04  (0.428) -.06  (0.077) 

Occupation   

Housewives/Others - - 

Workers .50  (0.397) .55  (0.175) 

Civil servants/officials/  .39  (0.447) .71  (0.042) 

state/private company employees/  

business owners   

Family income   

Sufficient - - 

With saving 1.37  (0.887) .66  (0.781) 

Earlier intention to delivery   

Inconsistent with the intention - - 

Consistent with the intention .08  (0.871) -.11  (0.785) 

Types of delivery   

Emergency C/S - - 

Normal delivery 1.01 (0.165) .49  (0.310) 

Elective C/S .39  (0.964) .32  (0.427) 

Pain score -.36  (0.006) -.18  (0.235) 

“-” = Reference 
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Table 4.12 presented the analytical results of the MAPP-QOL (Overall) 

analyzed by the multiple linear regression on the second day and 4-6 weeks after the 

delivery. Controlling other cofounders, it was found that the factors associated with 

the postpartum quality of life on the second day after the delivery included the pain 

score (p = .006) and occupation (p = 0.042) during 4-6 weeks after the delivery with 

the following correlation:  

Pain score was inversely associated with the postpartum quality of life. 

Namely, the samples with higher pain scores had lower overall postpartum quality of 

life on the second day after the delivery when compared with those with lower pain 

scores (< 0.36 scores). 

Occupation was correlated with the postpartum quality of life. The 

postpartum samples who were civil servants, state/private company employees or 

business owners had higher overall postpartum quality of life during 4-6 weeks after 

the delivery than those who were housewives (> 0.7 scores). 

 

Table 4.13 Results of multiple linear regression analysis of each domain of 

quality of life on the second day after the delivery (Factors affecting 

the postpartum quality of life of the patients on the second day after 

the delivery after controlling other cofounders) 

Variables 
Quality of life domains 

(p-value) 

1  2  3  4  5  

Age (years) -.06 (0.394) -.03 (0.673) -.08 (0.212) -.08 (0.100) -.07 (0.314) 

Occupation      

 Housewives/Others - - - - - 

 Workers .72 (0.377) 1.08 (0.144) 1.70 (0.023) 0.54 (0.325) -.91 (0.283) 

Civil servants/officials/  .67 (0.344) 1.09 (0.088) .80 (0.212)   .13(0.783) -.78 (0.288) 

state/private company       

employees/ business owners      

Family income      

Sufficient - - -            - - 

With saving 1.72 (0.082) 1.33 (0.137) .68 (0.447)   .10(0.884)  2.61 (0.012) 

Earlier intention to delivery      

Inconsistent with the 

intention 
- - - - - 

Consistent with the intention 1.30 (0.103) -.69 (0.340) -1.12(0.113)   .12(0.825) .12 (0.883) 
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Table 4.13 Results of multiple linear regression analysis of each domain of 

quality of life on the second day after the delivery (Factors affecting 

the postpartum quality of life of the patients on the second day after 

the delivery after controlling other cofounders) (cont.) 

Variables 
Quality of life domains  

(p-value) 

1  2  3  4  5  

Types of delivery      

Emergency C/S - - -          - - 

 Normal delivery   .68 (0.497) .59 (0.512) 1.85(0.042)   .58(0.390) 2.21 (0.035) 

Elective C/S -.27 (0.744) 1.12 (0.131) .84 (.256)   .10(0.855) .88 (0.301) 

Pain score   -.33 (0.065) .14 (0.422)   -.19 (.227)  -.08(0.637)  -.97 (< 0.001) 

“-”= Reference 

1 = Psychological/baby  

2 = Socio-economic 

3 = Spouse/partner relationship   

4 = Family-friends relationship 

5 = Health and functioning 

 

Table 4.13 exhibited the analytical results of each domain of the 

postpartum quality of life analyzed by the multiple linear regression on the second day 

after the delivery. Controlling other cofounders, the following correlation was found:  

1. The domain of spouse/partner relationship was correlated with 

occupation and types of delivery:  

1.1 Occupation: The postpartum samples who were workers 

had higher postpartum quality of life scores in terms of spouse/partner relationship    

(> 1.7 scores) when compared with those working as housewives (p = 0.023).   

1.2 Types of delivery: The samples with normal delivery had 

higher postpartum quality of life scores in terms of spouse/partner relationship            

(> 1.8 scores) when compared with those with emergency C/S (p = 0.042). 

2. The domain of health and functioning was associated with family 

income, types of delivery, and pain scores: 
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2.1 Family income: The postpartum samples with sufficient/ 

insufficient family income had the lower postpartum quality of life scores in terms of 

health and functioning than those with saving (2.6 scores, p = 0.012).  

2.2 Types of delivery: The samples with normal delivery had 

higher postpartum quality of life scores in terms of health and functioning than those 

with emergency C/S (2.2 scores, p = 0.035).   

2.3 Pain score: The samples with higher pain scores had the 

worse postpartum quality of life in terms of health and functioning than those with 

lower pain scores (0.97 scores, p < 0.001). 

 Table 4.14 showed the analytical results of each domain of the postpartum 

quality of life analyzed by the multiple linear regression during 4-6 weeks after the 

delivery. Controlling other cofounders, the following correlation was indicated: 

  1.  The domain of socio-economic aspects was associated with occupation, 

family income, and types of delivery: 

 1.1 Occupation: The postpartum patients who were civil 

servants, state/private company employees and business owners had higher postpartum 

quality of life scores (0.89 scores) than those working as housewives/others                

(p = 0.032). 

 1.2 Family income: The postpartum samples with saving had 

better postpartum quality of life scores than those with sufficient/insufficient family 

income (1.8 scores, p = 0.001). 

  1.3 Types of delivery: The postpartum samples with normal 

delivery had higher postpartum quality of life scores than those with emergency C/S 

(1.2 scores, p = 0.029). 

 2. The domain of spouse/partner relationship was correlated with family 

income and types of delivery: 

2.1 Family income: The postpartum patients with saving had 

the higher postpartum quality of life scores than those with sufficient/insufficient 

income (1.7 scores, p = 0.008).  

2.2 Types of delivery: The samples with normal delivery had 

higher postpartum quality of life scores when compared with those with emergency 

C/S (1.5 scores, p = 0.027).  
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3. The domain of health and functioning was associated with family 

income and pain scores:  

 3.1 Family income: The postpartum samples with saving had 

the higher postpartum quality of life than those with sufficient/insufficient family 

income (scores - 1.4, p = 0.042). 

 3.2 Pain scores: The samples with higher pain scores had the 

worse postpartum quality of life than those with lower pain scores (< scores – less than 

0.5, p < 0.014). 

 

Table 4.14 Results of multiple linear regression analysis of each domain of 

quality of life during 4-6 weeks after the delivery (Factors affecting 

the postpartum quality of life of the patients during 4-6 weeks after 

the delivery after controlling other cofounders)  

Variables 
Quality of life domains (p-value)  

1 2 3 4 5 

Age (years) -.11 (0.078) -.07 (0.106) -.04 (0.346) -.04 (0.352) -.04 (0.406) 

Occupation      

 Housewives/Others - - - - - 

 Workers .78 (0.280) .65 (0.177) .01 (0.983) .22 (0.618) -.02 (0.967) 

 Civil servants/ 1.22 (0.051) .89 (0.032) .40 (0.407) .12 (0.750) -.07 (0.889) 

company employees/business      

owners      

Family income      

Sufficient  - - - - - 

With saving .91(0.862) 1.85(0.001) 1.75(0.008) .34(0.521) 1.40(0.042) 

Earlier intention to delivery     

 Inconsistent with the intention - - - - - 

 Consistent with the intention .91(0.203) -.43(0.362) -.95(0.084) -.01(0.983) .18(0.756) 

Types of delivery      

 Emergency C/S - - - - - 

 NL. delivery -.78(0.374) 1.23(0.029) 1.50(0.027) .19(0.723) .09(0.896) 

Elective C/S .48(0.508) .77(0.109) .72(.199) -.01(0.987) -.91(0.115) 

Pain score  -.46(0.092) .14(0.422) -.14(.513) -.08(0.637) -.53(0.014) 

“-”= Reference 

1 =Psychological/baby     2 = Socio-economic 3 = Spouse/partner relationship 

4 = Family-friends relationship 5 = Health and functioning  
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CHAPTER V 

DISCUSSION 

 

 

 This prospective cohort study aimed to investigate and compare the 

postpartum quality of life between 176 patients having normal vaginal delivery and 

cesarean section on the second day and 4-6 weeks after their delivery. Questionnaire 

developed by the researcher in accord with the objective framework was used as the 

research instruments whereas the quality of life assessment items were translated from 

the Maternal Postpartum Quality of Life Questionnaire (MAPP-QOL)of Pamela D. 

Hill .The study results indicated that the overall postpartum quality of life on the 

second day after the delivery of patients having the normal vaginal delivery was 

higher than those with the emergency cesarean section in terms of the psychological/ 

baby, health & functioning, and family-friend relationship. During 4-6 weeks after the 

delivery, the postpartum quality of life of patients having the normal vaginal delivery 

was higher than those with the emergency cesarean section in terms of health & 

functioning with the statistical significance. In addition, the worst scores of the 

postpartum quality of life among the three groups belonged to the health & 

functioning when compared with the other domains on the second day and during 4-6 

weeks after the delivery. According to the univariable analysis, the variables 

correlated with the postpartum quality of life included the occupation, family income, 

age, and labor pain. Besides, when controlling the other variables and using the 

multiple linear regression analysis to find out the correlation between the delivery 

method and the postpartum quality of life, it was found that the delivery method still 

affected the postpartum quality of life. That is, the patients with normal delivery had 

better postpartum quality of life than those with elective or emergency cesarean 

section in terms of the socio-economic aspects and health & functioning on the 

second day after the delivery and spouse/partner relationship during 4-6 weeks after 

the delivery, respectively, with the statistical significance (p < 0.05).    
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Discussion 

 

Delivery details and attitudes towards the delivery 

At present, the cesarean section has been widely performed due to the 

safety of mothers and babies. However, the cesarean section indications are required. 

The general indications of the elective C/S are the previous C/S and breech 

presentation whereas those of the emergency C/S are the cephalopelvic disproportion, 

previous C/S, fetal heart rate anomality, and breech presentation, which are regarded 

as the top-four indications (19). It can be obviously seen that the previous C/S is the 

most important indication for the cesarean delivery because the obstetricians are afraid 

of the uterine rupture during the labor pain. To reduce the high rate of cesarean 

delivery, the reasons and indications of the cesarean section done in the first 

pregnancy should be considered whether they are appropriate or they are required by 

the pregnant women. Obviously, the rate of cesarean delivery performed by private 

hospitals is higher than the public hospitals (6) because mothers can choose their type 

of delivery more flexibly. Moreover, the mothers with good financial status prefer 

choosing the delivery time whereas some mothers are afraid of normal vaginal 

delivery and the severe pain. As a result, they prefer the cesarean delivery (18). The 

above findings are consistent to the current researches indicating mothers prefer the 

normal delivery and cesarean section due to their feeling rather than the knowledge 

related to the complications possibly caused to the mothers and babies. The first three 

reasons for the normal delivery are 1. Quick postpartum recovery, 2. Preference on 

natural process, and 3. Complete motherhood  presentation whereas the top three 

reasons for the cesarean section are 1. Previous cesarean section, 2. Anxiety/Fear of  

labor pain, and 3. Avoidance of vaginal tear/perineum, danger possibly caused to the 

baby during the delivery, and bad experience on the normal vaginal delivery e.g. 

prolonged labor pain, injury caused to the baby. 
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Pain score 

The study results indicated that the postpartum pain of the patients with 

normal delivery on the second day and during 4-6 weeks after the delivery was less 

than the pain derived from the elective C/S and emergency C/S with the statistical 

significance. However, the difference between the two types of cesarean delivery 

was not found. For the normal delivery, the perineum wound will be rapidly healed 

within 5-7 days after the delivery (23) whereas by the elective C/S or emergency 

C/S, the delivery wound is on the abdominal wall and myometrium. In the 

postpartum period, the uterus will be contracted to prevent the hemorrhage. Hence, 

the pain might not be so different but this influences the feeling of mothers. For 

example, the patients with emergency C/S usually encounter the prolonged labor 

pain at the vagina. According to the research findings, the patients with emergency 

C/S were slightly satisfied or dissatisfied with their delivery experience whereas 

those with normal delivery and elective C/S did not. This is consistent with the study 

of Monika et al. who revealed that the patients with normal delivery had the pain on 

the third day after the delivery than those with cesarean delivery. Again, the 

difference between the cesarean delivery groups was not found. Furthermore, the 

patients with emergency C/S had a worse feeling towards the delivery experience 

when compared with the ones with normal delivery and elective C/S (7). For Kainu 

et al. and Eisenbach, the persistent pain might last a year after the delivery especially 

among women with cesarean delivery whereas the severe postpartum pain was 

associated with the persistent pain (65) (66). 

 

Postpartum quality of life 

According to the comparison of the postpartum quality of  life both for the 

overall and the specific domains on the second day and during 4-6 weeks after the 

delivery, the scores were not much different, namely, only 1-2 marks. The patients 

with normal delivery had higher quality of life scores than those with cesarean 

delivery. The difference was statistically significant. Such findings were consistent 

with the research findings of Abbas et al. and Huang indicating that the overall 

postpartum quality of life of women with vaginal delivery was better than those with 

cesarean delivery (67, 68).  
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The overall quality of  life scores on the second day after the delivery were 

different (between the normal delivery group and the emergency C/S group) with the 

specific difference in the domains of health & functioning, psychological/baby 

(between the normal delivery group and the elective C/S group, and between the 

normal delivery group and the emergency C/S group), and family-friend relationship 

(between the normal delivery group and the elective C/S group)with the statistical 

significance of p < 0.05. The postpartum quality of life during 4-6 weeks after the 

delivery was different with statistical significance in terms of health & functioning of 

p = 0.011 (between the normal delivery group and the elective C/S group). The three 

groups had the lowest postpartum quality of life scores on the health & functioning 

when compared with the other domains on the second day and during 4-6 weeks after 

the delivery. This finding was in accord with the research of Torkan et al. and  Seyed 

et al. comparing the postpartum quality of life of patients with vaginal delivery and 

cesarean delivery using the SF 36, WHOQL-BREF. Torkan found that the postpartum 

quality of life of patients with vaginal delivery was better than those with cesarean 

delivery in terms of vitality, mental health, and physical functioning. For Seyed 

Abbas, the postpartum quality of life of women with vaginal delivery was higher than 

those with cesarean delivery in terms of physical, psychological, and social domains 

(8, 67). The difference found might be due to the postpartum pain or fatigue. The pain 

caused by the normal vaginal delivery was less than the one of the cesarean delivery 

and such pain could be recovered more rapidly. As a result, the patients with normal 

delivery could rely on themselves, take care of and breast-feed the baby better. 

Besides, their mental health and family relationship was better as well. This was 

consistent with the research of Christopher revealing that the postpartum cesarean 

delivery pain was correlated with the postpartum quality of life. Namely, the 

postpartum pain worsened the quality of life in terms of the physical and mental 

domains(69). 

However, in this study, the difference of postpartum quality of life in terms 

of the socio-economic aspects and spouse-partner relationship was not found implying 

that the types of delivery did not affect the occupation, family income, and 

spouse/partner relationship of the postpartum patients. From the literature review, 

these variables were associated with the quality of life (44, 45, 52) because the 
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purposive sampling was applied. Namely, the postpartum women with mental 

problems, stress, divorce or family problems were excluded. Therefore, the samples 

were ready for their pregnancy, financially well prepared and cared by their husbands. 

As such, the difference of the quality of life in this domain was not found. So, the 

other variables should be controlled so that the relationship can be obtained.  

According to the study results, the postpartum quality of life between the 

patients with elective C/S and emergency C/S was not found and slightly found during 

4-6 weeks after the delivery. This was inconsistent with other researches finding the 

difference of the postpartum quality of life during 6-8 weeks after the delivery (8, 67). 

Such inconsistency might be caused by the research instruments used that had 

different domains and measurements. As a result, the results were different 

accordingly. This might be also caused by the obstetricians having different obstetric 

experience and expertise e.g. extern or resident. In fact, the delivery method might 

perhaps not affect the postpartum quality of life.  This was in accord with the study of 

Huang revealing that the delivery method did not influence the postpartum quality of 

life (68). The difference might be caused by other factors such as the pain. For 

example, the pain on the second day was higher than the one during 4-6 weeks after 

the delivery. In addition, the postpartum pain scores between the elective C/S and 

emergency C/S was not statistically different. This was consistent with the research of 

Christopher finding that the postpartum pain caused by the cesarean delivery was 

associated with the quality of life and worsened the physical and mental health (69). 

Nathaniel found that the pain relief enhanced the postpartum quality of life of the 

patients (70). This could be explained by a comparison of the postpartum quality of 

life between the delivery method consistent and inconsistent with the intention before 

the delivery. The overall difference of the quality of life was not found and little 

difference was found in the domain of health & functioning and psychological/baby (p 

< 0.05) on the second day after the delivery. However, the difference was not found 

during 4-6 weeks after the delivery. Hence, it could be mentioned that the delivery 

method consistent or inconsistent with the intention before the delivery was not 

correlated with the postpartum quality of life.      
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Factors affecting the quality of life 

Apart from the types of delivery and the delivery methods consistent or 

inconsistent with the intention before the delivery that were associated with the 

postpartum quality of life, the other related factors from the literature review included 

age, marital status, education, income, family income, health of previous child, 

number of children, miscarriage, delivery experience, and labor pain. Such variables 

were analyzed using the univariable analysis to find out the factors affecting the 

postpartum quality of life. It was found that the six factors affecting the postpartum 

quality of life included age, income, family income, intention of delivery method 

before the delivery, delivery method, and labor pain. Using the multiple linear 

regression to find out the correlation between the variables and the quality of life 

with the control over other variables, it was found that occupation, delivery method, 

family income, and labor pain were associated with the postpartum quality of life. 

In this study, the correlation between occupation and family income and 

the postpartum quality of life was described as the correlation between the types of 

delivery and labor pain was early explained. 

Occupation was related with the overall postpartum quality of life and in 

the domain of spouse/partner relationship when the other variables were controlled. 

This finding was consistent with the researches finding that occupation was correlated 

with the postpartum quality of life(39,52). The postpartum patients who were the civil 

servants, state/private company employees or business owners had better postpartum 

quality of life than those who were the housewives. This was because occupation 

produced income, life satisfaction, acceptance, valuation, economic stability to oneself 

and family. However, this was inconsistent with the research of Somkid stating that 

occupation was not associated with the postpartum quality of life of the HIV-infected 

mothers (35). 

The delivery method was correlated with the postpartum quality of life in 

terms of the health &Functioning, socio-economicaspects, and spouse/partner 

relationship. Namely, the patients with normal delivery had higher quality of life 

scores than those with emergency C/S. 
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Family income was associated with the postpartum quality of life in terms 

of health & functioning, socio-economic aspects, and spouse/partner relationship. 

Income indicating the social and economic status was also correlated with education 

and occupation. People with sufficient income usually satisfy their basic needs. Most 

of the postpartum patients of this research were housewives with sufficient family 

income. This was in accord with other researches finding that family income was 

associated with the depression of postpartum women (42). Family income was also 

positively related to the adaptation of maternal roles [50]. Such finding was consistent 

with the research of Seyed et al. indicating that income was associated with the 

postpartum quality of life in terms of mental health (67).  

Labor pain was correlated to the overall postpartum quality of life and also 

in terms of the health & functioning.  

However, other variables of this study i.e. age, education, number of 

children, miscarriage, and delivery experience feeling were not correlated with the 

postpartum quality of life. 

Age was not associated with the postpartum quality of life. This was 

consistent with the study of Somkid finding that age was not correlated with the 

postpartum quality of life of the HIV-infected mothers (35). However, such finding 

was inconsistent with several researches indicating that these factors were related to 

the quality of life. This might be explained that the samples were aged 20-35 years old 

and such ages were appropriate for the pregnancy. As a result, the postpartum quality 

of life of these women was similar. According to many studies, postpartum mothers 

aged below 20 years old or teen mothers usually encountered the problems related to 

the adaptation of maternal roles and also had lower postpartum quality of life than 

adult mothers (23, 40).  

Education was not related to the postpartum quality of life (p = 0.780, p = 

0.460) implying that the postpartum mothers had similar postpartum quality of life 

despite the difference of education. This was not consistent with the research of Seyed 

Abbas et al mentioning that education was associated with the postpartum quality of 

life in terms of the physical, mental, and social domains. In addition, Wanna et al. (39) 

studying the factors affecting the mental health of the postpartum women found that 

education was associated with the anxiety and depression of the postpartum women 

especially among those with lower education or the non-educated ones.  
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Number of children was not associated with the postpartum quality of life. 

This was consistent with the research of Somkid finding that number of pregnancy 

was not correlated with the postpartum quality of life (35) whereas Panida indicated 

that number of children was not associated with the adaptation of maternal roles (47). 

In contrast, Lemasters (57) found that mothers with first child encountered the crisis of 

maternal role adaptation. Theoretically, number of children affected the adaptation of 

maternal roles and also indicated the experience of child raising. Mothers with first 

child could take care of the baby and house works more efficiently than those with 

several children. This therefore affected the postpartum quality of life of women. 

Provided that women were sufficiently assisted with child care, the number of children 

would not affect the postpartum quality of life. 

Miscarriage was not correlated with the postpartum quality of life. In other 

words, the postpartum quality of life of the patients with previous miscarriage was still 

similar to those without miscarriage. From the literature review, there was still no 

research studying on the correlation between the miscarriage and the postpartum 

quality of life. 

The delivery experience feeling was not correlated with the postpartum 

quality of life. Besides, according to the literature review, there was still no research 

studying on the correlation between the delivery experience feeling and the postpartum 

quality of life. However, it was found that types of delivery led to different feeling towards 

the delivery (7) and also affected the postpartum mental health. The samples had several 

feelings towards their delivery experience. Most of them were totally satisfied sand 

moderately satisfied while a little of them were slight satisfied or dissatisfied with their 

delivery experience. As a result, the correlation might not be found. 

Hence, it could be concluded that the types of delivery affected the 

postpartum quality of life. Namely, the patients with normal delivery had better 

postpartum quality of life than those with cesarean delivery in terms of health 

&functioning, socio-economic aspects, and spouse/partner relationship. However, the 

postpartum quality of life of the patients with elective C/S or emergency C/S was not 

different whereas the domain of health & functioning had the lowest scores of the 

postpartum quality of life.  
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CHAPTER VI 

CONCLUSION AND RECOMMENDATION 

 

 

This prospective cohort study aimed to investigate and compare the 

postpartum quality of life between patients having normal vaginal delivery and 

cesarean section on the second day and 4-6 weeks after their delivery. The purposive 

samples of this research consisted of 228 postpartum patients of the Postpartum Care 

Unit during June – December 2013. Among them, 52 patients were lost; hence, there 

were finally 176 patients. The patients were divided into three groups based on their 

delivery method, namely, normal vaginal delivery group (normal delivery, n = 59), 

elective cesarean section group (elective C/S, n = 59), and emergency cesarean section 

group (emergency C/S, n = 59).  

Questionnaire developed by the researcher in accord with the objective 

framework was used as the research instruments whereas the quality of life assessment 

items were translated from the Maternal Postpartum Quality of Life Questionnaire 

(MAPP-QOL) of Pamela D. Hill (38). Such questionnaire was divided into four parts: 

Part 1 - the general data of the respondents, Part 2 - the delivery details and reasons for 

choosing such type of delivery, Part 3 - the pain score assessment using the visual 

rating scales (VRS), and Part 4 - the postpartum quality of life interview divided into 

two parts: satisfaction and importance sub-divided into the five domains of                        

1. Psychological/Baby, 2. Socio-economic aspects, 3. Spouse/partner relationship,       

4. Family/friend relationship, and 5. Health & function.    

The descriptive statistics were used with the general data, delivery details, 

and attitudes towards the delivery of the respondents, the pain scores, and the quality 

of life scores. The data were analyzed by the distribution of frequency to find out the 

percentage, average, and standard deviation. The analytical statistics of Kruskal Walis 

Test and Mann-Whitney U Test were used to compare the postpartum pain whereas 

One-way ANOVA was used to compare the postpartum quality of life while the t-test 

was used to compare the postpartum quality of life between patients with and without 
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chosen delivery. In addition, the univariable analysis, t-test, ANOVA, Spearman Rank 

Correlation, and multiple linear regression were used to obtain the factors related to 

the quality of life. 

 

 

6.1 Conclusion 

 

 Study population 

 The total 176 samples were aged 20-25 years old. The samples of the 

elective C/S group had highest average age (Mean = 29.1, SD = 4.4). Most of the three 

sample groups obtained the secondary/vocational education and had sufficient income. 

They were aborted in the first pregnancy. The samples had different occupation. 

Namely, the samples in the normal delivery group and the emergency C/S group were 

the employees of the state/private companies whereas the samples in the elective C/S 

group were the housewife or worked at home. 

 

 Delivery details and attitudes towards delivery 

 The indications of the elective C/S and emergency C/S were previous C/S 

and cephalopelvic disproportion, respectively. For the normal delivery group, the labor 

pain duration was less than the emergency C/S group about two hours. In terms of the 

medications used during the delivery, syntocinon was equally applied in the normal 

delivery group and the emergency C/S group. However, pethidine was used more in 

the emergency C/S group when compared with the normal delivery group. Most of the 

samples, for this and future pregnancy, preferred the normal delivery. They were 

satisfied with the current delivery experience. They preferred the normal delivery due 

to the three reasons, namely, 1) Quick recovery after the delivery, 2) Natural process, 

and 3) Complete maternal representation and less risky to the postpartum 

complications. On the other hand, some patients preferred the cesarean section due to 

the following reasons: 1) Previous cesarean delivery experience, 2) Anxiety/fear of 

delivery pain, and 3) Avoidance of vaginal tear/perineum/baby danger during the 

delivery including the bad delivery experience e.g. prolonged labor pain, injured baby, 

and so on.        



Fac. of Grad. Studies, Mahidol Univ.   M.Sc. (Epidemiology) / 89 

 Pain score 

The average pain scores on the second day and during 4-6weeks after the 

delivery between the normal delivery group and the elective C/S group and between 

the normal delivery C/S group and the emergency C/S group were obviously different 

with the statistical significance (p < 0.05). Namely, the pain scores of the normal 

delivery group were least whereas the pain scores of the elective C/S group and the 

emergency C/S group were equal.  

 

 Quality of life 

 The overall quality of life scores on the second day and during 4-6weeks 

after the delivery of   the normal delivery group were higher than those of the elective 

C/S group and the emergency C/S group. The quality of life scores on the second day 

after the delivery were obviously different both overall and for the specific domain of 

the health & functioning, psychological/baby, and family/friend relationship with the 

statistical significance (p < 0.05). Most of the difference was found between the 

normal delivery group and the elective C/S group and between the normal delivery 

group and the emergency C/S group. The quality of life scores during 4-6 weeks after 

the delivery were obviously different with the statistical significance only in terms of 

the health &functioning (p = 0.011) between the normal delivery group and the 

elective C/S group. 

 The postpartum quality of life of the patients with and without the delivery 

satisfaction on the second day and during 4-6 weeks after the delivery was different 

with statistical significance in the domains of health and functioning and 

psychological/baby(p = 0.014, p = 0.004)  

 Controlling the variables affecting the quality of life, it was found that the 

postpartum quality of life of the patients with normal delivery was better than those 

with cesarean delivery especially in terms of health &functioning, socio-economic, 

and spouse-partner relationship with the statistical significance of p < 0.05. 
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  Factors affecting the quality of life 

From the univariable analysis to find out the factors affecting the quality of 

life, six variables were found i.e. age, occupation, family income, prior delivery 

intention, delivery method, and labor pain.  Using the multiple linear regression to 

obtain the correlation of the variables with the quality of life, the factors affecting 

the quality of life included the occupation, family income, and labor pain. 

 

 

6.2 Recommendations 

 

 Recommendations/implications 

 Having studied the postpartum quality of life between patients having 

normal vaginal delivery and cesarean section on the second day and 4-6 weeks after 

their delivery the following suggestions were proposed:  

1. The research findings can be used as the fundamental and referential 

postpartum data of Thai women in terms of their postpartum quality of life and 

attitudes towards the delivery. 

2.  The proper education and knowledge should be provided for the 

medical staffs including the ordinary persons having the duty to take care of the 

pregnant and postpartum patients. Besides, the benefits and advantages of the normal 

vaginal delivery and the cesarean delivery including the possible complications to 

mothers and baby should be also provided so that the patients can properly and 

sufficiently gain the delivery details.  

3. The research results can be used in standardizing the obstetric cares to 

reduce the unnecessary cesarean delivery rates in the first pregnancy. Most women 

prefer the normal vaginal delivery rather than the cesarean section. However, most of 

them have to be performed with the cesarean section because they had cesarean 

section from the first pregnancy.  

4. The study results can be used in establishing postpartum plans both 

short-term and long-terms plans. For the short-term plan, the postpartum patients 

should be provided with the health care and self-reliance when they return home. As 

the research results indicated that the postpartum quality of life scores in terms of 
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health &functioning and socio-economic were lower than the other domains, this 

domains should be efficiently improved.   

5. The research findings revealed that a difficulty in pain management 

affected the postpartum quality of life. Hence, if the obstetricians and nurses can 

manage the pain more efficiently, the postpartum quality of life will be improved 

accordingly.  

 

 Recommendations for further researches  

 1. The knowledge and attitudes towards the cesarean delivery of the first 

pregnancy performed by the public and private hospitals should be investigated. 

 2. The postpartum quality of life between the patients with normal vaginal 

delivery and cesarean delivery performed by the private hospitals should be explored.  

 3.  The postpartum quality of life of patients with various problems should 

be assessed with the MAPP-QOL. 

 

 

6.3 Limitations of the study 

1. According to the literature review, the cesarean delivery rate was 

constantly increased especially among the private hospitals. However, since this 

research was conducted at the public hospital, the reasons why the cesarean delivery 

rate was constantly increased might not be completely explained. In addition, as there 

are still a few researches related to the postpartum quality of life, such data could not 

be referred in accord with the research findings.  

2.  Since the MAPP-QOL was just translated by the researcher, the tool 

should be used to test with other groups of postpartum mothers. 

3. Since the samples of this research were quite small, some correlations 

between the variables related to the quality of life might not be found.  

4.  The MAPP-QOL still had some scoring disadvantages and had to be 

improved more for the assessment of the postpartum quality of life.  
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Advantages 

1. According to the literature review, there is no comparative study of 

postpartum quality of life between patients having normal vaginal delivery and 

cesarean section among Thai women before.  

2.  Since the research instrument is very specific to the assessment of the 

postpartum quality of life of the patients, their quality of life and related problems 

could be inclusively evaluated and analyzed. 
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 □ 7. ������������#$�ก�'�ก�����(ก'(�������$�� 
 □ 8. ���'(��ก�'	
ก�'����!���$������!��.�$����$�� 1��''�
�������,     
�%#'.��'������ 1� 
 □ 9. ก�'����!���$�������� ��"�#$�ก�'���&0���&��=
 
 □ 10. ก����%#'.��'�����#'��'(��$������ 
 □ 11. ����  %���"-�������ก�'��+�ก"$�#��������ก,4
� 

 □ 12. �+��?..........................................................................('(�%)  

2. ����'-��4ก �ก�'(��ก�'	
ก�'�����'�
���
 
 □ 1. &�� ��ก    □ 2. &�� ���ก��� 
 □ 3. &�� ��1ก����   □ 4. .�$&��  

3.  ������#/��#�
��''�
��ก���ก���������  
 □ �������!���$������ 
 □ "$�#������ 
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�$�-��� 3  ����
#���-�����,4���" 

�*���+�,�  ,����"-�������	
!5���'+������� (×) ��#����,���#'�ก��'(�������� 1����,��!$�� 
               ����  %��� 
 

 
 

�*��5����
#"���#�--�����,4���" 

 

0 1 2 3 4 5 6 7 8 9 10 
.�$��

��ก�'
��� 

������� 
.�$������!%ก,
!'���, 
.�$'-��4กก������? #$�
��ก�'�����,	(��
 

������ก��� 
'-��4ก!%ก,
!'��� �ก

��ก�'���&�����'��
����ก����.�$��ก��ก 

���������'-��4ก�$�
����'/!�.�� 

�����ก 
'-��4ก!%ก,
!'��� �ก
��ก�'�����ก!5����

�ก������ก������ก��(
.�$����'/�������

&�ก"$��.�� 

���
'%��'�
 �!�
.�$.�� 

 

 

 

 

 

 

 

 

 

 

  .�$������           �����1ก����                            ������ก���                            �����ก                   �����ก!���%�        
   ������?                
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�$�-��� 4 ���������	
���'(����%	��&����#,�������������� ��$���2� 2 #�� �+� ����&4�&��  
��(�����5���� 

��-��� 1  

�*���+�,�  �ก���,���#$�(���,��#$�.���
M�'���+�ก�5�#��!������'(�������&4�&�� ������#$��?   
              !��#'�ก��#���%	 M��ก�'!5���'+������� (×) !��������, 

�%	������&4�&�� ������!�� (/��#$�.���
�&����� 

.�$&4�&�� ��$����ก 

.�$&4�&�� ���ก��� 

.�$&4�&�� ��1ก���� 

&4�&�� ��1ก���� 

&4�&�� ���ก��� 

&4�&�� ��$����ก 

1. �%,��&,���%	 1 2 3 4 5 6 

2. ����'%��'�,������� 1����!���%	.��'����-$ 1 2 3 4 5 6 

3. &�(ก5����!���%	����ก�'!5�ก� ��#'�'( 5���� 1 2 3 4 5 6 

4. ��������'/��ก�'����%�����#$��?������#�'( 5���� 1 2 3 4 5 6 

5. ��������'/��ก�'�-��#����M��.�$#���&4��&�����
�$�����+� �ก"-��+�� 

1 2 3 4 5 6 

6. '-�'$������#����&'$��ก��,���%	��#����
 1 2 3 4 5 6 

7. �����ก,���%	��#����
 1 2 3 4 5 6 

8. ��ก�	(�"�"$�#�������%#'!������!����'+��"�!��F:��1� 1 2 3 4 5 6 

9. ก�'���&0���&��=
 1 2 3 4 5 6 

10. ��������%,����� �#� ,���%	 1 2 3 4 5 6 

11. �����%,M��!���.�������##����
 1 2 3 4 5 6 

12. ก�'�5�'�����#M��!���.���#����
 1 2 3 4 5 6 

13. '(���������'����'+�����ก����������#,���%	!������-$ 1 2 3 4 5 6 

14. �����$�����+�������1��ก��1�� �'+�ก5����� !���%	  
.��'�� �ก 

            

      a) ����,���%	/�-$'�ก 1 2 3 4 5 6 

      b) ��#� 1 2 3 4 5 6 

      c) �&+����'+��%����+�� 1 2 3 4 5 6 

15. �������&��=
,���%	ก������/�-$'�ก 1 2 3 4 5 6 
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�%	������&4�&�� ������!�� (/��#$�.���
�&����� 

.�$&4�&�� ��$����ก 

.�$&4�&�� ���ก��� 

.�$&4�&�� ��1ก���� 

&4�&�� ��1ก���� 

&4�&�� ���ก��� 

&4�&�� ��$����ก 

16. ��������'/,���%	��ก�' ��ก�'ก����'(����
'��"��������'���'�� 

1 2 3 4 5 6 

17. �%,��&,��!�'ก����
 1 2 3 4 5 6 
18. ก�'.��'�������$�����+���ก�'�-��!�'ก��(�%#'���+��? 1 2 3 4 5 6 
19. ����!�����ก���%#'����
 1 2 3 4 5 6 
20. ����!�������ก�'!5�������� 1 2 3 4 5 6 
21. �����5��'���&+���?/��#�&������ 1 2 3 4 5 6 
22. �����5��'������/�-$'�ก 1 2 3 4 5 6 
23. �����5��'��#���%	��� 1 2 3 4 5 6 
24. ��������'/��ก�'������%#' 1 2 3 4 5 6 
25. �%,��&,������/�-$'�ก,���%	 1 2 3 4 5 6 
26. ����#�'( 5����!���ก��,4
����#$�(���,��#���%	 1 2 3 4 5 6 
27. !����-$��0��,���%	 1 2 3 4 5 6 
28. �&+�������,���%	 (���(��ก����) 1 2 3 4 5 6 
29. ����������!��ก�'���� 1 2 3 4 5 6 
30. ��������'/��ก�''����'(!��ก�'����,���%	 1 2 3 4 5 6 
31. ก�'�,��/4�'(��ก�''�ก��&����� 1 2 3 4 5 6 
32. �����(��ก������ก�'����!�� 1 2 3 4 5 6 
33. ���&������2���-$������             
      a) ����ก�'��!'�&�
���.�����'���'�� 1 2 3 4 5 6 
      b) �0'�>ก� �'+��/��(ก�'���� 1 2 3 4 5 6 
      c) �����������'��?#����$�.�$�����������'+�ก�'!(���(  
�ก#$��ก�� 

1 2 3 4 5 6 

34. ����!��ก�'���             
      a) ,�������'+��-$'�ก 1 2 3 4 5 6 
      b) ,��#���%	��� 1 2 3 4 5 6 
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��-��� 2 

�*���+�,�  �ก���,���#$�(���,��#$�.���
M�'���+�ก�5�#��!������'(��������5����!���%	���ก������# 
              ������#$��? M��ก�'!5���'+������� (×) !��������, 

�%	��������5����������!�� (/��#$�.���
�&����� 
.�$�5������� 

.�$�5�������ก��� 

.�$�5������1ก���� 

�5������1ก���� 

�5�������ก��� 

�5������$����ก 

1. �%,��&,���%	 1 2 3 4 5 6 

2. ����'%��'�,������� 1����!���%	.��'����-$ 1 2 3 4 5 6 

3. &�(ก5����!���%	����ก�'!5�ก� ��#'�'( 5���� 1 2 3 4 5 6 

4. ��������'/��ก�'����%�����#$��?������#�'( 5���� 1 2 3 4 5 6 

5. ��������'/��ก�'�-��#����M��.�$#���&4��&�����
�$�����+� �ก"-��+�� 

1 2 3 4 5 6 

6. '-�'$������#����&'$��ก��,���%	��#����
 1 2 3 4 5 6 

7. �����ก,���%	��#����
 1 2 3 4 5 6 

8. ��ก�	(�"�"$�#�������%#'!������!����'+��"�!��F:��1� 1 2 3 4 5 6 

9. ก�'���&0���&��=
 1 2 3 4 5 6 

10. ��������%,����� �#� ,���%	 1 2 3 4 5 6 

11. �����%,M��!���.�������##����
 1 2 3 4 5 6 

12. ก�'�5�'�����#M��!���.���#����
 1 2 3 4 5 6 

13. '(���������'����'+�����ก����������#,���%	!������-$ 1 2 3 4 5 6 

14. �����$�����+�������1��ก��1�� �'+�ก5����� !���%	.��'��             

 �ก       

      a) ����,���%	/�-$'�ก 1 2 3 4 5 6 

      b) ��#� 1 2 3 4 5 6 

      c) �&+����'+��%����+�� 1 2 3 4 5 6 

15. �������&��=
,���%	ก������/�-$'�ก 1 2 3 4 5 6 
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QUESTIONNAIRE 

ON 

POSTNATAL QUALITY OF LIFE OF WOMEN WITH NORMAL VAGINAL 

DILIVERY AND CAESAREAN SECTION 

SIRIRAJ HOSPITAL 

 

Description 

 This questionnaire having the contents of the factors affecting the postnatal 

quality of life of women consists of four parts as follows: 

 Part 1: General Data of Respondents 

 Part 2:  Delivery Information and Attitudes towards the Delivery 

 Part 3: Pain Scale 

 Part 4: Postnatal Quality of Life divided into Satisfaction and Importance  

  Sections  
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Part 1:  General Data of Respondents 

Instruction: Please make a tick (�) and fill in the blank based on your information  

                      and facts 

 

1.  Age.................... years(full) 
 

2.  Marital Status 

 □ Married   □ Widowed 

 □ Divorced  □ Separated  

 

3. Education 

 □ Uneducated   □ Primary Education 

  □ Secondary Education/Vocational Education □ Bachelor’s Degree or  

       Equivalent  

  □ Higher than Bachelor’s Degree 

 

4. Occupation 

 □ Housewife □ Agriculturist/Farmer 

 □ Worker □ Civil Servant/Official  

  □ State Enterprise/Private Company Employee  

 □ Business Owner    

 □ Others...................................... 

 

5. Household Income 

  □ Insufficient □ Sufficient 

  □ Sufficient with saving  

  

6. Health of your first child 

 □ Healthy □ He/She needs special care 

  

7. Total number of children (including this baby)............................ child/children 

 

8. Abortion 

  □ Never 

  □ Yes Which one? ........................................................ (Please specify) 
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Part 2: Delivery Information and Attitudes towards the Delivery 

Instruction: Please make a tick (�) and fill in the blank based on your information  

   and facts 

 

1. Method of Delivery 

  □ Spontaneous vaginal delivery (Normal delivery) 

 □ Prepared Caesarean section  

  □ Emergency Caesarean section 

  

Indication of Caesarean section .............................................................(Please Specify) 
 

2.  Duration of Parturition  

 Beginning of Parturition....................................................... (Please Specify) 

 Delivery Time........................................................................ (Please Specify) 

 

3. Drugs used during delivery waiting................................................... (Please Specify) 

 

4. Postpartum Complications 

 □ No 

  □ Yes (You can choose several choices) 

  □ 1. Postpartum hemorrhage 

  □ 2. Inflamed perineal laceration 

   □ 3. Inflamed nipples 

   □ 4. Back ache 

   □ 5. Constipation 

   □ 6. Others............................................................................ (Please Specify) 
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Attitudes towards the Delivery  

1.  Before the delivery, how did you intend to be labored? 

 □ Spontaneous vaginal delivery (Go to 1.1) 

 □ Caesarean section (Go to 1.2) 

 

 1.1 Reasons for spontaneous vaginal delivery (You can choose several choices) 

 □ 1. I’m afraid of operation and anesthesia. 

 □ 2. I prefer natural delivery. 

 □ 3. The postpartum recovery is very quick. 

 □ 4. Spontaneous vaginal delivery is a real and complete maternal 

expression.  

 □ 5. The risks and complications of the spontaneous vaginal delivery 

are lower than the Caesarean section.  

 □ 6. The baby labored by the spontaneous vaginal delivery is healthier. 

 □ 7. Lower costs 

 □ 8. Others..................................................................... (Please Specify) 

 

 1.2 Reasons for Caesarean section (You can choose several choices) 

 □ 1.  I used to give a birth by the Caesarean section. 

 □ 2. The baby is in the abnormal posture.  

 □ 3. Placenta previa 

 □ 4. I prefer choosing the delivery date. 

 □ 5. Anxiety / Fear of emergency delivery 

 □ 6. Avoidance of vaginal tear/perineal laceration 

 □ 7. Reducing the risks of prolapsed uterus  

 □ 8. I used to have a bad experience on the spontaneous vaginal delivery 

e.g. long parturition, injured baby etc. 

 □ 9. The spontaneous vaginal delivery may later affect the sexual 

intercourses.  

 □ 10. I fear that my baby will be injured during the delivery.  

 □ 11. Today, more women prefer the Caesarean section. 

 □ 12. Others...................................................................(Please Specify)  
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2.  How did you experience from this delivery? 

 □ 1. Totally satisfied □ 2. Moderately satisfied 

 □ 3. Slightly Satisfied □ 4. Dissatisfied 

 

3.  In the future if you get pregnancy, which delivery method do you prefer?  

  □ Spontaneous vaginal delivery  

  □ Caesarean section 

 

Part 3:  Pain Scale Evaluation 

Instruction: Please make a cross (×) on the number based on the level/severity of   

                       your current pain  

 

 
 

Description of Pain Level Scoring 

 

0 1 2 3 4 5 6 7 8 9 10 

No 

Pain 

Slight Pain 

No suffering, no 

anxiety to the current 

pain 

Moderate Pain 

Having moderate 

sufferings and a mild 

anxiety (tolerable) 

Severe Pain 

Having severe 

sufferings with 

higher anxiety and 

cannot sleep or take 

a rest. 

Highest 

Pain 

 

 

 

 
 

         No pain              Slight Pain                           Mild Pain                          Moderate Pain            Severe Pain  
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Part 4: Postnatal Quality of Life divided into Satisfaction and Importance Sections 

Section 1  

Instruction: Please make a cross (×) on the number based on your level of satisfaction  

How are you satisfied with the following 

statements? 

 
T

o
tally

 D
issatisfied

 

M
o
d

erately
 D

issatisfied
 

S
lig

h
tly

 D
issatisfied

 

S
lig

h
tly

 S
atisfied

 

M
o
d

erately
 S

atisfied
 

T
o

tally
 S

atisfied
 

1. Your health                         1 2 3 4 5 6 

2. Severity of your current pain 1 2 3 4 5 6 

3. Your energy for daily-life activities  1 2 3 4 5 6 

4. Your capability to control everything in the daily life 1 2 3 4 5 6 

5. Your ability to take care of yourself without any help   

    from others 

1 2 3 4 5 6 

6. Your current physical appearance and body  

    competence 

1 2 3 4 5 6 

7. Your current breast 1 2 3 4 5 6 

8. Episiotomy wound or perineal laceration 1 2 3 4 5 6 

9. Sexual intercourses 1 2 3 4 5 6 

10. Peace of your mind 1 2 3 4 5 6 

11. General happiness of your life 1 2 3 4 5 6 

12. General living at the present time 1 2 3 4 5 6 

13. Level of stress or anxiety 1 2 3 4 5 6 

14. Help, sympathy or encouragement received from:           

      a) Husband/Partner (boyfriend) 1 2 3 4 5 6 

      b) Relatives 1 2 3 4 5 6 

      c) Friends or other persons 1 2 3 4 5 6 

15. Relationship with your husband/partner (boyfriend) 1 2 3 4 5 6 
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How are you satisfied with the following 

statements?               

 

T
o

tally
 D

issatisfied
 

M
o
d

erately
 D

issatisfied
 

S
lig

h
tly

 D
issatisfied

 

S
lig

h
tly

 S
atisfied

 

M
o
d

erately
 S

atisfied
 

T
o

tally
 S

atisfied
 

16. Your ability and responsibility to manage the family  1 2 3 4 5 6 

17. Health of this baby 1 2 3 4 5 6 

18. Getting the help on caring this baby and other child  

      (children)  

1 2 3 4 5 6 

19. Time spent to this baby 1 2 3 4 5 6 

20. Time spent for house works 1 2 3 4 5 6 

21. Time for friends/relatives 1 2 3 4 5 6 

22. Time for husband/partner (boyfriend) 1 2 3 4 5 6 

23. Time for yourself 1 2 3 4 5 6 

24. Ability of breastfeeding 1 2 3 4 5 6 

25. Health of your husband/partner (boyfriend) 1 2 3 4 5 6 

26. Your daily life 1 2 3 4 5 6 

27. Your lodging  1 2 3 4 5 6 

28. Your neighbors (in nearby areas) 1 2 3 4 5 6 

29. Financial security  1 2 3 4 5 6 

30. Ability to manage your finance  1 2 3 4 5 6 

31. Access to health and nursing services  1 2 3 4 5 6 

32. Travelling convenience 1 2 3 4 5 6 

33. Household livelihood in terms of:       

      a) Possession of assets and properties   1 2 3 4 5 6 

      b) Economic or financial status  1 2 3 4 5 6 

      c) Environment e.g. no loud noise, quarrels , fighting,  

          etc. 

1 2 3 4 5 6 

34. Occupation of:       

      a) Your husband or partner (boyfriend)  1 2 3 4 5 6 

      b) Yourself 1 2 3 4 5 6 
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Section 2 

Instruction: Please make a cross (×) on the number based on your level of satisfaction 

How are the following statements 

important to you? 

T
o

tally
 U

n
im

p
o

rtan
t 

M
o
d

erately
 U

n
im

p
o
rtan

t 

S
lig

h
tly

 U
n

im
p

o
rtan

t 

S
lig

h
tly

 Im
p
o

rtan
t 

M
o
d

erately
 Im

p
o
rtan

t 

T
o

tally
 Im

p
o
rtan

t 

1. Your health                         1 2 3 4 5 6 

2. Severity of your current pain 1 2 3 4 5 6 

3. Your energy for daily-life activities  1 2 3 4 5 6 

4. Your capability to control everything in the daily life 1 2 3 4 5 6 

5. Your ability to take care of yourself without any help  

    from others 

1 2 3 4 5 6 

6. Your current physical appearance and body   

    competence 

1 2 3 4 5 6 

7. Your current breast 1 2 3 4 5 6 

8. Episiotomy wound or perineal laceration 1 2 3 4 5 6 

9. Sexual intercourses 1 2 3 4 5 6 

10. Peace of your mind 1 2 3 4 5 6 

11. General happiness of your life 1 2 3 4 5 6 

12. General living at the present time 1 2 3 4 5 6 

13. Level of stress or anxiety 1 2 3 4 5 6 

14. Help, sympathy or encouragement received from:           

      a) Husband/Partner (boyfriend) 1 2 3 4 5 6 

      b) Relatives 1 2 3 4 5 6 

      c) Friends or other persons 1 2 3 4 5 6 

15. Relationship with your husband/partner (boyfriend) 1 2 3 4 5 6 
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How are the following statements  

important to you? 

T
o

tally
 U

n
im

p
o

rtan
t 

M
o
d

erately
 

U
n

im
p
o

rtan
t 

S
lig

h
tly

 U
n

im
p

o
rtan

t 

S
lig

h
tly

 Im
p
o

rtan
t 

M
o
d

erately
 Im

p
o
rtan

t 

T
o

tally
 Im

p
o
rtan

t 

16. Your ability and responsibility to manage the family  1 2 3 4 5 6 

17. Health of this baby 1 2 3 4 5 6 

18. Getting the help on caring this baby and other child  

     (children)  

1 2 3 4 5 6 

19. Time spent to this baby 1 2 3 4 5 6 

20. Time spent for house works 1 2 3 4 5 6 

21. Time for friends/relatives 1 2 3 4 5 6 

22. Time for husband/partner (boyfriend) 1 2 3 4 5 6 

23. Time for yourself 1 2 3 4 5 6 

24. Ability of breastfeeding 1 2 3 4 5 6 

25. Health of your husband/partner (boyfriend) 1 2 3 4 5 6 

26. Your daily life 1 2 3 4 5 6 

27. Your lodging  1 2 3 4 5 6 

28. Your neighbors (in nearby areas) 1 2 3 4 5 6 

29. Financial security  1 2 3 4 5 6 

30. Ability to manage your finance  1 2 3 4 5 6 

31. Access to health and nursing services  1 2 3 4 5 6 

32. Travelling convenience 1 2 3 4 5 6 

33. Household livelihood in terms of:       

      a) Possession of assets and properties   1 2 3 4 5 6 

      b) Economic or financial status  1 2 3 4 5 6 

      c) Environment e.g. no loud noise, quarrels , fighting,  

          etc. 

1 2 3 4 5 6 

34. Occupation of:       

      a) Your husband or partner (boyfriend)  1 2 3 4 5 6 

      b) Yourself 1 2 3 4 5 6 
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Domain and Items of the maternal postpartum quality of life 

Subscale: Psychological/baby 

Amount of control you have over your life. 

Your peace of mind. 

Your happiness in general. 

Your life in general. 

The amount of worries in your life. 

Your baby’s health. 

Your ability to feed your new baby. 

Your day to day life’s routine. 

Subscale: socio-economic 

Your home/apartment/place where your live. 

Your neighborhood. 

Your financial independence. 

Your ability to meet financial obligations. 

Your access to medical care. 

Your access to transportation. 

Your living conditions in the home. 

Your materialistic possessions. 

Your economic or financial capacity. 

Employment work. 

Your own employment. 

Subscale: relational/spouse-partner 

The emotional support you get form your husband/partner. 

Your relationship with your husband/partner. 

Your husband/partner health. 

Your living condition in the home. 

Your overall environment/surrounding (no yelling, fights, squabbles) 

Subscale: relational/family-friend 

Your ability to meet family responsibilities. 

The assistance with baby car and other children. 

Time for children. 
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The emotional support your get form: 

Your extend family. 

Your friend or other people. 

Time for maintaining the household. 

Time for friends/relatives. 

Time for husband/partner. 

Time for yourself. 

Subscale: health and function 

Your health. 

The amount of pain that you have. 

Amount of energy for everyday activities. 

Your ability to take care of yourself without help. 

Your physical appearance. 

Your breasts. 

Your surgical incision or episiotomy. 

Your sex life. 
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