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Purpose: To determine A) what a labouring woman expects to hear about epidural analgesia before consenting,
B) if she feels able to understand the risks and thereby assess if we are obtaining informed consent.
Methods: Sixty actively labouring women were surveyed immediately after requesting an epidural.
Demographic, labour, epidural and consent information were included in the questionnaire. Answers were cate-
gorical (yes/no, multiple choice) or scored on a scale from 0 to 10 (visual analogue scale). 
Results: The majority of parturients wanted all potential epidural complications but not their incidences disclosed
in the consent process. However, a discussion of risks would not dissuade women from consenting to an epidur-
al in the majority of cases. Labouring women have a moderate understanding of epidural risks. The ability to
understand risks was not affected by labour pain, anxiety, opioid premedication, duration of labour pain, desire
for an epidural, previous epidural experience, level of education or age.
Conclusion: This prospective survey characterizes what 60 reasonable labouring women wanted to know about
labour epidural analgesia. Parturients wanted all risks of epidural analgesia disclosed in the informed consent
process. The majority of women did not want the incidences quoted. This study suggests that labouring patients
are as able to give informed consent as are other members of our patient population. 

Objectif : Déterminer ce qu’une parturiente en travail voudrait connaître de l’analgésie épidurale avant de con-
sentir à la recevoir et vérifier si elle croit en comprendre les risques. De là, évaluer si nous obtenons un consen-
tement éclairé.
Méthode : On a interrogé 60 femmes en travail obstétrical actif immédiatement après leur demande d’une anal-
gésie épidurale. Le questionnaire comprenait des données personnelles, des informations sur le travail, l’analgésie
épidurale et le consentement. Les réponses étaient catégorielles (oui/non, choix multiples) ou cotées sur une
échelle visuelle analogique de 1 à 10.
Résultats : La majorité des femmes voulait que toutes les complications possibles de l’analgésie épidurale soient
révélées dans la formule de consentement, mais non leur incidence. Une discussion sur les risques ne les a pas
empêchées d’accepter cette analgésie dans la majorité des cas. Les femmes en travail ont une connaissance
moyenne des risques de l’analgésie épidurale. La capacité de comprendre les risques n’a pas été influencée par
les douleurs du travail, l’anxiété, la prémédication avec des opioïdes, la durée des douleurs, le désir d’une anal-
gésie épidurale, l’expérience antérieure de cette analgésie, le niveau d’éducation ou l’âge.
Conclusion : Cette enquête prospective a précisé ce que 60 parturientes en travail obstétrical veulent connaître
sur l’analgésie épidurale. Elles ont demandé que tous les risques de l’analgésie épidurale soient inscrits à la for-
mule du consentement éclairé, mais la majorité ne voulait pas qu’on y ajoute l’incidence. Cette enquête permet
d’affirmer que les patientes en travail peuvent donner leur consentement éclairé aussi bien que tout autre patient.
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ONSENT for obstetrical epidural analge-
sia is frequently obtained during active
labour. When surveyed, some anesthesiol-
ogists have felt that their patients are

unable to cope with consent information because of
pain and anxiety.1 The Supreme Court of Canada
judges the adequacy of consent by the “reasonable
patient” standard i.e., what a reasonable patient, in
that particular patient’s situation, would have expect-
ed to hear before consenting.2 Failure to obtain
informed consent may be considered negligence and is
a frequent complaint received by the Canadian
Medical Protective Association (CMPA).

In 1997, a retrospective study from our institution
surveyed post-partum women following their labour
epidural.3 It concluded that, retrospectively, women
considered it important to disclose all epidural com-
plications; that a side-effect incidence of greater than
1/10000 was significant to them; that women were
satisfied with the consent process; and that opioid
premedication, anxiety, pain and level of education did
not affect their satisfaction with the consent process.

This study, however, is a real-time survey complet-
ed by actively labouring women immediately after
their request for an epidural. Our goals were to deter-
mine A) what a labouring woman wants to hear about
epidural analgesia before consenting; B) if she feels
able to understand the risks and thereby determine if
we are getting informed consent.

Materials and methods
Following approval by the Queen’s University Research
Ethics Review Board, 60 labouring women who had
requested an epidural completed our survey over a five
month period between May 1 and Oct 1 1999,.
Interviews were conducted in person by the third
author immediately after the request for an epidural was
made. Due to availability of research staff, all surveys
were completed during the daytime. Any parturient
who requested an epidural during this time was eligible
for the study. Participation in the study did not delay
the institution of epidural analgesia. 

Demographic data, labour, epidural and consent
information were included in the questionnaire. With
the exception of “epidural information source,” women
were allowed only one response per question. The
Visual Analogue Scale (VAS)4 score was used to quanti-
fy several aspects related to labour (e.g., pain, anxiety)
and the decision to have an epidural. Patients were
asked to point to a spot on a line, ranging from 0 to 10,
which best described their answer to a given question. 

Data analysis included frequencies and percentages
for categorical data, and measures of central tendency

for continuous variables (i.e., age and VAS scores.)
The VAS scores were also assessed for normality using
the normal probability plot. With a few exceptions,
most followed a relatively normal distribution. The
Pearson Correlation Coefficient was used to deter-
mine if there was correlation between related variables
(e.g., level of pain and anxiety about pain.). One-way
ANOVA was performed to determine if education,
previous epidural and opioid premedication had any
effect on ability to comprehend information. Data
were considered significant if P < 0.05.

Results
Three women were unable to complete the survey due
to labour pain. One woman was unable to complete
the survey due to delivery of her baby. Four patients
were unable to answer the question on “level of risk
considered significant” because they did not under-
stand the question. Three patients did not want to dis-
close their level of education. The available data from
each survey was included in the study.

The average age of our parturients was 29 yr. The
majority were educated beyond high school (75%).
Twenty five percent of women had had an epidural in a
previous labour. The vast majority of patients recog-
nized that epidurals were not risk free (80%) and knew
of alternatives (95%). Their pre-labour epidural infor-
mation most often came from a miscellaneous source

C

TABLE I Demographic and Pre-Survey Information

Age (n = 60, question 1)
<20 yr 1 (2%)
20-25 yr 10 (17%)
26-30 yr 26 (43%)
31-35 yr 17 (28%)
> 35 yr 6 (10%)
Education Level (n = 54, question 3)
High school 11 (20%)
College 29 (54%)
University 11 (20%)
Professional 3 (6%)
Previous Epidural (n = 60, question 4)
yes 15 (25%)
no 45 (75%)
Awareness of Alternatives to Epidural Analgesia 
(n = 60, question 9)
yes 57 (95%)
no 3 (5%)
Awareness of Existence of Side-Effects 
(n = 60, question 10)
yes 48 (80%)
no 12 (20%)
Received Opioid Premedication 
(n = 56, question 28)
yes 26 (46%)
no 30 (54%)



(22%), prenatal classes (21%) or friends (20%) (Table I).
Forty-six percent of women had received opioid pre-
medication. Before the patient interview, anesthesiolo-
gists and family physicians accounted for only 7% of
patient educators (Table II).

At the time of request for epidural analgesia, par-
turients had laboured for an average of 12 hr (median
six hours, standard deviation 14 hr, range 1 to 76 hr).
They were experiencing a high degree of pain
(7.5/10) and anxiety (7.2/10) (Table III).

Parturients indicated that all potential epidural com-
plications should be included in the consent process.
However, knowledge of the potential adverse outcomes
would not dissuade most women from consenting to an
epidural. Those side-effects considered least important
were headache, confinement to bed and prolongation
of labour. Those of greatest importance were seizure,
death or paralysis and effects on the baby, but these
potential outcomes would not change the parturient’s
mind in the majority of cases (Figure). Twenty-one per-
cent of women indicated that one in ten was a signifi-
cant risk, however the majority of women (52%) stated
that they did not wish to be told the incidence of the
complications (Table IV).

The average VAS score for “ability to understand
information” (“understanding”) was 4.9/10. When
questioned, women wanted to have had the risks of an
epidural explained to them before labour (8/10). They
were not feeling pressured to have an epidural
(0.2/10). “Understanding” did not correlate with age,
anxiety level, pain level, desire for an epidural or dura-
tion of labour pain. “Understanding” was not affected
by previous epidural experience, opioid premedication
or level of education (Table VI), nor was there any cor-
relation between extremes of “understanding” (either
full or none) and the above variables.

Discussion
This study is a real-time survey, completed by labour-
ing women immediately after their request for epidur-
al analgesia. Our conclusion is that labouring women
want to hear about all potential epidural complications
but the majority do not want specific incidences quot-
ed. In the majority of cases, no side-effect disclosed
during the consent process will dissuade a parturient
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TABLE II Epidural Analgesia Information Source (n = 60, ques-
tion 23)

Family physician 7 (7%)
Anesthesiologist 7 (7%)
Obstetrician 15 (15%)
Nurse 8 (8%)
Friend 19 (20%)
Prenatal class 20 (21%)
Miscellaneous 21 (22%)

TABLE III Labour Experience (n = 60, questions 5-8, mean
VAS score, 0=least 10=most)

Severity of pain 7.5/10 
Anxiety level 7.2/10 
Desire for an epidural 8.4/10 

TABLE IV Level of Risk Considered Significant by Patient (n =
52, question 22)

1/10 11 (21%)
1/100 6 (12%)
1/1,000 1 (2%)
1/10,000 1 (2%)
1/1,000,000 0 (0%)
“don’t want to be told about complications” 6 (12%)
“consider the complications significant but don’t 
want to be told an actual number” 27 (52%)

TABLE V The Informed Consent Process (n = 56, questions 24-
28, average VAS score, 0=least 10=most) 

“ability to understand information” 4.9/10 
“risks should be discussed prior to labour” 8/10 
“it would be useful to have a friend help me decide” 6.4/10 
“I feel pressured to have an epidural” 0.2/10 

TABLE VI Effect of Variables on Ability to Understand Consent
Process

Variable Ability to Understand Consent 
Process

Pearson Correlation Coefficient
Age -0.0945 (P = 0.489)
Anxiety level -0.0787 (P = 0.564)
Pain level -0.097 (P = 0.479)
Desire for epidural analgesia -0.0356 (P = 0.795)
Duration of labour 0.2527 (P = 0.065)

Comparison of Mean VAS Score

Previous epidural experience
yes 4.5
no 5.0 (P = 0.65)

Opioid premedication
yes 5.0
no 4.9 (P = 0.83)

Level of education
high school 5.6
college 5.2
university 4.3
professional 3.8 (P = 0.7)



once the request for an epidural is made. Women have
a moderate understanding of risks during active
labour. None of the anticipated variables (i.e., labour
pain, anxiety, opioid premedication, duration of
labour pain, desire for an epidural, previous epidural
experience, level of education or age) correlate with a
labouring woman’s ability to understand epidural
risks. Nor is there correlation between extremes of
understanding (either full or none) and the above vari-
ables. Before the patient interview on the labour floor,
anesthesiologists are among the least likely to have
educated a patient about epidural analgesia.

In American closed claims addressing the issue of
inadequate consent, the courts have cited three factors
supporting the finding of informed consent: the infor-
mation given to the patient, lack of objection by the
patient and cooperation of the patient in the proce-
dure. Of these three, only the information given is
open to interpretation.5

By comparing study results, we were able to high-
light the effect of recall bias on Pattee’s study.3 Both

groups of patients wanted all risks disclosed.
Retrospectively, Pattee’s group rated their understand-
ing of the epidural risk discussion at 7/10. They indi-
cated that they may have declined an epidural if the risk
was serious and had an occurrence of > 1/10000. Our
actively labouring patients were far less likely to refuse
on the basis of potential complications. The majority
wished us not to include incidences in our discussion of
risks. Twenty percent considered greater than one in
ten significant, but only 2% considered 1/10000 signif-
icant. These findings are noteworthy, not because they
should dissuade anesthesiologists from disclosing mate-
rial and frequent risks (as the courts clearly indicate that
we must do) but because epidural risks seem to be
acceptable to labouring women. Our patients rated
their “understanding” at 4.9/10 and all consented to
an epidural. The studies agreed that women would like
the consent process to occur before the onset of labour.

A potential limitation of the study is that women
were asked to quantify the influence of pain on their
comprehension, while they were in pain. If comprehen-
sion was in fact a problem then the information they
provided in this study would have been influenced by
pain or anxiety. However, all our patients except three
(95%) were able to participate in a ten minute interview,
recall information, state opinions and chose thoughtful-
ly from categories, while in active labour. 

From the medico-legal point of view, our study
may shed some light on the consent process where
labouring patients are involved. One of our goals was
to determine what a labouring woman expected to
hear before consenting to epidural analgesia. But, in
order to give informed consent, patients must be able
to understand both the pros and cons of intervention
and no intervention, as well as alternate treatments.6

In addition, consent must be given voluntarily by a
person who is capable of doing so. Our patients
understand that epidurals can result in adverse out-
comes. They have indicated which risks are important
to disclose. They know that alternatives exist. Further,
it has been demonstrated that risk recall of labouring
women is equal to that of cancer patients, ophthalmo-
logical, plastic and cardiac surgery patients.7

Seemingly, our patients understand risks as well as
most patients considering an intervention. It is
arguable that only during labour when the severity of
pain has been realized and the consequence of contin-
uing without intervention becomes clear, can the
informed consent process be completed. Our patients
moderately comprehend the risk of epidural analgesia
while fully appreciating the benefit. It seems that,
indeed, labouring women are capable of giving
informed consent. 
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FIGURE. Importance of specific epidural complications for
inclusion in the informed consent process: the labouring woman’s
perspective (n = 56, questions 11-21)



A logical next question is whether anesthesiologists
can improve patient education and the informed con-
sent process. Clearly something prevents complete
comprehension of risks by our labouring patients (and
those of other specialists7) but it does not seem to be
labour pain or anxiety. Though complications are easi-
ly discussed early in pregnancy, it is not possible to
understand the pain of labour at that time. Therefore,
the process of informed consent, at least where labour
epidural analgesia is concerned, may need to become a
two part process: one for risks, being completed while
pain-free; and one for benefits, that is obtained during
labour. Naturally, the situation will arise when a
woman who has previously declined an epidural on the
basis of risks will desire one later on the basis of pain.
At this point, perhaps she has become fully informed.
This would simply require proper documentation, as
does any discussion of informed consent.

This prospective survey characterizes what 60 rea-
sonable labouring women wanted to know about
labour epidural analgesia. Parturients wanted all risks
of epidural analgesia disclosed in the informed consent
process but the majority of women did not want spe-
cific incidences quoted. This study suggests that
labouring patients are as able to give informed consent
as other members of our patient population.
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Anesthesia Survey
We are interested in finding out information concern-
ing consent issues for your epidural anesthetic in labour.
Demographic Data:

1. Age: under 20, 20-25, 25-30, over 35 yr.
2. Occupation:
3. Education:
4. Previous epidural: yes, no
5. How many hours have you had labour pain?

For questions 6-8, place an X on the line at the point
that matches your answer.

6. How severe is your labour pain now? 
no pain ————————- worst pain

7. How anxious are you about your labour pain?
not anxious ———————————- very anxious

8. How badly do you want to have an epidural?
not at all ————————————- very badly

9. Are you aware that you may experience any
unpleasant side effects from the epidural? yes, no

10.Are you aware of any options (other than an
epidural) for pain control during labour? yes, no

The following is a list of possible complications of an
epidural. Please indicate how important it is for you to
know about each risk before you get an epidural.

11.Headache that may last several days: important
enough to change my mind, important but would not
change my mind, not important

12.Backache: important enough to change my
mind, important but would not change my mind, not
important

13.Infection around my spine: important enough
to change my mind, important but would not change
my mind, not important

14.Temporary low blood pressure: important
enough to change my mind, important but would not
change my mind, not important

15.Inability to urinate (i.e. need for catheter in
bladder) until epidural wears off: important enough to
change my mind, important but would not change my
mind, not important

16. Spinal anesthesia (i.e. temporary total body paral-
ysis): important enough to change my mind, important
but would not change my mind, not important

17.Convulsions: important enough to change my
mind, important but would not change my mind, not
important

18.Death or permanent paralysis: important
enough to change my mind, important but would not
change my mind, not important

19.Effects on baby (if any existed): important
enough to change my mind, important but would not
change my mind, not important
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20.Prolongation of labour: important enough to
change my mind, important but would not change my
mind, not important

21.Inability to walk during labour: important
enough to change my mind, important but would not
change my mind, not important

22.In general, what level of risk do you consider
significant (i.e., would want to know prior to getting
an epidural)? greater than one in ten, one in one hun-
dred, one in one thousand, one in ten thousand, one
in a million, don’t want to be told about potential
complications, consider the complications significant
but don’t want to be told an actual number

23.The most useful information regarding an
epidural has been given to me by: (circle all that apply)
family doctor, anesthesiologist, obstetrician, nurse,
family/friend, prenatal class, other
For questions 24-27, place an X on the line at the
point that matches your answer.

24.The pain or anxiety I am feeling during labour
decreases my ability to listen to and to understand the
information I will be given about the epidural: strong-
ly agree ——————————- strongly disagree

25.I believe that patients should receive informa-
tion about risks and benefits of epidurals well before
labour begins: strongly agree ——- strongly disagree

26.It would be helpful for me to have a friend or
relative here to help me decide whether to get an
epidural: strongly agree —————- strongly disagree

27.I don’t want to have an epidural but I feel I
have been pressured into having one by other people:
strongly agree ————————— strongly disagree

28.Have you received any pain killers during labour
prior to having the epidural? yes, no, unsure
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