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Abstract
Purpose: Popular media and health services data suggest a shift in pregnant women’s attitudes toward increasing acceptance
of labor epidural analgesia (LEA) and primary elective cesarean delivery (CD) in North America. We sought to provide a
snapshot of women’s attitudes towards these interventions within our institution.
Methods: Following REB approval and consent, women were recruited in three groups to participate in a mixed methods
survey examining attitudes/preferences for LEA and delivery mode. Groups were: (1) young non-pregnant women (1825 years) from a university campus, (2) pregnant women attending antenatal clinic at Sunnybrook Health Sciences Centre
(SHSC), and (3) older (>50 years), non-pregnant women providing non-professional labor support at SHSC.
Results: 281 women participated. Thirty-two percent (38/120) of Group 1, 52% (54/103) of Group 2, and 64% (36/56)
of Group 3 indicated that they would choose LEA for pain avoidance, to enjoy childbirth, conserve energy, and “no good
reason not to”. Conversely, 7.5% (9/120) of Group 1, 16% (16/103) of Group 2 and 16% (9/56) of Group 3 indicated that
they would not want LEA for fear of risks and resistance to medical interventions. Notably, 6% (7/119) of Group 1, 10%
(10/104) of Group 2 and 13% (7/56) of Group 3 indicated a preference for CD to avoid labor pain and perineal injury,
maintain control and for perceived safety.
Conclusions: Rising LEA and cesarean rates may reflect their increasing acceptance by women regardless of age and pregnancy status. Further work is required to explore our findings across a larger number of settings.
Keywords: Analgesia; Epidural; Delivery; Obstetrics; Patient Acceptance of Healthcare.

Introduction
Labor epidural analgesia (LEA) and cesarean delivery (CD) rates
are rising across North America. Over half of laboring women
in Canada [1] and the United States [2] now receive LEA and
approximately one in three women deliver by cesarean section
[3, 4]. Amongst those receiving CD, a small number of women
are believed to be opting for primary elective cesarean deliveries,
despite the associated risks [5-8].

Studies have historically demonstrated associations between
women’s acceptance of, or access to, LEA and their education,
socioeconomic status, ethnicity, insurance status, and urban
versus rural residence, regardless of the type of health care
system (public or privately funded) involved [9-12]. More recent
work, however, suggests that factors associated with acceptance
of LEA or primary elective CD may be changing. For example,
research conducted in Canada suggested that healthy multiparous
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women from rural communities may be choosing to deliver in
higher acuity urban centres, at least in part, based on their desire
for more ready availability of LEA [13, 14]. Recent research
conducted in the UK [15] and Canada [5, 16], suggests that
the newer generation of women have become more open to
obstetrical interventions during childbirth, including primary
elective CD. These observations, coupled with reports of pop
icons in the media who have chosen primary elective CD to avoid
the “agonizing pain of childbirth” or the risks associated with
vaginal birth experienced by their mothers/friends [17], suggest
that rising LEA and CD rates may reflect a more general and
broad-based shift of women’s views, including those of older
women, toward acceptance.
The current study is a cross-sectional survey to capture a snapshot
of women’s attitudes/beliefs toward LEA and elective CD in our
setting. We explored women’s attitudes across three groups of
women representing a spectrum of age, and pregnancy status,
including non-pregnant older women.

Methods
Following Research Ethics approval from Sunnybrook Health
Science Centre (SHSC) in March 2012, three groups of women
were recruited to participate in this cross-sectional survey.
Sampling was by convenience. Group 1 consisted of young
adult, non-pregnant women (age 18-25 years) recruited from
the University of Toronto campus. Group 2 consisted of nonlaboring pregnant women of any age recruited from the antenatal
clinic at SHSC (an academic hospital associated with the University
of Toronto). Group 3 consisted of non-pregnant, older women
(age>50 years) functioning as labor support persons for other
women (non-study participants) currently in labor at SHSC. All
participants were able to speak, read and write fluently in English.
Completion of the survey was deemed evidence of consent by
the participant. A sample size was not calculated as this was a
mixed methods survey.
Survey Instrument Development and Content
A validated survey examining preferences and beliefs related to
use of epidural analgesia does not exist; therefore a survey tool
consisting of 30 questions was developed for the study. Parts
of the survey related to cesarean delivery were adapted from a
validated reviewed and pilot-tested survey on women’s attitudes
toward vaginal and cesarean births [16].
The survey instrument for this study contained both forced choice
and open-ended questions as part of a mixed methods approach
and consisted of three sections. The first section contained
multiple-choice questions related to participant demographics
and prior history of epidural analgesia. The second section
asked participants to state their preference for mode of delivery
(vaginal/cesarean/unsure) and use of LEA (yes/no/unsure).
They were also asked to describe the reasons for their preferences
in an open-ended, short-answer format. The final section of the
survey assessed participants’ attitudes and beliefs about different
aspects of childbirth using a 5-point Likert Scale (Strongly
Agree to Strongly Disagree). For example, women were asked
to rate statements such as “Giving birth with minimal intervention is
important to me”. Questions were modified to make them context-
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appropriate for each group.
Prior to participant recruitment, the face validity of the survey was
evaluated by 10 experienced labor and delivery nurses working at
SHSC and members of the research team. In addition, 10 medical
students at the University of Toronto were asked to review the
survey instrument for both content and clarity. Responses and
feedback from this process were used to make revisions to the
survey instrument prior to its use. The average time to complete
the final version of the survey was 10-15 minutes.
Data Collection
Research personnel not directly involved in patient care invited
women to participate in the study and provided the women
with a paper survey. Students in public areas at the University
of Toronto (E.g. libraries, cafeterias) were also approached and
provided with surveys by research personnel. All participants were
left to complete the survey alone. Once completed, participants
were asked to seal and place the envelope in a collection box.
Anonymity was maintained. Survey data were entered into an
SPSS database (SPSS Inc., version 18.0. Chicago, SPSS), and
verified by research staff.
Analyses
Quantitative analyses were performed using SPSS. Descriptive
statistics including means, standard deviations and percentages
were used as appropriate to describe the demographic
characteristics of each group. These included age, cultural
background, and education level. In order to determine whether
there were differences in preference for epidural use and cesarean
delivery among the three groups, a chi-square test was used with
statistical significance considered p<0.05.
Qualitative thematic content analysis was used to analyze the data
from open-ended questions on the survey [18]. Transcripts were
independently reviewed by two researchers (TP and PA) with
coding derived inductively from the data. Codes reflecting similar
ideas within and across the groups were clustered into categories.
Investigators (TP, PA) compared codes and emerging themes and
established inter-rater consensus. Categories of related themes
were then combined to obtain broad overarching themes that
gave a holistic view of the data. This process continued until
saturation was reached, that is, no concepts requiring new codes
were identified.

Results
398 women were approached of whom 281 participated and were
included in the analysis (Group 1 n= 120, Group 2 n=104, Group
3 n=57). Demographics reflected the nature of sampling by group
(Table 1). Most women (>70%) in each group were university
or college educated or were currently pursuing a post-secondary
degree. Forty-four percent of women in Group 2 (currently
pregnant) and 95% of older support women in Group 3 had a
history of childbirth, with 40% and 71% respectively reporting a
history of prior use of LEA.
A greater proportion of women in Groups 2 and 3 reported a
preference for LEA (52% and 64% respectively) compared with
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Table 1. Demographics.
Group 1
Group 2
Group 3
Young, Non-pregnant Pregnant Older support
N=120
N=104
N=57
Age, years (Mean ± SD)
20.9 (± 1.7)
33.2 (± 5.3) 62.0 (± 5.3)
History of childbirth (%)
0
44.2
94.7
History of epidural (%)
0
39.8
71.4
Born in Canada (%)
39.2
64.4
52.6
Ethnicity (%)
White
10.8
56.7
84.2
Black
3.3
7.7
5.3
Asian
40.8
16.3
3.5
Indian/East Asian
27.5
5.8
1.8
Middle Eastern
6.7
4.8
1.8
Hispanic/ Latino
0
2.9
0
Other
10.8
5.8
3.5
Education (%)
High school diploma
5
3.8
26.3
College diploma
0
22.1
33.3
University degree
95
74
40.4
32% in Group 1 (Table 2 p=0.01). Similarly, more women in
Groups 2 and 3 (10% and 13% respectively) reported a preference
for elective cesarean delivery (p=0.02).
Major influences on participants’ opinions about childbirth
are given in Table 3. Unlike Groups 1 and 2 for whom family
and friends were reported to be the most important factors
influencing their opinions, women in Group 3 cited their own
personal experiences to be most important. Interestingly less than
a third of women in any group ranked health care providers as a
major factor influencing their opinions.
The vast majority (>80%) of women in all groups agreed or
strongly agreed with the statement, “All women should have the right
to an epidural in labor” (Table 4) with most women in Group 2
(50%) and Group 3 (58%) agreeing or strongly agreeing with the
statement, “Having a pain-free childbirth is important to me”. Despite
this, the majority of women in Groups 1 and 2 were either neutral
or disagreed with the statement, “I would be disappointed if I did
not get an epidural” while more than 50% of women in Group 3,
agreed or strongly agreed. Most women in all groups disagreed
that “Women who receive an epidural during childbirth miss out on the
natural birthing experience” with only a small percentage in each
group (9% of Group 1, 19% of Group 2 and 15% of Group
3) agreeing or strongly agreeing with the statement, “I would be
disappointed if I got an epidural”. With regard to risks associated with
epidural analgesia, Group 3 disagreed with concerns that epidural
use may harm them or their baby or slow labor progress. Group
1 and 2 were more neutral or undecided about these concerns.
Qualitative analysis
Major themes emerging from participant responses are provided
in Boxes 1 to 3. The first of these, “Why women want epidural
pain relief ” included four subthemes and described fear of pain,

accepting medical intervention, energy conservation for later in
labor and to enjoy childbirth (Box 1). Most women described the
desire for LEA due to fear and/or avoidance of pain. The final
two subthemes, “to ease delivery” and “enjoy childbirth”, were
specific to Groups 2 and 3.
The second major theme was, “Why women decline epidural
analgesia” (Box 2) which had 5 subthemes. These described
women’s fears of the procedure and associated risks, a desire
for a natural childbirth experience and a desire to avoid medical
intervention. Group 2 participants specifically reported wanting
to challenge themselves to see if they could experience labor and
delivery without pain relief.
The third major theme, “Why have an elective cesarean delivery?”
(Box 3) had four subthemes including the desire to avoid labor/
pain, avoiding perineal injury, maintaining self-control and
perceived safety for the neonate. The last two subthemes were
specific to Group 2 and 3 respondents.

Discussion
This study examined attitudes and preferences toward the use of
LEA and elective cesarean delivery across three groups of women
who differed by increasing average age, pregnancy status and their
status as a support person during labor. We found that most of
our sample (>80%), of women, regardless of group, felt strongly
that women have a right to choose labor epidural pain relief. This
finding is consistent with other work in the literature showing that
childbearing women expect to have effective pain relief available
to them [13, 19, 20]. A significant proportion of women in each
group (46% of Group 1, 50% of Group 2 and 57% of Group 3)
also agreed or strongly agreed with the statement having a pain-free
childbirth is important to me.

Parajian T, Angle P, Kurtz Landy CM, Djordjevic J (2016) A Snapshot of Women’s Attitudes and Preferences Toward Labor Epidural Analgesia and Cesarean Delivery. Int J Anesth
Res. 4(2), 200-207.
202

OPEN ACCESS

http://scidoc.org/IJAR.php

Table 2. Epidural and mode of delivery preference.

Group 1
Group 2
Group 3
Young, Non-pregnant Pregnant Older support p-value
(%)
(%)
(%)
Epidural
Yes
No
I don’t know
Mode of Delivery
Vaginal
Cesarean Section
I’m not sure

31.7
7.5
60.8

52.4
15.5
32

64.3
16.1
19.6

0.000

68.1
5.9
26.1

83.7
9.6
6.7

75
12.5
12.5

0.002

Table 3. Top influences on women’s opinions about childbirth.

Friends
Family
Internet-based information
Books
Print Media (newspapers, magazines)
TV and movies
Health care provider
School-based information
Culture or religion
Personal experience

Group 1
Group 2
Group 3
Young,
Pregnant Older support
Non-pregnant
42.5
66.7
21.4
87.5
56.9
39.3
20.8
34.3
7.1
13.3
38.2
32.1
10.0
2.0
8.9
41.7
10.8
3.6
11.7
31.4
26.8
37.5
2.9
7.1
15.0
3.9
5.4
5.0
36.3
73.2

Data represents % of women who chose each influence as their top 3 influences
Table 4. Attitudes and Beliefs about Epidural analgesia.
Group 1
Group 2
Young, Non-pregnant
Pregnant
All women should have the right 45.8% Strongly agree
60.0% Strongly agree
to have an epidural in labor
36.4% Agree
28.0% Agree
I am scared that the pain in child- 58.3% Strongly agree
42.2% Agree
birth will be intense
33.3% Agree
34.3% Strongly agree
Having a pain-free childbirth is
34.5% Neutral
35.6% Agree
important to me
30.3% Agree
22.8% Disagree
I would be disappointed if I did
39.2% Neutral
27.7% Disagree
not get an epidural
36.7% Disagree
22.8% Neutral
I would be disappointed if I got
36.7% Disagree
31.7% Disagree
an epidural
31.7% Neutral
31.7% Strongly disagree
Giving birth “naturally “, with
34.7% Neutral
26.0% Neutral
minimal medical intervention, is
24.6% Agree
24.0% Disagree
important to me
I believe that epidurals during
55.8% Neutral
41.0% Neutral
childbirth is empowering for
25.0% Disagree
27.0% Disagree
women
I am afraid of giving birth vagi31.9% Agree
30.7% Agree
nally
23.5% Strongly agree
27.7% Disagree

Group 3
Older support
52.7% Strongly agree
34.5% Agree
42.9% Agree
21.4% Strongly agree
45.5% Agree
20.0% Disagree
29.1% Agree
23.6% Neutral
38.2% Disagree
32.7% Strongly disagree
28.6% Disagree
19.6% Strongly disagree
37.0% Neutral
29.6% Agree
42.9% Disagree
26.8% Strongly disagree
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I am worried about the potential
36.7% Agree
36.3% Agree
47.3% Disagree
health risks to myself associated
22.5% Neutral
24.5% Disagree
29.1% Agree
with an epidural
I am worried that an epidural will
39.2% Neutral
35.3% Agree
39.3% Disagree
affect the way my labor pro34.2% Agree
32.4% Disagree
21.4% Neutral
gresses
I am worried that an epidural may
38.3% Agree
46.1% Disagree
50.9% Disagree
be harmful to my baby
23.3% Neutral
24.5% Neutral
18.2% Neutral
I believe that epidural- free child40.0% Neutral
32.7% Disagree
32.7% Disagree
birth is empowering for women
21.7% Disagree
19.8% Neutral
27.3% Strongly disagree
Women who receive an epidural
34.2% Disagree
30.7% Disagree
45.5% Disagree
during childbirth miss out on the
25.8% Neutral
26.7% Strongly disagree
25.5% Agree
“natural” birthing experience
I would be disappointed if I got
36.7% Disagree
31.7% Disagree
38.2% Disagree
an epidural
31.7% Neutral
31.7% Strongly disagree 32.7% Strongly disagree
* The 2 most common Likert responses for each group are represented.
Box 1. Factors that contribute to women’s desire to have an epidural analgesia.
1) Fear/avoidance of pain
• “I wouldn’t want to experience that level of pain for several hours” (group 1)
• “It provides good pain relief when administered appropriately” (group 2)
• “I am not sure if I can tolerate the pain during childbirth” (group 2)
• “I trust it- could not face prospect of pain without it” (group 2)
• “Pain is pain and pain relief is important to me” (group 3)
• “With reduced pain the labor would be less stressful” (group 3)
2) No good reason not to
• “Why would I not embrace medical science which has made something easier on me?”
(group 1)
• “Why endure pain?” (group 1)
• “This is 2012 there’s no need to suffer needlessly.” (group 2)
• “I wouldn’t have a cavity filled without freezing so why deliver a child without anesthesia?”
(group 2)
• “Pain in childbirth is not fair and if relief is safe and suitable I would opt for that (group 3)
• “Why suffer when you can avoid it?” (group 3)
• “The risks are minimum” (group 3)
3) Energy conservation [group 2 and 3]
• “…. To save energy for delivery” (group 2)
• “Allowed me to rest during labor pains so that when I was ready to push I had the energy
to do so. Otherwise I think I would have been exhausted which I understand could have led
to the possibility of a c-section” (group 2)
• “You are not as exhausted-dealing with pain is exhausting” (group 3)
• “Preserves strength for delivery” (group 3)
• “You’re able to endure a longer labor” (group 3)
4) To enjoy childbirth
• I will be calmer/ less anxious if I know I won’t be in too much pain giving birth (group 1)
• “I would rather focus on the joy of childbirth rather than the pain” (group 2)
• “To actually be able to enjoy childbirth” (group 2)
• “Experience labor without having to be stressed/aggravated with pain” (group 3)
Importantly, the majority of women in our study, regardless of
group, disagreed with the statements, I would be disappointed if I
received an epidural or that they would miss out on the natural birthing
experience. This differs markedly from studies in midwifery patients,
where the “working with pain” ethic is promoted. The latter
philosophy continues to dominate the wider literature, suggesting
that many women hope to give birth without LEA and that they
are often dissatisfied with their birth experience when they do
receive it [21-25]. Our study is a an explorative study suggesting

there may be an emerging shift within our setting in women’s
attitudes towards use of LEA for labour pain.
Research has shown that younger Canadian obstetricians are
more supportive of the role of birth technology than their
predecessors, including routine use of LEA. These providers
also viewed caesarean delivery as a solution to many perceived
labor and birth problems when compared to their predecessors
[26]. We hypothesized that younger Canadian women, similar to
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Box 2. Factors that contribute to women’s desire to decline epidural analgesia.
1) Fear/avoidance of side effects and risks
• “Scared of bad experience” (group 1).
• “I’m worried it might affect the baby in a negative way” (group 1).
• “May have potential side effects of headaches” (group 1).
• “ I’m afraid that epidural can affect the labor in some ways” (group 2).
• “ Would like to avoid that groggy feeling” (group 2).
• “I hear it makes baby dopey” (group 2).
• “I want to be able to walk right after” (group 2).
• “I was told to push and had no sensation which was frustrating” (group 3).
2) Desire a natural experience
• “I want the natural experience. I’m considering getting a midwife to deliver my child, I want to
connect with my child” (group1).
• “No would not mind a little pain if I get to feel the natural experience of birth” (group 1).
• “I would like to feel every aspect of the birth” (group 2).
• “I would rather do it naturally” (group 2).
• "I think childbirth should be a natural experience" (group 3).
3) Against medicine/ medical intervention
• “I don’t believe in medicine” (group 1).
• “Don’t approve of antibiotics/drugs” (group 1).
• “I hate medications” (group 2).
• “If delivering vaginally would like to attempt delivery without any interventions” (group 2).
• “I would prefer to try non invasive first such as hypnobirthing” (group 3).
4) Fear of epidural insertion
• “It’s scary to get an injection to your spine” (group 1).
• “I’m scared about how painful it will be to take an epidural” (group 1).
• “I have an intense fear of needles” (group 2).
5) Challenge… Can I do it? [group 2 specific]
• “I’m not opposed to epidural but would like to see if I am capable of giving birth without pain
relief ” (group 2).
• “I want to try to give birth naturally this time although I LOVED my epidural the first time. I
want to see if I can do it without one this time. Let’s see…” (group 2).
Box 3. Factors that contribute to a woman’s desire to have an elective cesarean section.
1) To avoid labor/pain
• “no pushing!!” (group 1)
• “C-section may be less painful!! (group 1)
• “Vaginal delivery seems dreadfully painful” (group 2)
• “No worries of long difficult labors” (group 3)
2) To avoid perineal injury
• “to ensure that I do not have a “loose” vagina after childbirth” (group 1)
• “…to avoid vaginal tears” (group 1)
• “…less pain with c-section and less damage to vaginal area” (group 2)
• “Protecting the pelvic floor is important to avoid incontinence later” (group 2)
• “I would ask for a cesarean because of less damage to uterus and anal muscles” (group 3)
• “fast, neat, quick recovery without ripping and tearing of vagina, other muscles and pulling of
bladder out of position” (group 3)
3) To maintain control [group 2 and 3]
• “schedule- can possibly control the delivery date” (group 2)
• “more control over process” (group 2)
• “a cesarean is efficient-can be scheduled” (group 3)
• “C-section can be planned” (group 3)
4) Perceived safety for baby [group 2 and 3]
• “During birth of first child doctor waited too long trying to force vaginal delivery & baby died
by the time c-section done. To alleviate worry + stress I would choose c-section a million times
because no mistakes will occur” (group 2)
• “My narrow pelvis could result in injury to the baby” (group 3)
• “C-section is safer for baby” (group 3)
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younger obstetricians would have more open views towards use
of LEA and caesarean delivery than older non-pregnant support
women in our study.
Contrary to our hypothesis, women across study groups were
quite open to the possibility of choosing elective cesarean delivery.
Six percent of Group 1, 10% of Group 2 and 13% of Group 3
in our study reported a preference for elective caesarean delivery.
While women in Groups 2 and 3 might be considered reflective
of the more open culture in our hospital, this would not explain
findings in Group 1 since the latter women were recruited from
a large university campus in downtown Toronto. Our findings
in Group 1 are also consistent with two recent studies involving
non-pregnant women attending Canadian universities which
found that up to 9% of these women would prefer an elective
cesarean delivery with no indication [16] and that 29% were open
to the idea [5]. Of note, women in our study from Group 1 who
noted a preference for elective cesarean delivery did not reflect a
specific ethnic group making it unlikely that this finding may be
accounted for by cultural preferences and practices tied to women
of one or a couple ethnicities.
The majority (60%) of young, non-pregnant women in Group 1
were unsure of whether they intended to receive LEA for childbirth
with only 30% indicating a defined preference in favor of its use.
There are a number of possible reasons for greater uncertainty
in Group 1. All women were currently non-pregnant and had no
history of childbirth therefore they lacked prior experience and/
or reason to have considered their options prior to participation
in our survey. The uncertainty in Group 1 may also be indicative
of mixed-messages that young women receive about the risks and
benefits of LEA since 42% of women in Group 1 indicated that
their beliefs about pain-relief and childbirth were shaped by TV
and popular media. Most of the currently pregnant women and
older women in the study (52% of Group 2 and 64% of Group
3), however, were certain about their intention to receive LEA
for childbirth. Based on our findings, pregnant women, and older
women commonly seek-out the advice of friends and family,
and/or rely on their personal experiences including prior use of
LEA to help guide their decision-making. This is consistent with
findings from other studies in this area [27-30].
We found that the primary reason women were hesitant to receive
LEA was related to their concern about risks and side effects,
which is consistent with a recent study by Toledo et al. [31]. The
authors of that study noted that many of the fears and concerns
voiced by their patients are not supported by the medical literature.
Similarly, while some of the concerns raised by the women in our
study were valid (e.g. side effect of headaches), others such as
“chronic back pain” do not accurately reflect the reality of risks
associated with epidural placement [32]. Although women from
all three groups voiced concerns, these were more prominent
in Groups 1 and 2 who had less personal experience to rely on.
Overall, these observations emphasize the importance of having
knowledgeable health care providers involved in programs aimed
at antenatal counselling to help women make informed decisions.
Desiring a natural experience and resistance to medical intervention were
two interrelated themes that were also cited as reasons to forgo
LEA in our study. Group 2 participants specifically described
wanting to “challenge” themselves and “see if they can do it”.
These are viewpoints that seem to be highlighted in popular media
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in articles which glorify, applaud and/or romanticize individual
cases of women who gave birth “naturally” without pain relief
[33, 34], or exaggerate the risks associated with epidurals [35, 36].
While this was the viewpoint of a minority of our population, it
was reported in all three groups and was most prevalent in Groups
1 and 2 which included the most women with no prior personal
experience with childbirth (100% Group 1, 56% Group 2).
Surprisingly, less than a third of currently pregnant women
in our population indicated that their health care provider was
a major influence in their decision making surrounding use of
LEA. Information available on the internet was more influential
in decision making than their health care provider. While it is not
possible to state whether popular media has had a direct effect on
women’s decision-making or simply reflects changes occurring in
women’s attitudes and preferences in the population, our findings
do suggest that women’s attitudes and preferences are more open
to the range of pain management and delivery choices, regardless
of group, than we expected.
One of the weaknesses of this study is that sampling of Groups
2 and 3 were from a single institution where epidural analgesia is
readily available and has a high utilization rate (ie. 80-85%). This
however does not explain findings in Group 1 where almost a third
had a defined preference in favor of LEA and 6% preference rate
for elective primary cesarean delivery in this same group. Notably,
our analysis of this group showed that the latter preference was
not attributable to a single ethnic group.
The degree to which our findings for Groups 2 and 3 are
generalizable outside of our institution is not certain. Differences
in women’s use of LEA between institutions may be related to
their availability and may reflect important cultural differences
as well. It would be interesting to replicate this study in these
different settings to examine differences that may exist.
Our study had several strengths. These included use of a mixed
methods approach to data collection using both closed and open
survey questions, permitting more rigorous assessment of the
factors that influenced women’s decision-making related to use of
LEA and their preferred delivery mode. The sample size recruited
for each group was also large compared to many such studies in
the literature [5, 20, 30].
The results of our study have important implications for antenatal
counselling. Maternity care providers must address women’s
concerns and fears related to method of delivery and the use of
LEA based on current best evidence. Anesthesiologists should
take an active role in developing appropriate education materials
and participate in patient childbirth education sessions.
Finally, women in our study clearly voiced that they believed they
had a right to effective labour analgesia and did not view access to
LEA as elective. Recent research has shown that significant barriers
exist to provision of obstetrical anesthesia services in small and
rural community hospitals in Canada [13]. Women delivering in
urban non-teaching hospitals, and particularly in small and rural
communities may have similar attitudes and preferences regarding
CD and LEA, and yet may not have access to the same level of
care as the participants in our study. Future work is required to
explore women’s attitudes and preferences toward use of LEA
and CD in these settings.
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