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A B S T R A C T

Objective: A known racial disparity in medical care is that white women receive epidurals more often
in labor than do women from other racial and ethnic groups. Medical researchers have framed this dis-
parity as due to some women’s lack of access to anesthesia. Further, an unexamined racial disparity in
medical care is that anesthesia failure in labor and birth may also have racial disparity. We explore the
organizational processes that may lead to racial disparity an epidural use and regional anesthesia failure
in labor and birth.
Methods: We draw on semi-structured, in-depth interviews conducted with 83 women in June through
December, 2010 the day after they gave birth at a New England tertiary care hospital.
Results: Among women who did not plan to have an epidural, women of color were more likely to face
pressure to accept the epidural by hospital medical staff. Further, among women who received anesthe-
sia (either during vaginal delivery or a C-section), women of color were more likely to experience failure
in their pain medication and were less likely to have their pain and anxiety taken seriously by doctors.
Conclusion: Overall we challenge the contention that access is the primary way women’s epidural ex-
periences are influenced by race and suggest an alternative lens through which to understand racial
dynamics and epidural use and anesthesia failure in labor and birth.

© 2014 Elsevier B.V. All rights reserved.

Introduction

Epidemiological studies have documented racial and ethnic dis-
parities in birth outcomes [1] and in birth procedures such as
cesarean sections [2–4], induction of labor [5–8], and epidural use
[5,9–11]. Previous research on race and epidurals has focused pri-
marily on the finding that women of color are less likely to have
epidurals during labor and birth than are white women [9,11,12].
That research argues that these disparities result from racial in-
equalities in access to epidural anesthesia.

Our paper suggests that race may indeed shape women’s expe-
riences with epidurals during labor and delivery, but we challenge
the contention that this relationship is primarily one of access. On
the one hand, different rates of epidurals may reflect racial differ-
ences in women’s preference, rather than differences in access (i.e.
different racial/ethnic groups may be more or less favorably dis-
posed to pain-relieving medications during childbirth). We show
in this paper that white women were more likely to plan for epi-
durals than were women of color. On the other hand, we find
evidence to suggest that race – specifically differences in institu-
tional treatments that vary by race – does matter for women’s

experiences with epidurals. Among women who were unsure about
(or opposed to) epidurals, women of color were more likely to face
pressure to accept the epidural by hospital medical staff. Further,
among women who received anesthesia (either during vaginal de-
livery or a C-section), women of color were more likely to experience
failure in their pain medication and were less likely to have their
pain and anxiety taken seriously by doctors. These dynamics were
largely mediated by education level, such that women of color with
less education were more likely to face pressure to receive pain med-
ication and less likely to be listened to when that medication failed.

Overall we challenge the claim that access is the primary way
women’s epidural experiences are influenced by race and suggest
an alternative lens through which to understand racial dynamics
and epidural use and anesthesia failure.

Epidural use in labor

An overwhelming majority of women who give birth in the
U.S.—83 percent—receive pain medication at some point during labor,
and epidural analgesia is the most common method of analgesic
pain relief—62 percent of women who deliver vaginally receive an
epidural [5]. Declerq et al. [5] find that 74 percent of non-Hispanic
white women receive an epidural, compared to 63 percent of Black
non-Hispanic women and 69 percent of Hispanic women. Osterman
and Martin [10] find this same racial disparity, examining 2008 birth
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certificate data for 27 states. They find that for women who had a
vaginal delivery, white women had the highest rate of epidural use
(68.6 percent), followed by Black women (62.1 percent), Asian
women (61.8 percent), Native Hawaiian and Other Pacific Islander
women (52.8 percent), Hispanic women (47.7 percent), and Amer-
ican Indian and Alaska Native women (42.1 percent).1

Medical researchers have framed the difference in epidural use
by race as an issue of access, contending that women of color do
not have equal access to this method of pain relief [9,11,12]. The
problem with this conclusion (acknowledged by the authors of these
studies) is that the studies cannot take into account the prefer-
ences of the women because they rely upon data obtained from birth
certificates. Rather, the conclusion rests on untested assumptions
that almost all women want epidurals to deal with the pain of labor
and that some women are denied access to epidurals. Medical re-
searchers’ framing of this issue as a problem of access is likely due,
at least partly, to the cultural emphasis on the pain of childbirth
and the cultural belief that almost all women want to use analge-
sic pain relief (for examples of this cultural portrayal see [13,14]).

Regional anesthesia failure, defined as pain not taken care of by
the regional pain block, reinsertion of the catheter, or regional pain
being blocked on only one side of the body, may also be associ-
ated with race.2 Both women who labor and women who have a
surgical (i.e. cesarean section) delivery face the potential of region-
al anesthesia failure. The literature on anesthesia failure in labor and
birth is notably absent of research on racial differences. We examine
women’s reports of their experiences of epidural use and failure
during labor and birth as a way to understand how race may play
a role in both.

Theory

Epidural use and regional anesthesia failure may reflect hard to
capture micro-level social interactions that take place within the
hospital. This is important because hospitals, like all organiza-
tions, reflect racial and gendered dimensions that may contribute
to disparate processes and outcomes [15–19]. Research into race
in organizations is decidedly underdeveloped compared to re-
search on gendered organizations [20]; however there has been a
recent call by scholars to study inequality regimes, defined by Joan
Acker as “loosely interrelated practices, processes, actions, and mean-
ings that result in and maintain class, gender, and racial inequalities
within particular organizations” ([15], p. 443). An organizational
process that occurs within hospitals that may reproduce racial in-
equality in the larger society is the cultural images of race reflected
in informal interactions between maternity clinicians and their
patients [15].

Patricia Hill Collins’ classic work on images of black women is in-
structive here. She suggests that the common images of black women
– Mammy, Matriarch, Welfare Mother, and Jezebel – are integrated
into a cultural view of Black women and are meant to keep Black
women subordinate in society [21]. All of these images are nega-
tive images of Black women as mothers, which suggests that the view
of pregnant women as mothers is likely saved for white women. The
collision of the idea that women should be “good” mothers and the
image of Black women as bad mothers may set in motion disre-

spect for women of color that may enter into the provider–client
relationship. In short, we do not enter organizations as clean slates;
we are encumbered with cultural images and expectations, and these
expectations and images inform day-to-day interactions in organi-
zations and contribute to the reproduction of racial inequality within
organizations.

We suggest that racial disparity may come out in epidural use
and anesthesia failure in three related ways. First, in many hospi-
tals epidurals are used as a way to allow nurses to monitor more
than one woman while at the same time documenting care, a legal
imperative [22]. Although women who have epidurals require more
careful monitoring [23], such monitoring can be done at regular-
ized intervals, thus easing the pressures of rigorous documentation
requirements. Caring for an unmedicated woman during birth is
arduous, unpredictable, and may take the nurse away from docu-
mentation duties for extended periods of time. When women do
not go along with the organizational imperative for laboring women
to have epidurals, direct organizational controls may be used to
ensure compliance, ranging from persuasion to pressure [24]. We
suggest that although women of all races are subject to persua-
sion by clinicians to use epidurals to deal with labor pain, women
of color are more likely than white women to be subjected to pres-
sure through the threat of sanctions if they will not go along with
an epidural suggestion.

Second, epidural failure in labor may also take on a racial di-
mension. Anesthesia failure can be attributed to several factors,
including the technical skill of the physician and the methodology
used [25]. In other words, the performance of the physician and his/
her methodology may vary, and we suggest this may depend upon
the woman’s race. Performance no doubt reflects time, care, and pa-
tience in placing the epidural.

Third, when regional anesthesia failure occurs during a C-section,
the discretion of the anesthesiologist becomes extreme. As Portnoy
and Vadhera ([25], p. 51) explain, “If the patient’s complaints persist,
pharmacologic management is the next logical step. The choice of
specific agent may depend on the severity of pain and discomfort,
as well as the anesthesiologist’s preference.” They go on to suggest
that when failure happens during C-section, general anesthesia “must
be strongly considered if the patient continues to have pain/
discomfort” ([25], p. 53). However, the discretion of the
anesthesiologist means that race may affect how serious he/she takes
the woman’s complaints of pain and how the pain complaints are
handled.

Dillaway and Brubaker conducted one of the few studies to
examine how women of different races experience epidurals [26].
They found that Black teens focused on medical risks of epidurals
and were more likely to forego epidurals in labor than were middle
and upper class white women, who viewed epidurals as a safe way
to avoid labor pain [26]. This study is important because it sug-
gests the importance of asking women their attitudes about and
experiences with epidurals and also because it shows that Black
mothers were anxious about the pain or danger of medical inter-
ventions (like epidurals) perhaps because of their own or others’
experience with suboptimal care [26]. The weakness of the study
is that the two groups of women were from different geographical
parts of the country. Dillaway and Brubaker interviewed 51 African
American teens in Southern states and 19 white, middle- to upper-
class women in a Mid-Atlantic state [26]. Yet, epidural rates vary
starkly not only by state but also by hospital, and to understand how
epidural use by race differs, one must take this into account.

Many studies examine the risk factors of anesthesia failure during
labor and during C-sections. For example, researchers have con-
sidered how risk varies depending upon whether the woman has
combined spinal-epidural anesthesia versus epidural analgesia or
whether the woman has spinal anesthesia versus epidural anes-
thesia [27,28]. Researchers have also considered whether risk varies

1 The reason that the percent of women in the U.S. who have epidurals is higher
than any of the breakdowns by race is because the reporting is done differently. The
findings of Declerq et al. [5] are based on a survey of a random sample of women
who gave birth in the U.S. between July 2011 and June 2012, while Osterman and
Martin [10] rely upon information from U.S. birth certificates.

2 We will use the term “anesthesia” to refer to failure of epidural pain relief in
labor and epidural and/or spinal pain relief in C-section. Although analgesic is the
more appropriate word for failure of an epidural in labor, we find switching between
analgesic and anesthesia in discussing failure to be confusing.
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depending upon the size of the hospital unit or the rate of epi-
dural analgesia in the unit [29]. Most articles focus more on
documenting the extent of epidural failure (e.g. [27,29,30]) and how
the problem was solved (especially during C-section) (e.g. [28]). Few
studies examine individual risk factors of the likelihood to experi-
ence epidural failure in labor (for an exception see [31]). What is
clear from this literature is that regional anesthesia failure during
labor and surgery does happen. Yet, there is little attention to
whether race affects the risk of failure.3

Methods

To gain a qualitative understanding of how race is related to the
epidural use and anesthesia failure in labor, we study women’s re-
ported experiences. Doing so allows us to move away from the lack-
of-access to epidurals assumption embedded in previous analyses
and the oversight of examining the role of race in anesthesia failure
in labor and birth. This paper also focuses upon reports of women
receiving epidurals in the same hospital, thus holding geography
and hospital constant. Further, situating the analysis within one hos-
pital is appropriate because, as Acker argues, inequality regimes are
linked to local history, politics, and culture, and practices vary
between and within organizations [15]. This study focuses on a spe-
cific unit in one hospital, following Acker’s methodological model
[15]. Further, this study follows a call from Reskin for more survey
researchers of organizations to study race and gender inequality [19].

The analysis is based on eighty-three interviews conducted
between June and December of 2010 with post-partum women at
a New England tertiary care hospital where 3771 women gave birth
in 2010. The hospital has 24 hours, 7 days per week obstetrical and
anesthesiology coverage, with at least four residents and one at-
tending physician always on the floor. Only one of the seven private
practices that attend births at this hospital employs midwives, and
the midwives from this practice are only on the floor when one of
their midwifery patients is in labor. A maternal-fetal physician (i.e.
a physician whose focus is on high-risk pregnancies) is always
present during the day and on call at night. The epidural rate stands
at close to 90 percent. The hospital is in an inner city and serves
many patients on Medicaid.

The study received Institutional Review Board (IRB) approval from
the hospital and from Trinity College, the authors’ educational in-
stitution at the time of the interview collection and data analysis.
All of the women consented to participate in the study and re-
ceived an information sheet with details about the study, data
collection, and contact information for the lead author, hospital IRB,
and hospital Department of Patient Services.

Four research assistants, two with B.A. degrees and two in their
last year of undergraduate study, conducted the interviews. The in-
terviewers were trained and supervised by the lead author of this
article. Training consisted of numerous meetings discussing the
survey instrument and a practice session in which the interview-
ers interviewed each other. The lead author also met with the
interviewers weekly in a group meeting to discuss the interview tran-
scripts and interview process.

In collaboration with the Post-Partum Nurse Manager of the hos-
pital, we developed a protocol whereby the interviewers interviewed
women who had given birth the day before and who were at least
18 years of age and fluent English speakers. Women in the unit who
met these criteria on a given day in which the interviewers were
on the floor were approached, first by their assigned nurse, and then,

if they agreed to be interviewed, by the interviewer.4 Sometimes
family and/or friends were in the room, and sometimes the women
were alone. We recorded the interviews with a digital audio re-
corder, and each audio file was destroyed once the interview was
transcribed. We did not collect the names of any of the partici-
pants, and all names used in this paper are fictitious.

The goal of these interviews was to understand what women ex-
pected their births to be like and what they were actually like. To
that end, the main question the interviewers asked was, “Would you
share with me the story of your labor and birth? The more details
you share with me, the more it will help us to understand your birth
experience.” The interviewers were trained to prompt women with
questions about plans for birth, such as plans for pain medication
and preference for vaginal or cesarean birth. They also prompted
women when appropriate to find out whether they had their labors
induced or augmented, received analgesic pain medication, or had
other procedures. They followed up with questions on the woman’s
attitude toward the birth experience—“What is your general feeling
about the labor and birth? Was it a positive experience?”—and ex-
pectations about the birth—“During your pregnancy, did you have
an expectation or wish about what your labor and birth would be
like?” They ended the substantive questions with, “Do you wish any-
thing had gone differently during this labor and birth? And, if so,
what do you wish had gone differently?” We also asked questions
to measure race, income, education, and age of the women. For this
study, we focused on the way the participants discussed their plans
for and experiences with anesthesia.

The lead author used the program Atlas.ti to preliminarily code
the data. She then examined the codes to look for emergent themes
and applied final codes to the data in light of these themes (e.g. pain
and epidurals; complications with epidurals). Finally, both authors
examined all interview transcripts again for any mention of anes-
thesia to ensure accurate coding of the epidural experience and the
quality of the data.

Operationalization of anesthesia failure and pressure to have an
epidural is important. In terms of regional anesthesia failure, we
coded as failure any time a woman discussed having labor or sur-
gical pain that was not alleviated by the regional anesthesia, having
pain on one-half of her body, and/or having the anesthesia cathe-
ter inserted more than once, common definitions of an unsatisfactory
regional block [27,30]. We did not code as failure the pain of re-
ceiving the epidural.

In terms of women’s pathways to an epidural, we coded as per-
suasion when nurses and/or doctors gave women information about
the benefits of receiving an epidural or the benefits of having an
epidural early. We coded as pressure two situations. First, we coded
as pressure when a doctor performed the rupture of amniotic mem-
branes. This is an intervention often performed to speed labor, even
though there is no evidence that it does so and the American College
of Obstetricians does not advocate amniotomy to speed labor [32,33].
When a woman’s membranes are ruptured, labor pain is typically
more intense because the amniotic sac cushions the pain of the
baby’s head pushing against the woman’s cervix. Because there is
no evidence that doing this intervention speeds labor along, it is a
good example of an intervention done that may lead to a woman’s
having an epidural.5 Second, we coded as pressure when nurses and/
or doctors proposed negative sanctions to persuade the woman to
have a C-section.

3 One individual factor that has been demonstrated to affect epidural failure is
obesity [31]. We did not collect data on the interview subjects’ weight, height, or
body mass index and can, thus, not rule this out as a factor affecting epidural failure.
Future research should note this as an important variable to consider.

4 This is considered a convenience sample because we could not compel women
to be interviewed. Further, because all data were collected through an interview,
we were not able to determine the characteristics of the women who we did not
interview.

5 We did not focus on continuous use of the electronic fetal monitor, because it
is ubiquitous in this hospital. We also did not focus on the use of Pitocin because it
is very common and also because Pitocin is used for different reasons.
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To analyze the data, we separated the women by race (Black, His-
panic, Asian, white) and education (less than a Bachelor’s Degree,
Bachelor’s Degree, Graduate Degree). Unfortunately, our measure of class,
family income, had so much missing data as to make it meaningless.

We examine the data in three ways. First, among all women who
labored, we examine the experience of women who did not plan to have
an epidural. We document whether they had an epidural and, if they
did, whether they discussed any persuasion or pressure from others
to have an epidural. Second, among all women who labored and who
had an epidural, we examine how common epidural failure during labor
was and how it was dealt with. Third, among women who had a
C-section, we examine regional anesthesia failure. Similar to the women
who had epidural failure in labor, we examine the prevalence of an-
esthesia failure and how it was dealt with.

Results

Description of sample

Table 1 contains information on the race, income, education, and
age of our sample.

We start our analysis with an examination of women who labored
(i.e. did not have a scheduled C-section) and who did not plan to
have an epidural during labor. Although it is a common percep-
tion that labor is so painful that most women want an epidural to
relieve that pain [11], we found this belief to be a myth. It is true
that some women plan to have an epidural, but even in this hos-
pital, which has a nearly 90 percent epidural rate, of the 55 women
who labored and whose epidural intents were clear6, 22 women (40
percent) indicated in the interview that they did not plan to have
an epidural and 33 women (60 percent) indicated in the inter-
view that they planned to have an epidural. See Table 2 for a
comparison of key characteristics of these groups. When we analyze
intention by race, we find that women of color are far less likely
than white women to plan to have an epidural. While 10 (27.8
percent) white women did not plan to have an epidural, 5 (55.6
percent) Blacks, 3 (75 percent) Hispanics, and 4 (66.7 percent) Asians
did not plan to have an epidural. In other words, women of color
were much more likely than white women not to plan an epidural
for labor pain. Table 3 lists the number of women who do not plan
to have epidurals by race and education.

We share a few interview excerpts to help flesh out the quan-
titative data. Women who did not plan to have an epidural often
had a wait-and-see attitude, and this attitude is common across
women of all races:

I ended up having an epidural, but I never was going into the
birth saying that I am going to have an epidural or I am not going
to have an epidural. I was open to it either way. I really just
wanted to see what the pain level was going to be like. I felt like
everyone’s pain tolerance threshold is different. (Gina, 34, white,
graduate education, first birth)

We had talked about it [an epidural]. We discussed it back and forth,
going to birthing classes. We weren’t necessarily sure if that’s some-
thing we wanted to do, although they [others in my birthing class]
say you should. (Grace, 32, Asian, graduate degree, first birth)

Grace is a particularly interesting woman to focus upon because
her comment reveals the tensions and interactions between her (and
her partner’s) desires and what she learned from organizational
sources. She wants to wait to see what labor is like before receiv-
ing an epidural, but it is clear that she has learned from others in
her childbirth education classes that she should have an epidural.
Her agency is constrained not only by her caregivers in the hospi-
tal, but also by interactions she has in her childbirth education class.
Gina (from above) also expressed learning about the positive ben-
efits of epidurals from childbirth classes. She indicates that in
childbirth class at the hospital she learned that, “I think like 75 or
85 percent of women have epidurals now. Ok? It’s pretty common

6 Although women were asked their epidural intents during the interview, a few
of them did not clearly answer this question, even on follow-up. Further, during the
interviews, a few women presented conflicting information on their intention to have
an epidural. In all, we were not able to tell the epidural intent of 7 women who
labored.

Table 1
Sample characteristics.

Race
White 50
Black 18
Hispanic 8
Asian 6
(N) (82)
Education
Less than bachelor’s degree 29
Bachelor’s degree 26
Graduate degree 28
(N) (83)
Age
Median age 31
Mean age 30.4
Age range 19–41
(N) (83)

Table 2
Sample characteristics of women who planned and who did not plan to have an
epidural.

Did not plan
epidural

Planned
epidural

Race
White 10 26
Black 5 4
Hispanic 3 1
Asian 4 2
(N) (22) (33)
Education
Less than bachelor’s degree 8 8
Bachelor’s degree 7 13
Graduate degree 7 12
(N) (22) (33)
Age
Median age 31 31
Mean age 29.8 31.2
Age range 19–39 19–40
(N) (22) (33)
Parity
Nulliparous 16 11
Multiparous 6 22
(N) (22) (33)
Epidural usage
Did not have epidural 3 4
Had epidural 19 29
(N) (22) (33)
Mode of delivery
Vaginal 18 29
C-section 4 4
(N) (22) (33)

Table 3
Number of women who did not plan to have epidurals by race and education.

White Black Hispanic Asian

Less than college degree 4 3 2 0
College degree 2 1 1 2
Graduate degree 4 1 0 2
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to have epidurals, and they talked a lot about it . . . That definitely
opened my eyes to considering an epidural.”

It was also common for women to say they wanted to go as long
as they could without an epidural. Maureen, a 33 year-old, college-
educated, Black woman giving birth for the second time, tells us,
“It wasn’t like I planned it. It was an option. I’ll see how far I can
go, and then if I need an epidural, I’ll get an epidural.” Similarly,
Dawn, a 31-year old white woman with a graduate degree giving
birth for the first time, says, “The only thing that we said . . . was
I’d want to go as natural as possible as long as I could.”

Other women told us that they planned to avoid an epidural al-
together. For example, 39-year-old April, a Black woman with a
graduate degree giving birth for the first time, describes, “I thought
about it [an epidural] as a last resort.” Denise, a 19-year-old Black
woman with a high school degree also giving birth for the first time,
says, “I didn’t want to have it [an epidural] ‘cause my sister had got
it . . . and then ever since she got it, her back [has] been hurting her.”
Similarly, Wanda, a 22-year old Black woman with some college ed-
ucation giving birth for the first time, indicates that, “ I was so scared
[of them] putting a needle in my back, you know?”

In the end, the women highlighted above all received an epi-
dural. In fact, the outcome of the 33 women who planned to have
an epidural was virtually identical to the 22 women who did not
plan to have an epidural: 19 (86.4 percent) women who did not plan
to have an epidural and 29 (87.9 percent) women who planned to
have an epidural actually had one. Why is it that women who clearly
are not committed to having epidurals have one during labor at the
same rate as women who plan to have an epidural? It is at this point
that bringing race into the analysis helps to make sense of the find-
ings. The percentage of women who labored and had an epidural
but who planned not to have an epidural varies by race, with a lower
percentage of Asians (3 or 75 percent) and whites (8 or 80 percent)
and a higher percentage of Blacks (5 or 100 percent) and Hispan-
ics (3 or 100 percent).

Contrary to the medical literature that worries about women’s
access to epidurals, we did not find any women who believed they
had been denied access to epidurals during labor. Rather, it was much
more common for women to tell us how they were influenced by
clinicians to receive an epidural. This indicates the value of an al-
ternative theoretical framework that does not assume access to
epidurals as the main issue involving race and epidural use.

In the following analysis, we separated women by race and ed-
ucation level to isolate the effects of race, taking into account
education, in order to examine experiences of persuasion and pres-
sure to have an epidural. We bear in mind education level because
research suggests that less educated individuals are less likely to
have their medical questions answered and more likely to be treated
impersonally by clinicians [34].

Women of all races experienced persuasion by clinicians to have
epidurals in a variety of ways. Some women talked about persua-
sion they felt from nurses’ repeatedly suggesting and/or asking them
if they wanted an epidural:

They kept on asking if I wanted an epidural and I said, “No.” I
wanted to do it my way. [Q: So, you were having really strong
contractions and then what happened?] Like I said, they were
trying to get me to do an epidural, and I wanted to have it normal
because I heard it was painful to have an epidural. So, I was trying
to do it myself. (Christina, 22, Hispanic, some college, first birth)

The epidural rate at this hospital is very high, and I can see why
‘cause I had a medical reason why it was at least advisable to
not [get an epidural], and I was still hounded. (Lillian, 32, grad-
uate degree, white, third birth)

Kathleen, a 39-year old college-educated Asian woman giving
birth for the first time, was told by her nurse, “I really think this is

a good time to take your epidural because it could go really fast from
her.” Kathleen follows, “So, we called in the team to do the epi-
dural.” These women indicate how providers may use persuasion
in the form of information to convince women to have epidurals.

Clinicians also used pressure to convince women to have epi-
durals, and we find that pressure was exerted the most often on
racial minorities with low levels of education. Pressure occurs in
two ways. The first is when the doctor artificially ruptured the am-
niotic sac, which makes labor much more painful. As mentioned
earlier, this is an intervention that has not been demonstrated to
speed labor and is not supported for routine use by the American
College of Obstetricians and Gynecologists [32,33]. In such a situ-
ation an epidural may seem a necessary procedure to deal with the
increased pain. Focusing upon the 22 women who labored and did
not plan to have an epidural, we found that 12 experienced
amniotomy and that this differed by race (see Table 4). Two of 4
(50 percent) Asians, 3 of 5 (60 percent) Blacks, and 3 of 3 (100
percent) Hispanics but only 4 of 10 (40 percent) whites discussed
their experiences in a way that indicated pressure.

It is important here to note the confluence of race and education
in experience. The Hispanics and Blacks with less than a college degree
discussed the artificial rupture of their membranes in a way consis-
tent with being seen as pressure. For example, Toni, a Hispanic 21-
year-old college student giving birth for the first time, gives a typical
story when she tells us, “They started [Pitocin] a little bit after 11:00.
Then, I wasn’t really feeling pains, and then they ended up breaking
my water, like at 1:00 in the morning, and that was when all the pain
started, and I ended up getting an epidural.” Similarly, Christina, a 22-
year old Hispanic first-time mom with one semester of college
completed, says, “They ended up breaking my water . . . They said it
would make it, it would go quicker to do it that way.” She goes on to
tell the interviewer, “They kept on asking if I wanted an epidural.” Even-
tually she relented. In other words, she was pressured to have her
amniotic sac ruptured, and this procedure made an epidural seem nec-
essary to deal with the increased intensity of labor.

Women of color with higher levels of education did not neces-
sarily experience the pressure in the same way to have their amniotic
sac ruptured. It may be that education confers an element of support
for these women, indicating the importance of considering both race
and education levels in terms of women’s experiences. For example,
Opal, a 28-year-old Hispanic woman with a college degree giving
birth for the first time, had her water broken, “and that’s when things
started to get a little more progressive,” she tells us, but she had
support to wait several hours before having an epidural. Similarly,
Maureen, a 33-year-old black woman with a college education giving
birth for the first time, was supported by nurses during her induc-
tion and was able to wait several hours before having an epidural.
She tells us, “They gave me the option of why don’t you try this po-
sition? Why don’t you do this? [They were so] supportive, so I
appreciate that about them.” In other words, it seems that educa-
tion may have given women bargaining power and/or more respect
from clinicians to negotiate pain relief methods.

Women may also experience pressure that involves the threat
of negative sanctions if women refuse an epidural. We do not find
this type of pressure is common, but when we do, it is stark. The
most telling example we have to illustrate involves Denise, a 19-
year-old Black woman, with a high-school education giving birth

Table 4
Number of women whose amniotic sac was artificially ruptured by race and
education.

White Black Hispanic Asian

Less than college degree 2 1 1 0
College degree 1 1 2 1
Graduate degree 1 1 0 1
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for the first time. She was vocal during her labor. Ultimately, her
nurse presented the false choice of Denise’s having a C-section or
receiving an epidural: “The nurse asked me – did I want to go have
a C-section or get the epidural shot.” Denise recalls that the nurse
told her that a C-section would hurt less than laboring and giving
birth unmedicated. A false choice in this situation is equivalent to
a negative sanction – unnecessary surgery – being suggested if com-
pliance on the suggestion of an epidural does not happen. Denise
“chose” an epidural. It is hard to unravel how much of this type of
verbal pressure was due to Denise’s young age, low-level of edu-
cation, or race, but it certainly questions the previous literature’s
focus on women of color having a lack-of-access to epidural anes-
thesia in labor.

Epidural failure in labor

It is not only in the pressure to have an epidural that we see clear
racial differences; it is also in how often epidurals failed in labor.
Table 5 lists the number of women in each race/education catego-
ry who experienced epidural failure in labor.

Overall, 62 women in our sample labored.7 Of these 62 women,
55 women labored with an epidural. Of these 55 women, 22 (10
whites, 4 Blacks, 5 Hispanics, and 3 Asians) experienced epidural
failure. This shows disparity among races in terms of epidural failure
in labor. Examining the percent of women in each racial category
who experienced epidural failure is telling: 71 percent [5] of His-
panic women, 60 percent [3] of Asian women, and 44 percent [4]
of Black women experienced epidural failure, while only 29 percent
[10] of white women experienced epidural failure.

The three most common problems women experience in terms
of epidural failure are: (a) the epidural numbed only one side of the
woman’s body; (b) the epidural did not block the woman’s pain com-
pletely; and (c) the epidural catheter had to be placed more than
once [27,30]. Note from Table 5 that for Blacks and whites the largest
number of women who experienced epidural failure had less than
a college education. These findings indicate that race and class are
both implicated in epidural failure. Skill and methodology are crucial
in the success and anesthesiologists may take less time with women
of low education and/or who are racial minorities.

Anesthesia failure in C-section

The failure of anesthesia also happens in cesarean sections [25,28].
It is here that the discretion of anesthesiologists is greatest in terms of
identifying breakthrough pain and treating it [25]. We suggest that re-
searchers should consider whether race plays a role in failure, an under-
considered prospect in the literature. We identified three women who
had breakthrough pain during a C-section: one white woman, one Black
woman, and one Hispanic woman. It is instructive here to note how
this pain was handled. As indicated earlier in the paper, when pain is
persistent in a C-section, the general rule is to move to general anes-
thesia. This happened for Melissa, a white woman with a graduate
degree giving birth for the second time, who had an emergency

C-section. When it became clear that her epidural was not working prop-
erly, she was put under general anesthesia. Neither of the other women
who experienced pain during the C-section was given general anes-
thesia. Instead they told us how their pain was ignored. It should be
noted that both are women of color with a low level of education. Patty,
a 25-year old Black woman with a high school degree giving birth for
the second time, tells us how her spinal anesthesia wore off when the
physicians were suturing her uterus after the delivery of her baby. We
give an excerpt from her interview below:

Patty: They gave me some type of pain medicine through the IV at first, and I
still felt it. So, that’s when they gave me the laughing gas.
Interviewer: You said that recovering from the c-section has been pretty
difficult, but you said even during it you started to feel pain when they were
stitching you up. It didn’t seem there was anything they could do about it?
Patty: Nope. The medication that they [were] giving me wasn’t really
working. That’s probably why I am in so much pain now because I was feeling
it before.

The other woman who felt pain in her C-section is telling
example of how race may implicate the treatment of anesthe-
sia failure in surgery. Jennifer, a 24-year old Hispanic woman with
some high school education giving birth for the third time, had
an unplanned cesarean section. Her epidural was not working
properly, and she felt the surgery. She told us that the physi-
cians did not respond to her pain and allowed the surgery to
continue even though she was screaming. The following is an
excerpt from Jennifer’s interview:

Jennifer: The only thing I didn’t like was when they were doing it [the
C-section] because I felt everything. . . . They were supposed to numb me very
well so I [wouldn’t] feel anything, and they didn’t. . . . I told them that it was
hurting, but they said that maybe it was the pressure that I was feeling . . . I
was feeling the pressure when they were taking out the baby, but I felt it when
they cut me, too. I felt it.
Interviewer: What kind of pain was that? How was it different from the
pressure?
Jennifer: Because the pressure, I felt them touching me and moving my belly,
but when they cut me, I felt the pain, a lot of pain. . . .
Interviewer: And how did they respond to that?
Jennifer: They weren’t doing [anything] . . .

The maternity clinicians in this case appear to mistrust Jennifer’s
report of pain. This is remarkably different from Melissa’s experience
of immediately receiving general anesthesia when it became clear that
her epidural was not strong enough to block all pain.

As a point of contrast, we share a story of Marsha, a 33-year-
old white woman with a graduate education giving birth to her
second child by repeat C-section. She and her husband planned
throughout pregnancy to play music by a certain artist during the
surgery. When she was taken into the operating room, she found
that the music being played was “modern pop music,” music she
tells us she “[doesn’t] even listen to, and it certainly doesn’t hold
like any kind of significance.” She started to cry. The anesthesiol-
ogist heard her crying and her husband’s attempts to comfort her
and asked, “Do you want me to change the music?” He changed the
music. She stopped crying, and all goes well with the surgery. She
recalled this as a very positive birth experience.

We end with this contrasting example, not to suggest that Marsha
shouldn’t have her choice in music during surgery. Letting a woman
select music that will be played during her surgery is quite a nice
way to treat and honor her. Rather, we use it to show how certain
women’s tears, even over something like music, are treated more
seriously than other women’s tears about pain in surgery.

Discussion

Our interviews are suggestive of how race plays a role in
sub-quality care for some women and points to how future re-
search should not assume that access is the main way that race is

7 In our sample, 62 women labored. Of these 62 women, 55 gave clear epidural
intents. This explains the difference in the number of women we analyzed in the
section on epidural pressure (55) and the section on epidural failure (62).

Table 5
Number of women who experienced epidural failure by race and education.

White Black Hispanic Asian

Less than college degree 4 3 2 0
College degree 3 0 3 0
Graduate degree 3 1 0 3
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implicated in epidural use. We find that race is a factor, but in a dif-
ferent way. Our research suggests that women may be pressured
into receiving epidurals during labor and that the pressure is more
likely for women of color with low levels of education. This is an
example of how informal interactions uphold racial inequality. We
also add to the literature on racial disparity in birth procedures and
outcomes with our finding that women of color are more likely to
experience anesthesia failure in labor and during C-section. Further,
failure of anesthesia in C-section was handled quite differently for
women of color than for white women.

Although not generalizable due to the small, non-random sample
of women interviewed, this research is suggestive of how informal in-
teractions perpetuate racial inequality and is consistent with other
research that focuses on the importance of acknowledging the role of
race and socioeconomic status in medical care [1,35–37]. We suggest
an example of this is when clinicians feel an organizational impera-
tive for most women to receive epidurals. To align women’s decisions
with this organizational imperative, clinicians use control mecha-
nisms from persuasion to pressure. However, it cannot be ignored that
pressure happens most to women of color with low education. The im-
portance of race is also evident in anesthesia failure in labor and birth,
particularly in how anesthesia failure is handled in surgery.

This research has limitations. We examined only one hospital,
and that hospital is a tertiary hospital in the northeastern U.S. with
a high epidural rate. It would be interesting to see if community
hospitals, hospitals with lower epidural rates, and hospitals in dif-
ferent regions in the U.S. have different findings. Further, the hospital
is located in the United States and may not reflect the cultural beliefs
or practices of providers or in hospitals in other countries. For
example, a study in Norway found that Pakistani women were less
likely to receive epidurals in labor than Norwegian women, indi-
cating that ethnicity may play an important role in care in Norway
[38]. Further, we had a relatively small sample of 83 women, and,
although small numbers give a glimpse into what may be happen-
ing, studies with larger samples should be done to confirm the
findings. In addition, there is a potential of recall bias in that women
may not recall accurately their pre-labor epidural preferences or their
actual labor experiences. Further, examining how women with
limited English proficiency are treated is something we could not
do due to hospital restrictions that we only interview women who
spoke fluent English. Examining the experience of such women
would be very interesting. All of these ideas should be considered
in possible research on this topic.

Conclusion

Studying birth is important and an interesting avenue to examine
health disparities at the site of care. This research suggests a new
way to examine health disparities by race and a future direction of
research. Access may not be the only way race is implicated in epi-
dural use and anesthesia failure. Organizations may be perpetuating
health inequalities in a way that has not been well studied.

We suggest as advice for clinicians to recognize the potential of race
and class biases being brought into the hospital. A step toward equal-
izing care is to recognize potential bias and its consequences. Further,
adding a discussion of race disparity in birth procedures and out-
comes to a department meeting agenda or grand rounds opens the topic
for discussion in a meaningful way. Change is possible, but not without
recognition of the problem and commitment to change.
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