When epidural is administered and how it is placed

What an epidural does in labor

In obstetric anesthesia, an epidural is a neuraxial technique: medication is
placed near the spinal nerves rather than given only through the bloodstream.
Labor epidural analgesia is intended to reduce pain transmission from the
uterus, cervix, vagina, perineum, and lower abdomen while preserving
consciousness and, in many cases, some ability to feel pressure.

The epidural space is just outside the spinal canal. A small catheter sits in

that space so medication can be administered continuously or in repeated doses.
The medications commonly include local anesthetics, which reduce nerve signal
transmission, and sometimes opioid adjuncts, which enhance analgesia at lower
doses. The goal is analgesia, meaning pain relief, rather than complete general
anesthesia. You may still feel tightening, pressure, rectal fullness, or the

urge to push, especially as birth gets closer.

When it is usually administered
An epidural is commonly administered during active labor, but it is not tied to

one universal cervical dilation number. In many settings, the practical timing
Is based on the laboring person’s request, pain intensity, cervical change,



fetal and maternal status, IV access, availability of anesthesia staff, and
whether there are any medical reasons to delay or avoid neuraxial anesthesia.

Some people ask for an epidural early because contractions are already intense,
labor is induced, or they are exhausted. Others wait until labor is more
advanced or use non-medical coping methods first. A planned epidural may also
be discussed in advance when there is a higher chance of operative delivery,
difficult airway concerns, or a desire to avoid emergency general anesthesia if

a cesarean becomes necessary. In urgent situations, the team may prioritize
delivery, maternal stabilization, or fetal assessment before placement.

Preparation before placement

Before placement, the clinician usually reviews allergies, medications,
bleeding history, spine surgery or scoliosis history, neurologic symptoms,
infection concerns, and relevant laboratory information when indicated. This
review helps determine whether an epidural is appropriate and whether extra
precautions are needed. It is also a good moment to ask about expected
benefits, possible side effects, alternatives, and what to do if the block

feels patchy.

You will typically have maternal blood pressure, pulse, and fetal heart rate
monitored according to local practice. IV access is usually in place, because
blood pressure can fall after neuraxial medication and may need prompt
treatment. The team may ask you to sit on the edge of the bed or lie curled on
your side. The key is stillness during needle placement, especially during
contractions, so a nurse or support person may help you hold position and
breathe steadily.

How the catheter is placed

Epidural catheter placement is performed in the lower back, usually in the
lumbar region. The clinician identifies landmarks between the vertebrae, cleans
the skin with antiseptic, and uses sterile drapes. A small injection of local
anesthetic numbs the skin and deeper tissues; this may sting or burn briefly
before the area becomes less sensitive.

Next, an epidural needle is guided between the vertebrae toward the epidural



space just outside the spinal canal. The needle does not remain in place for
labor. Once the epidural space is identified, a thin hollow catheter is

threaded through the needle. The needle is then removed, leaving only the
flexible catheter in the epidural space. Medication is administered through

that catheter to numb the lower abdomen and birth canal. The catheter is taped
securely to the back and shoulder area so it can continue delivering medication
while you change positions in bed.

What it may feel like

During placement, many people feel pressure in the back rather than sharp pain,
although the local anesthetic injection can be uncomfortable for a few seconds.
You may feel a brief electric, tingling, or radiating sensation if the catheter
brushes a nerve root; tell the clinician immediately if this happens.
Communication helps the anesthesia professional adjust safely.

After the first dose, pain relief is not always immediate. A labor epidural

often takes about 10 to 20 minutes to become clearly effective. Numbness or
warmth may spread through the lower abdomen, pelvis, and legs. One side may
become numb before the other. If the contraction pain remains strong, is
one-sided, or returns after initially improving, the team can assess position,
catheter function, and dosing. A patchy block does not mean you did anything
wrong; it is a technical and anatomic problem for the team to troubleshoot.

Medication adjustment during labor

Because the catheter stays in place, the epidural can be adjusted as labor
changes. Medication may be given as a continuous infusion, intermittent
clinician-administered boluses, or patient-controlled epidural analgesia if
that system is used in the hospital. The anesthesia team aims to balance
comfort with enough motor function and sensation to participate in
repositioning and, later, pushing with an epidural.

If forceps, vacuum assistance, or cesarean birth becomes necessary, additional
medication can often be administered through the existing catheter. This is one
reason an effective epidural can be useful beyond contraction pain relief.
However, if the catheter is not working well, if the situation is very urgent,

or if the clinical picture changes, a different anesthetic plan may be needed.



Your team should explain what is happening in real time whenever circumstances
allow.

Monitoring after placement

After an epidural is started, maternal blood pressure and fetal status are

monitored because blood pressure changes can occur. You may be asked to remain
in bed, change sides, or use a peanut ball or other positioning aid depending

on mobility, hospital policy, and fetal position. Your legs may feel heavy,

warm, or less coordinated, so getting out of bed without staff assistance is

usually unsafe.

Bladder sensation can decrease, and the care team may discuss bladder emptying
strategies according to local practice. After birth, the medication is stopped

and epidural catheter removal is usually straightforward: the tape is removed

and the catheter is gently withdrawn. Tell the team promptly about persistent
numbness, weakness, fever, worsening back pain, severe positional headache, or
any symptom that feels unusual. Most back tenderness near the insertion site is
mild, but concerning neurologic or infection symptoms deserve timely clinical
assessment.

When an epidural may not be appropriate

An epidural is not suitable for everyone at every moment. Potential reasons to
avoid or postpone placement can include significant bleeding or clotting
problems, certain anticoagulant medications, infection at the insertion site,
untreated systemic infection, severe instability, or specific neurologic and
spine-related concerns. The details are individualized, and thresholds vary by
institution and clinical context.

If an epidural is not recommended, that does not mean you are being denied
care. It means the team is weighing pain relief against safety. Alternatives

may include IV medications, inhaled analgesia where available, local or

regional techniques for specific procedures, non-medical coping support, or
anesthesia tailored to urgent delivery needs. Ask for a clear explanation of

your options, the reason for any delay, and what changes would make placement
possible later.



