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Abstract. – OBJECTIVE: Pain is an essen-
tial element of humane childbirth. Neuraxial an-
algesia is the most effective method for reliev-
ing pain during childbirth. More and more wom-
en are using this type of analgesia in childbirth. 
The aim of the study was to identify ethnic differ-
ences in the application of neuraxial analgesia.

SUBJECTS AND METHODS: The research 
was conducted through a face-to-face survey. 
The respondents are patients after vaginal deliv-
ery. The experimental group consists of patients 
of the ethnic minority, the Romani group (32 
women), and the control group consists of pa-
tients of the majority, the Serb group (99 wom-
en). We investigated the quality and quantity of 
prenatal care, information about regional anes-
thesia, and its application in these two groups.

RESULTS: There is a significant ethnic dispar-
ity between the Serb and Romani ethnic groups. 
Patients of the Romani ethnic group have quali-
tatively and quantitatively poorer antenatal care, 
less information regarding the use of neuraxial 
analgesia, and use it significantly less often.

CONCLUSIONS: Neuraxial analgesia must be 
available to all patients regardless of ethnicity 
or social status.
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Introduction

During childbirth, every woman across the 
world is particularly vulnerable, especially be-
cause childbirth is an event accompanied by 
pain. Most women in labor experience pain, 
although they do not experience it all in the 
same way. Social factors can affect a woman’s 
acceptance of pain and her ability to handle it1.

In obstetrics, a number of pharmacological 
and non-pharmacological methods are used to 

alleviate childbirth pain. Women report diffe-
rent, often mixed, experiences when using dif-
ferent pain relief methods2. Obstetric neuraxial 
analgesia (NA) is the most effective method 
for relieving labor pain3. Childbirth pain is 
complex and pregnant women should partici-
pate in the decision-making process regarding 
the analgesia modalities4. Pharmacological 
methods alleviate pain in patients, whereas 
non-pharmacological techniques can enhance 
the bond between patients and healthcare pro-
fessionals or birth supporters, resulting in a 
greater sense of self-efficacy and satisfaction 
with the childbirth experience. The patient 
must know the advantages and disadvantages 
of each method for pain relief2.

Obstetric NA is widely used today. It can 
be considered the gold standard in pain relief5. 
The number of women seeking an NA who 
are afraid of labor pains is growing rapidly6. 
Nevertheless, the overall satisfaction of women 
in labor does not depend only on the quality of 
analgesia, but also on the attitude of the staff 
and the quality of care provided to the woman 
during childbirth5,7.

In addition to pharmacological methods, re-
laxation techniques, massages, acupuncture, 
and acupressure can be used to relieve pain7. 
The application of these methods brings sa-
tisfaction to the patient due to the possibility 
of pain management and the reduced need for 
pharmacological analgesia7. Water birth is also 
one of the options for non-pharmacological 
pain management8. Proponents of water birth 
claim that water helps the mother to relax, and 
that the heat reduces pain. Large studies show 
that water birth can be used in the first, second 
and third stages of labor. Although the proba-
bility of completing the birth vaginally is the 
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same as with other methods, the probability of 
NA application decreases9.

The rate of maternal and fetal morbidity is 
unchanged in water births, as is the rate of ne-
onatal and maternal infections9. The perception 
and reaction to pain depend on personality trai-
ts, age, level of education, experience, religious 
beliefs, and culture10.

Cultural diversity affects both the perception 
and intensity of labor pain10. Patients with ap-
plied NA tolerate pain better, and neonatal re-
sults are quite good, except for a slightly higher 
rate of instrumental delivery3. However, there 
is a risk that the use of NA will be less com-
mon in women of minority groups, immigrant 
women, and women from certain geographical 
areas11. Patients in minority groups have less 
information about the availability and benefits 
of NA and are often less educated. Sometimes 
there are also language barriers3.

Disparities in perinatal care exist across dif-
ferent ethnic groups, ranging from disparities 
in the quantity and quality of prenatal medical 
examinations, obstetric outcomes, and even the 
use of NA. The disparity is defined as a diffe-
rence greater than 10% compared to the control 
group12. Disparities that occur in the applica-
tion of obstetric analgesia are multifactorial but 
very significant because pain is an important 
factor in childbirth.

The process of identifying an individual’s 
ethnic background often relies on self-identi-
fication by the patient, but this approach can 
give rise to various challenges and ethical di-
lemmas.  One such dilemma is the phenomenon 
of “ethnic mimicry”, where individuals from 
minority groups may feel compelled to falsely 
identify as members of the dominant ethnic 
group to improve their treatment outcomes. 
For instance, Roma patients may sometimes 
identify as members of the majority group, and 
their self-identification may change over time, 
as documented in census records13. 

In Serbia, according to the 2011 census, the-
re are 147,604 Roma or about 2.1% of the po-
pulation. Statistics show ethnicity as a personal 
commitment13. The number of members of the 
Romani population is unreliable due to their 
lifestyle, the weakly expressed ethnic identi-
ty and the need for better incorporation into 
society. According to the 2011 census, most 
Romani live in Eastern and Southern Serbia 
(38.7%). In these areas, the distribution is une-
ven, but they are most prevalent in the munici-

palities of Vranje, Bujanovac, Niš, Aleksinac, 
and Leskovac. The average number of live bir-
ths in 2011 was 1.46 for the female population 
of Serbs and 3.56 - 2.59 for Romani women13. 
According to these data, Romani women give 
birth to more children and are younger at the 
time of giving birth to their first child in com-
parison with Serbian women.

Subjects and Methods

The research was conducted at the Clinic for 
Gynecology and Obstetrics in Nis (Southeastern 
Serbia). The subjects included in this study were 
all patients who had a vaginal delivery at this cli-
nic. We noticed that patients of minority groups 
(the Romani ethnic group) use NA less often in 
childbirth. We have tried to confirm the observed 
disparity and the leading cause. Two groups were 
set: a group of Romani patients (32 respondents- 
experimental group) and a group of patients of 
Serbian nationality, the majority ethnic group (99 
respondents- control group). The research was 
conducted using a survey. The survey was sub-
mitted orally in a face-to-face interview with the 
examiner. All patients communicated in Serbian. 
Patients determined their ethnicity by self-iden-
tification. The patients answered the examiner’s 
questions related to prenatal controls, reproducti-
ve characteristics, and behavior, as well as que-
stions related to the use of analgesia in childbirth. 
All patients answered the questions voluntarily. 
The survey was conducted in the obstetrics de-
partment, at least 24 hours after delivery.

The research hypothesis is that patients of the 
Roma ethnic group have a lower level of perinatal 
protection, have less information about NA, and that 
in this group NA is significantly less often used.

Statistical Analysis
Data are presented as an arithmetic mean and 

standard deviation in the form of absolute and 
relative numbers. Comparison of continuous va-
lues was performed by t-test or Mann-Whitney 
test depending on the data distribution. The 
comparison of categorical variables was per-
formed by the Chi-square test or Fisher’s test of 
exact probability. The hypothesis was tested wi-
th a significance threshold of p < 0.05. Statistical 
data processing was performed in the software 
package R (The R Foundation for Statistical 
Computing, Vienna, Austria).
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Results 

The survey included 131 women, 99 Serbs, and 
32 Romani women. The demographic and clinical 
characteristics of the respondents are shown in 
Table I. The average age of the examined popula-
tion is 28.05 ± 6.25 years (Min 14 years, Max 42 
years). The number of marriages was statistically 
significantly different in relation to nationality 
(p = 0.042). The first menstruation occurs stati-
stically significantly earlier in the Romani popu-
lation (p = 0.018). Painful menstruation is more 
frequent in the Serbian population (49.5% vs. 
21.95%, p = 0.011). The Romani women had their 
first sexual intercourse at a significantly younger 
age (16.30 ± 2.65) compared to Serbian women 
(18.34 ± 2.82) (p < 0.001). Romani women have, 
on average, statistically significantly fewer sexual 
partners compared to the Serbian population (p 
< 0.001). Abortions are statistically significantly 
more common in the Romani population (34.4% 
vs. 17.1%, p = 0.044). The number of pregnancies 
is statistically significantly different in relation to 
nationality (p = 0.001). The frequency of regular 
control differs statistically significantly in relation 
to nationality (100.0% vs. 62.5%, p < 0.001). The 
Romani women were statistically significantly 
less likely to take the Double test (p < 0.001), 
Triple test (p <0.001), OGTT (p < 0.001), and less 
likely to go to pregnancy counseling centers (p 
= 0.023). A quarter of Romani women had heard 
of analgesia (25.0% vs. 96.0%, p < 0.001). The 
Romani women are statistically significantly less 
likely to plan NA use (9.4% vs. 42.4%, p < 0.001), 
and less likely to use NA (12.5% vs. 38.4%, p = 
0.012). The Romani women experience their first 
pregnancy significantly younger than the Serbian 
women (p < 0.001). 

In the study population, 45 women (34.4%) 
planned to use NA. Table II shows the demo-
graphic and clinical characteristics of patients 
who want and plan for NA. Women who plan to 
use NA are statistically more frequent in their 
first marriage (97.8% vs. 89.5, p = 0.047). NA is 
statistically significantly more often planned in 
the first pregnancy (64.4% vs. 29.1%, p < 0.001). 
Pregnant women planning NA statistically more 
often visit a doctor during pregnancy (p < 0.001). 
The results indicate that patients who undergo a 
greater number of intentional pregnancy termi-
nations are less likely to plan to use NA (29.1% 
vs. 11.1%, p = 0.035). Pregnant women planning 
to use NA were statistically more likely to take 
the Double test (p = 0.017), and more likely to 

take the OGTT test (p < 0.001). Pregnant women 
planning NA were statistically significantly more 
likely to hear about the possibility of analgesia 
(100.0% vs. 67.4%, p < 0.001). Vacuum extraction 
is statistically significantly more common in pre-
gnant women with NA (15.6% vs. 2.3%, p = 
0.013). Women planning to use NA were statisti-
cally significantly older in the first pregnancy (p 
< 0.001). 95.6% of women who plan to use NA 
and 69.8% of women who do not plan to use NA 
know about contraception (p = 0.001). Pregnant 
women planning NA are more often primiparous, 
i.e., they have statistically significantly fewer bir-
ths (p < 0.001).

Discussion

Annually, about 3,000-3,300 women give birth 
in our institution, where non-pharmacological 
methods of pain control are not implemented. 
Prior to the pandemic, patients in the final weeks 
of pregnancy received an examination and con-
sultation with an anesthesiologist about the use 
of NA. Patients are provided with detailed infor-
mation about possible complications associated 
with anesthesia, ranging from frequent and mild 
to severe. Written consent is obtained from the 
patient for the administration of NA. 

The use of regional anesthesia is on the rise, as 
more and more informed patients request it and it 
has become commonplace among anesthesiolo-
gists’ expertise. It has also been widely accepted 
in obstetrics as a method for relieving childbirth 
pain. However, the shortage of anesthesiologists 
during the pandemic led to the suspension of 
consultations during pregnancy, and NA was 
not possible for patients who desired it. The 
presence of a partner or another person during 
delivery is possible, but due to pandemic-related 
circumstances, it has been paused for two years. 
The decrease in Covid-19 cases in the intensive 
care units resulted in an increase in active ane-
sthesiologists in our maternity hospital and the 
availability of NA. 

The effects of NA use can be observed through 
the impact on the mother, the fetus, and on the 
course and experience of childbirth. The patients 
are completely or partially relieved of pain, the 
first period of labor is shorter, but the second is 
often longer, and is often followed by the Kri-
steller maneuver, vacuum extraction, or forceps. 
Application of the Kristeller maneuver is not 
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recorded in the medical documentation, but the 
procedure is frequent during the prolonged phase 
of fetal expulsion. And the reports in the literatu-
re are similar14-16. Kristeller maneuver or some va-

riant of fundal pressure is common especially in 
low and medium-developed countries. The use of 
this procedure is controversial and potentially 
harmful due to more frequent injury to the 

Table I. Demographic and clinical characteristics in relation to nationality.

 Serbian women Romani women p

Age at the time of labor 29.38±5.60  23.94±6.44  < 0.001
Number of marriages Number % Number % 
I 95 96.0 26 81.3 0.042
II 3 3.0 4 12.5 
III 1 1.0 2 6.3 
Age at the time of menarche 13.12±1.62  12.36±1.51  0.018
Painful menstrual cycles 49 49.5 7 21.9 0.011
Age at the time of first sexual intercourse 18.34±2.82  16.30±2.65  < 0.001
Number of sexual partners 3.14±2.62  1.44±0.88  < 0.001
Number of pregnancies 1.90±1.02  3.59±2.51  0.001
Number of childbirths 1.71±0.84  2.88±1.94  0.002
Number of miscarriages 17 17.1 11 34.4 0.044
Miscarriages     
 Spontaneous miscarriages 11 64.7 7 53.8 0.399
 Planned miscarriages 6 35.3 5 38.5 
 Both spontaneous and planned 0 0.0 1 7.7 
 miscarriages in one respondent
Regular pregnancy check-ups 99 100.0 20 62.5 < 0.001
Number of prenatal visits to the doctor 10.92±4.33  5.53±3.93  < 0.001
Double Marker Test performed     
 No 41 41.4 8 25.0 < 0.001
 Yes 57 57.6 4 12.5 
 Complete lack of information 1 1.0 20 62.5 
 regarding the test
Triple Marker Test performed     
 No 92 92.9 11 34.4 < 0.001
 Yes 6 6.1 0 0.0 
 Complete lack of information 1 1.0 21 65.6 
 regarding the test
Oral Glucose Tolerance Test performed     
 No 32 32.3 7 21.9 < 0.001
 Yes 64 64.4 4 12.5 
 Complete lack of information 3 3.0 21 65.6 
 regarding the test
Fear of childbirth     
Yes 61 61.6 26 81.3 0.067
No 38 38.4 6 18.8 
Informed about NA     
       Yes 95 96.0 8 25.0 < 0.001
        No 4 4.0 24 5.0 
Planned on using NA during labor     
        Yes 42 42.4 3 9.4 < 0.001
        No 57 57.6 29 90.6 
Used NA during labor     
 Yes 38 38.4 4 12.5 0.012
 No 61 61.6 28 87.5 
Source of information on pregnancy     
and childbirth
 Medical doctor 82 82.8 10 31.3 < 0.001
 Mother, sister, mother in law 60 60.6 15 46.9 0.246
 Internet 58 58.6 3 9.4 < 0.001
 Other 26 26.3 6 18.8 0.533



A. Petrić, R. Živadinović, D. Mitić, P. Vukomanović, et al

2998

Table II. Demographic and clinical characteristics in relation to the desire to use neuraxial analgesia.

 Women planned to use NA  p

 No  Yes 
Age at the time of labor 27.73±6.45  28.67±5.86  0.405
Number of marriages Number % Number % 
I 77 89.5 44 97.8 0.047
II 7 8.1 0 0.0 
III 2 2.3 1 2.2 
Age at the time of menarche 12.86±1.67  13.09±1.55  0.426
Painful menstrual cycles 36 41.9 20 44.4 0.922
Age at the time of first sexual intercourse 17.89±3.24  18.61±2.30  0.146
Number of sexual partners 2.60±2.48  2.96±2.32  0.424
Number of pregnancies   
 First 25 29.1 29 64.4 < 0.001
 Second 25 29.1 10 22.2 
 Third or more 36 42.0 6 13,3 
Number of childbirths 2.28±1.43  1.44±0.76  < 0.001
Number of miscarriages 25 29.1 5 11.1 0.035
 Spontaneous miscarriages 13 52.0 5 100.0 0.056
 Planned miscarriages 11 44.0 0 0.0 
 Both spontaneous and planned  1 4.0 0 0.0 
 miscarriages in one respondent
Number of prenatal visits to the doctor 8.47±4.50  11.78±4.70  < 0.001
Regular pregnancy check-ups 75 87.2 44 97.8 0.094
Double Marker Test performed     
 No 30 34.9 19 42.2 0.017
 Yes 37 43.0 24 53.3 
 Complete lack of information 19 22.1 2 4.4 
 regarding the test 
 Complete lack of information 20 23.3 2 4.4 
 regarding the test
Oral Glucose Tolerance Test performed     
 No 25 29.1 14 31.1 < 0.001
 Yes 38 44.2 30 66.7 
 Complete lack of information 23 26.7 1 2.2 
 regarding the test
Pregnancy counseling services used     
 No 66 76.7 38 84.4 0.179
 Yes 11 12.8 6 13.3 
 Complete lack of information regarding it 9 10.5 1 2.2 
Fear of childbirth     
 No 30 34.9 14 31.1 0.811
 Yes 56 65.1 31 68.9 
Informed about NA     
 No 28 32.6 0 0.0 < 0.001
 Yes 58 67.4 45 100.0 
Used NA during labor     
 No 85 98.8 4 8.9 < 0.001
 Yes 1 1.2 41 91.1 
Age at the time of first pregnancy 22.70±5.46  26.36±4.81  < 0.001
Information about contraception     
 No 26 30.2 2 4.4 0.001
 Yes 60 69.8 43 95.6 
Used contraception     
 No 48 57.8 20 44.4 0.051
 Yes 18 21.7 19 42.2 
 Irregularly 17 20.5 6 13.3 
Source of information on pregnancy and childbirth     
 Medical doctor 56 65.1 36 80.0 0.117
 Mother, sister, mother-in-law 49 57.0 26 57.8 1.000
 Internet 37 43.0 24 53.3 0.348
 Other 21 24.4 11 24.4 1.000
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perineal muscles and possible amniotic fluid 
embolism17,18.

In our institution, 25% of patients recei-
ve neuraxial analgesia (NA) in relation to 
the total number of bir ths. However, we ha-
ve observed that patients of Romani ethnicity 
are less likely to consent to NA even in cases 
of severe labor pain. Furthermore, Romani 
pregnant women often have inadequate informa-
tion about the benefits and risks of NA. Only 25% 
of Romani respondents were informed about the 
existence and benefits of this type of anesthesia, 
compared to 96% of women from the Serbian 
ethnic group. This results in a lower likelihood of 
planning to use NA during childbirth. Only 9.4% 
of Romani pregnant women in our study planned 
to use NA, and 12.4% actually used it. The higher 
usage rate of NA (12.4%) among Romani women 
compared to those who planned for it (9.4%) may 
be explained by the proper engagement of ob-
stetric staff, rapid dissemination of information 
regarding the benefits and potential complications 
of using NA, conducting of necessary laboratory 
analyses, and provision of this type of anesthesia 
to women who did not plan for it. By contrast, 
42.4% of women of Serbian ethnicity in our study 
planned to use NA and 38.4% used it. These re-
sults are consistent with previous research, whi-
ch has shown that about 35% of Latin American 
women use this type of analgesia compared to 
60% of Caucasians12.

It is notable that patients from the Romani 
ethnic group in our study were statistically si-
gnificantly younger (23.94 years) at the time of 
childbirth compared to the Serbian ethnic group 
(29.38 years). This may also contribute to diffe-
rences in attitudes and preferences toward pain 
relief during childbirth.

Our study has revealed that NA is significantly 
more frequently requested by women who are 
experiencing their first childbirth, are in their first 
marriage, and belong to the Serbian population. 
In addition, patients who request NA are typically 
older than those who are not informed, do not se-
ek it out, and do not receive it. These patients are 
more likely to attend prenatal counseling centers 
and have greater knowledge about contraception. 
This finding could be explained by the fact that 
attending prenatal counseling centers and having 
knowledge about contraception may reflect a hi-
gher level of education and awareness regarding 
health-related issues. These patients may have 
received more comprehensive education about 
childbirth and pain management options, inclu-

ding NA, which may contribute to their increased 
likelihood of requesting it. Additionally, patients 
who attend prenatal counseling centers may have 
more regular interactions with healthcare pro-
fessionals, allowing them to discuss their prefe-
rences and concerns regarding pain management 
during childbirth. Conversely, patients who do 
not attend these centers may have limited access 
to information about NA and may be less likely 
to consider it as an option.

In our study, pregnant women from both the 
Romani and Serbian ethnic groups utilized the 
resources of both public and private healthcare 
systems equally. Approximately 25-30% of pre-
gnant women sought care and consultation from 
multiple doctors simultaneously during their cur-
rent pregnancy. This highlights the importan-
ce of accessibility and availability of healthcare 
services for all pregnant women, regardless of 
their ethnic background or socioeconomic status. 
However, further research is needed to explore 
the factors that may influence the decision to seek 
care from multiple doctors during pregnancy.

Patients of the Romani ethnic group showed a 
lower level of perinatal care: fewer prenatal con-
trols, less frequent biochemical screening tests, and 
less frequently performed glucose tolerance test. 
Romani women are statistically more likely to be 
multigravidas and multiparous compared to female 
patients of Serbian ethnicity. At the time of their 
first pregnancy, they are significantly younger than 
the respondents of Serbian ethnicity, which may 
contribute to the differences in the level of perinatal 
care. Younger age at the time of first pregnancy may 
be associated with lower levels of knowledge about 
proper prenatal care and its importance. Younger 
women may also be less likely to seek prenatal care 
due to a lack of awareness or financial constraints, 
resulting in overlooked possibilities for screening 
and monitoring of maternal and fetal health. This 
may contribute to the observed disparities in pe-
rinatal care among Romani women compared to 
Serbian women, who have a higher mean age at the 
time of their first pregnancy. 

The average number of prenatal visits of Ro-
mani women is statistically lower than that of 
Serbian women, (6 vs. 11). A few patients atten-
ded the counseling for pregnant women in both 
groups (15% vs. 6%), whereas some of them did 
not even know it existed (4% vs. 19%).

In the available literature, we find very little 
data related to the quality of prenatal care among 
women of the Romani ethnic group. Despite the 
advancement and improvement of the health care 
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system, NA is less frequently accessible for wo-
men of minority groups19. 

Analysis of the monitored parameters related 
to information and the use of NA indicates an 
obvious disparity between the Roma and Serbian 
ethnic groups. Possible reasons for the observed 
disparity are on several levels.

At the level of prenatal protection: low quality 
of prenatal information, low quality of prenatal 
control, and poor communication between the 
pregnant woman and the doctor. Physicians may 
potentially be verbally dominant and less focused 
on patients from non-dominant ethnic groups. 
There is a small percentage of Romani ethnic 
group doctors and doctors who know the Romani 
language. The participation of Romani with an 
academic degree in Serbia is about 0.33%20.

At the patient level, the reasons for the dispa-
rity in the use of NA may be due to education 
differences, cultural or religious beliefs, infor-
mation gathered from incompetent and unre-
liable sources (Romani women obtain informa-
tion about pregnancy and childbirth from family 
and friends more often than from medical wor-
kers), distrust of doctors, negative experiences 
with healthcare providers in the past, arrival at 
an advanced stage of childbirth (frequently in 
multiple births), which can discourage both staff 
and pregnant women from using it.

The patient obtains information about the 
birth from a gynecologist-obstetrician, friends, 
relatives, the media, and social networks. Pre-
gnant women of the Serbian ethnic group ask for 
information from doctors as often as they look 
for it on the Internet.

Some obstetricians believe that members of 
ethnic minorities have a lower intensity of the 
pain11, which is not based on published research 
conducted on different ethnic groups. There are 
no ethnic differences in pain perception21. There 
may be a difference in the patterns of expression 
of feelings and pain which can result in the staff’s 
failure to recognize a pregnant woman’s need for 
pain relief. Patients of the Roma ethnic group 
often cry out loud in the early stages of childbirth. 
There is no statistically significant difference in 
the presence of fear of pain, but the fear itself 
is present in a large number of patients in both 
groups. In our sample, 62% of mothers of Serbian 
ethnicity and 81% of mothers of the Roma ethnic 
group were afraid of pain. 

There is evidence of discrimination against 
members of minority ethnic groups and espe-
cially Romani women in maternity hospitals in 

Europe22. Women of poorer economic status, 
women from rural areas, and often women of 
Roma ethnic origin have limited opportunities to 
establish informal relations in state maternity ho-
spitals. This leaves them in fear that they cannot 
be protected from interventionism during child-
birth. Romani women have a far better chance of 
being nationwide, nobody’s and everyone’s pa-
tient23. Modern but technocratic childbirth ma-
nagement in large hospitals is often criticized 
by the public and mothers due to the perceived 
disconnection between the system and medical 
staff from patients, as well as the patient’s own 
detachment from her childbirth. There is a 
tendency of the staff to understand childbirth 
as a purely mechanical act, and the application 
of insufficiently defined maneuvers, such as 
the Kristeller maneuver, is not rare. These ma-
neuvers must be better defined, both the way 
and conditions of application18. The already 
problematic technocratic model of childbirth is 
even worse for members of minorities. The Ro-
ma women tend to decline the offered epidural 
because of a lack of knowledge about it, so they 
are prone to refuse23. Therefore, there is a need 
for health literacy for the entire population, in-
cluding particularly vulnerable ethnic minority 
groups. Health literacy enables individuals to 
process and understand the health information 
obtained and to be able to decide on a particu-
lar medical service24. 

Conclusions

The benefits of obstetric analgesia must be avai-
lable to all patients. Quality prenatal health care 
must include all patients in terms of quantity and 
quality. NA is a part of modern obstetrics but also 
the heritage of civilization must be available to all 
patients regardless of ethnicity or other differences.
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