Everything to know about labor pain

Why labor hurts

Labor pain has both visceral and somatic components. During the first stage,
visceral pain is generated primarily by uterine contractions, cervical
effacement and dilation, and stretching of the lower uterine segment. It is
often perceived in the lower abdomen, pelvis, lower back, or sacral region and
may be referred to the thighs. The pain is typically intermittent,

corresponding to the rise and fall of a contraction.

As the baby descends, pressure on the pelvic floor, vagina, rectum, and
surrounding tissues contributes additional somatic pain. In the second stage,
stretching of the perineum and vaginal tissues may create intense pressure,
stinging, or burning as the head crowns. Rectal pressure and an urge to bear
down can be prominent. These sensations can be powerful without necessarily
indicating a complication, but the maternity team should assess pain that is
unusual or concerning.

Contractions are not the only influence. Sleep deprivation, fear, isolation, a
previous traumatic experience, lack of privacy, and feeling unable to
participate in decisions can amplify distress. Conversely, continuous support,
clear communication, mobility, and a sense of safety may improve coping even



when the physiologic intensity is substantial.
How pain builds during labor

Early labor may involve irregular or relatively mild contractions that
gradually become longer, stronger, and closer together. Some people feel
menstrual-like cramping, backache, pelvic heaviness, or intermittent
tightening. The latent phase can be prolonged and variable, and pain during
this phase does not reliably predict how long the entire birth will take.

Active labor generally involves a more organized contraction pattern and
progressive cervical dilation. Contractions may last roughly 45 to 90 seconds,
although individual patterns vary. Many people describe a peak or "tightest"
point within each contraction followed by a rest interval. Focusing on one
contraction at a time can make the experience feel more manageable.

Transition, the late first stage near full cervical dilation, is often

experienced as especially intense. Nausea, shaking, sweating, irritability,
vocalization, or difficulty concentrating can occur in uncomplicated labor,
although these symptoms should still be communicated to the care team. During
the second stage, contractions may feel different as downward pressure and the
urge to push become more prominent. After birth, uterine contractions continue
as the placenta separates and the uterus contracts; these are often less

intense than labor but can be noticeable, particularly after previous births.

Timing contractions at home can help describe a pattern, but timing alone
cannot confirm labor or determine whether assessment is needed. For broader
guidance, review a Full guide to recognizing labor and follow the

individualized instructions provided by your maternity service.

Non-drug approaches to labor pain

Nonpharmacologic measures do not have to mean avoiding medication. They can be
used alone, combined with analgesia, or used while waiting for a chosen
intervention. Their goals include reducing muscle tension, supporting mobility,

improving comfort, and helping the laboring person feel involved.

Breathing and relaxation: Slow, controlled breathing, vocalization,



visualization, and deliberate relaxation of the jaw, shoulders, hands, and

pelvic floor may reduce panic and help conserve energy.

Movement and position changes: Walking, standing, kneeling, side-lying,
hands-and-knees positions, pelvic rocking, and use of a birth ball may reduce
back discomfort and support comfort. The safest positions depend on monitoring,
epidural use, fatigue, and clinical circumstances.

Touch and counterpressure: Massage, firm pressure over the sacrum, hip
squeezes, and therapeutic touch can be helpful, especially for back labor.
Preferences may change from one contraction to the next.

Warmth and water: Warm packs, a shower, or immersion in a bath may promote
relaxation and reduce perceived pain for some people. Temperature,
infection-control considerations, membrane status, monitoring needs, and local
policy determine what is appropriate.

Environment and support: Dimmer lighting, privacy, music, reassurance, and
continuous support from a chosen companion, midwife, nurse, doula, or physician
can reduce fear and improve coping.

Other techniques: Hypnosis, sterile water injections for back pain,

acupuncture, or transcutaneous electrical nerve stimulation may be available in
some settings. Evidence and availability vary, so discuss them with a qualified
professional before labor.

These approaches work best when they are practiced or discussed before birth,
but no one needs to perform them perfectly. A support person can offer
suggestions while respecting the laboring person’s immediate preferences and
consent.

Medication options and neuraxial analgesia

Medication choices depend on the stage of labor, local protocols, allergies,
medical history, fetal status, anticipated birth circumstances, and personal
preference. Ask the clinical team to explain expected benefits, limitations,
monitoring, and possible effects on the newborn or on mobility.

Nitrous oxide and oxygen is inhaled through a mask or mouthpiece, usually
beginning just before a contraction. It can reduce anxiety and make pain more
tolerable while allowing the laboring person to control use. It does not
eliminate sensation, and dizziness, nausea, or light-headedness can occur.
Avalilability differs among hospitals and birth settings.



Systemic opioids may be given by injection or intravenously. They can reduce
pain intensity and anxiety but commonly cause drowsiness, nausea, or impaired
alertness. Because opioids cross the placenta, timing and dose matter,
particularly close to birth. The maternity team assesses whether this option is
suitable in the circumstances.

Epidural labor analgesia involves placing a catheter in the epidural space of

the lower back so local anesthetic, often combined with a low-dose opioid, can

be administered. It usually provides the most effective ongoing pain relief

while the person remains awake. Placement requires cooperation and monitoring;
blood pressure may fall, mobility may be reduced, and a urinary catheter may be
needed. It may not remove all pressure, and additional adjustment is sometimes
required.

Spinal or combined spinal-epidural techniques can provide rapid analgesia in
selected circumstances. A spinal injection is a single dose, while a combined
technique may include an epidural catheter for continued treatment. Rare but
important complications include infection, bleeding, nerve injury, or severe
headache, although serious complications are uncommon. The anesthesia team
should discuss individualized risks and contraindications.

Paracetamol may be considered in some settings during early labor, but it is
not usually sufficient for advanced labor pain. Do not self-medicate during
labor without consulting the maternity team, because dosing, timing, and
clinical context matter.

Choosing pain relief without pressure

A birth plan can document preferences for mobility, water, support people,
monitoring, and medication, but it should be treated as a communication tool
rather than a contract. Labor may progress differently than expected, and a
flexible plan can preserve autonomy while allowing timely treatment.

Useful questions for a prenatal appointment include: Which options are
available at this facility? When should | request an epidural or other
analgesia? What monitoring is required? Could my medical history affect
eligibility? How might each option affect mobility, pushing, breastfeeding



immediately after birth, or newborn alertness? What alternatives are available
if the first choice is not possible?

There is no universal threshold for requesting analgesia. Some people decide in
advance; others reassess as labor evolves. Asking for pain relief is not a sign

of weakness, and choosing unmedicated coping is not a requirement for a
positive birth. Consent should be ongoing: you can ask for an explanation,
accept or decline an option, and revisit the decision when circumstances change.

Support people should avoid judging pain expression or comparing one person’s
labor with another’s. Practical help includes offering fluids when permitted,
reminding the laboring person to change position, applying counterpressure,
communicating preferences to staff, and seeking clarification when instructions
are unclear.

When labor pain needs urgent assessment

Normal labor can be very painful, but pain patterns and accompanying findings
still matter. Contact your maternity unit or seek urgent care according to your
local instructions if you have severe or constant abdominal pain between
contractions, heavy vaginal bleeding, fainting, chest pain, significant

difficulty breathing, a severe headache or visual disturbance, fever, or a
sudden deterioration in your condition.

Report reduced fetal movement, green or foul-smelling fluid, suspected rupture
of membranes, or fluid leakage when the fetus is not yet known to be in a safe
position. A gush or continuous trickle of fluid can be difficult to distinguish

from urine, so ask for guidance rather than relying on appearance alone. If you
see or feel the umbilical cord after the waters break, call emergency services
and follow instructions immediately.

Severe pain with maternal instability, an abnormal fetal heart-rate pattern, or
pain that is markedly different from the expected contraction pattern requires
prompt clinical evaluation. Do not delay contacting your care team because you
are unsure whether a symptom "counts" as labor. If you are concerned, explain
what you feel, when it began, whether it is constant or intermittent, and what
other changes you have noticed.



These warning signs are not a diagnosis. They are reasons to obtain
professional assessment, because serious conditions can sometimes begin with
nonspecific symptoms.

Preparing for a more supported experience

Preparation is most useful when it combines information with flexibility.

Attend childbirth education if available, learn the practical rules of your

birth setting, and discuss analgesia before labor rather than waiting until you
are exhausted. If you have had trauma, anxiety, chronic pain, pelvic disorders,
or a previous difficult birth, consider raising this early so the team can plan
respectful communication and appropriate support.

Write down the people you want present, preferred comfort measures, important
medical information, and questions for anesthesia or maternity staff. Pack

items that support comfort, such as a water bottle if permitted, lip balm,

music, and a familiar object. A support person can also keep track of evolving
preferences and help communicate when contractions make conversation difficult.

During labor, concentrate on immediate goals: relax between contractions,
breathe in a way that feels sustainable, change position when safe, and ask for
explanations before procedures whenever possible. The clinical team can help
distinguish expected labor discomfort from symptoms requiring intervention.
After birth, tell a healthcare professional if pain remains severe, worsens, or
interferes with mobility, urination, feeding, sleep, or emotional recovery.



