Managing panic during labor

Why panic can arise during labor

Labor combines powerful nociceptive input, autonomic activation, sleep
deprivation, physical exertion, and uncertainty. Contractions can produce pain,
pressure, shaking, sweating, and changes in breathing. When these sensations
are interpreted as evidence that the body is no longer coping, the sympathetic
nervous system may intensify the response. Adrenaline can increase heart rate
and muscle tension, while rapid breathing may cause light-headedness, tingling,
or a feeling of unreality. Those sensations can then reinforce the belief that
control is being lost.

Panic may also be shaped by previous trauma, a difficult medical experience,
fear of childbirth, concerns about the baby, or frightening stories. A person
who has experienced sexual violence, a prior emergency birth, pregnancy loss,
or severe pain may have a particularly strong response to examinations,
restraint, unexpected touch, or urgent clinical activity. This does not mean

that panic is inevitable, nor does it predict how labor will progress.

It is useful to separate emotional alarm from clinical assessment. Panic can
occur when mother and fetus are medically stable, but anxiety must not be used
to dismiss physical symptoms. Tell the midwife, obstetrician, nurse, or



anesthesiologist what you are feeling so they can assess both emotional
distress and possible medical causes.

Recognize escalation early

Early recognition creates more opportunities to intervene. Warning signs may
include repeatedly saying that you cannot continue, becoming unable to process
spoken information, holding the breath, hyperventilating, clenching the jaw or
pelvic floor, withdrawing from contact, or feeling detached from the
surroundings. The aim is not to judge these responses or force calm. It is to
identify that the alarm system is becoming overloaded and request assistance

promptly.

Use a short statement that the team can act on: "I am panicking and need
someone to stay with me," "Please explain each step before touching me," or "l
need help slowing my breathing." A support person can repeat the same words
calmly if contractions make speaking difficult. The team may check vital signs,
oxygenation, pain, bleeding, fetal heart rate, contraction pattern, and other
clinical findings while also helping you regain orientation.

During a contraction, narrow the task. Look at one fixed point, identify the
beginning and end of the contraction, and concentrate on the next exhalation
rather than the entire labor. Between contractions, release the shoulders,
unclench the hands, take fluids if permitted, and ask for a concise update.
Recovery between contractions is physiologically and psychologically valuable.

Breathing and grounding in the moment

Breathing techniques are intended to reduce overbreathing and provide a
predictable rhythm; they do not replace clinical assessment. Try inhaling
gently through the nose or mouth and making the exhalation longer and softer
than the inhalation. Avoid forcing very deep breaths, which can worsen
dizziness in someone who is already hyperventilating. A support person can
model a relaxed exhale and use a few words such as "soft jaw, low shoulders,
slow out-breath."

Grounding directs attention toward immediate sensory information. Name a few
things you can see, feel, and hear. Press both feet or another supported body



part into the bed or floor, notice the texture of a towel, or hold a cool cloth

if that is comfortable. Orient yourself with factual phrases: "l am in the

birth unit. The team is here. This contraction will change. | can ask a
question." These statements do not promise a particular outcome; they anchor
attention in the present.

Other relaxation techniques may include rhythmic movement, side-lying, changing
position, warmth, massage, counter-pressure, music, visualization, or reducing
unnecessary conversation and bright light. The best method is the one that

feels tolerable and can be used safely in the current clinical situation. If
monitoring, intravenous access, regional analgesia, or a medical complication
limits movement, ask the team which alternatives remain available.

Restore control through communication

Perceived control is associated with lower anxiety during labor. Control does

not mean directing every clinical event; it can mean understanding what is
happening, being included in decisions, and knowing how to express preferences.
Ask the team to explain the current stage of labor, what they are monitoring,

what they recommend, and what alternatives are reasonable. Request information
in small portions if concentration is impaired.

Useful preferences can be documented in a flexible birth plan. These might
include asking for consent before examinations when circumstances permit,
identifying who should explain procedures, specifying a preferred support
person, agreeing on a phrase that signals escalating distress, and recording
pain-relief preferences. A plan should be treated as a communication aid rather
than a guarantee, because labor and fetal or maternal conditions can change.

Respectful care includes acknowledging fear without ridicule, avoiding
unnecessary threats, and describing urgent actions clearly. You can ask, "Is
this urgent, and what is the immediate goal?" or "What do you need me to do
right now?" If you do not understand, ask the clinician to repeat the

explanation in plain language. When a rapid intervention is necessary, the team
may have limited time, but brief orientation and reassurance can still support
cooperation and reduce terror.

Pain relief and continuous support



Pain and panic can amplify each other. A discussion of analgesia should
therefore be part of preparation, not postponed until distress becomes extreme.
Depending on the birth setting and clinical circumstances, options may include
water immersion, movement, nitrous oxide, systemic medication, or neuraxial
analgesia such as an epidural. Each option has indications, limitations, timing
considerations, and potential adverse effects. Ask the maternity team what is
available locally and how a choice might affect mobility, monitoring, or other
procedures.

Requesting medical pain relief is not a failure to cope. It is a legitimate
component of individualized care. The anesthesiology or maternity team can
explain risks and benefits in the context of your health, labor progress, and
preferences. Analgesia may reduce pain-related distress, although it cannot
guarantee that anxiety will disappear; emotional support and communication
remain important.

Continuous labor support from a trusted person, midwife, nurse, doula where
available, or another trained professional can provide practical reassurance
and advocacy. Evidence from a randomized study found that intrapartum
supportive care reduced fear of delivery, increased perceived support and
control, lowered pain scores during parts of labor, and shortened delivery

time. Support should complement, not obstruct, clinical care and should respect
the birthing person’s changing wishes.

Prepare before labor, including for trauma

If you have severe fear of childbirth, previous trauma, panic episodes,
depression, post-traumatic stress symptoms, or a previous distressing birth,
raise this during pregnancy. A midwife, obstetrician, primary-care clinician,

or perinatal mental-health professional can help create a tailored plan.
Depending on need, preparation may include psychoeducation, trauma-informed
birth care, psychological therapy, review of medication by the prescribing
clinician, a maternity-unit tour, and a meeting with anesthesia or the

obstetric team.

Trauma-informed care emphasizes choice, collaboration, transparency, and
physical and emotional safety. Discuss examination preferences, positioning,



language that may be triggering, who can remain present, and how consent will
be handled. Some procedures cannot be delayed in an emergency, but the team can
often explain why they are needed and offer choices where clinically feasible.

Practice only a few strategies in advance so they are familiar under stress: a
longer exhalation, a grounding phrase, a preferred position, and a clear
request for support. Share these with the people likely to attend the birth.
Preparation should include uncertainty: identify what matters most if labor
differs from the original plan, and agree on how the team will revisit
decisions as circumstances evolve.

When panic-like symptoms need urgent assessment

Do not assume that every alarming sensation is panic. Tell the maternity team
immediately about severe or persistent shortness of breath, chest pain,

fainting, new confusion, one-sided weakness, seizure, severe headache or visual
disturbance, heavy vaginal bleeding, severe constant abdominal pain, sudden
marked reduction in fetal movement before labor, or any concern that the baby
or birthing person is deteriorating. During labor, clinicians should assess
symptoms in context, including maternal observations and fetal monitoring.

Urgent procedures can themselves feel frightening. Ask the team to identify the
immediate concern, what action is being taken, and how you can participate. If
you become unable to speak, your support person can communicate your known
preferences and relevant medical history, while clinicians make necessary
decisions according to the clinical situation.

After a frightening labor, request a postpartum debrief when you are physically
and emotionally able. Ask for a review of what happened, why decisions were
made, and what follow-up is available. Ongoing nightmares, intrusive memories,
avoidance, persistent hypervigilance, severe anxiety, depressed mood, or
thoughts of self-harm warrant prompt professional support. Recovery is part of
maternity care, not an optional extra.



