
Step-by-step pain coping plan

Start before labor: make the plan flexible

A step-by-step pain coping plan works best when it is written before labor,
reviewed clinically, and treated as flexible. Begin with your baseline:
previous birth experiences, chronic pain conditions, pelvic girdle pain,
anxiety, trauma history, needle concerns, medication allergies, anesthesia
history, and any pregnancy complications. This is not about predicting your
pain score; it is about anticipating what helps your nervous system feel safer.

Discuss labor pain management preferences during a birth plan review with
obstetrician or midwife, and ask which options are available in your birth
setting. Some hospitals offer epidural analgesia, nitrous oxide, sterile water
injections, water immersion, wireless monitoring, doulas, or anesthesiology
consultation; others have narrower resources. Ask how fetal monitoring, IV
access, induction, or cesarean risk might affect mobility and pain relief
timing.

Write the plan in phases: early labor, active labor, transition, pushing, and
unexpected interventions. For each phase, list first-line coping tools, who
will coach them, and when to ask for more help. A flexible plan reduces
decision fatigue when contractions are close together.



Step 1: assess pain and safety first

When pain intensifies, pause for a quick structured assessment. Pain
self-report matters, but the number alone is incomplete. Note the pattern,
location, duration, recovery between contractions, ability to speak or rest,
hydration, urination, emotional distress, fetal movement if you are still at
home, and any symptoms that feel different from contraction pain.

A practical labor assessment can use three questions: What is happening in my
body? What is my current coping capacity? What would make the next three
contractions safer or more manageable? This keeps attention on function rather
than catastrophizing. For example, an 8 out of 10 contraction with full
recovery between waves may need breathing, counterpressure, and reassurance;
continuous severe abdominal pain, heavy bleeding, fever, chest pain, severe
headache, visual symptoms, or markedly reduced fetal movement needs prompt
medical advice.

Assessment should also include environment. Bright lights, too many voices,
hunger, dehydration, a full bladder, or feeling unheard can amplify threat
perception. Ask the support person to reduce stimulation and communicate
clearly with staff.

Step 2: calm the threat response

Labor pain activates both sensory pathways and the limbic system, so fear can
increase muscle tension, breath-holding, and perceived intensity. The first
coping move is not to argue with pain; it is to reduce the sense of danger.
Choose one short phrase before labor, such as one contraction at a time, my
body can do hard work, or I can ask for help. These cognitive anchors for labor
pain are not meant to deny intensity; they give the brain a stable task during
a surge.

Use diaphragmatic breathing in labor when contractions begin or when panic
rises. Let the abdomen and lower ribs expand gently on the inhale, then
lengthen the exhale to signal down-regulation through the autonomic nervous
system. Extended exhale breathing can be especially useful when the urge is to
brace, clench, or hold the breath.



Between contractions, practice recovery breathing between contractions: drop
the shoulders, unclench the jaw, release the hands, and take one normal breath
before anyone asks questions. This small pause protects rest periods.

Step 3: change position and use the body

Movement is a pain-coping intervention, not just a way to pass time. In
uncomplicated labor, position changes may help reduce pressure, improve
comfort, and give the birthing person an active role. Options include upright
leaning, side-lying with a peanut ball, hands-and-knees positioning, slow
swaying, lunges with support, sitting on a birth ball, or standing in the
shower if allowed. Always follow clinical guidance if monitoring, epidural
density, dizziness, blood pressure changes, or fetal status limits mobility.

Use nonpharmacologic pain coping strategies in a planned sequence rather than
randomly. Try one position for several contractions, then evaluate: Is pain
lower, more organized, or more tolerable? Is recovery better? If yes, continue.
If not, change the input.

Touch can be very effective when it is consent-based. Sacral counterpressure
during contractions may help with back labor or pelvic pressure. Hip squeezes,
warm packs, cool cloths, massage, or firm hand pressure can be useful, but the
support person should ask before touching and stop immediately if it becomes
irritating.

Step 4: focus the mind without forcing positivity

Mental coping does not require pretending that pain is pleasant. It means
directing attention in a way that preserves agency. During each contraction,
choose one focus: breath count, a visual point, a sound, a support person’s
voice, a repeated phrase, or the sensation of relaxing one muscle group.
Imagery can also help: opening, descending, waves rising and falling, or a safe
place between contractions.

Distraction has a place, especially in early labor or during long latent
phases. Music, audio stories, light conversation, a simple puzzle, or a warm
shower may help time move differently. In active labor, distraction often



becomes less effective; then switch to narrower attention, such as counting
exhales or following the doula’s voice.

Staying calm during contractions is easier when the support team protects the
rhythm. They can speak in short sentences, avoid repeated questions during
peaks, offer water after the contraction ends, and remind you what is available
next. Calm support is not silence; it is organized, respectful presence.

Step 5: integrate clinical pain relief safely

Clinical analgesia is part of a coping plan, not a sign that coping has failed.
Before labor, ask about epidural analgesia, combined spinal-epidural
techniques, nitrous oxide for labor analgesia, systemic opioids, local
anesthetic options for repair, and anesthesia availability for operative or
cesarean birth. Each option has timing considerations, contraindications,
monitoring requirements, and possible side effects, so decisions should be
individualized with clinicians.

If you plan to use medication, clarify what early signs should prompt a
request. For example, you might decide to ask for anesthesia consultation when
contractions prevent recovery, when exhaustion is building, or before an
induction becomes more intense. Waiting until pain is intolerable can make
communication harder, while requesting information early preserves choice.

Medication safety includes knowing what you have received, when it was given,
and what effects to report. Tell staff about dizziness, severe itching,
breathing difficulty, one-sided numbness, inadequate relief, fever, or sudden
changes in pain. The plan should leave room to adjust based on maternal status,
fetal status, labor progress, and your informed preferences.

Step 6: use support and revise in real time

Pain coping is relational. A support person, doula, nurse, midwife, or
physician can help translate preferences into action when the birthing person
is focused inward. Assign roles before labor: one person tracks contraction
pattern and hydration, one manages environment, one communicates preferences,
and one provides partner support during labor pain. If there is only one
support person, keep the role simple: observe, offer the next coping tool, and



call staff when the plan is not working.

Build revision points into the plan. After every major change, such as hospital
arrival, rupture of membranes, induction medication, epidural placement,
cervical exam, transition signs, or pushing, ask: What is working? What is not
working? What is the next safest step? This mirrors pain self-management
principles: select a manageable strategy, test it, track function, and adjust
with professional input.

A strong plan also names what not to do. Some people do not want cheerleading,
touch, visitors, certain phrases, or detailed cervical numbers. Respecting
those boundaries can reduce distress and improve cooperation with necessary
care.


