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Working with pain in labour
An overview of evidence

By Nicky Leap, professor of midwifery, University of Technology, Sydney, Miranda
Dodwell, NCT researcher, and Mary Newburn, NCT head of research and information
This overview presents the case for
developing a ‘working with pain’
approach to the care and support of
women during labour. It sets out the
rationale for this approach before
comparing it with widely held beliefs and
practices in the UK. Evidence to support
a working with pain approach is
presented.

‘Working with pain’ - beliefs and
practices
The ‘working with pain’ approach to the
care and support of women during
labour was developed as part of a
masters degree.1 As a result of an extensive literature search on pain, drawing on
multi-disciplinary discourses and undertaking semi-structured interviews with
midwives, it was found that attitudes to
pain in labour could be separated into
two paradigms, that of ‘working with
pain' and that of 'pain relief'.
The ‘working with pain’ paradigm
includes the belief that there are longterm beneﬁts to promoting normal birth
in terms of women’s experiences and
lives, and that pain plays an important
role in the physiology of this process.
At the beginning of labour, pain allows
a woman to realise that she is about to
give birth: to ﬁnd a place of safety and
gather people around her who will
support her. As labour continues, the

pain triggers a cascade of neurohormones that control the process; the pain
changes and shows that labour is
progressing as it should. The pain of
labour marks the enormous change that
is occurring in a woman’s life – her transition to motherhood; the complex interplay of hormones and chemical changes
helps her prepare to welcome her baby.
Her joy at becoming a mother can be
heightened by the contrast with the pain
of labour, together with a sense of
achievement and triumph at the completion of a huge and challenging task.
When labour is progressing normally –
that is when contractions are normal and
the baby is well positioned – it seems
that, with support and encouragement,
women are able to cope with the pain
they experience.1-4 This is due to the
production of the body’s natural painrelieving opiates, endorphins.5-7 Where
midwives and birth supporters are using
the working with pain approach, they try
to create an environment which encourages the production of endorphins and
to avoid creating the circumstances that
inhibit their production. In contrast, if a
woman experiencing normal labour is
oﬀered pharmacological pain relief, she
will ﬁnd it irresistible, as labour involves
both pain and uncertainty, which can be
emotionally demanding and exhausting.
The use of pharmacological pain relief

not only aﬀects a woman’s perception of
labour, it increases the use of other
medical interventions, reducing the
chances of having a normal birth.8
In some circumstances, the pain can
be described as ‘abnormal pain’
according to the working with pain
approach, for example where the baby is
poorly positioned or labour has been
accelerated with drugs. Women experiencing abnormal pain are likely to have a
genuine need for pharmacological pain
relief.
In contrast, the ‘pain relief’ paradigm is
characterised by the belief that no
women need suﬀer the pain of labour
and it is a kindness to alleviate it by a
variety of pharmacological methods of
pain relief. Women are oﬀered a ‘pain
relief menu’ including the pros and cons
of each method to enable them to make
an ‘informed choice’. Women may also
receive the implied message that it is not
possible to get through labour without
resorting to pain relief. Many health
professionals also promote the use of
pain relief because they feel disturbed by
the noise and behaviour of women
labouring naturally.

Mainstream beliefs and
practice
Historically, the childbirth culture might
be viewed as being consistent with a

Table 1. Methods used to relieve pain. Adapted from Healthcare Commission Survey: Women’s experiences of
maternity care in the NHS in England12
Response to: ‘During your labour and birth, did you use any of the following to help relieve the pain?’
[n = 26,000 women who gave birth in February 2007 from 135 participating NHS trusts]
Methods of
pain relief
Median rate
for trusts
Variation
between trusts

Natural methods
eg: breathing massage

Water or a
birthing pool

TENS
Machine

Gas
and air

Pethidine
injection
or similar

Epidural or
similar

I did not
use any
pain relief

48.1%

10.7%

19.7%

80.7%

34.1%

29.4%

6.6%

31 - 61%

0 - 28%

2 - 47%

54 - 95%

5 - 66%

13 - 45%

0 - 21%

Taken from: http://www.birthchoiceuk.com/HealthCareCommissionSurvey/Q220.htm
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‘working with pain’ approach. Women
were supported by other women when
they gave birth. This began to change in
the mid 19th century with the advent of
obstetric anaesthesia and the notion of
‘saving women from pain’.9 The
dominant cultural approach to labour in
high income countries is now the ‘pain
relief paradigm’ in which using some
form of pharmacological pain relief in
labour is the norm.10 The pain relief
approach is supported by NICE clinical
guidelines for the NHS which state that
women should be supported in making
informed choices about pain relief.11
A recent survey of 26,000 women’s
experiences of maternity care in the NHS
in England identiﬁed that 34.1% of
women in labour had an opiate injection
and 29.4% had an epidural, with wide
variations in the use of diﬀerent methods
of pain relief across trusts.12 Only a few
did not use any pain relief in labour
(6.6%), with varying rates between NHS
trusts of 0% to 21% [Table 1].
In two linked studies, Green et al
found evidence of growing use of
pharmacological pain relief, particularly
epidural use, in the period 1987-2000,
yet the number of women who were
fearful of labour pain increased signiﬁcantly.13,14 Their follow-up study showed
an increase in women feeling ‘frightened’, ‘powerless’ and ‘helpless’ in
labour.14 They found that as well as an
increasing proportion of women
expecting to have an epidural in labour,
there was an increase in the number of
women who did not want an epidural but
ended up with one.14 This increase in fear
over the last two decades is reported in
several high income countries.14-16
Recent national data for England show
that in the period 1995-2006, overall
epidural rates have risen little (27%-28%),
and use of pethidine has dropped (42%33%).17 This change in the trend during
the 1990s may reﬂect a growing awareness of the negative consequences of
drug use in labour18-20 and change in
government policy towards more
midwife-led care and greater information
and choice for women.21,22
An English study of over 1000 women,
published in 1993, found that doctors’,
and to a lesser extent midwives’,
approaches to easing pain tended to be
restricted to pharmacological methods;
professionals were more likely to agree
© NCT 2010

with each other about the eﬃcacy of
diﬀerent methods than with women.23
Although attitudes and behaviour may
have changed since then, in the 2007
study of women’s experiences of NHS
maternity care in England, only 10.7% of
women reported that they had used
water or a birthing pool and almost 15%
reported that they were not encouraged
at all to move around and choose the
position that made them feel most
comfortable.12
There is strong evidence that a
woman’s satisfaction with the experience
of childbirth is positively aﬀected by
having midwife-led care,24 greater continuity of caregiver,24 continuous support
during labour,25 the quality of her
relationship with her caregiver,26 and the
quality of support provided.26 Despite
this, many NHS trusts provide highly
fragmented care, with 77.9% of women

recently reporting they had not previously met any of the staﬀ who looked
after them during labour (NHS trust
range, 56% - 91%).12 Many women saw a
succession of diﬀerent midwives (see
Table 2), and a quarter were left alone
during labour or shortly after the birth at
a time when it worried them to be
alone,12 replicating previous similar
ﬁndings.17

Working with pain – the
evidence
What women want
There is evidence that the majority of
women value giving birth with a
minimum of drugs, provided that they
feel they can cope. Although the proportion of women preferring to give birth
‘drug free’ or with a ‘minimum of drugs to
keep the pain manageable’ fell during
the period 1987-2000 (see Table 3), it

Table 2. Number of midwives caring for individual women in labour.
Adapted from Healthcare Commission Survey: Women’s experiences of
maternity care in the NHS in England12
Response to: Altogether, how many diﬀerent midwives looked after you during your
labour and the birth of your baby?
Number of
midwives

One

Two

Three

Four

Five or
More

All Trusts
average
[n = 153]

19.9%

37.3%

20.8%

10.1%

11.9%

Variations
between
Trusts

8 - 33%

27 - 48%

11 - 30%

4 - 19%

0 – 24%

Taken from: http://www.birthchoiceuk.com/HealthCareCommissionSurvey/Q232.htm

Table 3: Preferences for coping with pain during in labour
1987

2000

Primips
n-289

Multips
n-443

Primips
n=508

Multips
n=682

Most pain free possible

6

11

21

21

Minimum drugs

71

66

65

65

Drug free

23

23

13

14

Total

100

100

100

100

Source: Green J, Baston H, Easton S et al 2003 Greater expectations? Inter-relationships between women's expectations and experiences
of decision making, continuity, choice and control in labour, and psychological outcomes: summary report. Mother & Infant Research Unit,
Leeds14
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was still the case that four in ﬁve women
wanted either no drugs or a minimum of
drugs. Approximately one in ﬁve women
said their priority was for their labour to
be as pain-free as possible.14
Although there has been a shift in
attitudes and the use of epidurals, particularly prior to 1995 in England, with more
women relying on an epidural to help
them cope with fear and pain, studies in
a range of high income countries have
demonstrated that eﬀective forms of
pain relief are usually not associated with
greater satisfaction with the experience
of birth for women who have uncomplicated labours14,26,27 or with women’s
sense of psychological and physical
wellbeing.28,29 Indeed, studies have
shown that women who use nonpharmacological methods of pain relief
are more likely to be satisﬁed with their
experience of labour and birth than those
who used pethidine or epidurals.14,23
Numerous observational studies show
that when culturally diverse groups of
women have been supported to cope
with the pain of labour they have
described childbirth as a diﬃcult, yet
empowering, experience, providing a
sense of achievement.30-34 However,
for those women who positively ‘desire
or need’ pharmacological pain relief,
satisfaction is related to their expectations being met.26

Continuity of midwifery care
It is easier for women and for midwives to
adopt a working with pain approach
when women know the midwife caring
for them during labour.9,35 A systematic
review showed that women receiving
midwife-led care were nearly eight times
more likely to be attended in labour by a
midwife they knew than those assigned
to other models of care, were more likely
to use no pain relief and to have a higher
perception of control.24 Continuity of
caregiver throughout pregnancy, labour
and birth reduces the amount of pain
relief women have during labour, and
increases their satisfaction with their
maternity care, perhaps as a result of
developing a trusting relationship.36-39

Emotional support
Support has a major impact on how
women cope with pain in labour. A
Cochrane review of continuous support
for women in labour concluded that
New Digest 49 • Month 2010

‘(emotional) support, comfort measures,
information and advocacy may enhance
normal labour processes as well as
women’s feelings of control and competence, and thus reduce the need for
obstetric intervention’.25 In early labour,
when the majority of women are at home
without professional support, comfort
and encouragement from family
members, a friend or doula is important.40 Without support, women are more
likely to go to hospital before labour is
well established and to have epidural
analgesia and other interventions.41-44
Once admitted, a birth companion
continues to play an important role,
oﬀering love, reassurance, praise and,
sometimes, acting as an advocate.
Women have described how midwives
supporting and guiding them through
pain, on their own terms, enabled them
to feel conﬁdent and positive about their
capabilities and inner strengths.31,32,45
Supportive interactions have more
impact on women’s experience than the
level of pain per se.26,30 Discussion about
potential support activities is important
to pregnant women46 and a birth talk at
36 weeks provides an opportunity to
explore the nature of labour pain with
women and their birth companions.47

likely to use epidural analgesia.11,54,57
Increasing privacy and non-disturbance
can be addressed in all birthing environments.29,58,59

Natural and low-technology
comfort aids
There are a number of low-tech comfort
aids that can help women cope with
labour. These include immersion in water
and other self-administered methods of
easing pain. Immersion in water during
the ﬁrst stage of labour signiﬁcantly
reduces women's perception of pain and
use of epidural/spinal analgesia.60
Women using upright positions are also
less likely to have epidural analgesia.11,61
Despite varying eﬀectiveness in
relieving pain, Simkin’s systematic review
indicated that the majority of women felt
positive about using acupuncture,

The physical environment and
philosophy of care
Opportunities to adopt a working with
pain approach can be aﬀected by the
environment in which a woman labours.9
Privacy and protection from disturbance
promote neuro-hormonal cascades of a
woman’s endogenous oxytocin and
opioids, optimising the physiological
process of labour and her ability to cope
with pain.48 She may go into an altered
state of consciousness in which her mind
lets go and the involuntary processes
takes over.35,48
The philosophy of care provided in
birth centres and at home is usually
consistent with a ‘social model of care’ in
which birth is seen as a normal physiological process and it is usual for women
to labour without use of drugs for pain
relief.49-52 Those developing new birth
centres focus on creating a social,
‘homely’ space.53 Observational studies
indicate that women perceive home
birth as less painful than hospital birth
23,54-56
and that women planning to giving
birth at home or in a birth centre are less

massage, transcutaneous electrical
nerve stimulation (TENS), hypnosis, relaxation and breathing, aromatherapy and
the use of music.62,63 A recent Cochrane
review of complementary and alternative
therapies reported that trials of acupuncture and self-hypnosis showed a
decreased need for pain relief, including
epidural analgesia, and greater satisfaction compared with controls. No diﬀerences were seen for women receiving
aromatherapy, or audio analgesia.64

Preparing women and their
partners for working with pain
during labour
There are a number of challenges facing
midwives and childbirth educators in
preparing women and their partners for
working with pain during labour, particularly those preparing parents for having
their baby in a hospital labour ward.
A systematic review of women’s
expectations and experiences of labour
showed that although some women
© NCT 2010
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hope for a drug-free labour they may still
go into labour with the expectation that
they will need some form of pain relief.65
This suggests an underlying lack of conﬁdence in their ability to cope with the
pain of labour. During the labour itself,
many women, including those who had
hoped for a labour free of pharmacological pain relief, found that they had
underestimated the pain that they

“It is easier for women and
for midwives to adopt a
working with pain approach
when women know the
midwife caring for them
during labour.”

behaviour in labour.65,66 However, in
labour their degree of reported control
was less than hoped for.65 As women’s
fears about pain in labour are often
related to anxieties about losing control,
addressing this antenatally is important if
women are to feel conﬁdent and satisﬁed
with their experience of childbirth.34,67
Parents can be helped to develop
strategies for coping with pain based on
their own repertoire for coping with pain
and anxiety.46 Women and practitioners
also need to be well informed about
factors that both facilitate and hinder
straightforward labour and birth and the
ability to adopt a working with pain
approach.46

Summary
experienced and that they needed pain
relief. The review concluded that inaccurate or unrealistic expectations about
pain may mean women are not prepared
appropriately for labour (‘the expectation-experience gap’).65
The same review described how many
women wanted to remain in control
during labour. For some women this
meant participating in decision-making
about the management of their labour
and birth whereas for others it was about
feeling in control of their emotions and

Key points
• According to the working with
pain approach, given support and
encouragement, women are able
to cope with normal labour pain.
• Privacy, peacefulness, and
absence of distractions promote
the production of the body’s
natural pain relievers, endorphins.
• Epidural use is decreased where
there is continuity of care and
continuous support in labour
from trusted caregivers and birth
companions.
• Birth planned at home or in a
birth centre is associated with
reduced epidural use.
• Immersion in water, choosing
comfortable positions and other
self help techniques help women
to cope with pain in labour.
• Feeling emotionally supported
and in control aﬀects most
women’s satisfaction with labour
more than the experience of pain
itself.
© NCT 2010

The working with pain approach is based
on the principle that pain is one aspect of
the physiology of normal labour; to be
respected, not to be feared. Many
women want to avoid pharmacological
pain relief and, where labour is
progressing normally, factors including a
trusting relationship with caregivers,
continuous support, midwife-led care,
preparation for labour, a home or birth
centre setting, and use of a birth pool
each help to make this a realistic expectation.
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Professional
Resources
New Products - MIDIRS
The NCT is experienced in providing products,
information and teaching aids to support
healthcare professionals in their work with parents.
The NCT are glad to be able to
oﬀer the popular and wellrespected MIDIRS Informed
Choice leaflets. Consisting of 25
leaﬂets, Informed Choice covers a
discrete range of topics and issues
surrounding health and well-being
preconceptually, in pregnancy,
childbirth, post birth, and beyond.
Code 3258 £16.95
MIDIRS Lots to Remember data
cards are an essential pocketsized pack, comprising 26 doublesided durable plastic cards ﬁlled
with essential easy-to-read information for registered and student
midwives.
Code 3256 £21.99
NCT Information sheets available
in pads of 50 £4.50 each.
What’s in a nappy
Code 3213
Bath time tips
Code 1730
Vaginal birth after a caesarean
Code 1703
How can I tell if my baby is
thriving?
Code 1718
Straightforward birth
Code 1712
Using water in labour and birth
Code 1711
For more details about NCT
Information Sheets, or for a copy
of the NCT Professional Resources
catalogue - visit:
www.nctresources.co.uk
Or call: 0845 8100 100
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