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Labor pain is usually described as cramping, aching, tiring, intense, pushing and exhausting.  There are many potential
factors relating to labor pain, such as age, education, parity, maternal position, painful menstruation, rupture of membranes,
weight/height ratio, fetal factors, psychological status, childbirth preparation, expectations of labor, support, cultural factors,
and monitoring.
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บทคดัยอ่:
ความเจบ็ปวดในระยะคลอด จะมีลักษณะปวดแบบ ตะครวิ คัน เหน่ือยล้า ปวดตงึๆ ปวดเหมอืนถูกดึงกระชาก และ อ่อนล้ามาก

มีปัจจัยหลายประการท่ีมีผลต่อความเจ็บปวดในระยะคลอด เช่น อายุ  การศึกษา จำนวนคร้ังของการต้ังครรภ์ ท่าของมารดาในระยะคลอด
ประวัติการปวดประจำเดอืน การแตกของถุงน้ำ สัดส่วนของน้ำหนักต่อส่วนสูงของมารดา ปัจจัยด้านทารก ปัจจัยด้านจิตสังคมของมารดา
การได้รับการเตรียมการคลอด ความคาดหวังต่อการคลอด การได้รับการสนับสนุนในระยะคลอด ปัจจัยทางด้านวัฒนธรรม  และ
การไดร้บัการตดิเครือ่งบนัทกึการเตน้ของหวัใจทารกในครรภแ์ละการหดรดัตวัของมดลกู ตลอดเวลา

คำสำคญั: ความเจบ็ปวด, การเจบ็ครรภ,์ การคลอด

Introduction
Pain is "an unpleasant sensory and emotional expe-

rience due to potential tissue damage.1  Labor pain is a pain
that occurs during childbirth, localized in the area of the abdo-
men and back and primarily associated with uterine contrac-
tions and cervical dilation.2-4  Labor pain is usually described
as cramping, aching, heavy, tiring, intense, pushing and
exhausting.5  It was the most intense pain when compared to
menstruation, neuralgia, phantom limb phenomena, cancer,
tooth problems, diseases of the spinal discs, and arthritis.6

Factors related to labor pain
There are many factors that have an effect on labor

pain, such as age, education, parity, painful menstruation,
rupture of membranes, weight/height ratio, fetal factors, ma-
ternal position, psychological status, risk factors, childbirth
preparation, expectations of labor, nursing support, family
support, and cultural factors. The effects of these factors on
labor pain will be discussed.

Age. Age relates to labor pain. Some studies show that
younger age is related to reports of more intense labor pain.
Sheiner and his colleague7 reported a series of 447 women
and found that pain during the early part of labor decreased
significantly with increased age.

The lower intensify of labor pain in older women can
be explained; older women are usually multiparas and if that
is the case, they have less intense uterine contractions and the
cervix is softer and less sensitive than that of younger women.8, 9

Thus, older women are more likely to experience less pain
in the first stage of labor except in the late active phase.8, 9

However, Davenport and Nettlebladt10, 11 found no correlation
between labor pain intensity and age. Pathanapong12  reported
no significant relationship between age and labor pain responses
in 32 Thai women aged 17 to 38 years; younger women had
a tendency to communicate pain verbally while the older women
had a tendency to communicate pain nonverbally.

Education. Education has been shown to have an effect
on labor pain. Weisenberg13 reported 30 Middle-Eastern
women who were born in Western countries and 53 women
born in the Middle-East about their labor pain experiences.
The investigators measured pain with a 100 mm VAS (Vi-
sual Analogue Scale) and observed behavioral pain. The re-
sults showed that in the first stage of labor those born in the
Middle-East who had less education reported significantly
higher    sensory pain (z = 1.78, p < .05) and had higher
behavioral pain scores (z = 3.46, p < .01) than those who
were more educated.  In Western women, levels of education
had no effect on pain.  Conversely, a study of 155 Canadian
primiparas showed that higher education was related to lower
ratings of pain during the active phase (r = -.28,  p < .05)
and the transition phase (r = -.23, p < .05).14  This may be
because the more highly educated women cope with pain bet-
ter than less educated women.

Parity. There are some differences in labor pain be-
tween primiparas and multiparas.  Multiparas experienced less
pain than primiparas in the latent phase15-19 and in the active
phase,7, 15, 17, 18, 20, 21 and in the transition phase.15, 16  The
reason that pain in the latent phase of the primiparas is higher
than that of multiparas is that there is a little progress of
cervical dilation before effacement is well advanced whereas
in the multiparas, both may occurred simultaneously.22
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Painful menstruation.  A history of painful menstrua-
tion relates to labor pain.  It is believed that painful menstrua-
tion is related to the release of the prostaglandin,17 causing
uterine contractions and pain.  Three studies have been done
to test the association between painful menstruation and labor
pain.  Mel-zack23 showed that menstruational difficulty in
multiparas was a predictor of labor pain (F = 5.92, R2 = .14,
p = .02).  A study of 40 primiparas and 65 multiparas by
Lowe17 showed significant correlations between menstrual pain
and sensory labor pain in three phases of the first stage (r =
.31, p < .001, r = .25, p < .05, and r = .26, p < .05, respec-
tively) and also significant correlation between menstrual pain
and affective pain (r = .21, r = .24, and r = .24, p < .05,
respectively).  Another study of 178 women found that multi-
paras with a history of greater menstrual pain had more sen-
sory pain in the latent phase and primiparas in the transition
phase.20

Rupture of membranes. Only one study tested the
effect of artificial rupture of membranes on pain. A study in
1,132 English women showed that artificial rupture of mem-
branes shortened term labor in primiparas for an hour but did
not have an effect on labor pain or analgesic intake.24 Other
investigators studied 2,564 parturients and found that spon-
taneous membrane rupture was related to more rapid cervical
dilation25, which has been shown to increase pain.26, 27

Weight/height ratio.  Melzack and his colleague28

reported weight/height ratio of women was significantly asso-
ciated with labor pain (p < .05). This may be because a higher
weight/height ratio may reflect a smaller pelvic structure, which
may lead to more pain due to greater resistance of the passen-
ger through the birth canal. In another study the weight/height
ratio of a woman did not have a significant effect on labor
pain, but greater weight/height ratio was associated with a
longer duration of the active phase (r = .20, p < .05).14  Two
studies showed that weight has no significant effect on labor
pain even if women are extremely heavy.28, 29

Fetal factors.  Fetal weight, position, and lie may
influence labor pain. Greater fetal weight has been related to
greater labor pain,28 which may be due to fetal pressure in the
late first stage and the second stage of labor.30  During the first

stage, the fetus begins its descent in the latent phase although
some begin in the early part of the active phase. Progressive
descent occurs in the later part of the active phase.31 It is
believed that occiput posterior position of the fetus is the major
cause of intense back pain during labor.32  Wuitchik14  showed
that women whose fetuses were in the occiput posterior posi-
tion had a tendency toward greater pain in the latent phase.  In
another study, no relationship was found between fetal size
and pain.33 However, logically, larger fetuses may have more
difficulty passing through the birth canal and multiple fetuses
may overdistend the uterus, so the contraction would be more
painful.

Maternal position.  Maternal position may also be
related to labor pain, but studies have produced inconsistent
results due to the difference in time of measuring pain.34, 35

Mixed findings were obtained regarding the amount of pain in
relation to position.  Two studies found that sitting or standing
positions resulted in significantly less continuous back pain
and less pain in the abdomen and back during contraction than
the side-lying positions in the active phase.34, 36 In the second
stage of labor as well, a study of 517 women found that the
vertical position led to lower pain than the horizontal posi-
tion.37 However, one out of the seven studies found that the
horizontal position led to lower pain than the vertical position
in the first stage of labor35 and another of 294 women showed
less pain in the second stage of labor in the semirecumbent
position compared to the supine position.38

Further, it was found that the side-lying position
was preferred over the vertical position in the first stage of
labor.35, 39  In one of these studies,39 women preferred the
sitting position until cervical dilation reached 6 cm, but after
6 cm of dilation the side-lying position was preferred.  Theore-
tically, it is believed that the side-lying position in the first
stage of labor leads to stronger contractions but decreased
frequency of contraction.26

Psychological status. Anxiety and fear influence the
experience of pain of women. Anxiety is an emotional factor
that tends to magnify the perception of nociceptive stimuli at
the cortical level.30  High anxiety increases catecholamine levels,
which may magnify pain by decreasing pelvic blood flow and
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increasing muscle tension.30 A study of primiparas showed
that increased anxiety as measured with the State Trait Anxie-
ty Inventory during the 32 weeks of gestation is a predictor of
increased sensory labor pain on a VAS  (R2 = .10, p <  .01,
n = 64) and the McGill Pain Questionnaire (MPQ) (R2 =
.05, p < .01, n = 68); and affective pain on the MPQ (R2 =
.05, p < .05, n = 69). In addition, anxiety at 32 weeks
during labor pain is a predictor of (1) increased sensory labor
pain (R2 = .10, p < .01, n = 64), (2) increased evaluative
pain by the MPQ (R2 = .07, p < .05, n = 70), and (3)
increased MPQ total score (R2 = .09, p < .01, n = 68),40

while another study found that reported degrees of depression
during labor predicted affective pain.41

Fear of labor pain occurs in most women. Lowe17 found
that fear of pain correlated significantly with: (a) sensory
labor pain in the latent phase, r = .26, p < .05, the active
phase, r = .35, p < .001, and the transition phase, r = .21,
p < .05;  (b) affective labor pain in the latent phase, r = .24,
p < .05, the active phase, r = .41, p < .001, the transition
phase, r = .30, p < .001, and in the second stage, r = .26,
p < .05.  Also fear during the early active phase (cervical dila-
tion 3-5 cm) was related to the amount of pain relief received
during labor, r = .44, p < .01.  Alehagen42 found that  primi-
paras reported higher levels of fear than multiparas, t (73) =
3.91, p < .01. Also a cold pressure stimulating pain was
examined in 20 women who feared labor pain and 20 who
did not.  The results showed that those in the fear group expe-
rienced higher pain than those in the other group (p < .001).43

Expectations of labor. Expectation of labor may influ-
ence women’s experience of pain.  A study of 52 primiparas
showed that high self-efficacy expectancies (ability to control
pain without medication) and outcome expectancies (ability
to control pain) correlated with less pain medication (r =
-.47,  p < .001  and  r = -.39,  p < .01,  respectively).44

Conversely, another study of 29 women during labor showed
that there was no correlation between expectation of labor and
either labor pain or pain coping.21 They did not explain what
instrument was used to measure expectation of labor.

Dannenbring and colleague41 found that primiparas who
had the outcome expectancy that childbirth education would

help them to be medication-free during childbirth had sig-
nificantly higher affective pain than those who did not.  They
concluded that women who reported high affective pain had
longer labor and were depressed after childbirth education;
longer labor and depression together with expectation of a
medication-free labor, influenced women to experience more
pain. Another study of 99 Australian primiparas showed that
women's expectation of labor pain did not differ from their
experience of pain in the active phase; they experienced
significantly less pain than they expected in the latent phase
(t = 6.77, p < .001) but they experienced significantly more
pain than they expected in the transition phase (t = 8.37, p <
.001).45

Childbirth preparation.  Some studies have shown that
childbirth preparation decreased labor pain.  Childbirth prepa-
ration influences women to have accurate expectations about
uterine contractions, which improves emotional responses, and
increases coping methods such as using controlled breath-
ing during labor.46  A comparison study of 29 women who
had attended Lamaze class and 19 women who had not, showed
that the Lamaze group experienced significantly less pain during
the active labor than the control group, F(1, 22) = 14.61,
p < .001; they also found that women in a Lamaze group
reported significantly less fear, F(1, 22) = 7.44, p < .01, less
tiredness, F(1, 22) = 21.76, p < .001, and more energy,
F(1, 22) = 5.06, p < .0346.  Primiparas who received child-
birth preparation reported significantly less sensory and affec-
tive pain than did unprepared women;23 however, they still
experienced severe pain. Average pain reduction was about
30% compared with those who did not have childbirth train-
ing.23, 28  However, this study did not give the details of the
statistical test.

Nursing support.  Nursing support may have an effect
on the pain of women.  Most studies did not directly measure
the effect of nursing support on labor pain.47-49  A study of
200 Finnish women showed that the main source of emo-
tional support for women during labor came from the nurses,
X2(1, N = 139) = 4.25, p < .05.48  Another study showed
that 43 (68%) of Taiwanese women received emotional sup-
port and 36 (72%) received comfort help including pain
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coping, from the nurses.50  A descriptive study of 13 postpar-
tum women showed that explanations and response of the nurses
to the needs of women during labor influence a more positive
labor experience.49 Another study in 413 primiparas showed
that one-to-one nurse support decreased oxytocin intake by
17% (relative risk experimental vs. control = .83; 95% CI =
.67, 1.04); however this had no significant impact on the
amount of epidural analgesia received.47  Klein51 stated that
nurses who spent more time with laboring women were rated
as more helpful than nurses who spent less time. This may
have an effect on the emotional status and pain of women.

Family support.  Family support has an influence on a
woman's experience of pain.  According to a study of 109
primiparas in Botswana, receiving a female relative's support
(53%) resulted in significantly less analgesic intake than not
having such support (73%), and significantly fewer oxy-
tocin inductions, fewer amniotomies, and fewer vacuum
extractions (p < .05).52 A study of 25 women with premature
labor (support group n = 14; control group n = 11) showed
that women who received support from their mothers who were
teachers of Lamaze classes (n = 6, 43%) received signifi-
cantly fewer injections of pethidine than women in a control
group (n = 9, 82%).53 They did not report the statistics used
to analyze the data. Conversely, a study by Yim54 showed that
the Chinese women who had husband support used pethedine
more than those who did not, t (61) = 2.37, p < .05.

In a study of 40 primiparas, women reported that the
husband's support during labor was significantly more helpful
than the nurse's support (p <.05).51 This may be because the
husband performed significantly more touching and staying at
the bedside than the nurse. Likewise, a study by Niven55 showed
that a group of 60 Scottish women with husband support had
significantly lower affective pain on the MPQ than 38 women
with no husband support, t (96) = 1.6, p < .05. Similarly,
another study showed that a laboring women who had hus-
band as a coach during labor reported significantly less pain
when cervical dilation was 5-8 cm (p < .05) and lower receipt
of analgesic than those who did not (p < .01).56  A retrospec-
tive study of 80 primiparas during postpartum days 1-4 showed
that during labor women who received pain control methods,

such as abdominal and back massage from their husbands
received significantly fewer epidural blocks than the women
who received less support from their husbands, X2(1, N =
80) = 18.01, p < .001.57

Cultural factors.  Culture usually influences the beliefs
and attitudes of a person.  Culture has an effect on the expe-
rience of pain.58  It influences the meaning that is ascribed to
pain that then affects the person's experience of the pain.59

People from Western cultures have become less tolerant of
pain because of the overuse of analgesic drugs.60  The diffe-
rences of ethnocultural background have an effect on labor
pain.  A comparative study of 57 Korean-Americans and 67
Euro-Americans in labor showed that the two groups differed
significantly in both the number of words used to describe
affective pain on the MPQ: Korean mean = 2.54, SD = 1.15,
American mean = 2.96, SD = 1.05, t (122) = 2.08, p <
.05, and sensory pain on a VAS; Korean mean = 8.49, SD =
1.24, American mean = 7.97, SD = 1.24, t (122) = 2.07,
p < .05.61 These data showed that Korean-Americans had
lower affective pain but higher sensory pain than Euro-Ameri-
cans. Weisenberg13 reported Middle-Eastern women experi-
enced greater labor pain on both a VAS and pain behavior
ratings than the Middle-Eastern women who were born in
Western countries.

A variety of different beliefs and attitudes can influ-
ence the expression of pain.59 Religious beliefs may cause
people to think of pain as punishment, which can increase
fear.59  In Oriental societies, relieving childbirth pain is not
encouraged; therefore women have a tendency to have more
self control for pain.62  Generally, Thai people believe that the
ability to keep silent or not to cry because of pain is a sign of
maturity; women who cry and cannot control themselves are
usually considered immature.63 This has an effect on women's
expression of pain, especially older Thai women who use non
verbal pain communication more than younger women.12

Additional potential factors.  Biological rhythm, moni-
toring, and risk factors may have an effect on labor pain, but
there were some limitations of the studies in this area. Diurnal
rhythm might have an effect on pain.  Harkness64 showed that
there was no significant difference in pain during the first stage
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of labor between day and night, but a significant difference in
the second stage between day and night.64 However, the small
sample size limits the validity and generalization of these
results.

The use of any type of monitor may have an effect on
pain because of the consequent position and limitation of move-
ment, but there is little research about the effects of using
monitors on labor pain.  Simkin65 found that the restrictions of
movement in bed caused 27% of 89 women to experience the
most stress and 40% to experience moderate stress.  It is
believed that stress is related to the experience of pain in women;
thus these women may have experienced more pain.

Risk factors of pregnancy and complications during
pregnancy may have an effect on the experience of labor pain,
but only one study was found.    The researchers studied
perinatal factors that correlated with pain and distress during
labor in the third trimester of 115 primiparas and during their
labor. The results showed that obstetric risk factors correlated
with labor pain only in the latent phase (r = .21, p < .05).33

However, they did not define clearly the obstetric risk factors.

Conclusion
Labor pain is a phenomenon that is related to many

factors, especially age, parity and receiving support.  Fur-
thermore the factors involved with the psychological status of
the women, either before labor or during labor, can also
influence women to experience labor pain.
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