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Labour is still painful
after prepared childbirth
training

RONALD MELZACK, PH D
PAUL TAENZER, B SC
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ROBERT A. KINCH, MD

Labour pain was measured with the McGill Pain Questionnaire
in 87 primiparas and 54 multiparas. The average intensity of
labour pain ranked among the most intense pains recorded
with the questionnaire. However, the pain scores had a wide
range and were influenced by several medical and social
variables. They were significantly higher for the primiparas
than for the multiparas. Moreover, high pain levels were
associated with a history of menstrual difficulties and lower
socioeconomic status. The primiparas who had received
prepared childbirth training had lower pain scores than those
who had received no such training. Nevertheless, the effects
of prepared childbirth training were relatively small, and
most patients (81 %) who received it requested epidural
anesthesia. Because many women who received training
suffered severe pain during labour, prepared childbirth
training and epidural anesthesia should be regarded as
compatible, complementary procedures.

Les douleurs de l'accouchement ont ete mesurees a l'aide
du questionnaire McGill sur la douleur chez 87 primipares
et 54 multipares. L'intensite moyenne des douleurs de
l'accouchement s'est placee parmi les douleurs les plus
intenses qui ont ete enregistrees avec ce questionnaire.
Toutefois, les cotes de la douleur etaient tres etalees et elles
montraient l'influence de plusieurs variables medicales et
sociales. Elles ont ete significativement plus elevees pour
les primipares que pour les multipares. De plus, les cotes
elevees etaient reliees a des antecedents de problemes
menstruels et a un statut socioeconomique moins elev6. Les
primipares qui avaient recu des cours prenatals ont presente
des cotes de la douleur moins elevees que celles qui
n'avaient pas eu de tels cours. Neanmoins, 1'effet des cours
prenatals a ete relativement modeste, et la plupart des
patientes (81 %) qui les avaient recus ont necessite une anes-
thesie epidurale. Parce que plusieurs femmes qui ont recu
ces cours ont endure une douleur intense durant l'accouche-
ment, les cours prenatals et l'anesthesie epidurale devraient
etre consideres comme des mesures compatibles et comple-
mentaires.

Pain is a complex perceptual experience that is pro-
foundly influenced by psychologic variables, such as
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fear, attention and suggestion, as well as by injurious
or potentially harmful stimulation.1'2 It is not surpris-
ing, therefore, that clinical pain is often substantially
reduced by psychologic procedures that decrease an-
xiety and tension.3
Women in labour are subject to intense fears and

anxieties related to their ability to bear the pain, to
the possibility of medical complications and to the
baby's health.45 Methods such as prepared childbirth
training4'6'7 that are designed to reduce fear, anxiety
and tension should, theoretically, also decrease pain.
Yet the effects of such training are still controversial.
While several studies have shown that the relaxation,
distraction and other components of this training dim-
inish pain,8'10 others have found that it has no demon-
strable effect on the pain itself but simply decreases
the emotional reaction to the pain."1..3
A major cause of this controversy has been the lack

of adequate methods to measure pain. Some studies
used simple pain-intensity scales,9" while others used
complex indices based on interviews.5'2 Several other
studies investigated the effects of prepared childbirth
training on experimentally induced pain because of
the lack of reliable methods to study clinical pain.8"0
However, the McGill Pain Questionnaire provides a
different approach to the measurement of the intensity
and qualities of pain.214
The McGill Pain Questionnaire2'14 consists of 20 sets

of words describing the sensory, affective and evalu-
ative dimensions of the experience of pain. Recent
studies have shown that the questionnaire is reliable,'4
is sensitive to the effects of different therapies on
chronic pain15-'7 and discriminates between different
pain syndromes, including labour pain.18"9 Further-
more, the validity of the sensory and affective classes
of words in the questionnaire0222 as well as that of the
evaluative class have been confirmed.23 For this study
we used the questionnaire to examine the subjective
qualities of labour pain and to determine the effects
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of prepared childbirth training and other variables on
the intensity and qualities of the pain.

Patients and methods

The patients were 141 women ranging in age from
14 to 38 (mean 26.2) years in the obstetric unit of
the Montreal General Hospital.
An experimenter interviewed successive patients as

each met the criteria of cervical dilation of at least
2 to 3 cm and contractions at intervals of 5 minutes
or less. After the patient consented to take part in
the study she was asked to answer the McGill Pain
Questionnaire to obtain a measure of her pain. Only
5% of the patients refused to take part in the study;
therefore, the remainder constituted a representative
sample of women in labour. The questionnaire was
completed once for each patient, so that information
about pain related to the progress of labour was ob-
tained at random as women entered the study at dif-
ferent stages of labour.
One day after delivery 110 of the patients were

asked the questions in the unit's postpartum informa-
tion form (Table I) regarding variables considered to
be possible determinants of labour pain. Some patients
were reluctant to answer questions about religion,
socioeconomic status or other personal information
and were not pressed to do so. As the study pro-
gressed, more questions were added; therefore, the
samples for some variables were smaller than those
for others. A second group of 31 patients took part in
a study of the effects on pain of an epidural block;
the McGill Pain Questionnaire was completed before
and 30 and 60 minutes after administration of the epi-
dural anesthetic. These patients were asked only se-
lected questions from the postpartum information form
after consent was obtained.

The McGill Pain Questionnaire

The McGill Pain Questionnaire (Fig. 1) was com-
pleted between and not during contractions. The pa-
tients were instructed as follows: "This is a question-
naire that allows us to get a measure of the amount
of pain you are feeling during contractions. The ques-
tionnaire consists of 20 lists of words that describe
feelings and sensations. I will read each list, or cate-
gory, to you. If any of these words describe what you
feel, please tell me and I will make a mark at the
side of the appropriate word. Choose only one word
in each category, the one that best expresses your
feeling or sensation. If the words in any category do
not describe what you feel, we will leave the category
blank."
Two major indices can be obtained from the ques-

tionnaire:"4 First is a pain rating index (PRI), which
is the sum of the rank values of the words chosen,
based on the positions of the words in each category
or "subclass"; the PRI can be computed separately for
the sensory (subclasses I to 10), affective (subclasses
I I to 15), evaluative (subclass 16) and miscellaneous
(subclasses 17 to 20) words, as well as provide a total
score (subclasses 1 to 20). Second is an index of pres-
ent pain intensity (PPI), a measure of the overall pain

intensity on a scale of 0 to 5: 0 represents no pain
and I represents mild, 2 discomforting, 3 distressing,
4 horrible and 5 excruciating pain.

Statistical procedures
An analysis of each variable was carried out with

the use of t-tests. To determine which of the variables
assessed with the postpartum information form were
predictors of the pain experienced during labour, Pear-
son correlation matrices were calculated for each meas-
ure from the McGill Pain Questionnaire. Those for
which significant correlations were obtained were then
analysed by step-wise multiple regression24 to deter-
mine the statistically reliable predictors. The multiple
regressions were done with pair-wise deletion of miss-
ing values because of the small number of patients
responding to some items in the postpartum informa-
tion form.

Results

A total of 141 women (87 primiparas and 54 multi-
paras) were tested. Of the 110 women who were
asked all the questions in the postpartum information
form, 61 had completed secondary school and 49 had
completed college; 102 were white, 3 were black, 1
was Asian and 4 did not answer the question; and
41 were Catholic, 35 Protestant and 11 Jewish, and
23 were "other" or did not answer the question.
Socioeconomic status was self-rated as follows by the
62 patients who answered the questions: lower class,
3; lower middle class, 8; middle middle class, 40; up-
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Table I-Questions on the postpartum information form of the Mont-
real General Hospital's obstetric unit

General information
Patient's age?
Occupation?
Education level?
Place of birth?
Country of parents' origin?
Ethnic origin?
Religion?
Are you a religious person?
Socioeconomic level (patient's evaluation)?
Menstrual difficulties?
Any serious illnesses or operations?

Previous delivery/deliveries
Number of earlier pregnancies and births?
Any complications of labour or pregnancy?
Any earlier anesthetic procedures?

Present birth
Was the pregnancy planned?
How did your husband feel about the pregnancy?
Did you have any complications during pregnancy?
What fears did you have about labour and delivery?
What symptoms did you have during pregnancy, and wer they

early or late?
Do you plan to breast- or bottle-feed?

Preparation
Did you attend any classes?
If so, what kind?
Did you practise the exercises prescribed?
Do you feel the classes helped prepare you?

Location of husband during labour
Present in the case room?
Outside the case room but in the hospital?
At home?
Elsewhere?



McGILL PAIN QUESTIONNAIRE
Patient's Name
Date _ Time

1 FLICKERING _
QUIVERING
PULSING
THROBBING
BEATING
POUNDING

2 JUMPING
FLASHING
SHOOTING

3 PRICKING
BORING
DRILLING
STABBING
LANCINATING

4 SHARP
CUTTING
LACERATING

5 PINCHING
PRESSING
GNAWING
CRAMPING
CRUSHING

6 TUGGING _
PULLING
WRENCHING

7 HOT
BURNING _
SCALDING
SEARING

8 TINGLING _
ITCHY
SMARTING _
STINGING

9 DULL
SORE
HURTING _
ACHING
HEAVY

10 TENDER
TAUT
RASPING
SPLITTING

11 TIRING
EXHAUSTING

12 SICKENING
SUFFOCATING

13 FEARFUL
FRIGHTFUL
TERRIFYING

14 PUNISHING
GRUELLING
CRUEL
VICIOUS
KILLING

15 WRETCHED
BTINDING---4

16 ANNOYING
TROUBLESOME
MISERABLE
INTENSE
UNBEARABLE

17 SPREADING
RADIATING
PENETRATING
PIERCING

18 TIGHT
NUMB
DRAWING
SQUEEZING
TEARING

19 COOL
COLD
FREEZING

20 NAGGING
NAUSEATING
AGONIZING
DREADFUL
TORTURING

PPI
0 No pain
1 MILD
2 DISCOMFC
3 DISTRES'
4 HORRIBLI
5 EXCRUCI)

DRTING_
SING
E
NTING

FIG. 1-McGill Pain Questionnaire. Classes of words:
sensory, 1 to 10; affective, 11 to 15; evaluative, 16; and
miscellaneous, 17 to 20. Rank value for each word is
based on position in word set. Sum of rank values is pain
rating index (PRI). Index of present pain intensity (PPI)
is based on scale of 0 to 5.

per middle class, 11. Of the 141 women 61 primiparas
and 30 multiparas had received prepared childbirth
training in specialized training units in hospitals or
private clinics. The other 50 women had received no
training, although some had read books on childbirth.
Some women were reluctant to use the words asso-

ciated with the numbers on the PPI scale. Women who
said that their pain was at level 4 or 5 sometimes
refused to use the accompanying words "horrible" or
"excruciating" because the positive experience of giv-
ing birth prevented them from using words with such
negative connotations. Consequently, the PPI-number
and PPI-word scores were recorded separately and
not used for routine analyses of the data.

Relative intensity of labour pain
The mean total PRI scores for primiparas and multi-

paras are shown in Fig. 2A. It is evident that labour
was significantly more painful for the first birth than
for later births (t = 2.1, P = 0.03). Statistically signif-
icant differences (P < 0.05) were also found between
the primiparas and multiparas for each of the four
classes of words describing their pain.

Since the total PRI score provides an index of over-
all pain intensity, we can compare labour pain with
other pain; Fig. 2A shows the mean total PRI scores
for several pain syndromes obtained in an earlier
study at an outpatient pain clinic in a general hospital.'4
Since the mean PRI scores for labour pain are higher
than those for clinical pain syndromes we can conclude
that labour pain ranks among the most intense pains
recorded with the McGill Pain Questionnaire.

While the average intensity of labour pain is ex-
tremely high, there is a wide range in pain scores. Fig.
2B shows the percentages of women whose pain scores
fell into each of six intervals within the range of PRI
scores recorded in this study (2 to 62). These data are
consistent with those for the PPI index in that 25%
of the primiparas and 9% of the multiparas reported
their pain as horrible or excruciating, and 23% of
the primiparas and 11% of the multiparas had pain
scores in the top third of the range (42 to 62); in
contrast, 24% of the multiparas and 9% of the primi-
paras had PRI scores in the lower third of the range
(2 to 21).

Qiialitie.s of labour pain
The words chosen by 33% or more of the women

to describe their pain are listed in Table II. The list is
strikingly similar to that obtained in an earlier study,1"
indicating the consistency with which these words are
chosen. Interestingly, in both studies more than 80%
of the women chose a word from the affective subclass
(i.e., tiring or exhausting).

Some determinants and predictors of labour pain
Table III shows the variables of the postpartum in-

formation form that correlated significantly with meas-
ures from the McGill Pain Questionnaire. Among the
primiparas, prepared childbirth training and practice
were associated with lower pain scores for the sensory,
affective, miscellaneous and total PRI measures. Com-
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A

LABOUR PAIN CLINICAL PAIN
-r SYNDROMES

±
I.
I

, BACK PAIN
--- CANCER
--- PHANTOM LIMB
--- POSTHERPETIC

NEURALGIA
--- TOOTHACHE

ARTHRITIS

I

B

INTERVALS WITHIN THE PRI RANGE

FIG. 2-A: Mean total PRI scores during labour for
primiparous and multiparous women and, for comparison,

those for several pain syndromes observed in outpatient
pain clinic.'4 B: Percentages of PRI scores for primiparas
(solid line) and multiparas (broken line) in six intervals of
total PRI range recorded in this study.

Table IlIl-Correlation between postpartum information and scores
in subclasses of the pain rating index (PRI) obtained diring labour
for the 141 women

Subclass
and variable

Primiparas
Sensory
Prepared childbirth practice
Complications

(this pregnancy)
Prepared childbirth training

Affective
Complications

(this pregnancy)
Intend to breast-feed
Prepared childbirth training
Menstrual difficulties
Religious

Evaluative
Cervical dilation

Miscellaneous
Socioeconomic status
Age
Prepared childbirth practice

Total
Prepared childbirth practice
Socioeconomic status
Complications

(this pregnancy)
Age
Prepared childbirth training

Multiparas
Sensory
Socieconomic status
Felt prepared by

childbirth training
Affective

Contraction frequency
Evaluative

Felt prepared by
childbirth training

Miscellaneous
Complications

(previous pregnancy)
Menstrual difficulties

Total
Socioeconomic status
Felt prepared by

childbirth training
Menstrual difficulties

Pearson
correlation
coefficient P value

-0.30

-0.20
-0.19

-0.21
-0.20
-0.18
+0.28
+0.22

-0.18

-0.45
-0.31
-0.24

-0.32
-0.29

-0.23
-0.22
-0.19

-0.42

-0.37

-0.37

-0.32

-0.27
+0.38

-0.42

-0.34
+0.29

0.008

0.05
0.04

0.04
0.05
0.04
0.009
0.03

0.052

0.002
0.002
0.03

0.005
0.04

0.02
0.02
0.04

0.02

0.02

0.04

0.03

0.05
0.009

0.02

0.03
0.04

360 CMA JOURNAL/AUGUST 15. 1981/VOL. 125

40*

30

ui
Ci

0 20O

10o

L/)
u

0

u
a-
i-

z
u

wa-

t
L
9

t
t

i
i

L



plications during pregnancy were also correlated with
lower pain scores, and age and socioeconomic status
were negatively correlated with pain scores. In con-

trast, a history of menstrual difficulties was associated
with higher pain scores and, surprisingly, women who
described themselves as religious had higher scores in
the affective subclass. With some exceptions a similar
l)attern of correlations was found among the multi-
paras. Increasing cervical dilation in the primiparas
and increasing frequency of contractions in the multi-
paras were associated with lower pain scores. How-
ever, these results need to be treated cautiously since
the scores were obtained from small samples of women
at differenit stages of labour. More reliable results will
be obtained from a study now under way in which the

Table IV-Results of multiple regression analysis to determine
statistically reliable predictors of pain for primiparas and multiparas

Subclass
and variable

Primiparas
Sensory

Prepared childbirth
practice

Affective
Menstrual difficulties
Prepared childbirth

traini ng
Evaluative
No significant variables

Miscellaneous
Socioeconomic status

Total
Prepared childbirth

practice
Multiparas
Sensory
Socioeconomic status

Affective
No significant variables

Evaluative
No significant variables

Miscellaneous
Menstrual difficulties

Total
Socioeconomic status
Menstrual difficulties

% of variance
F P value explained

6.01 0.02

5.1 0.008

8.73 0.006

3.85 0.058

4.35 0.05

5.52 0.01

5.92 0.02

8

13

20

10

1i/

14

36

McGill Pain Questionnaire is administered hourly
as labour progresses.
The results of the multiple regression analysis to

determine statistically reliable predictors of labour pain
are shown in Table IV. Prepared childbirth training
and practice, menstrual difficulties and socioeconomic
status were the main predictors for the primiparas, and
socioeconomic status and menstrual difficulties were

the main predictors for the multiparas. However, al-
though these predictors are statistically significant, they
accounted for only a fraction of the variance of each
pain measure. For the primiparas, prepared childbirth
practice, for example, was a statistically significant pre-
dictor, but it accounted for only 8% of the variance
for the PRI sensory scores and 10% for the total PRI
scores; in fact, it was only marginally significant as a

predictor of the total PRI scores. Prepared childbirth
training and menstrual difficulties together accounted
for only 13% of the variance of the PRI affective
scores. The most substantial predictors for the multi-
paras socioeconomic status and menstrual difficul-
ties acounted for 36% of the total PRI variance.

Prepared childbirth training

Table V shows the mean PR1 scores of primiparas
who received prepared childbirth training and those
who did not. The results of training by individual in-
structors are also shown. In all cases the training con-

sisted of a series of classes that included instruction
in obstetric physiology, breathing exercises and relaxa-
tion techniques. Clearly there was considerable vari-
ability in the scores obtained during labour among dif-
ferent instructors' groups. Discussions with some of
the women on the day after labour suggested that this
was partly due to differences in the instructors' en-

thusiasm about prepared childbirth training and partly
to a selection factor: some instructors specifically
chose women who were in top physical condition,
enthusiastic about training and "good bets" to succeed.
Because of this bias, statistical analysis was carried
out on the data for the trained group as a whole.

Primiparas who elected to have prepared' childbirth
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Table V-Effects of prepared childbirth training on pain in primiparas

Mean PRI scores
Women given an

Variable Total Sensory Affective Evaluative Miscellaneous epidural (%)

Women with
no training, n = 26 37.2 22.6 4.0 3.3 6.3 82

Women with
prepared childbirth
training, n = 61 32.9 20.3 3.3 3.3 6.3 81

P values* 0.05 0.05 0.05 NS NS NS
Instructor no.
1,n = 6 26.1 16.1 3.2 2.7 4.2 83
2, n = 3 27.3 18.6 1.3 2.0 5.3 100
3, n = 15 31.7 20.0 2.6 3.3 5.8 79
4, n = 12 32.3 18.4 3.2 3.5 5.5 89
5, n = 5 33.6 20.2 2.8 3.8 4.8 100
6, n = 20 37.0 23.0 3.5 3.3 6.4 79

*For significance of difference from means for women with no training; based on one-tailed 1-tests;
NS = not significant.



training had significantly lower pain scores than those
who received no training (Table V). Not only the total
mean PRI score but also the sensory and affective
scores were significantly lower. However, the average
scores of the women who received training were still
very high. For example, the training by instructor 1
was clearly the most effective, yet the mean total PRI
score for the six patients in her group was about the
same as those for outpatients with chronic back pain
and cancer (Fig. 2A). Most important is the fact that
although instructor I strongly encouraged her patients
to forego an epidural block five of the six women
specifically requested one late in labour.

There were no statistically significant differences
between the trained and untrained multiparas for any
of the PRI measures.

Socioeconomic status, age and educational level
Among the primiparas the trained and untrained

groups did not differ in socioeconomic status, age or
education level (P - 0.40, 0.15 and 0.13 respectively).
The trained and untrained multiparas did not differ
in socioeconomic status or age (P = 0.10 and 0.09
respectively), but the trained multiparas had a higher
average level of education (P = 0.002).

Epidural block

The effectiveness of an epidural block was measured
in 31 women with the McGill Pain Questionnaire,
completed before and after administration of the anes-
thetic. The block was judged to be ineffective by only
three (10%) of the patients. Iin those in whom the
block was effective (eliminating the sharp, shooting
qualities of the pain) the mean total PRI score was
27.9 before the block and 8.0 and 7.6 respectively
30 and 60 minutes after administration of the anes-
thetic. Only three words were used by 33% or more
of the patients after administration of the anesthetic:
nurnb (50%), pressing (34%) and tingling (34%). In
the women in whom the block was ineffective the mean
score before administration of the anesthetic was 32.6;
the score dropped to 12 after 30 minutes but then rose
to 35 half an hour later despite continued administra-
tion of the agent.

Discussion

According to the results of our study labour pain
ranks among the severest forms of pain recorded with
the McGill Pain Questionnaire. However, the intensity
of the pain ranges from mild to excruciating. Analyses
of the data revealed the relative contributions of several
factors to the individual variability of the pain.

In our study the multiparas reported significantly
less pain than the primiparas. This may be due to
physical changes in the mother's pelvis resulting from
the first birth, although there is no evidence for such
changes, and to the fact that multiparas generally have
shorter labour.9 Another reason may be the decreased
fear and anxiety in multiparas because they have given
birth before and know what to expect. This is sup-
ported by the observation in our study that the mult-i-
paras who "felt prepared by childbirth training" had
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significantly lower levels of pain.
The positive correlations between several PRI meas-

ures of labour pain and menstrual difficulties are par-
ticularly interesting. There is strong evidence that
women who have dysmenorrhea produce excessive
amounts of prostaglandins, which trigger uterine con-
tractions.25 Drugs that inhibit prostaglandin synthesis
also diminish menstrual pain. Because of the positive
correlation between menstrual and labour pain, it is
conceivable that women who suffer severe labour pain
may also produce excess prostaglandins during labour.

In our study complications during pregnancy were
associated with lower pain scores during labour. This
relationship is difficult to understand, but it is possible
that women with complications expected difficult and
painful labour and, when labour progressed normally,
were relieved and perceived less pain.

Prepared childbirth training, including practising the
procedures and feeling prepared by them, was con-
sistently associated with lower levels of pain. How-
ever, the training did not produce dramatic reductions
in pain, even though the women elected to have the
training and therefore represented a self-selected sam-
ple with positive attitudes. The most effective training
in our study - by an instructor who uses the orthodox
Lamaze technique - was associated with an average-
pain reduction of about 30%, but most of the patients
in her group still found the pain so intense that they
r-equested an epidural block despite the instructor's
bias against it. These results show that the title of
Lamaze's book, "Painless Childbirth",' is misleading.
Although the pain is diminished, the reduction is not
nearly as large as the title suggests.
Our observations should be interpreted in a posi-

tive sense, however. The fact that the current training
procedures have statistically significant effects on pain
is encouraging and indicates that psychologic prepara-
tion is valuable. That the pain reduction is relatively
small indicates a need for further development of these
obviously useful procedures.
Our results emphasize the need for a balanced view

of the roles of prepared childbirth training and epi-
dural block in labour. The desirability of delivery with-
out an epidural block is self-evident. Epidural anesthe-
sia is associated with a higher rate of forceps delivery6'26
and is occasionally complicated by inadvertent entry
into the subarachnoid space and consequent severe
headache.26 Moreover, although the claim that epidural
anesthesia may affect the later development of the in-
fant is now in dispute,27 the possibility cannot be ruled
out. Furthermore, if the epidural block is ineffective
(as in 10% of the women given one in our study)
the woman is generally disappointed, angry and fearful.
The value of prepared childbirth training is clear:
women who have had training are less likely to receive
narcotics and epidural anesthetics during labour and
to have complications during delivery than women who
have not had such training.28'29

However, despite the desirability of delivery without
an epidural block, other facts must be kept in mind.
Our results show that many women have intense pain
and request an epidural block even when the training



instructor has advised against it. If this happens the
woman may feel that she has failed herself, her hus-
band and her instructor. Furthermore, if the woman
is not psychologically prepared for the possibility of
needing an epidural block she may be emotionally dis-
turbed by the sudden prospect of this procedure. Ob-
viously anesthetics may not be necessary for women
who have low levels of pain (9% of the primiparas
and 24% of the multiparas in our study), but most
have high levels. There are many causes of pain during
childbirth, such as intense muscle contraction and
stretching and tearing of cervical, vaginal and other
tissues.26 Astbury3 recently reported a major reason
why women should be prepared for the possibility of
intense pain during childbirth: those whose expecta-
tions of labour are violated by the actual labour ex-
perience report more severe pain.

The decision to administer and receive an epidural
block must be based on full awareness of all these
considerations. Because so many women have severe
pain and request an epidural block it seems reasonable
that information on anesthetic procedures should be
included in prepared childbirth training. Fortunately
the training philosophy does not preclude epidural or
pudendal blocks26 and therefore could be used to pre-
pare the mother for anesthetic procedures, which are
often a source of fear and anxiety (as are many med-
ical procedures). The purpose of the dialogue* between
mother, instructor and physician is to provide the most
comfortable and safest labour for both mother and
infant. Prepared childbirth training and obstetric anes-
thesia are compatible, complementary procedures
aimed at assisting women in childbirth to suffer less
fear, anxiety and pain.
Our results show that labour pain is caused by

many interacting factors. Earlier studies"'12'3' have re-
vealed that socioeconomic status, age and education
level are negatively correlated with complications in
pregnancy and labour. Moreover, all these factors are
interrelated and are negatively correlated with pain
scores.' ""..' However, it is important to note that the
factors observed in our study account for only a small
part of the total variance related to pain. It is obvious
that other factors - for example, weight and position
of the baby in utero and physical characteristics of the
mother - play a more important role in labour pain.
A study is now under way to examine these factors.

We are grateful to Lucy Melzack, Elizabeth Carswell, Dr.
Peter Gillett and the caseroom nurses at the Montreal
General Hospital for their valuable assistance.
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Natural Sciences and Engineering Research Council of
Canada.
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