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Abstract
Background: Labour pain represents one of the most severe acute pain experiences in obstetrics, profoundly affecting maternal satisfaction, psychological well-being, and postpartum recovery. In urban-periurban primary healthcare settings, where advanced analgesia options are limited, pain perception and management are influenced by physiological mechanisms, obstetric interventions, socio-demographic factors, and deficiencies in access and supportive care. This cross-sectional study investigated labour pain perception and management experiences among postpartum women in primary healthcare centres in Obio/Akpor, Rivers State, Nigeria.
Methods: A descriptive survey design was adopted, targeting postpartum women aged 15–49 years who had vaginal deliveries within three months prior to data collection. Using the Taro Yamane formula, 393 participants were sampled from six facilities via simple random balloting. Data were gathered through a structured questionnaire adapted from validated instruments, with test-retest reliability index of 0.82. The instrument was used to assess socio-demographic characteristics and study main variables. Data obtained were analysed in Statistical Product and Services Solution (SPSS) version 27 using descriptive statistics, chi-square tests, and binary logistic regression, with statistical significance set at p < 0.05.
Results: Non-pharmacological methods were deemed ineffective by 46.1% of participants, and only 1.0% rating them very effective. Pharmacological approaches were moderately effective for 60.3% of the participants, though high efficacy was uncommon. Overall, 50.9% of the women rated provider-led pain management as moderately effective, while 39.2% noted limited access to relief. Pentazocine injections were most recommended (55.0%), in contrast with rare endorsements of epidural analgesia (2.0%). Experiences were varied: 39.9% participants reported positive outcomes, 50.1% expressed dissatisfaction, yet 82.9% affirmed providers' attentiveness. Perceived effectiveness of labour pain relief correlated significantly with marital status, religion, education, parity, and method type (p < 0.05).
Conclusion: Findings underscore constrained access, opioid reliance, and suboptimal benefits from non-pharmacological strategies in the study area. Enhancing multimodal protocols, caregiver competencies in supportive care, and equitable analgesia provision is imperative for advancing woman-centred intrapartum practices.
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Introduction
Childbirth constitutes one of the most profound physiological and psychological events in a woman’s reproductive life, with labour pain emerging as its most prominent and frequently distressing component. Labour pain originates from a multifaceted interplay of visceral and somatic mechanisms, driven primarily by uterine contractions and cervical dilatation during the first stage, and subsequently by perineal distension and pressure during the second stage (Whitburn et al., 2019). Labour pain is inherently subjective and demonstrates substantial inter-individual variability. This variability arises from physiological factors (e.g., parity, fetal position, and duration of labour), psychological factors (e.g., fear, anxiety, and prior experiences), and sociocultural beliefs that attribute pain to either as an inevitable dimension of womanhood or as a medically manageable condition (Akadri & Odelola, 2018; Aziato et al., 2017; Okojie & Isah, 2014).
Contemporary understanding shared by scholars in pain science generally conceptualises labour pain as qualitatively distinct from other acute pain states (Whitburn et al., 2019). They argue that labour pain is purposeful because it facilitates fetal expulsion, and often supportive of the transformative event of birth. These perspectives provide foundation for possible interpretations that may validly ascribe labour pain as a productive or even empowering agent, especially when experienced within a supportive psychosocial context (Whitburn et al., 2019). Nevertheless, when labour pain is unmanaged or perceived as overwhelming, it can precipitate significant maternal distress, physical exhaustion, prolonged labour, and adverse psychological consequences, including heightened risk of postpartum depression, post-traumatic stress symptoms, and challenges in maternal-infant bonding (Whitburn et al., 2019).
Over the recent decades, international maternity care frameworks have progressively positioned effective labour pain management as a cornerstone of woman-centered, high-quality childbirth services. The World Health Organization (2016) explicitly incorporates pain relief and provision of supportive care within its standards for improving quality of maternal and newborn care in health facilities, emphasising that every woman should receive respectful, evidence-based interventions to alleviate suffering and promote positive birth experiences. Two primary categories of labour pain relief predominate in contemporary clinical practice. They are, the pharmacological approaches, including systemic opioids (e.g., pethidine, pentazocine), inhalational agents (e.g., Entonox/nitrous oxide), and regional techniques such as epidural analgesia; and non-pharmacological methods, encompassing breathing techniques, massage, positioning, hydrotherapy, continuous labour support, relaxation strategies, and transcutaneous electrical nerve stimulation (TENS) (Anim-Somuah et al., 2018; Smith et al., 2018; Bohren et al., 2017).  High-level evidence from a Cochrane systematic review demonstrates that epidural analgesia provides superior and reliable pain relief compared with non-epidural or no analgesia, resulting in a substantial reduction in pain scores, increased maternal satisfaction with pain management, and decreased need for additional analgesia during labour (Anim-Somuah et al., 2018). The said review incorporated 40 randomised controlled trials involving more than 11,000 women, and established  that epidural analgesia was the most effective pharmacological intervention for severe labour pain; however, it also identified potential adverse effects, including an increased risk of instrumental vaginal delivery and prolongation of the second stage of labour, though these associations appear diminished or absent in analyses restricted to studies that employed  modern low-dose techniques (Anim-Somuah et al., 2018).
Non-pharmacological methods, by contrast, has been reported as offering enhanced advantages in terms of maternal autonomy, minimal side effects, cultural acceptability, and ease of implementation in resource-constrained settings (Ikukaiwe & Chikaodili, 2025; Aziato et al., 2017; Esan et al., 2022). In low- and middle-income countries (LMICs), particularly across sub-Saharan Africa, labour pain management continues to be characterised by pronounced inequities in access and persistent unmet needs among parturient women (Ikukaiwe & Chikaodili, 2025). Nigeria exemplifies this challenge, where institutional deliveries have been on increase, especially in urban facilities, yet the provision and utilisation of effective labour analgesia remains markedly limited (Akadri & Odelola, 2018; Anozie et al., 2018). Akadri and Odelola (2018) observed that a substantial proportion of Nigerian parturients perceive labour pain as severe, with mean Visual Analogue Scale (VAS) scores of 7.0 (range 1.2–10.0) and approximately 50% of women rating it as severe (VAS > 7.1).
Despite this, utilisation of pharmacological methods remains low and is often restricted to intramuscular opioids when available, while non-pharmacological strategies (e.g., companionship, positioning, and breathing techniques) predominate as a result of structural constraints, professional attitudes, and limited enabling infrastructure (Aziato et al., 2017; Ohaeri et al., 2019; Akadri et al., 2022). Compounding this disparity is the marked gap between parturients' expressed desire for pain relief and its actual receipt. In southeast Nigeria, denial of analgesia was prevalent despite requests, with ignorance of rights to pain relief and fear of adverse caregiver reactions identified as major barriers (Chigbu & Onyeka, 2011). Similarly, in southwest Nigeria, although 86.4% of parturients desired some form of relief, awareness of and access to options such as epidural analgesia remained limited, particularly among less-educated women (Akadri & Odelola, 2018).Awareness of epidural techniques remains particularly limited in antenatal settings, with many women unaware of its availability or benefits, although acceptance increases with targeted education and prior positive labour experiences (Okojie & Isah, 2014; Ezeonu et al., 2018).
This enduring gap between the high prevalence of severe perceived labour pain, widespread desire for relief, and limited effective provision constitutes a critical deficiency in maternal healthcare quality in Nigeria. Unrelieved pain not only impairs immediate birth experiences and maternal satisfaction but may also deter future facility-based deliveries and contribute to avoidable psychological morbidity (Chigbu & Onyeka, 2011; World Health Organization, 2016; Esan et al., 2022). Moreover, comparative insights into women's perceptions of the effectiveness and acceptability of pharmacological versus non-pharmacological methods remain underexplored in contemporary Nigerian tertiary contexts, where both categories are theoretically accessible yet differentially utilised (Akadri et al., 2022; Ohaeri et al., 2019). The present study therefore addresses this evidence gap by examining the perceived effectiveness (quantified pain reduction and subjective relief) and acceptability (willingness to recommend, perceived ease of access, and preference) of pharmacological and non-pharmacological labour pain relief methods among postpartum women in a tertiary hospital in South-South Nigeria. Anchored in parturients’ lived experiences, this comparative analysis aims to generate contextually relevant evidence that can inform targeted clinical interventions, professional education, policy reform, and advocacy initiatives directed towards closing the unmet need for labour analgesia and advancing equitable, woman-centred pain management in resource-limited maternity settings; consequently, the study sought to achieve the following objectives: (A) to examine postpartum women’s perceptions of labour pain intensity and the perceived effectiveness of pain relief methods; (B) to assess women’s experiences and satisfaction with pharmacological and non-pharmacological approaches to labour pain management; and (C) to determine the socio-demographic and obstetric factors associated with perceived effectiveness and labour pain management experiences.
Research Questions
1. How do postpartum women perceive the intensity of labour pain and the effectiveness of pain management methods used during childbirth in primary healthcare settings in Nigeria?
2. What are the experiences and levels of satisfaction of postpartum women with pharmacological and non-pharmacological labour pain management methods during childbirth?
3. Which socio-demographic and obstetric factors are associated with postpartum women’s perceived effectiveness and experiences of labour pain management?

Methodology
Design: This study adopted a cross-sectional descriptive survey design to assess the perceived effectiveness and acceptability of pharmacological versus non-pharmacological labour pain relief methods among postpartum women, while exploring associations with socio-demographic, obstetric, and experiential variables. Cross-sectional design is well-suited for capturing prevalence, patterns, and correlates of perceptions at a single time point in observational maternal health research, particularly in resource-constrained settings requiring efficient data collection from representative samples (Uakarn et al., 2021; Yamane, 1973). The study was conducted in Obio/Akpor Local Government Area, Rivers State, Nigeria — an urban-periurban region in the Niger Delta marked by rapid urbanization, socioeconomic diversity, and significant maternal health service demands (Iloegbunam & Onyebuchi, 2021; Okafor & Onwubiko, 2022). Data were collected from six purposively selected model primary healthcare centres providing comprehensive antenatal, intrapartum, and postnatal services: Obio Cottage Hospital, Elelenwon Primary Health Care Centre, Rumuodomaya Primary Health Care Centre, Rumuokwushi Primary Health Care Centre, Eliozu Primary Health Care Centre, and Rumuigbo Primary Health Care Centre (Rivers State Primary Health Information Management System, 2021).
Population and Sample of the Study: The target population comprised approximately 21,000 postnatal women aged 15–49 years who had undergone spontaneous vaginal delivery within the preceding three months and received at least one pain relief intervention. This estimate was based on projected institutional births using local crude birth rate data and national demographic statistics (National Bureau of Statistics, 2023; World Bank, 2022). Inclusion criteria were: women who had vaginal delivery within the last three months preceding the study, women age 15–49 years, and are clinical stability during postnatal attendance, and have the ability to communicate in English or Pidgin English, and were able to provide informed consent. Exclusion criteria included women who had emergency caesarean section, severe preeclampsia, postpartum haemorrhage, multiple gestation, or conditions impairing questionnaire completion. The sample size of 393 participants was calculated using the Taro Yamane formula for finite populations:  n = N / [1 + N(e)²], where N = 21,000 and e = 0.05 (5% margin of error) at 95% confidence level, ensuring statistical power for descriptive and inferential analyses (Yamane, 1973; Uakarn et al., 2021). Simple random sampling via balloting was employed during postnatal clinic sessions to recruit eligible women, thereby minimizing selection bias while ensuring equal probability of inclusion.
Data Collection Data were collected using a structured, self-administered questionnaire adapted from validated tools (including, Mackey Childbirth Satisfaction Rating Scale elements and Visual Analogue Scale). The instrument included sections on: socio-demographic characteristics (age, education, parity, occupation), obstetric history (gestational age, labour duration, foetal presentation), pain relief methods used (pharmacological: opioids, epidural; non-pharmacological: breathing, massage, positioning, companionship), perceived effectiveness (VAS-based pre- and post-intervention pain reduction), acceptability (Likert-scale ratings of recommendation likelihood, ease of access, preference), and experiential factors (support, overall satisfaction). Face and content validity of the instrument were established through expert review by maternal health specialists. The reliability of the instrument was assessed via test-retest administration on a pilot sample of 30 postpartum women (two-week interval), and this yielded a coefficient of 0.82, confirming the reliability of the instrument. Fieldwork was conducted over three months (January–March 2025) during routine postnatal visits. The researchers and trained research assistants approached eligible women, provided study information in accessible language, responded to questions, and obtained written informed consent (or thumb-printed consent where literacy was limited). Questionnaire copies were then self-administered to the participants in private, comfortable settings to ensure confidentiality. The researchers and six assistants offered neutral clarification only when requested. Completed forms were checked on-site for completeness, with immediate follow-up to address missing data.
Data Analysis: Data obtained were analysed using SPSS version 27. Descriptive statistics (frequencies, percentages, bar chart, means ± standard deviations) summarised participant characteristics, method utilisation, effectiveness scores, and acceptability ratings. Associations between categorical variables were examined using chi-square tests and Binary logistic regression were used to conduct inferential analysis to identify association and predictors at p < 0.05. Ethical Consideration: Ethical approval was granted by the Research Ethics Committee of the University of Port Harcourt Teaching Hospital. Permissions were also obtained from the Rivers State Ministry of Health and facility heads. Participation was voluntary, with confidentiality assured through identity anonymisation, secure storage, and restricted access. Participants were informed of their right to withdraw at any time without consequence.
2.0. Results: 
2.1 Demographic Characteristics of Participants
Participants of our study were predominantly in prime reproductive age (89.1% aged 25–49 years; M ± SD = 33.91 ± 7.76), overwhelmingly married (94.9%), and religiously diverse (58.0% Christian, 26.0% African Traditional, 16.0% Muslim). Ethnic representation was heterogeneous, with 45.8% from minority groups (Efik, Ijaw, Ibibio, etc.), 31.0% Igbo, 16.0% Hausa, and 7.1% Yoruba.

Table 1: Demographic Characteristics of participants (n= 393)
	Variable
	Sub-Variable
	Frequency (n)
	Percentage (%)

	Age Group
Mean ± SD = 33.9 ± 7.8.
	15–24
	43
	10.9

	
	25–34
	177
	45.0

	
	35–49
	173
	44.1

	Marital Status
	Single
	12
	3.1

	
	Married
	373
	94.9

	
	Divorced
	8
	2.0

	Religion
	Christian
	228
	58.0

	
	Muslim
	63
	16.0

	
	African Traditional beliefs
	102
	26.0

	Ethnicity
	Yoruba
	28
	7.1

	
	Ibo
	122
	31.0

	
	Hausa
	63
	16.0

	
	Others (Ikwerre, Ijaw, Ogoni etc
	180
	45.8

	Education
	Primary
	39
	9.9

	
	Secondary
	118
	30.0

	
	Tertiary
	236
	60.1

	Employment
	Housewife
	31
	7.9

	
	Civil Servant
	31
	7.9

	
	Business
	149
	37.9

	
	Trader
	59
	15.0

	
	Farmer
	12
	3.1

	
	Others
	111
	28.2

	Parity
	Primigravida
	204
	51.9

	
	Multigravida
	189
	48.1

	Type of Delivery
	Vaginal Delivery
	377
	95.9

	
	Assisted Vaginal Delivery
	16
	4.1

	Type of Labour
	Spontaneous
	310
	78.9

	
	Induced with Oxytocin
	59
	15.0

	
	Induced with Misoprostol
	24
	6.1

	Method of Pain Relief
	No pain relief
	28
	7.1

	
	Pharmacological
	141
	35.9

	
	Non-pharmacological
	224
	57.0


Educational attainment was notably high (60.1% tertiary), while occupational distribution reflected informal-sector predominance (37.9% business, 15.0% trading, 28.2% others). Parity was balanced (51.9% primigravida, 48.1% multigravida). Deliveries were mostly unassisted vaginal (95.9%), with spontaneous labour onset in 78.9% of cases; 21.1% were induced (15.0% oxytocin, 6.1% misoprostol). Pain relief was primarily non-pharmacological (57.0%), followed by pharmacological (35.9%), with 7.1% receiving none. 
[bookmark: _Hlk219530533]2.2  Perceived Effectiveness of Labour Pain Relief Methods
This subsection analyses parturient’ subjective assessments of labour pain relief efficacy, encompassing non-pharmacological and pharmacological modalities. It evaluates perceived pain reduction, overall satisfaction, accessibility of interventions, and recommendations to peers, providing critical patient-reported insights for optimising woman-centred intrapartum care in resource-constrained settings. The bar chart in Figure 1 reveals a marked contrast in parturients’ subjective appraisal of non-pharmacological versus pharmacological pain relief modalities. Among non-drug methods (e.g., breathing exercises, massage, positioning), 46.1% of respondents rated them as not effective at all, with an additional 39.7% considering them only slightly effective. Only 13.2% perceived moderate benefit, and a mere 1.0% judged them very effective.
Figure 1: Comparison of perceived effectiveness of non-drug, drug-based, and overall pain relief methods during labour
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In contrast, pharmacological approaches (primarily intramuscular injections such as pentazocine) were far more favourably evaluated: 60.3% rated them moderately effective, 21.1% slightly effective, and 2.8% (combined very/extremely effective), leaving only 15.8% reporting no relief whatsoever. When asked about overall effectiveness of the pain management received during labour, half (50.9%) described it as moderately effective, while 40.7% found it only slightly effective and 5.1% reported no effectiveness at all (see Figure 1). Perceived ease of access to pain relief options was ambivalent: 39.2% disagreed (strongly or somewhat) that relief was readily accessible, 38.7% remained neutral, and only 22.2% agreed or strongly agreed. Regarding recommendations to other women, intramuscular pentazocine injection emerged as the overwhelmingly preferred method (55.0%), followed distantly by breathing techniques (22.9%), Fratanil (13.0%), massage (7.1%), and epidural analgesia (2.0%).
Table 2: Chi-Square Test of Association between Demographic Variables and Perceived Effectiveness Pain Relief
	Demographic Variable
	Category
	Effective n (%)
	Not Effective n (%)
	Total
	χ² (df)
	p-value

	Age Group
	15–24
	42 (97.7)
	1 (2.3)
	43
	8.483 (8)
	0.388

	
	25–34
	169 (95.5)
	8 (4.5)
	177
	
	

	
	35–49
	168 (97.1)
	5 (2.9)
	173
	
	

	Marital Status
	Single
	5 (41.7)
	7 (58.3)
	12
	59.566 (8)
	0.001

	
	Married
	227 (60.9)
	146 (39.1)
	373
	
	

	
	Divorced
	6 (75.0)
	2 (25.0)
	8
	
	

	Religion
	Christian
	115 (50.4)
	113 (49.6)
	228
	25.747 (8)
	0.001

	
	Muslim
	45 (71.4)
	18 (28.6)
	63
	
	

	
	Others
	66 (64.7)
	36 (35.3)
	102
	
	

	Ethnicity
	Yoruba
	13 (46.4)
	15 (53.6)
	28
	11.213 (12)
	0.511

	
	Ibo
	72 (59.0)
	50 (41.0)
	122
	
	

	
	Hausa
	38 (60.3)
	25 (39.7)
	63
	
	

	
	Others
	114 (63.3)
	66 (36.7)
	180
	
	

	Education
	Primary
	14 (35.9)
	25 (64.1)
	39
	27.625 (8)
	0.001

	
	Secondary
	79 (66.9)
	39 (33.1)
	118
	
	

	
	Tertiary
	151 (64.0)
	85 (36.0)
	*236
	
	

	Employment
	Housewife
	13 (41.9)
	18 (58.1)
	31
	22.421 (20)
	0.318

	
	Civil Servant
	17 (54.8)
	14 (45.2)
	31
	
	

	
	Business
	91 (61.1)
	58 (38.9)
	149
	
	

	
	Trader
	35 (59.3)
	24 (40.7)
	59
	
	

	
	Farmer
	8 (66.7)
	4 (33.3)
	12
	
	

	
	Others
	72 (64.9)
	39 (35.1)
	111
	
	

	Parity
	Primigravida
	112 (54.9)
	92 (45.1)
	204
	26.911 (8)
	0.001

	
	Multigravida
	119 (63.0)
	70 (37.0)
	189
	
	


Chi-square analyses in Table 2 revealed that significant associations exist between perceived effectiveness of labour pain relief and several demographic variables. Marital status exhibited the strongest relationship (χ²(8) = 59.566, p < .001), with married women (60.9%) and divorced women (75.0%) far more likely to report effective relief compared to single women (41.7%), suggesting that spousal or partner support may enhance perceived pain management outcomes. Religion was also significantly associated (χ²(8) = 25.747, p = .001), with Muslim women reporting the highest effectiveness (71.4%) compared to Christians (50.4%), potentially reflecting differential cultural beliefs, coping mechanisms, or trust in healthcare interventions. Educational attainment similarly influenced perceptions (χ²(8) = 27.625, p = .001), as women with tertiary (64.0%) and secondary (66.9%) education reported greater effectiveness than those with only primary education (35.9%). Parity showed a significant link (χ²(8) = 26.911, p = .001), with multigravida women (63.0%) more likely to perceive relief as effective than primigravida (54.9%), possibly due to prior experiential learning and coping adaptation. Age, ethnicity, and employment status showed no significant associations (p > .05). These findings underscore the interplay of psychosocial, cultural, and experiential factors in shaping women’s subjective evaluation of intrapartum pain relief in this setting. 
Table 3: Chi-square Test of Association Between Perceived Effectiveness and Pain Relief Method (N = 393)
	Effectiveness
	No Pain Relief [n = 33 (%)
	Pharmacological [n = 139 (%)]
	Non-Pharmacological [n = 221 (%)]
	Total [n = 393(%)]
	χ² (df)
	p-value

	Not Effective

	17 (51.5)
	55 (39.6)
	76 (34.4)
	148 (37.7)
	7.214 (2)
	.027*

	Effective

	16 (48.5)
	84 (60.4)
	145 (65.6)
	245 (62.3)
	
	


As shown in Table 3, women who utilised non-pharmacological methods (e.g., breathing techniques, massage, positioning) reported the highest proportion of perceived effectiveness (65.6%), followed closely by those who received pharmacological interventions (60.4%). In contrast, among the small subgroup who received no pain relief at all, only 48.5% considered their pain experience effectively managed. These results indicate that provision of any form of intrapartum pain relief - whether non-pharmacological or pharmacological, substantially enhances women’s positive appraisal of pain control compared with receiving no intervention. 

Figure 2: Distribution of responses for recommendation among respondents
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Figure 2 illustrates parturients’ recommended labour pain management methods (N = 393), revealing a clear preference hierarchy. Intramuscular pentazocine injection dominated, endorsed by 55.0% of respondents, reflecting its familiarity, rapid accessibility, and routine use within local healthcare facilities rather than superior efficacy. Non-pharmacological options received limited support: breathing techniques (22.9%) and massage (7.1%), suggesting inadequate provider training, insufficient antenatal education, or cultural undervaluation of these supportive strategies. Fratanil garnered moderate endorsement (13.0%), likely due to selective availability. Epidural analgesia was strikingly under-recommended at only 2.0%, highlighting presence of systemic barriers including unavailability of services, lack of trained personnel, infrastructural limitations, and possible socio-cultural reservations.
2.3 Mothers Experiences with Labour Pain Control Methods
Table 4 reveals mixed maternal experiences with labour pain control. Only 39.9% of respondents agreed or strongly agreed that they had a very good experience with the pain relief methods used (mean = 2.77, SD = 1.16), while 50.1% expressed dissatisfaction, indicating widespread perceptions of inadequacy in effectiveness, timing, or application.
Table 4: Distribution of maternal experiences with labour pain control methods with mean and standard deviation (n = 393)
	S/n
	Items
	SD
 n (%)
	D
n (%)
	Neu
n (%)
	A
n (%)
	SA
n (%)
	Mean
	S.D.

	1
	I had a very good experience with the pain relief methods used during my labour.
	59 (15.0%)
	138 (35.1)
	39 (9.9)
	149 (37.9)
	8 (2.0)
	2.77
	1.16

	2
	I was satisfied with the pain relief method(s) used during my labour.
	63 (16.0)
	133 (33.8)
	12 (3.1)
	173 (44.0)
	12 (3.1)
	2.84
	1.23

	3
	My healthcare providers were attentive and supportive in managing my pain during labour.
	8 (2.0)
	43 (10.9)
	16 (4.1)
	247 (62.8)
	79 (20.1)
	3.88
	0.92


Satisfaction with the specific methods followed a similar pattern: 47.1% reported being satisfied (mean = 2.84, SD = 1.23), with the low neutral response rate (3.1%) reflecting decisive, experience-based evaluations. In contrast, healthcare provider support received strong endorsement, with 82.9% agreeing that providers were attentive and supportive in pain management (mean = 3.88, SD = 0.92). These findings highlight a critical paradox: while analgesic outcomes were frequently deemed insufficient, relational and supportive care was highly valued, underscoring the importance of empathetic midwifery alongside improved pain relief strategies in resource-limited settings.
Table 5: Chi-Square Test of Association between Demographic Variables and Experience with Labour Pain Relief
	Demographic Variable
	Category
	Not a Good Experience n (%)
	Good Experience n (%)
	Total
	χ² (df)
	p-value

	Age Group
	15–24
	26 (60.5)
	17 (39.5)
	43
	5.06 (8)
	.080

	
	25–34
	117 (66.1)
	60 (33.9)
	177
	
	

	
	35–49
	94 (54.3)
	79 (45.7)
	173
	
	

	Marital Status
	Single
	7 (58.3)
	5 (41.7)
	12
	17.13 (8)
	.029

	
	Married
	240 (64.3)
	133 (35.7)
	373
	
	

	
	Divorced
	5 (62.5)
	3 (37.5)
	8
	
	

	Religion
	Christian
	141 (61.8)
	87 (38.2)
	228
	10.55 (12)
	.568

	
	Muslim
	45 (71.4)
	18 (28.6)
	63
	
	

	
	Others
	67 (65.7)
	35 (34.3)
	102
	
	

	Ethnicity
	Yoruba
	18 (64.3)
	10 (35.7)
	28
	11.51 (12)
	.485

	
	Ibo
	74 (60.7)
	48 (39.3)
	122
	
	

	
	Hausa
	42 (66.7)
	21 (33.3)
	63
	
	

	
	Others
	114 (63.3)
	66 (36.7)
	180
	
	

	Education
	Primary
	25 (64.1)
	14 (35.9)
	39
	9.03 (8)
	.340

	
	Secondary
	76 (64.4)
	42 (35.6)
	118
	
	

	
	Tertiary
	145 (61.4)
	91 (38.6)
	236
	
	

	Employment
	Housewife
	20 (64.5)
	11 (35.5)
	31
	14.84 (20)
	.786

	
	Civil Servant
	20 (64.5)
	11 (35.5)
	31
	
	

	
	Business
	92 (61.7)
	57 (38.3)
	149
	
	

	
	Trader
	39 (66.1)
	20 (33.9)
	59
	
	

	
	Farmer
	7 (58.3)
	5 (41.7)
	12
	
	

	
	Others
	74 (66.7)
	37 (33.3)
	111
	
	

	Parity
	Primigravida
	129 (63.2)
	75 (36.8)
	204
	6.80 (4)

	.147


	
	Multigravida
	120 (63.5)
	69 (36.5)
	189
	
	


Chi-square analysis in Table 5 revealed that, among the examined demographic variables, only marital status demonstrated a statistically significant association with women’s overall experience of labour pain relief, χ²(8, N = 393) = 17.13, p = .029. Married women reported a slightly lower proportion of “good experience” (35.7%) compared to single (41.7%) and divorced (37.5%) participants, suggesting that the presence of a partner may not uniformly translate into enhanced perceived pain management outcomes in this context, possibly reflecting variations in spousal involvement, emotional support quality, or expectations. Age group showed a borderline non-significant trend (χ²(8) = 5.06, p = .080), with women aged 25–34 reporting the highest rate of unfavourable experiences (66.1%). No significant associations emerged for religion (χ²(12) = 10.55, p = .568), ethnicity (χ²(12) = 11.51, p = .485), education (χ²(8) = 9.03, p = .340), employment status (χ²(20) = 14.84, p = .786), or parity (χ²(4) = 6.80, p = .147). These results indicate that, most sociodemographic characteristics exerted minimal influence on subjective labour pain relief experiences, with marital status emerging as the sole modest predictor. 
2.4 Discussion of Findings 
The demographic profile of the 393 participants portrays a cohort predominantly in prime reproductive years, with 89.1% aged 25–49 years (M = 33.91, SD = 7.76). This aligns with national fertility patterns in Nigeria, where childbearing concentrates between ages 20–39 (National Population Commission [Nigeria] & ICF, 2024). The high marital rate, 94.9%, reflects sociocultural norms that position marriage as foundational for reproduction; consequently, non-marital childbearing remains uncommon (Adeyemi et al., 2024). Ethnic diversity within the sample is notable: 45.8% of respondents identified with minority groups (Efik, Ijaw, Ibibio, and others), compared with Igbo (31.0%), Hausa (16.0%), and Yoruba (7.1%), mirroring national estimates of 40% minority representation (Central Intelligence Agency, 2026) and suggesting varied cultural influences on pain perception (Amen et al., 2023). Tertiary education attainment among participants (60.1%) substantially exceeds national averages for women (<15%; National Population Commission [Nigeria] & ICF, 2024), indicating probable selection bias. This over-representation is consistent with the urban primary health care setting, which affords greater healthcare access and tends to attract more highly educated users (Adegboye et al., 2020). Informal-sector employment is the most common occupational category among participants (business 37.9%, trading 15.0%, others 28.1%), consistent with national trends in which informal work accounts for over 90% of female employment (National Bureau of Statistics, 2023). This occupational profile embeds economic constraints that are likely to limit access to pain management services (Aziato et al., 2017).  The balanced in parity (51.9% primigravida) we observed in the same is provides a useful support to comparative analysis. The observation of high prevalence of physiological deliveries (95.9% spontaneous vaginal) and spontaneous onset of labour (78.9%) typifies low-intervention obstetric settings (Sapira-Ordu et al., 2025). 
Our result revealed that non-pharmacological approaches (e.g., massage, breathing) were rated ineffective by 46.1% of the participants, as only 1.0% of the mothers rated them to be very effective – a finding that may be due to inconsistent guidance and lack of continuous support in resource-limited environments (Esan et al., 2022; Konlan et al., 2021). Pharmacological methods received more favourable ratings overall (60.3% moderately effective), yet very high effectiveness ratings remained rare (2.8%). This pattern reflects the partial and limited analgesic efficacy of intramuscular opioids commonly used in Nigerian primary care settings (Aduloju, 2013; Akadri & Odelola, 2019). Perceived overall effectiveness of pain management was moderate for 50.9% of mothers, with very high effectiveness reported by only 3.3%. Perceptions of access to effective pain relief were predominantly neutral or negative (77.9%), underscoring persistent systemic deficiencies in intrapartum pain management delivery, as reported by Ikukaiwe and Chikaodili (2025).
Maternal recommendations strongly favoured pentazocine (55.0%), with epidural analgesia endorsed by only 2.0%, an indication of reliance on familiar and logistically feasible options within prevailing infrastructural constraints (Unamba et al., 2020; Anozie et al., 2018). Significant associations were observed between perceived effectiveness and marital status (p < .001), religion (p = .001), education (p = .001), and parity (p = .001). Married women reported higher perceived effectiveness of pain relief (60.9%) than unmarried women, while Muslim participants recorded the highest proportion (71.4%), followed by those with higher education (>64%) and multigravida women (63.0%). These subgroup differences are plausibly attributable to partner support, culturally mediated framing of labour pain, enhanced health literacy, and accumulated experiential knowledge, respectively (Sapira-Ordu et al., 2025; Ikukaiwe & Chikaodili, 2025).
Method type (pain relief approaches) was significantly associated with perceived effectiveness (p = .027), with non-pharmacological approaches receiving the highest rating (65.6%). This finding highlights the acceptability and practical utility of supportive, non-invasive strategies in resource-constrained maternity settings, particularly where pharmacological options provide only partial relief (Sapira-Ordu et al., 2025).
Our finding also showed that maternal experiences of pain relief were polarised: 39.9% of the mothers reported a good experience, while 50.1% expressed dissatisfaction, suggesting inconsistent application or suboptimal quality despite availability. Satisfaction ratings followed a similar pattern (47.1%), yet provider support received strong endorsement (82.9%), indicating that high-quality interpersonal care substantially buffers technical limitations, as observed by Bohren et al. (2017). Marital status was significantly associated with overall experience (p = .029), whereas other demographic variables showed no significant associations (p > .05). Labour pain intensity was predominantly moderate to severe (72.1%), with rapid postpartum attenuation (62.9% none/mild), which is consistent with physiological trajectories amplified by contextual factors (Whitburn et al., 2019). Significant associations were observed between labour pain intensity and age, education, and parity (all p < .05), highlighting the particular vulnerability of primigravida women and the consequent need for targeted antenatal education to enhance resilience (Onasoga et al., 2022). Induced labour and assisted delivery significantly increased post-delivery pain severity (p < .001), as induction independently predicted 46% higher odds of severe pain (AOR = 1.46, p = .042), underscoring the nociceptive risks associated with obstetric interventions (Bonapace et al., 2018; Ashagrie et al., 2020; Ikukaiwe & Chikaodili, 2025). The results expose systemic limitations in intrapartum pain management in the primary health centres, including partial analgesic effectiveness, persistent access barriers, and continued reliance on suboptimal methods. By implication, standardised multimodal protocols that integrate pharmacological and non-pharmacological approaches need to be strengthened, alongside enhanced midwifery training in evidence-based supportive techniques, more judicious induction practices, and equitable expansion of access to advanced analgesia. 
Conclusion 

This study investigated maternal labour pain perception and management experiences among postpartum women in Nigerian primary healthcare setting. The result showed that labour pain remains predominantly moderate to severe, with limited perceived effectiveness and satisfaction from available relief methods. Significant associations were found between perceived effectiveness and marital status, education, parity, and procedural factors such as induction and assisted delivery. Provider support emerged as a critical buffer, underscoring the importance of interpersonal care. These findings highlight the urgent need for targeted antenatal education (especially for primigravida and less-educated women), judicious use of labour interventions, and equitable integration of multimodal analgesia protocols. The findings call for alignment of maternal care practice with WHO quality-of-care standards through these reforms will help in transforming labour pain into a dignified, manageable experience, thereby enhancing maternal well-being and advancing equity in maternity care.

Recommendations 

Based on the findings, the following recommendations are proffered as solutions.
1. The Federal and State Ministries of Health should mandate the integration of comprehensive labour pain education (including physiology, intensity expectations, relief options, and coping strategies) into all antenatal care protocols, with priority emphasis on primigravida and women with lower educational attainment, to be delivered by trained midwives and obstetricians in every primary healthcare facility.
2. Midwives and maternity unit heads should develop and consistently apply standardised multimodal labour pain management protocols that combine non-pharmacological techniques (breathing, positioning, massage) with timely pharmacological options, ensuring documentation of patient preference and continuous supportive presence during active labour.
3. Nursing and midwifery leadership, in collaboration with hospital administration and the Nursing and Midwifery Council of Nigeria, should institute mandatory training programmes and policy frameworks that promote continuous supportive care, explicitly allowing one companion (preferably the partner) to remain with the woman throughout labour and delivery.
4. Obstetricians and clinical governance committees within hospitals, supported by state maternal health programmes, should implement clinical decision-support tools and regular audits to restrict non-medically indicated labour inductions and assisted deliveries, while ensuring early analgesia planning whenever these procedures are clinically required.
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