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Awareness, attitude and use of labor analgesics by pregnant
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ABSTRACT
Background: Pain relief during labor has always been associated with myths and controversies. Several groups of people
think that God has made this process painful and no interference should be done in it. In the present civilization, there is
no circumstance where it is considered acceptable for a person to experience severe pain, amenable to safe intervention
while under a physician’s care.
Objective: This study assessed the level of awareness of pregnant women about labor analgesia and factors preventing
them from having analgesia in labor.
Study Design: This study is a descriptive cross‑sectional study.
Methodology: Questionnaires were used to obtain information on awareness, attitude and use of labor analgesia from
pregnant women at the booking clinic visit. Three hundred (300) consenting pregnant women were recruited into the study
including provision for attrition. Data were analyzed with the Statistical Package for Social sciences (SPSS) 20. Proportions
were calculated for independent variables while crosstabulation was done for related variables to find P value for statistical
significance.
Results: Level of awareness of labor analgesia was 21%. Majority of the respondents (70.3%) believe that among all health
professionals, it is doctors that should inform them about labor analgesia. Only 4.4% had used labor analgesic in their previous
deliveries. About 81% of respondents desire labor analgesia in their next delivery. Among factors analyzed, only severity of
last labor had significant influence on the patient’s desire for analgesia in their next delivery (P value = 0.026).
Conclusion: The awareness rate of pregnant women about labor analgesia is very low. Therefore, all efforts must be made
to ensure that discussions about labor analgesia are commenced as early as at the booking visit to improve on pregnant
women’s awareness about labor analgesia and help their acceptability and choices. Attitude towards labor analgesia is not
influenced by type of facility where the delivery took place suggesting possibility of socio‑cultural influence of the people in
the area of study on the practice of labor analgesia.
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Introduction
Pain during labor is a physiological phenomenon with
psychological and emotional components. The pain during first
stage of labor is associated with ischemia of the uterus during
contraction as well as effacement and dilation of the cervix.[1,2]
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Second stage pain is sharp, well localized, and not referred.
Although the second stage of labor is briefer than the first
Address for correspondence: Dr. Omotayo RS,
Department of Obstetrics and Gynaecology, State Specialist
Hospital, Akure, Nigeria.
E‑mail: dromotayo@yahoo.com
This is an open access journal, and articles are distributed under the terms of the Creative
Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, which allows others to remix,
tweak, and build upon the work non‑commercially, as long as appropriate credit is given and
the new creations are licensed under the identical terms.
For reprints contact: reprints@medknow.com

DOI:
10.4103/TJOG.TJOG_92_18

170

How to cite this article: Omotayo RS, Akinsowon O, Omotayo SE.
Awareness, attitude and use of labor analgesics by pregnant women at
state specialist hospital, Akure. Trop J Obstet Gynaecol 2019;36:170-6.

© 2019 Tropical Journal of Obstetrics and Gynaecology | Published by Wolters Kluwer - Medknow

Omotayo, et al.: Attitude and use of labour analgesia at state hospital, Akure

stage, the pain is usually more intense, perhaps due to
distension of pelvic structures and perineum during descent
of presenting part, ischemia, and frank injury.
Accounts from the medical literature show that pain perception
and need for analgesia in labor varies in onset, timing, duration,
and severity. Research has shown that these variations relate
to socio‑demographic and biological variables like age, parity,
race, religious affiliations and ethnicity[3] and support during
labor. An observational study by Aya and colleagues suggests
circadian variation in labor pain perception.[4]
Almost all women experience pain during labor, though
very occasionally, women feel no pain in labor and give
birth unexpectedly.[5] At the other extreme labor pain has
been reported to be the most severe pain that a woman
experiences in her lifetime.[6] The pattern of pain appears
to be different in nulliparous as compared with multiparous
women. Typically, nulliparous women experience greater
sensory pain than multiparous women during early
labor (before 5 cm dilatation).[7] The positions adopted by
women and the extent of their mobility during labor may
also significantly affect the perception of pain.[8]
A cochrane systematic review[9] found reduction in the
reporting of severe pain during the second stage of labor for
women using any of upright or lateral positions as compared
with women lying on their back during labor.[10] Women may
also experience induced labor as being more painful than
spontaneous labor.[11,12]
Several methods including primitive use of rings, necklace,
amulets, counter stimulation, and other magical charms have
been used to relieve labor pains but these methods were
based mainly on suggestions and distractions.[5] It is a fact that
association of labor with severe pains have been unpleasant
from time immemorial[13] and are well documented.[14,15]
While most people are aware of association of labor with pain,
majority of parturients are not aware of the appropriateness
of labor pain relief and the modalities of doing so. In a study
that looked into the awareness and attitude of Indian pregnant
women towards labor analgesia, most of the women (98%)
had no idea about labor analgesia but 95% of the participants
expressed their interest to learn about the technique and
its advantages.[16,17] In Nigeria, a crosssectional study on the
awareness and desirability of the Nigerian women about
analgesia use during childbirth, 38.3% were aware of analgesia
use, 47.5% desire analgesia in labor, and 45% of this prefer
intramuscular injections. Parity affected desirability as most
multipara desire it in their subsequent pregnancy.[18] In Zaria,

a multicentre collaborative cross sectional pilot study of
provider perspectives concerning pain relief during labor,
94.8% of respondents agree that pain relief is needed in labor
while 3.2% said pain relief was not necessary during labor.
About ninety‑four percent (93.7%) of the respondents had
attended a woman in labor in the 4 weeks preceding the
survey. Less than half of the respondents (48.4%) administered
pain relief in labor. Among those who did not offer pain relief
agents in labor, majority 54.5% had no reason. Unavailability
of methods, inability to afford the cost of pain relief, lack of
knowledge and skills as well as lack of essential equipment
to provide the procedure were also given as reasons for not
offering analgesia to women in labor.[19]
Severe unrelieved labor pains causes patient dissatisfaction
and is known to be associated with post‑partum depression
and post‑traumatic stress disorder.[20]
Labor induces a massive catecholamines surge in the fetus,
particularly in the second stage, which helps to preserve
blood flow to brain, heart and adrenal and to promote
post‑natal adaptive circulatory changes and surfactant
release. While this fetal stress response is favorable to the
fetus, unmodified “natural” labor produces maternal changes
that are far from innocuous. Maternal hyperventilation in
response to pain has long been known to have adverse fetal
effects.[21,22] It leads to: Respiratory alkalosis and a left shift in
the oxygen dissociation curve (potentially disadvantageous
to placental transfer of oxygen), a compensatory metabolic
acidosis which becomes progressively more severe as labor
advances and is also conveyed to the fetus.[23] Episodes of
hypoventilation, hence hemoglobin desaturation, between
contractions[24] and uterine vasoconstriction. Meanwhile
the stress of labor also leads to release of maternal cortisol
and catecholamines, which may prolong labor and impair
placental flow.[25,26] Stress hormones also bring about lypolysis
with release of free fatty acids (readily transferable across
the placenta) and hyperglycemia, which will exacerbate fetal
hypoxia. All these changes tend to intensify fetal metabolic
acidosis, which indeed becomes progressively more severe
as labor advances. Unrelieved labor pain also leads to
intense fear of vaginal delivery and increased rate of elective
caesarean section due to maternal request.[27]
The concept and options of analgesia is best introduced to
the pregnant women right from the antenatal period.
There are many methods of analgesia during labor which
are broadly classified into regional and non‑regional
techniques with the non‑regional being further classified as
pharmacological and non‑pharmacological methods. Studies
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in New Zealand and the United Kingdom have found that more
than 95% of Hospitals surveyed routinely offered intramuscular
pethidine.[28,29] Parenteral opioids are standard care during
labor in many obstetrics units. Opioids are relatively
inexpensive drugs and the use of pethidine, meptazinol, or
diamophine during labor is common midwifery and obstetric
practice in some countries. In other parts of the world,
parenteral (intravenous or intramuscular) opioids commonly
used in labor include morphine, nalbuphine, fentanyl and,
more recently, remifentanil.[30] It is common knowledge that
some of the above agents have one or two side effects that
some people try to run away from.[31] These side effects, most
of which are minor, cannot be enough bases upon which
denying parturients the necessary comfort of childbirth should
be predicated because there are analgesics without these side
effects for example, paracetamol is a generally safe, readily
available, easily administered, and well‑tolerated drug.[32]

Data collection instrument
A simple structured questionnaire was used as instrument
for collecting data. It was written in plain English language
and provision for interpretation made for those that cannot
understand or read English.
Sampling method
Women that met the inclusion criteria were serially recruited
as they come until the required number of 300 which includes
the allowance for attrition was completed. The questionnaire
was administered to the consented patients by antenatal
clinic nurses and intern doctors under the supervision of
the researchers.
Sample size calculation
The Study is a descriptive study. The following formula was
used to calculate the sample size.
4 ( z ) p (1 − p )
N=  crit 2
D
2

Other methods, like regional labor analgesia, are limited in
usage because of inadequacy of skills, facility, and personnel
especially in primary health care centers and maternities where
most of the deliveries take place in developing countries.[33]

Aim of the study
The study assessed the level of information of pregnant
women about labor analgesia and found out factors militating
against administration of analgesia in labor.
Objectives of the study
This study tried to find out the level (in terms of proportion)
of awareness of pregnant women about labor analgesia and
factors that may be preventing them from having analgesia
in labor.
Methodology
Site
The study was carried out at the booking clinic of the antenatal
clinic in the Obstetrics and Gynaecology department, State
Specialist Hospital, Akure.
Design
The study is a descriptive cross‑sectional study.
Study population
About 300 multiparous pregnant women coming for their
first antenatal visit in index pregnancy (booking clinic) were
recruited into the study after giving their consent. This
number includes the allowance for attrition.
Inclusion criteria
Only pregnant women that have carried at least one previous
pregnancy to term before were recruited for the study.
172

Where Zcrit is standard normal deviate corresponding to
chosen Confidence interval. For Confidence interval of 95%,
it is 1.96
P is pre‑study estimation of proportion to be measured
D is the width of confidence interval.
. ) × 0.95 (1 − 0.95 )
4 × (196
Therefore N= 
0.052
2

N = 291.96
N = 292
Adding the allowance for attrition of 8 to above gives total
Sample size of 300.

Data management
Data were processed by feeding the information into SPSS
and then analyzed using the SPSS version 20. Proportions
where calculated using percentages and crosstabulation of
related variables done to find out relationship between the
variables and statistical significance by Chi‑square.

Results
Majority of the respondents 140 (46.71%) were in the
age group 30‑34 years. Only 4 (1.3%) were teenagers and
23 (7.71%) were above 40 years of age [Table 1]. Trading
was the occupation of 143 (47.7%) of the respondents. Civil
servants were 95 (37.7%), 12 (4.0%) were full house wives,
and 46 (15.3%) were artisans [Table 1]. Using Olusanya et al.
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social class classification,[34] calculated by addition of woman’s
educational score and husband’s professional score, majority
116 (38.7%) of the respondents were in class 2. Only 55 (18.3%)
were in social class 1 [Table 1]. Majority 284 (94.7%) of the
respondents were of Yoruba ethnic group. Igbo and Hausa
were 3 (1.0%) each while 10 (3.3%) were from other smaller
ethnic groups. Majority 299 (99.7%) of respondents were
married while only 1 (0.3%) was single [Table 1].
Majority of respondents 188 (62.2%) presented for booking
in the third trimester between 28 and 42 weeks and
16 (5.3%) booked early at between 1 and 13 weeks [Table 2].
The most commonly adopted delivery position in their
last delivery was dorsal position as noted in 240 (80%) of
respondents. Other positions were adopted by 60 (20.0%) of
respondents [Table 2]. Only 18 (6.0%) of the respondents had
home delivery in their last pregnancy, 29 (9.7%) delivered at
mission house, 31 (10.3%) at private hospital, the majority

181 (60.3%) delivered at general hospital and 41 (13.7%) had
their last delivery in tertiary hospital [Table 2].
Only 67 (21.7%) have heard of labor analgesia before while
majority 235 (78.0%) have not heard of labor analgesia before
[Table 3]. Of the 67 respondents that have heard of labor
analgesia before, majority 17 (25.4%) got the information
from nurses, 14 (20.9%) got information from friends,
and 11 (16.4%) got information from relatives, 10 (14.9%)
got information from fellow patients, 4 (6.0%) got their
information from internet or books and 11 (16.4%) got
information from doctors [Table 3]. However, majority of
respondents 211 (70%) indicated that the expected source
of information about labor analgesia is doctors. About
Twenty‑one percent (21.7%) believe information should be
from Nurses while 8.3% belief that information about labor
analgesia should be from other sources apart from doctors
and nurses [Table 3].

Table 1: SOCIO demographic biodata of respondents
Age Group

Total

15-19
4 (1.3%)

20-24
12 (4.0%)

25-29
38 (12.7%)

30-34
140 (46.7%)

Artisan
46 15.3%)

Traders
147 (49.0%)

Civil Servant
95 (31.7%)

Class 2
116 (38.7%)

Class 3
79 (26.3%)

Class 4
11 (3.7%)

35-39
83 (27.7%)

40-45
23 (7.7%)

300 (10%)

Respondents Occupation
Full House‑wife
12 (4.0%)

300 (100%)

Respondents Social Class
Class 1
55 (18.3%)

Class 5
39 (13.0%)

300 (100%)

Respondents Marital Status
Single
1 (0.3%)

Married
299 (99.7%)

300 (100%)

Respondents Ethnic Group
Yoruba
284 (94.7%)

Hausa
3 (1.0%)

Igbo
3 (1.0%)

Others
10 (3.3%)

300 (100%)

Values are given as absolute number of respondents and the equivalent percentage of total in parenthesis

Table 2: Obstetric history of respondents
Respondents Gestational Age by Trimester
1-13
16 (5.3%)

Total

14-27
96 (32.0%)

28-42
188 (62.6%)

2
102 (34.0%)

3
35 (11.7%)

4
11 (3.7%)

5
3 (1.0%)

Private Hospital
31 (10.3%)

General Hospital
181 (60.3%)

Tertiary Hospital
41 (13.7)

300 (100%)

Respondents Parity
1
145 (48.3%)

6
2 (0.7%)

300 (100%)

Respondents Place of Last Delivery
Home
18 (6.0%)

Mission
29 (9.7%)

300 (100%)

Respondents Delivery Position at Last Labor
Dorsal
245 (81.7%)

Lateral
39 (13.0%)

Squating
10 (3.3%)

Others
6 (2.0%)

300 (100%)

25-36 hours
3 (1.0%)

37-48 hours
4 (1.3%)

300 (100%)

Respondents Last Labor Duration
1-12 hours
231 (77.0%)

13-24 hours
62 (20.7%)

Values are given as absolute number of respondents and the equivalent percentages of total in parenthesis
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Majority of the respondents 157 (52.3%) reported that their last
labor pain was severe, while 123 (41.0%) reported their last labor
pain as moderate. Only 17 (5.7%) reported it as mild [Table 3].
Only 13 (2.7%) ever had analgesia in their previous labor while
287 (95.7%) did not have any analgesia [Table 3]. Reasons given
by respondents for not having analgesia in their last delivery
include lack of awareness 179 (59.7%) which constitute the
majority. It was unavailability in 5 (1.7%) of respondents, fear
of side effects in 4 (1.3%), dislike for analgesia in 4 (1.3%) of
respondents and 85 (28.3%) had no reason in particular [Table 3].

Out of 67 respondents that had previous awareness of labor
analgesia, 53 (81.5%) desire pain relief in their next labor.
Out of the 235 respondents that were previously unaware
of labor analgesia, 203 (86.4%) indicate desire for pain relief
in next labor [Table 5].
Desire for labor pain relief was found to be more in those
with less than 3 previous deliveries as 210 (82.7%) of them
indicated desire for pain relief while only 8 (17.4%) of those
with 3 or more previous deliveries desire labor pain relief at
next delivery [Table 6].

Of all the respondents, 254 (84.7%) desire pain relief in their
next labor, 44 (14.7%) don’t desire pain relief in their next
labor [Table 3]. Reasons given for not desiring pain relief in
labor include not feeling labor pain in last delivery 14 (4.7%),
desire to have natural labor 11 (3.7%), fear of side effects
10 (3.3%) while majority did not give any reasons [Table 3].

None of the 18 patients that had their deliveries at home
had analgesia in labor. Out of 29 patients that had their last
delivery at mission homes, only 1 (3.4%) had analgesia at those
deliveries. Only 2 (6.7%) of the 31 patients that had their last
deliveries at private hospitals had analgesia in labor. Of the 181
previous deliveries that occurred at General hospitals, only
3 (1.7%) had analgesia at those deliveries. Only 1 (2.4%) out of
41 deliveries at tertiary hospital had labor analgesia [Table 7].

Out of 55 respondents in social class 1, 47 (85.5%) desire pain
relief in their next labor. Of the 116 respondents in social
class 2, 99 (85.3%) desire pain relief in next labor. There were
79 respondents in social class 3 and 69 (87.3%) of them desire
labor pain relief in their next delivery. 11 respondents in social
class 4, 10 of them desire labor analgesia in their next labor
while out of 39 respondents in social class 5, 31 of them
indicated desire in labor pain relief in their next labor [Table 4].

Out of the 17 respondents that described their last labor
pain as mild, Visual analogue scale (VAS 1‑3), 12 (70%) of
them desire labor analgesia in their next labor. Moderate
labor pains (VAS 4‑7) was experienced by 123 respondents
in their last labor and 100 (81.3%) of them desire pain relief

Table 3: Labor analgesia experience of respondents
Last labor pain severity using visual analogue scale
Mild Pain (1-3)
17 (5.7%)

Moderate Pain (4-7)
123 (41.0%)

Total

Severe Pain (8-10)
160 (53.3%)

300 (100%)

Respondents Awareness about Labor Analgesia
Yes
65 (21.7%)

No
235 (78.3%)

300 (100%)

Use of Analgesia During Last Labor
Yes
13 (4.4%)

No
287 (95.7%)

300 (100%)

Reason for No analgesia in last Labor
Unaware
179 (59.7%)

Unavailable
5 (1.7%)

No money
1 (0.3%)

Fear of side effects
4 (1.3%)

Dislike for analgesia
4 (1.3%)

No reason
107 (35.6%)

Source of information about Labor Analgesia for those that were aware
Relatives
11

Friends
14

Nurses
17

Doctors
11

Fellow patients
10

Books/internet
4

Total
67 (100%)

Nurses
65 (21.7%)

Doctors
211 (70.3%)

Fellow patients
3 (1.0%)

Don’t know
14 (4.7%)

300 (100%)

Expected Source of Information about Labor Analgesia
Relatives
2 (0.7%)

Friends
5 (1.7%)

Desire for Pain Relief in Next Labor
Yes
254 (84.7%)

No
46 (15.4%)

300 (100%)

Reason for not desiring pain relief in labor
Did not feel pain last labor
10 (21.7%)

Wants natural delivery
15 (32.6%)

Fear side effects
14 (30.4%)

Don’t Know
7 (15.2%)

Values are given as absolute number of respondents and the equivalent percentage of total in parenthesis
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in their next labor. One hundred and sixty (160) described
their last labor pain as severe (VAS 8‑10) and 144 (85.3%) of
them desire labor analgesia in their next delivery [Table 8]

Table 4: Crosstabulation of Respondents’ Social Class and Their
Desire for Pain Relief at next delivery

Discussion

Social Class 1
Social Class 2
Social Class 3
Social Class 4
Social Class 5

This study that evaluated the awareness, attitude and use of
labor analgesia by pregnant women revealed that majority
of our pregnant women are unaware of labor analgesia. The
awareness rate was found to be 21.7%. This is even higher
than 7% from a study in Uganda and 2% in a study in China.[32]
The similar very low awareness rates may be due to the
similarity of the countries in socio‑cultural and economic
status. Another Nigerian study had reported 38.3%.[18]
Despite the fact that majority of respondents (53.3%) reported
their last labor pain as severe, only 4.4% of the respondents
ever had labor analgesia at their last delivery while 95.6%
never had, this shows a very poor use of labor analgesia in
this part of the world. The most common reason given for
not having analgesia at last labor was unawareness (59.7%)
about labor analgesia and majority of them (70.3%) expected
that it was the doctor that should inform pregnant women
about labor analgesia. Among the 67 respondents that were
aware of labor analgesia, majority (17)(25.4%) got information
from nurses which is consistent with that of a study in
Zaria that earlier reported that 34.8% of respondents got
information about labor analgesia from Nurses while 15.5%
got from doctors.[35] Therefore, doctors need to be aware of
this expectations and do more in this regard.
Majority of the respondents, 254 (84.7%) indicated their
willingness to have labor analgesia in their next labor. This is
comparable with the outcome of another study where 70% of
the respondents indicated desire for pain relief in their next
labor.[6] Of those that don’t desire pain relief in next labor,
reason given by most was the desire to have natural delivery.
Desire for labor pain relief is not affected by the social class
of the patient, previous awareness of labor analgesia or
place of last delivery as the relationships are not statistically
significant. Though the desire for labor pain relief was more in
those with more than 1 previous deliveries, the relationship
is not statistically significant. The severity of previous labor
pain experienced was the only factor found to have significant
effect on desire for labor analgesia. (P value = 0.026). This is
consistent with previous study in a Nigerian Tertiary hospital
that reported previous labor experience to be responsible
for acceptance to use labor analgesia.[26]
The rate of parturient’s use of analgesia in labor in the area of
this study is abysmally low as only 4.4% of respondents in this

Social Class

Desire for Pain Relief at Next labor
Yes
No
Total
47 (85.5%)
99 (85.3%)
69 (87.3%)
10 (90.9%)
31 (79.5%)
256 (85.3%)

8 (14.5%)
17 (14.7%)
10 (12.7%)
1 (9.1%)
8 (20.5%)
44 (14.7%)

55 (100%)
116 (100%)
79 (100%)
11 (100%)
39 (100%)
300 (100%)

Chi‑Square test: Pearsons Chi‑square value 1.594, P value=0.810

Table 5: Crosstabulation of Respondents Awareness of Labour
analgesia and Desire for pain relief in next labour
Awareness of labor analgesia
Yes
No
Total

Desire for pain relief in next labor
Yes
No
Total
55 (82.1%)
201 (86.3%)
256 (85.3%)

12 (17.9%)
32 (13.7%)
44 (14.7%)

67 (100%)
233 (100%)
300 (100%)

Chi‑square test: Pearson’s Chi‑square value 0.955; P value 0.329

Table 6: Crosstabulation of Respondents Number of Children
and Desire for Pain Relief in next Labour
Respondents number of
children
1
2
3
4
5
6

Desire for pain relief in next labor
Yes
No
Total
128 (88.3%)
85 (81.7%)
28 (80%)
11 (100%)
2 (66.7%)
2 (100%)

17 (11.7%)
19 (18.3%)
7 (20.0%)
0 (0%)
1 (33.3%)
0 (0%)

145 (100%)
104 (100%)
35 (100%)
11 (100%)
3 (100%)
2 (100%)

Chi‑square test: Pearson’s Chi‑square=5.947; P value=0.311

Table 7: Crosstabulation of place of last delivery and Use of
Analgesia at last labour
Place of last delivery
Home
Mission House
Private Hospital
General Hospital
Tertiary Hospital
Total

Use of Analgesia at last labor
Yes
No
Total
0 (0%)
1 (2.7%)
2 (6.7%)
3 (1.7%)
1 (2.4%)
7 (2.3%)

15 (100%)
35 (97.2%)
28 (93.3%)
175 (98.3%)
40 (97.6%)
293 (97.7%)

15 (100%)
36 (100%)
30 (100%)
178 (100%)
41 (100%)
300 (100%)

Chi‑square test: Pearson’s Chi‑square value=3.239; P value=0.519

Table 8: Crosstabulation of Last Labor pain severity and Desire
for Pain relief in next labour
Last Labor Pain Severity
Mild
Moderate
Severe
Total

Desire for pain Relief in next Labor
Yes
No
Total
12 (70.0%)
100 (81.3%)
144 (90.0%)
256 (85.3%)

5 (29.4%)
23 (18.7%)
16 (10.0%)
44 (14.7%)

17 (100.0%)
123 (100%)
160 (100.0%)
300 (100.0%)

Chi‑square test: Pearson’s Chi‑square value=7.335, P value=0.026

study had used analgesia in their last labor. This is consistent
with the findings of a study in Ile‑Ife, Nigeria where only 5% of
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respondents ever had analgesia in their previous deliveries.[36]
There is poor attitude of labor analgesia use regardless of
whether the delivery was at home, mission house, general
hospital or tertiary hospital This suggests that the peoples
geographic and socio‑cultural factors may be influencing
their attitude towards labor analgesia.

12.

Conclusion

16.

The awareness rate of pregnant women about labor analgesia
is very low. Therefore, all efforts must be made to ensure
that discussions about labor analgesia are commenced
as early as at the booking visit to improve on pregnant
women’s awareness about labor analgesia and help their
acceptability and choices. Attitude towards labor analgesia
is not influenced by type of facility where the delivery took
place suggesting possibility of socio‑cultural influence of the
people in the area of study on the practice of labor analgesia.
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