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Abstract: Postpartum pain is a complex clinical phenomenon that encompasses multiple types, including uterine contraction pain,
perineal pain, breast pain, incisional pain, pelvic pain, low back pain(LBP), and pelvic girdle pain. These conditions can significantly
impair maternal recovery and quality of life, thereby exerting adverse effects on maternal and neonatal health outcomes. The
underlying mechanisms are diverse, involving tissue injury, inflammatory responses, neural sensitization, myofascial dysfunction,
and psychological stress. Given its high prevalence and broad clinical impact, the study and management of postpartum pain hold
substantial clinical significance. Although research in this field has increased in recent years, existing studies are largely confined to
specific pain types or single intervention modalities, with limited efforts toward a comprehensive integration of the full spectrum of
postpartum pain or a systematic analysis of its underlying mechanisms. Therefore, a comprehensive review is warranted to summarize
the classifications, pathophysiological mechanisms, and multimodal management strategies of postpartum pain. The objectives of this
review are threefold: (1) to systematically categorize different types of postpartum pain and outline their epidemiological character-
istics and clinical burden; (2) to summarize the potential etiological factors and pathophysiological mechanisms underlying each pain
type; and (3) to evaluate the clinical effectiveness of current multimodal analgesic strategies, with particular attention to the role of
non-pharmacological interventions in postpartum pain management. Through this review, we aim to provide clinicians with
a structured reference framework, while also identifying priorities for future research, thereby contributing to the development of
systematic and individualized management strategies to ultimately improve maternal and neonatal outcomes.
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Introduction

Postpartum pain is a multifactorial clinical syndrome resulting from anatomical, physiological, and psychological
changes associated with pregnancy and childbirth. It is highly prevalent among postpartum women and can substantially
impact early recovery and quality of life. Clinical data suggest that 70%—-80% of women experience varying degrees of
acute or persistent pain after delivery, manifesting as uterine contraction pain, perineal pain, breast pain, incisional pain,
LBP, or pelvic girdle pain.'

Historically, postpartum pain was often considered a physiological inevitability, with empirical opioid administration
as the mainstay of treatment. However, as understanding of pain mechanisms and patient experiences has evolved, the
limitations of this singular approach have become evident. These include risks of opioid overuse, addiction, respiratory
depression, gastrointestinal side effects, and progression to chronic pain. This has driven a shift toward multimodal
analgesia strategies, integrating regional nerve blocks, NSAIDs, and non-pharmacological interventions to develop
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evidence-based, individualized pain management plans.? Such strategies not only reduce opioid consumption but also
lower the incidence of postpartum psychological conditions such as depression and anxiety, ultimately improving
maternal and neonatal outcomes.'

Given the heterogeneity and multifactorial nature of postpartum pain mechanisms, its management requires inter-
disciplinary collaboration and phase-specific interventions. In recent years, multidimensional pain assessment tools—
such as the Short-Form Brief Pain Inventory (SF-BPI) and McGill Pain Questionnaire (MPQ)—have been increasingly
implemented in clinical settings." These tools emphasize that pain is not solely a sensory experience but also encom-
passes functional, emotional, and social dimensions. Moreover, each type of postpartum pain has distinct pathophysio-
logical underpinnings: uterine contraction pain is linked to oxytocin-mediated myometrial contractions;> perineal pain
often results from tissue trauma and inflammation; incisional pain is associated with local tissue damage and scar
adhesions. Chronic pain development frequently involves neural sensitization, mood disturbances, and structural
instability, posing significant clinical challenges.

To enhance the scientific and systematic management of postpartum pain, this review synthesizes recent research
advances by addressing assessment methods, epidemiological characteristics, pathophysiological mechanisms, and
management strategies for various common types of postpartum pain. The aim is to inform clinical practice and support
improved postpartum recovery and long-term health outcomes.

Literature Search Strategy

For this review, a comprehensive literature search was conducted in the PubMed and Web of Science database up to
June 1, 2025. The following keywords were used: “postpartum pain”, “uterine contraction pain”, “postpartum perineal
pain”, “breast pain”, “pelvic pain”, “incisional pain”, “persistent postpartum pain”, “postpartum low-back pain” and
“pelvic girdle pain”. After retrieving the relevant studies, a multi-step screening process was employed. Titles and
abstracts were initially reviewed to assess relevance, followed by full-text evaluation. Studies that did not specifically

address postpartum-related pain were excluded from the final selection.

Assessment of Postpartum Pain
Accurate assessment of postpartum pain is essential for alleviating maternal discomfort and promoting timely recovery.*
The use of validated assessment tools enables clinicians to comprehensively evaluate the location, nature, intensity,
duration, and modulating factors of pain, thereby facilitating the development of individualized management strategies.
Clinically, pain assessment methods are broadly categorized into unidimensional and multidimensional tools.
Unidimensional tools primarily focus on pain intensity and include the Visual Analog Scale (VAS), Numeric Rating Scale
(NRS), Verbal Rating Scale (VRS), and the Faces Pain Scale (FPS).” These tools are user-friendly and suitable for rapid pain
monitoring in routine clinical settings. The characteristics of common unidimensional tools are summarized in Table 1.

Table I Common Unidimensional Pain Assessment Methods and Their Characteristics

Assessment Assessment Content Characteristics
Method

Visual Analog Scale | A 10-cm line with anchors at each end representing “no pain” (0) | VAS is useful for tracking dynamic changes in pain levels

(VAS) and “worst possible pain” (10). Patients mark the point on the line

that best reflects their pain intensity
Numeric Rating Patients rate their pain on a scale from 0 (no pain) to 10 (worst pain) It offers high reliability and is widely applicable,
Scale (NRS) including among postpartum populations

Verbal Rating Scale | Patients select descriptors that best match their pain, such as “no This scale is especially useful for those with limited

(VRS) pain”, “mild”, “moderate” or “severe” literacy or difficulty using numeric scales
Faces Pain Scale Patients select from a series of facial expressions corresponding to FPS is particularly helpful for children, patients with
(FPS) varying levels of discomfort cognitive impairments, or individuals who struggle to

verbalize pain
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In contrast, multidimensional pain assessment tools evaluate not only pain intensity but also its sensory, emotional, and
functional impact. Among these, the SF-BPI and the MPQ are widely adopted in postpartum pain research and clinical
practice.” The SF-BPI is efficient and available in multiple languages, enabling assessment of pain severity and its effects on
daily functioning, emotional well-being, and social interactions.® The MPQ provides a comprehensive evaluation of the sensory,
affective, and cognitive aspects of pain, making it particularly valuable for identifying psychological dimensions of chronic pain.’

Given the complexity of postpartum pain experiences, no single tool is sufficient to capture the full clinical picture.
Therefore, integrating multiple assessment methods is key to improving diagnostic accuracy. For example, combining the
VRS with the FPS allows for both emotional context and visual representation of pain. Clinicians should select tools
based on the patient’s clinical condition, cognitive and linguistic abilities, and the specific goals of assessment. This
tailored approach facilitates a deeper understanding of the pain experience and guides the formulation of effective,
individualized pain management plans.

Common Types of Postpartum Pain and Their Management

Uterine Contraction Pain

Uterine contraction pain, also known as afterpains, is a common postpartum symptom resulting from rhythmic contrac-
tions of the uterine smooth muscle during uterine involution. Typically, the pain arises within 1-2 days post-delivery and
lasts approximately 2—3 days.® A study by Fang et al’ reported that up to 50% of women experience uterine contraction
pain within the first 48 hours after vaginal delivery, with those who have a history of dysmenorrhea being more likely to
report more severe symptoms. In addition, Holdcroft et al'® found that multiparous women are more likely to experience
more intense uterine contraction pain compared to primiparous women.

Several factors influence the severity of uterine contraction pain. Breastfeeding is a major contributor, as infant suckling
stimulates endogenous oxytocin release, intensifying uterine contractions and associated pain.'' Similarly, uterotonic
agents such as oxytocin and ergot alkaloids—used to prevent postpartum hemorrhage—can exacerbate contraction-
induced discomfort.” Psychological and physiological factors also modulate pain perception; emotional status, previous
childbirth experience, and social support all influence how postpartum women experience and report uterine pain.'?

Although common, most women perceive uterine contraction pain as tolerable. Studies indicate that nearly 90% of
postpartum women do not require targeted treatment, implying that such pain is generally self-limited and does not
significantly impede overall recovery.’

Nonetheless, multimodal analgesia is increasingly advocated to manage uterine contraction pain effectively. Epidural
analgesia is one of the conventional approaches for postpartum pain management. A study by Mo et al'® demonstrated
that programmed intermittent epidural bolus (PIEB) provides superior analgesic efficacy compared to traditional
continuous epidural infusion (CEI) following cesarean section, with a lower incidence of motor blockade. In terms of
intravenous analgesia, a retrospective study conducted by Zheng et al in 2023'* indicated that, compared to the
commonly used sufentanil, nalbuphine—acting as a k-opioid receptor agonist and p-opioid receptor antagonist—offers
more effective relief of uterine contraction pain in multiparous women, while also reducing the incidence of adverse
effects such as nausea, pruritus, and urinary retention.

In addition to pharmacological treatments, non-pharmacological interventions have also shown promising potential in
alleviating uterine contraction pain. Transcutaneous electrical nerve stimulation (TENS), a non-invasive, low-cost, and
easy-to-administer analgesic technique, has been preliminarily applied in clinical practice. A study by de Sousa et al'
demonstrated that high-frequency electrical stimulation applied to the T10-L1 and S2—S4 spinal segments can interfere
with the transmission of afferent uterine pain signals, significantly reducing pain scores during breastfeeding in multi-
parous women. However, a systematic review by Deussen et al published in 2020% emphasized that the mechanisms and
clinical efficacy of TENS for managing uterine contraction pain require further validation through high-quality studies.

Perineal Pain
Perineal pain is one of the most frequently reported types of postpartum pain among women who have undergone vaginal
delivery. A study by Andrews et al'® reported that approximately 90% of women experience some degree of perineal pain
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following childbirth, even in the absence of overt perineal lacerations. The incidence increases significantly with
episiotomy or spontaneous perineal tears.'""'® Although most cases resolve within two months, about 10% of women
report persistent discomfort up to 18 months postpartum.'® In addition, perineal pain is closely associated with sexual

dysfunction. The study by Andrews et al'®

indicated that approximately 42% of women continued to experience
dyspareunia two months postpartum.

The primary mechanism involves trauma to the perineal region during childbirth, including skin, mucosa, and deep
muscle tissues (eg, bulbospongiosus, superficial transverse perineal muscles). Tissue injury from compression, tearing, or
surgical incision leads to inflammation, edema, and localized nociceptor activation.'®

For the management of postpartum perineal pain, multimodal analgesia strategies combining pharmacological and non-
pharmacological interventions are commonly employed in clinical practice. Among pharmacological options, NSAIDs, such
as ibuprofen and aspirin, alleviate local inflammation and pain by inhibiting prostaglandin synthesis, and are suitable for mild
to moderate pain relief.'”** A systematic review by Abalos et al*' demonstrated that a single dose of paracetamol can
effectively relieve perineal pain following vaginal delivery. Regarding local anesthetics, a study by Abu-Zaid et al** found that
ropivacaine offers several advantages over conventional lidocaine, including a longer duration of analgesia and reduced
injection discomfort, resulting in significantly higher maternal satisfaction (OR = 7.13, P < 0.001).

As an important adjunct to pharmacological approaches, non-pharmacological therapies have received increasing
attention in recent years and have demonstrated promising potential in the management of postpartum perineal pain.
A growing body of research suggests that various non-pharmacological interventions can play a beneficial role in
alleviating postpartum discomfort.In terms of physical therapies, studies by Kurnaz et al** and Francisco et al**
confirmed that local application of ice packs is an effective and easy-to-implement method for relieving perineal pain.

In addition, a systematic review by Abdelhakim et al*’

reported that antenatal perineal massage not only reduces the
incidence of perineal tears but also promotes wound healing and alleviates postpartum perineal pain.Traditional Chinese
therapies have also shown effectiveness in managing acute postpartum perineal pain. Acupuncture and its related
techniques, such as auricular acupressure, have been proven to relieve pain, potentially through activation of the
endogenous opioid system. Acupressure, particularly at points such as LV4 (Zhongfeng) and LI4 (Hegu-4), has been
shown to significantly reduce pain intensity within 30 to 120 minutes after delivery. This technique offers prolonged
analgesic effects, high maternal acceptability, and is considered a safe, economical, and non-invasive intervention.?
Moreover, emerging technologies have been explored in this context. A study by Filippini et al*’ found that carbon
dioxide (CO,) laser therapy may help reduce postpartum perineal discomfort. However, its clinical efficacy and long-

term safety need to be further validated in larger patient populations.

Breast Pain
Postpartum breast pain is a common concern among lactating women and can compromise breastfeeding continuation.
A study by Amir et al*® reported that over 70% of first-time mothers experience breast pain. Common etiologies include
ductal obstruction, mastitis, breast abscesses, nipple blisters, dermatitis, vasospasm, and milk stasis—with ductal
blockage being the most prevalent.””*°

Pathophysiologically, pain is often triggered by retained milk and subsequent inflammation or infection of breast
tissue. Predisposing factors include inadequate milk expression, poor latch, sustained breast compression, and hyperlac-
tation. Retained milk creates a favorable environment for microbial growth. A systematic review by Christine et al’’
identified Staphylococcus aureus and Candida species as the primary pathogens associated with mastitis. However,
a retrospective cohort study by Betts et al’® in 2021 reported that many patients did not experience sustained relief
following antifungal treatment. Based on these findings, the evidence supporting Candida infection as a cause of
breastfeeding-related breast pain remains insufficient. The study recommends that clinical evaluations should not rely
on presumptive diagnoses based solely on suspected Candida involvement.

Management of postpartum breast pain should be based on the specific etiology. In cases of ductal obstruction, warm
compresses, gentle massage, and milk expression (manual or through breastfeeding) are effective.’® For infectious
mastitis, mild cases can be managed conservatively, while moderate-to-severe cases may require antibiotics (cephalos-

porins). Breast abscesses often necessitate ultrasound-guided aspiration or surgical drainage. For nipple-related
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conditions, such as blisters or fissures, proper hygiene, drying, and application of breast milk can prevent secondary
infection. Fluconazole may be considered when fungal infection is confirmed by culture or clinical evidence.*?

In addition, several non-pharmacological therapies have been preliminarily applied and validated in the clinical
management of breast pain, offering more treatment options—particularly for patients who are unable or unwilling to use
medications. A study by Cagan et al** demonstrated that the Oketani breast massage technique can effectively relieve
breast engorgement. Han et al*? found that auricular acupressure significantly increased the pressure pain threshold in
specific regions of the breast, suggesting its potential effectiveness in alleviating breast tenderness. Although these
interventions have shown promising initial results, their efficacy and underlying mechanisms require further confirmation
through high-quality studies.

Pelvic Pain
A study by Ahlund et al*> reported that approximately 10% of women experience pelvic pain, including perineal pain,
within the first year postpartum. The incidence is notably higher among those with anal sphincter injuries or severe
perineal lacerations. The underlying mechanisms are multifactorial, often involving pelvic floor trauma, inflammation,
and myofascial dysfunction. Vaginal delivery may result in perineal tears, sphincter damage, and pelvic support structure
laxity, leading to localized pain.>® Repetitive muscle strain and persistent inflammation may cause peripheral nerve
sensitization, making even minor stimuli painful. Neuroinflammation further amplifies nociceptor excitability and
disrupts neurotransmitter function, contributing to typical myofascial pelvic pain characterized by hyperalgesic trigger
points in pelvic floor muscles.>” Chronic pelvic pain is frequently associated with genitourinary dysfunction, including
urinary incontinence and bowel irregularities, which compound physical and psychological burden.

Physical therapy is an important component of postpartum pelvic pain management and includes interventions such as

pelvic floor muscle training and radiofrequency therapy. A systematic review by Woodley et al*®

demonstrated that pelvic
floor muscle training can effectively prevent urinary incontinence and improve pelvic floor muscle strength. In addition,
a study by Li et al*’ found that radiofrequency therapy may alleviate myofascial pelvic pain by delivering thermal energy
to enhance local blood circulation and reduce muscle tension.

Notably, an interview study by Buurman et al*’

revealed that many women have limited awareness and inadequate
preparation for postpartum pelvic pain. Therefore, greater emphasis should be placed on health education by obstetricians
and midwives, particularly regarding pelvic floor dysfunction prevention and management, to help mitigate long-term

impacts on women’s quality of life.

Incisional Pain After Cesarean Section

Incisional pain following cesarean delivery is common and may affect maternal mobility, infant bonding, and
breastfeeding.'® Its etiology is complex, involving surgical trauma, inflammatory responses, and scar tissue
formation.*® Mechanical injury to abdominal and uterine tissues activates local inflammation and cytokine release (IL-
6, TNF-a), which sensitize peripheral nerves.*' Edema and scar adhesion can further activate nociceptors or compress
nerves, leading to persistent or referred pain.** Postoperative scar tissue formation may also lead to nerve compression,
which may lead to intractable incisional pain or referred pain.*?

The management of incisional pain following cesarean section primarily relies on multimodal analgesia strategies.
Among these, neuraxial analgesia—such as epidural or intrathecal administration of morphine—remains one of the most
effective approaches. However, it may be associated with adverse effects including pruritus, nausea, vomiting, and
respiratory depression.'? In recent years, regional nerve block techniques have gained attention as effective alternatives.
Qin et al*' demonstrated that approaches such as the transversus abdominis plane (TAP) block and the erector spinae
plane (ESP) block provide satisfactory postoperative analgesia and significantly reduce opioid requirements. Local
anesthetic techniques have also emerged as promising adjuncts. For instance, lidocaine patches and intraoperative fascial
infiltration of bupivacaine combined with epinephrine have been explored. A study by de Queiroz et al** found that 5%
lidocaine patches effectively reduced pain scores within the first 36 hours postoperatively, although they did not
significantly impact opioid consumption, recovery quality, or adverse event rates. A study by Garmi et al*> demonstrated
that intraoperative wound infiltration with bupivacaine combined with epinephrine significantly reduced incisional pain
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following cesarean section and decreased the need for rescue opioid analgesics postpartum. No intervention-related
adverse effects were observed, indicating favorable safety and analgesic efficacy. This technique may serve as an
effective strategy for postoperative pain management after cesarean delivery.

In addition, scar adhesion and the choice of skin closure technique after cesarean section are also important factors
influencing incisional pain.A study by Li et al** demonstrated that autologous fat grafting not only improves the
appearance and texture of scar adhesions but also helps alleviate pain associated with scar tissue to some extent.
Nitsche et al** found that the use of absorbable subcutaneous staples can reduce the need for postoperative analgesics
and thereby support enhanced recovery after surgery. For specific populations, Ibrahim et al*® reported that in obese
women, continuous subcutaneous suturing may lower the risk of incisional infection compared to interrupted skin
sutures, although it may be associated with increased short-term pain.

Persistent Postpartum Pain (PPP)
PPP is a chronic pain condition that affects maternal health, mental well-being, and family functioning.*® A study by
Valinger et al*’ reported that 4% to 31% of women continue to experience varying degrees of chronic pain after
childbirth, with some cases persisting for several years or even more than a decade. Common manifestations include
pelvic girdle pain, LBP, and persistent incisional pain.*®

The mechanisms of PPP involve inflammatory pathways, joint instability, and abnormal neural modulation. A study
by Yurashevich et al* found that levels of the proinflammatory cytokine interleukin-1p (IL-1B) in the cerebrospinal fluid
were significantly elevated in patients with persistent pain following cesarean section, suggesting that neuroinflammation
may play a key role in the development of chronic pain. Structural instability—such as lax ligaments or sacroiliac joint
dysfunction—also contributes to chronic pelvic and lumbar pain.*°

Several risk factors for PPP have been identified. A study by Eisenach et al>'

indicated that the intensity of acute pain
within the first 36 hours after delivery is a strong predictor of PPP, even more influential than the mode of delivery
(vaginal or cesarean). Psychological stressors such as postpartum depression and anxiety further increase risk, with
emotional distress shown to exacerbate PPP.*°

Current treatment includes NSAIDs, opioids, and in select cases, surgical interventions. According to a report by
Capobianco et al,>® minimally invasive sacroiliac joint fusion can effectively relieve pain symptoms in patients with
severe sacroiliac joint dysfunction. In addition, a study by Stuge et al>? demonstrated that targeted muscle stabilization

training shows beneficial effects in improving pain intensity, functional status, and quality of life.

Postpartum Low Back Pain
LBP is frequently reported by postpartum women, with prevalence estimates ranging from 15% to 70%. While some
recover shortly after delivery, 5%—40% experience persistent symptoms for more than six months.”>>>

The causes of postpartum LBP are multifactorial and include musculoskeletal, hormonal, and structural changes.
During pregnancy, hormonal shifts and abdominal expansion lead to stretching and weakening of the abdominal fascia,
linea alba, and rectus abdominis, impairing trunk stability and increasing mechanical load on the lumbar spine. A study
by Chen et al*® demonstrated that reduced rectus abdominis thickness is significantly associated with an increased risk of
postpartum low back pain. Furthermore, according to A. Abde et al,>’ machine learning analyses revealed a strong
correlation between postpartum low back pain and abnormal trunk movement patterns, particularly limitations in flexion,
extension, and lateral bending functions. Pregnancy- and lactation-associated osteoporosis, though rare, is a notable risk
for vertebral compression fractures and persistent LBP. Postpartum women with low bone mineral density should receive
calcium and vitamin D supplementation and engage in weight-bearing exercises to reduce fracture risk.>*>°

The management of postpartum low back pain commonly relies on a multimodal approach, incorporating exercise

1° demonstrated

rehabilitation, physical therapy, and pharmacological interventions. Among these, a study by Saleem et a
that core muscle training—particularly targeting the rectus abdominis—can significantly enhance lumbar stability and
reduce pain scores. Additionally, orthopedic manual therapy has shown promising results in alleviating postpartum low
back pain, as reported by Schwerla et al,°' although further studies with extended follow-up periods are needed to

confirm its long-term efficacy. Traditional therapies are also increasingly utilized in this context. For instance, a study by
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Akbarzadeh et al>* found that dry cupping therapy applied to the BL23 (Shenshu) acupoint can effectively relieve
symptoms, suggesting its potential role as a complementary treatment in postpartum low back pain management.
Advanced imaging techniques such as high-frequency ultrasound and shear wave elastography are now used to assess

rectus abdominis function and build predictive models for LBP risk.>®>’

Pelvic Girdle Pain (PPGP)

Postpartum pelvic girdle pain (PPGP) is a prevalent musculoskeletal disorder during and after pregnancy, often
progressing to chronic pain if left unmanaged. Prevalence varies due to inconsistent diagnostic criteria. A study by
Vermani et al® reported that approximately 45% of pregnant women experience pelvic girdle pain during pregnancy,
with the majority recovering spontaneously within three months postpartum. Notably, approximately 19% of women still
experience PPGP 12 years after delivery.®®

The pathophysiology remains unclear but is thought to involve mechanical strain and hormonal effects, particularly
elevated relaxin levels, which increase ligament laxity and pelvic joint mobility.°® This instability is considered a major
contributor to pain.®*®*

Risk factors include a history of LBP, BMI >25, antepartum PPGP, depression, heavy labor, and the need for mobility
aids during pregnancy.®> ¢’

In terms of management, PPGP is typically addressed through multimodal interventions, primarily involving non-
pharmacological therapies such as physical therapy and exercise training. A study by Gutke et al®® provided strong
evidence supporting the beneficial effects of acupuncture and pelvic support belts in the treatment of PPGP. Furthermore,
a systematic review by Franke et al®® demonstrated that osteopathic manipulative treatment (OMT) significantly
improves pain levels and functional status in women with PPGP. In addition, research by Vleeming et al’® concluded
that the current body of scientific evidence is sufficient to recommend appropriate exercise during pregnancy to alleviate

or prevent the onset and progression of PPGP.

Discussion

This review provides a comprehensive summary of the epidemiological characteristics, underlying mechanisms, clinical
types, and management strategies of persistent postpartum pain. Current evidence indicates that postpartum pain is not
merely a short-term complication of childbirth but may progress to chronic or persistent pain, exerting long-lasting
effects on women’s quality of life and psychological well-being. However, despite the increasing number of studies in
recent years, both the clinical recognition and intervention rates remain relatively low.

At the mechanistic level, multiple factors—including local tissue injury, neural sensitization, hormonal fluctuations,
psychosocial influences, and chronic inflammatory responses—are believed to interact and contribute to the onset and
persistence of postpartum pain. This complexity highlights the need for future studies to integrate basic and clinical
research data and further elucidate the interplay among these mechanisms.

In terms of management, pharmacological therapy remains the cornerstone. Acetaminophen and NSAIDs are widely
recommended as first-line options due to their safety and efficacy, while opioids are reserved for short-term use in moderate-to
-severe pain to minimize risks of dependence and adverse effects. Regional nerve blocks and epidural analgesia are also
widely employed in cesarean delivery and labor analgesia, providing effective acute pain control and reducing systemic
medication use. At the same time, non-pharmacological interventions have gained increasing attention as important adjuncts.
Physical therapies—such as thermotherapy, cryotherapy, electrical stimulation, ultrasound, and pelvic floor muscle training—
help relieve inflammation and muscle tension while promoting tissue repair and functional recovery. Rehabilitation
approaches, including progressive exercise and postural correction, support improvement in muscle dysfunction and enhance
physical stability. Psychosocial support, including cognitive-behavioral therapy, postpartum education, and family involve-
ment, has also been shown to reduce pain perception and mitigate the risk of chronicity.

Growing evidence suggests that combining pharmacological and non-pharmacological interventions represents a leading
approach for individualized pain relief and functional recovery. For instance, routine use of NSAIDs supplemented with early
pelvic floor rehabilitation or physical therapy can shorten the duration of pain and improve maternal quality of life.
Nevertheless, most existing studies are limited by small sample sizes, short follow-up periods, and the lack of standardized
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outcome measures, which restrict the generalizability and validation of long-term efficacy. Therefore, future research should
prioritize large-scale, multicenter randomized controlled trials to verify the effectiveness and safety of non-pharmacological
therapies and combined pharmacological-non-pharmacological approaches. Additionally, efforts should focus on identifying
optimal drug dosages, refining regional anesthesia techniques, and optimizing rehabilitation modalities, thereby advancing the
development of systematic and precise multimodal management strategies.

Conclusion

Postpartum pain is highly prevalent, diverse in presentation, and exerts a broad impact on women’s health. It manifests
not only as acute pain, such as incisional or perineal pain, but also as chronic or persistent pain, imposing a sustained
burden on maternal physical and mental well-being and overall quality of life. Epidemiological data reveal substantial
variation in the incidence of different pain types, yet the overall burden remains considerable. Although recent advances
have been made in assessment tools, mechanistic studies, and therapeutic approaches, multimodal management strategies
that combine pharmacological and non-pharmacological interventions have only gradually become a clinical trend.
Current practice continues to face major challenges, including a lack of standardized diagnostic criteria, insufficient
identification of risk factors, and limited implementation of individualized interventions. Future research priorities should
include: (1) establishing standardized, multidimensional systems for pain assessment and classification; (2) further
elucidating the pathophysiological mechanisms underlying different types of postpartum pain; and (3) developing
evidence-based, comprehensive management pathways with optimized integration of pharmacological and non-
pharmacological approaches. Collectively, these efforts may enable earlier identification and more precise interventions
for postpartum pain, ultimately improving maternal and neonatal outcomes.
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