Advocating for your birth preferences

Start with values, then translate them into care preferences

Effective advocacy begins before anyone writes a birth plan. Start by asking
what you most want your care team to understand about you. Some people
prioritize mobility, low-intervention coping, privacy, cultural or spiritual

practices, avoidance of unnecessary procedures, early skin-to-skin contact, or
a calm communication style. Others are most concerned about trauma-informed
care, rapid access to epidural analgesia, neonatal care planning, or avoiding
decision-making without adequate explanation.

Once your values are clear, translate them into specific care preferences.
Instead of writing, "I want a natural birth," consider naming the clinical
choices behind that goal: freedom to change positions, intermittent
auscultation if clinically appropriate, nonpharmacologic pain coping
strategies, hydrotherapy if available, delayed admission until active labor
when safe, and avoidance of routine amniotomy unless there is a clear
indication. Specific language helps clinicians understand what you mean and
reduces the chance that your preferences are interpreted too broadly.

Delivery preferences in birth plan discussions are also more useful when they
separate strong priorities from flexible wishes. For example, you might say, "I



strongly prefer informed consent before vaginal examinations unless there is an
emergency," and, "l would like wireless or mobility-compatible monitoring if
continuous fetal monitoring becomes necessary." This style makes your
preferences practical, respectful of clinical judgment, and easier to apply in

real time.

Use the birth plan as a shared decision-making tool

A birth plan is not a contract with labor. The strongest evidence-based framing

Is that it can encourage engagement, help pregnant patients learn about

options, and support shared decision-making with maternity care providers. It

can also reveal mismatches between expectations and local practice early enough
to discuss alternatives.

Bring the document to a prenatal visit rather than waiting until admission in
labor. A birth plan review with obstetrician, midwife, or family physician
gives you time to ask which requests are routinely supported, which require
advance coordination, and which may not be feasible in your setting. This is
especially important for preferences involving water immersion, eating and
drinking during labor, intermittent auscultation, nitrous oxide, epidural

timing, doulas, photography, placental handling, or family-centered cesarean
practices.

Shared decision-making in labor depends on two-way communication. You bring
your goals, values, and tolerance for tradeoffs; the care team brings clinical
information about maternal status, fetal status, labor progress, and facility
resources. A useful phrase is, "If our original preference is no longer
recommended, please explain the reason, the alternatives, the urgency, and what
happens if we wait." This invites medical clarity without creating conflict.

Plan for consent, communication, and urgent decisions

Advocacy is strongest when everyone understands how you want information
delivered. Informed consent during labor means more than signing a form; it
includes a clear explanation of the proposed intervention, expected benefits,
material risks, reasonable alternatives, and the option of declining or
delaying when delay is medically reasonable. In emergencies, the amount of
discussion may be compressed, but respectful communication still matters.



Consider adding a short communication section to your preferences:

"Please speak directly to me unless | say otherwise."

"Please explain cervical checks, medication changes, amniotomy, oxytocin,
operative vaginal birth, or cesarean birth before proceeding unless immediate
action is required."

"If fetal or maternal status becomes concerning, please use plain language
about the level of urgency."

"If | am overwhelmed, my designated support person can help me ask questions
and restate my preferences."

These statements can be particularly helpful if you have a history of trauma,
previous obstetric complications, pregnancy loss, difficult medical encounters,
or anxiety around procedures. You do not need to justify your need for
respectful consent. At the same time, it is reasonable to discuss in advance
how urgent situations are handled, including postpartum hemorrhage,
hypertensive crisis, non-reassuring fetal heart rate patterns, shoulder
dystocia, chorioamnionitis, or need for expedited birth.

Make preferences clinically specific but flexible

Flexible birth preferences are not weak preferences. They are preferences
written with enough medical context to remain useful if labor changes. For
example, mobility may be possible with intermittent monitoring or wireless
continuous monitoring, but may be limited by epidural density, oxytocin
protocols, fetal heart rate concerns, magnesium sulfate, or maternal
instability. Eating and drinking policies may vary if there is a higher
likelihood of anesthesia. Pushing positions may depend on fetal tolerance,
epidural function, and whether an assisted vaginal birth becomes necessary.

For each major area, write a preferred option and an acceptable backup. For
pain relief, you might prefer breathing, counterpressure, water, sterile water
injections, nitrous oxide, or movement, while also wanting timely epidural
access if coping becomes unsustainable. For fetal monitoring, you might prefer
intermittent auscultation in low-risk labor, with mobility-compatible

monitoring if continuous monitoring is recommended. For cervical examinations,
you might prefer limiting exams to clinically meaningful moments, while



agreeing to more frequent assessment if induction, epidural placement, or fetal
concerns require it.

This same approach applies to cesarean section preferences. You can state that
you prefer vaginal birth when safe, while also naming what matters if cesarean
birth becomes recommended: clear explanation of indication, partner or support
person present when possible, regional anesthesia if appropriate, delayed cord
clamping if maternal and neonatal status allow, early skin-to-skin, and
breastfeeding support in recovery.

Prepare your support team to advocate with you

Preparing family and support system members is a practical part of birth
advocacy. Your partner, doula, relative, or friend should understand your
priorities well enough to help you communicate them, but not so rigidly that
they argue against necessary care. Their role is to support your voice, help
you process information, and notice when you need a pause, interpreter, pain
support, or clearer explanation.

Before labor, review your preference document together. Identify the top three
priorities that should be protected whenever clinically possible. Also identify
circumstances where you would want your support person to speak up: if a
procedure is started without explanation, if you are being asked to decide
while unable to understand the urgency, if your pain is not being addressed, or
if your stated preferences are being dismissed without clinical reasoning.

A support person can use calm, concise language: "Can we pause for a brief
explanation?" "What is the medical indication?" "Is this urgent, or do we have
a few minutes?" "What are the alternatives?" These questions are not
adversarial. They help align the room around safety, consent, and your goals.
If you use a doula, clarify that doulas provide emotional, physical, and
informational support, but they do not replace licensed clinical care or make
medical decisions for you.

Know when and how to escalate concerns

Most advocacy happens through ordinary conversation, but sometimes you may need
clearer escalation. If you feel unheard, ask to speak with the charge nurse,



attending obstetrician, midwife, anesthesiologist, patient advocate, or unit
leader, depending on the concern. Escalation is appropriate when consent feels
unclear, pain is not being addressed, communication is disrespectful, an
interpreter is needed, or your preferences are being overridden without
explanation.

It can help to use structured questions:

"What problem are we trying to solve right now?"

"How urgent is this recommendation?"

"What are the risks of proceeding, waiting, or choosing another option?"

"Is there a less invasive option that still addresses the clinical concern?"
"Can we have a moment to discuss this privately unless immediate action is
needed?"

Advocacy also includes knowing when a recommendation reflects genuine risk.
Changes in fetal heart rate, heavy bleeding, fever, severe hypertension,
abnormal labor progress, placental concerns, or signs of maternal deterioration
may require rapid action. In those moments, your preferences still matter, but
the safest version of the plan may look different from what you imagined. A
good care team should explain the change, protect your dignity, and involve you
as much as the situation allows.



