
Communication about position changes

Why position changes need communication

In birth care, a position change may be suggested for comfort, fetal
assessment, pelvic mechanics, access for examination, or safety. The clinical
purpose may be straightforward, but the person experiencing the change still
needs orientation. Without explanation, even a helpful move can feel abrupt,
disempowering, or confusing.

Communication matters because the body is not the only thing changing. Pain,
pressure, nausea, fatigue, fear, and reduced privacy can all narrow attention.
A short explanation helps the person understand what is happening and what they
are being asked to do. It also gives them a chance to tell the team if the plan
needs to be modified.

This is one reason shared decision-making in labor remains relevant even when
time is limited. A position change does not need a long discussion, but it does
need a clear one. The basic sequence is simple: explain the reason, describe
the movement, ask for participation if possible, and confirm comfort afterward.

How clinician posture affects the conversation



Communication about position changes is influenced not only by words but also
by the clinician’s own posture. Evidence from inpatient communication studies
suggests that seated or eye-level clinician communication is often perceived as
more compassionate, more attentive, and more satisfying than standing over the
patient. The review literature also suggests that this can happen without
adding meaningful time.

That finding matters in birth settings. When a clinician crouches, sits, or
comes to eye level, the conversation can feel less transactional. The person is
more likely to register that the team is listening rather than just directing.
That does not replace clinical judgment, and it does not guarantee agreement,
but it can reduce the social distance that sometimes appears during intense
care.

The practical message is modest: posture can support communication quality. A
seated conversation at the bedside, even if brief, often gives more dignity to
the exchange than giving instructions while half turned toward equipment or a
doorway. In high-acuity settings, this small adjustment can improve the tone of
the interaction without slowing care.

What to explain before the move

Before a turn, roll, sit-up, or change in pelvic position, the explanation
should be concrete. The person needs to know what movement is being proposed
and why. For example, the team may be trying to improve comfort, help with back
pain, improve exposure for an exam, or support a tracing that has become harder
to interpret. The point is not to deliver a lecture. It is to make the request
understandable in the moment.

Good communication is usually strongest when it uses plain language and
one-step instructions. A person in active labor may not absorb a long
rationale. It is better to say, in effect, that the team wants to help them
onto the left side, or to sit up and lean forward, or to shift after position
changes after epidural analgesia because movement can improve safety and
pressure distribution. If monitoring is involved, the person should be told
what will happen to the belts or wires.

When possible, ask whether they are ready, whether they want help from a



partner, and whether there is a preferred side or posture. Those questions are
small but they preserve agency. They also make the movement more likely to
succeed because the person is not surprised by what their body is being asked
to do.

Communication during labor, pushing, and monitoring

Communication needs change across labor. During contractions, brief cues may be
enough. During the second stage, the conversation may need to be more specific
because the person is bearing down, adjusting to pelvic pressure, and
responding to instructions in real time. That is where phrases such as
communication during pushing and second stage labor positioning become
clinically relevant rather than theoretical.

When fetal monitoring is in place, the team should explain whether the person
can move freely, whether the trace is stable, and what level of assistance is
needed. This is especially important when balancing safe movement during fetal
monitoring with the need to maintain a usable signal. If the belt needs to be
repositioned or the person needs to stay still for a brief interval, say so
directly. The goal is not to restrict movement by default, but to explain the
reason for any temporary limit.

During active labor, some people prefer the simplicity of birth positions
during labor that change little; others want frequent adjustments. Both can be
reasonable. What matters is that the team does not treat movement as a
nuisance. When position changes are framed as part of physiologic labor
support, the person is more likely to cooperate and to report what feels better
or worse.

How to communicate after the change

The conversation does not end when the body is moved. After a position change,
the team should check whether the person feels better, whether the position is
tolerable, and whether any symptom has changed. This is the step that is
easiest to skip and most useful to keep. It can reveal whether the adjustment
improved pain, increased pressure, worsened dizziness, or simply needs to be
modified.



MedlinePlus guidance on turning patients over in bed emphasizes explaining the
movement, encouraging participation, and checking comfort afterward. That
sequence applies well to birth care because it protects dignity and helps the
person stay oriented to what is happening. It also gives the team feedback
about whether the change is actually helping.

Sometimes the right response is not to insist on the original plan. A person
may need to pause, breathe, ask for a pillow, or choose a different angle. A
respectful reassessment is not a failure of the intervention. It is part of
good care. In practice, the best position changes are often the ones that are
negotiated, not imposed.

A practical communication pattern

There is no single script that works in every setting, but a simple pattern is
reliable. First, state the reason for the move. Second, describe the movement
in one or two steps. Third, ask for consent or readiness. Fourth, coordinate
hands-on help. Fifth, check the result after the position is established.

A clinician might say, for example, that changing to the left side could help
with comfort, then explain how they will support the shoulders and hips, then
ask whether the person is ready. If the person is using an epidural, the team
may need to be more deliberate about limb support and pressure points. If the
person wants a partner involved, that request should be accommodated when
feasible.

This kind of communication also benefits from attention to setting. Quiet
voice, eye contact, and a face-level posture all make the exchange easier to
process. The evidence on seated clinician communication supports this approach:
people tend to feel more heard when the conversation happens at the same level,
not from across the room. In a labor room, those details can matter as much as
the sentence itself.


