
Communication with doctors during labor

Why communication matters clinically and emotionally

During labor, communication is not a courtesy layered on top of care; it is
part of care. The labor team is continuously interpreting maternal vital signs
in labor, contraction patterns, cervical change, pain, fluid status, fetal
heart rate patterns, and the response to interventions. The birthing person is
simultaneously interpreting sensations, fear, fatigue, preferences, and trust.
Good communication connects these two forms of knowledge.

Respectful maternity care starts with basics that can be easy to overlook in a
busy unit: clinicians should introduce themselves, explain their role, ask
about concerns, review relevant preferences, preserve privacy, and ask
permission before examinations or procedures when possible. These actions are
not merely social niceties. They help reduce uncertainty, support consent, and
make it easier for patients to speak up when something feels wrong.

Communication also matters because labor care is interdisciplinary. Nurses
often remain continuously present, while physicians or midwives may come in for
assessments, decision points, or birth. Anesthesiology, pediatrics, operating
room staff, and lactation or postpartum teams may become involved. Research on
nurse-physician communication during labor has shown that clinicians may share



the same goal, a safe birth, while disagreeing about methods, particularly with
fetal assessment and oxytocin use. For the patient, this means that transparent
team communication is a safety issue, not just an organizational preference.

Preparing before labor: make preferences usable

The best time to start communication is before contractions are intense. A
birth preferences document is most useful when it is concise, prioritized, and
clinically realistic. Rather than listing every possible scenario, consider
naming the values that should guide decisions: mobility, low-intervention
coping if appropriate, early epidural access, trauma-informed birth care,
delayed cord clamping if feasible, avoidance of unnecessary separation, or
clear explanations before procedures.

A productive prenatal conversation with your clinician might include:

Which preferences are usually supported in the chosen birth setting?
Which situations commonly require a change in plan?
How fetal monitoring, cervical exams, intravenous access, and pain relief are
usually handled?
Who should speak for you if you are exhausted, medicated, or in the operating
room?
How the team manages disagreements or requests for more time when the situation
is not emergent?

Preparation also includes communication logistics. If you use an interpreter,
need accommodations for hearing, speech, anxiety, neurodivergence, or past
trauma, tell the team early. If specific words, positions, or examination
techniques are triggering, name them if you feel safe doing so. You do not need
to justify every preference. A simple statement such as, "Please explain before
touching me" or "I need one person to speak at a time" can be clinically
important.

Early labor and admission: set the tone

On arrival to the hospital or birth center, the team will usually need to
triage maternal and fetal status. This may include vital signs, contraction
assessment, fetal heart rate evaluation, review of membranes and bleeding,



cervical exam during labor if indicated, and questions about medical history.
Even when admission is busy, you can ask who is caring for you and what the
immediate plan is.

Helpful phrases include: "Can you tell me what you are checking for right now?"
"Is there anything concerning about the baby or me?" "Before a cervical exam,
can you explain why it is needed and what the result would change?" These
questions are medically relevant and usually easy for clinicians to answer.

If you have a support person, decide early how they should participate. Active
labor partner support can be as practical as tracking questions, reminding
staff of preferences, helping with position changes, or asking for
clarification when the birthing person is focused on contractions. The partner
should amplify the patient’s voice, not override it. If the patient can
communicate, clinicians should address the patient directly.

Handovers are another key moment. Shift changes, transfer from triage to a
labor room, or involvement of an on-call physician can create gaps. It is
reasonable to ask, "Can we review the plan with the new team?" Guidelines for
labor care emphasize keeping the woman informed and involving her in
communication with other health professionals whenever possible.

Asking questions when interventions are proposed

Labor often changes. A previously low-intervention plan may include
recommendations for continuous monitoring, artificial rupture of membranes,
oxytocin augmentation in labor, antibiotics, epidural analgesia in labor,
operative vaginal birth, or cesarean birth indications. A recommendation is not
automatically wrong because it differs from the plan; it deserves a clear
explanation.

A compact decision framework can help during contractions:

Indication: What problem are we trying to solve?
Benefit: What outcome are we hoping for?
Risk: What maternal or fetal risks should I understand?
Alternatives: Are there reasonable options, including waiting?
Timing: Is this urgent, time-sensitive, or preference-sensitive?



This approach supports informed consent during labor without requiring a
lecture. For example, if oxytocin is recommended because contractions are
inadequate and cervical change has stalled, the team should be able to explain
the dosing plan, monitoring, and what would prompt adjustment or
discontinuation. If fetal heart rate changes are present, clinicians should
explain whether the pattern is reassuring, indeterminate, or concerning in
plain language.

It is also appropriate to ask, "What would happen if we waited 20 to 30
minutes?" when the situation is not emergent. Conversely, if the clinician
says, "We need to act now," ask for the immediate reason. Emergencies can
compress conversation, but even then, brief statements such as "The baby’s
heart rate is not recovering" or "There is heavy bleeding" help preserve trust.

Pain, exhaustion, and consent under pressure

Labor pain, sleep deprivation, nausea, fear, and medication can all affect
communication. This does not remove the need for consent; it means the team
should adapt. Short sentences, repetition, eye contact if welcomed, and one
question at a time can help. Some patients prefer detailed explanations; others
want only the immediate recommendation. You can say, "I need the short version"
or "I want the details before deciding."

Pain relief decisions are common communication points. For epidural analgesia
decision-making, ask about expected onset, monitoring, mobility restrictions,
urinary catheter use, blood pressure effects, and what happens if the block is
incomplete. For nonpharmacologic coping strategies, ask whether the current
monitoring plan allows showering, movement, upright positions, or a birth ball.
If a requested option is not available, the team should explain why and offer
alternatives where feasible.

Consent before vaginal examinations is especially important. A clinician should
explain the purpose, ask permission, and stop if you withdraw consent unless
there is an immediate emergency requiring action. You may request fewer people
in the room, a pause between contractions, a support person at your side, or a
specific position. Maintaining privacy and dignity is part of safe, respectful
care.



If you feel overwhelmed, use a pause phrase: "I need a moment unless this is an
emergency." This signals that you are willing to engage but need time. If it is
an emergency, ask the team to say so plainly.

When plans change: disagreement, escalation, and trust

Disagreement during labor can arise because values and risk tolerance differ,
or because the clinical picture is evolving faster than the patient can
process. Shared decision-making in labor does not mean every option is equally
safe. It means clinicians explain the medical situation, recommend a plan,
discuss reasonable alternatives, and understand what matters to the patient.

If you disagree with a recommendation, try to make the concern specific: "I
understand you recommend cesarean birth; can you explain whether this is
because of fetal status, labor progress, infection risk, or another reason?"
Specific questions are easier to answer than a global "Why are you doing this?"
If time allows, you may ask for the attending physician, charge nurse, midwife,
or another clinician to join the conversation.

Escalation is appropriate if you feel dismissed, if pain or bleeding is not
being addressed, if fetal concerns are unclear, or if communication among staff
seems inconsistent. A calm but direct phrase can help: "I do not feel I
understand the plan. Can we stop and have one person summarize the situation
and next step?"

Trust is strengthened when clinicians acknowledge uncertainty. Labor often
involves probability rather than certainty: a fetal heart tracing may be
watched closely rather than immediately acted on; slow progress may be
acceptable in one context and concerning in another. Patients can tolerate
uncertainty better when they know what the team is monitoring, what thresholds
would change the plan, and when the next reassessment will occur.

After birth: debriefing and continuity of communication

Communication does not end with delivery. Immediately after birth, priorities
may include newborn assessment after birth, uterine tone, bleeding, perineal
repair, placenta evaluation, blood pressure, temperature, and skin-to-skin



contact when safe. If the room becomes busy, ask one clinician to explain what
is happening. If the newborn needs extra support, a brief update such as
"breathing support is being given" or "the pediatric team is assessing
transition" can reduce panic.

A postpartum birth debriefing can be valuable, especially after operative
birth, severe pain, hemorrhage, fetal distress, shoulder dystocia, neonatal
resuscitation, or a sense of being unheard. The debrief does not need to happen
immediately. Once stable, ask what happened, why decisions were made, whether
anything affects future pregnancies, and where the operative note or discharge
summary can be reviewed.

It is also reasonable to discuss emotional impact. A birth may be medically
successful and still feel frightening or disempowering. If you experienced loss
of control, coercion, confusion, or trauma symptoms, tell a clinician and ask
for postpartum mental health resources. Respectful communication includes
recognizing the patient’s interpretation of the event, not only the clinical
outcome.


