
Communication with medical team during labor

Why communication matters in labor

Labor care depends on teamwork. A labor and delivery nurse may be continuously
present, while the obstetrician, midwife, anesthesiologist, pediatric or
neonatal team, and additional staff may enter at key points. Each person has a
defined role, but the birthing person and support people are also essential
members of the care conversation. Professional clinical communication aims to
make information accurate, timely, and understood by the people who need it.

In labor, communication can affect comfort, trust, consent, and response time.
For example, reporting a sudden change in pain, pressure, bleeding, headache,
shortness of breath, decreased fetal movement before admission, or concern
about fetal monitoring gives the team information they can assess. This does
not mean every symptom is dangerous; it means new or worrying changes should be
stated plainly so clinicians can evaluate them.

A useful mindset is: "I do not need to use perfect medical language, but I do
need to be specific." Instead of saying "something feels wrong" and stopping
there, add what changed: location, timing, severity, associated symptoms, and
whether it is new. If you are unsure whether something matters, say so. Labor
teams are used to sorting urgent from non-urgent information, and clear



reporting helps them do that safely.

Know who is in the room

Communication becomes easier when you know who you are speaking with and what
decisions they can address. In many hospitals, the labor and delivery nurse is
the first point of contact for monitoring, comfort measures, medication timing,
position changes, and updates to the clinician. A midwife or obstetrician
generally guides the overall labor plan, evaluates progress, discusses
interventions, and manages complications. The anesthesia team discusses
epidural analgesia, spinal anesthesia, airway concerns, and pain procedures.
Newborn staff focus on assessment and transition after birth.

Because staff may change during shift handover, it is reasonable to ask for
brief introductions. Helpful questions include: "Who is the primary clinician
covering me right now?" "Who should we call if symptoms change?" and "Will the
plan be handed over at the next shift change?" These questions are not
confrontational. They support shared mental models, which is a core element of
safe team communication.

If you are in a teaching hospital birth team, you may meet residents, students,
fellows, or supervising physicians. You can ask who will perform an exam or
procedure, who is supervising, and whether you can decline student
participation if that is your preference and clinically appropriate. Respectful
clarity early in admission can prevent confusion later, especially when the
room becomes busy.

Use a flexible birth preferences document

A birth preferences document can help the team understand what matters to you:
pain coping, mobility, monitoring, cervical exams, support people, pushing
guidance, cord clamping preferences, skin-to-skin contact, infant feeding
plans, and cesarean birth preferences if surgery becomes necessary. The most
effective version is short, prioritized, and clinically flexible. It should not
be treated as a contract or a prediction; labor often changes.

Consider dividing preferences into "very important," "if medically
appropriate," and "please discuss if time allows." This helps the team see what



needs direct attention. For example, you might write that you strongly prefer
informed consent before cervical exams, would like mobility-compatible
monitoring if available, and want explanations before oxytocin, amniotomy,
operative vaginal birth, or cesarean delivery unless there is an emergency.

Bring the document, but also talk through it. A nurse or clinician may not have
time to read a long form during active labor. A support person can summarize
the key priorities in one minute: "She wants clear explanations, minimal
cervical exams when safe, early discussion of pain relief options, and
immediate updates if fetal monitoring becomes concerning." This keeps the birth
preferences document practical and usable under real clinical conditions.

Ask questions that support shared decisions

Shared decision-making in labor is strongest when clinical information and
personal values are both named. Many decisions are preference-sensitive when
the birthing person and fetus are stable, such as timing of epidural analgesia,
some position changes, coping strategies, and how much coaching is desired.
Other decisions may become urgent if there are signs of maternal or fetal
compromise. The team should explain the concern, recommendation, benefits,
risks, and alternatives as clearly as the situation allows.

When a recommendation is made, concise questions can help: "What problem are we
trying to solve?" "How urgent is this?" "What are the benefits and risks?"
"What are the alternatives, including waiting?" "What might happen if we do
nothing for now?" and "Can we have a minute to discuss unless this is an
emergency?" These questions are compatible with informed consent during labor
and can often be answered quickly.

If the answer is too technical, ask for translation into plain language. If the
answer is too vague, ask what the team is watching: maternal vital signs in
labor, contraction pattern, cervical change, fetal heart rate features,
bleeding, infection risk, or pain control. A medically literate patient may
understand terms like tachysystole, category II tracing, chorioamnionitis, or
arrest of dilation, but still deserves a clear explanation of what the finding
means in context and what choices are available.

Communicate during pain, procedures, and pushing



Labor pain can make complex conversation difficult. It helps to agree in
advance on short phrases. "Pause please," "Explain before touching," "I need
pain options," "I feel pressure," or "I do not understand" are complete
communication tools. If speaking becomes difficult, a partner or doula can
repeat the birthing person’s words, not replace them with their own preferences.

During exams or procedures, it is appropriate to ask what is being done and
why. Before a cervical exam, membrane rupture, catheter placement, fetal scalp
electrode, intrauterine pressure catheter, assisted delivery, or operating-room
transfer, the team should provide an explanation when the clinical situation
permits. Consent is an ongoing process, and people can ask to stop, reposition,
or clarify unless immediate action is required for safety.

Communication during pushing may need to become simpler and more directive.
Some people want coached pushing guidance; others prefer physiologic pushing
with fewer commands if fetal and maternal status allow. Tell the team what
helps: quiet counting, no counting, position suggestions, mirror use, touch
boundaries, or fewer voices. If many people are speaking at once, a partner can
ask, "Can one person give instructions?" Reducing noise can help the birthing
person focus and can also improve team coordination.

Speak up and escalate concerns

Patients sometimes hesitate to speak up because they do not want to seem
difficult. In hospital care, stating concerns clearly is expected and
appropriate. If you feel unheard, repeat the concern and name the desired
action: "I am worried about this bleeding and would like the clinician to
assess it," or "I still do not understand why this intervention is
recommended." If language, hearing, cognitive load, trauma history, or
disability affects communication, ask for the support needed.

Interpreter support is important when medical decisions are being discussed.
Family members may be helpful emotionally, but professional interpreters are
preferred for accuracy in consent, procedures, and urgent updates. If you do
not understand the language being used, say so early: "I need an interpreter
before I consent, unless this is an emergency." Hospitals may also have patient
liaison, consumer advocate, or escalation pathways if communication breaks down.



Escalation does not need to be adversarial. You can ask for the charge nurse,
the attending clinician, or a second explanation of the plan. In urgent
situations, the team may need to act quickly, but they can usually still give
brief updates: what is happening, why speed is needed, and what comes next.
After an emergency or unexpected change, a postpartum birth debrief can help
clarify events, decisions, and follow-up needs.

How partners can help

Partner support during childbirth is most useful when it protects the birthing
person’s voice. A partner can track questions, restate preferences, notice
changes, call the nurse, manage the birth preferences document, and ask for
clarification. The partner should avoid answering for the birthing person
unless asked, unable to speak, or in an emergency where known preferences need
to be communicated quickly.

Before labor, partners can review key preferences and medical history:
allergies, medications, pregnancy complications, prior birth experiences,
trauma triggers, blood product preferences if relevant, and who should receive
updates. During active labor partner support may include saying, "She asked for
fewer people speaking," "She wants to know whether this is urgent," or "Can you
explain the fetal monitoring concern again?" These phrases help align the room
without creating conflict.

Partners also need to manage their own stamina. Labor may be long, and
communication quality can decline when everyone is exhausted. A partner who
eats, hydrates, writes down updates, and asks for clarification calmly may be
better able to support decision-making. If there is a doula, nurse, or second
support person present, dividing roles can reduce overload and keep the
birthing person centered.


