How to organize and structure birth preferences

Start with purpose, not perfection

The most useful birth preferences begin with a clear purpose: helping your care
team understand what matters to you while leaving room for clinical judgment.
Labor can be physiologically normal, medically complex, or somewhere in
between, sometimes changing within minutes. A strong plan therefore avoids
sounding like a contract. It explains your values, your preferred communication
style, and the choices you would like to be offered when they are clinically
appropriate.

Begin with a short opening statement. This might include who you are, who
should be present, any major medical context your team should notice quickly,
and what helps you feel safe. For example, you may want calm explanations
before procedures, privacy during cervical examinations, or a support person
included in discussions whenever possible. This opening helps clinicians
interpret the rest of the document compassionately, especially during handoffs
between nurses, midwives, obstetricians, anesthesiologists, and neonatal staff.

Use a simple, scannable format

A birth preferences document should be easy to read in a busy clinical setting.



One to two pages is usually more useful than a long narrative. Use clear
section headings, short sentences, and direct language such as "l prefer," "l
would like to discuss," or "Please offer if appropriate.” Avoid burying
important information in dense paragraphs.

Place urgent or high-priority information near the top. This may include
allergies, trauma-informed care needs, language or interpreter needs, mobility
limitations, blood product preferences if relevant, or who can make decisions
if you cannot participate. Then organize the rest by the timeline of care:
admission, early labor, active labor, birth, cesarean or operative birth if
needed, immediate newborn care, and postpartum recovery.

It can help to mark each item as one of three levels: strong preference,
flexible preference, or question for the team. This structure respects both
autonomy and clinical reality.

Organize preferences by the flow of care

Delivery preferences in birth plan documents are easiest to use when they
follow the natural sequence of labor and delivery. Start with the birthing
environment: who may be in the room, whether you want dim lighting or music,
whether photography or video is allowed, and whether there are people you do
not want present. Include doula involvement, partner support roles, and any
cultural, spiritual, or privacy needs.

Next, address labor care. This may include mobility, hydration, oral intake
policies, cervical examination preferences, use of a tub or shower if
available, and fetal monitoring. If you prefer mobility-compatible monitoring,
say so directly, while acknowledging that continuous electronic fetal
monitoring may be recommended for certain maternal or fetal indications.

Then list pain management preferences. Include nonpharmacologic options such as
position changes, counterpressure, breathing strategies, water immersion if

offered, and support from a doula or partner. Also include pharmacologic

options you are open to discussing, such as nitrous oxide where available,
intravenous analgesia, or neuraxial analgesia such as an epidural. The goal is

not to decide every step in advance, but to clarify whether you want options

offered proactively or only if you request them.



Separate priorities from flexible wishes

Not every preference carries the same emotional or medical weight. A plan
becomes clearer when it distinguishes core priorities from flexible wishes. A

core priority might be informed consent during labor, avoiding unnecessary
separation from the baby, having a support person present whenever feasible, or
receiving clear explanations before interventions. A flexible wish might be

music, a specific labor position, or delayed bathing, depending on the setting
and the newborn’s condition.

Use language that invites collaboration. For example, instead of saying that an
intervention must never happen, consider writing that you would like to discuss
indications, alternatives, risks, benefits, and timing unless there is an
emergency. This supports shared decision-making in labor without creating
confusion if urgent care is needed. It also helps your support person advocate
in a way that is aligned with your values rather than trying to defend a rigid
checklist.

Make clinical contingencies visible

A comprehensive plan includes preferences for situations you hope will not
happen. This is not pessimistic; it is preparation. Include your thoughts about
induction or augmentation of labor if relevant, assisted vaginal birth

preferences if forceps or vacuum extraction are considered, and cesarean birth
preferences if surgery becomes necessary. You do not need to make clinical
decisions in advance, but you can state how you want information presented and
who you want involved.

For cesarean birth, ask your clinician which options are available in your

birth setting. Depending on maternal and fetal status, local policy, and

anesthesia considerations, some people may be able to request a support person
in the operating room, clear explanations during surgery, skin-to-skin contact

in the operating room or recovery area, or early breastfeeding support. Planned
cesarean counseling is different from emergency decision-making, so clarify
which preferences apply only if time and safety allow.

Also include newborn contingencies. If the baby needs assessment, warming,



glucose monitoring, respiratory support, or neonatal team involvement, state
whether you want your partner or support person to accompany the baby when
possible.

Include the immediate postpartum period

Birth preferences often focus on labor, but the first hours after birth deserve
equal attention. Include newborn care preferences such as skin-to-skin contact,
delayed cord clamping if appropriate, cord blood donation or banking decisions,
placenta preferences, feeding plans, rooming-in, lactation support, and whether
pacifiers or formula supplementation should be discussed before use unless
medically indicated.

Be specific about feeding support without turning the plan into a pressure
point. For example, you might write that you plan to breastfeed and want early
help with latch, or that you plan to formula feed and want respectful education
on preparation and feeding cues. If your baby may need special monitoring
because of gestational diabetes, prematurity risk, fetal growth concerns, or
medication exposure, ask your care team how those factors might affect
skin-to-skin time, feeding timing, or nursery care.

Finally, include your own recovery needs: pain control after birth, help with
mobility, perineal care, cesarean incision support, and mental health concerns
that should be handled sensitively.

Review it before labor begins

A birth plan review with obstetrician or midwife is one of the most important

steps in making the document useful. Bring your draft to a prenatal visit well

before your due date. Ask which options are routinely available, which require
consent forms or advance arrangements, and which depend on staffing, anesthesia
availability, fetal status, or hospital policy. This conversation can prevent
disappointment and reveal questions you did not know to ask.

Also review the plan with your partner, doula, or other support people. They
should understand not only what the document says, but why each priority
matters to you. That context helps them support you if you are tired, in pain,
sedated, overwhelmed, or recovering from surgery.



Keep the final version current. If your pregnancy risk profile changes, if
induction is scheduled, or if a planned cesarean becomes likely, update the
document with your clinician instead of relying on an older version.

Use it well on the day

Pack several copies and bring the document to the hospital or birth center.
Give one to the admitting nurse, one to your primary clinician if possible, and
one to your support person. A digital copy can help, but paper is often easier
during clinical handoffs.

On arrival, summarize your top three priorities out loud. For example: "l want
clear consent conversations, | prefer mobility when safe, and | want
skin-to-skin as soon as possible if the baby is stable." This makes the plan
actionable even if no one has time to read every line immediately.

Expect the plan to evolve. You may change your mind about pain relief,
monitoring, or visitors. Your clinician may recommend steps that were not in
your original preferences because of maternal bleeding, infection concerns,
fetal heart rate changes, stalled labor, blood pressure issues, or other
clinical factors. Flexibility does not mean failure; it means the document is
doing its job as a guide for communication.



