
How to prepare for different delivery types

Start with universal birth readiness

Regardless of delivery type, begin with the foundations: where you plan to give
birth, how you will get there, who will support you, and what information your
care team needs quickly. A flexible birth preferences document can include
preferred support people, pain management options in labor, cultural or
religious needs, mobility preferences, feeding intentions, newborn procedures,
and consent priorities. Keep it concise enough that a busy team can read it
during admission.

Practical planning matters. Arrange reliable transport, identify a backup
route, keep your phone charged, and prepare childcare or pet care if needed.
Pack essentials for the birthing person, baby, and support person, but avoid
relying on the bag as the plan. More important are your maternity notes,
medication list, allergy history, blood group information if available, and
emergency contacts.

Discuss how decisions will be made if labor changes direction. Some people find
BRAIN decision-making in labor useful: benefits, risks, alternatives,
intuition, and what happens if nothing is done now. This framework does not
replace medical advice, but it can help you ask focused questions during



time-sensitive situations.

Preparing for spontaneous vaginal birth

For an anticipated vaginal birth, preparation usually focuses on recognizing
labor, understanding the admission process, and practicing comfort strategies.
Ask your midwife or clinician when to call the maternity unit, especially if
your waters break, contractions become regular, bleeding occurs, or fetal
movements change. If you are considered higher risk, your threshold for calling
may be different.

Review the usual sequence of latent labor, active labor, second stage, birth of
the baby, and birth of the placenta. Knowing the terms can reduce fear when
staff describe cervical dilation, fetal station, membrane rupture, or
contraction patterns. Discuss options for movement, upright positions,
hydrotherapy if available, breathing techniques, nitrous oxide, systemic
opioids, epidural analgesia, and non-medication comfort measures.

Preparation also includes permission to adapt. A vaginal birth plan can still
include preferences if augmentation, continuous fetal monitoring, episiotomy,
operative vaginal delivery, or transfer to theater becomes necessary.

Preparing for induced labor

Induction preparation begins with understanding why induction is being
recommended and what alternatives exist. Common discussions include gestational
age, maternal health, fetal wellbeing, cervical readiness, and the risks of
continuing pregnancy compared with starting labor. Ask what method is likely to
be used first, how long each step may take, and whether you should expect an
outpatient or inpatient process.

Induced labor can be slow at the beginning and intense later, so plan for both
patience and stamina. Bring food and drinks only within the hospital policy,
entertainment for waiting periods, chargers, comfortable clothes, and any
approved aids for rest. Ask when fetal monitoring is needed and whether
mobility, bathing, or eating will be limited.

Because induction can sometimes lead to assisted vaginal delivery or cesarean



birth, prepare emotionally for branching pathways. This is not failure; it is a
normal part of obstetric decision making when safety factors change.

Preparing for planned cesarean birth

A planned cesarean birth involves birth preparation plus surgical preparation.
Your team should explain the indication, timing, anesthesia plan, expected
incision site, newborn contact after birth, postoperative recovery, and what
would happen if labor starts before the scheduled date. Follow your hospital
instructions about fasting, regular medications, skin preparation, arrival
time, and whether a support person can be present in theater.

Cesarean preparation often includes blood tests, review of allergies, venous
access, anesthesia assessment, fetal assessment, and consent for surgery. Ask
about spinal or epidural anesthesia, the possibility of conversion to general
anesthesia, nausea prevention, thrombosis prevention, urinary catheter timing,
and early postoperative pain management. Do not stop prescribed medications or
change fasting instructions unless your clinician tells you to.

Infection prevention is another difference from routine vaginal birth
preparation. For women undergoing cesarean section, antiseptic vaginal
preparation may be performed shortly before surgery by the clinical team. This
is a medical step done in the facility, not a home treatment unless
specifically instructed.

Preparing for unplanned cesarean birth

Many cesareans are not scheduled in advance, so it is worth preparing for the
possibility even when planning a vaginal birth. An unplanned cesarean may be
recommended for concerns such as labor not progressing as expected,
nonreassuring fetal status, bleeding, infection concerns, or another clinical
issue. The urgency can vary from time-sensitive to immediate.

Preparation means discussing in advance what information you want if surgery is
proposed. Helpful questions include why cesarean is recommended now, how urgent
the decision is, what alternatives are reasonable, what anesthesia is likely,
and whether your support person can accompany you. If there is no time for a
long conversation, staff may need to prioritize immediate maternal and fetal



safety.

Consider preferences that can still be honored in theater when safe: partner
presence, music, lowering the drape briefly, immediate skin-to-skin contact,
delayed cord clamping, or early feeding support. These depend on clinical
stability and local policy.

Preparing for assisted vaginal delivery

Assisted vaginal delivery, also called operative vaginal delivery, uses vacuum
or forceps delivery to help birth the baby during the second stage. It may be
discussed when pushing is prolonged, the birthing person needs help avoiding
further exertion, or fetal status suggests birth should happen sooner. Because
it can feel sudden, ask about it before labor if you have risk factors or
strong preferences.

Clinicians assess assisted vaginal birth prerequisites before proceeding. These
generally include full cervical dilation, ruptured membranes, an engaged fetal
head, confirmed fetal head position, adequate analgesia or anesthesia, an empty
bladder, and a clear plan to abandon the attempt if it is not working. The
details depend on the clinical setting and operator judgment.

Preparation for assisted delivery includes understanding consent, possible
episiotomy, perineal trauma risk, neonatal assessment, and the possibility of
moving to cesarean if the attempt is unsuccessful. You do not need to decide in
advance that you will accept or refuse every scenario, but knowing the
vocabulary can make urgent consent less overwhelming.

Preparing for VBAC or repeat cesarean

If you have had a previous cesarean, preparation usually involves comparing
planned repeat cesarean birth with trial of labor after cesarean. A successful
vaginal birth after cesarean may offer a shorter recovery for some people, but
TOLAC requires careful selection, facility readiness, and discussion of uterine
rupture risk. Your previous operative notes, type of uterine incision, number
of prior cesareans, previous vaginal birth, placenta location, and current
pregnancy factors all matter.



Ask your clinician where TOLAC is available, what monitoring is recommended,
when to come in during labor, and what circumstances would shift the
recommendation toward repeat cesarean. If you choose scheduled repeat cesarean,
prepare as for planned cesarean birth while also asking what to do if
contractions or membrane rupture occur before the date.

The goal is not to prove one route is better. The goal is a plan matched to
your history, values, and the safety resources available.

Prepare for recovery after birth

Recovery planning should be built into every delivery plan. Vaginal birth
recovery may involve perineal soreness, pelvic floor symptoms, bleeding,
breastfeeding or chestfeeding challenges, and emotional adjustment. Cesarean
recovery adds abdominal wound care, mobility limits, thrombosis prevention, and
surgical pain control. Assisted birth may require closer attention to perineal
healing and bladder or bowel symptoms.

Before birth, arrange postpartum support planning: meals, transport to
appointments, help with older children, medication pickup, and someone who can
notice mood or anxiety changes. Ask what bleeding pattern is expected, how to
care for stitches or an incision, what pain relief is safe for you, and when
follow-up should occur. If you plan to breastfeed, ask how feeding support
works after epidural, assisted birth, or cesarean.

Prepare your support person to watch for warning signs too. After birth,
exhaustion can make it harder to recognize when symptoms need urgent care.


