Natural birth checklist and planning guide

BIRTH PREFERENCES

Start with a flexible definition of natural birth

Natural birth usually means a physiologic vaginal birth with limited

interventions and an emphasis on mobility, nonpharmacologic coping strategies,
and shared decision-making. For some people, it means labor without
pharmacological pain relief. For others, it means avoiding unnecessary
procedures while accepting interventions that become medically indicated.
Neither definition is morally superior; the best birth plan is the one that

supports informed consent, safety, and dignity.

Before writing preferences, clarify your clinical context. Ask whether you are
considered low risk or have factors that may alter management, such as
hypertensive disorders, diabetes, fetal growth concerns, placenta previa,
malpresentation, multiple gestation, infection risk, prior cesarean birth, or a
history of postpartum hemorrhage. These conditions do not automatically remove
your voice from planning, but they may affect the recommended birth setting,
fetal monitoring, induction timing, anesthesia planning, or neonatal care.

Use language that invites collaboration. Instead of "no interventions,"
consider "l prefer low-intervention birth when maternal and fetal status remain
reassuring, and | would like discussion before interventions when time allows."



This makes your priorities clear while acknowledging that urgent situations may
require immediate action.

Choose the birth setting and care team deliberately

Your birth setting determines which options are available in real time. A
hospital, freestanding birth center, and planned home birth each have different
resources, transfer pathways, and emergency capabilities. Discuss where you
plan to deliver with a licensed clinician who understands your pregnancy and
local systems of care.

Key questions to ask include: Who manages labor when your primary clinician is
unavailable? Are midwives, obstetricians, anesthesiologists, pediatric

clinicians, lactation consultants, and operating room staff available on site

or on call? What is the facility’s policy for intermittent auscultation versus
continuous fetal heart rate assessment? How are transfers, shoulder dystocia,
postpartum hemorrhage, neonatal resuscitation, or emergency cesarean delivery
handled?

Your support team matters as well. Identify one primary support person who can
stay calm, advocate respectfully, and help you remember your preferences. A
doula, if available and within your budget, may provide continuous nonmedical
support, position suggestions, massage, counterpressure, breathing coaching,

and emotional reassurance. Make sure everyone understands that advocacy should
not become conflict; the goal is clear communication with the clinical team.

Share your birth preferences document during prenatal visits and bring copies
to the birth setting. Keep it concise, ideally one to two pages, so staff can
quickly understand what matters most to you.

Labor environment and comfort checklist

The labor environment can influence stress hormones, coping, and the ability to
move through contractions. While you cannot control every aspect of a clinical
setting, you can often shape the atmosphere. Ask in advance what is permitted
regarding lights, music, aromatherapy, eating and drinking, hydrotherapy,
photography, and the number of support people.



Consider including these preferences:

Lighting: dim lights when clinically appropriate.

Sound: quiet voices, music, guided relaxation, or silence.

Movement: walking, standing, rocking, squatting, hands-and-knees, side-lying,
or use of a birth ball.

Hydration and nutrition: clear fluids, electrolyte drinks, light foods, or
facility-specific oral intake policies.

Hydrotherapy: shower or tub use if membranes, fetal status, and facility policy
allow.

Comfort tools: heat packs, cold cloths, massage oil, comb pressure,
rebozo-style support if staff are trained, and counterpressure for sacral
discomfort.

Pack with function in mind. Useful items may include a long phone charger, lip
balm, hair ties, nonskid socks, comfortable clothing, toiletries, snacks for
support people, a water bottle, copies of your plan, identification, insurance
details, and newborn items required by the facility. Avoid overpacking; the
most valuable tools are often your support person’s presence and your own
practiced coping strategies.

Pain management preferences without closing doors

Natural birth planning often centers on pain coping. Labor pain is intense,
dynamic, and influenced by fetal position, contraction pattern, fatigue, fear,
support, and prior experiences. Preparing for unmedicated vaginal birth does
not require refusing all forms of pain relief in advance. It means
understanding your options and deciding how you want them offered.

Nonpharmacologic techniques include breathing patterns, low vocalization,
movement, upright positioning, water immersion, massage, sterile water
injections for back labor where available, acupressure, visualization,
mindfulness, and continuous labor support. Many people benefit from rehearsing
these methods before labor with a childbirth educator, doula, partner, or
physiotherapist familiar with pelvic mechanics.

You may want to specify how staff should discuss analgesia. For example:
"Please do not offer epidural analgesia routinely, but discuss options if |



ask, if labor is prolonged, or if the team believes pain control may help me
rest or facilitate safe care." This respects your desire for labor pain relief
options to remain patient-led while avoiding shame if circumstances change.

If you are strongly hoping to avoid neuraxial analgesia, still ask about
epidural and spinal anesthesia during prenatal care. Understanding benefits,
risks, contraindications, and timing can reduce fear if a cesarean delivery or
assisted procedure becomes necessary. Informed flexibility is not failure; it
Is preparedness.

Monitoring, interventions, and informed consent

A low-intervention birth plan should still address common intrapartum
decisions. These include vaginal examinations, membrane rupture, intravenous
access, fetal monitoring, oxytocin augmentation, amniotomy, antibiotics for
group B Streptococcus, and management of prolonged labor. Ask which
interventions are routine at your facility and which are based on clinical
indications.

For fetal assessment, some low-risk labors may be candidates for intermittent
auscultation, while higher-risk situations often require continuous fetal heart
rate assessment. Continuous monitoring may be recommended with induction,
oxytocin use, epidural analgesia, meconium-stained fluid, abnormal fetal heart
rate patterns, or maternal complications. Your plan can state a preference for
mobility-compatible monitoring when continuous monitoring is needed.

Discuss cervical exams. Some people prefer exams only when results will change
management. Others find progress checks reassuring. Either approach is
reasonable if infection risk, bleeding, ruptured membranes, and labor progress
are considered clinically.

Include a simple decision framework: "When time allows, please explain the
indication, benefits, risks, alternatives, and what may happen if we wait."
This mirrors informed consent principles and helps preserve autonomy during
labor. In emergencies, clinicians may need to act quickly; your prenatal
conversations can make those moments less disorienting.

Pushing, birth, and immediate newborn preferences



Second-stage preferences can be included without overdirecting the clinical
team. You may prefer spontaneous pushing, delayed coached pushing until you
feel an urge, upright or side-lying positions, a mirror, touch-guided crowning,
warm compresses, or perineal support. Ask how your facility approaches
episiotomy; in many settings it is not routine and is reserved for selected
circumstances.

Discuss what should happen if birth is not progressing or fetal status becomes
concerning. Operative vaginal delivery with vacuum or forceps may be considered
in specific situations when criteria are met and a skilled clinician is

present. Cesarean delivery may be recommended for fetal intolerance of labor,
arrest disorders, malpresentation, placental complications, cord prolapse, or
other urgent concerns. Your plan can request clear explanation and partner
presence if possible, but safety may limit some preferences.

For the newborn, many families request immediate skin-to-skin contact, delayed
cord clamping when appropriate, early breastfeeding or chestfeeding support,

and newborn assessments performed at the bedside when feasible. Also decide who
will cut the cord, whether you want to see the placenta, and how you prefer

routine newborn medications, screening, and immunizations to be discussed.

If the baby needs resuscitation, thermoregulation, glucose monitoring,
antibiotics, or neonatal intensive care evaluation, the clinical team may need
to separate parent and baby temporarily. Ask whether your support person can
accompany the newborn if separation is required.

Postpartum planning is part of the birth plan

A natural birth checklist should continue beyond delivery. The first hours
after birth include uterine tone assessment, bleeding surveillance, vital
signs, bladder care, perineal evaluation, pain control, feeding support, and
monitoring for complications. Physiologic birth does not eliminate the
possibility of postpartum hemorrhage, infection, hypertensive emergencies,
urinary retention, severe perineal pain, or mood symptoms.

Plan for the third stage of labor. Many clinicians recommend active management,
often including uterotonic medication, to reduce hemorrhage risk. If you prefer



physiologic placental delivery, discuss whether that is appropriate for your
risk profile and how bleeding will be monitored.

At home, organize practical support before labor begins. Prepare meals, arrange
help with older children or pets, set up a feeding station, and identify who

can drive you to urgent care if needed. Know your facility’s postpartum contact
number and the warning signs that require immediate evaluation, such as heavy
bleeding, fever, severe headache, vision changes, chest pain, shortness of
breath, unilateral leg swelling, seizures, or thoughts of self-harm.

Emotional recovery deserves equal attention. Even a medically uncomplicated
birth can feel overwhelming. If your birth departs from your plan, ask for a
debrief with your clinician. Understanding what happened can support healing
and future reproductive planning.

A concise natural birth checklist to personalize
Use this checklist as a starting point, then edit it with your clinician:

Birth setting: chosen facility or home plan, transfer plan, emergency contacts,
and backup clinician.

Support: partner, doula, interpreter if needed, visitor preferences, and
decision-maker if you cannot speak for yourself.

Environment: lighting, sound, movement, clothing, hydration, photography, and
privacy preferences.

Pain coping: breathing, water, massage, counterpressure, positioning, and when
to discuss medication.

Monitoring: intermittent or continuous fetal monitoring preferences,
mobility-compatible devices, and IV access discussion.

Labor interventions: preferences about cervical exams, membrane rupture,
oxytocin, antibiotics, and induction or augmentation.

Birth: pushing style, positions, perineal support, episiotomy preferences, and
contingency plans for operative or cesarean birth.

Newborn care: skin-to-skin, delayed cord clamping, feeding, newborn
medications, screening, and separation preferences.

Postpartum: bleeding management, pain control, feeding support, mental health
support, discharge teaching, and warning signs.



Finally, rank your top three priorities. In labor, a short priority list is

often more useful than a long document. Examples include staying mobile,
avoiding routine analgesia unless requested, keeping the baby skin-to-skin if
stable, or ensuring explanations before nonurgent interventions. Priorities
help the team preserve what matters most when plans need to adapt.



