
Partner support and communication during pushing

Understanding the partner’s role in the second stage of labor

The second stage of labor begins when the cervix is fully dilated and ends with
the birth of the baby. It may include passive descent, when contractions
continue but the birthing person is not yet actively bearing down, and active
pushing in labor, when she begins to use expulsive effort with contractions.
This stage can be short or prolonged, and the experience varies widely
depending on parity, fetal position, epidural use, maternal energy, and
clinical circumstances.

A partner’s core task is not to manage the birth but to support the person
giving birth. That distinction is important. The clinical team assesses fetal
station, fetal heart rate patterns, maternal vital signs, progress, pain
relief, bleeding, and the need for interventions. The partner provides
continuity: remembering preferences, noticing emotional cues, helping the
birthing person feel seen, and translating stress into calm, simple support.

Good partner support during childbirth is responsive rather than performative.
Some people want enthusiastic words, counting, and eye contact. Others want
silence, low lighting, and minimal touch. A partner who has discussed
preferences before labor will be better prepared, but flexibility is essential



because needs can shift quickly during crowning, severe rectal pressure,
exhaustion, nausea, shaking, or fear.

Communication before pushing begins

The best communication during pushing often starts before pushing begins. In
late first stage or during passive descent, the partner can quietly confirm
what the birthing person wants: who should speak, whether she prefers counting,
whether touch feels helpful, what phrases are reassuring, and which phrases
feel irritating or coercive.

Partners can also help keep the birth preferences document visible and
flexible. Preferences may include delayed cord clamping, immediate skin-to-skin
contact if medically appropriate, preferred pushing positions, use of a mirror,
perineal support during birth, or desire for minimal conversation. These are
preferences, not guarantees; the partner’s job is to help them be heard while
recognizing that maternal or fetal safety may require adaptation.

Useful questions to ask before or during the transition into pushing include:

"Do you want quiet, coaching from the nurse or midwife, or short encouragement
from me?"
"Would you like me near your face, holding your hand, or helping support your
leg only if the team asks?"
"Is there a phrase you want me to repeat when things feel hard?"
"If plans change, do you want me to ask for a brief explanation before
decisions are made?"

These questions are most effective when asked gently and briefly. During
intense contractions, long explanations can feel overwhelming. A partner can
use yes-or-no questions, observe body language, and wait for pauses between
contractions whenever possible.

What to say during pushing

Words can either anchor or agitate. During pushing, the nervous system is
already highly activated; a partner’s tone should usually be low, slow, and
confident. Supportive phrases work best when they affirm effort without judging



performance. "You are safe," "I am right here," "One contraction at a time,"
"You are doing incredibly hard work," and "Listen to your nurse or midwife" can
be more helpful than loud, repetitive commands.

It is usually better to describe progress only when the clinical team has
confirmed it. Saying "the baby is almost here" too early may feel discouraging
if birth is still some time away. Instead, a partner can say, "Your team is
watching closely," or "That was strong work." If crowning is visible and the
clinician says birth is close, the partner can mirror that information in a
calm way.

Words of affirmation should be personalized. Some birthing people want humor;
others find it distracting. Some want spiritual language, music, or silence.
Some want direct encouragement only between contractions and no speech during
the contraction itself. The partner should be willing to stop immediately if
the birthing person says "quiet," turns away, removes a hand, or looks
overstimulated.

Importantly, partners should not assume their job is to chant "push."
Authoritative labor support guidance emphasizes that companions should not
encourage the woman to push as an independent instruction; telling someone when
or how to push is a clinical role for trained health workers. A partner can
encourage, but the timing and method of pushing should come from the birthing
person’s body and the maternity team’s assessment.

Supporting spontaneous pushing and coached guidance safely

There are different approaches to pushing. Spontaneous pushing allows the
birthing person to follow involuntary urges, often using shorter pushes and
breathing according to sensation. Coached pushing may involve more structured
instructions, such as pushing with a contraction for a set duration, often used
in some clinical settings or when epidural anesthesia reduces sensation.
Neither approach is universally best for every circumstance; the appropriate
strategy depends on clinical context, local practice, maternal preference, and
fetal response.

The partner’s safe role is to reinforce the care team’s instructions, not
create separate instructions. If the nurse, midwife, or obstetrician says,



"Take a breath and bear down now," the partner can echo supportively, "Follow
their voice; I’m with you." If the clinician says to pant, breathe slowly, or
stop pushing briefly to allow controlled delivery of the head, the partner can
help by modeling slow breathing rather than shouting encouragement to continue.

This is especially important during crowning or when the clinician is
protecting the perineum, checking fetal heart tones, managing shoulder
delivery, or preparing for assisted vaginal birth. There may be moments when
not pushing is medically important. A partner can place their face near the
birthing person’s line of sight, breathe audibly and slowly, and say, "Small
breaths now; listen to them."

If the birthing person appears confused because multiple people are speaking,
the partner can help reduce noise: "Can one person guide her?" This simple
advocacy can make communication clearer without challenging the team. The goal
is not to control the room; it is to help the birthing person receive one
coherent message.

Physical comfort and positioning support

Physical support during pushing should be guided by consent and the clinical
situation. Partners may help with sips of water or ice chips if allowed, cool
cloths, lip balm, holding a hand, supporting the upper back, or helping the
birthing person maintain a position recommended by the team. With epidural
anesthesia, leg strength and proprioception may be reduced, so any leg support
should follow staff guidance to avoid strain or unsafe positioning.

Labor positioning support can include side-lying, semi-sitting, upright,
hands-and-knees, squat bar use, or supported kneeling, depending on monitoring,
anesthesia, fetal status, and facility practice. A partner can ask, "Is another
position safe to try?" if pushing seems difficult or the birthing person is
uncomfortable. This allows the team to consider options without implying that
lack of progress is anyone’s fault.

Back pressure, sacral counterpressure, or gentle hip support may help some
people, particularly if there is back labor or occiput posterior positioning,
but touch can become intolerable during transition or crowning. The partner
should ask first and stop quickly if touch is rejected. The most supportive



physical action may be doing less: dimming lights if possible, lowering voices,
keeping the room uncluttered, or protecting privacy during examinations.

Between contractions, partners can help the birthing person rest deeply. A few
seconds of muscle release between pushes may conserve energy. Gentle reminders
such as "Drop your shoulders," "Unclench your jaw," or "Rest now" can help, as
long as they are not delivered as criticism. Rest is a skill during the pushing
stage and delivery, not a sign of weakness.

Advocacy without conflict

Advocacy during birth is most effective when it is calm, specific, and
collaborative. The partner may be the only person in the room who knows the
birthing person’s baseline communication style, trauma history, preferences,
and fears. That perspective matters. At the same time, the clinical team is
responsible for safety and may need to act quickly if there are concerns such
as fetal bradycardia, maternal instability, significant bleeding, or lack of
descent.

A useful framework is to ask for information, not permission to override
medical judgment. For example: "Can you explain what you are seeing?" "Is this
urgent, or do we have a moment to discuss options?" "What are the benefits and
risks?" "Are there alternatives?" "What happens if we wait?" These questions
support informed consent when time allows.

The partner can also help the birthing person’s voice be heard when she is
exhausted. If she previously said she wanted to avoid a mirror or did not want
many observers, the partner can gently remind the team. If she wants to change
her mind, the partner should support the current choice, not police the
original plan. Birth preferences are tools for communication, not contracts.

When decisions become time-sensitive, the partner’s emotional regulation during
labor is critical. Panic, anger, or arguing at the bedside can increase
distress. If the partner disagrees or does not understand, a concise question
is usually better than confrontation: "Is this an emergency?" or "Please tell
us what you need to do right now." This preserves trust while still advocating
for clarity.



When pushing is prolonged, overwhelming, or medically complex

A prolonged second stage can test everyone’s endurance. The birthing person may
feel she is failing, especially if progress is slow despite strong effort.
Partners can help reframe the experience: descent can happen gradually, fetal
rotation can take time, and rest periods may be clinically appropriate. Avoid
statements that imply performance, such as "Try harder," "Don’t give up," or
"You have to get this baby out."

If the team discusses oxytocin augmentation, operative vaginal birth,
episiotomy, cesarean birth, or neonatal team attendance, the partner can listen
carefully and ask for plain-language clarification. Medical terms can be
difficult to process during intense pain or exhaustion. A partner might say,
"Can you explain what that means for her and the baby right now?" or "What
choice are you asking us to make?"

Emotional reassurance remains essential during unexpected changes. If forceps,
vacuum, or cesarean birth becomes medically recommended, the partner can reduce
fear by staying close, maintaining eye contact if possible, and repeating
concise facts from the team. The message should be: "You are not alone; the
team is responding; I am here."

After the baby is born, support continues. The partner may help protect
immediate skin-to-skin contact when medically appropriate, remind the team of
feeding preferences, take in information about the newborn, or stay with the
birthing person if the baby needs assessment. If separation occurs, partners
should ask where the baby is going, who is with the baby, and how updates will
be communicated.


