
Preparing family and support system

Begin with the birthing person’s priorities and boundaries

The starting point is not a generic list of family duties; it is a conversation
about what support would feel safe, respectful, and useful to the birthing
person. Preferences may include who is present during labor, who receives
updates, whether visitors are welcome after birth, what kinds of touch are
acceptable, and how much advice family members should offer. These preferences
can change as pregnancy progresses or as the clinical situation evolves.

Ask open questions rather than assuming that a partner, parent, sibling, or
friend will know what is needed. Useful questions include: "What helps you feel
calm when you are overwhelmed?" "Who would you want contacted if plans change?"
and "Which household responsibilities would be hardest for you to manage during
recovery?" This approach supports autonomy and reduces the risk that
well-intentioned relatives will unintentionally create pressure.

A written flexible birth preferences document can summarize preferred support
people, communication boundaries, relevant medical information, and questions
for the maternity team. It should not be treated as a contract or a guarantee.
The birthing person’s informed consent remains central, and clinicians may
recommend changes when maternal or fetal safety requires them.



Map the support network and identify gaps

Make a broad inventory of possible support rather than relying on one person.
The network may include a partner, relatives, friends, neighbors, a doula,
midwife, obstetric clinician, primary care professional, mental health
clinician, lactation consultant, social worker, faith community, or local
caregiver organization. Some people may offer time; others may provide
transportation, meals, funds, specialized knowledge, or remote communication.

For each potential helper, consider availability, geographic distance, physical
capacity, reliability, relationship dynamics, and comfort with the assigned
task. A person who is loving and enthusiastic may not be able to provide
overnight care or transportation. Conversely, a neighbor or community service
may be well suited to meal delivery or pharmacy collection. The Pennsylvania
Department of Aging recommends identifying who can help, matching tasks to
available support, sharing responsibilities, and communicating regularly rather
than leaving care coordination to one overwhelmed individual.

It is also useful to identify gaps explicitly. Common gaps include no
dependable nighttime support, limited transportation, lack of paid leave,
language barriers, inadequate childcare, financial constraints, or family
conflict. Research on caregiver-centered care indicates that caregivers often
need help navigating services and accessing organized support, not merely
encouragement from relatives. Discuss identified gaps with the prenatal care
team, hospital social worker, insurer, employer, or relevant community agencies
before birth.

Assign concrete roles instead of general promises

"Let me know if you need anything" is kind but difficult to activate during
labor or sleep-deprived recovery. Convert offers into defined responsibilities
with a person, time frame, and backup. A simple caregiving matrix can include
the task, primary person, alternate person, instructions, and contact
information.

Communication: One designated contact can update extended family, prevent
repeated calls, and protect the parents’ privacy.



Transportation: Identify who can drive to the birth setting, who has access to
a car seat or suitable vehicle, and what alternative is available if that
person is unreachable.
Household care: Assign laundry, dishes, groceries, trash removal, and
medication or supply collection according to each helper’s capacity.
Children and pets: Arrange care for older children and animals, including
overnight and holiday contingencies.
Emotional support: Clarify who can listen without judgment, provide
reassurance, or help the birthing person contact a clinician when concerns
arise.
Postpartum support: Plan assistance with meals, rest periods, infant-care
learning, and attendance at follow-up appointments without taking over
decisions.

Revisit assignments near the due date and after birth. A support plan should
distinguish between tasks requiring professional expertise and tasks suitable
for family members. Relatives can prepare food or hold a healthy infant while a
clinician should address medical concerns, assess complications, and provide
individualized guidance.

Prepare family members for labor and clinical communication

Family members may have very different expectations about labor. Some may
anticipate an uncomplicated, rapid birth; others may fear emergencies or assume
that their previous experience predicts this one. A prenatal education visit,
childbirth class, or discussion with the maternity team can provide a shared
framework for what may happen, including triage, monitoring, analgesia,
induction, operative birth, neonatal assessment, and transfer between care
settings when relevant.

Support people should know the practical route to the birth setting, parking or
entry procedures, required identification, and whom to call first. They should
understand that clinicians may ask visitors to leave temporarily for
examinations, procedures, privacy, or urgent care. A designated support person
can help protect confidentiality and ensure that information is shared only
with the birthing person’s permission.

Teach supporters to use calm, concise communication. During intense labor,



lengthy explanations or repeated questions may be exhausting. A support person
can offer choices, repeat the person’s stated preferences, ask whether touch or
conversation is welcome, and communicate concerns to staff. They should not
pressure the birthing person to accept or refuse a treatment. If a decision is
needed, the clinical team can explain benefits, risks, alternatives, and the
consequences of waiting; the family’s role is to support informed
decision-making and consent.

People with prior traumatic birth, medical trauma, anxiety, or complicated
family relationships may need a more individualized plan. Consider discussing
trauma-informed care, privacy, language interpretation, and mental health
support with the healthcare team before labor rather than waiting until
distress escalates.

Plan the first days and weeks after birth

Postpartum preparation should be as detailed as birth preparation. The early
period may include pain, fatigue, sleep disruption, feeding challenges,
hormonal changes, mobility limitations, or recovery from perineal trauma,
cesarean birth, hypertensive disorders, hemorrhage, or other complications.
Recovery needs differ substantially, so the family should avoid assuming that
the birthing person will quickly resume household or caregiving duties.

Create a postpartum support plan that covers meals, hydration, laundry,
cleaning, infant supplies, transportation, older children, and protected
periods for sleep. Decide in advance who will handle routine communication and
how visitors will be scheduled. Short, predictable visits may be more helpful
than a constant stream of guests. Support should include practical relief, not
only infant holding; the recovering parent may need a meal, shower, medication
reminder as directed by the clinician, or uninterrupted rest.

Discuss feeding support without making assumptions about whether the infant
will breastfeed, receive expressed milk, use formula, or have a combination of
feeding methods. A supportive family member avoids criticism and seeks
professional guidance when feeding is painful, ineffective, or stressful. The
same principle applies to sleep, soothing, and infant-care decisions: offer
assistance while respecting parental authority.



Include follow-up logistics. Arrange transportation to maternal and newborn
appointments, identify how prescriptions or supplies will be obtained, and
decide who can accompany the parent if they feel physically or emotionally
unwell. A Birth preparation checklist for moms may help organize practical
information, but it should complement-not replace-individual instructions from
the maternity and pediatric teams.

Build contingency plans for uncertainty

Preparedness is not pessimism; it is a way to reduce avoidable decisions during
a stressful event. Ready.gov frames preparedness around identifying barriers
and risks, learning about resources, connecting with support, and making a
plan. The same structure can be applied to birth and postpartum care.

List likely disruptions and the response for each. Examples include labor
beginning while the primary support person is at work, a late-night need for
transportation, an unexpected change in birth location, an older child becoming
ill, a pet-care cancellation, a prolonged hospitalization, or a parent needing
more recovery assistance than anticipated. Include at least one alternate
person for critical duties and keep key contacts accessible to everyone who may
need them.

Prepare a communication tree: who calls the maternity unit, who contacts the
designated family member, who collects children, and who updates others. Decide
what information is private. A group message may be efficient, but the birthing
person should control whether medical details, photographs, or updates are
shared.

Review practical emergency information with the household, including the route
to care, emergency contact numbers, allergies, relevant diagnoses, medications,
and insurance or identification documents. The healthcare team can advise when
symptoms require urgent assessment; family members should not attempt to triage
serious concerns using informal internet advice. If a clinician instructs the
parent to seek immediate care, the support network should prioritize transport
and communication over debating the recommendation.

Support the caregivers so support remains sustainable



Caregiving can produce fatigue, role conflict, financial strain, and emotional
distress, particularly when recovery is complicated or the infant has medical
needs. A family system is more resilient when caregivers are expected to rest,
eat, attend their own appointments, and ask for relief. One person should not
become the invisible coordinator for every task, message, and decision.

Schedule brief check-ins with practical questions: What has been completed?
What is still difficult? Which task can be removed, simplified, delegated, or
outsourced? Community resources may include transportation programs, meal
delivery, home-visiting services, childcare, peer groups, respite care,
counseling, and social work support. Eligibility and availability vary, so
begin researching early and ask the healthcare team or local agencies for
current information.

Watch for signs that a caregiver is no longer coping safely, such as persistent
inability to sleep even when the infant sleeps, escalating panic, hopelessness,
severe irritability, isolation, substance use, or thoughts of harming
themselves or someone else. These concerns warrant prompt professional
attention. Immediate danger requires emergency services or the appropriate
crisis resource in the person’s location. Seeking help is a safety measure, not
a failure of commitment.

Finally, acknowledge that support is relational. Express appreciation, resolve
disagreements privately when possible, and permit plans to change. The goal is
not a perfectly managed birth or postpartum household; it is a coordinated
network that protects safety, dignity, recovery, and connection.


