Preparing for each stage of labor

Preparation before contractions begin

The most useful preparation starts before the first regular contraction. Review
your birth preferences with your clinician, including fetal monitoring, pain
relief options, mobility, hydration, intravenous access, cervical exams,
newborn care, and circumstances that might change the plan. A flexible birth
plan is not a script; it is a communication tool that helps the team understand
your priorities while still responding to maternal and fetal status.

Practical readiness matters because labor can begin at an inconvenient time.
Household preparation before labor may include confirming transportation,
arranging childcare or pet care, saving the maternity triage phone number,
packing essential documents, and planning who will communicate updates to
family. A Birth preparation checklist for moms can also include insurance
information, medication and allergy lists, glasses or contact supplies,
chargers, comfortable clothing, and postpartum items.

Ask your care team when to call or come in. Many teams use contraction timing,
gestational age, membrane status, bleeding, fetal movement, Group B
streptococcus status, prior cesarean history, and medical risk factors to guide
advice. Call promptly for heavy bleeding, decreased fetal movement, severe



headache, visual symptoms, fever, significant abdominal pain, green or
foul-smelling fluid, or concern that labor is progressing rapidly.

Early first stage: conserving energy

The first stage begins with cervical change and continues until full dilation.

In early labor, contractions may be irregular or gradually become rhythmic. The
cervix softens, effaces, and dilates, but progress can be slow, especially for

a first birth. This phase can be emotionally demanding because sensations are
real while clinical urgency may still be low.

Preparation for early labor is largely about conserving energy and avoiding
unnecessary escalation. If your care team has not advised immediate evaluation,
you may be encouraged to rest, hydrate, eat light foods if permitted, shower,

use heat, change positions, or walk gently. Timing contractions can help, but
continuous tracking for many hours may increase anxiety. Consider checking
patterns intermittently unless symptoms change.

Mental preparation for labor is especially relevant here. Some people cope best
with quiet, dim light, breathing patterns, music, or reassurance from a support
person. Others want distraction, movement, or direct coaching. If you have
anxiety, prior trauma, needle concerns, or fear of loss of control, discuss

this before labor when possible. Trauma-informed obstetric planning can include
consent before exams, clear explanations, and agreed language for pausing
nonurgent procedures.

Active labor: supporting progress and decisions

Active labor generally refers to stronger, more regular contractions with more
rapid cervical dilation. Clinicians may assess dilation, effacement, fetal
station, fetal position, contraction frequency, membrane status, maternal vital
signs, pain coping, urine output, and fetal heart rate patterns. Progress is

not measured by dilation alone; the relationship between contractions, cervical
change, and fetal descent matters.

Preparation for active labor should include comfort strategies and
decision-making preferences. Options may include upright positioning, lateral
rest, birth ball use, hydrotherapy where available, counterpressure, sterile



water injections in some settings, nitrous oxide, systemic opioids, or

neuraxial analgesia such as an epidural. Each has benefits, limits,
contraindications, and timing considerations. Ask your clinician how pain

relief may affect mobility, monitoring, bladder management, blood pressure, and
pushing later.

This is also the stage when interventions may be discussed if labor slows or
fetal or maternal concerns arise. Depending on the situation, the team may
consider amniotomy, oxytocin augmentation, fluids, position changes, infection
evaluation, or closer monitoring. You do not need to make decisions in
isolation. Ask what problem is being addressed, how urgent it is, what
alternatives exist, and what signs would show that the plan is working.

Transition: preparing for intensity

Transition is the late part of the first stage, approaching complete dilation.
Contractions may be very intense, close together, and accompanied by shaking,
nausea, rectal pressure, sweating, irritability, or a strong urge to push. Some

people become inwardly focused or say they cannot continue. These responses can
be physiologic and do not mean you are failing.

Preparation for transition is less about complex techniques and more about
reducing cognitive load. Short cues often work better than long explanations:
breathe down, relax the jaw, drop the shoulders, one contraction at a time. A
support person can offer cool cloths, steady eye contact, counterpressure,
reminders to empty the bladder if appropriate, and help communicating
preferences to staff.

If you feel pressure or an urge to push, tell the team. Pushing before full

dilation may sometimes be discouraged, depending on cervical findings and fetal
station, because an incompletely dilated cervix can swell. In other situations,
spontaneous bearing down may be part of rapid progress. Clinical assessment
helps distinguish these scenarios. If you have an epidural, transition may feel
like pressure rather than pain, and changes in pressure should still be

reported.

Second stage: pushing and birth



The second stage begins at complete cervical dilation and ends with the birth
of the baby. It includes fetal descent, rotation, crowning, and delivery.
Duration varies widely and is influenced by parity, fetal position, pelvic
anatomy, contraction strength, analgesia, maternal exhaustion, and fetal
status. Clinicians monitor both progress and safety, including fetal heart

rate, descent, maternal vital signs, and bleeding.

Preparation for pushing includes understanding that there is more than one
acceptable method. Some people use spontaneous pushing, following the body’s
urge. Others use directed pushing, often with coached breath-holding during
contractions. Position options may include side-lying, semi-recumbent,
hands-and-knees, squatting with support, or use of a squat bar, depending on
mobility, epidural effect, fetal monitoring, and clinical safety.

Discuss in advance how you want information during this stage. Some people want
frequent updates about station and visible progress; others find that

discouraging if descent is slow. Ask about perineal support, warm compresses,
episiotomy policy, and when assisted vaginal birth or cesarean birth might be
recommended. Vacuum or forceps birth, when offered, should involve clear
discussion of indication, benefits, risks, and alternatives unless an emergency
limits time.

Third stage and immediate recovery

The third stage begins after birth and ends with delivery of the placenta.
Although attention often shifts to the newborn, this remains an important
physiologic and medical stage. The uterus contracts to separate and expel the
placenta, and clinicians assess bleeding, uterine tone, placental completeness,
blood pressure, perineal or vaginal lacerations, and overall maternal stability.

Many settings use active management of the third stage, commonly including a
uterotonic medication such as oxytocin to reduce postpartum hemorrhage risk,
along with controlled cord traction when appropriate. Delayed cord clamping may
be possible for many newborns, but timing depends on maternal bleeding, newborn
status, gestational age, and local practice. If you have preferences about cord
clamping, skin-to-skin care, or who announces the baby’s sex, discuss them

before birth.



Prepare emotionally for the first hour as well. You may feel elated, stunned,
shaky, nauseated, exhausted, or detached. Repairs of lacerations, fundal
massage, breastfeeding support, newborn assessment, and medication
administration may happen while you are processing the birth. Ask for
explanations if you feel overwhelmed. If separation from the baby is medically
necessary, your support person can ask where the baby is going, who is present,
and when reunification is expected.

Adapting when labor does not follow the plan

Good preparation includes rehearsing flexibility. Labor may involve prolonged
latent phase, stalled dilation, fetal malposition, ruptured membranes without
contractions, meconium-stained fluid, infection concern, hypertensive symptoms,
fetal heart rate abnormalities, or unexpected need for operative birth. None of
these possibilities mean your preparation was wasted. Preparation helps you ask
better questions and remain involved in decisions.

A useful framework is to ask: What is the clinical concern? How urgent is it?

What are the expected benefits and risks of the recommendation? What happens if
we wait? What monitoring will be used? This approach supports decision-making
during labor without requiring you to become your own clinician.

After birth, consider a brief debrief with your clinician or midwife,

especially if labor was complicated, fast, frightening, or very different from

what you expected. Understanding what happened can support recovery and future
reproductive planning. If intrusive memories, panic, persistent guilt, or

emotional numbness continue, perinatal mental health support is appropriate and
should be treated as part of medical recovery, not as an afterthought.



