Transfers from birth center to hospital

What transfer means

A transfer from a birth center to a hospital means that labor, birth,

postpartum recovery, or newborn care is moving to a setting with broader
medical resources. It does not automatically mean an emergency, a cesarean
birth, or poor care. Some transfers are non-urgent, such as moving for epidural
analgesia, labor augmentation, prolonged rupture of membranes, or a labor
pattern that needs closer evaluation. Others are urgent, such as significant
bleeding, concerning fetal heart rate changes, severe hypertension, suspected
placental complications, or a newborn who needs respiratory support.

Birth centers are generally designed for low-risk, physiologic birth with
midwifery-led care, intermittent assessment, mobility, hydrotherapy or other
comfort measures, and limited routine intervention. Hospitals can add
continuous fetal monitoring, anesthesia services, operative delivery, cesarean
birth capability, blood bank access, intensive maternal evaluation, and
neonatal teams. The purpose of a hospital transfer during labor is to align the
available resources with what the birthing person or baby appears to need at
that moment.

Emotionally, transfer can bring grief, relief, fear, or all three. Supportive



care includes clear explanations, consent whenever possible, preservation of
birth preferences that remain safe, and acknowledgment that changing location
Is not the same as losing agency.

How often transfers occur

Transfer rates vary by population, birth center model, eligibility criteria,

distance to hospital, parity, and how studies define transfer. In a large study

of planned community births, 14.7% were transferred to a hospital for delivery.
That figure is useful because it frames transfer as uncommon enough that many
birth center labors remain in the intended setting, but common enough that
every birth center should treat transfer planning as routine infrastructure

rather than an afterthought.

Research focused on people intending birth center delivery has also found that
transfer is not distributed evenly across all patients. Nulliparity, meaning

giving birth for the first time, has been one of the strongest predictors.

Prior cesarean birth and prior hospital delivery have also been reported as
predictors in birth center transfer research. These associations do not
determine what will happen for any one person, but they help clinicians counsel
realistically and plan appropriately.

Transfer status can also matter clinically. The planned community birth study
reported that transferred deliveries had higher odds of adverse outcomes and
interventions than completed community births. This does not mean the transfer
caused those outcomes; more often, transfer is a marker that labor or newborn
transition already required higher-acuity care. The distinction is important

when interpreting data and when families process their own experience afterward.

Common reasons for transfer

Many transfers occur because labor is taking longer or unfolding differently

than expected. A long latent phase, slow cervical change in active labor,

prolonged second stage, maternal exhaustion, inadequate hydration, or a request
for pharmacologic pain relief may lead to hospital transfer. These situations

can be physically and emotionally difficult, but they are often not immediate
emergencies. The receiving team may assess labor progress, fetal status,
hydration, pain management options, and whether oxytocin augmentation, epidural



analgesia, or other hospital-based care is appropriate.

Other transfers are prompted by maternal warning signs. These may include
elevated blood pressure with concerning symptoms, fever or suspected
intra-amniotic infection, heavy bleeding, abnormal vital signs, or symptoms
that suggest a condition outside the birth center scope. Postpartum transfer
may be needed for hemorrhage, retained placenta, severe perineal trauma,
syncope, persistent hypertension, or other complications requiring physician,
surgical, laboratory, or blood bank resources.

Newborn reasons may include persistent respiratory distress, low oxygen
saturation, poor tone, low temperature or glucose concerns, suspected

infection, congenital findings needing evaluation, or need for advanced
resuscitation. A birth center can and should have newborn emergency protocols,
but some babies need hospital observation or neonatal care. In all scenarios,
clinicians should explain the reason for transfer in plain language and

identify whether the situation is urgent, emergent, or precautionary.

Planning before labor

The safest transfer is usually the one that has been anticipated before it is
needed. A birth center transfer plan should be discussed during prenatal care,
not introduced for the first time during a stressful labor decision. Families

can ask which hospital usually receives transfers, how far away it is, whether
the birth center has a formal relationship with that hospital, and how records,
labs, prenatal risk factors, medications, allergies, and labor notes are
communicated.

Professional guidance emphasizes written policies and collaborative transfer
protocols for out-of-hospital birth. These protocols should clarify when

transfer is recommended, who calls the receiving hospital, what information is
included in handoff, whether emergency medical services or private transport is
used, and how the midwife or birth center clinician remains involved after
arrival. A standardized handoff during hospital transfer helps reduce repeated
storytelling, missing information, and delays in triage.

Preparation also includes emotional planning. The support person can know where
the hospital bag is, how to move essential documents, who will drive or ride



along if non-emergency transport is appropriate, and how to communicate with
family. Birth preferences can be reframed for the hospital setting: mobility if
safe, trauma-informed communication, delayed cord clamping if appropriate,
newborn feeding preferences, and respectful consent discussions still matter.

What happens during transport and arrival

When transfer is recommended, the birth center team should explain the clinical
concern, the level of urgency, and the proposed transport method. In an urgent
situation, maternal stabilization before transport may include vital signs,
intravenous access if within scope, medications for hemorrhage or hypertension
when indicated by protocol, oxygen or positioning, fetal assessment, and
preparation for emergency medical services. For newborn transfer, stabilization
may include warming, airway support, ventilation, oxygen monitoring, glucose
assessment, and communication with the receiving neonatal team.

On arrival, hospital triage should receive a concise clinical handoff:
gestational age, pregnancy risk factors, parity, labor course, rupture of
membranes timing and fluid color, fetal heart rate findings, maternal vital
signs, medications, allergies, relevant labs, group B streptococcus status,
blood type if known, and the specific reason for transfer. The receiving
clinicians will then reassess rather than simply continue the prior plan. This
may feel repetitive, but reassessment is how the hospital team confirms
maternal and fetal status in a new care environment.

The midwife’s role after transfer varies by state law, credentialing, hospital
policy, and relationship with the receiving facility. Sometimes the midwife
remains as a support person or consulting clinician; sometimes care formally
transfers to the hospital obstetric or family medicine team. Clear role
definition prevents confusion at the bedside.

Questions to ask and emotions to expect

Families considering birth center care can ask direct, practical questions. How
many clients transfer each year? What percentage are urgent versus non-urgent?
Which conditions require transfer before labor starts? How often do first-time
birthing people transfer? Is the receiving hospital already familiar with the

birth center’s protocols? Are medical records sent electronically, by phone, or



with paper documentation? What happens if the preferred hospital is full or on
diversion?

During a transfer decision, useful questions include: What is the main clinical
concern? How urgent is the move? What could change if we stay longer? What
interventions may be considered at the hospital? Can my support person come
with me? Can my birth preferences still be shared? These questions are not
meant to delay emergency care; they support informed participation when time
allows.

Afterward, many people benefit from a debrief with the birth center team and,
when possible, the hospital team. A transfer can leave someone wondering
whether they made the right choice or whether something was missed. A
compassionate review of the timeline, clinical triggers, and decisions can help
transform a frightening memory into a more coherent medical story. If distress,
intrusive memories, panic, or sadness persists, discussing mental health
support with a qualified clinician is appropriate.



