
Writing preferences in birth plan and communication

Start with purpose, not perfection

The most useful birth plans begin with a clear purpose: to help your care team
understand your values, priorities, and communication needs. Public maternity
guidance describes a birth plan as a way to articulate preferences and build
trust with the care team. That framing matters because labor is dynamic; the
plan is not a contract, a test of willpower, or a guarantee of a particular
route of birth.

Try opening with a short statement such as: "Our priority is a safe birth with
respectful, informed communication. When choices are available, we would like
to be involved before decisions are made." This gives clinicians a practical
lens for interpreting the rest of the document.

A birth plan communication tool is strongest when it is readable in a busy
clinical setting. One page is often enough for the bedside team, with more
detailed notes available if needed. Use headings, plain clinical terms, and
short preference statements. Avoid long explanations unless they change care.
For example, "Please explain the indication before vaginal examinations when
time allows" is clearer than a long paragraph about examinations.



If a preference is deeply important because of previous trauma, anxiety,
cultural practice, disability, language access, or prior obstetric experience,
say so briefly. You do not need to justify every preference, but you may want
to flag anything that affects trust, consent, privacy, or your ability to cope.

Write preferences as conversations

Birth preferences are most effective when they invite dialogue. A mixed-methods
study on birth plans and shared decision-making found broad agreement among
women, partners, and healthcare providers that birth plans can support
communication and shared decision-making. Qualitative research has also
reported that women and staff often view birth plans positively because they
highlight preferences, stimulate discussion, and help address anxiety.

Use wording that leaves room for clinical interpretation while still being
specific. Instead of "No interventions," consider: "Please discuss the reason,
benefits, risks, and alternatives before non-urgent interventions." Instead of
"I do not want continuous monitoring," consider: "If clinically appropriate, I
prefer mobility-compatible monitoring and would like to understand if
continuous electronic fetal monitoring becomes recommended." This helps the
team understand both the preference and the communication standard you expect.

It can also help to name who should be included in discussions. For example:
"If I am coping with contractions and a non-urgent decision is needed, please
include my partner or support person in the explanation." This does not replace
your consent, but it clarifies your support structure.

Useful communication preferences may include how you want clinicians to
introduce themselves, whether you prefer detailed explanations or brief
summaries during intense labor, whether you want risks quantified when
possible, and whether you need interpretation services. These requests are not
cosmetic; they can affect informed consent during labor and your sense of
safety.

Include clinical preferences that matter at the bedside

A helpful plan prioritizes preferences that clinicians can act on. Common areas
include labor environment, mobility, hydration, vaginal examinations, fetal



monitoring, pain relief options in labor, support people, pushing positions,
cord clamping, skin-to-skin contact, newborn procedures, and feeding
intentions. Delivery preferences in birth plan documents should be written in a
way that distinguishes routine preferences from priorities you would strongly
like honored when medically safe.

For labor comfort, you might state preferences for movement, water, breathing,
massage, sterile water injections, nitrous oxide, systemic opioids, epidural
analgesia, or other local options available in your facility. Avoid framing any
pain strategy as a fixed identity. Many people change their mind during labor,
and that is medically and emotionally normal.

For birth itself, include preferences for upright or side-lying positions,
coached versus spontaneous pushing, mirror use, warm compresses, perineal
support, and whether you want to touch or see the baby at birth. If operative
vaginal delivery or cesarean birth becomes clinically recommended, your plan
can still guide communication: who explains the indication, whether there is
time for questions, what support person presence is possible, and how newborn
contact should be prioritized when safe.

For the immediate postpartum period, include preferences for delayed cord
clamping, immediate skin-to-skin contact, early breastfeeding or chestfeeding
support, neonatal assessment location, vitamin K, eye prophylaxis,
immunizations, and placenta handling if relevant. Discuss local policy before
assuming every option is available.

Make consent and decision-making explicit

Good birth communication is not just polite; it is clinically important.
Maternity guidance emphasizes practices such as reviewing the birth plan,
asking about feelings and concerns, explaining procedures, and explaining
reasons for transfer. These are practical consent behaviors, especially when
labor becomes urgent or complex.

You can write a short decision-making framework into the plan. For example:
"When time allows, please explain the clinical concern, the recommended option,
alternatives including waiting, and what may happen if we decline." Some
families use the acronym BRAIN: benefits, risks, alternatives, intuition or



values, and next steps. The specific acronym matters less than the expectation
that decisions should be explained in understandable language.

If you know you process information slowly under stress, say that. If you
prefer direct medical terminology, say that too. A medically literate patient
may want details such as cervical dilation, fetal station, fetal heart rate
pattern concerns, meconium, suspected chorioamnionitis, postpartum hemorrhage
risk, or reasons for transfer to obstetric, anesthesia, or neonatal teams.
Concise explanations can coexist with urgency.

Also consider documenting privacy and consent preferences around learners,
observers, photography, vaginal examinations, membrane rupture, episiotomy, and
newborn separation. In urgent situations, clinicians may need to act quickly,
but for non-emergency care, a clear request for explanation and consent helps
align expectations before labor begins.

Plan for changes without surrendering preferences

Flexibility is not the opposite of advocacy. It is a way to keep your values
visible when the clinical route changes. Birth can involve induction,
augmentation, epidural placement, fever evaluation, fetal heart rate concerns,
shoulder dystocia maneuvers, assisted vaginal birth, unplanned cesarean birth,
neonatal resuscitation, postpartum hemorrhage treatment, or transfer to another
unit. You do not need to predict every scenario, but you can prepare
communication preferences for them.

A useful birth plan flexibility statement might read: "If our preferred plan is
no longer recommended, please explain what has changed, what options remain,
and which preferences can still be honored." This wording recognizes clinical
safety while preserving your role in decisions.

For cesarean birth preferences, consider whether you would like your support
person present when possible, the drape lowered briefly for birth, skin-to-skin
in the operating room if stable, narration of key moments, delayed cord
clamping if appropriate, and lactation support in recovery. For neonatal
concerns, state whether you want a support person to accompany the baby if
separation is necessary, when feasible.



For transfer, ask that the reason, destination, expected timing, and who will
continue care be explained. This is especially important for home birth, birth
center care, or transfers between hospital units. A calm explanation does not
remove disappointment, but it can reduce confusion and help you stay oriented.

Review, refine, and share the plan

The writing process should not end when the document is printed. Review the
plan during prenatal care, ideally before late pregnancy becomes logistically
crowded. Ask your obstetrician, midwife, or family physician which preferences
are routinely supported, which depend on staffing or clinical status, and which
may be unavailable in your chosen setting. A birth plan review with
obstetrician or midwife can uncover assumptions before labor begins.

Bring the plan to a prenatal visit, childbirth education session, hospital
tour, or anesthesia consultation if you have risk factors or strong preferences
about analgesia. If you have a history of trauma, severe anxiety, previous
obstetric complications, pregnancy loss, disability-related needs, or
communication barriers, ask whether these can be flagged in your record with
your consent.

Share copies with your support person and discuss how they can help
communicate. Their role may be to remind staff of preferences, ask for
clarification, request a pause when appropriate, or help you focus during
consent discussions. They should also understand that clinical urgency can
change the pace of communication.

Finally, revise the plan after major clinical updates such as breech
presentation, placenta concerns, hypertensive disease, diabetes requiring
medication, fetal growth concerns, planned induction, group B streptococcus
status, or scheduled cesarean birth. The goal is not a perfect document; it is
a shared reference that stays clinically relevant.


