Avoiding uncomfortable positions

Why uncomfortable positions matter in birth care

An uncomfortable position is not simply one that feels unfamiliar. In clinical

and ergonomic terms, it is often a posture that places joints near the end of
their range, loads soft tissues unevenly, compresses circulation, restricts
breathing, or requires sustained muscular effort without adequate recovery. The
Health and Safety Executive describes the general principle clearly: awkward
postures should be reduced, joints should remain as close as possible to
mid-range, and static positions should not be held for long periods. These
principles translate well to pregnancy and birth, even though the setting is

very different from desk or occupational work.

In the birth continuum, the body is already adapting to major biomechanical
demands. The uterus enlarges, the center of gravity shifts forward, lumbar
lordosis may increase, ligaments may feel more mobile, and the pelvic floor,
abdominal wall, hips, and back are under changing loads. During labor,
contractions add intense intermittent force, while fatigue, anxiety,

intravenous lines, fetal monitoring, epidural analgesia, or a need for clinical
procedures can limit movement. A position that was comfortable for ten minutes
may become intolerable after the baby descends, after membranes rupture, or
after anesthesia changes sensation and motor control.



The goal is not to find a perfect posture and stay there. A more realistic aim

Is freedom of movement during labor when it is clinically appropriate, with

enough support to avoid prolonged strain. Comfort is dynamic: a person may move
from standing to side-lying, from hands-and-knees to forward leaning, or from
sitting to semi-recumbent depending on contractions, fetal position, blood
pressure, energy, and medical needs.

Recognizing awkward and static postures

Many uncomfortable positions share recognizable features. The neck may be
turned or flexed for a long time, the shoulders lifted toward the ears, the

wrists bent during pushing or support, the lower back flattened or over-arched,
or one hip rotated more than the other. Sitting guidance from the Canadian
Centre for Occupational Health and Safety warns against postures such as
slouching, twisting, sitting without back support, crossing legs for long

periods, or keeping feet unsupported. In pregnancy and labor, the same patterns
can increase strain because the trunk and pelvis are already carrying

additional load.

Static posture is another common source of discomfort. Remaining still can be
necessary during some examinations, fetal monitoring, epidural placement,
anesthesia procedures, or assisted vaginal birth. However, when a position is
held too long, muscles fatigue and circulation may become less efficient. A
person may notice numbness, tingling, burning discomfort, aching over the
sacrum, pressure behind the knees, calf heaviness, shoulder tension, or jaw
clenching. These are useful signals to reassess support and alignment, not
signs of failure.

Common postural patterns to watch for include:

Chin lifted or tucked tightly during contractions, which can increase neck and
jaw tension.

Shoulders braced upward while gripping bed rails, a partner, or a squat bar.
Wrists bent sharply during hands-and-knees, leaning, feeding, or holding the
baby.

Pelvis tilted asymmetrically for a prolonged time without pillows or
repositioning.



Flat supine position in labor, especially late in pregnancy, if it causes
dizziness, nausea, breathlessness, or a drop in blood pressure.

Sitting and semi-recumbent positions

Sitting can be useful for rest, monitoring, epidural placement, breathing

through contractions, or conserving energy. It can also become uncomfortable
when the pelvis is tucked under, the back is unsupported, the feet dangle, or

the knees are held together while the hips are asked to open. UCLA Health
emphasizes posture awareness, movement breaks, and simple adjustments during
prolonged sitting; in maternity care, these same habits can help reduce back

and hip strain.

A more comfortable seated posture often starts with stable contact points. Feet
should be supported when possible, either on the floor, footrests, a birth ball
base, or a folded blanket. The pelvis can be slightly forward on the chair or
bed edge if that feels stable, allowing the spine to lengthen rather than
collapse. A small pillow or rolled towel behind the lower back may reduce
lumbar fatigue. If using a birth ball, the person should be supervised if

balance is uncertain, contractions are intense, membranes have ruptured, or
analgesia affects leg strength.

The semi-recumbent birth position is common in hospital settings because it
gives the clinical team access for assessment, fetal monitoring, and birth. It

may be medically useful, but it can also concentrate pressure on the sacrum and
tailbone. If a semi-recumbent posture is needed, comfort may improve by
elevating the back enough for breathing, supporting both knees evenly, avoiding
extreme hip flexion unless clinically necessary, and changing the angle of the
bed between contractions. Some people benefit from a slight side tilt or left
uterine displacement to reduce aorto-caval compression during labor,
particularly if lying back causes lightheadedness or nausea.

Side-lying, forward-leaning, and hands-and-knees options

Side-lying can be valuable when a person needs rest, has an epidural, is
fatigued, or needs continuous monitoring but cannot tolerate being on the back.
In a side-lying pushing position, pillows between the knees and under the upper
leg can reduce hip strain and prevent the pelvis from twisting. The shoulders



should be stacked rather than rolled forward, and the lower arm should not be
trapped under the body for long. Alternating sides, if clinically appropriate,
can reduce sustained pressure and may help the person feel less stuck.

Forward-leaning positions during labor may reduce spinal loading and can feel
intuitive during contractions. Examples include leaning over a raised bed,
counter, birth ball, or partner. The key is to avoid hanging from the shoulders
or locking the knees. Hands, forearms, or elbows should be supported at a
height that lets the neck stay relaxed and the back lengthen. A small change in
surface height can determine whether the posture feels restful or exhausting.

The hands-and-knees birth position and related variations may help some people
with back labor or intense sacral pressure. Ergonomically, however, it can

strain wrists, shoulders, and knees if poorly supported. Padding under the

knees, using forearms instead of hands, placing a wedge or pillow under the
chest, and taking breaks can make the posture more sustainable. If there is an
epidural, dizziness, heavy bleeding, fetal concern, or limited leg control,
hands-and-knees should only be attempted with clinical help and appropriate
safeguards.

No position is universally best. A position that opens space in one part of the
pelvis may fatigue another part of the body. The practical question is: does
this posture help the person breathe, rest between contractions, respond to
urges, and remain clinically stable?

Avoiding strain during pushing and procedures

The second stage of labor positioning often involves a balance between
physiology, comfort, and clinical access. Pushing may occur in upright,
side-lying, kneeling, squatting, semi-recumbent, or lithotomy positions
depending on the situation. Some positions can be empowering and efficient for
one person yet painful or unsafe for another. Factors such as epidural density,
fetal heart rate patterns, maternal exhaustion, pelvic pain, prior injury,

operative birth risk, and clinician access all matter.

During pushing, uncomfortable positions often come from over-flexion or forced
holding. Pulling the legs far back, gripping behind the knees, or curling the
neck tightly toward the chest can increase strain in the neck, shoulders, hips,



and lower back. If leg supports are used, both legs should be positioned
symmetrically unless there is a clinical reason not to. The person should be
encouraged to report hip pinching, pubic pain, numbness, or a pulling sensation
that feels different from contraction pressure.

Some procedures require specific positioning. The lithotomy position during
birth may be needed for assisted vaginal birth, repair, or urgent assessment.
When it is necessary, the care team can still reduce discomfort by limiting
time in the posture, supporting the calves rather than forcing pressure behind
the knees, avoiding sudden hip abduction, and lowering or repositioning the
legs when the procedure is complete. People with pelvic girdle pain,
hypermobility, previous hip injury, neurologic symptoms, or significant back
pain should tell the team early so that range of motion can be respected.

Communication is part of positioning safety. Short, specific phrases help: "My
right hip is pinching," "l feel dizzy on my back," "My hands are numb," or "I
need my knees supported.” These reports give clinicians actionable information
without requiring the laboring person to explain everything during a

contraction.

Movement, breaks, and support strategies

Avoiding uncomfortable positions is less about posture perfection and more

about timely adjustment. A good rule is to change something before pain becomes
overwhelming: shift the pelvis, relax the jaw, lower the shoulders, swap sides,
stand for a contraction, sit for the next, or add a pillow under a heavy limb.

Small changes can restore circulation and reduce localized pressure.

Support people can help by watching for visible strain. Raised shoulders,
clenched fists, uneven hips, dangling feet, or a twisted neck may appear before
the laboring person can name the discomfort. Helpful support is consent-based
and practical: offer a pillow, adjust bed height, remind the person to unclench
the hands, request help from staff, or provide sacral counterpressure during
contractions if the person wants it. No one should force a posture because it
looks "optimal" from the outside.

In late pregnancy and postpartum recovery, similar principles apply beyond the
birth room. Feeding, pumping, carrying the baby, sitting in bed, and recovering



after perineal or abdominal birth can all create awkward positions. Bring the
baby to the body rather than hunching down, support the arms during feeds,
avoid sitting with one leg tucked under the body for long periods, and use
pillows to reduce wrist and shoulder loading. After cesarean birth, abdominal
discomfort may make upright alignment harder; clinicians can advise on safe
movement, wound protection, and pain control.

When discomfort is persistent, one-sided, neurologic, or worsening, it deserves
assessment. Physiotherapists with pelvic health training, occupational
therapists, midwives, obstetric teams, and anesthesia clinicians may all
contribute depending on the symptom pattern and timing.

When a less comfortable position may still be needed

Sometimes the safest position is not the most comfortable one. A clinician may
recommend a specific posture for fetal assessment, epidural placement, repair
of a tear, management of bleeding, shoulder dystocia maneuvers, assisted birth,
cesarean preparation, or urgent monitoring. This can feel frustrating,

especially when the person has prepared for mobile or upright positions during
labor. The aim in these moments is not to ignore discomfort but to make the
necessary position as brief, supported, and clearly explained as possible.

Patients can ask, when time allows, "Why is this position needed?", "How long
do | need to stay here?", "Can we add pillows or tilt me slightly?", and "Can |
change position after the check?" These questions are reasonable. They help
preserve autonomy while allowing clinicians to respond to evolving medical
needs.

There are also moments when a position should be changed promptly. Dizziness,
faintness, new shortness of breath, severe headache, chest pain, heavy
bleeding, sudden neurologic symptoms, severe calf pain or swelling, or a fetal
monitoring concern should be treated as clinical issues, not ordinary posture
discomfort. In labor and postpartum care, the safest response is to alert the

care team immediately.

Comfort and safety can coexist, but they require flexibility. The best plan is
usually a shared one: the laboring person names what they feel, support people
help reduce strain, and clinicians explain which positions are optional, which



are recommended, and which are temporarily necessary.



