Changing positions during pushing stage

Why position matters in the pushing stage

During the second stage of labor, the baby must rotate, descend, and navigate
the pelvis while the uterus and abdominal muscles generate downward force. A
change in position alters the direction of that force, the angle of the pelvis,

and the amount of work required from the mother. That is why repositioning can
sometimes make a contraction feel more effective without increasing effort.

Clinical references advise low-risk patients to ambulate and change positions
during labor, and they note that repositioning may assist descent and cervical
dilation. In practical terms, that means movement can support physiology rather
than fight it. It may also reduce the sense of being stuck in one posture while
labor is changing quickly.

There is also a safety issue. Remaining flat on the back can allow the gravid
uterus to compress the aorta and vena cava, which is why supine positioning is
usually avoided when possible. Many units encourage an upright or side-lying
posture instead, especially if the person feels lightheaded, uncomfortable, or
less effective while pushing in a fully supine position.

Upright positions and why they are often helpful



Upright positions include standing, supported squat, kneeling at the bed,
sitting on a birth stool, or leaning over a bedside support. These positions
use gravity to help the fetus descend and can give the pelvis more functional
space. They may also make it easier to rock, sway, or change angle between
contractions, which can help the birthing person stay responsive to the body’s
cues.

Squatting deserves special mention. In one study, squatting was associated with
a shorter second stage, lower pain scores, greater satisfaction, and reduced
oxytocin requirements compared with a modified supine position. That does not
mean squatting is always the best choice, but it does show that a more upright
posture can be clinically meaningful, not just subjectively pleasant.

Upright positions are not always sustained for long periods. Some people use
them only during contractions and then rest in another posture between pushes.
That flexibility is often the most realistic approach. The key is not to lock

into one position, but to keep adjusting as the labor pattern, fetal position,

and fatigue level evolve.

Side-lying, hands-and-knees, and supported rest positions

Side-lying is one of the most useful positions when the birthing person needs
rest, when pelvic asymmetry is helpful, or when an upright posture becomes too
exhausting. It can reduce pressure on the back and perineum while still
allowing strong expulsive effort. For some people, it also feels

psychologically easier because it offers a sense of stability without complete
immobility.

Hands-and-knees or forward-leaning kneeling positions may be useful when the
fetus is posterior or when back pain is prominent. By changing the relationship
between the uterus and the pelvis, these positions can sometimes support fetal
rotation and reduce pressure on the sacrum. They also allow a different kind of
rest, especially when supported by pillows, a bed, or a birthing ball.

Supported rest matters. The pushing stage is intense, and not every useful
position needs to look active or dramatic. A good labor team will often move
between positions that maximize rest, descent, and comfort rather than



insisting on constant effort. That balance can help the birthing person
conserve energy for the moment of birth itself.

When epidural anesthesia or monitoring changes the plan

Position changes during pushing are still possible with an epidural, but the

range of options may be narrower because motor block, leg heaviness, and staff
assistance become part of the equation. Side-lying, exaggerated Sims, supported
semi-sitting, and carefully assisted upright positions are often more realistic

than free movement. The goal is still the same: use position to optimize

maternal comfort and fetal descent within the limits of safety.

Continuous fetal monitoring, IV lines, or blood pressure concerns can also
affect what is practical. If the team is concerned about maternal hypotension,
fetal heart rate patterns, or reduced mobility, they may recommend a more
controlled posture and closer observation. That is not a failure of movement.
It is an example of how obstetric care adapts to changing clinical conditions.

It is also worth remembering that pushing technique and position interact. A
person who is physically able to change posture may still need a period of
coaching, rest, or laboring down before active pushing. The best position is
not the one that looks most dynamic. It is the one that supports the current
physiologic and clinical needs with the least strain.

How to change positions without losing rhythm

In the pushing stage, position changes work best when they are deliberate and
simple. Sudden, complicated transitions can interrupt contraction timing and
increase fatigue. Many teams move at the start or end of a contraction, when
there is a small window to shift the body, adjust pillows, or change bed angle
without wasting pushing energy.

A useful approach is to treat each position as a tool rather than a commitment.
One contraction may be most effective upright, the next side-lying, and the
next with the torso forward over a support. Small adjustments in hip angle,
knee flexion, or trunk tilt can sometimes be enough to improve comfort and
mechanics without a full repositioning.



Communication matters here. The birthing person should know who will help, how
the legs will be supported if needed, and when the team wants to pause or try a
different posture. Clear coordination reduces the chance of strain, protects
privacy, and makes movement feel intentional rather than chaotic. That is
especially important when labor is intense and concentration is limited.

What the evidence supports, and what it does not

The available evidence supports flexibility, not one universal posture. NICE
guidance encourages comfortable positions throughout labor and specifically
supports upright and side-lying options during the second stage while avoiding
the supine position when possible. NCBI clinical review material similarly
notes that regular position changes during the second stage may shorten labor
and that low-risk patients should be encouraged to move.

At the same time, no single study can settle the question for every birth.
Outcomes depend on parity, fetal station, analgesia, fetal position, pelvic

shape, maternal exhaustion, and the quality of support in the room. A position
that improves progress for one person may feel impossible or unsafe for another.

The practical conclusion is straightforward. Changing positions during the
pushing stage is usually worth considering, but it should be guided by comfort,
effectiveness, and the judgment of the obstetric team. The best strategy is
often iterative: try a posture, assess the contraction pattern and descent,

then adjust again if needed. That is normal labor management, not indecision.



