How to find best position for you

Start with a flexible definition of best

The best position for you is the position that supports labor physiology,
protects safety, and feels tolerable in that moment. In birth, this may change
repeatedly. A position can be excellent for coping with contractions during
early labor and completely wrong once the baby descends lower or the urge to
push begins. This is why Choosing the right position for labor is less like
selecting a single technigue and more like learning a decision framework.

A medically useful way to think about position is to ask three questions: does
it help you cope, does it help the baby descend or rotate, and is it compatible
with your clinical situation? If the answer to one question changes, the
position may need to change too.

Many people enter labor with strong preferences: upright positions, water
immersion, side-lying, hands-and-knees, or squatting. Preferences are valuable
because they communicate your goals, but they should not become rigid rules.
Labor involves uterine contractions, cervical dilation, pelvic soft-tissue

stretch, fetal head flexion, rotation, and descent. These processes are
influenced by posture, gravity, muscle tone, pain, fatigue, hydration,
medications, and the baby’s position. Your body may ask for something different



than your plan predicted.
Read your body, then add clinical context

Body feedback is important, but it is not the only signal. A position that
reduces pain may still need adjustment if the fetal heart rate tracing becomes
concerning, if blood pressure changes, or if an epidural limits safe standing.
Conversely, a position that feels awkward at first may become useful when
supported with pillows, a birth ball, a squat bar, a bed adjustment, or
hands-on assistance.

Useful body signals include where you feel contraction intensity, whether the
pressure is low and rectal, whether back pain dominates, whether your legs are
trembling from fatigue, and whether you can relax the pelvic floor between
contractions. If you are holding your breath, clenching your jaw, or bracing

your thighs continuously, the position may be increasing muscle tension rather
than helping descent.

Clinical context includes gestational age, fetal presentation, rupture of
membranes, bleeding, epidural level, medication effects, intravenous lines,
continuous fetal monitoring, and whether the baby is tolerating labor. None of
these automatically eliminates movement, but they shape what kind of movement
Is safest. Mobility-compatible fetal monitoring, wireless monitors, bed-based
kneeling, supported side-lying, and frequent small adjustments can sometimes
preserve movement even when full walking is not appropriate.

Use upright and forward-leaning positions for active coping

Upright positions during labor include standing, walking, slow dancing,

supported lunging, sitting on a birth ball, kneeling upright, or leaning over a
raised bed. Many people find these positions useful because they allow rhythmic
movement, pelvic rocking, and active participation. They may also make
contractions feel more productive by letting gravity and maternal movement work
with fetal descent, although individual response varies.

Forward-leaning labor positions are especially helpful when you want to rest
the upper body while keeping the pelvis mobile. You might lean over a bed,
counter, birth ball, chair back, or partner’s shoulders. This posture can



reduce the feeling of being trapped on your back and may help some people cope
with back labor because it shifts pressure away from the sacrum.

Best positions for easier childbirth often include a forward component because
it allows the abdomen to hang freely and may encourage a baby in a less
comfortable posterior or asynclitic position to rotate. This is not guaranteed,
and it should not be framed as a correction you can force. Instead, think of
forward-leaning as a way to create space, reduce guarding, and invite
physiologic movement.

Upright positions require attention to endurance. If your legs become shaky,
your breathing becomes shallow, or you cannot relax between contractions,
switch to supported sitting, side-lying, or hands-and-knees. A position that
works by using all your strength may stop being useful if it leaves you
exhausted before pushing.

Consider side-lying when rest, monitoring, or control matters

Side-lying positions can be highly practical in labor. They are often used when
someone is tired, has an epidural, needs closer monitoring, or wants a calmer
position for pushing. A pillow between the knees, a peanut ball, or support
under the upper leg can change pelvic angles without requiring you to stand.
This can make side-lying both restful and mechanically active.

Side-lying may also reduce pressure on major blood vessels in late pregnancy
compared with lying flat on the back. Supine positioning can contribute to
aorto-caval compression in late pregnancy for some people, where the gravid
uterus compresses large vessels and affects maternal blood return. If you feel
dizzy, nauseated, sweaty, short of breath, or suddenly unwell while lying flat,
tell your care team promptly and ask for help changing position.

The idea that position affects physiology is not limited to labor. Research in
positional sleep apnea shows that lateral sleeping can reduce snoring and
apnea-hypopnea events compared with supine sleep in selected patients, and
clinical guidance for sleep apnea notes that side or stomach sleeping may help
keep the airway more open for some people. This does not mean sleep-apnea
research determines birth positions, but it illustrates an important medical
principle: the best position depends on the condition being addressed, not on a



universal rule.

For birth, side-lying pushing position can be useful when controlled, gradual
crowning is desired or when the person needs rest between contractions. It may
also be chosen when an upright squat is not safe or sustainable. Ask your
clinician how to support the upper leg and whether small changes in hip

flexion, knee position, or torso angle might improve comfort.

Try hands-and-knees for back pressure and pelvic freedom

Hands-and-knees birth position can feel intuitive when back labor is prominent.
It moves the uterus forward, reduces direct pressure on the sacrum, and allows
rocking, circling, or gentle shifting from one hip to the other. Some people

find that this position helps them breathe through contractions with less panic
because it gives the pelvis freedom to move.

Hands-and-knees position for back labor may be combined with sacral
counterpressure during contractions. Counterpressure means a trained support
person, nurse, doula, or partner applies firm pressure to the sacrum or lower
back during a contraction. It is not a treatment for a diagnosed problem, but

it can be a nonpharmacologic comfort measure when back pressure is intense.

This position can be done on a bed, mat, or with the upper body supported over
pillows or a birth ball. If wrists or shoulders fatigue, try forearms down,

knees wider or narrower, or a supported kneeling lean. If you have an epidural,
hands-and-knees may still be possible in some settings, but it requires staff
assistance and adequate motor control. Do not attempt it without help if your
legs are numb or weak.

Because hands-and-knees can make external fetal monitoring more challenging,
ask about options rather than assuming it is unavailable. Some units can adjust
monitor placement, use wireless equipment, or help you alternate between
monitoring-friendly positions and freer movement.

Match pushing positions to energy, sensation, and safety

The second stage of labor positioning often needs a different strategy than
earlier contractions. Once pushing begins, the useful question becomes: can you



generate effective downward effort while relaxing the pelvic floor and

maintaining enough oxygenation and stamina? A position that helped you cope for
hours may not give you leverage for pushing, while a position you ignored

earlier may suddenly feel right.

Common pushing options include side-lying, semi-reclined, supported squat,
kneeling, hands-and-knees, sitting on the bed, or using a squat bar. Squatting
can increase the feeling of pelvic opening for some people, but it is

physically demanding and may not be appropriate with significant numbness,
severe fatigue, certain fetal concerns, or clinician concern about rapid
descent. Semi-reclined positions can be practical for monitoring and clinician
access, but if lying back feels painful or ineffective, ask whether the bed can
be adjusted or whether you can rotate to your side between contractions.

Asymmetrical pelvic opening in labor can be explored with one knee higher than
the other, a side lunge, stair-step position, peanut ball, or side-lying with

the top leg supported. These variations may be suggested when the baby needs
space to rotate or when pressure feels one-sided. They should be guided by
comfort and staff assessment, not forced aggressively.

If an assisted vaginal birth, shoulder dystocia concern, heavy bleeding, or
urgent fetal heart rate issue arises, the best position may become the one that
allows rapid clinical care. This can feel disappointing if it differs from your

plan. It does not mean your preferences were unimportant; it means the priority
has shifted to safety.

Prepare a position plan without overcontrolling labor

A useful birth plan names preferences and asks for support, rather than
prescribing an exact sequence. For example, you might state that you would like
freedom of movement during labor when clinically appropriate, access to a birth
ball or peanut ball, help with side-lying positions, encouragement to try
hands-and-knees for back labor, and discussion before limiting mobility unless
urgent care is needed.

Practice positions before labor, but keep practice gentle. Try leaning over a
counter, sitting on a birth ball, kneeling with pillows, side-lying with a
pillow between the knees, and supported squatting only if your clinician says



it is safe for your pregnancy. Notice which positions strain your hips, knees,
wrists, back, or pelvic girdle. Pregnancy-related pelvic pain, symphysis pubis
dysfunction, sciatica-like pain, or balance changes may make some positions
less suitable.

Bring your support person into the plan. They can help adjust pillows, remind
you to drink, ask staff about position options, apply counterpressure if

taught, and notice when you are fatiguing. However, they should not pressure
you to stay in a position because it was part of the plan. Your consent and
comfort remain central.

Finally, ask your care team specific questions before labor: which positions
are possible with continuous monitoring, which are possible after epidural
analgesia, whether wireless monitoring is available, whether the bed has a
squat bar, and how they support position changes during pushing. Clear
expectations reduce stress when decisions need to happen quickly.



