Positions for natural childbirth and movement benefits

Why movement matters in physiologic labor

In natural birth, movement is more than comfort-seeking behavior. It can be a
practical way to work with uterine contractions, pelvic anatomy, fetal

position, and the autonomic nervous system. During labor, the fetus navigates
the maternal pelvis through flexion, rotation, descent, and extension. Because
the pelvis is not a fixed ring, changes in hip position, sacral mobility, and
maternal posture can subtly alter available space.

Supine positioning, especially flat on the back, may compress the inferior vena
cava and aorta in late pregnancy. This aorto-caval compression can reduce
venous return and potentially affect uteroplacental blood flow. Upright or
lateral positions generally reduce this compression, which may support fetal
oxygen supply and more stable fetal heart rate patterns. This is one reason
many clinicians encourage side-lying, sitting, kneeling, standing, or
hands-and-knees rather than prolonged flat-back positioning when safe.

Movement also affects pain modulation. Changing posture can reduce continuous
pressure on the same pelvic ligaments, sacroiliac joints, and lumbar tissues.
Rhythmic movement, breathing, counterpressure, and supported swaying can
activate nonpharmacologic pain strategies by shifting attention, reducing fear,



and improving the sense of agency. The goal is not to force progress, but to
create conditions in which the body can labor efficiently while the care team
monitors maternal and fetal well-being.

Upright positions: standing, walking, swaying, and slow dancing

Upright positions use gravity to encourage fetal descent and can make
contractions feel more productive for some people. Standing, leaning over a

bed, walking in the hallway, or slow dancing with a partner may help the pelvis
move asymmetrically. This asymmetry matters because the fetus often needs small
rotational adjustments rather than a straight downward path.

Walking can be especially helpful in early and active labor when membranes are
intact or when the care team confirms it is safe after rupture of membranes.
Sideways walking on stairs, with supervision, can create alternating pelvic
opening and may help the presenting part engage. Slow dancing provides similar
weight shifting while adding physical support and emotional connection. Leaning
forward onto a partner, counter, or raised bed can also ease back pressure,
particularly if the fetus is occiput posterior or labor sensations concentrate

in the lower back.

Evidence reviews report that upright positions in people without epidurals are
associated with shorter active pushing, lower rates of instrumental birth, and
less severe perineal trauma. These findings do not mean everyone must stand
throughout labor. Fatigue, dizziness, fetal heart rate concerns, blood pressure
changes, or medication effects may make prolonged upright positioning
inappropriate. A useful approach is to treat upright movement as an option that
can be revisited frequently, not as a performance requirement.

Hands-and-knees, kneeling, and forward-leaning positions

Hands-and-knees is a classic position for back labor because it takes pressure
off the sacrum and allows the abdomen to hang forward. This may create more
room for fetal rotation and can feel relieving when contractions radiate

through the lower back. Some people use a bed, floor mat, birth ball, or peanut
ball to support the upper body. Others prefer kneeling while leaning over the
head of the bed or a stack of pillows.



Forward-leaning kneeling can be useful when the birthing person wants gravity
assistance but needs more rest than standing allows. It also keeps the sacrum
relatively free, which may help the pelvic outlet expand during contractions.

In second-stage labor, kneeling or all-fours positions may reduce the feeling

of being pinned down and can make it easier to follow spontaneous pushing urges.

These positions can be adapted for fetal monitoring, intravenous lines, or
intermittent assessment. If continuous fetal monitoring is needed, wireless
telemetry may preserve mobility in some facilities. If wired monitors are used,
a nurse or midwife may help secure belts and avoid tubing tension. For people
with wrist discomfort, carpal tunnel symptoms, or shoulder fatigue,
forearms-on-pillows or side-leaning variations may be more sustainable than
bearing weight through the hands.

Squatting, lunging, and pelvic opening

Squatting can widen the pelvic outlet and bring the torso into an upright
alignment. It may be useful during pushing when the fetal head is low and the
birthing person has enough strength and support. A squat bar, partner support,
birth stool, or lowered bed can reduce muscular effort. However, deep squatting
Is intense; it may increase fatigue, worsen leg tremors, or feel overwhelming
during transition.

The details of the squat matter. Knees turned outward may open the pelvic
outlet, while knees closer together and ankles wider can sometimes create space
at the inlet, depending on fetal station and rotation. A clinician, doula, or

physical therapist familiar with labor mechanics may suggest variations based

on what the birthing person feels and what the exam suggests. The position
should be comfortable enough to breathe, release the pelvic floor between
contractions, and change quickly if needed.

Lunging is another asymmetric position. Placing one foot on a low stool, step,

or bed while leaning toward that knee can open one side of the pelvis. This may

be useful when labor stalls despite strong contractions or when fetal rotation
seems incomplete. Because balance can change quickly in labor, lunges should be
supported. People with pelvic girdle pain, symphysis pubis dysfunction,

significant dizziness, or neuraxial anesthesia require individualized guidance
before attempting squats or lunges.



Side-lying and rest positions that still support labor

Rest is not the opposite of progress. Side-lying can reduce aorto-caval
compression while allowing the birthing person to conserve energy. It is often
valuable during long labors, after intense upright work, or when the fetal

heart tracing improves with lateral positioning. A peanut ball or pillows

between the knees can maintain pelvic opening without requiring active muscle
effort.

Side-lying is also a common pushing position, especially for people who are
tired, have epidural analgesia, or need closer fetal monitoring. It may reduce
pressure on the perineum compared with forceful lithotomy pushing, and it
allows the upper leg to be supported rather than held rigidly. Some clinicians
use side-lying release or exaggerated Sims positioning to encourage rotation,
but these techniques should be done gently and with consent.

For natural childbirth, side-lying can be emotionally helpful because it gives
permission to pause. Labor often has waves of intensity, and a supported rest
position may reduce catecholamine-driven tension. Lower adrenaline and improved
relaxation can support oxytocin physiology. The practical message is simple:
alternating effort and rest is often more sustainable than trying to remain

upright continuously.

Second-stage pushing: matching position to physiology and safety

The second stage of labor begins at complete cervical dilation and ends with

birth. Positioning during this phase affects pelvic outlet dimensions, fetal

descent, perineal stretching, and the clinician’s ability to assess progress.
Evidence suggests that, for people without epidurals, upright positions can
shorten the active pushing phase by several minutes and may reduce instrumental
deliveries. Lateral and upright positions are also associated in some reviews

with fewer episiotomies and fewer abnormal fetal heart rate patterns compared
with supine positioning.

Spontaneous pushing in positions chosen by the birthing person may feel
different from coached, prolonged breath-holding. Many people instinctively
change positions as pressure increases: kneeling, squatting, standing with



support, side-lying, or semi-sitting. A flexible approach allows the position
to respond to fetal station, contraction pattern, exhaustion, and perineal
sensations.

There are situations when a more specific position is recommended. If fetal
heart rate abnormalities occur, the team may ask for immediate lateral
positioning, hands-and-knees, or another posture that improves the tracing. If
shoulder dystocia is suspected after the head is born, clinicians may need
rapid access for specific maneuvers. If heavy bleeding, severe hypertension,
regional anesthesia, or operative birth becomes likely, the safest position may
change quickly. Informed consent during labor includes discussing why a
position is suggested and whether alternatives are possible.

Planning for safe mobility with your care team

A low-intervention birth plan can include mobility preferences without becoming
rigid. Helpful questions include: Can | use intermittent auscultation if |

remain low risk? Is wireless monitoring available? Can the bed convert for
kneeling, squatting, or side-lying birth? Are birth balls, peanut balls, squat

bars, mats, showers, or tubs available? Who can help me move if | am fatigued?

Safety planning is especially important if there are medical complexities such
as hypertensive disorders, fetal growth restriction, preeclampsia concerns,
insulin-treated diabetes, induction with oxytocin, meconium-stained fluid,
suspected infection, previous uterine surgery, or abnormal fetal heart rate
patterns. These conditions do not always eliminate movement, but they may
change what type of movement is safe and how closely monitoring is needed.

People planning labor without pharmacological pain relief may benefit from
practicing positions before birth. Rehearsal builds muscle memory: leaning over
a counter, pelvic rocking on a ball, supported squats, side-lying with pillows,
and hands-and-knees for back labor. The best plan remains flexible. The
position that felt ideal in pregnancy may feel wrong in labor, and a surprising
position may become the most effective. The guiding principles are consent,
comfort, physiologic support, and timely clinical assessment.



