
182 JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF INDIA 

SURENDRA K. PATIL • PANKAJ KoniARI • BHAVIN BnAYANI • REKHA G. DAVER 

SUMMARY 
A prospective controlled trial of 200 primpiaras compared the outcome of labour in 

women alternately allocated to propped up position (100) and conventional supine position 
(100) at St. George's Hospital, Grant Medical College, Bombay. 

The propped up position had significantly fewer forceps deliveries (9% V/s 16%) and 
significantly shorter second stages (median length of pushing 31 V /s 45 minutes) than supine 
position. All the mothers required only local perineal or pudendal block as anaesthesia 
for delivery. There were more perineal tears (16% V/s 6%) in propped up position. Apgar 
scores, blood loss and post partum vulvar oedema were similar in both groups. 

The mothers in propped up position during second stage of labour tended to take a 
more active and positive part in labour and delivery. The mother noted increased comfort, 
were able to make a more effective expulsive effort, were better able to hold and see the 
baby immediately after delivery and co-operate since she was not lying flat and 'out of 
picture'. 

George Englemann, Professor from Mis
souri Medical School (1883), stated in his 
treatise 'Labour amongst primitive people' 
that, 'The care with which the parturient women 
ofuncivilised people avoid the dorsal decubitus 
position is sufficient evidence that it is most 
undesirable for ordinary cases of confinement' . 
During last 300 years, medical opinion has 

Dept. of Obst. & Gyn. Grant Medical College & 
St. George Hospital, Bombay. 

Accepted for Publication on 27.11.1992. 

favoured a shift to the recumbent position, but 
this was implemented without verifying its 
appropriateness. 

AIMS AND OBJECTIVES 
A prospective controlled trial of 200 pri

miparae compared the outcome of labour, in 
women alternately allocated to propped up 
position or conventional supine position at St. 
George's Hospital, Grant Medical College, 
from Jan. 1919 to Dec. 1991 for a period of 
one year. We opted for propped up position 
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because Carlson and Delhi (1986) noted that of the hips which is responsible for producing 
in the second stage, 60% of primiparae pre- enlargement of pelvic outlet in the squatting 
ferred a 45° sitting position. Stewart & Calder position can be readily achieved in propped 
(1990) noted that hyperflexion and abduction up dorsal position. 

OBSERVATIONS 

Observations Propped up Supine 
Position (100) Position (100) 

1) Mode of Delivery 
a) Spontaneous Vaginal Delivery 90 (90%) 79 (79%) 
b) Forceps delivery 8 (8%) 16 (16%) 
c) Caesarean section 2 (2%) 5 (5%) 

2) Length of active second stage 
a) For all deliveries 

i) Median (Quartile Range) in Minutes 31 (23-50) 45 (28.67) 
ii) No. of second stages more than 60 minutes 14 (14%) 31 (31%) 

b) For operative vaginal delivery Median 
(Quartile Range) in minutes 90 (49-105) 86 (49-116) 

3) Perineal Trauma 
i) Episiotomy only 81 (81%) 92 (92%) 
ii) Extension of Episiotomy 14 (14%) 5 (5%) 
iiii) Third degree perineal tear 2 (2%) 1 (1%) 
iv) Labial Tear 3 (3%) 2(2%) 

4) Blood Loss 
i) No. of PPH cases with blood Joss 500 CC 6 (6%) 5 (5%) 
ii) Mean (S.D.) estimated Blood Joss (in rnl.) 219 (123) 223 (129) 

5) Post-Partum vulvar oedema 
i) Nil 67 (67%) 66 (66%) 
ii) Mild 20 (20%) 18 (18%) 
iii) Moderate 12 (12%) 141 (14%) 
iv) Severe 1 (1%) 2 (2%) 

6. Apgar Score at 5 minutes 
i) 10,9 94 (94%) 96 (96%) 

ii) 8,7 4 (4%) 3 (3%) 
iii) Less than 7 2 (2%) 1 (1%) 
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MATERIALS AND METHODS 
The propped up position of 45° was given 

with a back rest and a special delivery table 
with a 'U' shaped cut for delivery of the baby. 
This position was reconmtended by Newborn 
and Newborn (1960) in which they found that 
women were most conforta ble with their backs 
raised at an angle of 45°. Only Singleton 
pregnancies with cephalic presentation at 37-
42 weeks gestation, with maternal age between 
18 to 30 years, and no known high risk factors 
were included in this study. In the study group, 
anaesthesia was limited to local perineal or 
pudendal block. In the control group, sedation 
with pethidine and phenargan was given ad
ditionally. 

First stage position were not controlled and 
the patients were usually left ambulatory seated 
or lying in bed, as they wished. The active 
second stage was timed from when the mater
nal bearing down efforts began, this was usu
ally encouraged when the women started to 
feel the urge to push. Episiotomy was rou
tinely undertak n to avoid a potentially greater 
tear or electively for forceps delivery. Blood 
loss was estimated visually. Apgar Score was 
assessed by the neonatologi t attending the 
delivery. Post-natal oedema of the vulva and 
perineum was observed during the daily rounds. 

DISCUSSION 

Duration of second stage 
Newton and Newton (1960) came to the 

conclusion that primiparae had longer second 
stages of labour in the propped up position 
inspite of active pushing. They concluded that 
it was an artefact of their exploratory study ' 
since the propped up position and supine position 
cases were not strictly alternated and there may 
have been a tendency not to prop up those 
�~�a�t�i�e�n�t�s� in whom the delivery seemed iminent. 
[n our study, we came to a definite conclusion 
. hat propped up position decreased the second 
:tage of labour mainly because of gravity, 
mproved alignment of the foetus for passage 
hrough the pelvis, strong and more efficient 

contractions, enlargement of the pelvic outlet 
and better co-operation on part of the patient. 

Mode of delivery 
In our study, we noted lower rate of op

erative delivery because propped up position 
facilitate better co-operation, more effective 
expulsive efforts and less need for pain relief. 
The main indication for operations for opera
tive delivery were failure to progress, maternal 
exhaustion of foetal distress. 

Perineal trauma 
Newton & Newton (1960) did not show any 

difference in rate of perineal trauma in 
primigravidae between supine position and 
propped up position. However, in our study, 
we noted that there were more perineal tears 
and extension of episiotomy which is in ac
cordance with Leak (1955) who pointed out 
that in propped up position, the usual flexing 
up of the thighs cause narrowing of the vaginal 
orifice. According to Russel (1982), a poten
tial increase in bony dimensions.._ of the pelvis 
during hyperflexion I Abduction of the hips, 
occurs at the expense of increased posterior 
soft ti ssue trauma, if propped up position is 
adopted. 

Blood loss at delivery 
In our study, the third stage tended to be 

shorter in propped up position as the women 
were better able to co-operated and expel their 
placentae which was also noted by Newton & 
Newton (1960). 

Post-Partum valvar Oedema 
We observed that because of shorter second 

stage, there was no significant increase in 
perineal oedema and venous congestion in 
propped up position as compared to supine 
position, similar) y reported by Newton & Newton 
(1960) . 

Psychological effects 
Our study noted the clinical impression that 

the mother noted increased comfort, was able 
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to make more effective expulsive efforts and 
was able to co-operate better since she was not 
lying flat and out of the picture. Primiparae 
were more likely to be greatly pleased at the 
first sight of their babies, and were bette1 able 
to see their babies immediately after delivery. 
Newton & Newton (1960) noted similar find
ings for propped up position. According to 
uncontrolled study by Hawkland ct a) (1981) 
and Mckay (1984) the mothers have a more· 
positive approach to use of aile rna tive delivery 
positions than to conventional management. 

CONCLUSION 
i) The delivery in propped up position 

decreases the duration of second stage 
as compared to supine position. 

ii) Decreases the rate of operative deliv
ery. 

iii) Blood Joss rate, foetal outcome and 
post partum vulvar and perineal 
oedema arc comparable. 

iv) Marginally increases the rate of peri
neal trauma. 

v) Patients are comfortable, co-opera
tive and bear down actively during 
second stage. 
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