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RANDOMISED CONTROLLED TRIAL ON MODIFIED
SQUATTING POSITION OF BIRTHING

NEELAM BHArRDWAJ @ JYoTsaNna A. KUKADE

SUMMARY

Objective : To study the advantage of modified squatting over lithotomy position
during birthing, on an indigenously devised birth cushion.

Method : Seven hundred and fifty eight women were registered during labour
for a period of two years and randomization was done, High risk pregnancy,
women who refused to squatt and those who came late in labour; were excluded
from the study group. 294 women squatted on the birth cushion and 323 women
delivered in lithotomy (Hospital) position. Control group was not informed about
the device,

Results : IInd stage of labour was shorter in modified squatting
position (P <.001). Ventouse application was more in lithotomy, relative
risk was 2.33 while relative risk reduction was 57%. Time taken for
ventouse application was less in squatting (P <.01), More second degree
perineal tears occured in lithotomy, R.R. 1.73. RRR 42% NNT 40. RR of
PPl was 0.92 in primi & 1.80 in multigravida, RRR is ( - ) 8.9 in
Primi & « 6 in Multigravida, M T is ( - ) 883 in primi & 65 in
Multigravida.

Apgar score was similar in both positions. Postpartum vulval odema
was more modified squatting., 91.27% women found modified s i1atting
convenient and 68% would like te adopt the same position in next
labour, :

In conclusion modified squatting position of birthing is advantageous over
lithotomy position and can be adopted in modern labour techniques and rural
obste cs.
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Dangers of a natural unsupported
squatting position has also becen
expericnced in an English Hospital (Samra
et al 1989). To overcomc thesc factors,
authors tried to modify the squatting
position by making itasupported squatting
by dcvising a cushion, rather than be
unsupported & uncomfortable on
the bricks. It was important to put
this necw device on trial, before uvsing
it for the home births.

SUBJECTS & METHODS

The study was approved by the
Research Commiittee of the Vivekanand
Medical Foundation and Rescarch
Centre. The committee had accepted
the ‘British Cushion’ for the triai which
was indigenously prepared by the
authors. The cushion is devised specially
for rural usc. It is chcap, madc of
coir and foam with a washable rexine
cover. It has two handles used for support
during bearing down pains in the
seccond stage of labour. It can bc
conveniently uscd on conventional
hospital beds and also on the floor
while in rural use. ..ic parturicnt woman
is scated on the ‘Birth Cushion’ along
with the back rest - this helps her
to sink into modificd squatting position
which is comfortable during labour.
Anteriorly the cushion is cut in a ‘U’
shapc which allows the concerned
obsletrician casy access to the perineum.
All disadvantages of natural quatting
position arc overcome by meceans of
this birth cushion. Medical staff
accepted this position because they
have forcknowledge about its practice in
rural arcas.
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Pregnant women in the age group
of 15-45 yecars wcre registered during
labour, whether spontancous or
induced, during their admission in the
labour room they were given number
(odd or cven) randomly, irrespective
of their OPD No. (outdoor patient
department number). This register had
information regarding womecn i.e. odd
numbers would squat and cven numbered
lot would go in for normal routine
(lithotomy) labour of the hospital.
Randomisation occured before cxclusion
critcria was applied. The trial started
from 1st January 1992 to 30th December
1993 for a pecriod of two ycars in
Vivekanand Hospital (Latur) a districtplace
in the State of Maharashtra (India).
Criteria for the inclusion of the pregnant
women in the trial was complcted
37 weceks of gestation, Vertex presentation
and no antcnatal risk factor.

Exclusion criteria were all thosc
women who were high risk pregnancics
i.c. previous L.S.C.S., Matcrnal factors,
epilepsy, hypertension, jaundice in
pregnancy, malaria, hcart discasc,
diabetes mellitus, Rh factor (ncgative)
and postmaturity (40 wecks gestation).
All presentations other than Vertex,
anicpartum hacmorrhage, severe anacmia,
women with cephalopclvic disproportion,
precmature labour, women who registered
late in labour and those who rcfuscd
to squat were excluded from the trial.

Seven hundred and [fifty cight
pregnant women were registercd during
labour. 129 (17.1%) women were exclude
from the trial as they were high
risk pregnancics duc to - elective cacsarcan
scction- 72(55.81%),cmergency cacsarcan
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avcerage length of the first stage timed from
admission to the labour ward was 7.8 hours
in the squatting group and 7.3 hrs in the
lithotomy group. This does not give the
exact time of first stage of labour, becausc
the women were in different phases of first
stage of theirlabouratthe time of admission.

Housc-surgeons who were trained to
handle squatting position were on duty
round-the-clock and wcre competent 1o
deliver the women in squatting position
and consultant was called only in case of
complication during labour.

All the women in the study group were
asked for conscent & nonce of them refused
except the one who was hence excluded
from the trial. All women who squatted
werce told “they could adopt conventional,
lithotomy position during sccond stage of
labour, whenever desired”. Women who
spent 90% of the active bearing down
phase in upright position were considered
qualificd for the position. Details of labour
and its outcomec were recorded by the
doctor on duty. Active second stage was
timed fromstarting the bearing down cfforts
and bearing down was usually cncouraged
when the parturicnt woman started to feel
the urge to push. There was no arbitrary
time limit for the duration of the second
stage, the usual indication for vaginal
operative dclivery (ventouse) was foctal
distress, matcrnal cxhaustion or obvious
failure t0  ogress. si '
done routincly in squatting portion but was
usually donc to avoid a potentially
greater tear or to expedite delivery, if this
was thought neccssary or for clective
ventouse application. Blood loss was
estimated visually by the marked vessels
collecting blood during labour.

497

Apgar score was asscssed by the doctor
on duty at one minute and after 5 minutes
of the birth. Postnatal odema of the vulva
and perincum was recorded by doctors in
the postnatal wards who were not aware
of the trial allocation during labour. For
the first threc days of post-partum
they judged whether ocdema was
absent, mild, modcratc or scvcre.

The two groups were comparcd by the
original intention to trcat allocation
irrespective of the actual sccond stage
positions adoptcd. Results were not
rcvealed to the women & the clinicians
who came to know only after the analysis
of the trial. Statistical analysis was done
by applying Chi-square tcst, Mann-whitncy
(‘U’ test) and students ‘U test & tests as
appropriatc for the distribution of the
continuous variables.

RESULTS
Spontancous vaginal birth occured in
97.6% in modificd squatting position and
94.4% in lithotomy position as shown in
Table 1. Out of 616 women included in
the trial 294 (47.72%) dclivered in modificd
squattingpositionand 323(52.43%)dclivered
in lithotomy position. Out of 294 women
delivered in modified squatting position,
136 (46.25%) were primigravida and 158
(48.91%) were multigravida. Out of 323
women who dclivered in lithotomy
5.8 7 were primigravida
and 175 (54.17%) were multigravida.
Total mcan time spent during sccond
stage of labour in modificd squatting
position was 26.26 min (SD 14.62). 95%
confidence Interval (24.59 - 27.93) & in
Lithotomy position was 45.13 min (SD
23.07) 95% C.1. (42.61-47.64). The length






