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Preface

My first daughter, Nina, was born in 1970. I attended preparation classes and was hoping for a natural birth. I was active until strong labour began and then I lay passively in bed, semi-reclining, for the last three hours. Fortunately there were no complications and I managed, with enormous effort and the help of an unnecessary episiotomy, to give birth to her spontaneously.

I discovered active childbirth during the birth of my second daughter, Kim. During this pregnancy I had taken up yoga and enjoyed practising the yoga postures, finding some of them particularly beneficial as the pregnancy advanced. A study of the history of childbirth revealed how some of the yoga postures, especially squatting, had been used throughout the ages as birth positions. An anatomical study of the female pelvis clarified that these postures relaxed and ‘opened’ the pelvic canal and were ideal movements to adopt when trying to evacuate its contents.

Consequently, when it came to labour, I began by following the usual instructions given in antenatal classes and made myself comfortable in the semi-reclining position, focusing on some breathing techniques. Progress was slow and while the breathing techniques kept me calm and centred, they seemed to distract me from the labour. Eventually I decided to get up and try some of the positions I had practised during pregnancy. The change in progress was dramatic and it dawned on me, for the first time, that it is necessary for a woman to move and to be in harmony with gravity in order to help her body to open up in labour. I realised then, that squatting, and its variations, is the logical position for any woman to adopt while giving birth and is the most important position to practise during pregnancy. I resolved there and then to improve my squatting before my next labour.

During my son Iasonas’s birth I kept active; walking, squatting and kneeling, and gave birth to him on all-fours. It was a marvellous experience. I had an entirely new sense of control and knew instinctively what to do. I was up within hours of the birth and felt none of the aches and pains I had for a week or two after my previous births, despite the fact that he was almost a 10lb baby. I was astonished how fit and well I felt after the birth, and suffered no exhaustion or depression in the following months.

Recently, number four was born, also at home. Theo weighed in at 11lbs and this time I had a portable water birth pool designed by my husband Keith, in our bedroom. Labour was intense and as soon as I reached 5cms dilation I entered the pool. The buoyancy of the water made it much easier for me to relax. I was encouraged to let myself go without any inhibitions, and I remember making a tremendous amount of noise and reaching full dilation very quickly.

Michel Odent, who was in attendance, suggested that I leave the pool for the actual birth. Given Theo’s size, we decided that I needed the help of gravity to get him born, so I used the supported standing squat position. He was born in two contractions despite his size, miraculously without a tear. The medical establishment would certainly have considered me ‘high risk’. I was 42, rhesus negative and had surgery on the uterus 3 years previously. These were the very reasons that I wanted to stay at home where conditions for a normal birth were optimal.

My own birth experiences are not unusual. Since 1978 I have been teaching yoga to pregnant women and more than 80 per cent of them have succeeded in giving birth naturally and actively to their babies. Most of them had no previous experience of yoga and their ages have ranged from 19 to 49. It has been a joy to observe how readily their bodies responded to the yoga. As their flexibility improved, their health and happiness increased. At the end of pregnancy most of them were in touch with their birthing and motherly instincts and could approach the birth with confidence. The experiences of these women have added to my personal conviction and won support from their midwives, doctors and obstetricians.

Many women enjoy the benefits of yoga so much that they are back in the mother and baby exercise sessions two to three weeks after birth. This is so, not only in the case of the mother who has a normal, problem-free birth, but also for those who have needed the help of forceps or Caesarean section.

Over the years I have seen that active labour and the adoption of natural, upright or crouching birth positions is the safest, most enjoyable, most economical and sensible way for the majority of women to give birth. There is no disruption of the normal physiology of labour, no interference with the hormonal balance, postnatal depression is rare and problems with breastfeeding and mothering are less likely.

The majority of labours – managed well – should be uncomplicated. No special equipment is needed and the birth can take place in the simplest environment or in the most sophisticated hospital delivery room.

Active Birth is natural and instinctive. Left to her own devices it is the way a woman will behave during labour. In preparing a woman for an active birth, my aim is to help her get in touch with her own birth-giving instinct.

Giving birth is essentially a natural bodily function, which occurs quite spontaneously and involuntarily at the end of pregnancy. It is part of a continuous evolution which begins with love-making and conception and ends in the growing independence of the child from his mother, during the first few years of life. The whole process of conceiving a baby, being pregnant, giving birth and mothering is part of the sexual and spiritual life of a woman, and is basically rooted in the natural and undisturbed unfolding of a series of physiological events.

The best way in which a woman, entering into motherhood, can prepare herself is from her own body.

The yoga exercises I recommend are not unnatural movements imposed upon the body. On the contrary, they are instinctive and simple movements we could all make with ease. It is a kind of physical ‘remembering’ rather than a system of exercise. In fact, many of the exercises in this book came from my observations of the movements made by my children when they were very young. By watching them, I realised how stiff, as adults, we have become; how we have lost contact with the range of movement nature intended us to have. A toddler will squat with ease for a long time, feet flat on the ground, back straight and rising up from this position when he learns to walk.

It is well known that the more civilised we become the more we forget our natural habits. Today we are able to ensure a reliable medical back-up for all women in the event of complications and the mortality rate has improved by the life-saving techniques of modern obstetrics. However, I have seen all too often in my practice, how the widespread use of routine obstetric technology, inappropriately applied to normal labour, disturbs the natural birth process and causes many of the problems it was designed to prevent. In some hospitals, birth has become an abdominal or vaginal extraction conducted on a conveyor belt. The result is that most women are completely out of touch with their own instinctive ability to give birth, and midwives are losing their intuitive skills as they depend more on technology. Many women have never seen a birth or even held a baby by the time they enter motherhood. The natural skills of giving birth and mothering are no longer handed down from woman to woman, generation to generation.

We can regain a link with our primitive female heritage by re-educating our bodies in the habits, movements and postures which are instinctive to the child-bearing woman. In pregnancy the whole tendency of the body is towards health and vitality and it is a unique opportunity for a woman to work on herself.

The main concern of this book is with normal birth and the common variations from the norm, which can usually be dealt with without obstetric intervention. Women who have prepared in this way and then found themselves faced with an unexpected complication or have needed the help of pain-relieving drugs, often find ways of successfully combining Active Birth with obstetric procedures.

I hope that this book will help to bring to light the simple common sense of childbirth which has somehow been obscured in the advance of modern obstetrics, and will help women to rediscover their own inner resources for giving birth to their babies.

THE ACTIVE BIRTH MOVEMENT

In the late 1970s a group of women in North London, recognising the benefits of Active Birth, attempted to give birth in upright positions in a local hospital.

Some of them met with success and were positively encouraged by obstetrician Yehudi Gordon and his staff to do so, while others encountered stubborn opposition. Conflict arose within the labour ward which resulted in a ‘ban’ being placed on Active Birth. Some mothers whose births were imminent, were extremely distressed and rang me to express their feelings. I felt responsible for introducing them to the concept. It seemed completely inappropriate for them to have to fight for the right to give birth instinctively, during their labours.

Consequently the Active Birth Movement was founded in April 1982 and the Active Birth Manifesto was written (see Chapter 11).

The occasion was marked by a demonstration on Sunday, 11 April which we called the Birthrights Rally. Originally, we intended to hold a ‘squat-in’ in the hospital foyer, but within a mere three weeks so many people were offering their support, that we ended up on Hampstead Heath with a crowd of 6,000. The rally was a protest against hospitals which denied women the right and freedom to move about in labour and to give birth in upright, squatting or kneeling positions, despite mounting evidence as to the advantages.

Michel Odent, whose work in France was featured in the same year on BBC2, was in London and came to speak at the rally along with Sheila Kitzinger, the newsreader Anna Ford, and other friends of Active Birth. The occasion was memorable and there was a change of attitude at the hospital which has been able to accommodate women wanting Active Births ever since. Thankfully, the Active Birth Movement has not needed to stage another demonstration as hospitals throughout London and further afield have gradually been adjusting to the climate of change. Although there is still a long way to go, the principles of Active Birth are being put into practice more widely, as our knowledge of the normal physiology of the birth process increases.

Our main function since then has been educational, providing conferences, lectures, workshops for parents and professionals, as well as training facilities for Active Birth teachers. We also provide a free advisory service from our London centre (see Useful Addresses).

The use of upright postures and mobility in labour are not unique to our part of the world and change has been happening simultaneously in many countries over the last decade. The Active Birth Movement is now international and has branches all over the world, many of whom have had great success in stimulating change. It is run entirely by women like myself, who have rediscovered childbirth through their own experiences. They are women who have chosen to get off the obstetric delivery table and to give birth instinctively. Consequently they pass on what they have learnt to others and through their work they are creating a new tradition of womanly wisdom, helping women everywhere to regain their autonomy as childbearers.

It is to them that I dedicate this book.


Foreword

Here is an important voice in childbirth. Janet Balaskas is speaking to those women who want to grow in self-awareness and to use their bodies actively in labour. In her childbirth classes Janet Balaskas stands for activity rather than passivity, for movement rather than immobilisation and a woman’s right to choose whatever position she finds comfortable throughout labour and delivery.

The teaching in this book is revolutionary. Yet it is age-old. All over the world and throughout recorded history women have chosen upright positions to give birth and it is only we in the West who have had the extraordinary notion that a woman should lie on her back with her legs in the air to deliver a baby.

But to get women upright is to do much more than help them find a comfortable posture. It is to turn them from passive patients into active birth-givers. It is to challenge the whole obstetric view of birth in Western society. This is based on the assumption that childbirth is a medical event which should be conducted in an intensive care setting. The whole pregnancy is seen as a pathological condition terminated only by delivery. The modern high-tech obstetrician actively manages labour with all the technology of ultrasound, continuous electronic monitoring and oxytocin intravenous drip. Many obstetricians have never had the opportunity to see a truly natural birth. To turn the process of bringing new life into the world into one in which a woman becomes simply the body on the delivery table rather than an active birth-giver is a degradation of the mother’s role in childbirth.

We are now beginning to discover the sometimes long-term destructive effects on the relationship between a mother and her baby and on the family, of treating women as if they were merely containers to be relieved of their contents and of concentrating attention on a bag of muscle and a birth canal, instead of relating to and caring for the person of whom the uterus and the vagina are a part.

‘Bonding’ is a fashionable term today. In many hospitals special time is devoted for bonding and there must be few midwives and obstetricians who would not claim that they consider bonding important. But everything that happens after delivery is the outcome of what has gone before. Bonding is either spontaneous and easy, or made virtually impossible by the atmosphere at delivery and by the care a woman is given as a person, not merely a ‘para 1’, an elderly primigravida, a maternal pelvis, a contracting uterus or a dilating cervix.

The way we give birth is important to all of us because it has a great deal to do with the kind of society we want to live in, the significance of the coming to birth of a new person and a new family.

When we hand over responsibility for choosing between alternatives on the basis of what we believe to be right, we hand over responsibility for the quality of the society we, and our children, must live in.

Sheila Kitzinger


Introduction

The concept of ‘active birth’ is a milestone in the history of childbirth. Bringing together these two simple words is by itself a work of genius: ‘active birth’ covers a huge scale of meanings, at different complementary levels.

The first level might be described as muscular. When you just have a glimpse of some pictures of ‘active births’ you notice that at the end of the labour, when the baby is coming, many mothers are vertical, hanging on to someone or something, or leaning forward on something, or in a supported squatting position, or kneeling …

At the second level you penetrate more deeply into the physiological process of childbirth. Childbirth is first a brain process. When a woman is giving birth by herself, the active part of her brain is the primitive part. It is this part which we have in common with all the mammals, the part which secretes the necessary hormones. A woman gives birth actively when she can secrete her own hormones, or, in other words, when she does not need synthetic hormones from a drip, or any other kind of medical intervention. The activity of the primitive part of the brain implies a reduction of inhibitions coming from the ‘new’ brain, the neocortex. The factors which can disturb this brain process, this change of conscious level, are not easily eliminated in the context of modern obstetric units: privacy, semi-darkness, silence, and, at the same time, the proximity of an experienced person.

At the third level ‘active birth’ refers to the attitude that society as a whole has towards childbirth. In our society childbirth is completely under the control and under the responsibility of medical institutions. Pregnant and labouring women are called ‘patients’. Medical institutions include modern midwifery. Modern midwives, trained in obstetric units, are not any longer mothers helping other mothers. When a newborn baby is not healthy, the medical institution is considered as responsible. The concept of ‘active birth’ has been introduced by women who want to take back the control and the responsibility of childbirth. They consider the medical institution as a resource to use in precise circumstances. What a provocative challenge at a time when the negative side effects of obstetrics are better and better known!

The day when Janet introduced the phrase ‘active birth’ is possibly the most important one in the history of childbirth in Europe … since the day when the French doctor Mauriceau took control of this event and placed the labouring woman on her back.

Michel Odent


1   What is an Active Birth?

During the rapid development of modern obstetrics in the last three hundred years, women have lost touch with their power as birth-givers. We have almost forgotten how a natural physiological birth unfolds.

An Active Birth is nothing new. It is simply a convenient way of describing normal labour and birth and the way that a woman behaves when she is following her own instincts and the physiological logic of her body. It is a way of saying that she herself is in control of her body while giving birth, rather than the passive recipient of an ‘actively managed’ birth on the part of her attendants.

By deciding to have an Active Birth you will be reclaiming your fundamental power as a birth-giver, a mother and also as a woman. You will also be giving your baby the best possible start in life and a safe transition from the womb to the world. Should an unusual difficulty or complication arise, you will be free to make use of the safety net of modern obstetric care, knowing that you have done your very best and also knowing that this is your choice and that the intervention was really necessary. In this way, even the most difficult birth can be a positive experience.

Preparing for an Active Birth during pregnancy will lessen the likelihood of complications arising. It will also ensure that you approach the birth of your baby in optimal health, which will enhance and hasten your recovery, whatever happens.

If you give birth actively you will want to move around freely during the early part, or first stage, of labour, choosing comfortable upright positions such as standing, walking, sitting, kneeling or squatting. In between contractions you will find ways to rest in these positions, comfortably supported by pillows. As you approach the expulsive or second stage during which your child will be born, you will continue to use the upright positions which are most comfortable or practical. At the end, for the actual birth, you will use a natural expulsive position (usually supported) like squatting or kneeling.

An Active Birth is instinctive. It involves you giving birth quite naturally and spontaneously through your own will and determination, having the complete freedom to use your body as you choose and to follow its urges. Active Birth is an attitude of mind. It involves acceptance and trust in the natural function and involuntary nature of the birth process, as well as an attitude or appropriate positioning of your body. It is not merely a vaginal extraction or delivery in which the attendants are in control and you are a passive patient. It is more comfortable, safer and more efficient than a passive ‘confinement’. This is supported by the many scientific studies comparing women who are active in labour with those in a passive recumbent position (see here).

Some women, left to themselves, will instinctively know what to do in labour, but most of us, having no example to follow, need to be made aware of the possibilities of using various upright positions in order to discover our instincts. This can easily be done by practising the birth positions and movements which are most appropriate and comfortable during your pregnancy. The yoga-based exercises in this book will lead you towards your own instincts for labour and birth, while cultivating the right and natural body habits for a healthy pregnancy.

The Question of Birth Positions

A growing number of women, midwives, nurses, obstetricians and childbirth educators are questioning positions that characterise modern labour and birth practices, and the passive, patient-orientated role demanded of women in contemporary maternity care. The specific practice that is being criticised is the almost exclusive use of lying down (recumbent) positions for childbirth known as supine, dorsal or lithotomy positions. There is more than sufficient evidence that upright birth positions, i.e. kneeling, sitting, standing and squatting, are more advantageous to both mother and child.

Position and movement in labour is an area of fundamental importance which has been, in the past, almost completely neglected by birth attendants in the management of labour, and therefore also prenatal teachers in the preparation of women in birth. The choice of position determines the training of midwives and doctors. It also determines their approach and the kind of environment in which women labour and give birth. It can also determine the successful outcome of the birth and the quality of the experience for both mother and baby.

Modern Western Practice

Obstetric practice in the modern world is usually regarded as a medical, if not surgical, procedure. Until recently, the normal practice in most hospitals has been (and often still is) to place you, when you are in labour, in bed on your back; at best propped up by pillows into a semi-reclining position, where monitors, drips or anaesthetic can be conveniently applied. Later, just before the time of actual birth, you may be transferred to a delivery room and placed on an obstetric table where a forceps delivery, vacuum extraction, episiotomy or Caesarian section can be performed, or, at best, your baby can be most conveniently ‘delivered’ by your attendants,

In many hospitals the choice of birth positions is already predetermined by the approach to maternity care and the routine hospital practices. Usually, the training of midwives and doctors takes the recumbent position for granted in specific obstetric practices, such as:


	The continuous assessment of foetal heart tones, uterine and other vital signs during labour and the use of electronic heart monitors which were designed for use in the recumbent position. Paradoxically, these often cause the foetal distress they are meant to detect by the imposition of the supine position for their use (1).

	Midwives are usually trained to do periodic vaginal examinations with the mother lying on her back. Where birth is active there is less need for vaginal examinations, as the progress of labour can usually be assessed by the mother’s behaviour. If an internal examination is considered to be necessary, it can usually be done conveniently enough with the mother remaining upright.

	The use of sedatives, oxytocin drugs, analgesics and anaesthesia during labour and delivery. If the mother is not lying down in the first place she is less likely to need pain relief or induction.

	The use of forceps and/or episiotomy for delivery, or the need for the midwife to routinely ‘control’ the delivery or ‘guard’ the perineum. All these practices are not usually needed in an Active Birth.



When such practices are routinely used, labour and birth are seen from the outset as a potentially pathological situation in which attendants and their attendant technology are in control, rather than the woman herself, her instincts and her biological body.

No one will deny the enormous advantages of the safety net of modern obstetrics when problems occur which may threaten the life of mother or baby, or both. However, the vast majority of labours have the potential to be uncomplicated, and it is clear that common sense in the management of labour has been completely obscured by the routine application of interventive obstetrics to normal labour, resulting in a great increase in the number of forceps deliveries and Caesarean sections.

In many countries in the developed world the majority of babies born in hospital are delivered by forceps, or induced, or both, and the Caesarean rate may be as high as 30 per cent. In the USA, approximately one in four births (25 per cent) result in a Caesarean which reflects a 400 per cent increase in the last 20 years (2). In some hospitals, as many as one in three births are Caesarean, and in some large teaching hospitals the figure is closer to 60 per cent.

Amongst other reasons, the rigid insistence on making women in labour lie on their backs contributes largely to these figures. It seems that a vicious circle arises as soon as we begin to intervene in the natural process – the possibility of complication increases, the need for intervention and for pain-relieving drugs becomes more prevalent. When a labouring woman is immobilised and forced to lie on her back, the natural process is fundamentally disturbed and the likelihood of problems occurring increases.

What is wrong with obstetrically managed birth?

Giving birth can, and usually does involve hours of intense labour and a great deal of pain, effort and endurance on your part. Naturally the prospect is quite awesome and you will probably approach the birth of your child with some fear and apprehension about what is to come.

To many women the prospect of a painless, effortless, managed birth might, at first, seem to be an attractive proposition. After all, you might ask, why suffer needlessly when medication and modern technology is readily available to make the birth easier, quicker and less painful?

Regretably, it is not as simple as all that. Every interventive obstetric technique has known side effects for mother and baby, while many subtle or long-term effects may not yet be apparent. When help is genuinely needed the benefits of the intervention may well outweigh the risks. However, routine use of obstetric management tends to complicate birth unnecessarily.

Doris Haire in her booklet, The Cultural Warping of Childbirth (3), has written an excellent report on obstetrics in the USA where high-tech birth is the norm and more deeply entrenched than in most places, and now provides a model for developing countries where traditional birth practices are disappearing.

Haire points out that the infant mortality rate in the USA is amongst the highest in the world. There is also a staggering incidence of neurological impairment amongst American children which, she feels, is attributable largely to the ‘unphysiological practises which have become so much a part of American obstetric care’. She lists an abundance of scientific literature and research to substantiate her remarks (see Recommended Reading).

We have known since the 1960s that all obstetric medications given to the mother, whether they are used to quell nausea, to induce labour, to relieve pain or to anaesthetise, do cross the placenta and do alter the baby’s environment in the uterus, entering the baby’s circulatory system and hence the baby’s brain within seconds or minutes. Contrary to what many women are told, this includes regional anaesthetics such as epidurals (4).

The baby’s central nervous system forms and develops rapidly in the last part of pregnancy, during the birth itself and during infancy, and is susceptible to the effects of drugs given around the time of birth and after. We have only to recall the thalidomide tragedy to realise that the testing of the safety of these medications is often sorely inadequate. Of course, it is important also to bear in mind that babies vary in their vulnerability to the effects of these drugs and, in instances of real need, the judicious and minimal use of medication is usually successful. However, in antenatal clinics and hospitals, mothers are usually uninformed about the hazards or side effects involved in taking such medications and are deluded into assuming that there are no risks involved.

Let us take a look at some examples of the most widely used medications for labour and birth, and their more common side effects. I have deliberately omitted the more severe and rare complications but readers who are interested can look up the research references listed here.

THE PROMISE OF PAIN RELIEF

Pethidine (Demerol in the USA)

This is a narcotic-like analgesic used to ‘take the edge’ off pain. Given usually as an intramuscular injection, some women find it makes labour more tolerable and others that it causes them to lose control. There are possible side effects to the mother, such as nausea or dizziness, and it will slow down the mother’s breathing and respiration, hence reducing the baby’s oxygen supply. Often Pethidine is mixed with sedatives to reduce nausea and these too will cause sleepiness and enter the baby’s bloodstream.

It is now common knowledge that Pethidine can depress the baby’s respiratory system and jeopardise the start of breathing after birth, resulting in the need to resuscitate the baby (5).

Traces sometimes remain in the baby’s system after birth so that, in addition to adjusting to life outside the womb, the baby’s system will have the added burden of detoxification (6). They can also depress the baby’s sucking reflex and because they remain in the baby’s system for several weeks they can affect the initiation of breastfeeding and mother-infant bonding (7).

Epidurals

This is known as a regional anaesthetic which is injected locally into the epidural space between two lumbar vertebrae in the lower spine. When it works effectively the result will be a blocking of pain impulses, bringing numbness from the waist through the lower body.

While the effects of the drugs used for epidurals on the baby are not the same as Pethidine, we know that they enter the baby’s circulation and brain tissues within minutes (6). Their immediate and long-term effects on the neurological development of the baby are relatively unknown and direly under-researched, despite the widespread use of this form of pain relief, worldwide.

Side effects for the mother, such as severe headaches following the birth, can occasionally occur (these are caused by accidental scratching of the membrane surrounding the spinal cord by the injection needle), and a lowering of maternal blood pressure is common.

An epidural will certainly increase the need for obstetric intervention. Of course the mother will be immobile and reclining so contractions tend to be less efficient, and labour is often much longer and may need to be artifically stimulated with an oxytocic drip.

All these factors contribute to a lessening of the blood supply to and from the uterus, so foetal distress (lack of oxygen) is far more likely. Sometimes the pelvic muscles become limp and do not help the baby to rotate in the usual way (with the added disadvantage of being without the help of gravity).

An epidural can also inhibit the mother’s ability to push her baby out spontaneously and, one way or another, the risk of a forceps delivery or a Caesarean section is increased.

When mothers give birth actively, with the help of a midwife, the forceps rate rarely rises above 5 per cent and drugs are only used in cases of unavoidable distress or to save a life. By contrast, in countries such as the USA, the incidence of forceps deliveries can be, according to Doris Haire, as high as 65 per cent in some hospitals. An unnecessary forceps delivery can be traumatic for both mother and child and can occasionally result in injury or damage to the baby (8).

Although, at times, the total freedom from pain offered by an epidural may be indispensable, it is important, for a successful outcome, to weigh this advantage against the attendant risks, which are considerable. Occasionally the price of a few hours of comfort can be a damaged baby and may very well be a complicated birth (9-12).

So, might it not be better in the long run to learn how to use your body to release, minimise and transform the pain of labour and to have access to a pool of warm water or a shower – an effective and totally harmless way to reduce pain? If an epidural is really needed, then its use can be minimal and, in this way, the attendant risks are reduced.

STIMULATING LABOUR

Induction

An induction may be used to initiate labour or to stimulate contractions once it has begun. It is usually done by introducing an intravenous drip of Syntocinon (Pitocin in USA), a powerful synthetic hormone, into a vein in the mother’s arm.

Normally, when the uterus contracts, the blood vessels which carry blood to the placenta are temporarily constricted. In between contractions, blood is stored in the placenta to keep up a constant supply to the baby during contractions. When contractions are stimulated by Syntocinon they tend to be longer, stronger and closer together than in a normal labour. The periods of constriction are therefore longer than usual so that the overall oxygen supply to the baby is reduced and foetal distress is therefore more likely. Doris Haire writes in Drugs in Labour and Birth,‘The situation is somewhat analogous to holding an infant under water and allowing the infant to come to the surface to gasp for air but not to breathe.’

The incidence of postnatal jaundice in babies who have been induced is also thought to be higher (13-14).

In addition, strong contractions usually occur as soon as the drip begins to work so the gradual build-up in intensity of a normal labour is absent. This often means that the mother cannot cope with the pain of the stronger contractions and will need pain relief, so the baby will end up with the combined effect of painkillers and the drugs used for induction.

Of course, continuous foetal monitoring will probably be necessary with all these risks and so the snowball effect continues as one intervention necessitates another.

Studies have shown that there is no evidence of any natural advantage in routinely inducing births that are ‘overdue’ and a failed induction frequently ends up as a Caesarean section (15-18).

Would it not be better to reserve this option as a last resort and discover how to change position to stimulate contractions, or how to improve the birthing environment so that the mother can secrete her own natural hormones? Learning how to allow the normal physiology to unfold without disturbance is the most effective way to ensure that the mother will secrete her own hormones.

Birth Before Obstetrics

Historical studies show the prevalent use of vertical positions – kneeling, squatting, standing or sitting postures – with many variations and as many methods of support.

There is evidence going back thousands of years of the bodily positions taken in childbirth. The head of a silver pin from Luristan in Iran, first millenium BC, depicts a squatting mother. The remains of a clay statue of 5750 BC from a shrine at Çatal Hüyük, a Copper Age (Chalcolithic) city in Turkey, shows a goddess giving birth in the same position, as does an 8½ inch Aztec stone fertility figure from Mexico. A relic of the Mound Builders of eastern Arkansas, a pre-Columbian culture of unknown date, shows a woman squatting with her hands on her thighs. The Egyptian hieroglyph meaning ‘to give birth’ shows a mother squatting.

A relief from the temple of Kom Ombo, a town on the Nile in Upper Egypt, shows a woman giving birth in the kneeling position. Birth in the same position can be seen in a marble figure from Sparta, about 500 BC. In ancient China and Japan, women customarily gave birth in the kneeling position on a straw mat. All scenes, of course, depict only the final birth, but positions used during the rest of labour can also be traced.

In the Old Testament, Exodus, chapter I, verse 16 states:

When ye do the office of a midwife to the Hebrew women, and see them upon the stools …

A Corinthian vase depicts a woman in labour seated on a birthchair. An early Greek relief and a Roman marble bas-relief both show a woman giving birth on a stool supported by two assistants. The birthstool was also


From Birthchair to Bed to Delivery Table





Ethnological Evidence




Recent studies







Results of Modern Research



	The intensity (strength) of uterine contractions was found to be greater.

	Greater regularity and frequence of uterine contractions.

	The dilation or opening of the cervix (the neck of the uterus) was more efficient.

	More complete relaxation between contractions.

	The pressure of the baby’s head on the cervix during the resting phase between uterine contractions was consistently higher.

	The first and second stages of labour were shorter (some comparative studies showed they were over 40 per cent shorter in the upright group).

	Greater comfort, less stress and pain and so decreased requirement for analgesics.

	Lower incidence of foetal distress in labour and improved condition of the newborn.

	Women felt they were contributing something to their labour and felt relieved from the boredom and degradation of lying down connected to equipment.



Why is Active Birth Better?




	The pull of gravity, i.e. the earth’s downward gravitational force, assists uterine contractions and bearing down efforts. It is easier for any object to fall towards the earth’s surface than to slide parallel to it (Newton’s Law of Gravity), so that it is mechanically more advantageous to expel an unborn baby towards the earth than to expel it along the horizon. In upright positions such as standing, squatting or kneeling, the mother’s body is in harmony with the downward force of gravity. When she lies down her involuntary efforts to expel the baby spontaneously are inhibited, increasing the need for strenuous effort to push the baby ‘uphill’ or the need for a forceps extraction. Dr Peter Dunn, Consultant Senior Lecturer in Child Health at Southmead Hospital in Bristol, writing on the recumbent position for labour in The Lancetin 1976, noted, ‘No animal species adopts such a disadvantageous posture during such an important and critical event’ (25).

	The drive angle of the uterus, i.e. the angle between the long axis of the unborn baby’s spinal column and that of the mother’s spinal column, is less when upright, so demanding less effort from the uterus. The uterus tilts forward when it contracts. In an upright position where the mother can lean forward, she is assisting her uterus to work with least resistance whereas, if she is lying down or leaning back, the uterus has to work harder against the downward force of gravity (see here). A muscle working against gravity tends to tire and ache more easily so leaning forward is an efficient way to reduce pain and the need for analgesics.

	In between contractions, the increased pressure of the abdominal wall, the diaphragm and the baby’s head all in turn increase the pressure on the cervix during the resting phase.

	The entrance of the baby’s head, or presenting part, to the inlet of the mother’s pelvis is easier and the head’s direct application to the mother’s cervix is assisted, because the pelvic inlet points forward and the outlet faces downward, producing a convenient angle of descent. With each contraction of the uterus the unborn baby has a tendency to sink towards the mother’s cervix.

	There is improved placental circulation giving better oxygen supply to the foetus. Lying down on one’s back is the one position that causes compression of the major abdominal blood vessels along the spinal column. Compression of the large artery of the heart (descending aorta) can cause foetal distress by hindering blood circulation around the uterus and the placenta. Compression of the large veins leading to the heart (inferior vena cava) blocks the returning blood flow, contributing to hypotension and the possibility of maternal haemorrhage.

	There is less pressure on the pelvic nerves stemming from the lower part of the spine and sacrum, and less resistance to the uterine effort, therefore there is less pain.

	During pregnancy the flexibility of the pelvic joints is increased by hormones that soften the ligaments that hold them together. In upright positions, the pelvic joints are free to expand, move and adjust to the shape of the descending head of the baby during labour and birth. When the sacrum is free to move, the pelvic outlet can widen by as much as 30 per cent more (i.e. in the squatting position) than when the mother’s weight is resting directly on it and preventing any movement (i.e. semi-reclining). The sacro-coccygeal joint, i.e. the joint between the sacrum and the coccyx or tailbone, also softens and is designed to swivel backwards to widen the outlet of the pelvis as the baby emerges. Of course, this is impossible if the mother is sitting on her coccyx (i.e. semi-sitting position).





	When the mother is upright there is less direct pressure on the baby’s neck vertebrae as the head passes under the pubic arch and the neck extends backwards during the second stage (see diagram here). Although no studies have yet been done, it is easy to observe how actively-born babies have better head control immediately after birth. This facilitates the ‘rooting reflex’ for breastfeeding and also enhances motor development after birth.

	Upright positions facilitate the successful and spontaneous separation of the placenta and reduce the need for controlled cord traction and the risk of post-partum infection or haemorrhage (26).

	There is less likelihood of infection as fluids can drain more easily when the mother is upright and ‘pooling’ does not occur.

	In an upright position, the perineal tissues can expand evenly and pull back around the baby’s head, emerging at birth, and the risk of tearing is reduced. In the semi-reclining or semi-sitting position the baby’s head descends forward directly onto the perineum which is immobilised and cannot expand. This situation is worsened if the mother is in the lithotomy position with her legs in stirrups. This separates the legs to a much great extent than usual and actually stretches the perineal tissues, increasing the need for episiotomy. In an active birth episiotomy is rarely necessary and is usually only done in an emergency.



Implications





Squatting



	when there is no compression on the vena cava and the aorta

	when the pelvis becomes fully mobilised





	maximum pressure inside the pelvis

	minimal muscular effort

	optimal relaxation of the perineum

	optimal foetal oxygenation

	a perfect angle of descent in relation to gravity






Ideal Maternity in Pithiviers, France










Your Responsibility



SUGGESTIONS FOR LABOUR
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