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The Primitives knew best:
Squatting during labour

Gardosi J, Hutson N, B-Lynch C. (Department of
Obstetrics and Gynaecology, Milton Keynes General
Hospital, Milton Keynes, Buckinghamshire, England.)
Randomised, controlled trial of squatting in the second
stage of labour. Lancet 1989;2:74-7.

SUMMARY
The authors report their experience with a new obstetric aid-
the 'Birth Cushion'. The Birth Cushion is a wedge-shaped foam
cushion with a firm internal base and side handles. It has a deep
perineal cut-out and is placed on a conventional delivery bed
against the raised head-end of the bed. The cushion is designed
in such a way that the mother sinks into it and thus adopts a
supported squatting position. This device was used to determine
whether delivery in the squatting position was easier than in the
conventional recumbent position and whether complication
rates were different.
Women in their first spontaneous or induced labour with
singleton pregnancies of at least 37 weeks gestation, cephalic
presentation and no antenatal risk factors were randomly allo-
cated to the upright group (squatting) or to the control group
(recumbent). Women who required Caesarean section in the
first stage of labour or who received epidural analgesia were
excluded. Of the 427 women who fulfilled these criteria, 218
were allocated to the squatting group and 209 to the recumbent
group. Both groups were well matched in age, maternal height
and gestation, and had similar labour induction and augmenta-
tion rates. There was no restriction on ambulation or analgesia
ineither group and both groups had similar proportions of women
whochose to spend the first stage predominantly recumbent.
There was no time limit for the duration of the second stage
andoperative delivery was undertaken for foetal distress, maternal
exhaustion or obvious failure to progress. Episiotomy was not
done as a routine procedure except for forceps deliveries. Blood
loss was estimated (not measured) and Apgar scores were
recorded by the midwife or paediatrician. Postnatal vulval and
perineal oedema were recorded by midwives in the postnatal
wards.
Of the 427women in the trial, 366 (86%) adopted in the second
stage the type of position determined by the random allocation.
In the squatting group, 72% maintained a supported squatting
position on the birth cushion in the bearing down phase while
18% chose to remain recumbent in the second stage. The
remainder in this group were delivered in the kneeling or sitting
position. Eleven per cent in the control group opted to remain
upright during this phase. The mean (SD) length of the active
second stage was 39 (26) minutes in the entire squatting group
compared to 50 (29) minutes in the recumbent group (p<O.OOI).
There were fewer instrumental vaginal deliveries in the upright
group (19; 8.7%) compared to the recumbent group (34; 16.3%)
(p<0.05). In the upright group more women retained intact
perineums although the incidence of labial lacerations was
higher. The neonatal outcome was similar in the two groups.

COMMENT
Women since antiquity have preferred to be delivered
with their trunks vertical. Most delivery positions illus-
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trated in historical texts indicate that an upright posture
with abducted thighs has been the rule in 'primitive'
cultures. 1 The horizontal birth position is a relatively
recent development often attributed to the entry of the
male accouchier into the practice of midwifery. 2 This
trend of recumbency in labour has continued well into the
late twentieth century in all the areas of the world influ-
enced by western medicine.
Several reasons are attributed to the popularity of

managing labour in the recumbent position. These
include better monitoring of the parturient, the passenger
and the progress of labour; easier adherence to hygiene
and asepsis; better control of the presenting part and
perineum; and the ability to perform operative vaginal
delivery.'
There must be a reason for this apparent universality of

upright, mobile birth positions. After all most women in
'primitive cultures' did not have the options of operative
vaginal delivery. Is the modern woman missing out on a
postural advantage because she gives birth lying (com-
paratively) passively in bed?
In the upright position the foetus descends with gravity

whereas in the recumbent and lithotomy positions, it
actually has to ascend for delivery because of the shape of
the pelvic curve. Further, aorto-caval compression can
occur in the dorsal position with resultant deleterious
effects on the mother and the foetus, causing for example
maternal hypotension and foetal distress.' Bearing down
efforts result in higher intrauterine pressures in the sitting
than in recumbent positions' and greater expulsive forces.
Furthermore, squatting also increases the dimensions of
the pelvic outlet. 6
Interest in alternative delivery positions during the last

20 years has resulted in the development of birthing chairs
and delivery beds as well as radiotelemetry for foetal
monitoring while the woman is fully ambulant. Studies
carried out on the effect of position in the second stage of
labour have mostly used specially manufactured birth
chairs and compared the sitting position on the chair to
the more conventional 'propped' dorsal position in bed.
In actual practice, the sitting position adopted in the birth
chair is similar to that assumed in the 'propped' dorsal
position. Most of the weight of a woman in the birth chair
ison the ischial tuberosities, sacrum and coccyx.The sacrum
is pushed forwards and the anteroposterior diameter of
the pelvic outlet reduced. The two consistent findings in
these studies are that delivery using a birth chair (which
permits a different position from the Birth Cushion) does
not reduce the duration of the second stage but is
associated with a greater blood loss at delivery. 7
This study by Gardosi and coUeagues reports a reduction

of 11 minutes in the mean duration of the active second
stage in those who deliver in the upright position when
compared to those who are recumbent during delivery
(95% CI: 5.8 to 16.2 minutes). The estimated blood loss
was similar in the two groups. These findings with the
birth cushion can be attributed to the fact that the
woman's weight is on her thighs, the sacrum can move
backwards and squatting increases the interspinous pelvic
diameters and subpubic arch. However, this results in
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greater anterior transit of the foetal head at delivery and
might explain the higher incidence of labial tears when
delivery occurred in the upright position.
While an 'approximate' assessment of blood loss is

unsatisfactory, the apparent lack of a considerable differ-
ence between the groups may have been related to the
shorter duration of active bearing down, thus reducing the
build up of pelvic congestion and account for the lesser
blood loss at delivery. It is important to note that only
women in their first labour have been included in this
trial. A nullipara entering labour is biologically different
from a multipara. 8 Also the method of randomization in
this study (depending on the sum of the last digit of the
hospital number and date of admission to the labour
ward) has a potential for bias.
This interesting study suggests that for delivery the

'primitive' squatting position is better than the 'refined'
recumbent one. The woman who finds it difficult to main-
tain the squatting position in the second stage of labour?
can use the Birth Cushion.

Dilated cardiomyopathy
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The morphologic spectrum of dilated cardiomyopathy
and its relation to immune response genes. Am J Cardiol
1989;64:991-5.

SUMMARY
The objective of this study was to search for histopathological
features which might be specific for dilated cardiomyopathy
(DCM) and to correlate this morphological data with human
leucocyte histocompatibility antigen markers. The study popu-
lation constituted of 174patients who fulfilled the WHO criteria
for idiopathic dilated cardiomyopathy. There were 137 males
and 37 females with a mean age of 41±11 years (range 17 to 60
years). Endomyocardial biopsies (4 samples from each patient)
from the apical portion of the right interventricular septum were
examined and 8 patients with histologically proven myocarditis
were excluded from the study. Light microscopy was used for
morphometric analysis of myocyte diameter, nuclear size and
endocardial thickness. Morphological qualitative analysis was
performed for irregularly shaped nuclei, lysis of contractile
elements, interstitial inflammation, diffuse and focal fibrosis,
endocardial fibrosis and elastosis, and endocardial smooth muscle
cells. Using microlymphocytotoxicity assay, HLA class I and II
(A, B, C, DR and DO) antigen typing was done on peripheral
lymphocytes in 50 consecutive patients. Antigen frequencies
found in patients were compared with those of a control popula-
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tion consisting of 400 randomly selected healthy blood donors.
For comparison of morphological data, the 2-sample t-test for
unpaired data and correlation coefficient was used while the
significance of deviation of HLA antigen frequencies was calcu-
lated using Fisher's exact test. The strength of association was
measured by calculation of the relative risk value. The analysis
identified two groups of patients-those with a peculiar pattern
of oversized and bizarre nuclei (Group A; n= 114) and those
without this feature (Group B; n=52). Myocyte width, nuclear
diameter and nuclear/sarcoplasmic ratio were significantly
higher in Group A patients. The morphological features showed
no correlation with the clinical condition of the patients at the
time of presentation. In previous genetic studies, DR4 and DR5
antigens were found significantly more frequently in patients
with cardiomyopathy than in the control subjects, while DR3
was less frequent. Patients in group A had a higher frequency of
the DR5 antigen than those in group B, but a lower frequency of
the DR4 antigen. There was no difference between the two
groups regarding the negative association with the DR3 antigen.
The authors conclude that the histopathological identification of
distinct groups of patients with DCM with different HLA
marker associations suggests that immune response genetic
factors may playa role in the expression of its morphological
features.

COMMENT
Idiopathic dilated cardiomyopathy is a chronic heart muscle
disease that causes dilatation and contractile dysfunction
of either or both ventricles of the heart.' The clinical
course of the disease after the diagnosis is made is well
documented and published reports agree that the disease
has a poor prognosis, with nearly 50% of patients dying
within two years after diagnosis.? Treatment is restricted
to relief of symptoms of cardiac failure and prevention of
arrhythmias or thromboembolic complications. Treatment,
however, does not affect survival and has no impact on the


